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Development of a driving ability assessment sheet at our medical center:

An Examination of the results of a neuropsychological test
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Abstract
In recent years, it is becoming increasingly common that those suffering from sequelae, such as those with



cerebrovascular disorders, are requested to submit a medical certificate before they start driving again. However,
there are no clear criteria for determining whether such persons should be permitted to drive. Assessments

through actual driving practice are generally accepted in determining the driver’s ability; however, various
issues still need to be addressed. Therefore, an increasing number of institutions are employing the Stroke
Drivers Screening Assessment (SDSA) for theoretical evaluation. However, the positive prediction rate of the
SDSA (the proportion of those who failed both the SDSA and a driving practice assessment) remains at 56.2%;
hence, great care is required in making a driving determination when only SDSA results are considered.

With the aim of providing advice on starting driving again, we have been developing a driving ability
assessment sheet and using the same in pilot tests on inpatients in the recovery rehabilitation ward who were

suffering from cerebrovascular disorders. The driving ability assessment sheet incorporates: the evaluation of
the patient’s physical function (Brunnstrom Recovery Stage: BRS, grip strength); neuropsychological batteries
(Mini-Mental State Examination: MMSE, the Frontal Assessment Battery (FAB), the attention kit (AK), the
Trail Making Test (TMT-A/B), the Kohs Block-Design Test (Kohs), the Rey—Osterrieth complex figure test
(ROCF) for copy/immediate recall and clock description; and the items of SDSA. The sheet provides a

comprehensive assessment of driving ability.

We here evaluated the results of assessments consisting of the driving ability assessment sheets of 35
participants (30 men and 5 women) from May 2016 to April 2018. Based on the results of the SDSA, which was
part of the assessments, we categorized the participants into a pass group (20 participants) and a fail group (15
participants), and compared the two groups in terms of the results of various neuropsychological tests (MMSE,
FAB, TMT-A/B, AK, Kohs and ROFC copy and immediate recall).

Results for MMSE, FAB, AK and Kohs were significantly lower in the SDSA fail group than in the pass
group; and, those for TMT-B were significantly higher in the fail group. No significant difference was observed
for TMT-A and ROCF. Therefore, the SDSA results were thought to reflect functions such as general cognitive
functions, frontal lobe functions, distribution attention functions, and working memory, and these functions
were considered to be reduced in participants in the SDSA fail group. On the other hand, the study suggested
that the visuo-spatial memory function, which is considered to be necessary for driving, was not sufficiently
reflected in SDSA results. Tottori J. Clin. Res. 10(4), 194-201, 2018
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