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Foreword 

We are pleased to present the 2010 BC Guide in Determining Fitness to Drive. 

 

The Guide replaces the 1997 BC Guide for Physicians in Determining Fitness to Drive a Motor 

Vehicle, 7
th
 edition.  A companion piece to the 2010 BC Guide ï The BC Driver Fitness 

Handbook for Physicians-a handbook for the use of doctors who may have to consider a 

patientôs fitness to drive, will be published in the Spring of 2011. 

 

While the Guide represents a departure in how driver fitness policy is articulated in BC, it 

continues the 46 years of collaboration between the BC Medical Association (BCMA) and the 

Office of the Superintendent of Motor Vehicles (OSMV). 

 

The policies and procedures in this Guide are the result of a lengthy and intensive process.  In 

March 2006, The OSMV, in partnership with the BCMA, launched the Guide to Drive Project.  

Over the course of four years, the BCMA played an integral role in creating medical condition 

guidelines and a decision making framework for the OSMV. 

 

The Guide represents the BCMA and OSMVôs continuing commitment to anchor driver fitness 

determinations on the best-evidence available.  In response to case law, the Guide presents an 

approach to driver fitness focused on functional ability to driver rather than diagnosis. 

 

Implementation of the 2010 BC Guide in Determining Fitness to Drive reflects a continuing 

commitment to public safety while allowing the maximum driving privilege possible. 
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Chapter 1: Introduction  

1.1 How this Manual is organized 
 

This Manual consists of 4 parts.   

This first part, Background, provides the necessary context for the 

remainder of the manual.  The 3 chapters within this part are: 

¶ Chapter 1:  Introduction, which explains the purpose of the Manual 

and the new developments that have influenced OSMVôs approach to 

driver fitness 

¶ Chapter 2:  The Driver Fitness Program, which provides an overview 

of the authority for, and activities of, the Driver Fitness Program, as 

well as the roles and responsibilities of the various Driver Fitness 

Program partners, and 

¶ Chapter 3:  Driver Fitness Program Principles, which are the 

foundation for the policies and procedures presented in Parts 2 and 3 

of the manual. 

The second part, Policies and Procedures, outlines OSMV policies and 

procedures applicable to each of the four activities of the Driver Fitness 

Program.  The five chapters within this part are entitled: 

¶ Chapter 4:  Introduction to the Policies and Procedures 

¶ Chapter 5:  Screening Policies.  Because screening is largely 

conducted by OSMVôs Driver Fitness Program partners, procedures 

are not included in this chapter.   

¶ Chapter 6:  Assessment Policies and Procedures 

¶ Chapter 7:  Determination Policies and Procedures, and 

¶ Chapter 8:  Reconsideration Policies and Procedures. 

The third part of the Manual contains the medical condition chapters.  The 

first chapter in this part, Chapter 9, is an introduction that outlines the 

purpose and the format of the medical condition chapters.  Chapter 10:  

Medical Conditions at-a-Glance, is a table that may be used as a quick 

reference to determine how each of the identified medical conditions 

affects the functions necessary for driving.  Chapters 11 through 31 are the 

actual medical condition chapters.   

The fourth part of the Manual contains the Appendices.  These include: 

¶ Appendix 1:  Glossary of Terms used throughout the Manual  
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¶ Appendix 2:  Excerpts from the MVA that are relevant to the Driver 

Fitness Program 

¶ Appendix 3:  Aging Drivers, which describes the research in support of 

routine screening of drivers who are 80 years of age and older 

¶ Appendix 4:  Licence Classes, which describes the various classes of 

driverôs licences 

¶ Appendix 5:  Drafting and Approval Process, which describes how the 

medical condition guidelines were drafted and approved 

¶ Appendix 6:  The Relationship between BC Driver Fitness Policy and 

Policy in other Jurisdictions, which is primarily of relevance to 

commercial drivers who wish to drive in the United States, and 

 

1.2 Purpose of this Manual  

This Manual documents the Driver Fitness Program policy and procedures 

of the Office of the Superintendent of Motor Vehicles.  It is to be used by 

OSMV staff when making driver fitness determinations. 

 

1.3 A changing approach to driver fitness  

Prior to the publication of this Manual, the OSMV and health care 

practitioners in BC relied on the 1997 Guide for Physicians in 

Determining Fitness to Drive a Motor Vehicle, 7
th
 edition (the Guide).  

The Guide was drafted in partnership between the OSMV and the British 

Columbia Medical Association (BCMA) and was published by the BCMA 

for use by both physicians and the OSMV.  

The guidelines in the 1997 Guide were based on a diagnostic model for 

determining driver fitness.  That is, guidelines were based primarily on the 

medical condition and the presumed group characteristics of people with 

that condition rather than on how the medical condition affected the 

functions necessary for driving on an individual basis.  In terms of an 

evidentiary basis, the Guide reflected the consensus opinion of practicing 

physicians including members of specialty sections within the BCMA.   

Since the 1997 edition, three developments have had a significant impact 

on driver fitness policy in BC: 
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1. A Supreme Court of Canada decision established the requirement to 

individually assess drivers. The óGrismerô
1
 case held that each driver 

must be assessed according to the driverôs own personal abilities rather 

than presumed group characteristics. 

2. The OSMV has adopted a functional approach to driver fitness.  This 

means that the OSMV assesses the impact of a medical condition on 

the functions necessary for driving when making driver fitness 

determinations.  The functions necessary for driving are described in 

3.3.  Where a medical condition results in a persistent impairment of 

the functions necessary for driving, the OSMV bases its driver fitness 

determination on the results of functional assessments that observe or 

measure the functions necessary for driving.  If the impairment is 

episodic, the impact of the medical condition on the functions 

necessary for driving cannot be functionally assessed and the OSMV 

bases its driver fitness determination on the results of medical 

assessments.  These concepts are explained fully in 6.5.   

3. The OSMV has increased its emphasis on using research evidence, 

where it exists, as the basis of its driver fitness policies.  Each medical 

condition in Part 3 of this Manual is included because the best 

available evidence shows that the medical condition causes 

impairment of one or more of the functions necessary for driving or 

has been associated with an elevated risk of crash or impaired driving 

performance.  This information has been drawn from the integrative 

review performed by Dr. Bonnie Dobbs and documented in her report 

Medical Conditions and Driving:  A Review of the Scientific Literature 

1960-2010. 

 

 

 

                                                 

 

 
1
 British Columbia (Superintendent of Motor Vehicles) v. British Columbia (Council of Human Rights), [1999] 3 

S.C.R. 868 
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Chapter 2: The Driver Fitness Program   

2.1 The legal and policy authority for the Driver Fitness Program 
 

The Motor Vehicle Act [RSBC 1996] Chapter 318 

The Motor Vehicle Act (MVA) provides the statutory authority for the 

Driver Fitness Program. 

Section 25 describes the statutory requirements regarding the application 

for and issuance of a driverôs licence.  It sets out the authority of the 

Superintendent to determine that applicants for various classes of driverôs 

licences are able and fit to drive safely and to require an individual to be 

examined as to their fitness and ability to drive.  It also authorizes the 

Superintendent to impose restrictions and conditions.  Relevant portions of 

section 25 are reproduced in Appendix 2.   

Section 29 extends the authority of the Superintendent to determine 

whether holders (post-licence) of various classes of driverôs licences are 

able and fit to drive safely and authorizes the Superintendent to require a 

holder to be examined as to their fitness and ability to drive.  The full text 

of section 29 is in Appendix 2. 

Section 92 authorizes the Superintendent to direct the Insurance 

Corporation of British Columbia (ICBC) to cancel any class of driverôs 

licence, cancel and issue a different class of driverôs licence or prohibit a 

driver if the driver has a medical condition affecting fitness and ability to 

drive.  It also authorizes the Superintendent to direct ICBC to cancel a 

driverôs licence if the driver does not submit to an exam the 

Superintendent has required to assess fitness and ability to drive safely.  

The full text of section 92 is in Appendix 2.  

 

The relationship between the MVA and the OSMV driver fitness 
policy   

Policy plays an important role in the work of a regulatory body.  To 

understand this role, OSMV decision-makers need to be familiar with the 

relationship between the MVA  and OSMV policy. 

Legislation 

The primary statement of law is written in legislation.  Legislation 

provides órulesô that must be followed without exception or the exercise of 

discretion.  Because legislation sets out órules,ô it is broadly written.  The 
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finer points of law are left to be defined and set out in regulation and 

policy.  This allows for greater flexibility and, in the case of policy, the 

exercise of discretion.   

Regulations  

Regulations primarily fill in the details of legislation.  Like legislation, 

regulations are law.  However, they are subordinate legislation made under 

the authority of the statute.  An advantage of regulations over legislation is 

that they are easier to change or repeal.  By amending regulations, the 

government can adapt quickly to changing program needs and operational 

issues.  There are no regulations under the MVA relating to driver fitness.  

Policy 

Driver Fitness Program policy is not passed by the government but is 

developed and approved within the OSMV.  Policy is generally binding on 

program operations and will generally be upheld by a judicial or quasi-

judicial body.   

Policy is how the OSMV implements the Superintendentôs authority under 

the MVA.  The MVA authorizes the Superintendent to require a medical 

examination before granting a driver's licence.  The policies articulated in 

this Manual provide the level of detail required by the OSMV to assess 

and determine driver fitness.  

Policy can take many forms.  In Chapters 5 through 8 of this Manual, 

Driver Fitness Program policy is presented as individually numbered 

policy statements.  In the medical condition chapters, Driver Fitness 

Program policy is presented as: 

¶ guidelines for the use of assessments 

¶ medical condition guidelines, and 

¶ reassessment interval guidelines. 

When making driver fitness determinations, OSMV decision-makers will 

generally refer to both the general policy statements from Chapters 5 

through 8 and the specific guidelines relevant to particular medical 

conditions from the medical condition chapters.  Because each driver is 

unique and determinations are made on an individual basis, the medical 

condition chapters present ñguidelinesò rather than hard rules that must be 

followed without exception.     

OSMV decision-makers need the policies and guidelines in this Manual to 

provide a framework for the exercise of their discretionary powers.  If 

there are no criteria to guide decisions, the decisions may be arbitrary and, 

over time, inconsistent.  The policies in this Manual provide a framework 



     7 

for the exercise of discretion by OSMV staff responsible for driver fitness 

determinations.   

 

2.2 Driver Fitness Program overview 

The Driver Fitness Program assesses about 120,000 drivers annually.  In 

an average year, 3,400 drivers have their driving privileges cancelled or 

denied for fitness reasons and 2,500 have their driving privileges restricted 

or reduced.   

The flowcharts following this section of text highlight the four key 

activities of the Driver Fitness Program:  Screening, Assessment, 

Determination and Reconsideration.   

Screening identifies: 

¶ individuals who have a known or possible medical condition that may 

impair their functional ability to drive 

¶ commercial drivers, and  

¶ aging drivers.   

Screening policies are documented in Chapter 5 of this Manual. 

Assessment is the process of collecting information required to make a 

driver fitness determination.  The key assessment used for driver fitness 

determinations is a driverôs medical examination completed by a physician 

ï usually a driverôs general practitioner or specialist.  Information gathered 

during the medical examination is documented on the Driver Medical 

Examination Report (DMER).  A variety of other assessments may also be 

required, such as specialist examinations or road tests.  Assessment 

policies and procedures are documented in Chapter 6 of this Manual. 
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Determination involves reviewing: 

¶ the information obtained from assessments 

¶ any other relevant file information, such as driving history, and 

¶ the medical condition guidelines outlined in Part 3 of this Manual 

and determining whether an individual is fit to drive.  Policies and 

procedures that govern the determination process are outlined in Chapter 7 

of this Manual. 

Reconsideration is the process of reviewing a driver fitness determination 

upon request of an individual who was found not fit to drive, or who had 

restrictions or conditions imposed.  Policies and procedures that govern 

the reconsideration process are outlined in Chapter 8 of this Manual. 
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The adjudicator or case 

manager requests 

medical and/or 

functional assessments

An adjudicator or case manager reviews the DMER and any 

other relevant information and decides whether further 

information is required in order to make a determination

1.  SCREENING

Is further information 

required?

A driver discloses 

a medical 

condition to ICBC, 

or fails vision 

screening, at 

licence application 

or renewal 

Yes

2.  ASSESSMENT (subject to revision)

No

Is a determination 

required?

Yes

An intake agent reviews the DMER and any other relevant 

information and decides whether a driver fitness determination 

is required

No

Is a reassessment

Interval required?
No End of process

Yes

The intake agent schedules a 

reassessment

To 

3.  Determination

The 

OSMV 

receives 

a 

credible 

report

A driver applies 

for a 

commercial 

class licence or 

a routine 

commercial 

screening is due

A driver turns 

80 or a routine 

age related 

screening is 

due

A scheduled 

reassessment 

interval 

expires 

The 

OSMV 

receives 

a report 

pursuant 

to MVA 

s. 230

A physician conducts a driverôs medical examination, 

documents the results on the DMER and sends the DMER to 

the OSMV

A DMER is mailed to the driver
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An adjudicator or case manager reviews the DMER and any 

other assessment results, driving record, other information on 

file and medical condition guidelines and determines whether 

driver is fit to drive  

3.  DETERMINATION

Is the driver fit to drive?

Yes The adjudicator or 

case manager sends 

the driver a letter 

communicating the 

determination

No

Is a reassessment

Interval required?

Are conditions or 

restrictions required?

Yes

Yes

No The adjudicator or case manager 

schedules a reassessment

4.  RECONSIDERATION

Does the driver ask for a 

review of the decision?

No

End of process

No

Yes

From 

2.  Assessment

An adjudicator or case manager reconsiders the decision 

and may request additional assessments.  At the 

conclusion of the reconsideration, the adjudicator or case 

manager sends the individual a letter either confirming the 

original determination or substituting a new determination

End of process
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2.3 Roles and responsibilities  

The OSMV works in partnership with ICBC and other agencies, such as 

the BCMA, to implement and administer the Driver Fitness Program.  The 

following paragraphs highlight the roles and responsibilities of the key 

participants in the Driver Fitness Program. 

 

Office of the Superintendent of Motor Vehicles  

On a day-to-day basis, driver fitness determinations are made by OSMV 

case managers and adjudicators.  Case managers and adjudicators also 

seek advice from the OSMV Medical Consultant and the Assistant 

Director of Hearings and Fair Practices, where necessary.  The roles of 

various OSMV staff within the Driver Fitness Program are described in 

the paragraphs below. 

Intake agents perform an initial review of DMERs and other assessment 

results that are sent to the OSMV.  They identify those individuals who 

clearly meet the medical condition guidelines outlined in Part 3 of this 

Manual without the need for further assessment or a driver fitness 

determination.  They identify and forward cases that require an exercise of 

discretion to adjudicators and case managers.   

The procedures that guide the work of intake agents are documented in 

the:  

¶ Intake Agent Triage Sort Procedures  

¶ Intake Agent Guidelines for Assessing Fitness to Drive, and 

¶ Intake Agent Procedures Manual.  

Adjudicators are responsible for making decisions on medically 

uncomplicated cases; they may exercise discretion in decision-making.   

Case managers are registered nurses responsible for making decisions on 

medically complicated cases; they may exercise discretion in decision 

making.   

The Medical Consultant is a physician who provides medical advice and 

opinion on an individualôs fitness to drive to both adjudicators and case 

managers.   

The Assistant Director of Hearings and Fair Practices provides advice to 

adjudicators and case managers on complicated cases, in particular, cases 

where unique restrictions or conditions may be required and cases under 

reconsideration.   
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ICBC 

In partnership with the OSMV and under delegation, ICBC performs some 

administrative functions for the Driver Fitness Program.  In carrying out 

powers or responsibilities delegated to it under section 117(1) of the 

MVA, ICBC must act in accordance with any directives issued by the 

Superintendent.   

ICBC also plays an important role in screening.  Through direct 

questioning on a day-to-day basis, either at the time of initial licensing or 

licence renewal, ICBC Points of Service staff identify individuals who 

have a medical condition that may impair the functions necessary for 

driving.  An individual applying for a driverôs licence must also take a 

vision screening test at the ICBC Point of Service.  If an individual 

discloses a medical condition or fails the vision screening test, ICBC staff 

may initiate a DMER or may decide not to issue a driverôs licence until the 

OSMV indicates that the individual is fit to drive. 

As the driver licensing authority for the province, ICBC has its own 

requirements that may impact individuals who have been the subject of an 

OSMV driver fitness determination.  For example, ICBC will not issue a 

licence to an individual who hasnôt held a licence for more than 3 years 

unless the individual takes an ICBC road test.  This means that the OSMV 

may determine that an individual whose licence was cancelled for fitness 

reasons is now fit to drive because of an improvement in their medical 

condition, but ICBC may require successful completion of a road test 

before issuing a new licence.   
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Medical practitioners 

Medical practitioners also play a role in screening.  Under section 230 of 

the MVA , registered psychologists, optometrists and medical practitioners 

must report to the OSMV if: 

¶ a patient has a medical condition that makes it dangerous to the 

patient, or to the public, for the patient to drive a motor vehicle, and 

¶ continues to drive after the psychologist, optometrist or medical 

practitioner warns the patient of the danger.   

The full text of section 230 is included in Appendix 2. 

In addition to this reporting duty, medical practitioners conduct 

assessments and provide information to the OSMV on a patientôs 

prognosis, treatment and extent of impairment.  Sometimes medical 

practitioners are asked to comment directly on driving ability. 

 

Allied health care practitioners  

Allied health care practitioners such as occupational therapists, driver 

rehabilitation therapists and physiotherapists may be asked to conduct 

assessments of drivers.   

 

Individual drivers 

When applying for or renewing a British Columbia driverôs licence of any 

class, individuals are asked if they have any medical conditions that affect 

driving.  When an applicant reports a medical condition that could affect 

the functions necessary for driving, a DMER is generally issued.  The 

individual is responsible for taking this to their doctor to be completed. 

Based on information provided by the physician on the DMER, an 

individual may be required to submit to additional assessments for the 

OSMV to determine their fitness to drive. 

Once a determination is made, individuals must comply with any 

conditions or restrictions imposed by the OSMV or, if their licence is 

cancelled, surrender the licence to ICBC.  Individuals are informed of 

conditions, restrictions and licence cancellations in a letter from the 

OSMV.   
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Commercial drivers who wish to drive outside of BC 

Commercial drivers who wish to drive outside of BC must familiarize 

themselves with any medical condition-related restrictions or prohibitions 

applicable in other jurisdictions.  Appendix 6 provides an overview of the 

relationship between BC Driver Fitness Program policy and policies 

applicable to commercial drivers who wish to drive in the United States.   
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Chapter 3: Driver Fitness Program Principles 

3.1 Overview 

The OSMV has articulated the following four principles that guide the 

Driver Fitness Program.  By following these principles, the OSMV 

ensures that drivers are given the maximum licensing privilege possible 

taking into account their medical condition, its impact on the functions 

necessary for driving and the driverôs ability to compensate for the 

condition. 

 

Risk management 

1. Public safety is the primary consideration when making driver fitness 

determinations, but a degree of risk to public safety may be tolerated in 

order to allow a broad range of people to drive.    

 

Functional approach 

2. Driver fitness determinations will be based primarily on functional 

ability to drive, not diagnosis  

 

Individual assessment 

3. Driver fitness determinations will be based on individual 

characteristics and abilities rather than presumed group characteristics 

and abilities. 

 

Best information 

4. Driver fitness determinations will be based on the best information that 

is available.  

Each of these principles is explained in detail in the following sections. 
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3.2 Risk management 

Public safety is the primary consideration when making driver fitness 

determinations, but a degree of risk to public safety may be tolerated in 

order to allow a broad range of people to drive.   

While public safety is the primary consideration in driver fitness 

determinations, it is not the only consideration.  In Grismer, the Supreme 

Court of Canada indicated that people with some level of functional 

impairment may have a licence because society can tolerate a degree of 

risk in order to permit a wide range of people to drive.  In its decision, the 

court states:  

ñStriking a balance between the need for people to be licensed to drive 

and the need for safety of the public on the roads, [the Superintendent] 

adopted a standard that tolerated a moderate degree of risk.  The 

Superintendent did not aim for perfection, nor for absolute safety.  The 

Superintendent rather accepted that a degree of disability and the 

associated increased risk to highway safety is a necessary trade-off for 

the policy objectives of permitting a wide range of people to drive and 

not discriminating against the disabled.  The goal was not absolute 

safety, but reasonable safety.ò  [para. 27] [emphasis added] 

To achieve this balance between road safety and an individualôs need to 

drive, the OSMV applies a risk management approach to driver fitness 

determinations.  This means that, when making a driver fitness 

determination, the OSMV considers the degree of risk presented by an 

individual driver.  If the OSMVôs analysis indicates a high degree of risk, 

the individual is not fit to drive.   

How does the OSMV determine the degree of risk presented by an 

individual driver? 

Risk is often defined as a formula; that is, risk is the likelihood of an 

uncertain event multiplied by the consequence if the event were to take 

place.  This means that a highly likely event with serious consequences is 

a greater risk than an unlikely event with minor consequences.   

Unfortunately, there are no reliable formulas to calculate risk as it relates 

to fitness to drive.  The impact of a medical condition may be specific to 

an individual and the ability to compensate for the medical condition may 

also vary by individual.  As well, because the driving environment is 

complex and continuously changing, it is difficult to determine exactly 

what level of impairment means a person is not fit to drive.   
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Because of these limitations, the OSMV cannot precisely calculate the risk 

presented by a driver with a particular medical condition.  However, the 

OSMV can determine the general degree of risk presented by a driver with 

a particular medical condition by using a risk assessment analysis that 

takes into account: 

¶ research associating the medical condition with adverse driving 

outcomes or evidence of functional impairment 

¶ expert opinion regarding the degree of risk associated with the medical 

condition at various severity levels, and 

¶ the individual characteristics and abilities of each driver, for example 

whether the driver: 

o is a commercial or private driver  

o can compensate for the functional impairment 

o is compliant with their treatment regime, and 

o has insight into the impact that their medical condition may 

have on driving. 

The policies outlined in this manual guide OSMV decision-makers in 

determining the degree of risk presented by individual drivers.  The 

medical condition guidelines included in the medical condition chapters of 

this manual are based on the best available evidence regarding degree of 

risk and identify where the use of conditions, restrictions and/or 

compensation strategies may be appropriate to reduce risk.  If the risk 

associated with a medical condition at a certain severity level is high, and 

the risk cannot be reduced through the use of conditions, restrictions 

and/or compensation strategies, the guidelines indicate that an individual 

is not fit to drive.  By applying the medical condition guidelines, OSMV 

decision-makers are practising risk management.  

 

3.3 Functional approach 

Driver fitness determinations will be based on a functional approach to 

driver fitness.  

The OSMV takes a functional approach to determining driver fitness.  

This means that, when making driver fitness determinations, the OSMV 

assesses the effect(s) that a medical condition has on the functions 

necessary for driving.  
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Functions necessary for driving 

The functions necessary for driving are cognitive, sensory (vision) and 

motor (including sensorimotor) 
2
. 

Each of these functions is described below.  Although the functions 

necessary for driving are described individually, driving is a complex 

perceptual-motor skill which usually takes place in a complex 

environment and which requires the functions to operate together.   

Cognitive functions 

The cognitive functions that are the most relevant to the driving task are: 

Attention (divided, selective, sustained)  

 

Divided attention 

¶ the ability to attend to two or more stimuli at the same time. 

Example:   attending to the roadway ahead while being able to identify 

stimuli in the periphery  

 

Selective attention 

¶ the ability to selectively attend to one or more important stimuli while 

ignoring competing distractions 

Example:  the ability to isolate the traffic light from among other 

environmental stimuli 

 

Sustained attention 

¶ also referred to as vigilance. It is defined as the capacity to maintain an 

attentional activity over a period of time 

Example:   the ability to attend to the roadway ahead over an extended 

period of time. 

Short-term or passive memory  

¶ refers to the temporary storage of information or the brief retention of 

information that is currently being processed in a person's mind 

                                                 

 

 
2
 The organizational framework for the functions necessary for driving used in this manual are taken from 

Dr. Bonnie Dobbsô chapter on Function and Driving from her research document Medical Conditions and Driving: 

A Review of the Scientific Literature 1960-2010. 
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Example:  the temporary storage of information related to roadway sign 

information such as that related to freeway exits or construction areas; 

signs related to caution ahead, etc. 

Working memory (the active component of short-term memory) 

¶ refers to the ability to manipulate information with time 

constraints/taking in and updating information 

Example:  environmental information related to the driving task on a busy 

freeway.   

Long term memory 

¶ refers to memory for personal events (autobiographical memory) and 

general world knowledge (semantic memory). Long term memory 

differs from short term memory in a number of areas:  

o capacity ï long term memory has an unlimited capacity 

compared to the limited capacity of short term memory:  

o duration ï information stored in long term memory is relatively 

stable for an indefinite period of time. Information in short 

term memory, on the other hand, is very fleeting.  

Example:  knowing your way from home to the grocery store; the meaning 

of traffic signs; and knowing the rules of the road.   

Choice/complex reaction time 

¶ refers to the time taken to respond differentially to two or more stimuli 

or events. The time taken to respond and the appropriateness of the 

response are important within the driving context  

Example:  responding when a cat darts onto the edge of the road at the 

same time a pedestrian steps onto the roadway.  

Tracking 

¶ defined as the ability to visually follow a stimulus that is moving or 

sequentially appearing in different locations 

Example:   the ability to visually follow other cars on the road. 

Visuospatial abilities 

¶ is a general category that refers to processes dependent on vision such 

as the recognition of objects, the ability to mentally rotate objects, 

determinations of relationships between stimuli based on size or color. 

Example:   understanding where a tree and other objects are in relation to 

the car.  

Executive functioning (see also central executive functioning below) 



     20 

¶ refers to those capabilities that enable an individual to successfully 

engage in independent, purposeful, and self-serving behaviours. 

Disturbances in executive functioning are characterized by disturbed 

attention, increased distractibility, deficits in self-awareness, and 

preservative behaviour.   

Central executive functioning (see also executive functioning above) 

¶ refers to that part of working memory that is responsible for 

ósupervisingô many cognitive processes including encoding (inputting 

information from the external world), storing information in memory, 

and retrieving information from memory.  

¶ central executive (CE) functioning includes abilities such as planning 

and organization, reasoning and problem solving, conceptual thought, 

and decision making. CE functioning is critical for the successful 

completion of tasks that involve planning or decision making and that 

are complex in nature 

Example:   making a left turn at an uncontrolled intersection.    

Visual information processing 

¶ defined as the processing of visual information beyond the perceptual 

level (e.g., recognizing and identifying objects and decision making 

related to those objects).  

¶ visual information processing involves higher order cognitive 

processing. However, because of the visual component, references to 

visual information processing often are included within the visual 

domain.  

 

Research indicates that individuals with progressive or irreversible 

declines in cognitive function cannot compensate for their cognitive 

impairment. 
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Motor functions (including sensorimotor) 

Motor functions include: 

Coordination 

¶ the ability to execute smooth, accurate, controlled movements  

Example:   executing a left hand turn; shifting gears, etc.  

Dexterity 

¶ readiness and grace in physical activity; especially skill and ease in 

using the hands  

Example:   inserting keys into the ignition; operating vehicle controls, etc. 

Gross motor abilities 

¶ gross range of motion and strength of the upper and lower extremities, 

grip strength, proprioception, and fine and gross motor coordination.  

Range of motion 

¶ defined as the degree of movement a joint has when it is extended, 

flexed, and rotated through all of its possible movements. Range of 

motion of the extremities (e.g., ankle extension and flexion are needed 

to reach the gas pedal and brake) and upper body range of motion (e.g., 

shoulder and elbow flexion are necessary for turning the steering 

wheel; elbow flexion is needed to turn the steering wheel; range of 

motion of the head and neck are necessary for looking at the side and 

rear for vehicles and for identifying obstacles at the side of the road or 

cars approaching from a side street).  

Strength 

¶ the amount of strength a muscle can produce 

Example:  lowering the brake pedal.  

¶ for many functions, muscle strength and flexibility often go hand in 

hand 

Example:  getting in and out of the car; operating vehicle controls, 

fastening the seat belt, etc.   

Flexibility 

¶ the ability to move joints and muscles through their full range of 

motion (see examples above).  

 

Reaction time 

¶  the amount of time taken to respond to a stimulus  
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Example:   depressing the brake pedal in response to a child running out 

on the roadway, swerving to avoid an animal on the road, etc. 

 

Research on motor functions and driving indicates considerable variability 

in the association between the different motor functions and driving 

outcomes.  Overall, the research suggests that a significant level of 

impairment in motor functions is needed before driving performance is 

affected to an unsafe level.  

Sensorimotor 

¶ for purposes of the Driver Fitness Program, sensorimotor functions are 

considered as a subset of motor functions.   

¶ sensorimotor function is a combination of sensory and motor 

functioning for accomplishing  a task.   

¶ sensorimotor functions are, for the most part, reflexive or automatic 

e.g., the response to your hand being placed on a hot stove; ability to 

sit upright, etc. 

¶ vestibular disorders and peripheral vascular diseases commonly result 

in sensorimotor impairments. 

Sensory functions (Vision) 

Visual functions important for driving include: 

Acuity 

¶ the spatial resolving ability of the visual system,  e.g., the smallest size 

detail that a person can see.  

¶ visual acuity typically is assessed by having the person read a letter 

chart such as the Snellen chart, where the first line consists of one very 

large letter, with subsequent rows having increasing numbers of letters 

that decrease in size.   

Visual field  

¶ refers to an individualôs entire spatial area of vision when fixation is 

stable, e.g., the extent of the area that an individual can see with their 

eyes held in a fixated position.   

 

Contrast sensitivity 

¶ the amount of contrast an individual needs to identify or detect an 

object or pattern, e.g., the ability detect a gray object on a white 

background or to see a white object on a light gray background.  
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¶ an individual with poor contrast sensitivity may have difficulty seeing 

traffic lights or cars at night.  Conditions such as cataracts and diabetic 

retinopathy affect contrast sensitivity.  

Disability glare  

¶ the degradation of visual performance caused by a reduction of 

contrast. It can occur directly, by reducing the contrast between an 

object and its background, i.e. directly affecting the visual task, or 

indirectly by affecting the eye.  

Examples:  the reflection of the sun from a car dashboard, and the view 

through a misted up windscreen. 

Perception 

¶ refers to the process of acquiring, interpreting, selecting, and 

organizing sensory information. 

 

Results from studies investigating the relationship between visual abilities 

and driving performance are, for the most part, equivocal.  It may be, as 

suggested for motor abilities, that a significant level of visual impairment 

is needed before driving performance is affected.  

 

3.4 Individual assessment 

Driver fitness determinations will be based on individual characteristics 

and abilities rather than presumed group characteristics and abilities. 

In the Grismer case, the Supreme Court of Canada held that each driver 

must be assessed according to the driverôs own personal abilities rather 

than presumed group characteristics.  The case originated from a 

complaint to the BC Council of Human Rights regarding the OSMVôs 

cancellation of a driverôs licence.  The OSMV had cancelled the licence 

because the driverôs vision did not meet the minimum standard established 

in the Guide.  The Grismer decision is applicable to driver fitness 

determinations for individuals with persistent impairments.  The courts 

have not yet considered the issue of individual assessments for drivers 

with episodic impairments.   

The discrimination found in the Grismer case was not because the OSMV 

cancelled a licence but because the driver did not have the opportunity to 

prove through an individual assessment that he could be licensed without 

unreasonably jeopardizing road safety.  The court held that the OSMV 

made an error when it adopted an absolute standard which was not 

supported by evidence.   
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Delivering the judgement of the Court, McLachlin J. wrote that: 

ñDriving automobiles is a privilege most adult Canadians take for 

granted.  It is important to their lives and work.  While the privilege can 

be removed because of risk, it must not be removed on the basis of 

discriminatory assumptions founded on stereotypes of disability, rather 

than actual capacity to drive safely. é This case is not about whether 

unsafe drivers must be allowed to drive.  There is no suggestion that a 

visually impaired driver should be licensed unless she or he can 

compensate for the impairment and drive safely.  Rather, this case is 

about whether, on the evidence é [the driver] should have been given 

a chance to prove through an individual assessment that he could 

drive.ò    

The medical condition guidelines outlined in the medical condition 

chapters of this Manual are based on presumed group characteristics of 

individuals with each medical condition.  However, consistent with the 

decision in Grismer, the OSMV makes driver fitness determinations on an 

individual basis.  This is why the medical condition guidelines are called 

guidelines; they are a starting point for decision-making, but may not 

apply to every individual.  Where appropriate, the OSMV utilizes 

individual assessments to determine whether an individualôs functional 

ability to drive is impaired and, if so, whether the individual can 

compensate for the impairment.   
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3.5 Best information 

Driver fitness determinations will be based on the best information that is 

available. 

For each individual, the OSMV gathers the best information that is 

available and required to determine fitness.  Depending upon the nature of 

the functional impairment, the best information may include results of 

specialized functional assessments that clearly indicate whether or not an 

individual is fit to drive, such as a DriveABLE assessment that measures 

impairment of cognitive ability as it relates to driving.  For other 

individuals and impairments there may be no scientifically validated 

assessment tools available that can accurately measure the impact of a 

medical condition on the functions necessary for driving.  In the case of 

individuals with episodic impairments, the OSMV has to rely on the 

results of medical assessments as the best information available for 

determining fitness to drive.   
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Chapter 4: Introduction to the Policies and Procedures 

4.1 Overview 

The flowcharts on the following two pages highlight the four key activities 

of the Driver Fitness Program:  Screening, Assessment, Determination and 

Reconsideration.   

Screening identifies individuals who have a known or possible medical 

condition that may impair their functional ability to drive, commercial 

drivers and aging drivers.  Screening policies are documented in Chapter 5 

of this Manual. 

Assessment is the process of collecting information required to make a 

driver fitness determination.  The key assessment used for driver fitness 

determinations is a driverôs medical examination completed by an 

individualôs general practitioner and documented on the Driver Medical 

Examination Report (DMER).  A variety of other assessments may also be 

required, such as specialist examinations or road tests.  Assessment 

policies and procedures are documented in Chapter 6 of this Manual. 

Determination involves reviewing: 

¶ the information obtained from assessments 

¶ any other relevant file information, such as driving history, and 

¶ the medical condition guidelines outlined in Part 3 of this Manual 

and determining whether an individual is fit to drive.  Policies and 

procedures that govern the determination process are outlined in Chapter 7 

of this Manual. 

Reconsideration is the process of reviewing a driver fitness determination 

upon request of an individual who was found not fit to drive, or who had 

restrictions or conditions imposed.  Policies and procedures that govern 

the reconsideration process are outlined in Chapter 8 of this Manual. 
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The adjudicator or case 

manager requests 

medical and/or 

functional assessments

An adjudicator or case manager reviews the DMER and any 

other relevant information and decides whether further 

information is required in order to make a determination

1.  SCREENING

Is further information 

required?

A driver discloses 

a medical 

condition to ICBC, 

or fails vision 

screening, at 

licence application 

or renewal 

Yes

2.  ASSESSMENT (subject to revision)

No

Is a determination 

required?

Yes

An intake agent reviews the DMER and any other relevant 

information and decides whether a driver fitness determination 

is required

No

Is a reassessment

Interval required?
No End of process

Yes

The intake agent schedules a 

reassessment

To 

3.  Determination

The 

OSMV 

receives 

a 

credible 

report

A driver applies 

for a 

commercial 

class licence or 

a routine 

commercial 

screening is due

A driver turns 

80 or a routine 

age related 

screening is 

due

A scheduled 

reassessment 

interval 

expires 

The 

OSMV 

receives 

a report 

pursuant 

to MVA 

s. 230

A physician conducts a driverôs medical examination, 

documents the results on the DMER and sends the DMER to 

the OSMV

A DMER is mailed to the driver

   



     29 

  

An adjudicator or case manager reviews the DMER and any 

other assessment results, driving record, other information on 

file and medical condition guidelines and determines whether 

driver is fit to drive  

3.  DETERMINATION

Is the driver fit to drive?

Yes The adjudicator or 

case manager sends 

the driver a letter 

communicating the 

determination

No

Is a reassessment

Interval required?

Are conditions or 

restrictions required?

Yes

Yes

No The adjudicator or case manager 

schedules a reassessment

4.  RECONSIDERATION

Does the driver ask for a 

review of the decision?

No

End of process

No

Yes

From 

2.  Assessment

An adjudicator or case manager reconsiders the decision 

and may request additional assessments.  At the 

conclusion of the reconsideration, the adjudicator or case 

manager sends the individual a letter either confirming the 

original determination or substituting a new determination

End of process
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A driver discloses 

a medical 

condition to ICBC, 

or fails vision 

screening, at 

licence application 

or renewal 

To 

2.  Assessment

The 

OSMV 

receives 

a 

credible 

report

A driver applies 

for a 

commercial 

class licence or 

a routine 

commercial 

screening is due

A driver turns 

80 or a routine 

age related 

screening is 

due

A scheduled 

reassessment 

interval 

expires 

The 

OSMV 

receives 

a report 

pursuant 

to MVA 

s. 230

A DMER is mailed to the driver

Chapter 5: Screening Policies 

5.1 Overview 

The following flowchart is an excerpt from the overview flowchart 

presented in 4.1 that highlights in red the steps involved in screening. 

 

 

 

 

 

 

 

 

 

 

 

 

Screening identifies individuals with a known or possible medical 

condition that may impair the functions necessary for driving, commercial 

drivers and aging drivers.  Screening occurs when: 

¶ an individual applies for a British Columbia driverôs licence, renewal 

of a licence, or a licence class upgrade and discloses a medical 

condition that may impair the functions necessary for driving  

¶ a medical practitioner, optometrist or psychologist reports a driver to 

the OSMV pursuant to MVA s. 230 

¶ police, health care practitioners or other individuals submit a credible 

report to the OSMV 

¶ an individual attends for a follow-up medical assessment for a 

previously identified medical condition that may impair the functions 

necessary for driving  

¶ an individual first applies for a commercial class driverôs licence and 

at scheduled intervals pursuant to the CCMTA Medical Standards for 

Drivers if an individual holds a commercial class driverôs licence, and 

¶ a driver reaches the age of 80 and every two years thereafter.  



     31 

Once identified, a DMER is mailed to the individual with instructions to 

take the DMER to their physician for a driverôs medical examination.  The 

DMER may be initiated: 

¶ by staff at an ICBC Point of Service 

¶ by OSMV staff upon receipt of a credible report or report pursuant to 

MVA s.230, or 

¶ automatically by the OSMV system in the case of commercial drivers, 

aging drivers and other drivers who have scheduled reassessment 

intervals.   

 

5.2 Screening individuals with known or possible medical 
conditions 

 

Definitions 

Credible report 

means an unsolicited report from: 

¶ a health care professional 

¶ the police 

¶ ICBC front-line staff 

¶ a government agent 

¶ a family member, or  

¶ a concerned member of the public  

that provides objective information about a driverôs functional ability to 

drive. 

Medical condition  

is any injury, illness, disease or disorder that is identified in Part 3 of this 

Manual or that may impair the functions necessary for driving.  For 

purposes of the Driver Fitness Program, impairment resulting from 

medications and/or treatment regimes that have been prescribed as 

treatment for a medical condition is also considered a medical condition.  

General debility and a lack of stamina are also considered as medical 

conditions that may impair the functions necessary for driving.   
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Policy 

5.2.1 The Driver Fitness Program screens individuals whose functional 

ability to drive may be impaired by a known or possible medical 

condition. 

 

5.2.2 An individual with a known medical condition that may impair the 

functions necessary for driving will be screened when: 

(a) a physician or other health care professional reports to the 

OSMV that the individual has a medical condition that may 

impair the functions necessary for driving 

(b) the individual discloses a medical condition that may impair 

the functions necessary for driving when they apply for, or 

renew, their driverôs licence, or 

(c) an OSMV-scheduled reassessment interval for an individual 

with a previously reported medical condition expires. 

   

5.2.3 An individual with a possible medical condition that may impair 

the functions necessary for driving will be screened when the 

OSMV receives a credible report that documents a concern 

regarding the individualôs functional ability to drive.   

 

Policy rationale 

Sections 25 and 29 of the MVA authorize the Superintendent to examine 

an individualôs fitness and ability to drive.  While the OSMV operates 

other programs that are concerned with fitness and ability to drive, such as 

its Driver Improvement Program, the Driver Fitness Program is 

specifically concerned with individuals whose fitness and ability to drive 

may be impaired by medical conditions.  This includes individuals who 

may be impaired by medications or treatment regimes prescribed as 

treatment for a medical condition, general debility or a lack of stamina.   

To ensure that individuals are not screened unnecessarily, the Driver 

Fitness Program only screens private drivers under the age of 80 where 

there is evidence that the individual has a medical condition that may 

impair the functions necessary for driving.   
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5.3 Screening aging drivers 
 

Definitions 

Private driver 

means a driver with a class 5, 6, 7 or 8 licence. 

 

Policy 

5.3.1 The Driver Fitness Program routinely screens private drivers every 

two years starting at the age of 80.   

 

Policy rationale 

Because of the increased risk of medical conditions and adverse driving 

outcomes associated with aging drivers, drivers over the age of 80 are 

routinely screened every two years, even if there is no evidence of a 

known or possible medical condition.  A detailed description of the 

research indicating an increased risk associated with aging drivers is 

included in Appendix 3. 

 

5.4 Screening commercial drivers  
 

Definitions 

Commercial driver 

means a driver with: 

¶ a class 1, 2, 3 or 4 licence, or 

¶ a class 5 licence with endorsement 18, 19 or 20. 
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Policy 

5.4.1 The Driver Fitness Program routinely screens commercial drivers 

at the time of licence application and then at the following 

intervals: 

(a) up to age 45, every 5 years 

(b) from age 45 to age 65, every 3 years, and 

(c) from age 65, annually. 

 

Policy rationale 

Commercial drivers drive a variety of vehicles including large trucks and 

passenger carrying vehicles such as buses.  A list of licence classes is 

included in Appendix 4.  Professional drivers who operate passenger 

carrying vehicles, trucks and emergency vehicles spend many more hours 

at the wheel, often under far more adverse driving conditions, than do the 

drivers of private vehicles.  They are usually unable to select their hours of 

work and cannot readily abandon their passengers or cargo should they 

become unwell when on duty.  Persons operating emergency vehicles are 

frequently required to drive while under considerable stress by the nature 

of their work, and often in inclement weather where driving conditions are 

less than ideal.  Should a crash occur, the consequences are much more 

likely to be serious, particularly where the driver is carrying passengers or 

dangerous cargo such as propane, chlorine gas, toxic chemicals or 

radioactive substances.  

Because of this greater exposure, commercial drivers are routinely 

screened at regular intervals, even if there is no evidence that the driver 

has a known or possible medical condition.  To ensure consistency with 

other provinces, BC has adopted the CCMTA Medical Standards for 

Drivers guidelines for screening commercial drivers. 
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5.5 Transient impairments 
 

Definitions 

Transient impairment 

means a temporary impairment of the functional ability to drive where 

there is little or no likelihood of a recurring episodic, or ongoing 

persistent, impairment.  Examples of transient impairments are:  

¶ the after-effects of surgery, e.g. the time to recover from the 

anaesthetic and the surgery itself 

¶ fractures and casts, post-orthopedic surgery  

¶ concussion 

¶ eye surgery, e.g. cataract surgery    

¶ use of orthopaedic braces (including neck), and 

¶ cardiac inflammation and infections. 

 

Policy 

5.5.1    The Driver Fitness Program does not screen individuals with 

transient impairments. 

 

Policy rationale 

The OSMV does not need to know when a driver has experienced a 

transient impairment. In these cases, a doctor may rely on best practices to 

tell a patient, for example, ñdonôt drive for 6 weeks after your abdominal 

surgery.ò  The Canadian Medical Association (CMA) Guide for 

Physicians when Determining Fitness to Drive (2007) contains guidelines 

for physicians for many transient impairments associated with a range of 

medical conditions. 

 

 

5.6 Cancelling or restricting a licence because of an immediate 
public safety risk 
 

Policy 

5.6.1    If the information obtained during screening reveals an immediate 

risk to public safety, the OSMV may direct ICBC to cancel or 

restrict a licence without further assessment. 
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Policy rationale 

In most cases, the OSMV will not direct ICBC to restrict or cancel a 

licence based only on the information obtained during screening.  

However, there are times when cancellation or restriction may be 

warranted based on the results of screening.  For example, a credible 

report may indicate that an individualôs functional ability to drive is 

severely impaired.  The OSMV would direct ICBC to cancel the driverôs 

licence for public safety reasons and would review the decision once 

further information was received.   
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The adjudicator or case 

manager requests 

medical and/or 

functional assessments

An adjudicator or case manager reviews the DMER and any 

other relevant information and decides whether further 

information is required in order to make a determination

Is further information 

required?
Yes

Is a determination 

required?

Yes

An intake agent reviews the DMER and any other relevant 

information and decides whether a driver fitness determination 

is required

No

Is a reassessment

Interval required?
No End of process

Yes

The intake agent schedules a 

reassessment

To 

3.  Determination

A physician conducts a driverôs medical examination, 

documents the results on the DMER and sends the DMER to 

the OSMV

From 1.  Screening

No

Chapter 6: Assessment Policies and Procedures 

6.1 Overview 

The flowchart below is an excerpt from the overview flowchart presented 

in 4.1 that highlights in red the steps that take place during assessment.   
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During assessment, the OSMV collects the information required to make a 

driver fitness determination.  As the first step in the assessment process, an 

intake agent reviews the DMER and decides whether the case should be 

forwarded to a case manager or adjudicator for a determination.  

Particularly in the case of commercial or aging drivers, the DMER may 

indicate that an individual either does not have a medical condition that 

impairs the functions necessary for driving, or clearly meets the medical 

condition guidelines.  In these cases, further assessment and a driver 

fitness determination are not required, although a reassessment may be 

scheduled.  Policies and procedures that guide intake agents in performing 

these tasks are documented in the Intake Agent Guidelines for Assessing 

Fitness to Drive and are not duplicated here.   

If a determination is required, an adjudicator or case manager reviews the 

applicable medical condition guidelines, the DMER and the results of any 

assessments on file and decides whether any further information is 

required in order to make a driver fitness determination.  In many cases, 

the information from a DMER, read in conjunction with the medical 

condition guidelines applicable to that particular medical condition, will 

easily allow a determination to be made.  In other cases, more information 

will be required.  Although presented in the flowchart as a linear process, 

this means that assessment and determination may overlap.   

To collect additional information, the adjudicator or case manager requests 

further medical and/or functional assessments.  The policies outlined in 

this chapter, and the guidelines regarding use of assessments included in 

each medical condition chapter in Part 3 of this Manual, assist case 

managers and adjudicators in determining the appropriate assessments to 

request for each individual.  OSMV policy on paying for assessments is 

contained in the Driver Fitness Assessment Payment Policy Manual.   
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6.2 Assessments will only be requested if necessary to determine 
fitness 
 

Policy 

6.2.1 A case manager or adjudicator will only request assessments that 

are necessary to determine driver fitness.  If the information 

available from the DMER, and any other relevant materials on file, 

is sufficient for a case manager or adjudicator to determine whether 

or not a driver is fit, no further assessments will be requested.   

 

6.2.2 If, after reviewing the relevant medical condition guidelines, a case 

manager or adjudicator decides that further information is required 

in order to make a determination, the case manager or adjudicator 

will request further assessments. 

 

6.2.3 If an individual clearly does not meet the medical condition 

guidelines for one or more of the individualôs identified medical 

conditions, a case manager or adjudicator will not request further 

assessments.   

 

Policy rationale 

Sections 25 and 29 of the MVA give the Superintendent the authority to 

request vision tests, medical examinations and other examinations and 

tests in order to determine an individualôs fitness to drive.  In order to save 

time and costs, and lessen the inconvenience, to drivers, physicians and 

the OSMV, the OSMV will only request an assessment if it is necessary to 

determine driver fitness.   

 

6.3 Requesting medical assessments 
 

Definitions 

Medical assessment 

is any kind of assessment that provides information regarding an 

individualôs medical condition and/or their response to, or compliance 

with, treatment.  This includes assessments such as ultrasounds, blood 

tests and other medical tests that are not requested by the OSMV, but are 

often submitted by physicians and provide useful information regarding an 

individualôs medical condition.   
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Policy 

 

6.3.1 If a case manager or adjudicator decides that further information 

regarding an individualôs medical condition(s) or the individualôs 

response to, or compliance with, treatment, is necessary in order to 

make a driver fitness determination, the case manager or 

adjudicator will request a medical assessment.   

 

6.3.2 If a case manager or adjudicator decides to request a medical 

assessment, the case manager or adjudicator will review the 

guidelines regarding the use of assessments outlined in the relevant 

medical condition chapter(s), and the policies outlined in this 

chapter, and decide which medical assessment(s) to request.  The 

following table lists the medical assessments that the case manager 

or adjudicator may request.   

 

Medical assessments 

Driverôs medical examination (documented on the DMER) 

Diabetic driver medical examination (documented on the 

Doctorôs Report on Commercial Driver with Diabetes on 

Insulin) (See guidelines for requesting assessments of diabetic 

drivers in Chapter 11) 

Specialist assessments completed by a psychologist, addictions 

specialist or other medical doctor. (See 6.4 for policies on 

requesting specialist assessments)   

 

Policy rationale 

To ensure that the OSMV bases its driver fitness determinations on 

complete and accurate medical information, case managers and 

adjudicators request additional medical assessments whenever further 

information regarding an individualôs medical condition, or the 

individualôs response to, or compliance with, treatment is required.   
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6.4 Requesting specialist assessments 
 

Policy 

6.4.1 A case manager or adjudicator will contact the physician who 

submitted the DMER if further information on an individualôs 

medical condition, or the individualôs response to, or compliance 

with, treatment is required that may require a specialist assessment. 

 

6.4.2 If the physician indicates that: 

(a) the information can only be provided by a specialist 

(b) there is no specialist assessment on the individualôs file, and 

(c) a specialist assessment is not medically necessary 

the case manager or adjudicator will request a specialist 

assessment.   

 

6.4.3 The case manager or adjudicator will clearly articulate the scope of 

the required specialist assessment in the request. 

 

6.4.4 The case manager or adjudicator will review the policies outlined 

in the Driver Fitness Assessment Payment Policy Manual to 

determine the appropriate payment for a specialist assessment.   

 

Policy rationale 

Specialist assessments are assessments performed by physicians with a 

specialization in a particular area of medicine or medical condition.  Many 

individuals are assessed by specialists during the course of the diagnosis 

and treatment of a medical condition and the OSMV may request and 

obtain copies of those assessments from the physician who submitted the 

DMER.  However, in some cases, a specialist assessment will not be 

medically necessary, but will provide further information that is required 

in order for a case manager or adjudicator to make a determination of 

driver fitness.  Because the OSMV should not pay for specialist 

assessments that are medically necessary, a case manager or adjudicator 

will only request a specialist assessment if the physician who completed 

the initial driverôs medical examination indicates that a specialist 

assessment is not necessary for medical purposes, even though it is 

necessary for purposes of a driver fitness determination.   
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6.5 Requesting functional assessments 
 

Definitions 

Episodic impairment  

is the result of a medical condition that does not have any ongoing 

measurable, testable or observable impact on the functions necessary for 

driving but that may result in an unpredictable sudden or episodic 

impairment.  Episodic impairments generally result in sudden 

incapacitation.   

For example, the medical condition that gives rise to the impairment may 

be testable, e.g. the size of an abdominal aortic aneurysm, or known, e.g. 

epilepsy, but the precipitating event that negatively impacts the functional 

ability to drive, e.g. the rupture of the aneurysm or an epileptic seizure, is 

not predictable.  The source of the potential impairment is known and the 

inevitability of functional impairment is known in the event that the 

episodic impairment occurs, but when it will occur is not known.   

Functional assessment 

is any kind of assessment that involves direct observation or measurement 

of the functions necessary for driving.  Functional assessments include: 

¶ paper-pencil tests 

¶ computer-based tests 

¶ eye tests  

¶ hearing tests 

¶ driver rehabilitation specialist assessments, and 

¶ road tests. 

Persistent impairment  

is an ongoing or continuous impairment to a function necessary for 

driving.  The potential impacts of persistent impairments on the functions 

necessary for driving are generally measurable, testable and observable.  

Although the condition may be progressive, the progression is usually 

slow and sudden deterioration is unlikely.  Persistent impairments may be 

stable, e.g. loss of leg, or progressive, e.g. arthritis.  
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Policy 

 

6.5.1 If a case manager or adjudicator decides that further information on 

an individualôs functional ability to drive is necessary in order to 

make a driver fitness determination, the case manager or 

adjudicator will request a functional assessment.   

 

6.5.2 If a case manager or adjudicator decides to request a functional 

assessment, the case manager or adjudicator will review the 

guidelines regarding the use of assessments outlined in the relevant 

medical condition chapter(s), and the policies outlined in this 

chapter, and decide which functional assessment to request.  The 

following table lists the functions necessary for driving and the 

functional assessments that a case manager or adjudicator may 

request that can observe or measure that function.  

 

Driving function  Functional assessments 

Cognitive  

 

(See 6.6 for policies on 

requesting assessments of 

cognitive function) 

SIMARD-MD (cognitive screen) see 

6.6.1 

DriveABLE assessment (in-office and 

road tests) 

Motor (including 

sensorimotor)  

 

(See 6.7 for policies on 

requesting assessments of 

motor function) 

Occupational therapist (OT) or driver 

rehabilitation specialist assessment 

which may include an in-office 

assessment and/or a road test  

Sensory: hearing  

 

(See guidelines for 

requesting hearing 

assessments in Chapter 18) 

Audiogram (hearing report) 

Sensory:  vision 

 

(See guidelines for 

requesting vision 

assessments in Chapter 21) 

Examination of Visual Functions 

(EVF) 

Visual Field Test (VFT) 

OT or driver rehabilitation specialist 

assessment which may include both an 

in-office assessment and a road test 

 

  



     44 

 

Persistent and episodic impairments 

6.5.3 A case manager or adjudicator may request a functional assessment 

of an individual with a persistent impairment.  A case manager or 

adjudicator will not request a functional assessment of an 

individual who has only episodic impairments.   

 

Multiple functional impairments 

6.5.4 If a case manager or adjudicator decides that more than one of the 

functions necessary for driving needs to be assessed, the case 

manager or adjudicator will request functional assessments in the 

following order: 

(a) assessments of cognitive function 

(b) assessments of sensory function, and 

(c) assessments of motor function. 

If the results of an assessment indicate that an individualôs 

cognitive, sensory or motor function is impaired to the extent that 

the individual presents a high degree of risk to public safety when 

driving the types of motor vehicles allowed under the class of 

licence held or applied for, the case manager or adjudicator will 

make a driver fitness determination without requesting further 

assessments of the other functions necessary for driving.   

Multiple medical conditions 

6.5.5 If an individual has multiple medical conditions that result in a 

cumulative or combined effect on the functions necessary for 

driving such that the medical conditions cannot be considered 

individually or independently, a case manager or adjudicator will 

request functional assessments of each function that may be 

impaired, even if the medical condition guidelines for each 

identified medical condition indicate that the individual is fit to 

drive.   

 

Policy rationale 

Consistent with the OSMVôs functional approach to driving fitness, a case 

manager or adjudicator will request an assessment of an individualôs 

functional ability to drive whenever that information is necessary in order 

to make a driving fitness determination.   
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Persistent and episodic impairments 

Whether or not a functional assessment is appropriate depends upon the 

type of impairment.  Because persistent impairments are measurable, 

testable and observable, it is possible to assess an individualôs functional 

ability to drive through observation by a physician or other health care 

practitioner or an OT or driver rehabilitation specialist.  Because episodic 

impairments are not measurable or testable, the OSMV cannot 

functionally assess how the impairment impacts an individualôs ability to 

drive.   

Multiple functional impairments 

Some individuals may have impairments to more than one of the functions 

necessary for driving.  In this situation, a case manager or adjudicator 

prioritizes requests for functional assessments based on the functions that 

may be impaired.  Because there are assessment tools available to 

specifically measure cognitive impairment as it relates to driving, if an 

individualôs cognitive function may be impaired a case manager or 

adjudicator will assess that function first.  Sensory functions are assessed 

next, followed by motor functions.  If an assessment indicates that a 

function is impaired, a driver is not fit to drive and there is no need to 

continue with further assessments of the other functions that may be 

impaired.   

Multiple medical conditions 

The impact of multiple medical conditions on functional ability to drive is 

very important when making determinations about fitness to drive.  

Research results indicate that drivers with multiple medical conditions are, 

in general, at higher risk for crashes and at-fault crashes than those with a 

single medical condition. 

The medical condition chapters in Part 3 of this Manual each focus on a 

single medical condition, e.g. cardiovascular disease, and the guidelines 

are written as if an individual only had one medical condition.  This is 

because the number of combinations of illnesses and medications is 

simply too large to make reliable and valid driving guidelines that could 

support making decisions about driving fitness for specific individuals.   

This means that the medical condition guidelines cannot always be relied 

upon in order to make a driver fitness determination for an individual with 

more than one medical condition.  While the guidelines for each individual 

medical condition may indicate that the driver is fit to drive, if the medical 

conditions have a cumulative effect on the functional ability to drive, the 

individual may, in fact, not be fit.  Therefore, the OSMV always requests 
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functional assessments of individuals with multiple medical conditions 

that cannot be considered independently, unless the medical condition 

guidelines for any of the identified medical conditions clearly indicate that 

the individual is not fit to drive.   

 

6.6 Requesting assessments of cognitive function 
 

Policy  

6.6.1 A case manager or adjudicator will  request a DriveABLE 

assessment of an individual with a persistent cognitive impairment 

who scores X or higher on the Screen for Identification of 

Medically-at-risk Drivers, a Modification of the DemTect 

(SIMARD-MD). 

 

6.6.2 In exceptional circumstances, e.g. if a DriveABLE assessment 

centre is not accessible to the individual, a case manager or 

adjudicator may request an OT or driver rehabilitation specialist 

assessment, or a gerontologist assessment, of an individual with a 

persistent cognitive impairment who scores X or higher on the 

SIMARD-MD. 

 

Policy rationale 

SIMARD-MD 

Historically, there has been a lack of reliable screening tools for the 

identification of individuals whose cognitive impairment or dementia 

poses a risk for adverse driving outcomes.  Scores on mental status tests 

such as the Mini Mental Status Exam (MMSE) often are used for making 

decisions about driving competency.  The 2008 CCMTA Medical 

Standards for Drivers advises that individuals who score 15 or less on an 

MMSE are not fit  to drive, while a score above 15 may require further 

assessment.  However, there is now a significant amount of evidence 

indicating that, while the MMSE and similar tests are useful as tools for 

identifying cognitive decline, they are not good predictors of an 

individualôs driving competence, particularly for those whose cognitive 

impairment is less severe.  In addition, the scores of these tools are very 

sensitive to language ability and education. 

Standard neuropsychological or cognitive tests such as Trails A, Trails B,  

Digit Span, or the MOCA (Montreal Cognitive Assessment),  designed to 

assess  cognitive functions (e.g. attention, memory, executive functioning) 
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also are used for decision making about driving competency. However, 

although these standardized tests sometimes correlate with measures of 

driving performance (e.g., on-road performance, crash rates), the absence 

of a strong and consistent relationship, as well as the lack of established 

cutpoints for categorizing drivers as ósafeô and óunsafeô, preclude using 

these tests for determination of driving competency at this time.  

Recent research has focused on the development of a battery of tests using 

complex cognitive tasks (tasks that require the use of multiple cognitive 

functions simultaneously), hypothesizing that this type of testing would be 

a better predictor of driving performance.  This research has led to the 

development of a new screening tool called the SIMARD-MD. 

 

The SIMARD-MD is a five minute, paper and pencil screening test, which 

can be easily administered and scored in a doctorôs office or other health 

care setting. Using the established cutpoints (i.e., scores), the SIMARD-

MD has demonstrated high levels of sensitivity (accurately identifying 

those who would fail an on-road assessment) and specificity (accurately 

identifying those who would pass an on-road assessment) in a large 

sample of healthy and cognitively impaired individuals. 

The OSMV has adopted the SIMARD-MD for use by health care 

professionals to screen individuals who may have cognitive impairment or 

dementia that could affect their ability to drive.  If an individual scores X 

or higher on the SIMARD-MD, their cognitive ability to drive may be 

impaired.  In this situation, a case manager or adjudicator must request 

further assessment of the individualôs cognitive function, either through a 

DriveABLE assessment or, if a DriveABLE assessment centre is not 

located nearby, a gerontologist, OT or driver rehabilitation specialist 

assessment.   

DriveABLE 

The DriveABLE assessment is specifically designed to identify cognitive 

impairments in experienced drivers.  The first component is an in-office 

assessment conducted by a qualified DriveABLE assessor that requires the 

driver to complete a series of tasks on the computer.  Those in the most 

dangerous and most competent ranges are identified through automated 

scoring procedures and do not require further assessment.  Drivers who 

score in the indeterminate range proceed to a road test for the second stage 

of the assessment.  The road test is different from regular road tests and 

administered by a qualified DriveABLE evaluator.  The road course was 
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developed to reveal errors made by drivers who have become unsafe due 

to declines in cognitive abilities.   

 

6.7 Requesting assessments of motor function 
 

Policy  

6.7.1 A case manager or adjudicator will  request an OT or driver 

rehabilitation specialist assessment if further information is 

required on an individualôs motor function.  

 

6.7.2 Generally, further information on an individualôs motor function 

will be required when a medical assessment indicates that there is 

some loss of motor function and: 

(a) it is unknown whether the individual possesses sufficient 

movement and strength to perform the motor functions 

necessary for driving the types of motor vehicles permitted 

under the class of licence held or applied for 

(b) it is unknown whether pain associated with a medical 

condition, or the medications used to treat a medical condition, 

adversely affect the individualôs motor function, and/or 

(c) it is unknown whether the individual can safely operate the 

type of motor vehicles permitted under the class of licence held 

or applied for using the vehicle modifications and devices that 

may be required to compensate for their functional impairment. 

 

Policy rationale 

Occupational therapists and other specialists with expertise in driver 

rehabilitation are trained to perform both in-office and on-road 

assessments of an individualôs functional ability to drive.  In particular, 

driver rehabilitation specialists are trained to evaluate an individualôs 

ability to compensate for motor deficits during simulated and on-road 

testing and determine requirements for adaptive driving equipment and 

vehicle modifications. 
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6.8 Time period during which assessments are valid 
 

Policy 

6.8.1 Generally, a case manager or adjudicator will accept the results of 

any assessment conducted within the previous one-year period, 

even if completed for another purpose, as long as it provides the 

case manager or adjudicator with the required information.  

 

Policy rationale 

Assessments may be costly and time-consuming for drivers, the OSMV 

and health care providers.  If an assessment has already been conducted 

that provides a case manager or adjudicator with the information required 

for a driver fitness determination, there is no need for an individual to be 

re-assessed, so long as the results of the assessment are still reliable.  

Because many conditions are progressive, and an individualôs abilities 

may change over time, assessment results generally only continue to be 

reliable for a period of one year after completion of the assessment.   

 

6.9 Time limits for drivers to complete assessments 
 

Policy 

6.9.1 Whenever a case manager or adjudicator requests an assessment, 

the case manager or adjudicator will inform the individual of the 

time period within which the assessment must be completed.   

 

6.9.2 A case manager or adjudicator will allow an individual 30 days to 

comply with a request for an 

(a) Examination of Visual Functions 

(b) Visual Field Test 

(c) Hearing Report, or 

(d) DriveABLE assessment. 

 

6.9.3 A case manager or adjudicator will allow an individual 45 days to 

comply with a request for a driverôs medical examination or other 

medical assessment.   
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6.9.4 A case manager or adjudicator will allow an individual 60 days to 

comply with a request for an OT or driver rehabilitation specialist 

assessment.   

 

6.9.5 Upon request, a case manager or adjudicator may extend the time 

period for an individual to comply with a request for an 

assessment.  In considering whether to extend the time period, the 

case manager or adjudicator will consider information from the 

individual regarding the circumstances that necessitate an 

extension, such as 

(a) work commitments 

(b) the individualôs location, 

(c) the individualôs degree of mobility, and/or 

(d) availability of assessors. 

 

6.9.6 If an individual does not comply with a request for an assessment 

within the time period or extension set by a case manager or 

adjudicator: 

(a) the case manager or adjudicator will  direct ICBC to cancel the 

individualôs driverôs licence, in the case of an individual who is 

already licensed, or 

(b) ICBC will not grant a licence, in the case of an individual who 

has applied for a licence. 

 

Policy rationale 

Both for public safety and administrative fairness reasons, driver fitness 

determinations must be made as soon as possible after an individual is 

identified through screening.  Where further information is required in 

order to make a determination, this means that individuals must comply 

with requests for assessments in a timely fashion.  The OSMV has set time 

limits in policy, based on the typical time required to comply with a 

request for an assessment, considering such factors as assessor availability 

and the variability of individual schedules.  If an individual does not 

comply with a request for an assessment, the OSMV has the authority 

under section 92 of the MVA to direct ICBC to cancel a licence.   
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6.10 Assessment procedures 

The flowchart on the following page graphically represents the procedures 

associated with the assessment process.  Because the procedures that guide 

intake agents are documented elsewhere, the only procedures outlined in 

this manual are those that guide the work of case managers and 

adjudicators. 
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Case manager or adjudicator 

reviews DMER, information on 

file and relevant medical 

condition guidelines
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An adjudicator or case manager reviews the DMER and any 

other assessment results, driving record, other information on 

file and medical condition guidelines and determines whether 

driver is fit to drive  

Is the driver fit to drive?

Yes The adjudicator or 

case manager sends 

the driver a letter 

communicating the 

determination

No

Is a reassessment

Interval required?

Are conditions or 

restrictions required?

Yes

Yes

No The adjudicator or case manager 

schedules a reassessment

Does the driver ask for a 

review of the decision?

No

End of process

No

Yes

From 

2.  Assessment

To 

4.  Reconsideration

Chapter 7: Determination Policies and Procedures 

7.1 Overview 

The following flowchart is an excerpt from the overview flowchart 

presented in 4.1 that highlights in red the steps involved in determination. 
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A driver fitness determination is any decision regarding fitness to drive 

that requires the exercise of discretion.  Determinations are made by 

adjudicators and case managers.  To make a driver fitness determination, a 

case manager or adjudicator considers the information collected through 

assessment, as well as any other relevant information on file, and 

determines whether an individual is fit to drive the types of motor vehicles 

permitted under the licence class held or applied for.  The determination 

may also include a decision to impose restrictions or conditions.  If an 

individual is fit to drive, the case manager or adjudicator will also decide 

whether reassessment at a future date is required.  

The factors that are relevant to a driver fitness determination for a 

particular individual vary somewhat depending upon whether the 

individual has a persistent or episodic impairment, the function that is 

impaired, whether conditions and/or restrictions may be appropriate and 

the types of vehicles the individual wishes to drive.  The policies outlined 

in this chapter, and the medical condition guidelines outlined in the 

medical condition chapters in Part 3, provide guidance to case managers 

and adjudicators in considering these factors and making driver fitness 

determinations.   

 

7.2 Components of driver fitness determinations 
 

Definitions 

Fit to drive  

means that an individualôs motor, sensory and cognitive functions are 

sufficient to drive safely   

 

Policy 

7.2.1 As part of each driver fitness determination, a case manager or 

adjudicator will determine: 

(a) whether an individual is fit to drive the types of motor vehicles 

allowed under the class of licence held or applied for 

(b) whether any restrictions or conditions are required in order for 

an individual to be fit to drive the types of motor vehicles 

allowed under the class of licence held or applied for (see 7.9 

for policies on imposing restrictions and conditions), and 
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(c) if the individual is fit to drive, whether reassessment at a future 

date will be required (see 7.11 for policies on determining 

whether reassessment is required and setting reassessment 

intervals). 

 

Policy rationale 

A driver fitness determination may include several components.  Whether 

an individual is fit to drive may be dependent upon whether an individual 

is able to compensate for their functional impairment, or reduce the 

probability or consequence of functional impairment, through the use of 

adaptive devices or compliance with a prescribed treatment regime or 

medications.  In order to give individuals the maximum licensing privilege 

that is consistent with public safety, a case manager or adjudicator may 

decide in this situation to give restricted or conditional driving privileges 

to individuals who would otherwise not be fit to drive.   

Medical conditions and their effects often change over time.  In order to 

give individuals the maximum licensing privilege for which they are 

currently fit, while ensuring that any change in an individualôs level of 

impairment is identified and acted upon, a driver fitness determination will 

include a determination of whether reassessment is required for all 

individuals who are fit to drive.   

 

7.3 Making driver fitness determinations for persistent and 
episodic impairments 

 

7.3.1 A case manager or adjudicator will make a driver fitness 

determination for an individual with a persistent impairment based 

on evidence of functional impairment. 

 

7.3.2 A case manager or adjudicator will make a driver fitness 

determination for an individual with an episodic impairment based 

on the risk of functional impairment. 

 



     56 

Policy rationale 

Because individuals with episodic impairments are not continuously 

impaired, case managers and adjudicators cannot make determinations for 

individuals with episodic impairments based on evidence of functional 

impairment. Instead, they must rely on a risk analysis that takes into 

account the probability and consequence of impairment when making a 

driver fitness determination for an individual with an episodic impairment.  

To assist case managers and adjudicators in performing this analysis, the 

medical condition guidelines for medical conditions that result in episodic 

impairments incorporate expert opinion regarding the risk of functional 

impairment. 

 

7.4 Making driver fitness determinations for individuals whose 
cognitive ability to drive may be persistently impaired 
 

Policy 

7.4.1 If an individual scores X or lower on the SIMARD-MD, the 

individualôs cognitive function is sufficient to drive safely.   

 

7.4.2 If an individual passes a DriveABLE in-office or road test 

assessment, the individualôs cognitive function is sufficient to drive 

safely.   

 

7.4.3 If an individual fails a DriveABLE in-office or road test 

assessment, the individualôs cognitive function is not sufficient to 

drive safely and the individual is not fit to drive.   

 

Policy rationale 

As outlined in 6.6, the SIMARD-MD cognitive screen and DriveABLE 

assessment have been specifically developed to identify impairment of 

cognitive ability to drive.  This means that driver fitness determinations 

for individuals whose cognitive ability to drive may be persistently 

impaired can be based on the results of these assessments alone, unless the 

individual also has possible impairment of their motor or sensory 

functions.  
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7.5 Making driver fitness determinations for individuals whose 
motor or sensory function may be impaired or who may have 
episodic impairment of cognitive function 
 

7.5.1 When making a driver fitness determination for an individual 

whose motor or sensory function may be impaired, or who may 

have episodic impairment of cognitive function, a case manager or 

adjudicator will review and consider: 

(a) information obtained through medical assessments  

(b) information obtained through any functional assessments 

(c) the individualôs driving record (see 7.6 for policies on 

considering driving records) 

(d) specific driving or safety requirements associated with the 

types of motor vehicles that the individual wishes to drive (see 

7.7 for policies on considering specific driving or safety 

requirements), and 

(e) the medical condition guidelines for the identified medical 

conditions. 

 

7.5.2 Generally, an individual whose motor or sensory functions may be 

impaired, or who may have episodic impairment of cognitive 

function, is fit to drive if: 

(a) the medical condition guidelines for the class of licence held or 

applied for indicate that they are fit to drive 

(b) the results of any functional assessments indicate that the 

individualôs sensory, motor and cognitive functions are 

sufficient to safely drive the types of motor vehicles allowed 

under the class of licence held or applied for 

(c) the individualôs driving record doesnôt indicate that the 

identified medical conditions impair the functions necessary for 

driving to the extent that the individual presents a high degree 

of risk to public safety when driving the motor vehicles 

allowed under the class of licence held or applied for, and 

(d) there is no indication that the individual will be non-compliant 

with any restrictions or conditions that are required in order for 

the individual to be fit to drive (see 7.10 for policies on 

assessing future compliance with restrictions or conditions). 
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7.5.3 Generally, an individual whose motor or sensory functions may be 

impaired, or who may have episodic impairment of cognitive 

function, is not fit to drive if: 

(a) the medical condition guidelines for the class of licence held or 

applied for indicate that they are not fit to drive 

(b) the results of any recent functional assessments indicate that 

the individualôs sensory, motor or cognitive functions are 

impaired to the extent that the individual presents a high degree 

of risk to public safety when driving the types of motor 

vehicles allowed under the class of licence held or applied for 

(c) the individualôs driving record indicates that the identified 

medical conditions impair the functions necessary for driving 

to the extent that the individual presents a high degree of risk to 

public safety when driving the motor vehicles allowed under 

the class of licence held or applied for, and/or 

(d) the individual is not likely to be compliant with any restrictions 

or conditions that must be imposed in order for the individual 

to be fit to drive (see 7.10 for policies on assessing future 

compliance with restrictions or conditions). 

 

Policy rationale 

Except for individuals with persistent impairment of cognitive function, 

there are no assessment tools available that can be relied upon to indicate 

whether an individual is fit to drive.  This means that case managers and 

adjudicators must review information from a variety of sources and 

exercise discretion and judgment when determining driver fitness for 

individuals with other types of impairments.   

Case managers and adjudicators will generally rely on the medical 

condition guidelines to make driver fitness determinations.  However, 

because each individual is unique, and individuals may have multiple 

medical conditions or medical conditions which are not included in this 

Manual, case managers and adjudicators also review and consider an 

individualôs driving record and the results of any functional assessments 

when determining whether an individual is fit to drive.   

In general, if a review of this information for an individual with a 

persistent impairment indicates no functional impairment, or a level of 

functional impairment that does not impact the individualôs ability to drive 

safely, the individual is fit to drive.  For individuals with episodic 
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impairments, if a review of this information indicates a low risk of 

functional impairment, the individual is fit to drive.   

Where any of this information indicates that the individual presents a high 

degree of risk to public safety, the individual is not fit to drive.  In the case 

of an individual with a persistent impairment, this would be because the 

level of impairment means the individual cannot drive safely.  In the case 

of an individual with an episodic impairment, this means that the risk, or 

probability and consequence, of an episodic impairment is high.   

 

7.6 Reviewing driving records 
 

Definitions 

Driving record 

includes: 

¶ the length of time an individual has been licensed 

¶ driving offences 

¶ driving sanctions applied 

¶ current and past licence restriction(s) 

¶ motor vehicle related Criminal Code convictions 

¶ crash history, and 

¶ past road test results.  

 

Policy 

7.6.1 During every driver fitness determination, the case manager or 

adjudicator will review the individualôs driving record for any 

information that indicates whether the identified medical 

conditions impair the functions necessary for driving.   
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7.6.2 In particular, the case manager or adjudicator will review:  

(a) whether there has been a deterioration, improvement or no 

change in driving safety (i.e. crashes, penalty points and 

infractions) that can be linked to: 

¶ the date of onset 

¶ the date of diagnosis, and/or 

¶ the date the individual began a new treatment regime, 

prescribed medication or compensation strategy, and 

(b) any evidence on file (e.g. police reports) that indicates that 

incidents were related to the individualôs medical conditions. 

 

Policy rationale 

An individualôs driving record may indicate that a medical condition is 

affecting their functional ability to drive.  A lengthy, clean driving record 

for a driver with a long-standing medical condition may be evidence of: 

¶ a low level of impairment 

¶ an ability to compensate, or 

¶ a condition that is well controlled.   

A driving record with multiple crashes may indicate functional 

impairment.   

 

7.7 Considering specific driving or safety requirements  
 

Policy 

 

When determining whether an individual is fit to drive the types of motor 

vehicles allowed under a commercial class of licence, a case 

manager or adjudicator will consider: 

(a) the number of hours an individual with that type of licence 

typically spends driving 

(b) any physical requirements (e.g., load securement) associated 

with the operation of motor vehicles allowed under that type of 

licence, and 

(c) any information provided by the individual or the individualôs 

employer regarding: 

¶ the types of vehicles they will be operating, and 

¶ how many passengers they will carry and for what purpose. 
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Policy rationale 

The class of licence held or applied for is a key consideration when 

making a driver fitness determination.  Professional drivers who operate 

passenger carrying vehicles, trucks and emergency vehicles spend many 

more hours at the wheel than drivers of private vehicles. Professional 

drivers may also be called upon to undertake heavy physical work such as 

loading or unloading their vehicles, realigning shifted loads and putting on 

and removing chains.   

Because the physical and endurance requirements for commercial drivers 

are generally more onerous than for private drivers, the medical condition 

guidelines outlined in Part 3 of this Manual often specify different 

guidelines for commercial and private drivers.  Where the medical 

condition guidelines do not apply, or where an individual provides specific 

information about their employment, a case manager or adjudicator will 

consider the factors listed above when determining whether a commercial 

driver is fit to drive.  Where an individual indicates that they will only be 

operating certain types of vehicles typically allowed under that licence 

class, or only operating vehicles under certain circumstances, imposition 

of a restriction or condition may make an individual fit to drive.   

 

7.8 Considering whether an individual can compensate  
 

Definitions 

Compensation 

is the use of strategies or devices by a driver with a persistent impairment 

to compensate for the functional impairment caused by a medical 

condition.  Treatment for a condition, e.g. medication, is not a type of 

compensation.  Where available or known, possible compensation 

strategies for each medical condition are included in the medical condition 

chapters in Part 3 of this Manual.  

 

Policy 

7.8.1 The case manager or adjudicator will consider whether an 

individual can compensate for their functional impairment when 

making a driver fitness determination.   

 

7.8.2 An individual cannot compensate for an episodic impairment. 
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7.8.3 Whether an individual can compensate for a persistent impairment 

depends upon the functional ability that is impaired.  Individuals 

with impairments in motor function, vision or hearing may be able 

to compensate for those impairments.  Individuals with progressive 

or irreversible declines in cognitive function cannot compensate 

for a cognitive impairment.   

 

7.8.4 In general, an individual who can compensate for their functional 

impairment is fit to drive.   

 

 

Policy rationale 

In some situations, individuals who would otherwise not be fit to drive 

have learned strategies, or utilize devices, that reduce or eliminate their 

functional impairment.  For example: 

¶ a driver with limited peripheral vision may use the strategy of turning 

their neck to the left and right to ensure they have a full field of view, 

or 

¶ a driver who is unable to use their lower limbs may have their vehicle 

modified for hand controls.   

In keeping with the decision in Grismer, and the guiding principles of the 

Driver Fitness Program, the OSMV makes driver fitness determinations on 

an individual basis, based on the results of individual assessments.  In 

general, if a review of individual assessment results and the individualôs 

driving record indicates that an individual is able to compensate for their 

functional impairment, the individual is fit to drive.   
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7.9 Imposing restrictions and/or conditions 
 

Definitions 

Condition  

means a condition that is imposed on an individual by the OSMV.  Unlike 

restrictions, which are placed on a licence and enforceable at roadside, 

conditions are placed on a driver and are not enforceable at roadside.  

Examples of conditions are ódo not drive if your blood sugar drops below 

4mmol/L,ô or ódo not drive if your dialysis treatment is delayed.ô 

Restriction  

means a restriction that is printed on a driverôs licence and is enforceable 

at the roadside through fines.  Non-compliance with a restriction is an 

offence.   

Restrictions are commonly used for impairments where a driver can 

compensate.  However, on occasion they may be used for impairments for 

which a driver cannot compensate.  Examples of restrictions where a 

driver can compensate for their persistent impairment are ówear corrective 

lensesô, ómust only drive modified vehicle with steering knobô and óuse 

oversized mirrors.ô  A restriction where a driver cannot compensate would 

be ódo not drive at nightô for persistent night blindness. 

 

Policy 

7.9.1 Where applicable, a case manager or adjudicator will refer to the 

medical condition guidelines to identify the restrictions and/or 

conditions that may be required in order for an individual with the 

identified medical conditions to be fit to drive. 

 

Restrictions 

 

7.9.2 If a case manager or adjudicator decides that an individual must: 

(a) only operate vehicles during daylight hours 

(b) only operate certain types of vehicles 

(c) only operate vehicles in certain geographic areas 

(d) only operate vehicles under a certain speed 

(e) only carry certain types of cargo 

(f) wear specific devices, and/or 

(g) use specific vehicle modifications or adaptations 
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in order to be fit to drive, the case manager or adjudicator will 

impose those restrictions on the licence.   

The following table lists the restrictions used by the Driver Fitness 

Program.  

Code Description 

12 Restricted to daylight hours only 

14 No Hwy 99 S of Van or Hwy 1E of Van or W of Hwy 99 

15 Permitted to operate vehicles with air brakes 

16 Not permitted to operate class 2 or 4 

17 Not permitted to operate buses 

18 Permitted to operate single trucks with air brakes on 

industrial roads 

19 Permitted to operate truck trailer with air brakes on 

industrial roads 

20 Permitted to operate trailer of any GVW without air 

brakes 

21 Corrective lenses required 

23 Hearing aid required with class 1,2,3,4 or for 18/19 

24 Class 6 or 8 restricted to motor scooters 

25 Fitted prosthesis/leg brace required 

26 Specified vehicle modifications required 

28 Restricted to automatic transmission 

35 Not permitted to exceed 60 km/hr 

36 Not permitted to exceed 80 km/hr 

37 Not permitted to transport dangerous goods 

51 Other ï specify type of restriction 

 

7.9.3 A case manager or adjudicator will not impose restrictions on an 

individual who only has episodic impairments. 

 

Conditions 

 

7.9.4 If a case manager or adjudicator decides that an individual must: 
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(a) stop driving in specific circumstances 

(b) take prescribed medications 

(c) comply with a specific treatment regime, and/or 

(d) attend medical follow-up 

in order to be fit to drive, the case manager or adjudicator will 

impose those conditions on the individual.   

 

7.9.5 A case manager or adjudicator may impose conditions on 

individuals with persistent or episodic impairments. 

 

Unique restrictions or conditions 

 

7.9.6 Imposition of restrictions or conditions other than those listed 

above must be approved by the Assistant Director of Hearings and 

Fair Practices.   

 

Policy rationale 

Section 25 (12) of the MVA gives the Superintendent the authority to 

place any restrictions or conditions on a personôs licence that the 

Superintendent considers necessary for the operation of a motor vehicle by 

the person.  Generally, case managers and adjudicators will refer to the 

medical condition guidelines to determine the conditions and/or 

restrictions that are required.  However, because the medical condition 

guidelines may not always apply in individual circumstances, the types of 

restrictions and conditions that are appropriate for driver fitness 

determinations are also outlined in this policy.  The appropriate types of 

restrictions and conditions are limited to ensure that they are supported by 

driver fitness research and Driver Fitness Program policy.  Also, in the 

case of restrictions, they must be enforced easily at roadside. 

 

7.10 Considering compliance with conditions or restrictions 
 

Definitions 

Insight 

means that a driver: 

¶ is aware of their medical condition 

¶ understands how the condition may impair their functional ability to 

drive, and  
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¶ has the judgment and willingness to comply with their treatment 

regime and any conditions or restrictions imposed by the OSMV. 

Physicians will often use terms such as ñimpaired awareness,ò ñdecreased 

metacognition,ò or ñlack of awareness regarding deficitsò on a medical 

assessment to indicate that an individual lacks insight.   

An individualôs level of insight is a critical consideration when assessing 

the risk of an episodic impairment of functional ability due to a psychiatric 

disorder.  Because of this, there is a specific guideline regarding insight in 

the Psychiatric Disorders chapter.   

 

Policy 

 

7.10.1 If a case manager or adjudicator decides that restrictions and/or 

conditions are required in order for an individual to be fit to drive, 

the case manager or adjudicator will review: 

(a) medical assessments on file for information that indicates that 

the individual has, or lacks, insight into their medical condition 

or its impact on the functions necessary for driving 

(b) medical assessments on file for information that indicates that 

the individual is non-compliant with their prescribed treatment 

regime or medications 

(c) the individualôs driving record for any information that 

indicates the individual has been non-compliant with 

restrictions or conditions in the past, and 

(d) any credible reports for information that indicates that the 

individual has been non-compliant with restrictions or 

conditions in the past. 

 

7.10.2 Without information to the contrary, a case manager or adjudicator 

will assume that an individual will comply with a restriction or 

condition.  However, if the information obtained from this review 

indicates that the individual is not likely to be compliant with any 

restrictions and/or conditions that are required in order to be fit to 

drive, the case manager or adjudicator will not impose the 

restriction or condition and the individual is not fit to drive.   
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Policy rationale 

A key consideration when determining whether or not a restriction or 

condition is appropriate is whether an individual is likely to comply with 

the restriction or condition.  Because restrictions or conditions are only 

imposed if required for driver fitness, if a case manager or adjudicator 

decides that an individual is not likely to comply with the condition or 

restriction, the individual is not fit to drive.   

One key factor for determining whether an individual is likely to comply 

with restrictions or conditions is the individualôs level of insight.  This is 

because individuals with good insight are more likely to be diligent about 

their treatment regime, to seek medical attention when needed, and to 

avoid driving when their condition is likely to impair their functional 

ability to drive. 

 

7.11 Determining reassessment intervals 
 

Definitions 

Reassessment 

is the process of screening, assessment and determination for an individual 

with a previously reported medical condition.  Reassessment is initiated 

when a request for a driverôs medical examination or an EVF is sent to an 

individual at the expiration of an OSMV-scheduled reassessment interval. 
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Policy 

7.11.1 If a case manager or adjudicator determines that an individual is fit 

to drive, or downgrades a commercial licence, the case manager or 

adjudicator will also determine whether reassessment is required at 

a future date and, if so, what the reassessment interval should be. 

 

7.11.2 Generally, reassessment will be required if: 

(a) the individual has a medical condition that is progressive  

(b) the driver fitness determination is based upon the effectiveness 

of a prescribed treatment regime and it is unknown whether the 

treatment regime is likely to continue to be effective 

(c) the driver fitness determination is based upon the effectiveness 

of a prescribed treatment regime and it is unknown whether the 

individual is likely to comply with the treatment regime 

(d) the medical condition results in episodic impairment, the driver 

fitness determination is based upon an individual having a 

period of stability without an episodic event, and it is unknown 

whether the medical condition is likely to continue to be stable 

(e) the medical condition results in an episodic impairment, the 

driver fitness determination is based upon a pattern of episodes, 

e.g. nocturnal seizures or auras, and it is unknown whether the 

pattern of episodes is likely to continue 

(f) it is recommended by a physician, and/or 

(g) the reassessment interval guidelines for the medical condition 

indicate that reassessment is required.   

 

7.11.3 To determine whether reassessment is required and, if so, the 

appropriate interval, the case manager or adjudicator will consider: 

(a) the reassessment interval guidelines outlined in the relevant 

medical condition chapter(s) 

(b) the date of onset, diagnosis and/or treatment of the medical 

condition, if known 

(c) the severity of the medical condition 

(d) whether the condition is stable and, if so, the period of stability 

(e) whether the condition is progressive and, if so, the rate of 

progression 

(f) whether the condition is controlled 



     69 

(g) if the individual is a commercial or aging driver, the date of the 

next scheduled routine screening 

(h) whether the individual has been compliant with any prescribed 

treatment regime, conditions or restrictions 

(i) the results of any functional assessments 

(j) the individualôs driving record, and/or 

(k) the recommendation of a physician. 

 

7.11.4 A case manager or adjudicator will not schedule a reassessment 

interval for a private driver aged 80 or over, or a commercial 

driver, if the individualôs next scheduled routine screening will 

provide the OSMV with the necessary opportunity for 

reassessment.    

 

7.11.5 A case manager or adjudicator can set any reassessment interval 

that is appropriate for a particular individual.  Generally, a case 

manager or adjudicator will set a reassessment interval at either: 

(a) 1 year 

(b) 2 years 

(c) 3 years, or 

(d) 5 years.  

 

7.11.6 Generally, a case manager or adjudicator will set a reassessment 

interval at 1 year if: 

(a) an individualôs cognitive function is impaired and the level of 

cognitive impairment is likely to increase over time 

(b) the driver fitness determination is based upon the effectiveness 

of a prescribed treatment regime and it is unknown whether the 

treatment regime is likely to continue to be effective 

(c) the driver fitness determination is based upon the effectiveness 

of a prescribed treatment regime and it is unknown whether the 

individual is likely to comply with the treatment regime 

(d) the medical condition results in episodic impairment, the driver 

fitness determination is based upon an individual having a 

period of stability without an episodic event, and it is unknown 

whether the medical condition is likely to continue to be stable 
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(e) the medical condition results in an episodic impairment, the 

driver fitness determination is based upon a pattern of episodes, 

e.g. nocturnal seizures or auras, and it is unknown whether the 

pattern of episodes is likely to continue 

 

7.11.7 In most other circumstances where reassessment is required, a case 

manager or adjudicator will schedule a 2, 3 or 5 year reassessment 

interval, depending upon the likely rate of progression of the 

medical condition.   

 

Policy rationale 

The OSMV schedules reassessments intervals for individuals who are fit 

to drive at the time of a driver fitness determination, but whose fitness to 

drive should be examined again at a future date.  Without a reassessment 

requirement, these individuals may not again be brought to the attention of 

the OSMV until their functional ability to drive has deteriorated to the 

point that they pose a high degree of risk to public safety.  Reassessment 

intervals may be scheduled for both private and commercial drivers but, to 

ensure that individuals are not reassessed unnecessarily, the OSMV will 

not schedule a reassessment interval for a private driver aged 80 or over, 

or a commercial driver, if the next scheduled routine screening will 

provide the OSMV with sufficient opportunity for reassessment.    

To ensure that individuals are not reassessed unnecessarily, OSMV policy 

sets out the circumstances when reassessment may be required.  For 

individuals with persistent impairments, reassessment may be required 

because their level of functional impairment may increase due to: 

¶ a progression of their medical condition(s), and/or 

¶ a change in their response to, or compliance with, treatment. 
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For individuals with episodic impairments, reassessment may be required 

because their risk of functional impairment may increase due to: 

¶ a progression in their medical condition(s) 

¶ a change in their response to, or compliance with, treatment 

¶ a change in stability, and/or 

¶ a change in the pattern of episodes. 

The medical condition chapters provide guidelines for setting 

reassessment intervals for individuals with each medical condition.  For 

some conditions, the recommended interval is provided in the guidelines. 

In those circumstances where a recommended interval is not provided, or 

where individual circumstances may require a different interval, e.g. when 

the individual has multiple medical conditions, the case manager or 

adjudicator reviews a variety of information to determine whether the 

individualôs level or risk of functional impairment may increase and the 

time period over which this increase may take place.   

Reassessment intervals of less than 1 year are generally not scheduled, 

because the majority of medical conditions do not substantially progress in 

such a short period of time.  Because of the rapid decline in cognitive 

function associated with many conditions, one year intervals are usually 

scheduled for individuals with cognitive impairments.  One year intervals 

are also scheduled for individuals with episodic impairments where it is 

unknown if the stability of the condition, the pattern of episodes or the 

effectiveness of treatment is likely to change.  This is because a period of 

one year is usually sufficient to determine whether such a change is likely 

to occur in future. 
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7.12 Communicating a decision 
 

Policy 

 

Informing drivers of determinations 

 

7.12.1 A case manager or adjudicator will send an individual a letter that 

describes the driver fitness determination, the reasons for the 

determination and the reconsideration process if the  

 case manager or adjudicator decides that: 

(a) an individual is not fit to drive 

(b) conditions must be imposed on an individual, or 

(c) restrictions must be imposed on an individualôs licence. 

 

Informing ICBC of determinations  

 

7.12.2 A case manager or adjudicator will direct ICBC to cancel a licence 

if a driver fitness determination indicates that an individual is not 

fit to drive and the individual currently holds a licence. 

 

7.12.3 A case manager or adjudicator may direct ICBC to issue a class 5 

licence to an individual who holds a commercial licence if the case 

manager or adjudicator determines that the individual is not fit to 

drive commercial vehicles but is fit to drive private vehicles.  

 

7.12.4 A case manager or adjudicator will inform ICBC that an individual 

is not fit to be licensed if a driver fitness determination indicates 

that an individual is not fit to drive and the individual does not 

currently hold a licence. 

 

 

Policy rationale 

Both for administrative fairness and public safety reasons, an individual 

must be informed of a driver fitness determination that affects their 

licensing privileges, the reasons for the determination and the process for 

requesting a reconsideration of a determination.  If conditions or 

restrictions are imposed, individuals must be made aware of the conditions 

or restrictions so that they are able to comply with them in the future.  If a 

licence is cancelled, the individual must be told to stop driving and 

surrender their licence.   



     73 

If the OSMV determines that an individual is not fit to hold a licence of a 

particular class, under section 92 of the MVA the Superintendent may 

direct ICBC to cancel an individualôs licence.  Because the medical 

condition guidelines often specify different standards for commercial and 

private drivers, an individual may be fit to drive private vehicles, even 

though they are not fit to drive commercial vehicles.  In this situation, a 

case manager or adjudicator may direct ICBC to issue a class 5 licence 

after cancelling an individualôs commercial licence.   
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7.13 Determination procedures 
 

The following flowchart graphically illustrates the procedures associated 

with the determination process. 
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Does the driver ask for a 

review of the decision?
End of process No

From 

3.  Determination

Yes

End of process

The adjudicator or case manager reconsiders the 

decision and may request additional assessments.  At the 

conclusion of the reconsideration, the adjudicator or case 

manager sends the individual a letter either confirming the 

original determination or substituting a new determination

Chapter 8: Reconsideration Policies and Procedures 

8.1 Overview  

If an individual asks the OSMV to review a driver fitness determination, 

an adjudicator or case manager will conduct a reconsideration of that 

decision.  The following flowchart is an excerpt from the overview 

flowchart in 4.1 that highlights in red the steps involved in 

reconsideration. 
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During the reconsideration, the adjudicator or case manager may request 

additional assessments, in accordance with the policies outlined in Chapter 

6 of this Manual. 

Once the adjudicator or case manager collects any additional information 

that may be required, the adjudicator or case manager applies the policies 

outlined in Chapter 7 of this Manual and decides whether the original 

driver fitness determination was correct or whether a different 

determination is required.   

In some circumstances, a request for review will trigger a new driver 

fitness determination, based on new assessment results, rather than a 

reconsideration of a previous determination.  This will occur if an 

individual: 

¶ submits new information indicating a change in their medical 

condition or functional ability to drive, or 

¶ asks for a review of a determination that is based on assessments that 

are more than one year old. 

 

8.2 Conducting reconsiderations 
 

Policy 

8.2.1 If an individual asks in writing for a review of a driver fitness 

determination, and provides detailed reasons for the request, an 

adjudicator or case manager will reconsider the determination.   

 

8.2.2 If the assessments upon which the determination were based were 

performed more than one year prior to the date of the request for 

review, a case manager or adjudicator will generally make a new 

driver fitness determination, based on new assessments, rather than 

reconsidering the previous determination. 
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8.2.3 If an individual submits new information indicating a change in 

their medical condition, or in their functional ability to drive, a 

case manager or adjudicator will make a new driver fitness 

determination, based on new assessments, rather than 

reconsidering the previous determination. 

 

8.2.4 At the conclusion of a reconsideration, the adjudicator or case 

manager will either confirm the original driver fitness 

determination or substitute a new determination.   

 

8.2.5 The adjudicator or case manager will provide the individual with a 

letter that describes the reconsideration decision and the reasons 

for the decision.   

 

Policy rationale 

In accordance with the principles of administrative fairness, the OSMV 

give individuals an opportunity to dispute the results of a driver fitness 

determination through its internal reconsideration process and provides 

written reasons with the results of the reconsideration.   

In certain circumstances, a new driver fitness determination, rather than a 

reconsideration, is the more appropriate response to a request for review. 

Reconsiderations are an opportunity to review whether the correct 

determination was made given an individualôs medical condition or 

functional ability at the time the determination was made.  If an individual 

submits new information reflecting a change in the individualôs medical 

condition or functional ability, a case manager or adjudicator will make a 

new driver fitness determination, based on this new information and any 

additional assessments that the case manager or adjudicator decides to 

request.  Similarly, if an individual requests a review of a determination 

that is based upon assessments that are more than one year old, a case 

manager or adjudicator will make a new determination, rather than 

reconsidering the previous determination.  This is because the previous 

assessments upon which the determination was based may no longer 

reflect the individualôs current medical condition or functional ability.   
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8.3 Reconsideration procedures 
 

The following flowchart graphically represents the procedures associated 

with the reconsideration process. 
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Chapter 9: Introduction to the Medical Condition Chapters  

9.1 Purpose of the medical condition chapters 

The medical condition chapters in this part of the Manual: 

¶ identify what conditions may have an impact on an individualôs fitness 

to drive 

¶ highlight the risk of impairment and crash associated with certain 

medical conditions  

¶ identify appropriate screening and assessment tools to evaluate fitness 

to drive of an individual with a medical condition 

¶ identify compensation strategies, devices and/or training that may be 

implemented to compensate for the effects of a medical condition on 

driving, and 

¶ include guidelines to assist OSMV staff in determining whether an 

individual with a medical condition is fit to drive and appropriate 

reassessment intervals. 

 

9.2 Source of the medical condition chapters 

The medical condition chapters in this Manual are based primarily on the 

integrative review of Dr. Bonnie Dobbs and her report Medical Conditions 

and Driving: A Review of the Scientific Literature 1960-2010.  In 

preparing that document, Dr. Dobbs used a multi-step process to critically 

evaluate and compile evidence from a number of sources, including 

research studies, consensus conference guidelines and expert opinion.   

The best available evidence for a medical condition depends on how much 

research has been conducted on that condition and driving and the quality 

of the research.  Unfortunately, the impact of some medical conditions on 

the functions necessary for driving has not been studied or has not been 

studied in depth.  A lack of evidence does not mean that the condition has 

no impact.  Rather, it simply means that the relevant research has not been 

conducted.  In each medical condition chapter, the evidence associating 

the medical condition with an increased crash risk or an impairment of the 

functions necessary for driving is clearly stated. 

In general, due to the variability in methodology and variability in 

outcome measures and statistical analyses, the evidence supporting a 

relationship between a medical condition and driving performance is based 
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on a convergence of evidence across studies.  For some medical conditions 

there is substantial data from well-designed studies that indicate that the 

presence of that condition negatively impacts on driving performance.  For 

other medical conditions, either the available literature is insufficient or 

methodological considerations are such that knowledge about the effect of 

the condition on driving performance is limited or unknown.  

 

9.3 Source of the medical condition guidelines 

The medical condition guidelines were drafted by the OSMV, with review 

and input from a variety of experts and stakeholders.  Appendix 5 provides 

further details of the drafting and approval process.  Wherever possible, 

the OSMV has incorporated current driver fitness research into the 

medical condition guidelines to ensure that they are based on the best 

evidence possible.  Nonetheless, because of the paucity of evidence for 

many medical conditions, reliance on expert opinion is a necessary 

component of the medical condition guidelines.  
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9.4 Medical condition chapter template 

Medical condition 

BACKGROUND 

 

About the medical condition 
 

¶ This section includes basic information about the medical condition.  Correct terminology is 

used. 

 

Prevalence and incidence of the medical condition 
 

¶ Prevalence is the global occurrence of the condition. Incidence is the number of new cases 

annually.  

¶ This information is included to highlight why the condition is of concern. 

 

The medical condition and adverse driving outcomes 
 

¶ This section is where the evidence for regulating a particular condition is stated.  The 

research that supports regulating the condition is broadly reviewed.  The focus is on the 

pattern of findings. 

 

Effect of the medical condition on functional ability to drive 
 

¶ This section includes a table that identifies the functions that the medical condition primarily 

impairs and whether the impairment is persistent or episodic.  The table also lists the 

assessment tools that the OSMV may request for an individual with the identified medical 

condition.  An example is shown on the following page.   
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Condition 

Type of driving 

impairment and 

assessment 

approach 

Primary 

functional 

ability 

affected 

Assessment tools 

X Episodic 

impairment:  

Medical assessment 

ï likelihood of 

impairment 

Variable ï 

sudden 

cognitive, 

motor or 

sensory 

impairment 

Driverôs Medical 

Examination Report 

 

Specialistôs report  

 

 

X Persistent 

impairment: 

Functional 

assessment 

Cognitive Driverôs Medical 

Examination Report 

 

SIMARD-MD 

 

DriveABLE assessment 

 

Compensation  

¶ This section identifies whether or not a driver can compensate for the impairment caused by 

the medical condition  

 

GUIDELINES 

 

¶ This section outlines in table form the guidelines used by the OSMV to determine whether an 

individual with the identified medical condition is fit to drive.  

¶ There may be multiple tables within a particular chapter.  Each table indicates the medical 

condition(s) and licence class(es) to which the guidelines presented in that table apply.  An 

example is shown on the following page. 
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Private and commercial drivers who have X 
 

Application This section explains who the guidelines apply to. 

Assessment guidelines 

This section outlines the assessments that the OSMV may request if 

further information is required.  The assessments listed are those that 

are specific to an individual with the identified medical condition.   

 

Case managers and adjudicators should also refer to the general 

policies contained in part 2 of the manual when deciding the 

appropriate assessments to request, particularly where an individual 

has multiple medical conditions or impairments.   

Fitness guidelines 

This section outlines the general driver fitness guidelines, e.g.: 

 

Individuals may drive if: 

¶  

OSMV determination 

guidelines 

Because the general driver fitness guidelines are often written for a 

broad audience, including physicians, OTôs and vision specialists, 

this section outlines the guidelines that the OSMV will use 

operationally to determine driver fitness.  These guidelines are 

written as: 

 

The OSMV may find individuals fit to drive if: 

¶  

Conditions  
This section outlines any conditions that the OSMV will impose, by 

letter, on an individual who is found fit to drive.   

Restrictions 
This section outlines any restrictions that the OSMV will impose on 

the licence of an individual who is found fit to drive. 

Reassessment 

guidelines 

This section outlines the OSMVôs reassessment policy for individuals 

who are found fit to drive.   

Policy rationale 

This section explains the rationale for the policies outlined in the 

table.  Where a general policy rationale applies to all of the guidelines 

within a chapter, the policy rationale will be included before the 

tables. 

 

 



     85 

Chapter 10: Medical Conditions at-a-Glance 

For each major medical condition identified in the medical condition chapters, the following 

table identifies: 

¶ whether the resulting impairment is persistent or episodic 

¶ what functions(s) are impaired, and 

¶ whether the condition also commonly results in a lack of stamina or general debility. 
 

The following abbreviations are used in the table: 

¶ ñCogò means cognitive 

¶ ñSIò means sudden incapacitation, and 

¶ ñGDò means general debility. 
 

Chapter and Condition Impairment  Function impaired Other 

 Persis-

tent 

Epi- 

sodic 

Motor Cog Sensory All 

ï SI 

Sta-

mina 

GD 

    Sensori-

motor 
 Vision Hear-

ing 

   

11. Diabetes ï Hypoglycemia   X   Å   Å   

12. Peripheral arterial disease - 

severe claudication 

X  Å 

 

Å 

 

      

12. AAA   X      Å   

12. Aortic dissection   X      Å   

12. DVT ï Pulmonary embolism  X      Å   

13. Musculoskeletal X  Å        

14. Renal diseases  X    Å    Å Å 

15. Respiratory diseases  X    Å    Å Å 

16. Vestibular disorders  X X  Å Å   Å   

17. Cardiovascular diseases X X   Å   Å   

18. Hearing loss X      Å    

19. Psychiatric disorders  X   Å      

20. Cerebrovascular diseases  X      Å   

21. Vision impairment X     Å     

22. Syncope  X      Å   

23. Seizures and epilepsy   X      Å   

24. MS, Cerebral Palsy, 

Parkinsonôs 

X  Å  Å Å     

25. Traumatic brain injuries X X Å  Å Å Å Å   

26. Intracranial tumours  X X Å  Å Å Å Å   

27. Cognitive impairment 

including dementia 

X    Å      

28. Sleep apnea  X X   Å   Å   

28. Narcolepsy X X   Å   Å   
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Chapter 11: Diabetes - Hypoglycemia 

BACKGROUND 

 

11.1 About diabetes and hypoglycemia 
 

Diabetes 
 
Diabetes is a chronic and progressive disease characterized by hyperglycemia (high blood 

glucose).  It appears in two principal forms
3
:  

¶ type 1 diabetes, formerly called insulin-dependent diabetes mellitus (IDDM) or juvenile 

diabetes, and 

¶ type 2 diabetes, formerly called non-insulin-dependent diabetes mellitus (NIDDM) or adult-

onset diabetes.  

 

Type 1 diabetes can occur at any age, but it primarily appears before age 30.  Type 2 diabetes 

usually occurs in individuals over the age of 40.  Type 1 and type 2 also differ in the underlying 

defect, and type of therapeutic control.  Type 1 is characterized by the inability to produce 

insulin and often more marked fluctuations in blood glucose.  Daily insulin injections are always 

required to manage type 1 diabetes.  Type 2 diabetes is characterized by an impaired ability to 

recognize and utilize insulin, and eventually diminished insulin production.  Therapeutic control 

often is achieved by diet alone or in combination with oral antihyperglycemic agents
4
, but people 

with type 2 diabetes whose blood glucose cannot be controlled in this way require treatment with 

insulin.   

 

Hypoglycemia 
 
Anyone who requires treatment with insulin is at risk of hypoglycemia.  Those with type 2 

diabetes treated with insulin secretagogues (oral medications that stimulate the secretion of 

insulin) or metformin (an oral medication that enhances the effect of insulin) also may 

experience hypoglycemia, although the frequency with this treatment is lower than with insulin.   

Hypoglycemia may occur for a number of reasons, including reduced food intake, unusual level 

of physical exertion, and alteration of insulin dose.   

 

Hypoglycemia can result in two types of symptoms, neurogenic (autonomic) and 

neuroglycopenic.   

 

                                                 

 

 
3
 Other types of diabetes include gestational diabetes, other specific types (those due to genetic defects in ɓ-cell 

function, genetic defects in insulin action, diseases of the exocrine pancreas, drug or chemical induced diabetes, 

etc.), and pre-diabetes. These types of diabetes are less common than type 1 and type 2 diabetes and are not 

discussed in this chapter. 
4
 Oral antihyperglycemics also may be referred to as oral hypoglycemics. 
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Neurogenic symptoms of hypoglycemia 
 

The bodyôs immediate response to low blood sugar is to secrete hormones that counteract 

insulin, including adrenaline.  The presence of adrenaline causes neurogenic (or autonomic) 

symptoms such as tremulousness, palpitations, anxiety, sweating, hunger, and paresthesias 

(tingling and numbness).  People with diabetes learn to recognize these symptoms as evidence of 

hypoglycemia and respond by consuming sugary liquids or starchy foods to increase their blood 

glucose level.   

 

Neuroglycopenic symptoms of hypoglycemia 
 

Neuroglycopenic symptoms are the direct result of impaired brain function due to low glucose 

levels.  These symptoms include confusion, weakness or fatigue, severe cognitive failure, seizure 

and coma.  As the blood glucose level falls, higher cortical function (insight, judgment, 

calculation, speech and memory) is the first to be affected.  Next, a person will experience 

stupor, characterized by confusion, slurred speech, slow reaction times, poor judgment and lack 

of coordination.  If the level continues to fall, there will be loss of consciousness, seizures and 

potentially brain damage or death. 

 

Hypoglycemia unawareness 
 

Another complicating factor is hypoglycemia unawareness, which is the inability to recognize 

the autonomic symptoms of hypoglycemia or a failure of such warning signs to occur prior to 

impaired brain function.  If the initial autonomic symptoms caused by the release of adrenaline 

are missed, a person experiencing hypoglycemia can only rely on the neuroglycopenic symptoms 

as an indicator of low blood glucose.  Because these symptoms appear in the context of cognitive 

impairment, they are not easily recognized by the hypoglycemic individual and may delay or 

prevent self-treatment. 

   

Severe hypoglycemia 
 

Severe hypoglycemia is commonly defined as hypoglycemia that requires outside intervention to 

abort, or that produces an alteration in level of consciousness or loss of consciousness.  The 

altered or reduced level of consciousness prevents a person experiencing severe hypoglycemia 

from taking appropriate action. 

 

11.2 Prevalence and incidence of diabetes and hypoglycemia  
 

Diabetes 
 

Based on research conducted by the National Diabetes Surveillance System, it is estimated that 

approximately 5% of Canadians aged 20 years and older have been diagnosed with diabetes.  

Diabetes is somewhat more prevalent in males, and the overall prevalence of diabetes increases 

with age as shown in Figure 1 below.  It is estimated that 5 to 10% of diagnosed diabetes is type 

1, and 90 to 95% is type 2. 
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Hypoglycemia 
 

A study of people with type 1 diabetes conducted in 1993 estimated that the incidence of mild 

hypoglycemia (hypoglycemia for which a person is able to treat themselves) to be 28 episodes 

per person per year.  The incidence of severe hypoglycemia was estimated to be 0.31 episodes 

per person, per year.  Since the mid 1990ôs there has been an increased therapeutic emphasis on 

tight glycemic control, which has been shown to significantly reduce the complications of 

diabetes.  Unfortunately, the use of more intensive treatment to maintain glycemic control has 

increased the risk of hypoglycemia by as much as two or three times.  This suggests that these 

estimates on the prevalence of hypoglycemia in type 1 diabetes may be low.   

 

While people with type 2 diabetes who are treated with insulin are at risk of hypoglycemia, the 

frequency is lower than for those with type 1 diabetes.   The incidence of severe hypoglycemia 

for type 2 diabetes treated with insulin secretagogues is about 1 to 2% per year, with higher risk 

for longer use, older age, and the use of chlorpropamide and other long-acting secretagogues.  

The concomitant use of beta blockers and insulin previously has been thought to increase the risk 

of hypoglycemia; however, this theoretical concern is not often seen in practice. 

 

For anyone with diabetes, a history of severe hypoglycemia, hypoglycemia unawareness, and 

low blood glucose levels are consistent predictors of future hypoglycemia. 

 

Hypoglycemia unawareness 
 

It is estimated that 25% of all those treated with insulin will experience one or more episodes of 

hypoglycemia unawareness.  In type 1 diabetes, hypoglycemia unawareness increases with the 

duration of diabetes and the likelihood increases if autonomic neuropathy is present.  In type 2 

diabetes, hypoglycemia unawareness is relatively uncommon.  
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Factors that may be associated with hypoglycemia unawareness include older age, duration of 

diabetes, presence of autonomic neuropathy, species of insulin, degree of metabolic control, and 

number of hypoglycemic events. 

 

11.3 Diabetes and adverse driving outcomes 
 

Although there is some variability in results of research on drivers with diabetes, there is clear 

evidence to show that both private and commercial drivers with diabetes are at an increased risk 

of motor vehicle crashes. 

 

It has been shown that diabetes treatment modality is an important consideration in 

determination of risk for drivers.  Study results consistently indicate that individuals taking 

insulin have an elevated risk of crashes.  Some studies have also shown an elevated risk of crash 

for drivers with type 2 diabetes who are treated with a combination of oral antihyperglycemics 

(secretagogues and non-secretagogues).   Those treated by diet alone or with a single oral 

antihyperglycemic agent have shown no elevated risk of crash.  

 

A relationship between hypoglycemia and crashes has also been found.  Despite a lack of data 

from studies of large samples of people with diabetes, a number of small studies have shown a 

relationship between hypoglycemic reactions and motor vehicle crashes. 

 

While research has established clear links between diabetes, hypoglycemia and motor vehicle 

crashes, the variable results of these studies indicate that decisions about driving should be based 

on assessment of individual medical history and circumstances including: 

¶ treatment modality 

¶ incidence of hypoglycemia 

¶ incidence of hypoglycemia unawareness, and 

¶ presence of chronic complications of diabetes.  

 

11.4 Effect of diabetes and hypoglycemia on functional ability to drive 
 

For individuals with diabetes, both acute and chronic complications of the disease may affect 

fitness to drive.   

 

Hyperglycemia may cause blurred vision, confusion, and eventually diabetic coma.  For the 

purposes of this manual, these are considered transient impairments.   

 

The neuroglycopenic symptoms associated with severe hypoglycemia can significantly impair 

the sensory, motor, and cognitive functions required for driving.  There are studies that suggest 

that mild hypoglycemia may also impair these functions.   

 

While it is clear that the risk of hypoglycemia is an important consideration when assessing the 

fitness of drivers with diabetes, research indicates that the chronic complications of diabetes are 

more likely to be responsible for impaired fitness to drive than episodic incidents of 

hypoglycemia.  Over time, people with diabetes often develop co-morbidities caused by their 

prolonged exposure to hyperglycemia.  These complications of diabetes include retinopathy, 
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neuropathy, nephropathy, cardiovascular disease, and peripheral vascular disease.  Therefore, the 

effect of chronic complications always must be considered when assessing fitness to drive for 

people with diabetes. 

 

Condition 

Type of driving 

impairment and 

assessment approach 

Primary  functional 

ability affected 
Assessment tools 

Severe 

hypoglycemia 

Episodic impairment:  

Medical assessment ï 

likelihood of impairment 

 

All ï sudden 

incapacitation 

Driverôs Medical 

Examination Report 

 

Doctorôs Medical 

Report Re Diabetic 

Driver 

 

Driverôs Diabetes 

Questionnaire  

 

11.5 Compensation 
 

As severe hypoglycemia is an episodic impairment, a driver cannot compensate. 
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GUIDELINES 

 

11.6 Private and commercial drivers with Type 2 diabetes that is not treated with 
insulin or insulin secretagogues 

 

Application 

These guidelines apply to driver fitness determinations for private 

and commercial drivers with Type 2 diabetes treated with diet and 

exercise alone or combined with: 

¶ metformin (generic or under brand names Glucophage and 

Glumetza) 

¶ acarbose (brand name Prandase) 

¶ rosiglitazone (brand name Avandia), or 

¶ pioglitazone (brand name Actos).  

Assessment guidelines The OSMV will not generally request further information. 

Fitness guidelines 

Individuals may drive if  they: 

¶ report to OSMV if they begin insulin therapy, and 

¶ remain under regular medical supervision to ensure that any 

progression in their condition or development of chronic 

complications does not go unattended. 

OSMV determination 

guidelines 

Individuals are fit to drive. 

Conditions  

The OSMV will impose the following conditions on an individual 

who is found fit to drive: 

¶ you must report to the OSMV if you begin insulin therapy, and 

¶ you must remain under regular medical supervision to ensure that 

any progression in your condition or development of chronic 

complications does not go unattended. 

Restrictions No restrictions are required. 

Reassessment 

guidelines 

The OSMV will reassess every five years, or in accordance with the 

schedule for routine commercial or age-related reassessment. 

 

The OSMV will reassess if insulin or insulin secretagogue therapy is 

initiated. 

Policy rationale 

Drivers with diabetes who are not treated with insulin or insulin 

secretagogues are at little or no risk for hypoglycemia.  Because 

diabetes is a progressive condition, the OSMV requires these drivers 

to remain under medical supervision and undergo a reassessment 

every five years. 

Drivers who begin insulin therapy are required to report because of 

the significant increase in risk for hypoglycemia associated with 

insulin therapy.  The requirement to report is intended to ensure that 












































































































































































































































































































































































































































































































































































































































