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2. Executive Summary 

House Bill 3185, passed by the 2011 Oregon Legislative Assembly, required the Department 

of Transportation to create a work group to evaluate the department’s current At-Risk Driver 

Program and consider different assessment tools and options for enhancing the program. 

Additionally, the law required the work group to consider age-based testing and renewal 

requirements. The law required the work group to include experts in geriatrics, general 

medicine, driving assessment, research practices, law enforcement, and Oregon’s laws 

related to driving privileges, as well as an advocate for senior citizens. The work group is 

required to report its findings and recommendations to the legislature by October 1, 2012.  

The current At-Risk Driver Program has been in existence since 2004. Under this program, 

designated health care providers are required to report individuals who have certain severe 

and uncontrollable cognitive or functional impairments that affect the person’s ability to 

safely operate a motor vehicle. Driver and Motor Vehicle Services (DMV) relies on the 

information submitted by physicians and other health care providers to determine the 

appropriate action to take regarding an individual’s driving privileges. The program is 

impairment-based; age alone is not a basis for reporting.  

The work group met four times over an eight-month period. These experts reviewed a 

number of studies, relevant statistics, the experiences of other jurisdictions and feedback 

from the medical community in order to thoroughly educate themselves on the issues related 

to the requirements of HB 3185. Studies of a number of driving-assessment tools were 

reviewed. The work group considered, for example, a lengthy study of a pilot program 

recently completed in California that employed several different tools in an attempt to assess 

a person’s ability to safely operate a motor vehicle. The crash rates of Oregon drivers in all 

age groups were also evaluated. Additionally, the work group surveyed health care providers 

in Oregon to determine their opinions of DMV’s At-Risk Driver Program, concerns of 

potential barriers to reporting, and solicit feedback for improvements. 

In order to evaluate the At-Risk Driver Program and consider the other requirements of HB 

3185, the work group needed a method to measure their impact on roadway safety. It was 

determined that crash rates represent the best measure of safety on the roads. The work group 

studied rates of non-injury, injury and fatal crashes for drivers in age groups from 15 years of 

age to 85+. Crash statistics were also used to evaluate the value of different assessment tools, 

age-based testing, and age-based renewals.  

After a complete analysis and discussion of all the material presented, the work group was 

able to address each of the requirements of HB 3185. The following conclusions and 

recommendations were made for each of the eight areas outlined in HB 3185 under 

subsection 2 (a) through (g) and subsection 3.  

(a) Current mandatory reporting system (page 20) 

The work group concluded that DMV’s At-Risk Driver Program is working well as currently 

designed. Recommendations include: 1) establish benchmarks in order to measure the 

ongoing impact of the program; 2) increase voluntary de-licensure through continued 

education and by making the process easier for drivers to “retire” from driving.  
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(b) Barriers to reporting (page 22) 

The work group conducted a survey of primary care providers in which they were asked 

about barriers to reporting and other issues related to mandatory reporting. Based on the 

feedback received, the work group’s recommendations include: 1) expand mandatory 

reporting to include medical professionals who provide on-going specialist care; 2) continue 

to make presentations and provide educational material to health care providers to ensure 

awareness of the program; and 3) provide physicians with a way to assist patients who wish 

to “retire” from driving. 

(c) Evidence-based assessment tools (page 25) 

The work group determined that there are no simple and practical evidence-based assessment 

tools that can reliably measure driving skills and predict future crash risk. The work group’s 

recommendations include: 1) do not require DMV or health care providers to implement any 

of the evidence-based assessment tools that are currently available; 2) continue to monitor 

new research into screening tools; and 3) encourage DMV field staff to report drivers who 

appear to have driving-related impairments.  

(d) New evidence-based assessment tool (page 27) 

Since numerous assessment tools, all with limited value in predicting crash risk, have been 

developed by experienced researchers and other experts, the work group did not see any 

value in DMV attempting to develop a new tool. The work group recommends that DMV not 

expend the time and resources in an attempt to develop a new evidence-based assessment 

tool.    

 (e) Age-based renewal and testing (page 28) 

Studies of age-based license renewals and age-based testing have found limited evidence that 

either results in a reduced risk for crashes. However, in-person license renewals have been 

associated with a reduction in the fatality rate among the oldest old drivers. 

Recommendations include: 1) do not implement either age-based renewals or testing; 2) 

continue in-person license renewals; and 3) expand training of DMV field staff in identifying 

drivers with impairments that may affect driving.  

(f) Standards for mandatory reporting (page 30) 

The work group determined that using new or different terminology as a standard for 

reporting would not improve the program, and may only serve to confuse reporters. As a 

result, the work group’s recommendations include: 1) do not change the language in the law; 

and 2) modify the reporting form and administrative rule to better clarify that the current 

reporting standard includes “persistent” impairments. 

(g) Other components of mandatory reporting (page 32) 

The work group concluded that all aspects of the mandatory reporting program were 

considered as a result of completing the other requirements of HB 3185. Therefore, no 

additional evaluation is necessary.   

(3) Current voluntary reporting system (page 33) 
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The work group believes that more physicians will report under the non-mandatory 

(“voluntary”) reporting program if they are immune from civil liability, just as they are when 

reporting under the mandatory program. The work group recommends changing statute to 

provide immunity from civil liability for health care providers who submit reports under the 

standards for the non-mandatory program.  
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3. Background 

Introduction 

This report is the culmination of work conducted between September 2011 and April 2012 

by the HB 3185 At-Risk Driver Program Work Group. This effort was in response to the 

2011 Oregon Legislature’s passage of House Bill 3185. The Oregon Department of 

Transportation was required to create a work group to evaluate Oregon’s current system of 

mandatory reporting of individuals with cognitive and functional impairments. The work 

group was also required to consider the following: identifying barriers to reporting; using 

evidence-based assessment tools for determining a person’s ability to drive; developing new 

assessment tools; implementing age-based testing and renewal requirements; modifying the 

standards for reporting; and evaluating the voluntary system for reporting.  

During the course of discussions regarding the bill’s background, it became clear that there 

was a specific interest in the growing population of older licensed drivers, and the unknown 

safety risks of driving associated with this group. For this reason, the work group’s 

evaluation included a focus on the older driver. 

Finally, the bill required that the work group summarize its findings and submit a final report 

with recommendations to the interim legislative committee relating to transportation no later 

than October 1, 2012. 

HB 3185 Work Group 

The bill specified that there would be at least nine members of the work group, and 

identified the subject matter expertise of each member. The work group had to be composed 

of the following individuals: a department employee knowledgeable in research methods; a 

department employee knowledgeable in driving laws; a general practice physician; an expert 

on geriatrics or gerontology; an expert on identifying and treating cognitive and functional 

impairments; an expert on how impairments affect driving ability; a professional driving 

instructor; an advocate for senior citizens; and a representative of the Oregon State Police.  

ODOT’s Driver and Motor Vehicle Services (DMV) assumed responsibility for coordinating 

the activities necessary for creating the work group. Individuals who met the qualifications 

for membership in the work group were identified and contacted. Each of these individuals is 

considered an expert in their respective fields, and most had worked with DMV on previous 

projects. With prior knowledge of DMV’s programs and policies, the work group members 

were well-prepared to address the requirements of the bill. (Refer to Section 1 for a complete 

listing of the work group members.) 

As required by HB 3185, a Chairperson was elected by the work group in its first meeting. 

Jim Ilg agreed to serve in this role. He functions as the group’s spokesperson and will present 

the final report to the legislative committee.  
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In order to serve in a support role and maintain neutrality, DMV contracted with a 

professional facilitator to manage the discussions during the work group’s meetings. Carolyn 

McVicker of McVicker & Associates was awarded the contract through a competitive bid 

process. Ms. McVicker, a retired Registered Nurse, had also served as facilitator in 2002 

when DMV formed a Medical Work Group to assist the agency in developing the 

administrative rules necessary to structure the current mandatory reporting system. Ms. 

McVicker’s previous experience with DMV and her knowledge of its medical program was a 

real benefit to the HB 3185 work group.  

The work group met four times in Salem between September, 2011, and April, 2012. Each 

meeting lasted four hours and was facilitated by Ms. McVicker. The work group was sent an 

agenda and material to review prior to each meeting in order to be well-prepared for 

discussions. DMV staff provided support to the group by taking meeting minutes, 

researching issues, and providing requested data. Staff worked with Ms. McVicker between 

meetings to conduct research and compile data to address the concerns and requests of the 

work group. 

DMV’s At-Risk Driver Program 

Overview 

DMV is authorized to require a person to re-establish eligibility for driving privileges by 

passing DMV tests and/or obtaining a medical clearance. DMV may also deny testing, or 

suspend a person’s driving privileges, if there is reason to believe the person may have 

impairments, conditions or driving behaviors that negatively impact his or her ability to 

safely operate a motor vehicle. These reports cannot be based solely on a diagnosis of a 

condition, or on age alone. Reports may come from a number of sources, including 

physicians, law enforcement, social workers and family members. 

History 

Medical eligibility requirements for a license, as well as mandatory reporting requirements 

for medical professionals, have been in Oregon law for over 60 years. In 1999, the legislature 

asked DMV to convene an Older Driver Advisory Committee to study the effects of aging on 

driving ability. After extensive study and public input, the committee concluded that it is the 

cognitive and functional impairments that result from a medical condition that affect a 

person’s ability to drive safely, not a person’s age or the presence of a medical condition.  

As a result of the Committee’s findings, the legislature passed HB 3071in 2001. This bill 

changed mandatory reporting requirements from a diagnosis-based program to one that is 

based on impairments. The bill also directed DMV to adopt rules in consultation with 

medical experts to designate the types of health care providers required to report, and to 

identify the cognitive and functional impairments that are likely to affect a person’s ability to 

drive safely. Additionally, determinations regarding a person’s ability to safely operate a 

motor vehicle must be based on the actual effect of the condition or impairment on the 

person’s ability to operate a motor vehicle, and not on the person’s diagnosis. The previous 

requirement for medical providers to report individuals with disorders characterized by a loss 

or lapse of consciousness or control was removed from the law.  
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As directed by HB 3071, DMV assembled an advisory group made up of physicians and 

other experts on cognitive and functional impairments. This Medical Working Group 

determined which functional and cognitive impairments are most likely to affect a person’s 

ability to safely operate a motor vehicle.  

Functional impairments include: Visual acuity and field of vision; strength; motor planning 

and coordination, peripheral sensation; and flexibility. 

Cognitive impairments include: Attention; judgment and problem solving; reaction time; 

planning and sequencing; impulsivity; visuospatial; memory; and loss of consciousness or 

control.   

The Medical Work Group determined that a driver with an applicable functional or cognitive 

impairment should be reported to DMV if the impairment is both “severe and 

uncontrollable.” An impairment that is severe and uncontrollable is defined as one that 

substantially limits a person’s ability to perform activities of daily living, including driving, 

because it can not be controlled or compensated for by medication, therapy surgery, or 

adaptive devices.  

The Group also designated “primary care providers” as mandatory reporters. A primary care 

provider (PCP) is a physician or other health care provider responsible for supervising, 

coordinating or providing a person’s initial and ongoing health care. A physician or other 

medical professional providing specialty health care services under a referral from a PCP 

does not have to make a report to DMV if an evaluation or treatment report is submitted to 

the PCP.  

In 2003, after consultation with the Medical Work Group, and based on the earlier findings 

of the Older Driver Advisory Group, DMV adopted administrative rules outlining the new 

mandatory reporting program. In addition, statute was revised to provide confidentiality for 

mandatory reports and to protect mandatory reporters from any civil liability that might 

result from submitting – or not submitting – a mandatory report.  

Mandatory Reporting 

DMV’s current mandatory At-Risk Driver program has been in place statewide since 2004. 

Primary care providers and other designated health care providers are required to report 

individuals with severe and uncontrollable cognitive or functional impairments that affect 

the person’s ability to safely operate a motor vehicle. DMV employs three physicians as 

Medical Determination Officers (MDOs) to assist with decision making regarding a person’s 

medical eligibility to drive or to take tests. 

Once a report is submitted, the information provided is reviewed by DMV. If the report has 

been submitted with all necessary information, a notice of suspension is issued to the 

reported individual. The suspension is effective five days from the date of the notice.  
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Should the suspended individual wish to regain driving privileges, the process he must 

follow is dependent on the nature of the impairment(s) he has. For individuals with strictly 

functional impairments, a vision, knowledge and drive test is required. If a cognitive 

impairment has been reported, the report must first be reviewed by one of DMV’s MDOs. If 

a clearance from an MDO is received, the person must then pass the vision, knowledge and 

drive tests. Once all tests are passed, a person’s driving privileges are reinstated. An MDO 

may also require a person to medically recertify after a period of time, ensuring that they are 

still safe to drive. A driver also has the right to an administrative hearing to dispute the 

suspension action. (See Appendix B) 

Voluntary Reporting 

Reports submitted under the voluntary reporting program come from a number of sources, 

including law enforcement, physicians and other health care providers, social workers, 

friends and family members. These are reports that are either submitted by non-mandatory 

reporters, or are reports that do not meet the threshold of “severe and uncontrollable” for 

mandatory reporting. Individuals who report under this program are not immune from civil 

liability.  

Generally, these drivers are given a 60-day time frame in which to demonstrate their ability 

to safely operate a motor vehicle. They are required to take DMV’s vision, knowledge and 

drive tests. Just as in the mandatory program, once all tests are passed, a person’s driving 

privileges are reinstated. The MDO may also require a person to medically recertify after a 

period of time, ensuring that they are still safe to drive. A driver also has the right to an 

administrative hearing to dispute the suspension action. (See Appendix C) 

AAMVA’s Model Law; Comparison to Other States 

Most states have similar laws that require drivers to be medically eligible for driving 

privileges. The majority of states allow voluntary reporting by medical providers, law 

enforcement and others. Most states provide full legal immunity when health care providers 

report in good faith. However, only six states, including Oregon, require mandatory reporting 

by health care providers.  

In 2007, the American Association of Motor Vehicle Administrators (AAMVA) published 

recommendations for a model reporting law. The organization supports voluntary reporting 

by medical providers of drivers with medical conditions that may impair safe driving. 

Reporting should occur when a medical condition meets the following criteria: 

o The condition is uncontrollable, either through medication, therapy or surgery, or 

through the use of a driving device or technique; 

o The condition is controllable, but the patient does not comply with the 

recommendations of the health care provider for treatment or restricted driving; or  

o The extent of an impairment caused by the condition is unknown but is potentially 

significant.  

Under this model law, reports would remain confidential, unless required by law to be 

released. Additionally, medical providers who report in good faith would be protected from 

administrative, civil or criminal liability. (See Appendix D) 
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The laws, policies and procedures that make up Oregon’s mandatory and voluntary reporting 

programs for at-risk drivers exceed those found in most other states, as well as those 

recommended by AAMVA. Portland State University partnered with ODOT’s Research Unit 

to evaluate Oregon’s At-Risk Driver Program in 2009. The study included an extensive 

literature review and analysis of safety risks posed by at-risk drivers. The report noted that 

Oregon’s mandatory reporting requirements cover a broader range of functional and 

cognitive conditions than the other states with mandatory reporting requirements.  
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4. Guiding Criteria 

The HB 3185 work group relied on scientific studies and national policy recommendations as 

the foundation for addressing the requirements of the bill. Many studies were reviewed, 

including ones conducted by the California Department of Motor Vehicles, National 

Highway Transportation Safety Administration (NHTSA), American Association of Motor 

Vehicle Administrators (AAMVA), and Oregon Department of Transportation’s Research 

Unit.  

The work group agreed that all recommendations would be based on fact, as opposed to 

perception or anecdotal evidence. Facts would be determined by the existence of objective 

information and statistically significant data. The work group’s recommendations would be 

based on consensus after careful review of the data and engaging in active debate.  

In order to evaluate the At-Risk Driver Program and the requirements found in HB 3185, the 

work group needed a method to measure their impact on roadway safety. It was determined 

that crash rates represent the best measure of safety on the roads. The work group studied 

rates of non-injury, injury and fatal crashes for drivers in age groups from 15 years of age to 

85+. The data was used to compare older drivers to all other age groups to determine if older 

drivers were involved in more fatal crashes, committed a significantly higher rate of errors in 

fatal accidents, or committed a higher rate of driving errors in all crashes. Crash statistics 

were also used to evaluate the value of different assessment tools, age-based testing, and age-

based renewals.  

The number of drivers involved in crashes and fatal crashes has decreased in the ten years 

between 2000 and 2010, while the driving-age population of Oregon has increased during the 

same period. The table below captures these trends. Census statistics were used for the 

population figures for 2000 and 2010, while crash statistics were noted for those years and 

the three years leading up to 2010 in order to show recent trends.  

Year 

# of Drivers 

Involved in 

Crashes 

# of Drivers 

Involved in Injury 

Crashes 

# of Drivers 

Involved in Fatal 

Crashes 

Oregon Driving 

Population (>15 

years old) 

2010 80,453 38,672 419 3,113,751 

2009 75,036 34,909 486 n/a 

2008 76,295 32,971 519 n/a 

2007 81,275 34,000 582 n/a 

2000 89,139 34,505 635 2,721,822 

Source: DMV Driver License Statistics Report and ODOT Oregon Traffic Crash Data (compiled by the Transportation Data Section) 
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In order to compare age groups, the crash statistics were broken down into 10-year 

increments up to age 84 and all ages over 85. See the three graphs that follow.  
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Drivers Involved in Fatal Accidents 

as a Percentage of Age Group
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Source: DMV Driver License Statistics Report and ODOT Oregon Traffic Crash Data (compiled by the Transportation Data Section) 

The graphs show that the percentage of drivers within each age group involved in crashes 

overall and injury crashes specifically have not changed significantly over the past 10 years. 

The numbers are fairly constant. When comparing age groups, older drivers – those over 65 – 

as a percentage of their population are consistently in fewer crashes or injury crashes than 

any of their younger counterparts. In other words, drivers in all age groups under 65 have a 

higher incidence of getting in a crash, with or without an injury, than drivers over age 65. 

However, when compared to the number of drivers within their population, drivers over 75 

are involved in more fatal crashes than any age group other than the youngest population of 
drivers. This data indicates that while older drivers get in fewer crashes, when they do crash, 
they are more likely to die. This may be attributed to the frailty of the older driver, more than 
any other factor. “Frailty” is sometimes used to describe a situation when the death of an 
older driver occurs as the result of a crash. A similar crash may have only injured a younger 
driver, but because the bodies of older drivers may be less able to withstand the impact of a 
crash, older drivers may be more likely to die as a result of the injuries they receive from a 
crash.   

The work group reviewed the crash data to identify whether older drivers had committed a 
significantly higher rate of errors in fatal crashes, or a higher rate in all crashes, compared to 
other drivers. Based on the information available, the older driver in Oregon committed 
fewer total errors than drivers in other age groups. This age group’s most frequently 
committed error – “did not have right of way” – is the second most common error for all age 
groups.  
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Based on the crash data reviewed, it was evident to the work group that older drivers are the 
least likely segment of the driving population to be involved in a crash. All the statistical 
evidence indicates that not only are older drivers in the fewest number of crashes, but they 
get in fewer accidents as a percentage of their age group and commit fewer errors than any 
other age group.  
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5. Recommendations 

HB 3185, Section (2)(a): Evaluate the department’s current system for mandatory 

reporting on persons with cognitive or functional impairments. 

Current Situation 

The At-Risk Driver Program’s current mandatory reporting requirements were implemented 

statewide in 2004. Primary care providers and other designated health care providers submit 

reports on a Mandatory Impairment Referral form. DMV reviews the information submitted 

to determine if the report meets all criteria for acceptance as a mandatory report as outlined 

in OAR 735-074-0140.  Reports that do not meet the criteria are reviewed as a voluntary 

report.  If accepted as a mandatory report, DMV will issue a notice of “immediate” 

suspension (ie: a five-day pre-dated suspension notice) to the reported individual. A driver 

has the right to an administrative hearing to dispute the suspension action. A person may also 

choose to surrender their driver license and receive a free “quit driving” identification card. 

To regain privileges, a person must be medically cleared for testing by DMV. The process 

followed by a driver is dependent on the type of impairment(s) reported. For individuals with 

strictly functional impairments, a vision, knowledge and drive test is required. If a cognitive 

impairment has been reported, the report must first be reviewed by one of DMV’s Medical 

Determination Officers (MDO). If a clearance from the MDO is received, the person must 

then pass the vision, knowledge and drive tests. These are the same tests given to drivers 

obtaining a license for the first time. A drive test will not be given until a driver has passed 

the vision and knowledge tests. The pass/fail criteria for knowledge and drive tests is the 

same as for all other drivers, and all rules regarding waiting periods for re-testing and the 

number of times a particular test may be taken within a one-year period are the same as for 

all other drivers. A person’s driving privileges will remain suspended until all required tests 

have been passed. 

Passage of the drive test will result in reinstatement of a person’s driving privileges. If 

warranted, the driver’s license may be restricted to certain situations, such as driving during 

daylight hours only or driving on a limited route.  When a driver is successful in regaining 

their driving privileges, DMV’s Driver Safety Unit will send a notification letter to inform 

the health care provider who reported the driver. 

A driver who has regained driving privileges may be required by the MDO to medically 

recertify in three- to 12-month intervals, to ensure that they are still safe to drive. Driving 

privileges will be suspended if the driver does not submit the required medical information, 

or does not pass all tests (vision, knowledge and drive) required for recertification. A person 

will also be suspended if the MDO reviews the medical information submitted and 

determines the driver is not medically qualified to continue driving.  

Information Reviewed 

An evaluation of the At-Risk Driver Program was conducted by Portland State University in 

2009. The evaluation included an extensive literature review and analysis of safety risks 

posed by at-risk drivers. Highlights of the findings include: 
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 National medical associations are divided in their position on mandatory reporting. The 

American Academy of Neurology (AAN) supports optional reporting. The American 

Medical Association (AMA) supports reporting as dictated by the states’ mandatory 

reporting laws and standards of medical practice. Both the AAN and the AMA support 

reporting when public safety is at issue.  

 The medical community generally recognizes its responsibility to protect against threats 

to public safety that are associated with medically-impaired drivers, although physicians 

have also expressed concern about their ability to identify the point where a medical 

condition begins to compromise a patient’s safety on the roadway. Physicians are also 

concerned about their legal liability associated with reporting.  

 Evidence indicates that as driving performance deteriorates, whether as a result of a 
medical impairment or as a consequence of ageing, drivers modify their behavior to 
reduce safety risk. An exception may be the case of cognitive impairments, where 
individuals are sometimes unaware of the condition. 

 Analysis of the safety risks associated with medically-impaired drivers shows their 

incidence of crashes is generally higher than the crash incidence among the general 

driving population but far less than drivers involved in driver improvement programs.  

 Recommendations for improving the effectiveness of DMV’s At-Risk Driver Program 
include providing information and outreach activities to educate medical providers on 
the mandatory reporting requirements, and supporting initiatives to expand insurance 
coverage to include driving assessment and rehabilitation services.  

The Portland State University evaluation included an analysis of the characteristics of drivers 

reported under the mandatory reporting program. An update of the analysis was conducted in 

2010, and the results were very similar to those found in the 2009 PSU study.  

 Drivers reported tend to be older than the general population of Oregon drivers. More 
than 60% of individuals reported were age 70 or older, although drivers over 70 only 
represent 11% of the driving population.  

 Cognitive impairments are present in the majority of individuals reported. Judgment & 

Problem Solving (49%), Memory (43%), and Attention (39%) are the most frequently 

reported.  

 Approximately 16% of individuals suspended under the mandatory reporting program 
attempted to regain their driving privileges by submitting updated medical information 
and passing DMV’s tests. However, fewer than 10% of these individuals were successful 
in regaining their driving privileges, which equates to less than 1.6% of all suspended 
drivers.  

Under Oregon administrative rule, a health care professional serving as a primary care 
provider (PCP) is considered a mandatory reporter. A PCP is a medical professional who is 
most likely to be a physician, nurse practitioner or physician assistant with a specialty area 
of internal medicine, family practice/family medicine or general practice. Information 
obtained from Oregon’s medical licensing boards indicates that there are about 5,300 Oregon 
licensed medical providers who have one of the identified PCP specialties and an active 
status license. In 2010, mandatory reports were received from less than 10% of these 
providers.  
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Discussion 

The work group concluded that DMV has successfully implemented and managed the At-

Risk Driver Program. The educational materials and presentations to medical groups have 

resulted in a growing number of mandatory reporters who understand the program and 

submit appropriate reports. There are few complaints from the public about the program. 

Medically at-risk drivers are being reported and evaluated as the law intended. The 

mandatory reporting program is effective in identifying drivers whose medical conditions 

and/or impairments make them at risk for unsafe driving. Very few drivers identified and 

suspended through this program regain their driving privileges.  

However, only a small number of practicing primary care providers has submitted a 

mandatory report. There may be opportunities to improve the number of PCPs who submit 

reports. A survey of PCPs was conducted in January 2012 to identify issues that may prevent 

them from reporting. The results of the survey are addressed under the next section of this 

report, labeled “HB 3185, Section (2)(b).” 

The work group believes that an active, continuous collection of data is necessary to 

effectively evaluate the program. Benchmarks should be established in order to determine 

the continuing impact of the At-Risk Driver Program on roadway safety.  

Recommendations 

1. Establish benchmarks for the At-Risk Driver Program. DMV should complete short-term 

and long-term goal projections for each benchmark. This will allow DMV to determine 

the impact of each of the areas selected for measurement. Benchmarks should include: 

number of unique reporters; number of mandatory reports submitted; number of drivers 

suspended; and amount of educational material distributed.  

2. Increase efforts to encourage drivers who may be unsafe due to declining driving skills 
or diminished functional or cognitive abilities to voluntarily surrender their driving 
privileges. Provide education to the public and the medical community about driver 
safety classes, “retiring” from driving, and alternative transportation options.  

 

HB 3185, Section (2)(b): Identify barriers to reporting, if any, by health care 

professionals. 

Current Situation 

The work group asked DMV to conduct a survey to assist in the identification of barriers that 
health care professionals may face when reporting medically at-risk drivers. In January 2012, 
a survey was mailed to approximately 2,000 randomly selected medical professionals. 
(Eighty-three percent went to physicians, and the remaining 17% were sent to nurse 
practitioners and physician assistants.) (See Appendix E) 

The survey was designed to obtain input from medical providers who currently qualify as 
mandatory reporters under the current reporting law. It’s estimated that there are 
approximately 5,300 health care providers in Oregon who qualify as mandatory reporters and 
have an active practice status. Between 2008 and 2010, just over 1,700 different health care 
providers submitted at least one mandatory report. 
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In addition to determining what barriers exist to reporting, the objectives of the work group 
included obtaining input on the following: expanding mandatory reporting; modifying 
current standards for reporting; requiring reporting of incapacitated patients; and providing 
additional training on reporting requirements.  
 
Information Reviewed 

The response rate to the survey was very high: approximately 40% of the individuals (almost 
800) surveyed responded. Results were tabulated on 726 completed surveys. (Incomplete 
surveys were not included in the final results.) Seventy-two percent (72%) of the respondents 
indicated that they had reported a patient under the mandatory reporting law.  

The survey listed ten reasons for not reporting, as well as the opportunity to provide any 
additional reasons under “Other”. Respondents could choose as many responses as they 
wished. The table below provides the percentage of respondents who chose each of the 
reasons for not reporting. 
 

Reasons for not reporting under the mandatory reporting law:
(726 responses)

22%

21%

33%

23%

25%

34%

4%

4%

10%

6%

26%

Not PCP

Not aware of requirements

No patients who meet criteria

Not qualified to determine impairment

Agrees not to drive

Not expected to regain ability

Patient quality of life

Patient confidentiality

Patient relationship

Too time-consuming

Other

 
 
The most frequently cited reasons under the “Other” category include: unaware of the 
reporting requirements; no patients who meet the criteria for reporting; and not a primary 
care provider.  
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The survey also asked respondents to indicate their level of agreement with five statements 

about the mandatory program. The five statements are shown in the table below, followed by 

the percentage of respondents who agreed with the statement, or disagreed, or were not sure. 

Mandatory reporting requirements: 
(726 responses) 

13%

94%

65%

28%

64%

85%

4%

23%

59%

27%

2%

2%

12%

13%

9%

Require of PCP only

Require of PCP and ongoing

care specialist

Current reporting standard is

appropriate

Do not require if agrees not to

drive

Do not require if not expected

to regain ability

Agree Disagree Not Sure

 

The results of the survey indicate that the majority of respondents agree with the following 

statements: 

 Mandatory reporting should not be required if a patient is not expected to regain the 

ability to drive. 

 Mandatory reporting should be required even if the patient agrees not to drive. 

 The current standard for mandatory reporting (i.e., when a patient’s impairment(s) 

reaches the threshold of severe and uncontrollable) is appropriate. 

 The responsibility for mandatory reporting should be expanded to include medical 

professionals who provide ongoing specialist care. 

 Mandatory reporting should not be the responsibility of the PCP only.  
 
Discussion 

The work group believes the results of the survey provide a representative sample of the 
opinions of primary care providers in Oregon. The results were reviewed by the group, and 
there was an agreement to support the majority opinions expressed by the respondents.  

A number of work group members thought that medical specialists who provide ongoing 
specialist care may have a more comprehensive skill set regarding the evaluation of 
impairments than would a primary care provider. The results of the survey indicate that 
primary care providers would like to expand the number of mandatory reporters to include 
medical professionals who provide ongoing specialist care. 

Physicians in the work group and respondents to the survey voiced concerns about losing 
patients if they choose to report. Comments were made that it may be easier for a physician 
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to obtain an agreement from a patient not to drive. However, physicians have no way of 
knowing if a patient actually stops driving, despite the submission of a report or an 
agreement from the patient not to drive.    

There was considerable discussion around assisting drivers with the decision to “retire” from 

driving. If a patient voluntarily gives up their driving privileges, there may not be a need for a 

physician to submit a report. Currently, DMV requires individuals to sign a form that states 

the person admits they are “no longer competent” to drive. This language has a very negative 

connotation and should be modified to be more respectful of the person’s decision. DMV 

could provide these forms to physicians, who would discuss the option with patients. This 

would allow a patient to turn in their license and obtain an identification card at no cost.  

There was also a concern expressed that while over 1,700 individuals reported over a three-

year period, there are still many more mandatory reporters who have not submitted a report. 

The work group believes ongoing education of the medical community must continue to 

ensure that as many health care providers as possible are aware of – and understand – the 

reporting requirements. 

Recommendations 

1. Modify the administrative rules to state the following: 

a. Mandatory reporting is not required if a patient is incapacitated and not expected 

to regain the ability to drive; and 

b. Expand mandatory reporting to include medical professionals who provide 

ongoing specialist care. 

2. Modify the language in the form that allows drivers to surrender their driving privileges 
and obtain a no-fee identification card. Provide these forms to physicians for use during 
patient visits. Encourage physicians to discuss this option with patients.  

3. Continue to provide education to mandatory reporters about DMV’s At-Risk Driver 
Program. Continue to educate law enforcement, social workers and other non-mandatory 
reporters about identifying and reporting at-risk drivers.  

 

HB 3185, Section (2)(c): Consider evidence-based assessment tools that may be used by 

health care professionals or the department to inform the department’s decision as to 

whether a person lacks the cognitive or physical abilities to safely maintain their 

driving privileges.  

Current Situation 

DMV requires every person applying for a driver license for the first time to pass a vision, 
knowledge and drive test. Individuals applying for an Oregon license who hold a current 
license from another state are only required to take a vision and knowledge test, although 
DMV can require a drive test, too, if there is reason to believe the person may not be able to 
safely operate a motor vehicle.   

DMV field office staff is trained to observe all customers visiting a field office for functional 
and cognitive impairments. If a person exhibits signs of a functional impairment that may 
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require a license restriction (e.g., the loss of a lower limb that may require a restriction for an 
automatic transmission), and a restriction has not been imposed on the license, DMV may 
require the customer to take a drive test to determine the need for a restriction. If a person 
exhibits signs of a cognitive impairment, such as an inability to follow simple instructions, 
DMV staff may refer the customer to DMV’s Driver Safety Unit by submitting a request for 
evaluation. The Driver Safety Unit reviews the request and determines the appropriate 
actions needed to establish whether the customer is safe to drive. The person may be 
required to pass DMV tests (i.e.: vision, knowledge and drive) and/or submit medical 
information and obtain a medical clearance from DMV’s Medical Determination Officer.  

Reports by DMV staff fall under DMV’s voluntary reporting program. Law enforcement, 
social workers, friends and family members also report under this program. Health care 
professionals acting as primary care providers submit reports under the mandatory reporting 
program. In all cases, the Driver Safety Unit and the Medical Determination Officer follow 
the same protocol when determining if tests and/or medical information and clearances are 
required. The DMV-administered tests are the same for all drivers.   

Additionally, DMV requires all drivers over the age of 50 to have their vision checked when 
renewing their driver license. DMV uses the OPTEC 1000 to test visual acuity and field of 
vision.  

Information Reviewed 

An extensive, detailed list of the best-documented and most used evidence-based assessment 
tools was compiled. The tools were broken down into the three areas that are most 
commonly assessed: 1) cognitive impairments; 2) visual/visual-perception/visual processing; 
and 3) driving skills. The tools were rated based on a review of the literature, and ranked 
with regards to each tool’s ability to: 1) predict on-road drive test performance; 2) predict 
crash risk; and 3) identify unsafe or potentially unsafe drivers requiring further assessment.  

Some of these tools are actually combinations of all or parts of other tools. Some states 
employ combinations of tools to assess drivers. Medical professionals currently use many of 
the cognitive screening tests as part of their practices. However, research results for many of 
the cognitive screening tests are not directly correlated to driving-related performance.  A 
poor performance on a single test does not consistently nor reliably predict driving behavior.  

California recently completed a 20-year study of a pilot program in which they researched, 
developed and tested a three-tiered series of screening and assessment tools that could be 
applied to drivers of any age. The screening tools were designed to identify drivers who, at 
the time of license renewal, were in need of further assessment of their driving abilities due 
to impairments in vision, cognition and /or function. The “Three-Tier Driving-Centered 
Assessment System” put drivers through three levels of assessment. The first tier included 
two vision tests, a brief memory recall test, and simple observations by DMV staff of 
possible impairments. The second tier consisted of a standard DMV knowledge test and a 
test of visual processing speed (i.e.: the Perceptual Response Test). The final tier included a 
standard DMV on-road drive test. Customers were also provided with educational material. 
The pilot program had a start-up cost of $1.6 million and annual costs of over $4 million.  

An evaluation of the pilot program was completed in 2011. The study focused on the 
program’s effectiveness in identifying functional impairments, reducing crashes and 
extending safe driving years. The researchers found that the screening tests had very little 
impact on renewals; most customers retained their driving privileges. There was some 
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evidence that the assessment process increased the time to complete the renewal process, 
which increased the odds that some customers would not renew their licenses. The 
Perceptual Response Test was a good predictor of recent past crashes, but not of future 
crashes. As a result of the evaluation, the researchers recommended against implementing 
the Three-Tier Driving-Centered Assessment System statewide. They also recommended not 
implementing any of the screening tests used in the pilot program.  

Discussion 

The work group agreed that evidence-based assessment tools must be able to predict future 

crash risk if they are to be implemented. Further more, assessment tools should not be used 

for a specific age group, unless the crash statistics for that age group are higher than other 

age groups.  

With these parameters in mind, the work group reviewed the data related to the evidence-

based assessment tools. The extensive study completed by California’s DMV, in which many 

of the most commonly used assessment tools were researched and tested, provided strong 

evidence that there is limited benefit to implementing any of these screening tools. In 

addition, California’s researchers recommended against requiring any of the assessment 

tools. Based on the California study and the additional research presented, the work group 

concluded that no single assessment tool, or combination of tools, provided any significant 

value in predicting future crashes and thereby reducing crash risk. They determined that 

there is no justification for recommending Oregon’s DMV implement any additional 

assessment tools.  

Recommendations 

1. Do not implement the use of additional evidence-based tools by health care providers or 

DMV staff. 

2. Continue to monitor research to determine if any tests or other means of assessment 
prove effective in predicting future crash risks.  

3. Continue to encourage DMV staff to actively observe customers and submit requests for 
evaluation of customers who exhibit cognitive or functional impairments 

 

HB 3185, Section (2)(d): Consider the value of and cost and methodology for developing 

a new evidenced-based assessment tool.  

Current Situation 

There is no current effort by DMV to develop a new evidence-based assessment tool.  

Information Reviewed 

As noted in this report under Information Reviewed for HB 3185, Section (2)(c), the work 
group reviewed all the evidence-based assessment tools currently available, as well as the 
results from California’s multi-year effort to develop the Three-Tier Driving-Centered 
Assessment System. There is no evidence that currently available cognitive assessment tools 
are able to predict future crash risks. Additionally, researchers recommended not 
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implementing any of the assessment tools used during California’s three-tiered assessment 
pilot program.  

Discussion 

Many experienced researchers and other experts have worked to develop the assessment 
tools currently available. California spent a considerable amount of time, money and 
employee resources in an attempt to find a means to screen possible at-risk drivers. Yet none 
of these efforts have resulted in a tool that can reliably assess a person’s driving skills or risk 
for future crashes. With this in mind, the work group concluded that the probability of 
Oregon developing a new evidence-based assessment tool that predicts future crashes is not 
favorable. The cost to the agency to coordinate such an effort with limited potential for 
success can not be justified.   

The work group is aware that researchers continue to work on developing new assessment 
tools, such as driving simulation software. Other efforts to assess driving skills using new 
technology, like the use of in-car cameras, are ongoing as well. These efforts may produce 
useful assessment tools in the future. The work group believes DMV should monitor future 
developments, and consider implementing those tools that are evidence-based and proven to 
be effective.  

Recommendation 

Do not pursue the development of a new evidence-based assessment tool.  

 

HB 3185, Section (2)(e): Consider the value of and cost and methodology for developing 

age-based renewal and testing requirements.  

Current Situation 

Oregon DMV requires all Oregon license holders to renew their driving privileges in person 

every eight years. For individuals age 50 or older, a vision test is also required at renewal. 

There are no other age-based renewal or testing requirements.  

Information Reviewed 

By the year 2030, according to a 2009 study by the National Highway Transportation Safety 
Administration (NHTSA), almost one in five Americans will be 65 years of age or older. As 
individuals age, they experience a natural decline in visual acuity, cognitive abilities, and 
physical functioning. These impairments can place older individuals who continue to drive at 
a greater risk for involvement in vehicle crashes, and more vulnerable to injury or death. The 
number of individuals over 65 who retain their driving privileges and continue to drive will 
only grow. There is a concern that Oregon is not prepared for this increase in older drivers 
who may possibly be impaired and unsafe to drive. 
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A list of all the states’ standard renewal cycle times was compiled by DMV, including any 

differences in renewal times for drivers over 55 years of age. DMV was not able to 

determine the reasons some states had different renewal times for older age groups. The 

research identified many variances among the states:  

 Renewal cycle times in the U.S. range from four years to ten years. One state does not 

require renewal until the licensee is 65 years old.  

 The renewal cycle is shortened for older drivers in 19 states.  

 In-person renewals are required every-other renewal cycle in 26 states.  

 An in-person renewal is required for older drivers (usually over age 70) in 10 states.  

 A medical clearance is required at age 70 for licensees in Washington, DC.  

 Many states require vision testing at renewal, either for all ages or after a certain age.  

 There are no renewal or testing requirements based on age alone in 22 states.  

Aside from vision testing, only one state requires any other form of testing based on age: 
Illinois requires drivers at age 75 to take a drive test. Several other states have rescinded age-
based renewal and testing requirements over the years. For instance, in 2011, New 
Hampshire’s legislature repealed a 46-year-old law requiring testing at renewal for all 
drivers age 75 and older. According to news reports, statistics provided during testimony on 
the bill showed that, as a group, drivers age 75 and older are some of the safest drivers on the 
road. New Hampshire concluded that there was no justification for testing based on age 
alone. DMV was unable to find any study or data to indicate that the elimination of age-
based testing by any state has had a negative impact on traffic safety. 

Several studies on the impact of age-based testing have been conducted in different 
jurisdictions. A study in 1995, in which data from all U.S. states were used, found that 
testing of visual acuity was associated with a statistically significant reduction in fatal crash 
risk for drivers age 70 and older. The study also found that requiring knowledge tests did not 
provide a statistically significant reduction in the fatal crash risk for seniors. Two studies in 
Australia in 1986 and 2004, in which two Australian states were compared – one with age-
based testing and the other with none – found no demonstrable safety benefits from age-
based assessments or testing. A more recent study in 2008 by Monash University in Australia 
similarly evaluated the effect of different licensing policies on fatality rates of older drivers. 
One of the comparison states requires drivers aged 80 years and older to provide annual 
medical certifications, and after age 85, drivers are required to pass on-road drive tests. 
Again, the study found there was no safety benefit from mandatory, age-based assessment 
programs.  

Requiring individuals to renew their driving privileges in person does appear to have an 
impact on older drivers. In the 2004 study Elderly Licensure Laws and Motor Vehicle 
Fatalities for the Journal of the American Medical Association, research found that “in-
person license renewal was related to a significantly lower fatality rate among the oldest old 
drivers. More stringent state licensure policies such as vision test, road tests, and more 
frequent license renewal cycles were not independently associated with additional benefits.” 

The estimated costs for implementing mandatory testing or more frequent renewals for older 
drivers would be substantial. If all drivers over 75 years of age were required to renew and 
take a drive test every two years, the estimated cost per biennium is $14.75 million. If the 
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same age group were only required to renew their driving privileges every two years (no 
testing required), the cost is estimated to be $5.66 million. Both scenarios would require 
hiring additional DMV staff and opening new DMV field offices to handle the increase in 
volume of customer visits.  

Discussion 

In considering the value of age-based renewal and testing requirements, the work group 
looked for evidence of any safety benefits, such as reduced crash rates or fatalities, which 
would result from implementing these measures. The group recognizes that the possibility of 
having impairments increases as drivers age. However, after reviewing the data provided by 
DMV, and the studies conducted over the years, the group concluded that current research 
does not support the implementation of aged-based renewals or testing.  

However, the research does support in-person renewals. Research shows it has been 
associated with a reduction in fatalities among the oldest drivers. Oregon already requires 
that renewals be in person for all ages, at every renewal. The work group strongly supports 
the continuation of this requirement.  

The work group expressed concern over the general public perception that older drivers are 
bad drivers. Statistics and research just don’t support this belief. Requiring more stringent 
criteria for older drivers to retain their driving privileges is not warranted. Instead, DMV 
should encourage aging drivers to take safety classes, like those offered through AARP, to 
increase their awareness of how functional and cognitive impairments affect a person’s 
ability to drive safely.  

Recommendations 

1. Do not implement or attempt to develop new age-based renewal or testing requirements. 

2. Continue in-person renewals for all license holders.   

3. Ensure DMV staff are well-trained in observing customers and identifying possible 
cognitive and functional impairments that may necessitate testing or submission of 
medical information to determine if a person’s driving ability is negatively affected.  

 

HB 3185, Section (2)(f): Consider whether the standards for “cognitive or functional 

impairment” under ORS 807.710 (2) and “severe and uncontrollable impairment” 

under the department’s administrative rules are the appropriate standards for 

mandatory reporting and whether other terms such as “persistent” and “episodic” 

should be added to the department’s administrative rules or to the Oregon Revised 

Statutes, the purpose of which is to further highway safety by removing driving 

privileges from those who no longer possess the ability to safely operate a motor vehicle.  

Current Situation 

Oregon Revised Statute 807.710 requires designated health care providers to “report to the 
department a person whose cognitive or functional impairment affects that person’s ability to 
safely operate a motor vehicle.” The statute also states that a person’s driving ability “may 
not be based solely on a diagnosis of a medical condition or cognitive or functional 
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impairment, but must be based on the actual effect of that condition or impairment on the 
person’s ability to safely operate a motor vehicle.” 

Oregon Administrative Rule states that designated medical providers must report to DMV 
when a patient’s cognitive or functional impairment is “severe and uncontrollable” and 
affects the patient’s ability to safely operate a motor vehicle.  

“Severe” is defined in rule and “means that the impairment substantially limits a person’s 
ability to perform activities of daily living, including driving, because it is not controlled or 
compensated for by medication, therapy, surgery or adaptive devices. Severe does not 
include a temporary impairment for which the person is being treated by a physician or 
health care provider and which is not expected to last more than six months.” 

“Uncontrollable” is also defined in rule and “means the impairment cannot be controlled or 
compensated for by medication, therapy, surgery, or adaptive devices.” 

Information Reviewed 

Results of DMV’s 2012 survey of primary care providers indicated that 65% of the 
respondents agree that “the current standard for mandatory reporting (i.e., when a patient’s 
impairment(s) reaches the threshold of severe and uncontrollable) is appropriate.” As part of 
the survey, respondents were given the opportunity to provide additional comments. 
Comments were received from 142 individuals; however, none of the comments suggested 
that the standards for cognitive or functional impairments should be changed.  

Only six states, including Oregon, require reporting by health care providers. Only Oregon 
and New Jersey require reporting based on a person’s impairments, as opposed to a diagnosis 
of a condition. The other four states have a diagnosis-based mandatory reporting system, 
similar to one Oregon had in place prior to 2003, in which only “disorders resulting in a loss 
or lapse of consciousness” are required to be reported. 

Discussion 

The work group discussed the definitions of “severe and uncontrollable” and “persistent” 
and “episodic”. The group asked itself five questions in an attempt to determine if changes 
should be made to the current standard for reporting: 

1. What would be different by changing “severe and uncontrollable” to “persistent and 
episodic”?  

2. Would there be an advantage to adding “persistent” and/or “episodic” to the current 
language? 

3. Would a change improve the clarity of the reporting requirement for the reporter? 

4. Would a change increase the number of reporters submitting reports? 

5. Would a change increase the number of potentially unsafe drivers assessed? 

The work group could find no advantage to changing the mandatory reporting standard of 
“severe and uncontrollable” to “persistent and episodic”. Therefore, this change to 
administrative rule is not necessary. The work group also noted that the cognitive and 
functional impairments listed in administrative rule were identified by medical professionals 
who were members of the 2002 Medical Work Group. They remain confident that these 
impairments are the most likely to affect safe driving.  
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There was a concern that changing administrative rule to expand the definition of “severe 
and uncontrollable”, or an attempt to define it further, may only serve to confuse primary 
care providers. This could be seen as an attempt to venture into medical management, which 
is not the responsibility of DMV. However, after discussing the difficulty some primary care 
providers have in determining the point at which an impairment becomes “uncontrollable”, 
the work group recommended clarifying the definition of “uncontrollable” in administrative 
rule to include a reference to “persistent”.  

Comments received as feedback to the survey also indicate that there are physicians who 
may not submit reports because they are not trained to evaluate impairments in relation to 
the skills needed for safe driving. The work group believes that an emphasis on educating 
health care providers will continue to improve the current program and contribute to 
highway safety.  

Recommendations 

1. Do not change the language in administrative rule to substitute “persistent” and 

“episodic” for “severe and uncontrollable.” 

2. Do not change the language in administrative rule by adding the term “episodic”.  

3. Modify the definition of “uncontrollable” in administrative rule to include the term 

“persistent”. 

4. Modify the mandatory reporting form to clarify that the term “uncontrollable” includes 
impairments that are “persistent”.  

 

HB 3185, Section (2)(g): Determine whether other components of the mandatory 

reporting system need to be examined and evaluate those components if necessary. 

Current Situation 

The required evaluation of DMV’s At-Risk Driver Program as a result of HB 3185 covered 
all significant components of the program.  

Information Reviewed 

Relevant statistics, recent reports and related research was evaluated for each of the 
components of DMV’s At-Risk Driver Program listed in HB 3185, Section 2 (a) through (g), 
and Section 3. The information reviewed can be found in the previous sections of this report.   

Discussion 

The work group believes all significant components of DMV’s At-Risk Driver Program were 
identified and evaluated as a result of the requirements of HB 3185. The group felt that the 
research conducted and the group’s subsequent review of the information was very thorough. 
There are no other components of the program that need to be examined.   

Recommendation 
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No additional examination or evaluation of any component of DMV’s At-Risk Driver 
Program is necessary.  

 

HB 3185, Section (3): The work group may evaluate the current system for voluntary 

reporting by individuals to determine whether it needs to be modified in conjunction 

with mandatory reporting system.  

Current Situation 

As the name implies, reports submitted under the voluntary reporting program are not 
required. These reports come from a number of sources: law enforcement, physicians and 
health care providers, social workers, friends and family members. These are reports that are 
either submitted by non-mandatory reporters, or are reports that do not meet the threshold for 
mandatory reporting. This includes reports submitted under the mandatory program in which 
the information reported does not meet mandatory reporting standards. Individuals who 
report under this program are not immune from civil liability.  

Generally, these drivers are given a 60-day time frame in which to demonstrate their ability 
to safely operate a motor vehicle. They are required to take DMV’s vision, knowledge and 
drive tests. Just as in the mandatory program, once all tests are passed, a person’s driving 
privileges are reinstated. The Medical Determination Officer may also require a person to 
medically recertify after a period of time, ensuring that the person is still safe to drive. A 
driver also has the right to an administrative hearing to dispute the suspension action.  

Information Reviewed 

DMV receives approximately 2,800 reports annually that are processed through the 
voluntary reporting program. Law enforcement submits the most (42%), followed by 
medical professionals (28%), citizens (e.g.: family, social workers) (18%), and others (e.g.: 
DMV, courts) (12%).  

Almost every state allows voluntary reporting. The reporter is immune from civil liability in 
the majority of states.  

Discussion 

The work group supports providing immunity from civil liability to medical professionals 
who report under the voluntary reporting program. By providing immunity, Oregon would be 
consistent with the protection provided by the majority of states. This protection is also 
recommended by the “best practices” guidelines in AAMVA’s “Reporting of Driver 
Impairment Model Law”. 

The work group also believes that providing immunity may encourage more physicians to 
report patients whose impairments don’t meet the threshold of “severe and uncontrollable” 
but still may not be safe to drive. However, the lack of protection from liability has rarely 
been cited by physicians as a reason for not reporting. So, it’s difficult to estimate the impact 
a change in law would have on the number of reports submitted.  

Continuing to provide information about the voluntary reporting program to law 
enforcement, physicians, social workers and the public may have the most impact on 
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increasing the number of reports submitted to DMV. Aside from the medical community, 
law enforcement officials, social workers and friends and family members come in contact 
the most with potentially at-risk drivers. Ensuring that these different groups are aware of 
DMV’s reporting program is critical to receiving reports of unsafe drivers. The work group 
believes education is a key to the success of the program. 

Recommendations 

1. Change statute to include providing immunity from civil liability when a health care 

provider submits a report under the voluntary reporting system in good faith.  

2. Continue to provide education to law enforcement, medical professionals, and the public 
about the voluntary reporting process.  
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6. Conclusion 

The passage of HB 3185 provided an opportunity to create a work group of experts to 

evaluate DMV’s At-Risk Driver Program and offer valuable feedback and recommendations 

for enhancing the program.  

After reviewing a considerable amount of information and engaging in active discussions, 

the work group concluded that the At-Risk Driver Program is working well. The impairment-

based model used by Oregon for reporting at-risk drivers is consistent with nationally-

recognized best practices. The standards used by DMV to process incoming reports from 

health care providers are appropriate. DMV is using the best methods currently available to 

assess an individual’s ability to safely operate a motor vehicle. Establishing license renewal 

or testing requirements based solely on age cannot be supported by any evidence. Crash rate 

statistics indicate that “older” drivers are among the safest drivers on the roads.  

While the program has been successful in identifying unsafe drivers and suspending their 

driving privileges, the work group agrees that it can still be improved. Establishing 

benchmarks would allow DMV to measure the impact of the program on roadway safety. 

There should be an easy means for individuals to “retire” from driving. Providing continuing 

education to the medical community, law enforcement agencies and the public would 

increase the awareness of the mandatory and voluntary reporting programs. The work group 

also believes that designating medical specialists who provide on-going care as mandatory 

reporters, and providing immunity from liability to all physicians who report, will lead to the 

identification of more at-risk drivers and an increase in the number of reports submitted to 

DMV.  

As the nation’s and Oregon’s driving population continues to age, there will likely be new 

research on the effects of aging on the cognitive and functional skills necessary to drive 

safely. It’s also possible that new tools for assessing these skills will be developed. Ongoing 

management of the At-Risk Driver Program will need to include the active monitoring of 

research being conducted in these areas.  

The findings and recommendations contained in this report represent the dedicated efforts of 

each member of the HB 3185 Work Group to improving the safety of all drivers and 

passengers on the roads of Oregon. It is the hope of the work group that this report provides 

Oregon’s legislators and Department of Transportation with the information necessary to 

make informed decisions about DMV’s At-Risk Driver Program.  
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APPENDIX D 

 

American Association of Motor Vehicle Administrators (AAMVA) 

Best Practices – Reporting of Driver Impairment Model Law 
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