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Abstract 

Introduction: The aim of the study was to investigate the 

compensatory strategies and driving adaptation techniques of people 

with mental disorders. Methodology: A total of 639 drivers were 

assessed on their driving ability. An extensive driving questionnaire 

was administered to 307 drivers and a group of Alzheimer's Disease 

(AD) patients aged 65 and over, which led to the creation of a 15-

item short driving questionnaire. The short questionnaire was 

answered by 285 participants, 183 men (64.2%) and 102 women (35.8%). 

They were examined in the 3rd Department of Neurology of the “G. 

Papanikolaou” General Hospital, Aristotle University of Thessaloniki, 

and at Daycare Units for patients with dementia in Athens and 

Thessaloniki. The distribution of the population according to the 

diagnosis was: 88 healthy (30.9%); 100 with Mild Cognitive Impairment 

(MCI) (35.1%); 69 with AD (24.2%); 28 with other dementias (9.8%), 

all with no mobility problems. The AD patients were diagnosed 

according to the NINCDS-ARDRA criteria, the MCI ones according to the 

Petersen and Winblad criteria, while the other dementias according to 

the DSM-IV criteria, because the study had started before the DSM-V. 

The participants underwent neurological examination, 

neuropsychological and neuropsychiatric evaluations, medical/social 

history, neuroimaging, and hematological examinations. The healthy 
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older adults were examined across the same neuropsychological 

battery. Results: The percentage of family members who recommended 

driving cessation was higher in AD patients (47.7%) compared to the 

other diagnostic categories (p<0.001). More AD patients (58.7%) 

avoided unaccompanied driving compared to the other groups (p<0.001). 

Most AD patients (40.2%) avoided driving in urban areas (p<0.001). 

Most AD patients (47.1%) avoided driving on highways (p<0.001). More 

AD patients (38.6%) avoided driving in unknown areas compared to the 

other diagnostic categories (p<0.001). Conclusions: People with 

mental disorders reduce driving habits either on their own, adopting 

compensatory driving behaviors, or following family recommendations. 

 

Keywords: Mental Disorders, Dementia, Alzheimer's disease, Driving 

 

JEL Classifications: I12, I13, R41 

 

Introduction 
Driving and commuting are complex activities and part of the 

Instrumental Activities of Daily Living and seem to be further 

categorized in the range of transport activities (American 

Occupational Therapy Association, 2014). In the particular case of 

driving, it is considered to be an activity that can facilitate the 

participation of older people in the community (Stav, 2014), allowing 

movement based on people needs, making it possible to participate in 

social and/or recreational activities (Bekiaris, Panou & Pioggia, 

2008). 

As a complex task, driving requires a combination of mental 

functions, including executive functions, visual awareness, ability 

to maintain attention, motor control and fast reaction speed 

(Drazkowski & Sirven, 2011). Even though it is an automated 

procedure, as far as the handling of the vehicle is considered, and 

is linked to implicit memory, its complexity is attributed to the 

processing of multiple and simultaneous stimuli [(e.g. distance 

assessment etc.) (Tsamaslidis, Tsantali & Tsolaki, 2005)]. 

Alzheimer's Disease (AD), one of the most prevalent diseases that 

seems to affect all the above-mentioned mental functions in the 

elderly (Alzheimer Association, 2019), also has found to adversely 

affect the ability to drive. Sensory and motor changes may occur as 

early as the preclinical stage, even before the onset of cognitive 

symptoms (Albers et al., 2015). Moreover, even slight deviations in 

cognitive impairment can affect driving, increasing the risk of car 

accidents (Fraade-Blanaret al., 2018). It is therefore necessary to 

assess the factors involved in driving in a timely and valid manner. 

An appropriate way to assess the driving ability of people with 

mental disorders is the clinical examination, neuropsychological 

assessment, use of the driving simulator as well as the assessment of 

actual driving conditions (Katsouri & Tsolaki, 2013). Bennett, 

Chekaluk & Batchelor (2016), in the context of a systematic review, 

highlighted the correlation between attention, executive functions 

and visual spatial tests and driving ability. Similar correlations 

have been identified for the predictive usefulness of the Trail 

Making Test A and B, which also appear to be sensitive enough for 

early detection of Amnestic Mild Cognitive Impairment (Falkenstein, 

Karthaus & Brüne-Cohrs, 2020; Kalin et al., 2014) and, as a 

consequence, the identification of deficits related to declined 

ability as far as driving performance is concerned. Additionally, a 

qualitative study assessing the ability of experts in USA (n = 26, 

Driving Rehabilitation Specialists) to accurate evaluate the ability 

of driving in elderly, pointed out that occupational therapists 

appear to have the experience needed to deal with safety issues of 

older drivers (Jones, Dickerson,  Belmashkan & Betz, 2016). It is 
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becoming clear that an all-out assessment of the driver would 

contribute to a valid diagnosis of driving-related deficits. 

As Ma’u & Cheung (2020) point out, it is not the diagnosis itself 

that affects performance in driving projects but, rather, the 

specific mental deficits that occur in this context. The different 

patterns of dysfunction that patients with a mental impairment of 

different etiology seem to have (Piersmaetal., 2018), along with the 

increasing ageing of the population, make it imperative to develop 

sensitive and specific tests that will guide clinical practice. 

The assessment of the driving ability in people with AD aims at 

identifying the remaining skills, taking into consideration both 

environmental factors and individual's interests, while the decision 

to cease driving seems to be influenced by older age as well as by 

gender, with this phenomenon being more pronounced among women 

(Puynetal, 2018; Tzonichaki, 2019). Furthermore, the existence of a 

supportive environment (Angetal, 2020) along with the reduced self-

confidence of the patient in his driving skills (Hassan, King & Watt, 

2017) seems to mediate in the decision to give up driving. 

At first, in the beginning of the decline, importance is given to 

safety. The risk associated with driving seems to be higher at the 

stage prior to the clinical manifestation of dementia (predementia), 

given the time between diagnosis and the person's level of awareness. 

Whether or not MCI people are able to maintain their safety-oriented 

driving independence is not clearly defined by the existing 

guidelines, since MCI patient falls under the diagnosis of general 

term "mental disorders" and is, therefore, subject to multiple and 

broad interpretations (Olsen, Taylor & Thomas, 2014). 

The development of compensatory strategies and the self-regulation of 

driving on behalf of patients point out, on the one hand, the 

awareness of the limitations imposed by progressive mental impairment 

(Fengetal, 2020; Pavlou et al, 2017). On the other hand, they may 

reflect the difficulties faced by this population group in carrying 

out the individual acts that form up the act of driving. Feng et 

al(2020)found that MCI patients compensate for their mental deficits 

at 62.4%. The most common strategies are driving during the night, 

during rain and parking in parallel. Other compensatory behaviors 

which may occur concern the limitation of the kilometers they drive, 

driving in well-known routes, avoid busy and slippery roads, avoid 

driving environments judged as demanding etc(Braitman & 

Williams,2012; Devlin & McGillivray, 2014; Meng & Shiren, 2012; O’ 

Connor, Edwards & Baddon, 2013). 

As noted by Kurtzhaler et al (2017) the above self-restrictive 

behaviors appear to occur in those conditions considered by the 

individual to be potentially difficult, and not so much in those 

assessed as easy, raising again the question of the safety of both 

the individual himself and the rest of people. What is more, the 

limited awareness that the individual may have, considering his 

deficits, may raise the risk of car accidents. Therefore, the study 

of the compensatory behaviors potentially displayed by the population 

group under discussion is set out as indicative, on the one hand, of 

the individual's knowledge of his or her reduced functionality and, 

on the other hand, as a prerequisite for achieving the safety 

required so as to continue driving. 

Given the parameters involved, the responsibility for assessing the 

severity of the disorder and the maintenance of driving skills seems 

to be a matter for health professionals (Olsen et al, 2014). 

Furthermore, ceasing or restricting driving among people with mental 

disorders raises ethical issues, such as non-harm, autonomy, but also 

the ability to manage everyday issues (Gauthier, Leuzy, Racine & 

Rosa-Neto,2013), making it difficult for experts to formulate the 

decision. Risk that may accompany the continuation of driving along 



Katsouri, Athanasiadis, Bekiaris, Konsta, Tsouvala, Voucharas & Tsolaki, 29-41 

PRIME, Vol 14, Issue 1, 2021                  32 

with the potentially detrimental effects of ceasing driving it on 

should be taken into consideration by the experts who bear the above 

responsibility (Liddle, Turpin, Carlson & McKenna, 2008). 

The purpose of this study was to investigate the compensatory 

strategies people with progressive mental impairment adopt, depending 

on their demographic characteristics and diagnosis, and test a 

potentially useful questionnaire that  will help us to form a more 

accurate picture of driving behavior displayed by the population 

group under discussion. 

 

Materials & Methods 

 
Participants 

The survey was carried out in 639 drivers, of whom 424 (66.4%) were 

men and 215 (33.6%) women. Most of them were married (77.3%) and 

retired (78.2%).  Their age distribution was as follows: < 55: 

79(12.4%), 55-64: 97(15.3%), 65-74: 240 (37.7%), 75-84: 197(31.0%), 

>=85: 23(3.6%). Their educational level ranged from 0 to 26 years. 

Three hundred and seven 307 drivers were examined with an extended 

driving questionnaire, 285 were examined using the Short Driving 

Questionnaire, while for 47 of them the Short Driving Questionnaire 

was completed by their caregivers. Seventy nine (79) of them were 

also examined through a Driving Simulator at the Hellenic Institute 

of Transport in Center for Research & Technology Hellas (CERTH) in 

Thessaloniki. The participants were residents in Northern Greece and 

Attica.  

Participants were diagnosed (a)with AD according to NINCDS-ARDRA 

criteria(McKhann, Drachman & Folstein,1984) (b) with MCI according to 

Petersen and Winblad criteria (Bekiaris et al., 2008; Petersen et 

al., 2010), (c) with other dementia according to DSMIV criteria and 

did not have any mobility problems at the time of examination. 

Neurological examination, neuropsychological and neuropsychiatric 

evaluations, medical/social history, neuroimaging and blood tests 

were conducted to support the diagnosis of AD and MCI. Healthy 

elderly people were also examined with the same neuropsychological 

battery. 

 

Measures 

Participants were administered the following array neuropsychological 

tests: (a)Mini Mental State Examination(MMSE)(Folstein, Folstein &  

McHugh,1975; Fountoulakis,Tsolaki, Chatzi & Kazis,2000), (b)Clock-

drawing Test(Agrell & Dehljn,1998; Bozikis et al., 2003)(c)Functional 

Rating Scale for Symptoms of Dementia (FRSSD)(Hutton, Dippel & 

Loewenson, 1988)(d) Geriatric Depression Scale (GDS)(Fountoulakis et 

al., 1999; Yesavage et al., 1983), (e)Hamilton’s Depression Rating 

Scale (HDRS)(Hamilton, 1960), (f)Functional-Cognitive Assessment 

Scale (FUCAS)(Kounti,Tsolaki & Kiosseoglou,2006; Tsolaki, Alexiadou, 

Kiosseoglou & Kounti, 2006), (g)Montreal (Montreal Cognitive 

Assessment MoCa)(Poptsi et al, 2019; Nasreddine et al, 2005), and 

(h)Neuropsychiatric inventory (NPI)(Cummings et al., 1994, Politis A. 

et al ).The above-mentioned tests were used to define the severity 

and stage of AD and MCI and were both administered to the patients 

and their healthy counterparts. They were chosen based on their 

psychometric properties and their standardization in Greek 

population, while, generally, they also seem to be acceptable 

measurements. 

For the specific purposes of this study, two questionnaires assessing 

the driving capacity have been identified in Europe: (a)the Aged 

people Integration, Mobility, Safety and Quality of Life Enhancing 

Through Living - (AGILE) questionnaire(Widlroither, Hangenmeyer, 

Breker & Panou, 2003), which was developed in order to identify new 
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driving assessment procedures and training methods for elderly 

drivers, aiming of maintaining safe driving capacity for as long as 

possible,(b)the Driving Questionnaire for dementia patients 

(Tsantali, Tsolaki & Tsamaslidis, 2006), which was developed to 

detect indicators ceasing driving and identify correlations between 

the driving behavior of the patient, in the early stages of AD, and 

their mental state. It seems to have good reliability and validity 

(Cronbach’s alpha=.80) and is administered by the clinician to the 

patient himself, while the caregiver is also present to confirm the 

information given by the patient. 

A combination of the above questionnaires was used to better control 

the variables of interest in the present study. The new driving 

questionnaire is consisted of 33 questions with 52 sub-questions and 

aims to collect personal info(e.g. gender, age, accidents in the 

past, driving self-assessment), aspects on training and evaluation 

(e.g. whether they had already undergone an assessment, their beliefs 

on it, their willingness to retrain), information on physical and 

mental ability (e.g. vision, hearing, memory, attention) as well as 

information about their driving habits (e.g. which traffic situations 

they try to avoid compared to a younger age). 

 

Short Driving Questionnaire 

Data in the short driving questionnaire were collected between 

October 2015 and September 2016. It was formed based on the results 

from the Extended Driving questionnaire when important findings 

emerged for 15 questions regarding people with AD, aged over 65, The 

important findings prompted us form and administer the Short Driving 

Questionnaire. 

 

Procedure 

The present study is part of the doctoral thesis of Ioanna Yannoula 

Katsouri (2018). Assessment of the patients was held at the Hospital 

"G. Papanikolaou" as well as in memory centers in the above-mentioned 

areas. Participation was voluntary and a consent formed was signed in 

advance. 

 

Results 

Two hundred and eighty seven (285) participants completed the 

questionnaire of interest, of whom 183 (64.2%) men and 102 (35.8%) 

women. The distribution of diagnosis was as follows: 88(30.9%) were 

healthy, 100(35.1%) were MCI patients, 69(24.2%) patients with AD, 

and 28(9.8%) were patients with other forms of dementia. Patients 

with MCI scored significantly higher in MMSE (27.22±1.75) than 

patients with other dementias (24.77±6.03), (p=0.012). Additionally, 

patients with AD scored significantly lower in MMSE (20.58±5.71) than 

those with other dementias (24.77±6.03), (p<0.001). More information 

on the composition of the sample is given in Table 2, in which case 

the results of the correlations between demographic/individual 

characteristics and diagnosis are summarized. 

Descriptive statistics were used to statistically analyze the data 

obtained from the administration of the Short Driving Questionnaire 

as well as to investigate the possible correlations between the 

variables. Statistical analysis varied out using the IBMSPSS 22.0 

statistical package (IBM Inc., Armonk. NY). P-values less than 0.05 

were considered statistically significant. Table 1 summarizes the 

demographical features of the sample, illustrating the possible 

correlations between interpersonal/demographic variables and the 

diagnosis. 
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Statistically significant correlations of questionnaire questions in 

relation to diagnosis identified the following important findings: 

• The highest proportion of healthy people (44.4%) continue to drive 

the same kilometers as in the past, compared to the other groups 

(p=0.028). 

• The percentage of family members recommended ceasing driving is 

higher in patients with AD (47.7%) in relation to the other 

diagnostic categories (p<0.001).  

Table 1. Correlations between the demographic and individual 

characteristics of the sample and diagnosis 

  Controls 

n (%) 

MCI 

n (%) 

AD 

n (%) 

Other 

n (%) 

Total 

(n) 
P 

Age 

<55 
10 

(76.9) 

0 

(0.0) 

0 

(0.0) 

3 

(23.1) 
13 

0.000 

55-64 
16 

(59.3) 

3 

(11.1) 

4 

(14.8) 

4 

(14.8) 
27 

65-74 
45 

(30.8) 

60 

(41.1) 

29 

(19.9) 

12 

(8.2) 
146 

75-84 
16 

(18.0) 

34 

(38.2) 

33 

(37.1) 

6 

(6.7) 
89 

>85 1 (1.1) 
3 

(3.0) 

3 

(4.3) 

3 

(10.7) 
10 

Gender 

Men 
49 

(26.8) 

60 

(32.8) 

56 

(30.6) 

18 

(9.8) 
183 

0.007 

Women 
39 

(38.2) 

40 

(39.2) 

13 

(12.7) 

10 

(9.8) 
102 

Residents of  

Athens 
63 

(47.0) 

36 

(26.9) 

20 

(14.9) 

15 

(11.2) 
134 

0.000 

Thessaloniki 
25 

(16.6) 

64 

(42.4) 

49 

(32.5) 

13 

(8.6) 
151 

Driving 

Simulator 

Yes 
15 

(28.3) 

21 

(39.6) 

17 

(32.1) 

0 

(0.0) 
53 

0.035 

No 
73 

(31.5) 

79 

(34.1) 

52 

(22.4) 

28 

(12.1) 
232 

Professional 

Driver 

Yes 
13 

(27.1) 

10 

(20.8) 

16 

(33.3) 

9 

(18.8) 
48 

0.016 

No 
75 

(31.6) 

90 

(38.0) 

53 

(22.4) 

19 

(8.0) 
237 

Retirement 

Yes 
69 

(27.4) 

93 

(36.9) 

67 

(26.6) 

23 

(9.1) 
252 

0.001 

No 
19 

(57.6) 

7 

(21.2) 

2 

(6.1) 

5 

(15.2) 
33 

Revised 

Driving 

License 

Yes 
56 

(31.1) 

70 

(38.9) 

37 

(20.6) 

17 

(9.4) 
180 

0.188 

No 
32 

(30.5) 

30 

(28.6) 

32 

(30.5) 

11 

(10.5) 
105 

Driving 

Licensefor  

Motorcycle 

Yes 
14 

(60.9) 

4 

(17.4) 

2 

(8.7) 

3 

(13.0) 
23 

0.007 

No 
74 

(28.2) 

96 

(36.6) 

67 

(25.6) 

25 

(9.5) 
262 

Driving 

License for 

Truck 

Yes 
13 

(25.5) 

12 

(23.5) 

18 

(35.3) 

8 

(15.7) 
51 

0.041 

No 
75 

(32.1) 

88 

(37.6) 

51 

(21.8) 

20 

(8.5) 
234 

Driving 

License for 

Bus 

Yes 3 (21.4) 
4 

(28.6) 

5 

(35.7) 

2 

(14.3) 
14 

0.635 

No 
85 

(31.4) 

96 

(35.4) 

64 

(23.6) 

26 

(9.6) 
271 
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• More patients with AD (57.7%) are in medication that cause driving 

problems compared to other categories (p<0.001).  

• More patients with AD (45.6%) are easily distracted from driving in 

urban areas in relation to other diagnostic categories (p<0.001). 

• More patients with AD (42.9%) have problems concentrating on 

driving for more than half an hour compared to the other groups 

(p=0.005). 

• Less patients with other dementias (15.3%) have difficulty 

concentrating on driving when someone is talking to them in relation 

to the other diagnostic categories (p=0.006). 

• More patients with AD (35.3%) and people with other dementias 

(13.2%) have an inability to react quickly when necessary, compared 

to the other groups (p=0.028).  

• More patients with AD (40.2%) avoid driving in urban areas 

(p<0.001). 

• More patients with AD (47.1%) avoid driving on motorways (p<0.001).  

• More patients with AD (58.7%) avoid driving without an escort 

compared to other groups (p<0.001). 

• More patients with AD (42.5%) avoid turning to difficult 

intersections compared to other diagnostic categories (p<0.001).  

• More patients with AD (40.7%) avoid driving under the pressure of 

time compared to the other categories (p<0.001). 

• As far as patients with AD are concerned (31.7%) the average speed 

is slower today than when he was 45 years old compared to the other 

groups (p<0.001).  

• More patients with AD (38.6%) avoid driving in unfamiliar areas 

compared to other diagnostic categories (p<0.001).  

 

The statistically significant correlations are summarized in Table 2. 

Table 2. Correlations between driving behavior and distraction 

  Controls 

n (%) 

MCI 

n (%) 

AD 

n (%) 

Other 

n (%) 

Total 

(n) 
P 

Driving the same 

amount of km as 

in the past 

Yes 
32 

(44.4) 

23 

(31.9) 

12 

(16.7) 

5 

(6.9) 
72 

0.028 

No 
56 

(26.3) 

77 

(23.2) 

57 

(26.8) 

23 

(10.8) 
213 

Complaints from 

the family 

members about 

driving behavior 

Yes 
17 

(27.4) 

16 

(25.8) 

20 

(32.3) 

9 

(14.5) 
62 

0.105 

No 
71 

(31.8) 

84 

(37.7) 

49 

(22.0) 

19 

(8.5) 
223 

Recommendations 

about ceasing 

driving from the 

family 

Yes 
10 

(15.4) 

16 

(24.6) 

31 

(47.7) 

8 

(12.3) 
65 

0.000 

No 
78 

(35.5) 

84 

(38.2) 

38 

(17.3) 

20 

(9.1) 
220 

Medication that 

affects driving 

Yes 1 (3.8) 
4 

(15.4) 

15 

(57.7) 

6 

(23.1) 
26 

0.000 

No 
87 

(33.6) 

96 

(37.1) 

54 

(20.8) 

22 

(8.5) 
259 

Easily 

distracted 

during driving 

for ex. In urban 

areas 

Yes 
11 

(19.3) 

13 

(22.8) 

26 

(45.6) 

7 

(12.3) 
57 

0.000 

No 
77 

(33.8) 

87 

(38.2) 

43 

(18.9) 

21 

(9.2) 
228 

Difficulties in 

concentrating 

during driving 

for over half an 

hour 

Yes 6 (14.3) 
12 

(28.6) 

18 

(42.9) 

6 

(14.3) 
42 

0.005 

No 
82 

(33.7) 

88 

(36.2) 

51 

(21.0) 

22 

(9.1) 
243 
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Difficulties in 

concentrating 

when someone 

speaks to them 

Yes 
20 

(20.4) 

33 

(33.7) 

30 

(30.6) 

15 

(15.3) 
98 

0.006 

 

No 
68 

(36.4) 

67 

(35.8) 

39 

(20.9) 

13 

(7.0) 
187 

Inability to 

react quickly 

when necessary 

Yes 
14 

(20.6) 

21 

(30.9) 

24 

(35.3) 

9 

(13.2) 
68 

0.028 

No 
74 

(34.1) 

79 

(36.4) 

45 

(20.7) 

19 

(8.8) 
217 

Avoiding driving 

in urban areas 

Never 
72 

(40.4) 

66 

(37.1) 

26 

(14.6) 

14 

(7.9) 
178 

0.000 

Always 
16 

(15.0) 

34 

(31.8) 

43 

(40.2) 

14 

(13.1) 
107 

Avoiding driving 

in highways 

Never 
77 

(35.80 

84 

(39.1) 

36 

(16.7) 

18 

(8.4) 
215 

0.000 

Always 
11 

(15.7) 

16 

(22.9) 

33 

(47.1) 

10 

(14.3) 
70 

Avoiding driving 

at night 

Never 
57 

(35.4) 

58 

(36.0) 

30 

(18.6) 

16 

(9.9) 
161 

0.063 

Always 
31 

(25.0) 

42 

(33.9) 

39 

(31.5) 

12 

(9.7) 
124 

Avoid turning at 

difficult 

intersections 

Never 
74 

(36.1) 

77 

(37.6) 

35 

(17.1) 

19 

(9.3) 
205 

0.000 

Always 
14 

(17.5) 

23 

(28.8) 

34 

(42.5) 

9 

(11.3) 
80 

Avoiding driving 

without company 

Never 
83 

(37.4) 

88 

(39.6) 

32 

(14.4) 

19 

(8.6) 
222 

0.000 

Always 5 (7.90 
12 

(19.0) 

37 

(58.7) 

9 

(14.3) 
63 

Avoiding driving 

under time 

pressure 

Never 
73 

(37.6) 

73 

(37.60 

32 

(16.5) 

16 

(8.2) 
194 

0.000 

Always 
15 

(16.5) 

27 

(29.7) 

37 

(40.7) 

12 

(13.2) 
91 

Average speed is 

slower than when 

they were 

younger (45 

y.o.) 

Yes 
37 

(22.6) 

53 

(32.3) 

52 

(31.7) 

22 

(13.4) 
164 

0.000 

No 
51 

(42.1) 

47 

(38.8) 

17 

(14.0) 

6 

(5.0) 
121 

Avoiding driving 

in unknown areas 

Never 
62 

(39.20 

61 

(38.6) 

20 

(12.7) 

15 

(9.5) 
158 

0.000 

Always 
26 

(20.50 

39 

(30.7) 

49 

(38.6) 

13 

(10.2) 
127 

 

Discussion 
Considering the previous results, a differentiation in driving 

ability, driving habits, strategies, behavior and frequency of 

driving between those with mental disorders and their healthy 

counterparts is being made. Our study lacks the establishment of a 

statistically significant difference in rate of car accidents between 

diagnostic groups, which is probably due to the fact that people with 

mental disorders restrict driving either on their own or based on the 

recommendation of the family and the doctors in Greece. As Carr, 

Duchek & Morris (2000) pointed out, the non-statistically significant 

difference in car accidents between dementia patients and healthy 

controls is indicative of the existence of compensatory mechanisms. 

Family's complaints to cease driving are more pronounced among 

patients with AD, underlining the contribution of the family to the 

regulation of driving-related parameters, as highlighted by Piersma 

et al. (2018). The perceived difficulties in concentration of 



Katsouri, Athanasiadis, Bekiaris, Konsta, Tsouvala, Voucharas & Tsolaki, 29-41 

PRIME, Vol 14, Issue 1, 2021                  37 

attention and rapid response, when needed, among patients with AD 

highlights the patient self-perception of the gradually evolving 

mental deficits, in accordance with the results presented by Pavlou 

et al. (2017). The above knowledge seems to be the prerequisite to 

adopt compensatory strategies. As stated in a review held by Ang, 

Jennifer, Chen & Lee (2019), patients seem to recognize progressive 

cognitive impairment by self-regulating their driving habits, 

accordingly. On the opposite hand, the inability to grasp these 

deficits seems to prevent the subsequent adjustment of behavior. 

Talking specifically about the use of compensatory strategies, 

patients with AD were found to avoid driving in urban areas, on 

highways and in areas unknown to them, a finding that is supported 

from previous research in the field, indicating the avoidance of 

crowded and/or unknown areas in people with mental deficits (O' 

Connors et al., 2013). Similarly, in a large-range European study 

(Sommer, Falkmer, Bekiaris & Panou, 2004), which examined 473 older 

drivers, aged between 55-64, 65-74, and > 74 years old, it was 

highlighted that MCI patients avoided unfamiliar areas and high-

traffic roads more than the healthy ones. This finding was attributed 

to the fact that people with MCI and dementia avoid driving in 

complex conditions on their own, reinforcing the view that they are 

capable of self-regulating driving skills. Therefore, there seems to 

be an agreement on the use of compensatory strategies, on behalf of 

these patients. On the other hand, the previous study, also, pointed 

out an increase in crash rates in which elderly people had the legal 

responsibility, finding that was not established in our research. 

Avoiding turning at difficult intersections, driving without an 

escort and under the pressure of time were found to be statistically 

significantly correlated with the diagnosis of AD, suggesting that 

the observed decline in functionality is associated with avoiding 

conditions that pose additional requirements to the individual (Mang 

& Siren, 2012). The statistically significant reduction in speed is 

indicative of the compensation of the ability to react quickly and to 

sustain their attention, and is in line with previous findings 

(Katsouri, Athanasiadis, Bekiaris, Touliou & Tsolaki, 2015). 

Furthermore, no statistically significant decrease in driving during 

the evening hours was found, a finding widely noted in the literature 

(Babulal et al, 2019. Braitman & Williams,2012 etc.). 

It seems, therefore, that patients facing cognitive decline, self-

access the impairment of their functionality and, consequently, self-

regulate their driving behavior to avoid demanding situations. On the 

other hand, the prolonged choice of easy driving conditions could 

reduce the individual's awareness of the existing declines, as 

pointed out by Kurtzhaler et al. (2017), raising security issues. 

Consequently, the self-regulation of driving behavior along with the 

existence of modifying factors, as far as ceasing driving is 

concerned, pronounce the need to establish sensitive enough tools in 

detecting deficits while considering patient’s personal point of 

view. Furthermore, the progressive decline in functionality and the 

consequences that these decline poses in driving ability, make the 

need for regular re-examinations imperative (Davis et al., 2017). 

Applying the person-centered approach to occupational therapy, 

concentrating on the remaining capability of driving, giving older 

drivers the opportunity to self-assess their abilities and the 

probability of handling their own deficiencies, regarding driving, on 

a realistic basis (Soemer et al, 2004), could give us a more accurate 

depiction of the decline of driving ability. 

To conclude, it seems that people with cognitive deficits restrict 

their driving behavior either on their own, through compensatory 

strategies, or on the recommendation of family. This knowledge could 

be useful for the establishment of a more thorough assessment of 
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driving ability in this population, as well as, for the formation of 

appropriate intervention programs. 
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