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Abstract

Introduction: While a small number of occupational therapists have additional training as driver assessors, all occupational
therapists have a duty of care to address driving as an occupation. This study aimed to develop a resource to support
Australian non-driver trained occupational therapists in daily practice to address driving with clients who may require on-
road assessment due to a health concern.

Method: A literature review and comprehensive process for the development of a driving clinical decision pathway was
followed using four phases. A virtual nominal group technique was used to investigate the content validity of the driving
clinical decision pathway. Purposive sampling was used to recruit two groups of occupational therapists to participate in a
virtual nominal group technique.

Results: A driving clinical decision pathway was developed with five key sections. The 11 participants attended 1 of 2 virtual
nominal group technique for 120 minutes each, where 100% consensus was achieved with both groups relating to the content
validity of the clinical decision pathway content, and ease of use.

Conclusion: Driving is a meaningful goal for all adults who have health-related challenges. A comprehensive driving clinical
decision pathway has been developed and made available that supports Australian non-driver trained occupational therapists
to address driving as an occupation that maintains individuals’ independence and public safety.

Keywords
Driving, clinical decision pathway, occupational therapy, nominal group technique

Received: 15 December 2023; accepted: 23 May 2024

Introduction can temporarily and/or permanently impact on driving skills,

and therefore appropriate assessment and intervention is
With a growing ageing population, there is increasing need needed to ensure that people who have such health conditions
can return to driving if safe to do so or explore alternative
mobility options if unsafe (Unsworth et al., 2007). This deci-

sion-making is important to prevent negative consequences

and desire for people to drive a motor vehicle. All occupa-
tional therapists have a role to play in addressing driving
with people who experience a change in health; however,
there is a lack of resources to support non-driver trained

occupational therapy practice. This article describes the
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development of a driving clinical decision pathway (CDP)
and presents preliminary evidence to support its content
validity and clinical utility.

Literature review Sweden
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Driving is a meaningful occupation that provides adults of all Australia

ages with freedom, independence and ease of access to their Department of Occupational Therapy, James Cook University,

communities (Liddle et al., 2008). Austroads (2022), the asso-
ciation of the Australian and New Zealand transport agencies
describes driving a motor vehicle as a complex skill which
requires the interplay of sensory, cognitive and physical func-
tions, with the motor vehicle and the environment for safe
driving performance. There are various health conditions that

Townsville City, QLD, Australia

Corresponding author:

Hayley M Scott, Bachelor of Health Science and Master of
Occupational Therapy Practice With Honours, Institute of Health &
Wellbeing, Federation University, Northways Road, Churchill, VIC
3842, Australia.

Email: hm.scott@federation.edu.au


https://uk.sagepub.com/en-gb/journals-permissions
https://journals.sagepub.com/home/bjot
mailto:hm.scott@federation.edu.au
http://crossmark.crossref.org/dialog/?doi=10.1177%2F03080226241261185&domain=pdf&date_stamp=2024-07-27

Scott et al.

681

associated with premature driving cessation (Liddle et al.,
2008), promote public road safety (Austroads, 2022) and
enhance health and well-being.

Occupational therapists are experts in assessing the
impact of various health conditions on activities of daily liv-
ing, including driving (Dickerson et al., 2014). Occupational
therapists have long been addressing driving issues in multi-
ple countries such as the United States and Canada (Korner-
Bitensky et al., 2006), Australia (Unsworth, 2007), the
United Kingdom (Harries and Unsworth, 2013), Ireland
(Stapleton et al., 2015) and Sweden (Larsson et al., 2007). In
many of these countries, occupational therapists have com-
pleted post-graduate training in driver assessment and reha-
bilitation to become occupational therapy driver assessors
(OTDAs) or Certified Driving Rehabilitation Specialists
(CDRS). This certification enables completion of compre-
hensive driver assessment including clinic-based and on-
road driving assessments. OTDA practice is well-supported
by driving guidelines (Di Stefano and Ross, 2018) and com-
petency standards (Fields and Unsworth, 2017) in Australia
where this study was conducted which support best practice
and provide equitable and consistent methods of practice.
However, all occupational therapists including those without
this specialised driver training, also known as non-driver
trained occupational therapists or non-OTDAs have a duty
of care to address driving as an occupational performance
area (Dickerson et al., 2014). Role differentiations between
OTDAs and non-OTDAs in the field of driving has been
described elsewhere (Dickerson et al., 2014; Scott et al.,
2021; Stapleton et al., 2015), but key differences between
these roles pertain to the type of driving recommendations
provided. For example, while OTDAs predominately pro-
vide driving outcome recommendations regarding whether
individuals are safe to resume driving or not following on-
road assessment, non-OTDAs provide driving process rec-
ommendations which focuses on determining the appropriate
type and timing of further assessment in order to return to
driving. However, research has identified gaps internation-
ally in non-OTDAs’ knowledge of driving processes and
process recommendations (Scott et al., 2021) and their con-
fidence in being able to apply assessment findings to driving
(Dickerson and Bedard, 2014). This research suggests that
further resources are needed to support non-OTDA practice
to ensure that driving is consistently addressed by all occu-
pational therapists, as both roles have ethical and legal obli-
gations (Austroads, 2022).

Resources commonly used in healthcare to support clini-
cal decision making include clinical guidelines, clinical care
pathways and clinical decision trees or algorithms (Miller
et al., 2005). Clinical guidelines and decision trees are devel-
oped based on substantial evidence which provides clinicians
with guidance on what to do in practice. However, the devel-
opment of clinical guidelines is not yet possible in non-OTDA
practice as research into the role of non-OTDAs in driving is

almost non-existent, with only two Australian studies to date
(Marnane et al., 2023; Scott et al., 2021). Additionally, clini-
cal guidelines drawn on theories which describe how clini-
cians select and weigh information to arrive at specific
decisions (Miller et al., 2005). Within the area of driving,
Social Judgement Theory (SJT) has been used to understand
how OTDAs weigh information or cues to make decisions
about a whether a person is fit to drive or not (Unsworth et al.,
2015). However, this approach does not support non-OTDA
practice, which requires theories that focus on driving pro-
cesses and the appropriate type and timing of driving-related
referrals. Clinical pathways are also known as integrated care
pathways, critical pathways, CDPs, care plans and care paths.
These terms refer to a complex intervention which provides
structure and organises care processes that improve the con-
sistency of care, documentation practices and maximise out-
comes of specific groups (Rotter et al., 2010). Many theories
can underpin the development of clinical pathways, such as
the Lean Six Stigma, the Theory of Constraints and the
Critical Path Method (Schrijvers et al., 2012). The Critical
Path Method includes a two steps: the first, describing key
steps for inclusion in the pathway and the second, setting up
a flow chart with relevant time points of when to address each
step (Schrijvers et al., 2012) which was used to inform the
development of the driving flowchart to support the non-
OTDA role in the field of driving.

A literature review was undertaken to determine if any
occupational therapy driving pathways exist internationally
that could be adopted or modified for use by non-OTDAs in
Australia. The databases CINHAL, Medline and Web of
Science were searched between 2000 and 2021 using the
terms clinical decision pathway OR care pathway OR clini-
cal decision pathway OR critical pathway OR integrated
care pathway AND driv* AND occupational therapy. Given
the large volume of driving research, additional hand search-
ing of retrieved articles was also completed. Two American
(Dickerson and Bedard, 2014; Dickerson et al., 2018) and
one Irish (Stapleton et al., 2015) pathways were identified.
Dickerson and Bedard (2014) developed a framework which
includes clinical decision-making questions for activities of
daily living tasks based on Michon’s (1985) model for under-
standing driving behaviour. This model is helpful in provid-
ing non-OTDAs with a framework to inform how deficits in
everyday functional tasks may impact on driving perfor-
mance. Dickerson et al. (2018) also developed a flowchart
which provided a holistic view of community mobility
including driving. This flowchart outlined steps a non-OTDA
can take in addressing driving, which differentiated OTDA
and non-OTDA roles with colour-codes. This flowchart is
helpful in providing a structure to aid non-OTDAs’ clinical
reasoning surrounding how to manage driving with clients,
while also promoting how health professionals can address
driving together. Stapleton et al. (2015) also developed a
flowchart which stratified driving outcomes post-stroke
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including ‘fit to drive’, ‘maybe’ and ‘unfit/not appropriate
for driving’. He highlighted high and low threshold factors
which guided health professionals’ reasoning on which cat-
egory clients are stratified into using clinical and functional
assessment tools. While these pathways individually provide
important elements to guide non-OTDA clinical reasoning,
they do not entirely address gaps to guide practice. For
example, non-OTDAs require information about the return
to driving processes that align with national medical guide-
lines and state-based licencing jurisdictions processes and
legislation. Furthermore, non-OTDAs require details about
the appropriate type and timing of referrals or interventions
to streamline decision-making, for example knowledge of
national driver medical standards, and non-driving time peri-
ods, to inform when to refer a client to a medical practitioner
for medical clearance to resume driving (Austroads, 2022).
To address the identified gaps in the research, a compre-
hensive driving CDP that can guide non-OTDA practice for
drivers following a change in health is needed in Australia.
When developing a new pathway, such as the one described in
this article, it is important to ensure that is has strong psycho-
metric properties and that it is practical to use in a clinical
setting. Therefore, the purpose of this article was to describe
the development and contents of the driving CDP and begin to
explore its psychometric properties. The specific aims were
to: (1) provide an overview of the development of the driving
CDP and (2) evaluate its content validity and clinical utility.

Method

This mixed methods research was guided by a pragmatic
approach, where both qualitative and quantitative data were
collected simultaneously. Participants’ written and verbal
feedback (qualitative data) allowed for interpretation of par-
ticipants votes on content validity and clinical utility (quanti-
tative data) for each section of the CDP. Ethical approval for
the study was sought and granted by Federation University
Human Research Ethics Committee (2022-069).

Design statement

To address the first aim, pathway development processes
were examined. A review by Harkleroad et al. (2000)
summarises the options for pathway development.
Gordon’s (1995) delineation of pathway development was
identified as the most comprehensive, which included 24
steps within 4 phases; (1) focus and recognition, (2) eval-
uation and analysis, (3) development and (4) implementa-
tion and evaluation. The first three phases are presented in
this paper.

To address the second aim to evaluate the content validity
and clinical utility of the newly developed CDP, a nominal
group technique (NGT) was adopted. The NGT is a highly
adaptable consensus methodology (McMillan et al., 2016)

for establishing content validity, ensuring that the CDP cov-
ers all areas for a non-OTDA to fulfil their role to address
driving (Portney and Watkins, 2009). This technique was
selected over other consensus methodologies, such as the
Delphi technique, due to its ability to gather rich data within
a structured and stimulating environment. A virtual nominal
group technique (VNGT) was chosen to allow for partici-
pants across Australian states to attend face-to-face (virtu-
ally) and to reduce participant time burden. While various
NGT modifications exist, most versions consist of the fol-
lowing six steps: (1) introduction, (2) silent idea generation,
(3) round robin, (4) clarification, (5) scoring and (6) discus-
sion (Thier and Mason, 2019) which were employed in the
present research.

Participants

To meet the second aim, purposive sampling was used to
recruit two groups of ‘expert’ participants, with written con-
sent obtained (Liamputtong, 2021). Group 1 consisted of
Australian non-driver trained occupational therapists who
worked in settings connected to a public health service with
adults (aged 18 years or older) who were drivers or who had
the potential to drive. Clinicians who worked solely with
paediatrics were excluded. Occupational therapy managers
of large public health services were contacted via email to
gather senior clinician contact details. Public health services
in Victoria, Australia, were selected as representative of non-
OTDA practice across Australia. Group 2 consisted of
Australian clinicians who had completed post-graduate
training to become OTDAs. Members of the professional
peak body, Occupational Therapy Australia’s National
Driving Taskforce were (n=6) invited to participate via
email. Participation across Australian states was purposively
sampled to allow for holistic feedback, as the CDP is tar-
geted for Australian clinicians.

Instruments

For the first aim, all researchers were identified as experts in
the field of driving having worked clinically as OTDAs and
through conducting research in this field. The researchers
participated in multiple sessions to review the literature,
existing OTDA guidelines and resources and, brainstorm key
elements that non-OTDAs would require to fulfil their role
in addressing driving. While the content of existing OTDA
guidelines was not relevant for non-OTDAs (Di Stefano and
Ross, 2018), the structure and some sections were identified
for content modification to reflect the non-OTDA role such
as the introduction of key stakeholder roles, legal and medi-
cal standards, assessments and contact/resources. This
informed the initial development and sections of the CDP.
Existing driving pathways in the literature and further brain-
storming of ways to address identified gaps informed the
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development of the driving flowchart and documentation
templates. The researchers reviewed successive versions of
the CDP separately and together to finalise the CDP (Scott
et al., 2023). Administerial programmes were used to
develop various sections of the CDP such as Microsoft Word,
Adobe Acrobat Pro and Lucid Chart.

For the second aim, participants were emailed an infor-
mation package and questionnaire in preparation for the
vNGT. The information package contained details of VNGT
procedures and background to the study aims, all of which
aligned with step 1 (introduction) of VNGT. A questionnaire
was developed which asked participants two questions for
each section of the CDP: (1) ‘do you agree that this section
of the pathway includes all relevant information?” which
addressed content validity and (2) ‘do you agree that this
section of the pathway is user friendly?” which addressed
clinical utility. This aligned with step 2 (silent idea genera-
tion) of the vNGT which allowed participants to indepen-
dently generate ideas/comments from the questions posed.
The ‘ideaflip.com.au’ programme was utilised within the
Microsoft Teams platform to visually present participants’
responses on post-it notes for further discussion.

Procedure

For the first aim, three phases of Gordon’s (1995) pathway
development were followed. The focus and recognition
phase reviewed the literature which identified the content
gaps and the need for the CDP development. The second
phase assessed and analysed whether these gaps in the lit-
erature were due to performance or process problems to
determine how a CDP would address the gaps in the litera-
ture. This process identified critical elements for inclusion
in the third phase which involved the development of the
CDP. A review of existing driving CDPs identified useful
elements which were modified for inclusion in the CDP
such as the use of a flowchart (Dickerson et al., 2018),
development of decision-making questions about how per-
formance in daily occupations may impact on driving skills
(Dickerson and Bedard, 2014), and use of both clinical and
functional assessment tools (Stapleton et al., 2015). Once a
version was established for overview by experts, content
and utility testing was then required, as discussed in the sec-
ond aim of this paper.

For the second aim, the vNGT protocol used was an adap-
tation of McMillian’s (2016) procedure which involved six
steps. Steps 1 and 2 were completed prior to the vVNGT ses-
sion, which is described as pre VNGT data. Participants com-
pleted the subsequent 3 to 6 steps virtually for 120 minutes
using the Microsoft Teams online platform, which is
described as post VNGT data. Data were collected on two
separate days approximately 2 weeks apart in October 2022,
with both vNGT groups audio recorded. Suggestions from
OTDAS participating in the second vNGT were not included

in the post-vNGT consensus vote by non-OTDAs who par-
ticipated in the first VNGT. Please refer to Table 1 for further
details of the procedure.

Data analysis

The data analysis strategy for the vNGT is presented in Table 1.
The content analysis as presented in Table 1 followed the
generic process of qualitative data analysis which included the
following steps: (1) preparation, (2) organising the data into
categories and (3) reporting the data (Liamputtong, 2021).
Consensus agreement between two researchers was achieved
when coding the data to maximise study rigour.

Results

In relation to the first aim, the driving CDP was developed
and the content includes an executive summary and flow-
chart, introduction to driving as an occupation and the roles
of key stakeholders, legal and medical standards, evidence-
based practice summaries, assessment tools and clinical
reasoning prompts for interpretation of assessment results,
communication and documentation templates and other vari-
ous resources. To access the completed driving CDP, please
visit otdrivingclinicaldecisionpathway.wordpress.com

In relation to the second aim, a total of 11 participants
attended one of the two vNGT; 6 non-OTDAs (54%) and 5
OTDASs (46%) with one OTDA drop out in group two due to
a conflicting appointment. All participants were female,
either from the state of Victoria (72%) or New South Wales
(28%), with 16.6 (4.7SD) years of experience, range of
7-23 years.

In relation to the second aim, pre- and post-vNGT consen-
sus was similar across both groups. Data from the partici-
pants’ pre vNGT presented suggestions for further information
to be included in the CDP and for modifications to the layout
of the pathway to increase readability. All pre-vNGT data
were discussed within the VNGT, where participants achieved
100% consensus that the CDP contains all relevant informa-
tion and is user-friendly. See Table 2 for details for participant
responses within each group. Pseudonyms have been used for
anonymity of participant quotes.

Both VNGT group responses were categorised and then
similarities and differences in these responses were grouped.
Both OTDAs and non-OTDAs identified driving as a com-
plex occupation, and noted the pictured driving flowchart is
a useful document in guiding non-OTDAs through a process
to address driving. Similarly, groups reported that the CDP
was very comprehensive with a range of sections to support
practice and, that the CDP could be used for multiple pur-
poses such as orientation of staff, within supervision and for
educational purposes. Key differences between groups
involved OTDAs attending to the content of the CDP such as
medical standards and time frames, whereas non-OTDAs
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Table 1. Virtual nominal group procedure and data analysis.

Steps

Procedures

Analysis

Step 1. Introduction
to the project aims
and vNGT process

Step 2. Silent idea
generation

Step 3. Idea recording
Step 4. Clarification
Step 5. Voting

Step 6. Discussion

An information package was emailed to

participants to review prior to the vNGT. This

included background information, project aims,

NGT process and a pre-group checklist.

This was also briefly reviewed at the beginning

of the vNGT via a PowerPoint presentation.

Participants were emailed the driving CDP and a

questionnaire prior to the vNGT.

Participants were asked to respond either ‘yes’

or ‘no’ for each section of the driving CDP to the

below questions:

(1) Do you agree that this section contains all
relevant information?

(2) Do you agree that this section is user
friendly?

Ideas for improvement for each section were

written in the free text boxes.

Ideas generated from the questionnaires were
recorded into separate sections for each section
of the driving CDP in a programme called
ideaflip.com.au.

Ideaflip was then screen shared during the vNGT
to allow all participants to see the responses.
Responses for question 1 were presented by a
research team member and participants were
invited to add clarity. Any additional ideas were
recorded.

Participants then voted via the chat function
whether they agree that the missing items
would ensure that all relevant information was
now included.

Responses for question 2 were presented by a
research team member and participants were
invited to add clarity. Any additional ideas were
recorded.

Participants then voted via the chat function
whether they agree that these enhancements
would make the driving CDP more user-friendly.
This was completed for each section of the
driving CDP.

Participants were asked to add any further
comments and/or questions.

Prior to the vNGT

Using descriptive statistics, consensus (%) for
each question were collated for each section
of the driving CDP.

Using content analysis, all qualitative
responses were categorised by each section
of the pathway and whether they related to
question 1 (content validity) or question 2
(clinical utility). Consensus agreement was
achieved by two researchers. Responses were
then entered into ideaflip.com.au and were
visible for all participants.

During the vNGT

Using descriptive statistics, votes were tallied
for each question within each section of the
driving CDP.

Votes were tallied during the vNGT only. If

4 out of 6 (66%) or 3 out of 5 (60%) agreed,
then the next section was moved onto. If less
than this agreed, then the clarification and
voting process was repeated for consensus
purposes.

Using content analysis, qualitative responses
were recorded into ideaflip.com.au

Post the vYNGT

Using descriptive statistics, the number of
pre- and post-vNGT votes for each question
were compared.

Using content analysis, qualitative responses
were categorised into similarities and
differences between groups.

VNGT: virtual Nominal Group Technique.

responses related more to the practical use of the CDP such
as changes to the layout and dot point summaries to support
easy use in clinical practice.

Discussion and implications

The role of health professionals including non-OTDAs is
crucial in addressing road safety and maximising quality of
life for all client groups. However, in Australia, no CDP

existed to guide non-OTDA clinical reasoning in this area of
practice. A CDP for occupational therapists which included
information about the roles of key stakeholders within the
driving process, evidence-based assessment tools within the
field of driving and tables to support clinical reasoning was
needed. Additionally, a flowchart to guide clinicians through
the process of addressing driving as an occupational perfor-
mance issue with key medical standard timeframes was also
necessary. This driving CDP appears to be the first to
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comprehensively assist non-OTDAs to address driving in
Australia. Findings from this study have provided feedback
to ensure that the CDP contains all of the necessary informa-
tion and that it is user friendly for non-OTDAs in daily prac-
tice, thus representing a resource that has the potential to be
valid and clinically useful. Further details of modified key
sections of the driving CDP will be discussed below.

Introduction section of driving CDP

While driving is a meaningful occupation, the complexity
of this task means that addressing driving as an occupa-
tional performance issue can be a detailed and lengthy pro-
cess that involves various stakeholders at different
timepoints. Health professionals report a lack of knowl-
edge of stakeholder roles such as whose responsibility is it
to determine whether a person is fit to drive, who to report
driving fitness to, when is the appropriate time to do so and
what their legal and ethical responsibilities are (Scott
et al., 2021). These role confusions are also found among
medical practitioners who describe reduced knowledge,
confidence and time to adequately address fitness to drive
(Jitkritsadakul and Bhidayasiri, 2016; Marshall et al.,
2012). Finally, role confusion also exists within the occu-
pational therapy profession, with advanced scope of prac-
tice roles in Australia (Scott et al., 2021). In the present
research, participants in the vNGT reported that the intro-
duction section of the CDP, which includes key role dif-
ferentiations within the field of driving, was helpful in
determining the scope of practice of non-OTDAs.
Participants also reported that a simplified process which
included relevant timepoints of what actions to undertake
and when, such as screening for unilateral neglect up to
3 months post stroke, will support their practice.

Executive summary and flowchart

Time demands are frequently reported by clinicians as a
barrier to efficient and evidence-based practice (Harding
et al., 2014). A quick reference guide to address driving as
an occupational performance issue was identified through
the VNGT as an effective solution to this problem, with a
flowchart recommended. Participants reported that this
would be used as the ‘go-to’ document within the CDP (see
Figure 1); therefore, further key pieces of information
were included for increased clinical usefulness. For exam-
ple, the inclusion of key reporting legislation and indem-
nity cover to indicate to users what their roles and levels of
protection are, were noted as helpful. The inclusion of
approximate costs when referring to OTDA for compre-
hensive assessment was noted as beneficial for clinicians
to easily educate their clients. Lastly, the inclusion of key
page numbers with hyperlinks so that clinicians can
quickly refer to the section for further information was

provided. While clinicians reported that the summary
points were helpful in supporting time poor clinicians, the
inclusion of evidence-based information further described
in detail in section 2 of the CDP, supports the flowchart but
also provides key knowledge that novice clinicians require
to develop their clinical reasoning in this area. Participants
also acknowledged that with increased familiarity of the
CDP, over time, clinical utility will be further enhanced.

Information to guide non-OTDAs
through using the flowchart

A key component missing from existing driving pathways
was the inclusion of recommendations of assessment tools
to guide non-OTDA clinical reasoning. Participants in the
VNGT acknowledged that behind the wheel or on-road
driving assessment is the ‘gold standard’ in assessing fit-
ness to drive, however, noted that confusion occurs in how
to assess a client to determine the need and timing for this.
Within the area of driving, there is a wide range of clinic-
based (or off-road) assessment tools used in predicting
whether an individual will pass or fail their on-road driv-
ing test (Unsworth et al., 2012). While no one singular tool
can predict driving performance, a combination of assess-
ment tools has shown improved predictability in driving
outcomes (Dickerson et al., 2014). Further, some of these
assessment tools have cut off scores which may guide clin-
ical reasoning when determining the appropriate timing
for OTDA referrals. Therefore, in the present CDP, several
standardised and functional assessment tools were included
to aid decision making, as supported by Stapleton et al.
(2015). When clinicians use functional assessments, they
often rely on clinical reasoning to help interpret and make
sense of this information. Novice clinicians benefit from
prompts to assist with their decision-making; therefore,
various tables were developed which outline guiding ques-
tions linking a variety of occupational performance issues,
associated cognitive, psychosocial, physical, perceptual
and sensory impairments and potential driving skills
impacted. Clinical reasoning definitions developed by
Unsworth (2021) were also included for additional sup-
port. This will further assist clinicians clinical reasoning
when interpreting assessment findings and applying this to
driving, which was similarly utilised in Dickerson and
Bedard (2014)’s pathway.

Communication and documentation

Consistent documentation practices in assessment and inter-
vention are assumed in healthcare; however, inconsistencies
in the field of driving still occur (Scott et al., 2021). Given
that we know that time is often a barrier to detailed docu-
mentation; key documentation templates were developed
and included in the CDP to reduce time for clinicians
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Identification

Screening ] [

Step 1. Address Community Mobility
(pg.29): -Public Transport
- Uber/Taxi
- Walking
- Driving

Step 2.1s
driving identified as a’
valued occupation?

(ie. continue driving or
return to driving)
(pg. 30)

Unilateral neglect still present
after > 3 months OR visual
standards not met
(as per Austroads standards)

Step 3.
Conduct Screening:
Is unilateral neglect present?
Is there visual impairment?
(refer to optometrist)
(pg-31)

Unilateral neglect resolved or
not present AND visual
clearance provided

Assessment

]l

Results

Step 7. Results:

likely to occur?
(pg.38)

No
Y
Step 4. Conduct Assessments (pg.31):
- Standardised its

- Functional task analysis

’

Step 5. Analysis Summary (pg.34):
- Strengths
- Occupational Performance Issues

Are functional improvements

Step 6.
Evaluation:
Avre there any physical,
cognitive, perceptual, sensory or
psychosocial issues likely to
impact on driving?

Refer to a medical practitioner for
medical clearance (Appendix D) for
~ return to driving AND notify client to
inform their insurance company
(Appendix E)

equires further

Figure 1. Driving Flowchart.

(Moy et al., 2021). These included letters to key stakehold-
ers, the medical practitioner and the client. As driving occurs
across the continuum of care, to align with a client’s journey

and to prevent gaps in communication within these stages, a

handover template was also developed which clinicians can

use within and across healthcare services.
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Driving is a sensitive topic for many clients with negative
consequences associated with driving cessation for not only
the individual but also for their carers (Unsworth et al., 2007).
As a result, driving as an occupational performance area is
often not consistently discussed by medical professionals
which may occur due to knowledge gaps (Jitkritsadakul and
Bhidayasiri, 2016), the potential to damage the therapeutic
relationship (Jones et al., 2012) and the associated confronting
conversations. In the present CDP, the driving education hand-
out was developed to provide to clients during initial conver-
sations about driving. The handout describes driving as a
privilege, not a right, and outlines the responsibilities of the
driver in reporting their health status to the licencing authority.
The handout also outlines who makes decisions about driving
ability in this case, in Australia. The participants in the VNGT
noted that this was helpful in supporting clinicians to have dif-
ficult conversations which clarify the responsiveness of differ-
ent health professionals and the role of the licencing authority.
It was also identified that medical practitioners are often not
aware of medical guidelines and their role within the driving
decision process (Mardh et al., 2017); therefore, the handout
developed could be a useful document to have conversations
with medical practitioners to holistically support the client
within the driving process; however, further research to inves-
tigate the usefulness of the handout is needed.

In summary, the driving CDP is a comprehensive clinical
pathway that provides clear descriptions of other health pro-
fessional roles in driving such as medical practitioners,
optometrists, psychologists, physiotherapists, nurses and
diabetes educators, a simplified process of the non-OTDA
role with a range of resources enabling role fulfilment
including assessments, clinical reasoning tools, letter tem-
plates and alternative mobility options following driving
cessation. It was identified that there could be many pur-
poses for this document including orientation procedures for
new staff, learning and as a reflection tool during supervision
and, also as an educational tool at universities in preparing
students for the workforce.

Limitations and directions for future
research

The development of a new resource like the CDP takes
time and repeated research to assure its validity and clini-
cal utility. This is the first study to describe the CDP devel-
opment and initial psychometric properties; however,
further studies including piloting of the CDP to evaluate its
effectiveness in clinical practice are needed. A modified
version of a NGT was used to evaluate the CDPs content
validity and clinical utility, which was completed virtually.
A potential limitation of this design is that participants
voted online with other participants present; therefore,
voting bias may have occurred due to the presence of one’s

peers and therefore lack of privacy. Additionally, all non-
OTDASs were practicing within a public healthcare setting
and all OTDAs were practicing in private practice. While
this may initially appear to present a bias, this is in fact
representative of typical practice in Australia. A further
limitation is that the CDP was largely developed and
reviewed by clinicians from two states in Australia.
However, these clinicians were identified as experts in the
field of driving and all OTDAs participated in the National
Driving Taskforce membership within the professional
peak body, this has given them a national oversight of
occupational therapy driving practices in Australia. As a
result of this membership, they had knowledge of jurisdic-
tions and practices within other Australian states; however,
the inclusion of clinicians from other Australian states and
outside of public health settings would be beneficial in the
review of subsequent updates to the CDP sections such as
legal/regulatory requirements, local resources and contact
details of supports. Feedback from novice clinicians is
also suggested in this review process, given they are the
cohort likely to benefit most from the driving CDP. A final
limitation is that the driving CDP was developed for use by
Australian non-OTDAs which reflect context-specific
roles and licencing jurisdictions. However, this article pro-
vides a detailed description of the development of a driv-
ing CDP, and this process could be used for making
contextual adaptations (i.e., Section 1: Legal and Medical
Standards and Section 5: Resources and Contacts) to this
CDP for future use in other countries. Additionally, while
general mental health guidelines for safe driving were
included in the resources section of the CDP (Dun et al.,
2023), future adaptations to the CDP could address spe-
cific mental health conditions.

Conclusion

This article has described the development of a driving CDP
and provided preliminary evidence to supports its use in
Australia. Occupational therapists are well placed to address
driving as an occupational performance issue, particularly
with OTDAs being able to report assessment findings and
make recommendations about fitness to drive. However,
non-driver trained occupational therapists have been
expected to address driving as an occupational performance
issue with only limited resources. The driving CDP devel-
oped in the present research has been identified as a compre-
hensive resource to support non-driver trained occupational
therapists with addressing driving in clinical practice. While
this CDP supports Australian clinicians, with appropriate
contextual adaptations, this CDP could also be used to sup-
port other health professionals internationally to address
driving throughout its entire process, holistically supporting
public health risk and safety.



Scott et al.

691

Key findings of this paper

e A driving clinical decision pathway (CDP) containing
five sections can comprehensively support occupational
therapy practice.

e The inclusion of a flowchart in the driving CDP pro-
motes timely guidance for busy clinicians.

What this study adds to the field

A detailed process for the development of an evidence-based
driving clinical decision pathway has been provided along with
preliminary evidence to support its content validity and clinical
utility. The driving clinical decision pathway developed is freely
available for use by non-driver trained occupational therapists
when addressing driving with clients in daily practice.
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