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Spring

Editor’s Note
Spring 2018 seems more like the winter that wouldn’t
end in New England. However, with each little bud I
see, there is hope that soon we will have more than
one day in a row of sunshine and there will be no
more snow or frost. The changing of seasons is glorious in this part of the country but the cold, wet, snowy
winter is too long for me.
NMEDA this year was exceptional, they introduced
specific educational tracks, which allowed driver rehabilitation specialists to earn up to 13 contact hours.
This made the exceptional oceanside views even
more appealing! I hope you enjoy the NMEDA-inspired adaptive equipment driving submissions found
in this issue. It is wonderful to have manufacturers
providing even
more education
to the membership who aren’t
always able to
speak to them
directly at the
conferences.
It was exciting to see so many ADED peers and
friends be recognized by NMEDA. Board members,
Jenny Nordine and Gina Lewis received the Star Volunteer Awards. Mike Shipp, (who in 2017 received

off of the committee. I thank them
the ADED Achievement Award, the
all for their contributions, time and
most prestigious award presented to
dedication to both ADED and the
an ADED member), was inducted
NewsBrake. I want to give a special
into the NMEDA Hall of Fame.
shout out to Connie, who has retired.
Mike’s contributions to the field of
For more years than I can remember,
driver rehabilitation are immeasurConnie has read, proofed and edited
able. My former employer, mentor,
and friend Mark Lore also was in- Staci Frazier, OTR/L, every newsletter submission before
the articles were formatted and reducted. Being able to hug and conCDI, CDRS
viewed by the committee. I wish
gratulate these two men who have
News Brake Editor
you a wonderful retirement, full off
greatly enhanced my career, made
having my flight cancelled by blizzard #2 of this trip, joy and fun.
worth it!
Amy Lane and Susie Touchinsky remain on the
Many people have asked for an update on my son
David (pictured at left), who is doing great. He is
glad to report he, “isn’t the kid who falls the most
at school anymore”, since getting his AFOs. He had
his driving evaluation, has been completing adaptive driver training with “his” CDRS Shelagh and is
beginning driver’s education in May. “His” personal
vehicle was modified with electronic hand controls
this month and he has been regularly practicing driving at home. His positive attitude makes me so proud.

committee and they continue to be invaluable assets. I am pleased to welcome Nikki Simmons
and Kelina Moore to the committee. This issue
is the first they have worked on. We still could
use a few members so if you want to join an
amazing group of people, contribute to your organization, earn contact hours towards your CDRS,
help educate the membership, meet new people and
assist with new ideas and topics for the NewsBrake,
please contact me.

There have been a lot of changes on the publication
committee. Lori Benner, Ashley Crook, Jaclyn Davin, Robin Strup and Connie Truesdail have rotated

Have a wonderful spring!
Love, Staci
snpfraz@comcast.net
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Independent Driving Systems Inc.
580 TC Jester Blvd.
Houston, TX 77007
Phone: (713) 864-1460
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info@IndependentDrivingSystems.com
IndependentDrivingSystems.com

Introducing GEN-XR and PNP-70!
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GEN-XR

PNP-70

The GEN-XR is our easiest to install reduced steering
system. The GEN-XR allows for 0-100%, and
anywhere in between, reduction to the steering. The
steering effort can easily be adjusted on the fly by the
dealer and locked in. The GEN-XR is a plug n play
installation on the Toyota Sienna and Chrysler Pacifica
only needing 3 wires (ignition and CAN).

The Plug N Play 70 offers 70 functions for the Pacifica
with a simple box that plugs into the OBD-II. The
functions are controlled via a tablet.
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Greetings from the Executive Office
“Spring is the time of
plans and projects.”
—Leo Tolstoy, Anna Karenina
Spring has sprung, and we are excited for this
fresh new year. ADED rolled out 2018 with an
updated strategic plan involving many committees, volunteers, staff, and partners. The
overarching impact of the ADED 2018-2020
strategic plan is to be a growing field of highly skilled and qualified Certified Driver Rehabilitation Specialists in a sustainable profession. There are many legs to this platform and
the board, staff, and volunteer leadership are
diligently working hard on focusing on what
is necessary (updating policies and procedures, expanding educational programs, etc.),
working on what is possible (expanding our
credentialing program & increasing volunteer
development), and a myriad of other projects
that are helping drive our profession forward.
The board and volunteer leadership are relying on membership and micro-volunteers to
assist with tasks while the executive office
staff are supporting the organization’s initiatives and expanding on current goals. These
are exciting times indeed!
ADED members come from a variety of backgrounds and professional experience. As a
team of experts, we offer optimism, hope, and
confidence while touching lives daily. Driver
rehabilitation and vehicle accessibility is built
on a foundation of small things offered with
great devotion. I am certain that you are reminded in large and small ways every day that
the work you do is important and makes a difference. As we gear up for our Annual Conference and Exhibits in Richmond, Virginia,
I ask you to reflect on what it means to be a
member of ADED. ADED is certainly more
than its annual conference, however once a
year conference provides a forum not only for
formal continuing education and information
gathering, but also an invaluable opportunity
to network and learn from others in the field.
In some regions, driver rehabilitation specialists are scarce and annual conference allows
those providers to learn from others, thus improving their programs. Mobility equipment
dealers are counting on driver rehabilitation
professionals to build on their education and
produce quality evaluations and prescriptions.
Annual conference is the best place to learn
new things, meet new people, connect with
mentors, and spend time with friends in the
industry. Show your pride as a member of this
fine organization, invest in your professional
development, and make plans to attend conference this year!
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2018 ADED Annual Conference: Mark your calendars for the 2018 Annual
February: ADED was presConference in Richmond!
ent at the Southeast Region
See the ads in this issue for
of the American Driver and
dates. You can earn over 30
Traffic Safety Education Ashours at this year’s confersociation conference. I was
ence by attending a 2-day
honored to present a workcourse and all conference
shop describing and demlearning
opportunities!
onstrating ways the driver
Scholarship opportunities
rehabilitation specialists and
are available through the
driving instructors can colADED Memorial Fund, the
laborate.
Adaptive Driving Alliance
Early March: ADED was
and Sprit of Crescent Induspresent at the Pacific NorthLiz Green, OTR/L, CDRS, CAE tries Scholarship funds. The
west Driver & Traffic Safety
ADED Memorial ScholarExecutive Director
annual conference. ADED
ship Fund provides finanmembers were on the program schedule and cial assistance for ADED Course attendance.
shared information to attendees in separate The Adaptive Driving Alliance Scholarship
sessions covering legal issues and driving supports members sitting for the 2018 exam
with a disability.
while the Spirit of Crescent Industries ScholMid-March: ADED provided content for the arship supports members attending conferDRS tracks at the National Mobility Equip- ence. There is a scholarship to meet every
ment Dealer’s Association annual confer- need. Early Bird deadline for discounted
conference registration fees is June 29, 2018.
ence in Daytona Beach, Florida.
It pays to be a member as you are eligible for
April: ADED was also present at the Ameri- discounted combination rates. If you are not
can Occupational Therapy Association a member, join today and reap the benefits of
(AOTA) annual conference in Salt Lake City, membership!
Utah. ADED President, Jenny Nordine, and I
were on hand at the exhibit hall and made a 2018 CDRS Examination: ADED offers the
presence at driving related workshops. The only multidisciplinary certification in driver
ADED/AOTA Driving and Community Mo- rehabilitation and I hope that if you have not
bility Curriculum Project, which is accepting obtained your CDRS that you are planning
speaker applications, was also shared with on sitting for this year’s exam. Examinees
attendees. It was wonderful to see so many have an option to sit for the traditional paper/
ADED members and friends stop by the pencil exam on the last day of conference or
ADED booth located in the unique Transpor- take a computer-based test at a testing center closer to home. The CDRS examination
tation Zone at the Expo.
handbook and application form are available
ROAD SIGNS:
on the ADED website. Please visit www.
CDRS Renewals- Check your certificate! aded.net for details. Applications must be
If your CDRS expires 12/31/2018, you can submitted directly to Applied Measurement
expect to receive a renewal packet in the Professionals, the testing company that manmail. If you have not received your reminder ages the exam. The application can be found
by July 1, 2018, please contact the office here: www.goamp.com. Deadline to apply
at info@aded.net. CDRS renewal remender for the examination is June 29, 2018.
are available on the web at www.aded.net. Thank you for the work you do every day.
Deadline for renewal is November 1, 2018 to Thank you for your commitment to the
avoid late fees.
profession and to this association. Great
Membership Renewals- A huge thank you success in independent community mobilgoes out to the members that have renewed ity and vehicle access is achieved through
their memberships for 2018. With this year’s teamwork and dedication from our nearly
membership drive, 20 lucky people were 1,000 members. ADED is only as good as
selected through a drawing for 50% con- its membership and our members are simply
ference registration discount. To keep your the best!
member profile active on the ADED website,
Sincerely,
you must renew your membership. By poliElizabeth Green, OTR/L, CDRS, CAE
cy, late fees apply for those renewing after
Executive Director
March 31st. If you have any trouble logging
into your account, please e-mail us at info@
aded.org.
2018 activities to
date:
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Summer
Spring

President’s Address
Our spring NewsBrake reminds me of growth and reconnecting with
other ADED members and friends.
As a unique and diverse profession with incredible importance to our
client’s independence and safety, I have found it vital to my practice
to stay connected with other professionals. During my initial years in
driver rehabilitation, I did not have the benefit of working with colleagues to discuss cases, deliberate teaching techniques, or unique diagnoses. I found my connections to other ADED members via conferences and phone calls provided me with the confidence in my day to
day practice.
Today, those connections are just as important, but also come in a variety of approaches in addition to conference.
Our Facebook group, Driver Rehabilitation Specialists Group,
has been a tremendous success. This group is 200+ members strong
and has reached across the pond to England. The Driver Rehabilitation Specialists Group includes ADED members, students, equipment
manufacturers, researchers, and other people interested in our professional industry. As a closed group, we can candidly ask questions, provide feedback, play devil’s advocate, discuss, ponder, debate, mentor,
and encourage our colleagues and friends. This group can be an important and immediate means to share information on adaptive equipment, teaching or assessment methods, research and trending topics.

Join our group by searching for Driver
Rehabilitation Specialists Group on
Facebook or by contacting the ADED
executive office. As a group member
you can also invite professionals or
students who would benefit from this
page.
As an ADED member benefit, our mentor program has expanded to include
year-round mentorship in addition to
connecting mentors and mentees during our annual conference. As a mentor, you are asked to provide guidance,
Jenny Nordine
resources or references for the mentee
OTR/L, CDRS
specific to their goals. This could include suggestions on establishing a relationship with their local Mobilty Equipment Dealer, field questions related to conference workshops, client specific questions, or sharing areas of your expertise.
Formal and informal networking has always been a strong theme of
our membership. The importance of conference and course attendance
has been the foundation of our networking efforts and remains an incredibly important aspect of our membership. The conversations that
begin in a workshop or course and
continue during lunch and into the
exhibit hall are exactly how our
members connect and learn from
each other. Come to conference in
Richmond, Virginia and be connected!

ADED
Conference
2018

Becoming involved in your professional organization as a microvolunteer, committee member or
chapter officer is an excellent way
to meet and connect with others in
our industry. Your initial commitment can be short term and project
specific, but you will be involved
and connected to your profession.
Consider sharing your wonderful talents as a volunteer. Contact
the ADED executive office to be
added to our micro-volunteer list.
The easiest way to connect with
other ADED members may be adding a photograph to your ADED.
net profile. You know the benefits
of remembering a face and connecting a name.

Richmond Marriott
Discounted Hotel Rates until July 18
Greater Richmond Convention Center
Registration discounts until June 29
www.aded.net
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As an organization, ADED is only
as strong as our membership and
their connections. These connections benefit each of us as professionals and the clients we seek to
serve each day.
I encourage each of you to find
your place to connect with other
professionals in our industry.
These connections will soon be
colleagues and quite likely friendships you did not expect!
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March 6-8, 2018
Daytona Beach

| NMEDA coverage
NMEDA DRS Track Speakers

Introduction to Driver
Rehabilitation: 2 day Course
Presented by:
Nathalie Drouin, OTR/L, CDI, CDRS &
Stephanie Scarf OTR/L, CDRS, C/NDT, CDI

Optimizing the Value of Driving
Simulators in Rehabilitation
Practice by Increasing
Behavioral Validity

From Diagnosis to Driving-Low Tech
Modifications for Independence

Presented by:
Pierro Hirsch, PhD &
Laura Miear, M.S. OTR/L

Presented by Lea Bertoni, MS, OTR/L,
DRS & Jill Sclease, CTRS, CDRS

“Look Ma, No Hands” A High Tech
Case Study Analysis

It’s Not Just Driving
Presented by:
Tammy Phipps, MS, OTR/L, CDRS, MAJ (USAR Retired)
Tammy is pictured with her panel from left to right: Stephen Morrison COTA, CDRS,
Jeanette Nieves, Tammy Phipps, Stephen Betancourt, Theresa Betancourt, Scott
Clendenin shop manager/equipment installer. Not pictured: Justin Burette
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NMEDA coverage |

March 6-8, 2018
Daytona Beach

Star Volunteer Awards

Paul Erway,
Superior Van & Mobility
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Jenny Nordine,
ADED President

Spring 2018

Gina Lewis,
ADED Corporate Board Member
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March 6-8, 2018
Daytona Beach

| NMEDA coverage

ADED’s own Mike Shipp is inducted into the NMEDA Hall of Fame
Honoring leaders in the mobility equipment industry, helping drivers and passengers with disabilities on the road to independence.
Since 2011, NMEDA’s Hall of Fame has recognized and honored those who have made significant contributions to the field of
adaptive driving equipment and helped the establishment and growth of the Automotive Mobility Industry. These leaders within
our industry have helped transform the lives of countless persons with disabilities, as well as their families and loved ones, and are
excellent examples of what we work to accomplish each and every day.
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Ethics in Action
Remembering Ann St. John
Long time members of ADED have known Ann
St. John on a personal and professional level.
Ann was an active member of the Ethics Ad Hoc
Committee, along with myself, Gina Lewis and
Amy Lane. Ann passed away in December 2017
after a long and courageous battle with cancer.
Ann was a funny, energetic, knowledgeable, and
passionate individual who gave her heart to the
ADED organization. Ann provided countess hours and input into
the Ethics Ad Hoc Committee, even when she was ill.
“We should be remembered for the things we do. The things we do
are the most important things of all. They are more important than
what we say or what we look like. The things we do outlast our
mortality. The things we do are like monuments that people build to
honor heroes after they’ve died. They’re like the pyramids that the
Egyptians built to honor the Pharaohs. Only instead of being made
out of stone, they’re made out of the memories people have of you.
That’s why your deeds are like your monuments. Built with memories instead of with stone.” —R.J. Palacio
Those of us were fortunate to have known Ann will have our memories of how she lived her life, this will forever be her monument. We
will miss you Ann.
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The Ethics of Self Referrals
“I am the greatest, I said that even before I knew I was.” —Muhammad Ali
This edition will explore a topic that has
arisen in multiple conversations I have
had over the years with Certified Driver
Dianna Robertson,
Rehabilitation Specialists, regarding the
MScOT, CDRS, JD
ethics and optics of “self-referrals.”
We all know the importance of establishing a relationship with a mechanic or physician you can trust. This is
because when we take our car to a mechanic, or ourselves to a physician,
we rely on their recommendations about what needs to be done to keep
our vehicle safe, or our body healthy. We don’t expect that they will send
us down the street to another mechanic shop or another doctor’s office
unless the job is beyond their ability to perform it. If we suspect that the
mechanic is not trustworthy, we may take our vehicle somewhere else
for another look under the hood. If we don’t trust in the expertise of our
physician, we might seek a second opinion elsewhere. However, we will
generally follow the advice of our trusted mechanic or medical professional, if they recommend repeat treatments because we have already
established this trust, based on long term relationship. It is rare that our
mechanic or doctor (who are both typically private business owners who
charge a fee for service) are going to recommend that we go down the
street and get the treatment provided by one of their competitors. Yet, I
have rarely heard of these individuals being questioned about the ethics of receiving the financial benefits of a “self-referral” to their own
company.

Spring 2018
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In contrast, the issue of self-referring has come up on several occasions
in my own practice and in conversations with my ADED colleagues. In
my view, this relates to some basic communication pitfalls that members
of our profession are susceptible to:
What the heck is driver rehabilitation?
Let’s face it, there are not many driver rehabilitation specialists and
most people don’t know what we do, unless they find themselves in the
unfortunate situation whereby they need our services. So, when a client
comes to your clinic and you are making recommendations (which usually cost time and money), they have not yet established a relationship
of trust with you. I can recall many clients who were initially reluctant
about the recommendations I made and indicated they didn’t really need
driver rehabilitation treatment. These same individuals, by the end of
their program, expressed significant gratitude for the skills and confidence they attained through their involvement in the program.
Providing high quality, professional, and effective services will increase
the client’s level of trust in you, and the wider profession of driver rehabilitation. ADED is taking active steps to increase the profile of the
organization and our members, which is also very helpful for increasing
awareness of our profession with others.
Driving is Easy
I suspect that there is something about the field of driver rehabilitation,
and specifically behind the wheel practical driver rehabilitation services,
which may give clients (and often their families) a misperception that
its “just driving” which equates to “it’s easy and anyone can teach these
skills.” As well, the skill set of the DRS/CDRS providing practical training seems too often be mistakenly compared to a regular driving instructor
who provides services to the general population. Similarly, I have met
generalist occupational therapy practitioners who have thought nothing
of jumping into a client’s vehicle to take a drive and evaluate their competency behind the wheel, which in my view is both hazardous and irresponsible.
The key to combatting the oversimplification of driver rehabilitation is
to educate clients, their families, and other rehab professionals about the
level of expertise, continuing education, and practical experience required
to competently and effectively provide these specialized services.
Certified Driver Rehabilitation Specialists can, and should, educate
clients regarding their adherence to the ADED Best Practices for the
Delivery of Driver Rehabilitation Services and the ADED Code of Ethics. Ensure that your program provides clients with accurate information
about your training, expertise, and services provided (Principle E of the
Code of Ethics: Providing Accurate Information Regarding Driver Re-

habilitation Services and Qualifications). This can be done by including
your qualifications in the body or your reports, providing this information as a handout prior to the assessment or treatment, and / or including
this information on your website. Links to the ADED website can also
be effective in demonstrating that there is a professional organization
that supports the education and standards of this field.
Lack of Transparency
In 2008, the American Medical Association (AMA) set out the ethical
standards for physician self-referrals. The AMA’s Counsel on Ethical
and Judicial Affairs stated that it is unethical for physicians to self-refer
to facilities where they have a financial stake unless they spell it out to
the patient. The AMA stresses that transparency is vital in keeping these
relationships (and referrals) ethical.
The AMA standard also seems appropriate to apply to Driver Rehabilitation Programs. Driver Rehabilitation providers need to be transparent as
to the structure of their business/ financial interests (i.e. private business
vs public funded). This can be as simple as letting the client know that
you are the owner or partner in the business.
Transparency can also be fostered by providing a clear treatment plan
including anticipated number of treatment hours and associated fees.
In complex cases, this may include a preliminary block of treatment
sessions, followed by a re-evaluation to determine whether the client
is making sufficient progress. Where a client is not making progress,
referral to a specialist or discontinuation of treatment may need to occur
(ADED Best Practices: Section 6, Behind the Wheel Training / Intervention), which leads into the next pitfall…..
Keeping for Yourself
Certified Driver Rehabilitation Specialists need to inform clients of the
existence of other programs / treatment options when asked and where
appropriate (Principle A of the Code of Ethics: Demonstrating Concern
for the Well Being of Clients Served). It is important to note that this
does not mean that you ought to be handing out the business cards of
your competitors for no reason. However, when a client presents to your
program and the complexity of their condition is beyond your skills and
experience or where your program lacks the equipment to provide appropriate services (eg. you work at a geriatric driver screening program,
but the client will need vehicle adaptations), referral to another program
should occur.
In the end, increasing the profile of the CDRS profession, client education, transparency, and referring on when appropriate, are key components to avoid the pitfalls of a conflict of interest when it comes to
self-referrals.

ADED Offers a Voice as Part of Association of National
Stakeholders in Traffic Safety Education (ANSTSE)
February 21, 2018 Hickory, North Carolina. ADED’s Executive Director, Elizabeth Green, joins the Association of National Stakeholders in Traffic Safety Education (ANSTSE) filling a new position held
by a rotation of national organizations with subject matter expertise.
ANSTSE is comprised of members from national organizations
that are directly involved with the improvement of driver education
and training at the national level. Member representatives include
those from: AAA, American Association of Motor Vehicle Administrators (AAMVA), American Driver Traffic and Safety Education
Association (ADTSEA), Driver Education and Training Administra-
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tors (DETA), Driving School Association of the Americas (DSAA),
Governors Highway Safety Association (GHSA), and Transportation
Research Board (TRB). The Association was formed in 2010 as a result of publication of the Novice Teen Driver Education and Training
Administrative Standards (NTDETAS). “It is an honor to be a part
of this important group and to have the opportunity to offer a voice
for novice drivers with disabilities, and being a part of advancing
the quality and standards of driver education in the United States.”
Elizabeth stated.
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It Looks So
The purpose of this series is to provide insight
and techniques that have been found to be effective in training an inexperienced driver to be
independent. The target audience is the therapist
or driving instructor that is new to Driver Rehabilitation. Not every inexperienced driver needs
the expertise of the CDRS, but every driver must
learn and maintain foundation skills in order
drive safely throughout their entire driving career. This is what the DRS/CDRS is charged with
when evaluating and/or training following the
ADED Best Practice Guidelines for Delivery of
Driver Rehabilitation Services. Our experience
is needed when a cognitive and/or physical disability prevents a person from learning or from
returning to driving in the traditional manner. It
is often hard to “find the key” that unlocks the
potential of some of our patients/clients. Hopefully, these thoughts and techniques will smooth
out the speed bumps on your journey. Safe travels!
*********
NEW DRIVER CHARACTERISTICS
(With Or Without A Medical Condition)
Let us begin by reviewing some common characteristics of novice drivers. It is important to consider these characteristics so we can then shape
our approach.
• May have a decreased operating knowledge of
basic vehicle controls such as ignition, gear selector, steering wheel tilt, seat adjustment, mirror adjustment, turn signal operation, etc.
• Many have never sat in the driver’s seat or even
the front passenger seat of the car. This may
be due to family dynamics, physical stature,
wheelchair use, or simply a lack of interest. If
they have never observed the driving environment from the front seat, they are at significant
disadvantage.
• For the first 15 or more years of their life, all
they know is when the car comes to a corner
it turns, when it comes to a hill it goes up, and
when it comes to a stop sign it stops. They have
no concept of what the driver does to make
things happen. If a new driver developed normally, they can draw from their normal childhood learning experiences.
• A new driver aims for what he is looking at.
On most evaluations, the new driver will look
straight out the front windshield, even when
turning. They don’t want to hit the curb, tree, or
any other object that they see, so they stare at it.
We use this innate functional skill during training by teaching them to look for various targets.
• In general, most new drivers have one of two
expectations as they begin training: (1) “I don’t
think I can do this. I’m scared” or (2) “I am ex-
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cited and confident. I don’t think
I will have any problem – but I’m
kind of scared.”
• Parents have basically the same
expectations. Sometimes they
are actually the opposite of their
child. When the child has a congenital medical condition, the
parents often learn about the condition and deal with the grieving
process at birth or early development. The whole family adjusts
to the condition gradually as the
child grows. There is frequently
a lack of understanding how
the condition can affect driving. Driving is not usually even
thought of until the child’s friends
begin to drive.

Steve Adams, OTR,
CDI, CDRS, CHT

• Most novice drivers have a parent or guardian that is part of the training process. While driving represents freedom and
autonomy, it is important to remember the others involved in the training process. Parents or
guardians impact scheduling, promptness, reinforcement, decisions, etc.
FORMING HABITS CAN BE
HABIT FORMING
Since most of the drivers that come to us will, at
some time, be required to go to the state driver
licensing agency, one of the things that we must
do is prepare them to pass the base skills road
test. Everyone drives by habit. Our habits may
be governed by who taught us to drive, who we
observed as we were growing up, the environment in which we learned to drive, the degree of
scrutiny of local law enforcement, how severe
the grounding was when we disobeyed, or how
close we are to having an unpleasant court appearance. The reality is that the individual is the
only one who can decide the habits they will use
when driving. The longer we drive, the more
habits we pick up; and we do not always pick up
the good ones.
Tom Landry, the legendary coach of the Dallas
Cowboys has been credited with saying “Don’t
ever practice a bad habit.” This mantra served
him well as a player and as a highly respected
coach. Just as in any sport, what we teach in driver rehabilitation should be focused on developing good, consistent, safe, legal habits.
Driving Habits to consider:
• Use of turn signals
• Legal stopping point
• Driving in a parking lot
• Accurate turns
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Tommy Crumpton,
OTR, CDRS (retired)

• Safe following distance
• Stopping point behind another vehicle
• Right turn on red
• School zones, speed zones
• Changing Lanes
As someone responsible for teaching another
person the rules of the road and habits, we as
evaluators/instructors need to be sure that our
personal driving habits are correct. If we do not
drive “by the book” we will not be as likely to
correct a bad habit with a client. This is why poor
driving habits are often passed from parent to
child. If we do not correct it and instill the desire
to drive in the safest way possible, it is not likely
that they will develop that commitment.
Remember, they will be at their best when you
have completed their training and they take their
road test. Make sure they know what is expected
of them.
Like any other skill, a habit can be learned from
the beginning of training. As driver educators, regardless of our professional background, it is our
responsibility to observe, to educate, and to improve a driver’s habits. Only the driver can make
a permanent correction to their habits. “Everyone drives by habit.”
Utilizing Various
Learning Styles
As humans, we do not all learn by the same
method. Some learn best by reading, some
through auditory learning, some through visualization, and some through kinesthetic feedback
(performing the activity and making adjustments
to errors until we gain better efficiency). While
each of us has a preferred way of learning, we
in fact utilize each of the learning styles to varying degrees. Because driving is one of the most
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complex tasks the average person performs, the
use of various methods can be beneficial in progressing through the various scenarios and stages
of learning. Some driving foundation skills are
simple, some are complex. When training the
inexperienced driver, finding what works best
for them can be challenging (and often hairraising…).

Considerable thought and effort was used to take
years of experience and activity analysis, then
translate it to the step by step written techniques
presented next. When possible, several different learning styles for the same skill are being
incorporated into this series. When performing
in-vehicle training, it is helpful to develop a
Client Education Packet with many of the tech-

STEPS TO A LEFT TURN
1. Identify where you will turn (street, driveway, etc.)
2. Signal 100’ before the point of turning
3. Position the car near the center of the street
4. Slow the vehicle
5. Stop if stop sign is present
6. Creep forward as needed to check for cross traffic
7. Yield to oncoming traffic
8. Identify the point of entry into the new lane
9. When clear, enter the street and align the right side of the
vehicle with the center point of the intersection
10. S
 tart the sharp turn
11. L
 ook at your target in the center of your lane
12. Accelerate

niques printed for the client and their parents to
review prior to the session and for the client to
make notes during the session. The ability of the
instructor to be consistent with the techniques
while providing verbal cues and feedback while
the vehicle is in motion can only come with experience.

STEPS TO A RIGHT TURN
1. Identify where you will turn (street, driveway, etc.)
2. Signal 100’ before the point of turning
3. Position the car 3’ from the curb
4. Slow the vehicle
5. Stop if a stop sign is present
6. Soft turn at the stop sign (or that point if no sign)
7. Creep forward as needed to check for cross traffic
8. When clear, align the pillar and curb
9. Start the sharp turn
10. Look at your target in the center of your lane
11. Accelerate

ADED CHAPTER NEWS
ADED Chapter Meeting Notes

California
Rancho Los Amigos National Rehabilitation
Center (RLANRC) and the Mobility Evaluation Program hosted a meeting of the California Chapter of ADED on February 23, 2013.
Participants were welcomed by Sandra Okada, MSG, OTR/L, CDRS from the RLANRC
driving program. As Sandra is retiring, a
plaque from the California Chapter was pre-
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sented to her by the California ADED Chapter
secretary, to honor her many years of leadership and service to the driver rehabilitation
field. Congratulations to Sandra!
The meeting continued with discussion of the
research related to driving simulation, wheelchair considerations related to driving adapted
vans, the impact of medical conditions resulting in low vision on driving, and two cases
studies focusing on the challenges of on-road
driver rehabilitation from the perspective of
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the driving instructor.
A nominal group, which focused on discussing the training needed to accurately establish
the driving potential of new drivers with visual perceptual deficits, was conducted during
one session.
During the lunch hour, a client shared their
experience with the driver rehabilitation process, from evaluation, to identification of his
vehicle and equipment needs, to vehicle fitting, and driver training.
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The New Generation
All-In-One Digital
Vision Screener

IDEAL FOR DRIVER REHABILITATION
AND OCCUPATIONAL THERAPY
Visual function important to driver performance includes acuity, peripheral
vision, contrast sensitivity, glare recovery, and visual perception skills.
Vision screening is critical in evaluating visual function for safe driving.
The OPTEC® PLUS test library is designed to fit all your needs:
• Customizable protocols for testing a variety of populations
• User-friendly software interface and electronic recording of results
• Advanced model with the glare recovery test and the ability to run
existing tests with glare

LEARN MORE TODAY!
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Research Road
Using a Driving Simulator to Teach Drivers
How to Use a Left Foot Accelerator
Submitted by Johnell Brooks, Ph.D.

Overview & Introduction
For several years ADED members have been asking if simulators can be
used to train clients to use left foot accelerators (LFA). To help answer
this question, our team conducted two studies with healthy, able-bodied,
young, male drivers with prior driving experience using a standard right
foot accelerator on a driving simulator. First, in Study 1, the participants
completed a protocol, using their right foot to operate both the right-foot
accelerator and brake pedal, as a typical driver, to establish their own
right foot baseline. The protocol was designed to familiarize individuals
with pedal and steering wheel operation and to allow for a comfortable
progression from basic control inputs in non-driving exercises, to simple
driving maneuvers on straight roads, and then to driving on curvy and
hilly roads with increasing speeds and complexity. Second, in Study 2,
the goal was to determine if the protocol used in Study 1 (using their
right foot baseline) was practical to introduce and train drivers to use their
left foot to control a left foot accelerator on a driving simulator. Multiple
Certified Driver Rehabilitation Specialists (CDRSs) provided guidance to
the research team who conducted the study in a university research setting. This was done to ensure that in a clinical setting, it would be possible
for CDRSs and DRSs to delegate driving simulator training to others if
desired. The results showed that the systematic progression of repeatable
exercises and scenarios is an effective tool to train experienced drivers to
use a LFA within 2-3 hours, suggesting a driving simulator may be an effective training tool prior to on-road training.

Study 1: Right Foot Baseline Study Methods
Participants
Sixty-three healthy, licensed, able-bodied male
participants, ages 18-35 (M
= 24, SD = 2.7), participated. The duration of Study
1 was approximately 2.5
hours and the participants
were compensated for their
time.
Apparatus
A DriveSafety CDS-250
driving simulator, configured with a LFA that can be
stowed out of sight when
not in use, see Figure 1,
was used in both studies.
The steering and pedals
provide passive force feedback. The simulator has
three side-by-side displays on an adjustable mount providing a 110-degree geometric field of view of virtual space presented within 65 degrees
of physical field of view on the screens (Goodenough, Brooks, Pagano, &
Evans, 2012).
Figure 1. (left) DriveSafety CDS-250 driving simulator showing a
stowable left foot accelerator in place (inset).
Procedure
Participants completed the interactive exercises, followed by driving scenarios on various types of roads. Motion sickness assessments (Brooks et
al., 2010) were used at the beginning of the session and after each session
involving driving on a roadway.
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Interactive Exercises

Interactive exercises were designed to teach pre-driving skills and ensure basic vehicle control skills prior to interacting with a roadway scene
(Brooks et al., 2016). The interactive exercises required the participant to
use the simulator’s controls (accelerator, brake, and steering) and produce
appropriate responses to a set of stimuli (e.g., pressing the brake when a
red-light appears on the screen). See Table 1 (next page) for a description of each interactive exercise and number of trials completed in this
study.
Driving Scenarios
Each of the driving scenarios contained a roadway in a rural, urban, or
highway scene and required use of the accelerator pedal, brake pedal, and
steering wheel to complete the driving tasks as shown in Table 1 (bottom,
center monitor only shown). Table 1 includes a description of each driving
scenario and corresponding criteria. The criteria were developed based
upon the expert opinions of the CDRS authors involved in this study.

Study 1: Right Foot Baseline Study Results and
Discussion
Pedals Static
The participants had an average of less than two errors per trial with each
session taking less than one minute on average.
Reaction Timer Stoplight
Participants’ performances are displayed using box plots that display the
median and quartile values, due to a skewed data distribution. The first trial
had the highest quartile reaction times at 0.83, 0.70, and 0.62 seconds for
the 25th, 50th, and 75th percentile times, respectively. Throughout the remainder of the first session, reaction times continued to decrease. For trials
2 through 4, the reaction times mostly stabilized. We took the mean of the
four individual tasks to get an average for each trial. The average reaction
time for trials 2 and 3 was 0.63 seconds (the median was 0.57 seconds).
Figure 2 shows the 5th, 25th, 50th, 75th, and 95th percentile reaction times
for each of the four trials with a general downward trend throughout all
four trials; however, the most dramatic improvement (decrease) in reaction
times occurred within the first trial. This suggests that the first trial involves
significant learning and multiple sessions are required for participants to
achieve consistent performance. We strongly suggest trial 1 should be considered a practice trial.

Figure 2. Reaction Timer Stoplight summary, including the 5th, 25th,
50th, 75th and 95th percentile reaction times for the four trials (the four
individual tasks were combined for each trial).
Although we presented the median and quartile reaction times in Figure 2,
we also recorded the mean reaction times. The mean reaction time across
all participants for trials 2 through 4 (trial 1 was excluded since it was
considered practice) was 0.64 seconds. This reaction time was higher than
found for the 15-35 year old age group performance reported by Dickerson et al. (2008), which was just below 0.45 seconds. It is difficult to tell
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exactly why this discrepancy in results between the studies exist, though
there are known differences in the procedure and apparatus. One example
is that Dickerson used a unique brake reaction time apparatus, the RT-2S,
which was composed of a throttle and brake pedals; a stop clock with a
digital display for reading of the reaction times; and a light box with green
and red lights to alert the participant to press either the throttle or brake
pedal, respectively. Each participant was instructed to press the throttle
pedal when the green light wandilluminated and continue to press this
pedal until the green light was no longer illuminated and the red light
became illuminated; the participant was instructed to remove their foot
from the throttle pedal and press the brake pedal as quickly as possible.
This device did not have a means of alerting the operator if an invalid test
occurred; if the participant pressed the brake pedal before the red light
illuminated, or if both the throttle and the brake pedal were pressed at the
same time (Dickerson et al., 2008). This could have had the potential to
allow the participant to achieve quicker reaction times. This was not possible on the driving simulator used in our study because the brake light
would not illuminate unless the throttle pedal was pressed within a certain
percentage of travel, and the brake pedal was not pressed at all. Any of
these differences in apparatus and procedure could have resulted in reaction time differences. Future research where participants use both the

Which task?

Task description

Primary sim
data used

(Continued)

RT-2S and the Reaction Timer Stoplight exercise on the simulator would
be beneficial.
While the mean reaction time can be useful, we found that the median and
quartile reaction times over all presentations were important because they
showed the progression of a given participant’s performance and took into
account that the data are skewed. In other words, the median and quartile
reaction times over all presentations showed the character of participant
performance over time, while the mean values did not capture this as well.
However, it is understood that a common practice among driver trainer
professionals is to use the mean reaction time to quickly understand the
client’s reaction performance ability.
Stoplight and Steering
Figure 3 displays the 25th percentile, median, and 75th percentile total
task times for each of the four trials completed. It was noted that the participants’ median time with zero errors has slightly higher median reaction
times for each session than the times with greater than zero errors. This
suggests that while completing the Stoplight and Steering scenario with
zero errors is more difficult for participants, requiring zero errors as criteria for completion may be useful in order to promote accuracy over speed.
Therefore, it is important to emphasize accuracy, and to allow criteria that
Study 1 (right foot driving with
OEM accelerator).
What‘s your goal to move on?

Study 2 (left foot driving with
left foot accelerator).
What‘s your goal to move on?

Interactive Exercises
Press the pedal until the indicator is
in the static target zone for 3
Pedals
seconds. The indicator alternates
Static©
between pedals for each target. The
Levels 1 - 3
indicator covers the entire pedal
range. 10 targets per trial.
Press the gas pedal to the target
range (to make the green light
Reaction
come on); when the red light
Timer
appears, press the brake pedal as
Stoplight©
quickly as possible.
4 targets per trial.
Stoplight
and
Steering©

Use the steering wheel and pedals
to respond to traffic lights (red and
green) and arrows (left and right).
16 targets per trial.

Total task time &
number of errors

In comparison to Study 1, score within "X" seconds of
Complete 3 trials for each of the 3 task levels your trial with the fewest number of errors, and then
(Level 1, Level 2 & Level 3)
your fastest time.
Level 1: "X" = 5, Level 2: "X" = 6, Level 3: "X" = 7.

Average reaction
time

Complete the 4 trials

In comparison to Study 1, score within 0.1 seconds of
your fastest trial's average time.

Total task time &
number of errors

Complete 4 trials

In comparison to Study 1, score within 5 seconds of
your trial with the fewest errors and then fastest
time.

Practice until you can stay within your lane
for 60 seconds.

Practice until you can stay within your lane for 60
seconds.

Driving Scenarios
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Lane
Keeping
Straight©

Practice traveling at an appropriate
speed while staying in your lane on Seconds in your lane
a straight road.

Speed
Control
Straight©

Maintain your target speed in 3
different speed zones (35, 45 & 55
MPH) while staying in your lane on
a straight, flat road.

Average speed &
standard deviation
of speed

1) Your average speed must be within +/- 1.0
In comparison to Study 1,
MPH for each of the 3 target speeds and
1) your average speed needs to be +/- "X" and
2) your standard deviation must not exceed 2) your standard deviation of your speed needs to be
1.0 MPH for each of the 3 target speeds.
less than or equal to "X".
You can have up to 3 tries.
35 MPH: "X" = 3, 45 MPH: "X" = 4, 55 MPH "X" = 5.

Speed
Control
Hills©

Maintain your target speed in 3
different speed zones (35, 45 & 55
MPH) while staying in your lane on
a straight road with hills.

Average speed &
standard deviation
of speed

1) Your average speed must be within +/- 1.0
In comparison to Study 1,
MPH for each of the 3 target speeds and
1) your average speed needs to be +/- "X" and
2) your standard deviation must not exceed 2) your standard deviation of your speed needs to be
2.0 MPH for each of the 3 target speeds.
less than or equal to "X".
You can have up to 3 tries.
35 MPH: "X" = 5, 45 MPH: "X" = 6, 55 MPH "X" = 7.

Lane
Keeping
Curves©

Practice traveling at an appropriate
speed while staying in your lane on Seconds in your lane
a curvy, flat road.

Speed
Control
Curves©

Maintain target speed in 3 different
Average speed &
speeds zones (35, 45 & 55 MPH)
standard deviation
while staying in your lane on a
of speed
curvy, flat road.

Practice until you can stay within lane your
lane for 60 seconds.

Practice until you can stay within your lane for 60
seconds.

1) Your average speed must be within +/- 1.0
In comparison to Study 1,
MPH for each of the 3 target speeds and
1) your average speed needs to be +/- "X" and
2) your standard deviation must not exceed 2) your standard deviation of your speed needs to be
2.0 MPH for each of the 3 target speeds.
less than or equal to "X".
You can have up to 3 tries.
35 MPH: "X" = 5, 45 MPH: "X" = 6, 55 MPH "X" = 7.
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can be consistently applied without the added complexity associated with
tradeoffs between speed and accuracy. We noted that approximately 48%
of the 251 sessions were completed with zero errors (Data from one session were not recorded due to a computer error). A total of 98% of the
participants completed at least one session with zero errors.

Figure 3. Stoplight and Steering summary, including the 25th, 50th, and
75th percentile reaction times for the four trials (16 steering arrow, accelerator pedal light, or brake pedal light presentation tasks per trial).
Speed Control
For the Speed Control scenarios (Straight, Hills, and Curves), Figure 4
shows the percentage of participants who passed the criteria (based on
recommendations from CDRSs shown in Table 1) in the first session,
second session, third session, or not at all. A fundamental trend that we
observed was that the percentage of drivers who passed over all three sessions range from highest to lowest for Speed Control Straight, to Speed
Control Curves, to Speed Control Hills. This suggests that the relative
difficulty of meeting the established criteria of Speed Control Hills is the
hardest, while that of Speed Control Straight is the easiest, and the difficulty of Speed Control Curves is in the middle.

(Continued)

target speed was 35 MPH, your speed fluctuated between 33.1 to 38.3
miles per hour, with an average speed of 35.4 miles per hour”. When talking to someone who loves math (such as an engineer), add the standard
deviation, for example, “Mr. Jones, when your target speed was 35 MPH,
your speed fluctuated between 33.1 to 38.3 miles per hour, with an average speed of 35.4 miles per hour and a standard deviation of 0.8 miles
per hour”. The reason the standard deviation is critical for the simulator
operator to know is because it tells us how much the driver is speeding up
and slowing down during the drive. It is entirely possible for one driver
to stay “rock solid” around the target speed with a range between 34.5 to
35.5 MPH with a mean speed of 35 and a very small standard deviation
while a driver who is really struggling may have a range of 15 to 55 MPH
with the exact same mean of 35 but a very large standard deviation.
The maximum standard deviations of speed values observed for the three
speed zones (35, 45, 55, MPH) of each scenario are quite high (Speed
Control Straight: 4.8, 3.2, 2.4; Speed Control Hills: 4.3, 4.2, 5.7; Speed
Control Curves: 4.3, 3.9, 5.6). The ranges between the maximum and
minimum standard deviations of speed are also quite high (Speed Control
Straight: 4.7, 3.2, 2.4, Hills: 3.9, 3.6, 4.2; Curvy: 4.3, 3.8, 5.4). Together,
these data suggest that some participants did not master each of the speed
control scenarios, even after completing all three sessions. Because this
research focused on healthy males, future studies should include both
males and females, as well as participants that represent a broad range of
ages and ability levels.
Table 2. The mean, standard deviation and range of the 1) speed and 2)
standard deviation of the speed for the Speed Control Straight, Hills, and
Curves scenarios.

Figure 5. Speed Control Straight’s range, mean and standard deviation
presented in the format the participants see their performance data immediately upon the completion of the driving scenario.

Figure 4. The percentage of participants who passed the Speed Control
criteria during the first, second, and third sessions are shown. If participants passed in the first session, they did not need to complete the second
and third sessions.
Table 2 shows descriptive statistics for the 1) speed and 2) standard deviation of speed for all participants for the Speed Control Straight, Curves,
and Hills scenarios. The data are presented with respect to the speed zones
that participants were tasked with driving, in order, for each speed control
scenario indicated. Since the amount of data presented in Table 2 can be a
bit overwhelming, we presented a subset of the data from Speed Control
Straight in Figure 5 in the same format that a client would see their data
immediately upon the completion of the driving scenario. For the 35 MPH
target speed, the participants’ average speed was 35.4 MPH, their speed
ranged between a minimum of 33.1 MPH to a maximum of 38.4 MPH
and standard deviation of 0.8 MPH. When talking to clients, we advise
discussing their range, for example, “Mr. Jones, when your target speed
was 35 MPH, your speed fluctuated between 33.1 to 38.3 miles per hour”.
When talking to clients with a higher level of education, it is fine to add
the mean (aka average) to the discussion, such as “Mr. Jones, when your
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Study 2: Left Foot Accelerator Methods
Participants
After analyzing the baseline data from Study 1, we categorized Study 1
participants into low, medium, and high performance groups based on
participants’ relative performance to one another. Four participants were
randomly selected from each of the three performance groups to participate in Study 2. This sub-sample of 12 participants ages 18 to 35 (M =
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25, SD = 2.8) returned to complete each driving task using their left foot
to operate the left foot accelerator and brake pedal until they could meet
performance criteria based upon their own individual performance from
Study 1. Participants were compensated for their time. The average duration of Study 2 was 2.5 hours per participant.
Simulator Set Up
The same simulator setup that was used in Study 1 was also used in Study
2, except that the driving simulator’s LFA was lowered into position (see
Figure 1 inset). This setup allowed the participant to use their left foot to
press both the left foot accelerator and brake pedal. Though the participants could brake with their right foot, the research assistant instructed
participants to brake only with their left foot during the study.
Procedure
Participants completed the same series of interactive exercises and scenarios in the same order that they completed them during Study 1, but
using their left foot; however, the number of sessions and number of trials
per scenario depended on whether the participant met their unique performance criteria. These unique, minimum performance criteria for each
participant were developed by consulting with CDRSs. As soon as the
performance criteria was met, the participant moved on to the next interactive exercise or driving scenario in the procedure. This portion of the
study was conducted in one-hour sessions with a minimum of one hour
between sessions. Participants completed the entire procedure in two to
four sessions, depending on their performance driving with the left foot
accelerator. The criteria that each participant needed to meet for each interactive exercise and driving scenario are shown in the last column of
Table 1.

Study 2: Left Foot Accelerator Results and
Discussion
The left foot accelerator protocol was intended to assess the training with
the left foot accelerator to ensure that participants could complete it successfully, to investigate the time required to complete the protocol, and
to allow a review of the criteria used to determine when to move forward
with the training procedure. Table 3 summarizes the percentage of participants who passed the interactive exercises after one, two, three, four, five,
six or more trials.
Table 3. Percentage of participants who met the criteria for each interactive exercise or driving scenario after one, two, three, four, five, six or
more trials.

Using the left foot accelerator, participants met the Pedals Static criteria
within a reasonable number of trials and appeared capable of completing
the procedure without issue. Reasonable, in this case, means that the entire
procedure could be completed comfortably in 2-3 hours.
Results for both Reaction Timer Stoplight and Stoplight and Steering suggest that participants were able to complete the tasks with relative ease using the left foot accelerator. Stoplight and Steering results suggest that by
the time participants completed the Stoplight and Steering exercise, they
were able to make appropriate responses rapidly using the steering wheel
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to make a left turn and right turn, brake pedal, and left foot accelerator
pedal without making errors, such as pressing the incorrect pedal.
The protocol’s progression appears helpful for drivers using a left foot accelerator for the first time since all participants were able to complete all
three Speed Control scenarios within two trials even though theoretically
the scenarios should provide the most difficult tasks, as each scenario requires sustained, accurate control of the accelerator pedal depression. An
interesting observation from the study was that participants often crossed
lane boundaries during the Speed Control scenarios. It would likely be
beneficial to make the criteria more stringent to require the driver to stay
within their lane for the duration of the drive. This ideally will require
future simulator users to pay more attention to their lane positioning.
Limitations and Future Research
The current research had limitations that must be considered when interpreting the results and their implications for clinical practice. This study
only utilized a young, healthy male population. Future efforts should include a diverse population-- taking age, gender, physical and/or cognitive
disabilities into consideration and reflecting the population that would use
an adaptive device for driving. With this population updates and further
criteria development, the study could expand to: 1) compare the on-road
performance of drivers, with and without simulator training; 2) examine
the degree to which the simulator training process improves preparedness
for on-road driver training and assessment; and 3) determine if simulator training can reduce the needed duration of on-road training. Future
work should focus on the development of metrics for clinical and private
practices to help ADED members determine when a driver is prepared for
on-road practice with an adaptive device.
Conclusions
The population of drivers with physical impairments is increasing due to a
number of issues, including increasing age, incidence of chronic diseases,
recent war veterans with extremity impairments, and amputations due to
peripheral vascular disease. The two studies measured the time required
to successfully complete a driving simulator protocol providing training
in the use of a left foot accelerator. As mentioned previously, this training
was not designed to be a substitute for on-road driving instruction, but
rather to enhance and potentially accelerate on-road training that may potentially decrease training time (and costs to the client). Using a simulator
as a first step may increase clients’ comfort by providing an opportunity
to practice in a safe “indoor” environment where practice sessions can be
easily repeated when errors occur during learning.
Study 1 of the research (using the drivers’ right foot) sought to develop
a set of right foot baseline criteria which would allow clinicians to judge
when clients who need specialized driver training can progress through
a proposed driving simulator training protocol. To achieve this, we first
tested a driving simulator training protocol to familiarize participants with
vehicle pedal and steering wheel operation and allow for a comfortable
progression from starting with basic control inputs in non-driving exercises, to simple driving maneuvers on straight roads, and then to driving
on curvy roads and hilly roads with increasing speeds and complexity
while using their right foot, as in typical driving. The interactive exercises
and driving scenarios, performed in a specific order, allowed able-bodied
participants of various ages (though predominantly young) to provide a
baseline.
In Study 2 of the research project, a subset of the participants completed
the protocol using a left foot accelerator. Study 2 demonstrated that the
simulator protocol, based on certain criteria, could be executed in a reasonable amount of time (2-3 hours) with the use of the left foot accelerator
by drivers without disabilities. The next logical steps would be 1) to test
the practicality of this same protocol in a clinical setting with a diverse
population that would use an adaptive device for driving and 2) to explore training the use of additional adaptive devices such as hand controls.
Work towards the development of metrics for clinical and private practices would help ADED members determine when a driver is prepared for
on-road practice with an adaptive driving device. Since completing this
study, more driving scenarios have been developed to provide additional
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training.
Combined results of the research project confirmed that when using a driving simulator, the
correct mix of training, interactive exercises,
and driving scenarios, performed in a specific
order, may provide a preliminary training tool
before specialists administer on-road training to clients with or without disabilities. The
simulator training in this project was successfully conducted by university research assistants under the guidance of CDRSs. Similarly,
this method of training and tracking of progress
for clients who need specialized driver training
could potentially be conducted by generalists.
Ultimately, OTs and/or OTAs should implement the driving simulator training protocol
(with guidance from DRSs and CDRSs) with
clinical populations that may or may not use an
adaptive driving device and determine whether
the interactive exercises and driving scenarios
actually help clients be more prepared for onroad driving. This could have implications that
drivers could be safer overall when they experience training on a driving simulator, before they

experience on-road training and assessment.
Generally, while the simulator is very promising to help with the initial learning of using an
adaptive device, CDRSs explained that it takes
months, if not years, to transition between being
a novice and becoming an experienced vehicle
operator, regardless of age.
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Spotlight on Volunteers
Don Sampson, CDRS—Central MA Safety Council
How long and/or in what capacity have you
been a volunteer for ADED? My first activities were as vice-president and president of the
Northeast Chapter over 10 years ago and I’ve
spent the last several years on the Certification
Committee.
What is something you appreciate or gain
from being an ADED volunteer: I enjoy helping and giving back to the organization, as it
has provided me with a wealth of professional
growth opportunities.
Who has your back? My wife
Name a song/musician that you like to listen to in your car: Grateful
Dead
What is pet peeve that you have about other drivers? Tailgating. I’m
constantly amazed how close drivers get to other vehicles. I’m equally
amazed when others weave in and out of traffic squeezing thru the tiniest
spaces.
What is your favorite part of your job? That’s an easy answer; seeing
the faces of clients when they have reached their goal of driving, especially the first-time drivers.

A penguin walks in the door wearing a sombrero. What does he say
and why is he here? “¿Quién es el rojo vette aparcado al frente? Looking
for a CDRS.”

Spotlight on Volunteers
Sandra Wataoka, OTR, CDRS, CDI—Driver Rehab Hawaii
What were your first impressions of ADED?
Excitement. Gratefulness. Strength. Perseverance. When I attended my first ADED Conference I remember being so thankful that there
was an association of members from whom to
learn and with whom to be a part.
Of course there was excitement with all of the
exhibitions. In those workshops and exhibitions,
I appreciated the perseverance and wisdom of
those who established the profession and had
the wisdom to form a formal association. I
immediately valued the collaboration of both
health care professionals and traffic safety educators to address the needs of the client. It was
neat to learn the history of how ADED started.
How long and/or in what capacity have you
been a volunteer for ADED?
I have been a member of the Certification Committee since 2014. In 2016, I became a co-chair
and am still functioning in that capacity. The
Certification Committee has been an excellent
fit being that I am in Hawaii. We conduct all of
our work remotely (versus in person meetings).
What is something you appreciate or gain
from being an ADED volunteer: Humbleness
and gratitude. It is amazing to think that ADED
only has 2.5 employees and the rest is volunteer
run. The dedication of the employees, board,
officers, volunteers, and “micro-volunteers” is
phenomenal. I am humbled to serve alongside
such incredible health care educators, research-
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ers, and educators. I am grateful to the membership for being
members! That is a crucial first
step to learning about driver rehabilitation.
What is a fond memory of
ADED conference? This past
conference during 2017, Carol
Blackburn and I ended up in the
same group during the exhibitor
talks. We quickly caught up with
each other, sat in the vehicle together when the exhibitor was
explaining the product, etc. She
asked some questions. I asked
some questions. We both understood what we
were asking. Why is this a fond memory? Because 15+ years ago, I attended her and Susan
Pierce’s 3-week Building Blocks course on
driver rehabilitation. It was in Florida, 5000
miles away from Hawaii, in person for 3 weeks
learning the topic of driver rehabilitation; my
first course of many that would follow. Now,
15+ years later, I sat next to her as a colleague
with my own business in driver rehabilitation
and I understood what was going on. Take the
time to learn the field and execute your learning appropriately. It is so gratifying and worth
it! …and thank you to Carol and Susan for their
guidance.
What is the funniest thing you heard or saw
at an ADED conference? Don’t think it is good
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to publish ☺ although it was super funny. I am laughing inside
☺.
If ADED was a sandwich, what
would it be made of? Everything! I think that ingredients are
like people: each one brings a
different taste to the table. I think
there is something that anyone
can offer. You just have to find
a good fit. You just have to adapt
and change the ingredients in
our sandwich in order to keep
up with the field. I will say that
ADED has plenty of MEATS!
Tell us about the best vacation you ever had,
why, and where did you go?
It wasn’t a “vacation”, but I volunteered to go
to the Dominican Republic over the summer
for 3 month stints through the university from
where I graduated college/OT school. It first
started as me being a helper to other health care
professionals. We went into the mountains with
no running water or electricity to educate the
villagers and provide basic health care. I also
wanted to investigate the health care services
in the city, so I visited several public hospitals.
From there, I returned to the Dominican Republic for 2 more summers to plant the roots for
the OT students (from my OT school) to volunteer in the city. Now, there is an established
(Continued on next page)
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OT Fieldwork site. It was so impactful to be in
a place that has so much poverty but so much
love. I realized I did not need material things to
be joyful. We roamed the mountains for miles,
bathed in the river, learned to dance the Salsa,
learned Spanish, and just had an incredible time.
The villagers taught us more than we taught
them. It was priceless.
Favorite quote: I John 4:18 “There is no fear
in love. But perfect love drives out fear, because
fear has to do with punishment. The one who
fears is not made perfect in love.”
Favorite Movie: Power of One. Many people
probably wouldn’t know it, but it is a great.
Name a song/musician that you like to listen
to in your car: Old School STYX. Come Sail
Away. For all you youngins…go look it up. It
is an awesome song. I used to blast it in the
car when the kids were young and they would
pretend to play the air guitar and air drums. Of

course, we were always being
safe in the car….. ☺.
What is a pet peeve that you
have about other drivers?
Too many to name! Ha-ha. I
think my biggest one is vehicles that do not move away for
the emergency vehicles to pass.
To do this, you really need to
be aware of your surroundings
(to see/hear the emergency vehicle) and/or to notice in your
rear view mirror that cars are
parting or that something is
happening. Then you have to have the appropriate judgment of where to move your vehicle
without hitting others who are trying to do the
same. Those that are clueless just irritate me. I
have seen emergency vehicles that are blaring
their horns and lights and the car doesn’t move

an inch to get out of the way.
Stop me now, I could go on and
on!
What do you wish your car
could do (think futuristic)?
Fly safely and quickly over
all of the traffic, and of course,
without crashing!
A penguin walks in the door
wearing a sombrero. What
does he say and why is he
here? “Hola! Let’s have some
margaritas!”
Would you rather have a baby elephant or
piglet? Why? Hard choice! But I must say piglet. I have ALWAYS loved pigs. They are such
cutie animals. I can actually make piggy sounds
(not sure if this is a “good” talent), but I can…
and it is pretty scary how real it sounds.

Mirrors…

Reflections In Safety

Submitted by Bill Butts, Driving Systems
Inc.

driver judge the correct distance for the curb
or other cars.

Vision is the primary sense involved in the
collection of information while driving.
While most of this visual information comes
to us through the windshield, mirrors are
increasingly important as traffic conditions
become more crowded or as the physical
limitations of client drivers require additional
assistance with rear and blind spot vision.

The typical add-on mirror is convex in nature. The surface of the mirror lens is curved
outward, reflecting a much larger area than
a flat lens. Round convex mirrors can show
a wide area, but at the cost of distortion and
lack of accurate depth perception. They are
often used to show just the movement in the
area swept by the viewer. An example of this
type of mirror would be the large, round,
front mounted school bus mirrors or those on
the rear of postal vehicles.

Many ADED members are, of course familiar with mirrors that can be added to a vehicle’s stock mirrors to deal with the special
needs of a physically challenged drivers. A
quick review of a few of the many mirrors of
the specific applications may possibly be of
some help to our newer members.
What are the conditions where the placement of additional mirrors can be useful?
One example is the position of the driver on
the driver’s station. Drivers who use a power
wheel chair may not be able to get all the way
forward to avoid having their left vision partially blocked by the “B” pillar. The “B” pillar may block vision to the side or rear, even
for those drivers who can freely rotate their
head. Vans in general, especially larger vans
have a blind spot below the windows on the
left side. The ability to safely change lanes
is dependent on determining that the space
in the next lane is open. Parking is another
time when a well-placed mirror can help a

N ews B rake

It is common for side mounted stock mirrors
to be convex on full size vans or have sections of the mirror that are more convex to
deal with the large blind spot. Driving Systems has been adding an additional convex
mirror to the top of the O.E.M. mirror to
create an overlapping image with the stock
mirror, virtually eliminating the “next lane”
blind spot.
Another application for using additional
mirrors inside the vehicle are small mirrors
placed to take care of specific blind spot problems due to an individual’s inability to turn
their head. Often a small mirror can be placed
relatively close to the driver, possibly on the
“A” pillar next to the windshield, or next to
the stock interior mirror. These mirrors can
be either right or left facing. The small head
of the mirror should not block a substantial
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amount of forward vision. A suction cup mirror similar to a driver training mirror can be
temporarily positioned to check its effectiveness, although a fixed mounting is the best
long term solution.
Replacing or adding to the windshield
mounted interior mirrors is another common
opinion. A multi panel mirrors mounted to the
upper windshield frame shows a panoramic
view across the rear and side windows of the
vehicle. The O.E.M. interior mirror can be
added to or replaced with a combination of a
convex and or a flat mirror.
The most radical mirror placement involves
moving the door mounted mirrors or adding additional mirrors out to the front fenders. One of our drivers could only turn their
head within a very narrow range. We were
able, with some careful measurements and
experimentation, to make a bracket that relocated the stock Ford electronically adjustable
mirror and two convex mirrors to the front
fender and still have the hood open and close.
Special mirror requirements must be identified by the detailed work of driver rehab specialists and technicians working at the vendors shop during the fitting process. Many
high quality mirrors are available for virtually every application. It’s a resource that every
CDRS should be aware of and in a position to
use for their clients.
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Brake Reaction Time and Hand Controls

Brake Reaction Time and Hand Controls:
Enhancing the Clinical Driving Evaluation
by Kandy Salter, MS, OTR/L, OTD Candidate,
The University of Kansas Medical Center

Abstract
The purpose of this scoping literature review
is to investigate the clinical driving evaluation
process in determining the use of specific hand
controls used to accelerate/brake. Twenty relevant articles and other works were reviewed.
Findings reveal a strong link exists between
driving and other occupations. This firmly
positions occupational therapists (OTs) to address driving and to collaborate with driver
rehabilitation specialists. Evidence also supports using a battery of evaluation tools, including those measuring brake reaction time,
to observe client performance and to collect
objective data of client performance. OTs and
driver rehabilitation specialists can relate information gathered during clinical evaluations
to the occupation of driving, allowing them to
make informed recommendations related to
driving, including the use of hand controls.

Brake Reaction Time and Hand
Controls: Enhancing the Clinical
Driving Evaluation
Today in the United States, driving a personal
vehicle is the primary and preferred means of
transportation. Many Americans view driving
as a rite of passage for teenagers and maintain
the view that driving is a right versus privilege
throughout their lifespan (Anstey, et al., 2004;
Dickerson, et al., 2011). These views result in
strong personal feelings and values related to
the ability to drive. Driving is a valued occupation that offers the freedom of spontaneity,
independence, and seemingly unlimited community access.
Driving cessation has been associated with
adverse health outcomes including depression and functional impairments associated
with depression (Anstey, et al., 2004; Chihuri,
et al., 2016; Ross, et al., 2017). The ability to
drive allows individuals greater independence
and control to participate in other occupations
including work, education, leisure, and social
participation. Participation in driving and occupations enabled by the ability to drive lead
to increased life-satisfaction, positively impacting overall health and well-being.
The strong link between the occupation of
driving and other occupations provides a clear
need for all occupational therapists (OTs) to
commit to addressing driving with clients.
OTs have the knowledge necessary to identify
medically at risk drivers and to identify necessary resources related to driving (American
Occupational Therapy Association [AOTA],
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2014). OTs have specialized knowledge of occupations, client factors, performance skills,
performance patterns, context and environment. This knowledge strongly positions OTs
to meet expectations of those who experience
disability yet wish to drive.
Expectations for those living with disabilities
have changed over the years. A philosophy of
independence and community integration now
exists (Gibson, 2003). Due to this philosophy,
there is a demand for specialized services designed to address the driving needs of those
who are medically at risk. Medically at risk
drivers are individuals who have a disability
or health condition that may lead to the impairment of skills required to safely operate a
motor vehicle.
A growing number of professionals, including OTs, are gaining advanced training in the
complexities of driving and vehicle modifications. These professionals are referred to as
Driver Rehabilitation Specialists (DRSs). OTs
who are DRSs have advanced knowledge allowing them to complete a comprehensive
clinical evaluation, directly relate outcomes
to driving, and make informed driving recommendations prior to behind the wheel testing
or training. DRSs can be a valuable resource
to general OTs and other medical professionals working with medically at risk drivers.
The expansion of driver rehabilitation services
has led to a growing interdisciplinary body of
research related to medically at risk driving
and driver evaluations. This body of research
remains fueled by rapid expansion of available
resources, technology, specialized driving
services and existing literature. Despite this,
little evidence exists to support a standardized
evaluation processes or the use of specific assessment tools with specific client groups or
diagnoses (Dickerson, et al, 2014; Dickerson,
et al. 2011). The purpose of this article is to
investigate the clinical driving evaluation process in determining the use of specific hand
controls used to accelerate/brake.

Method
A scoping literature review was completed.
Data sources included PubMed, The Cochraine Library, AOTA and ADED. Information was also gathered through other published
works including books and continuing education materials. Articles were grouped by topic
including driver rehabilitation, clinical driving evaluation, and brake reaction speed. Only
works published in English in or after 1997
were included.
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Procedures
The researcher selected search terms and data
bases for this literature review. Search terms
included the following: “driving assessment”,
“driving evaluation”, “driving performance”,
“driving ability”, “brake reaction time”,
“brake reaction time test”, “driving hand
controls”, “accelerator/brake hand controls”,
“vehicle modification”, and “medically at risk
driver.” Relevant published works available
through AOTA were also referenced.

Results
Clinical Driving Evaluation
ADED Best Practice Guidelines (2016) define the clinical driving evaluation as a critical first step in the driver rehabilitation process. During a comprehensive clinical driving
evaluation, off road clinical tests are used to
measure abilities related to behind the wheel
performance demands (Galski, Ehle, & Williams, 1997). This allows the DRS to assess
body functions and performance skills related
to driving demands in a clinical setting prior to
engaging the client in the high-risk activity of
driving a car. It also allows the professional to
introduce possible adaptations to clients who
may need to enhance his/her safety and to allow for successful driving despite impairment.
There is no one test or battery of tests that
have been determined most accurate or effective in determining driving ability (Dickerson,
et al., 2014; Dickerson, et al.,2011; & Jones,
et al., 2016; Stav, et al., 2008). Dickerson
(2013), identifies 114 specific tools that may
be used by a DRS to evaluate body functions
and performance skills off the road, in a clinical setting. Studies that attempted to define
a specific battery of tests based on a specific
diagnosis and studies trying to define specific
clinical outcomes used to determine ability to
drive or crash risk conclude there is a need for
further research (Anstey, et al., 2005; Classen,
et al., 2009; Classen, et al., 2013; Ranchet, et
al., 2017).
Despite the lack of evidence to support specific standardization of the clinical driving
evaluation, a common theme emerged from
this literature review. Researchers found that
observed performance is a critical factor in
making appropriate recommendations related
to driving (Dickerson, et al. 2014; Anstey, et
al., 2005; Orr, et al., 2010). The distinct value
of observed performance is reflected in the
ADED (2016) best practice standards. These
standards highlight the use of skilled observation of client performance skills while completing a battery of motor, perceptive, and
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Brake Reaction Time and Hand Controls
cognitive tests.

Brake Reaction Speed
A critical component of safe driving is being
able to stop the vehicle. The National Highway Traffic Safety Administration (NHTSA, 2017) reports that 94 percent of serious
crashes are due to human error. This has, in
part, led the automotive industry to develop
automated technologies, such as autonomous
braking systems, to enhance driver safety. The
risk of human error resulting in delayed brake
reaction time may increase for drivers who are
medically at risk. Consideration of this is an
important part of the clinical driving evaluation.
Reaction time is complex. It involves integration of attention to relevant environment, executive function/cognition to process and plan
response, and working memory to hold information while making a decision (Anstey, et
al., 2004). For the DRS, the ability to observe
and objectively measure reaction time specific
to braking during a clinical driving evaluation can provide valuable information related
to predicting behind the wheel performance
(Dickerson, 2013). Due to the complexities of
reaction time, other clinical tests are required
to assess specific motor, perceptive and cognitive performance skills that may impact brake
reaction speed.
There continues to be an absence of an established or universal safe driving reaction time
(Ganz, et al., 2003). Age, health condition,
emotional status of the driver, medication and
environmental driving conditions are examples of factors that may have a direct impact
on one’s reaction time. Despite the absence
of standardized driving reaction times, DRSs
have the knowledge required to collect a wide
range of information to make conclusions
based upon objective measures of brake reaction time in the clinic.
A variety of reaction time tests are available for
clinical driving evaluations. Dickerson (2013)
found that of 227 DRSs who responded to her
survey, 49% reported use of a brake reaction
test as part of their clinical assessment. Evaluators must use their resources and knowledge
to determine which brake reaction time test(s)
they will use to draw conclusions or make recommendations from. Two examples of reaction time tests are driving simulators and the
RT-2S. Each test varies significantly in cost,
portability, and standardization.

Hand Controls and Reaction
Speed
Professionals working in the field of driver rehabilitation and their clients have a growing
number of choices in technologies and adaptations to operate a vehicle’s accelerator and
brake. These technologies not only enhance
driver safety, but allow for continued participation in the occupation of driving when
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a medical condition results in decreased lower
extremity performance. Hand controls are a
common vehicle adaptation allowing the client to operate the accelerator and brake without the use of their lower extremities (Hegberg, 2012).
Hand controls can be mechanical (a rod extends directly from the hand control to operate
accelerator and brake) or electronic (they are
wired into the vehicle’s electronic acceleration and braking system). Hand controls are
defined by their action of acceleration because
all push forward, toward the dash, for braking (Hegberg, 2012). Common types of hand
controls include: push right-angle, push pull,
push twist, and push rock. Within these types
of controls, handle types may include tri-pin,
straight handle, handle with wrist support, and
knob.
Through this literature review, no research
was found specific to testing brake reaction
time with hand controls. This limits the DRSs
ability to observe and objectively assess client
performance using a specific hand control in a
clinical setting. Client performance may vary
due to specific impairments, client comfort/
preference, or knowledge of how to use a specific type of hand control. This further limits
the DRS in their ability to make recommendations regarding specific hand controls.
Despite the lack of research, some high-tech
driving simulators have the ability to measure brake reaction time using hand controls.
However, ongoing problems are associated
with simulator use including insufficient evidence establishing validity, cost, and the impact of simulator sickness (Classen, et al.,
2009; Dickerson, 2013). Limited accessibility
to high-tech driving simulators means many
DRSs must use other tools to gather information needed to make conclusions related to
brake reaction time using hand controls.
The RT-2S reaction time tester has an accessory that can be purchased to measure upper
extremity brake reaction time. This accessory
includes 2 buttons, one red one green, placed
on a tabletop that the client reacts to by pushing with their upper extremity. None of the
common hand controls mentioned earlier in
this article involved pushing a colored button
at table height. This evaluation tool does not
allow the DRS to observe client performance
using specific hand controls further limiting
the DRSs ability to make sound recommendations regarding specific hand controls.
Clinical observation and objective testing of
brake reaction time using a variety hand controls to determine best fit for the client is within the scope of the clinical driving evaluation.
When the DRS recommends hand controls,
it becomes important to assess brake reaction time by directly using the recommended
hand control. However, at this time, there are
no objective tools, outside high-tech driving
simulators, commercially available to DRSs to
objectively measure break reaction time using
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hand controls.

Conclusion
This literature review illustrates the value of
skilled observation of client performance skills
in making recommendations related to driving. Although a vast number of diverse tools
are being used to clinically evaluate driving,
none were found to specifically assess reaction
speed using hand controls. Development of an
evaluation tool to objectively measure brake
reaction time using hand controls would allow
for skilled clinical observation and objective
measurement of this performance skill. This
would allow the DRS to gather valuable information regarding adaptation prior to the client
getting behind the wheel.
This literature review also demonstrates that
all OTs have a role in assessing driving as a
valued IADL. There is a strong link between
driving and other occupations providing a
clear need for all occupational therapists (OTs)
to commit to addressing driving with clients.
Driving is often defined as the most important
IADL to older adults, adults who experience
illness or injuries resulting in physical and/or
neurologic impairments, and for young people
born with physical disabilities (Anstey, et
al., 2004; Classen, et al., 2009; Dickerson, et
al., 2014; Dickerson et al., 2011; Ross, et al.,
2016). Maintenance of and enabling mobility
through driving is a growing area of concern
requiring ongoing research (Dickerson, 2013;
George et al., 2014; Marmeleira, et al., 2008).
OTs and DRSs are uniquely situated to address
driving concerns and to provide the evidence
needed to enhance clinical evaluation of performance skills related to driving.
The potential benefits of evaluating brake
reaction speed using hand controls as part of
the clinical driving evaluation warrant further
exploration for possible development of such
a tool. An evaluation tool providing cost effective, time efficient, and valid measurement of
brake reaction speed would allow the DRS to
gather valuable safety information specific to
the recommended hand control prior to costly
behind the wheel training. Further research
is needed to validate such a measure and to
determine if the measurement of brake reaction time using hand controls in the clinic decreases the time and cost of behind the wheel
training.
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Discretionary Reporting puts Ontario
Occupational Therapists in the Driver’s Seat
By Nellemarie Hyde, OT Reg.(Ont.), CDRS,
Tamalea Stone, OT Reg.(Ont.)
The Ministry of Transportation of Ontario has
changed the regulations that govern health professionals’ responsibilities to report individuals with medical conditions to the Ministry of
Transportation. Since 1960 Ontario has been
operating under very broad mandatory reporting
requirements for physicians and optometrists,
that required reporting of any patient over the
age of 16 that has a medical condition that MAY
affect their driving. An update to the legislation
was long overdue.
Effective July 1, 2018 it will be mandatory for
physicians, nurse practitioners, and optometrists
to report certain high risk medical conditions,
functional impairments and visual impairments.
The list of prescribed conditions includes acute
psychosis, conditions that cause sudden incapacitation (eg. seizures), substance use disorders, severe motor/sensory impairment, visual
impairments, and cognitive impairment that
causes substantial limitations in one’s activities
of daily living (ADL). A full list can be found
here: https://www.ontario.ca/laws/regulation/
r18038
The new legislation identifies occupational
therapists as well as physicians, nurse prac-

24

titioners, and optometrists as having the ability
to report, at their discretion (“discretionary reporting”), any person who, in the opinion of the
health care practitioner, has or appears to have
a medical condition, functional impairment or
visual impairment that may make it dangerous
for the person to drive. The health care practitioners identified as mandatory and discretionary reporters are protected from legal action that
may occur as a result of reporting under this
legislation.
The Elizabeth Kidnie Coroner’s Inquest recommended such changes in 2002 after Ms. Kidnie was struck and killed by a senior driver.
The driver of the vehicle was unaware she had
struck and dragged Ms. Kidnie 300m before
pulling in to her driveway. The inquest that followed named occupational therapists as health
care professionals that should be identified in
medical reporting legislation. These recommendations informed the MTO regulations that will
take effect July 1st of this year. The new regulations are expected to have an impact on the professional practice of occupational therapists and
nurse practitioners in many practice settings.
Ontario is one of only two Canadian provinces
where OTs will be involved with notifying the
licensing authority of medically at risk drivers: in 2012 Saskatchewan added occupational
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therapists as mandatory reporting professionals. Until now, no other provinces in Canada
have addressed reporting by OTs in their legislation. Four provinces have mandatory reporting
by physicians only: Manitoba, New Brunswick,
Prince Edward Island, Newfoundland. British Columbia and Quebec have discretionary
reporting for physicians; however, reporting is
mandatory if the patient continues to drive after being advised not to. Two provinces, Alberta
and Nova Scotia, have discretionary reporting
for doctors only.
The new regulations will affect OTs in many
practice settings beyond the field of driver assessment and rehabilitation. Driving is an instrumental activity of daily living that OTs
routinely address in their practice. With the new
regulations, OTs working with clients 16 years
and up who have, or have had, the potential to
drive should consider the risk their client may
pose to themselves and public safety if they
were to drive. In situations where the risk is significant, OTs now possess the ability to make a
report directly to the MTO, if necessary, without
client consent. With the new MTO regulations,
Ontario has placed occupational therapists front
and centre in identifying medical fitness to drive
- a role for which our profession is uniquely and
exceptionally qualified.
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QLK is the only wheelchair docking system
that gives everyone true peace-of-mind.
DEALERS

QLK

• Custom options: advanced stabilizer,
wireless release, adjustable height
floor mounts...and more!
• Quick and painless installation
• Brackets for every wheelchair

DRIVERS

QLK

WE ALL

QLK

• Complete independence to drive
your vehicle

• Certified iQ Crash Testing forward,
backward and sideways

• More wheelchair clearance

• Packed with exclusive features

• Improved user experience

• Proven durability and reliability

THE SYSTEM WITH...

MORE HEART.

FEEL THE LOVE AT: QSTRAINT.COM/QLK-150
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ADED Awards Program
Categories and Descriptions
The Distinguished Service Award
This competitive award is given to individuals or groups
outside the scope of ADED who have demonstrated
distinguished service and/or support to the overall area
of mobility for persons with disabilities. This individual or
group, while not members of ADED, will be selected
for their discernible and unique contributions to this field.
(Examples of such candidates could be representatives
in the political/ governmental arena; prominent medical
or educational people; television, motion picture or other
media personalities, etc.)

evidence of the following:
a. Leadership qualities of the candidate(s).
b. National (or international) exposure or contribution
to serving the mobility needs of the disabled
person.
c. Research and/or clinical involvement of the
candidate(s) relating to mobility of the disabled.
d. Personal philosophy and devotion to the field of
mobility for the disabled.
e. Other material, as appropriate.

Only one award in this category may be given annually.

Note: The Distinguished Service Award (DSA) is
considered the most prestigious award presented by this
Association to a non-member.

Included in the written, supportive documentation should be

Achievement Award
A competitive award presented to an individual member
of ADED who demonstrates outstanding contributions in
the field of Driver Evaluation and/or Education. Material
is not limited to the current year, but may be cumulative.
This is presumed to be the most important award received
by a member of this organization and the second most
prestigious award presented by the Association.
Only one award in this category may be given annually.
Included in the written, supportive documentation should be
evidence of the following:
a. Advancement of driver evaluation and education
through leadership, publications, association

involvement, and attitudes of clientele,
administrators, co-workers, toward the candidate,
etc.
b. Interpersonal relationships, professional bearing
and prestige, personal sacrifice, public relations
efforts, development of equipment or ideas, etc.
c. Acknowledgment of the candidate’s efforts by
awards or recognition from other, non-ADED
sources.
d. Other material, as appropriate.
NOTE: The Achievement Award is considered the most
prestigious award presented to an ADED member, and the
second most important award presented by the association.

The Award for Research and Applied Engineering
A competitive award presented to an individual or group,
or organization that have demonstrated outstanding
accomplishments in the areas of research and applied
engineering or other automotive endeavors related to
mobility of the disabled person. This award may be
presented to either a member or non-member of ADED.
Included in the written, supportive documentation should be
the following information:

a. A description of the research or engineering
project(s), automotive or equipment design(s), etc.,
which distinguishes this individual or group from
the ordinary.
b. The effect of these contributions to the disabled
community.
c. Examples of the candidate’s contributions, if any, to
the existence or advancement of ADED.
d. Other material, as appropriate.

The Scholar Award
A non-competitive award presented to a member(s) of
the Association who has made an outstanding scholarly
achievement in the area of driver evaluation, education,
research, and/or engineering.
Included in the written, supportive documentation should be
the following information:
a. Description of the contributions made by the
candidate(s) authorship of articles, books, book
chapters, special papers, newsletters, etc.; or
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teaching skills in the university, secondary school,
etc.
b. Effect of this scholarly contribution to the field of
Driver Evaluation and Education.
c. Scope of the project(s) or work(s) to which the
candidate has applied his/her scholarly efforts.
d. Other supporting comments, if appropriate.
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Commercial Award
A competitive award presented to a Vendor or Corporate
member or Organization who has demonstrated
outstanding contributions in the field of driver rehabilitation /
vehicle modifications.
Only one award may be given, annually, in this category.

Incorporated in the written, supportive documentation
should include the following information:
a. Description of the contributions made by the
candidate towards the Association’s cause.
b. Effect that these contributions have had for the
Association.
c. Other supporting comments, if appropriate.

Lifetime Honorary Membership Award
A non-competitive award presented to a member(s)
of the Association who has met the following eligibility
requirements:

c.

Age 55 and/or within 5 years of retirement.

Benefits
a. Recognition of honor (plaque or appropriate
keepsake)
b. Free lifetime membership to ADED
c. Free annual ADED Conference registration

Eligibility
a. ADED member for 15 or more years.
b. Served a total of 10 or more years as an
ADED officer, ADED national board member,
conference team member, ADED standing or
ad hoc committee member (positions can be
combined to total 10 or more years).

Instructions For Nominations Submissions
1. Determine candidate’s eligibility for an
award by surveying the types and scope of
awards made available by the Association.
2. Complete the online Nomination for
Awards Form and attach supporting
documentation. An award candidate
must have written, supporting material
to be considered for an award. Online
nomination form is found on www.aded.net.

3. Upload to the online submission form
supporting material for each candidate.
The more information provided to support
their candidacy the better.
4. With the exception of the Distinguished
Service Award, only members of this
Association are eligible to nominate
candidates for these awards.

SUBMISSION DEADLINE: All nominations must be
submitted online by May 31st.

2018 Trade Show Activities
Visit the ADED booth at these events

ADED is spreading the message about driver rehabilitation and the great work our members do to future providers, industry
leaders and influencers. Here is our line up of events we plan to attend in 2018; schedule is subject to change. We are always
looking for volunteers to help man our booth. If interested, e-mail marketing@driver-ed.org with the event and dates that you
would like to volunteer.
June 20-23	Canadian Association of Occupational
Therapists Conference (CAOT)/Vancouver BC
June 21-23	Case Management Society of America
Conference (CMSA)/Chicago IL
July 11-15	Rehabilitation Engineering and Assistive
Technology Society of North America
Conference (RESNA) /Alexandria VA
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July 22-25	The American Driver and Traffic Safety
Education Association (ADTSEA) /Rosemont
IL
August 10-14	ADED Annual Conference & Exhibits/
Richmond VA
October 10-13	Driving School Association of Americas
(DSAA) /Baltimore MD
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Newly Redesigned JoeyTM

More Compact.
More Applications.
More Simplicity.
• Install in SUVs, CUVs, minivans, vans
• Fastest cycle time on market
• Standard safety barrier
• Illuminated platform and hand control
• Easy loading, no belts required*

*Belts needed in only 5% of applications.

844-755-5543 • bruno.com

Bruno Independent Living Aids
Scooter lifts | Turning vehicle seats | Stairlifts | Vertical platform lifts
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MECHANICAL versus ELECTRICAL Hand Controls
Submitted by Cody Howell,
Operations Manager SureGrip
One of the most notable shifts of late, in the
adaptive driving world, has been the increasing
use of electronic hand controls. As a member of
the company that has been one of the primary
forces behind this shift, it has been truly astounding to see how quickly the technology has proliferated. From the launch of FeatherLite hand controls in January 2016, it took a mere 16 months
for them to overtake our traditional mechanical
controls as our biggest seller.
From the onset, we felt strongly that electronic
hand controls were going to be the way of the
future and that they would largely displace mechanical hand controls as the preferred choice
for evaluators and drivers alike. However, the
speed at which that process has been occurring surpassed all our expectations. Moreover,
we also knew that the success of our electronic
hand controls would spur other companies in our
industry to develop similar products in order to
keep their product lines current. As it turns out,
that prediction also came true in speedy fashion,
as all three major North American hand control
manufacturers (MPS, Veigel, and Sure Grip)
now offer electronic hand control products.
When a product takes off as quickly as FeatherLite has, it is typically because it is addressing
a need that has previously gone unmet. Bearing
this in mind, electronic hand controls open up
a fairly interesting conversation about the merits of mechanical versus electronic solutions for
drivers. Understanding the impetus behind the
success of these products is key to understanding why one would be used over the other. To
advance this conversation, I’d like to take some
space (and some of your time) to present what I
view to be an accurate comparison of the two.
Before I begin, I would like to make a note that
the following is an overall assessment of electronic versus mechanical, not FeatherLite versus
mechanical or FeatherLite versus the competition.
Obviously, as a member of the Sure Grip team,
I’m going to be biased towards promoting FeatherLite over anything else, but for the educational
purposes of this article, I will do my best to park
my biases. That being said, the points made below rely heavily on my experience and since that
mostly lies within my own product line the points
made will be coming from a perspective that is
overwhelmingly influenced by FeatherLite.

Leg Room
Although some may disagree, I’m almost certain
that when Depeche Mode wrote “Just Can’t Get
Enough,” it was about creating leg room in a car
during a hand control installation. (I apologize
for the lame joke and obscure musical reference.
It’s getting late). Humor aside, there is a pervasive truth to the eternally unsatisfied need of creating additional room for hand controls during
installations. The harsh reality is that no vehicle
is designed to have hand controls in it. Add to
that the simultaneous trends of people getting
larger, and cars getting smaller, and you have a
recipe for dissatisfaction.
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Ultimately, the best way to give your customers
more leg room is to make your product take up
less space. The biggest difference we could make
in our design to slim it down was to eliminate the
gas linkage. It was the component of the hand control that hung the lowest so eliminating it in favor
of a sensor gave our drivers an additional inch and
a half of leg room.
Although I’m quite certain that the other electronic hand controls on the market provide similar
advantages, I have not come across the claims of
others, and how much space they take versus their
mechanical counterparts. I have to assume it’s less,
as I can’t see the point of having an electronic hand
control that takes more room than a comparable
mechanical product. In absence of this information the best course of action is to suggest you ask
manufacturers directly.

Operational Throw
The static position of the hand control is one factor
in how much room the control takes. The other is
how much space the control takes to operate the
throttle and braking motions. From what I can tell,
every electronic hand control on the market takes
less space to operate the throttle than a comparable
mechanical product. This is simply because the
throttle motion only needs to rotate a small sensor
instead of an entire gas pedal. As the brake actuation method is the same as mechanical controls,
there is no advantage for braking space with electronic hand controls.
One of the consistent situations in which this has
made the most difference is with push/pull controls. There are many cases where the throw required for the handle to achieve full throttle and
full brake is too large to be practical. You have
to “choke up” on the pedals with your brake and
throttle linkages so much it makes the operation
very strenuous. By significantly reducing the
space you need to swing the handle around for
throttle you free up a corresponding amount of
space for the brake. This can be the difference between success and failure when installing controls
on a vehicle where the space between the steering
wheel and the dash is restrictive.

Throttle Tension
Another major advantage electronic controls have
over mechanicals is the amount of force required
to apply the throttle. This is also a result of being
able to eliminate the need to physically depress the
gas pedal in lieu of rotating a sensor. This ability
also allows us to constrain the throttle motion to
tighter spaces, as mentioned above, while still reducing the amount of force needed to accelerate.
Moreover, decoupling the return force of the handle from the factory pedal and making it a function
of the hand control itself has allowed us the ability
to independently adjust the throttle tension. I am
not sure if all electronic hand controls on the market have this feature; the reader is encouraged to
inquire with the individual manufacturer.

Throttle Signal Control
This is one of the benefits of electronic hand
controls that isn’t as well known as the others
on this list. Since we are outputting our own
throttle signal and are not tethered to the signal
from the OEM pedal, we can modify that signal and control the vehicle throttle in ways that
were not previously possible.
There are a couple different ways to accomplish
this. The first way, which we’ve adopted, is to
add a second switch that gives you the ability
to reduce the amount of throttle available to the
driver by 50%. The other method that is being
used is to create a non-linear throttle output.
With the non-linear method, you can decide
how much throttle output corresponds to a particular amount of hand control throttle motion.
For example, most factory pedals are linear, so
moving the pedal 30% of its total range outputs
30% of the engine’s potential throttle. With a
non-linear system, you can make the first 50%
of the hand control’s throttle motion output
30% of the vehicles throttle.
Both these methods are ultimately designed
to smooth out the initial acceleration of the
vehicle and give the driver more control over
their vehicle in cases where they find the hand
controls too sensitive. I won’t get into which
method is superior because that would require
an entire separate article, and there’s no way I
could even attempt to present that comparison
in an unbiased way.

Additional Features
Beyond the ability to control the throttle signal, there are also some additional features that
are unique to electronic controls. For example,
the Brake Throttle Override, which cuts the
throttle to an idle when the brake is applied
(eliminating conflicting brake/throttle inputs)
can be added with the installation of the brake
sense wire. Another example would be having
an auditory signal that goes off when the driver
is riding the brake. Individually these features
may not tilt the scale in one direction or another, and there is a fair variation in opinion
as to their value but having them as options in
the cases they are needed is definitely an added
bonus.

Aesthetic Value
The elimination of the components needed to
depress the gas pedal has led to much more
streamlined products. This makes it much easier for installers to avoid dash panel trimming
and keeping the installations clean. I can say
from experience that while the look of a product is something that is often neglected in our
industry it is of utmost importance to our customers. I understand the need to recommend
products based primarily on their ergonomic
and functional value, but highly recommend
that you take the aesthetic value of a product
into consideration when determining what is
best for your clients.
(Continued on next page)
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MECHANICAL versus TECHNICAL Hand Controls (Continued)
Safety

Longevity

One of the main factors that has to be considered in
our litigious environment is the safety of the product
or procedure being used. Even within the driving
aids industry, you can see liability and safety being
behind a number of recent trends such as accelerator
lockouts, mandatory pedal guards and, now, electronic hand controls.

This is the first category where I’m going to have
to give the edge to mechanical controls. It’s not uncommon for us to see people showing up to shops
with 15-year-old controls that have outlasted 3 cars.
As much as I hope that will be the case with electronic hand controls, the reality is that electronic
products in general do not tend to last as long as
mechanical ones. Even an Apple iPhone, probably wouldn’t last as long as your grandma’s rotary
phone. The good news is that we’re not designing
our products to fail. In theory there should be nothing stopping the controlling electronics of our systems to last at least the life of a vehicle. That being
said, the only way to find out is to forge ahead and
see what the future holds.

Mainly where electronic hand controls shine is their
ability to default to the OEM pedal upon vehicle
ignition. This all but eliminates situations where
untrained drivers use the controls either deliberately
or accidentally. Furthermore, it gives vendors the
ammunition they need during litigation to prove
that the person using the hand controls at the time
of an incident made a deliberate choice to activate
the controls and use them, despite not knowing how
and the factory equipment being available for vehicle operation.
Ultimately, the whole point is to avoid unfortunate
circumstances altogether. However, when those situations arise, it’s important that the members of this
industry are in the best possible position to defend
themselves from frivolous lawsuits.

Elimination of the Pedal Guard
As mentioned above, a very common practice in
our industry is for gas pedal guards to be installed as
a mandatory element of a hand control installation.
While this was sensible from a safety standpoint, its
added costs and taking up of valuable space were
often a frustrating burden to our common customers. Moreover, many of the pedal guards that get installed are removed as soon as the client leaves the
dealership and sit on shelves collecting dust, nullifying their ability to keep people safe.
Since electronic controls never allow two throttle
sources to be active at a time, the factory pedal
becomes inactive as soon as the hand controls are
selected as the active throttle source. This means
that stomping down on the pedal during hand
control use produces about as much throttle as the
Cleveland Browns produce wins. As much as this
is a useful feature that will help many people, you
must remember that this only eliminates a need for
the GAS pedal block, not pedal blocks altogether.
If you are concerned about the possibility of your
client’s foot sliding behind the brake pedal and interfering with their ability to come to a stop, then
you will still need to consider a pedal block to address that issue.

Nevertheless, even our most optimistic projections
of product life for our electronic hand controls don’t
have them outlasting our mechanical ones.

Reliability
Another point that goes to the mechanical team
is that of reliability. Again, this has more to do
with electrical products vs. mechanical products
in general. Electronic products have far, far more
components and, consequently, more potential
points of failure. As much as it would be nice for
this to not be the case, it is.
I don’t want to give off the impression that electronic hand controls are unreliable. There’s a difference between being generally unreliable and
unreliable relative to something else. I don’t mind
disclosing that our current model of FeatherLite
has a failure rate of less than one percent. However, our mechanical hand controls have a failure
rate of less than 1/5 of one percent. How you define “reliability” is subjective, but based on how
many controls there are out there vs. how many
issues they create I think that the electronic controls on the market are passing any kind of reasonable test for establishing themselves as such.

Cost
Looks like we’re wrapping up with another point
to team mechanical. As mentioned above, there
are more components to an electronic hand control, which leads to higher costs. There is also
more R&D involved in ensuring compatibility
with various vehicles as we have to be checking
for connector types, wiring configurations, signal types, signal values and so on.
The installations can also take bit more time as

hooking up the power, electronics and tying everything up out of the way often takes more time
than hooking up a throttle linkage. That being
the case, it’s not rare to see vendors charging an
additional hour or two in order to install an electronic hand control.
As much as all electronic hand controls are more
expensive than mechanical controls, how much
an electronic control will vary in price compared
to its mechanical equivalent can vary massively.
Some electronic hand controls are only 25%35% more than comparable mechanical controls
while others can be double or more. Again, this
varies a fair amount based on the manufacturer’s
price, vendor’s markups, labor rates and application.
As one final note on the cost, it is worthy of note
that the elimination of the pedal guard comes
into play when considering the total cost of
equipping a vehicle. Pedal guards commonly
add two hundred dollars or more to a hand control installation. In a situation where the hand
controls are being recommended in conjunction
with a gas pedal guard it’s very possible that the
additional cost of the electronic option ends up
being a wash.

In Conclusion
I hope that reading through this was helpful in
understanding a manufacturer’s perspective on
the products we make. As with anything else in
life, there are upsides and downsides to everything and it’s up to you to determine where the
elements of this comparison fit on your hierarchy
of value. If I can interject a personal opinion, I
would suggest you strongly consider the electronic option whenever possible. While they do
have their downsides relative to their mechanical
equivalents, overall, I think it’s self-evident that
electronic hand controls offer many compelling
points.
As with any new technology, there are going
to be those apprehensive towards adopting it.
Some of this is because of the human tendency
to keep with the status quo. Some of it is also a
very understandable desire to allow the product
some time to develop a track record that can help
inform your decision. Fortunately, I’m very confident that the products available now are able to
meet the needed standards of function and reliability that are needed to satisfy therapists, dealers and drivers alike.

About the National Multiple Sclerosis Society
The Society mobilizes people and resources so
that everyone affected by multiple sclerosis can
live their best lives as we stop MS in its tracks,
restore what has been lost and end MS forever.
Last year alone, through our comprehensive
nationwide network of services, the Society
devoted more than $100 million to connect approximately one million people affected by MS
to the connections, information and resources
they need. To move closer to a world free of MS,
the Society also invested $42 million to support more than 380 new and ongoing research
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projects around the world. We are united in our
collective power to do something about MS
now and end this disease forever. Learn more at
www.nationalMSsociety.org.
The Society’s MS Navigator program is a supportive partner and helps navigate the challenges
of MS, unique to each person’s situation including:
• Information and education to help those with
MS and their support team advocate for what
they need
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• Emotional support for people with MS, family
and carepartners, including support groups and
resources
• Help to navigate the complexities of finding a
healthcare provider, benefits, insurance, access
to coverage, and employment
• Wellness resources related to diet, exercise, and
emotional wellbeing
• Financial assistance to help minimize the financial impact of MS
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Benefits of Vendor & DRS Collaboration
at San Diego Auto Show
by Penny Anders, PTA/CDI
Sean Petersen, Director of Sales and
Marketing GoldenBoy Mobility
As a physical therapy driver rehabilitation specialist, I work in an acute care facility. My clients are diverse and interesting. Most patients
and their families are faced with many physical
and personal changes that affect their mobility.
They are on a great journey of rehab to recovery. As I work with them, I see the needs of my
clients and know that driving rehabilitation can
help them regain their freedom and independence. However, I continually face the barrier
of educating the staff and the patients on the important role of driver rehabilitation. The question is how do I educate people, so they can see
the value of driver rehabilitation too?
I have found a creative solution to this question
thru the San Diego International Auto show!
Each year over 250,000 people flood the San
Diego’s convention center to see the latest and
greatest new vehicles at the San Diego International Auto Show. GoldenBoy Mobility, one
of the largest local mobility dealers in the area,
has tapped into the crowds and exposure at the
auto show by developing a great event that helps
provide information to consumers on adaptive
options and driving rehab. I wanted to take a
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moment to share what they are doing!
After looking at the exotic, extravagant vehicles,
attendees’ jaws drop when they reach GoldenBoy’s 10,000 square feet section solely dedicated to mobility equipment. It is here that the
public is educated on
the typical journey that
drivers take from onset
of an injury or illness to
evaluation by a driving team consisting
of driver rehabilitation specialists and
the GoldenBoy team.
Specifically,
GoldenBoy has both an
occupational therapy
certified driver rehabilitation specialist and a certified driving instructor, driver rehabilitation specialist on hand
to introduce and share insights in this awesome
world of technology. This show captures the interests of drivers and my coworkers alike! It is
often after this show that my coworkers share
what they have seen and ask, “Is this what our
driving program does? Now I get it!”
One of the main attractions for GoldenBoy’s
section is a modified vehicle that looks like a
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transformer. “What is this?” attendees will ask.
They are surprised to learn the vehicle was designed for someone with a disability. GoldenBoy explains, the vehicle was developed so this
person could, Go, Be, & Live – the GoldenBoy
motto. Many if not most
of the attendees are in
awe as they learn about
the special features and
options that allow drivers with disabilities to
continue to drive. When
asked about his experience, one attendee notes
that he had no idea this
type of technology was
available and states, ‘’I
have a cousin with a
disability. Do you think
he can drive??” It is exciting to see how an experience at this show can spark awareness, understanding, and interest.
Lee Iacocca once said, “The thing that lays at
the foundation of positive change is service to
fellow human beings.” Like many of you, as a
physical therapist driver rehabilitation specialist, I believe in service to fellow human beings
and I feel that this event displays that same ide(Continued on next page)
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Benefits of Vendor & DRS Collaboration at San Diego Auto Show (Continued)
spective and increase exposure. The goal is to As most kids dream of their first car and indeshare the information while keeping it interest- pendence from mom and dad, the team at Golding and informative. At the expo, GoldenBoy enboy Mobility works with clients and evaluaGoldenBoy Share Their Motivation
invites clients to tell their stories. People like tors to make that dream possible for clients that
When asked about why they participate in the paralyzed Veterans to talk about their journey, require modifications. The motto at GoldenBoy
mobility zone, GoldenBoy’s responded, “Since the benefits that are available, and use the expo is “Go, Be, and Live!!”
JOYSTICK
there is no abilities expo in San Diego
this is to showcase their motorsports program, and
8 FUNCTIION
A spokesperson from GoldenBoy shared, “We
our stage.” According to a study initiated by the race cars or off-road vehicles.
have a lot of potential drivers that visit our moChristopher & Dana Reeve Foundation, there
Here are some of the things that GoldenBoy has bility zone to learn about their opportunities.
are nearly 1 in 50 people living with paralysis.
JOYSTICK
For some this visit is the beginning of their indone over the past 10 years at the auto show4toPOSITIONS
This equates to approximately 6 million people
dependence.
They are able to see what is availhelp
provide
an
informative
and
interactive
ex+
SPINNER
and is equivalent to the combined population
able and they are inspired to take the next steps.
perience:
of Los Angeles, Philadelphia, and Washington
2 SWITCHES
We are able to guide them through this process.
D.C.! In other words, it means that almostKNOB
ev- • Built a wheelchair obstacle course to see what
They are able to work with driving team, includis really like “to be on wheels”
ing driver rehabilitation specialists to make this
• Created a driving simulator, allowing somea reality. For some this is the last step. They
one to get behind the wheel and experience
have completed their evaluations and are ready
what it is like to use a simple set of mechanito select their vehicle. They are very much like
cal hand controls
a kid in a candy store seeing their options and
finding the solutions that are best for them.”For
• Integrated the latest and greatest in wheelGoldenBoy, the San Diego International Auto
chair mobility attachments
Show experience is about the journey and the
• Showcased customers modified race cars, off
destination. The auto show aides in the journey
road vehicles, and a custom built hot rod, to
guiding and determining which is the correct
show people almost anything is possible
vehicle...and that vehicle, properly modified
eryone, knows someone living with a disabiland equipped, will get them to their destination.
ity! GoldenBoy remarks, that it is their goal to • Displayed adapted driving vehicles designed
for
driving
evaluators
and
explain
how
the
This is a wonderful project. Educating the pubspread the word that there are options for gainprocess works
lic, assisting the clients and families, sharing the
ing and maintaining independence for people
with physical challenges.
• Helped to promote disability awareness which experiences of so many, AND helping let people
know what we actually do! In my community I
allows multiple organizations to spread the
GoldenBoy goes on to share, that while car
have found this project to help provide educawork about what they do
shows are primarily about cars that they enjoy
tion to so many on the valuable role of driving
infusing their technology to offer another perrehabilitation.
ology in its quest to educate people on what is
possible.

New Products

CHRYSLER HVAC

ODYSSEY HVAC

Crescent Industries, Inc.

KNOW DRAIN
Tired of dead batteries?
Know drain allows any selected
equipment to be disconnected
with a magnetic switch.

191 Washington St., Auburn, MaineKNOW
04210 DRAIN
Know
drain
Tel (207) 777-3500 Fax (207) 777-3522 will disconnect
selected equipment automatically if
www.crescentindustries.com
the battery voltage drops below a
safe reserve starting voltage.
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The Impossible Takes A Little Longer
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NEWS ARTICLE

Model Driver Education Instructor
Training Materials Released
Improved training for driver education instructors has been recommended as one of the primary
recommendations in most, if not all, of the National Highway Traffic Safety Administration’s
(NHTSA’s) State Driver Education Assessments /
Peer Reviews. Plus, over 50% of current instructors nationwide are at retirement age, so a training system to replace these instructors is needed.
Unfortunately, in the past ten years, many colleges
and universities have discontinued their teacher
training programs. Faculty retirements, university
budget costs, and low enrollment have been the
primary causes.
The Association of National Stakeholders in Traffic Safety Education (ANSTSE) has announced
the release of a Model Training Curriculum for
the Teaching Task and the Stages for an Instructor Preparation Program. The instructor training
program creates an alternative and option to university-based driver education instructor training.
This training program will assist all state programs
to offer quality driver education instructor training,
providing public, commercial, and private schools
with a powerful new resource for training driver
education instructors.
The Model Training Curriculum for the Teaching Task Instructor Preparation Program was developed by the Teacher Training Working Group
(TTWG) and ANSTSE with funding from the
National Highway Traffic Safety Administration
(NHTSA). The curriculum was pilot tested and

formative evaluation conducted in three states
(North Carolina, Michigan, and Oregon) to demonstrate that the materials would efficiently train
new driver education instructors to teach the State
approved driver education program.
The curriculum contains model training lesson
plans and visuals with an instructor’s guide and
participant workbook to train new driver education instructors on teaching and learning theories
for classroom and behind-the-wheel instructional
methodology. Instructor candidates should have
a strong understanding of state law, the driver
education curriculum they will be teaching, and
exceptional driving ability demonstrated. All instructor candidates must have completed a driving
task analysis course or have been tested for their
knowledge on the driving task before entering/enrolling in the teach task courses.
There are three parts to the teaching task:
1. Fundamental Concepts of Teaching and Learning
2. Classroom Teaching and Learning Theories
3. Behind-the-Wheel Teaching and Learning
Theories
The driver education instructor training courses
should be taught by a qualified master instructor
who has received training on how to utilize these
materials. States/programs may duplicate the
materials for use and distribution to participants.

Summary of Estimated Instructional Time
Stage

Hours

Stage I: Entry Assessments

Time determined by the State/Program,
estimated at 1 hour to administer the knowledge
assessment to all instructor candidate’s and up
to 1 hour per candidate to administer the driving
assessment.

Stage II: Foundations of Novice DE

35 hours (inclusive of 6 BTW hours)

Stage III: The Teaching Task
Part I Fundamental Concepts
Part II Classroom T&L Theory
Part III BTW T&L Theory

70 hours for all three parts
14 hours (2 days)
21 hours (3 days)
35 hours (5 days)

Stage IV: Student Practicum

Time determined by the State/Program

Stage V: Exit Assessments

Time determined by the State/Program,
estimated at 1 hour to administer the knowledge
assessment to all instructor candidates and up
to 1 hour per candidate to administer the driving
assessment.

Certification Level

Hours

Full Certification – Both Classroom
and BTW Instructor

105 hours (15 days) + entry and exit assessments
and student practicum

BTW Instructor Only

84 hours (12 days) + entry and exit assessments
and student practicum

Classroom Instructor Only

70 hours (10 days) + entry and exit assessments
and student practicum
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State-specific and program-specific content may
be added.
The intent of the curriculum is to enhance the
quality and effectiveness of training throughout
a State’s instructor training program and ensure
a beneficial learning experience for the instructor
candidates. This curriculum is not designed to accomplish all of the training and information a State
may wish to provide their new driver education
instructors. This material should be supplemented
by State material and information.
The electronic PDF, Microsoft Word and PowerPoint files with embedded videos for the Teaching
Task Curriculum are available for free download
at www.anstse.info.
This model curriculum provides the resources
needed to conduct Stage III, teaching and learning theories or the Teaching Task, of the instructor
training system. The training system includes five
stages:
1. Pre-Screening and Entry Assessments
2. Foundations of Novice Driver Education (The
Driving Task)
3. The Teaching Task / Teaching and Learning
Theories
4. Student Teaching Practicum or teaching with an
experienced mentor
5. Exit Assessments for successful completion of
the instructor preparation program
Each Stage is a critical component within the
“System.” Altering or omitting a Stage within
the “System” will drastically affect the quality of
driver education instructors trained. Many of the
Stages require course development by the State
or program. ANSTSE has developed training
resources to assist in conducting Stage III: The
Teaching Task.
Details on each stage can be found in the revised
2017 NTDETAS Attachment C – Stages for Driver Education Instructor Preparation Program. The
NTDETAS is available for free download at www.
anstse.info. The following table provides a summary of the estimated instructional time and the
time to administer the entry and exit assessments.
Notes:
Total suggested instruction times are minimums.
Instruction time does not include time to conduct
entry and exit assessments and student teaching
practicum.
Instruction time is based on a 3:1 student trainer
ratio for Parts II and III.
States and programs are encouraged to require all
three parts of the teaching task.
We encourage you to utilize the Model Training
Curriculum in your continued efforts to enhance
driver education and reduce teen crashes and fatalities. For more information and additional resources, please visit www.anstse.info.
Driver Education Saves Lives!
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ADED Education Update
by: Lynn Rocap,CAE
ADED Education Services Manager
It’s a new year and that means a lot is happening
with ADED Education. We are planning another
year full of great opportunities for professional development, camaraderie with other professionals
in the field, and cutting-edge driver rehabilitation
education.
NMEDA March 2018:
The ADED Educational Tracks 101 & 201 at the
NMEDA 2018 Annual Conference were a great
success. Thank you to everyone who attended. We
want to express our gratitude to our presenters:
Nathalie Drouin, Stephanie Scharf, Pierro Hirsch,
Laura Miear, Tammy Phipps and her incredible
panel of clients, as well as Lea Bertoni and Jill
Sclease. Thank you for sharing your knowledge
and time to support ADED Education!
System Updates:
Our new Learning Management System, ADED
eLearning launched in December and its content
is steadily growing. https://elearning.aded.net/
Current online course offerings are:
AutoCoach 2.0: Making AutoCoach Accessible:
A New Mobile App Designed by Certified Driver
Rehabilitation Specialists for Parents of Teens
with Cognitive and Physical Disabilities
Driving Readiness in Autism Spectrum Disorder:
The Role of Executive Function & Intellectual
Disability
Self-Driving Cars: The Impact on People with

Disabilities
Complimentary Members’ Only
offerings are:
Funding Sources for your Clients
Unlocking the Benefits of Autonomous Vehicles
ADED Speakers Bureau Update:
ADED recently updated Policy
501 which relates to the ADED
Speakers Bureau for ADED
2-day course presenters. ADED’s
Speaker’s Bureau is designed to:
assure that ADED has a broad
list of competent, knowledgeable presenters for
ADED course offerings, assure that all members
who wish to be considered as a presenter are afforded that opportunity, assure that program hosts
have a broad selection of potential speakers from a
variety of geographic areas to keep travel budgets
economical, assure a variety of presenters from
diverse backgrounds and experience, and assure
that the ADED office has the information it needs
to promote the program and recruit speakers in a
timely manner. We will be accepting applications
throughout the year. Complete information can be
found on web page: https://aded.site-ym.com/general/custom.asp?page=352.
2-Day Live Course Offerings:
ADED will be offering The Impact of Disability,
Vision, Aging and their Relationship to Driving
twice this year. Our spring offering will be June

1-2, 2018 in Phoenix, AZ and our
fall offering will be October 26-27,
2018 in Concord, NC. Complete
information can be found on web
page: https://aded.site-ym.com/
page/EDUDVA.
On August 10-11, in conjunction
with conference, ADED will offer
Introduction to Driver Rehabilitation and our newly updated Application of Adaptive Vehicle Modifications. We expect a packed room
for both courses, so be sure to
register early. Complete information can be found on the conference web page: http://www.aded.net/page/Conference2018.
ADED Conference 2018:
ADED is getting ready for Conference 2018 in
Richmond, Virginia. You’re invited to: network
with the best of the best in the field of Driver Rehabilitation, learn from your peers and share your
common experiences, speak with manufacturers
and vendors offering adaptive mobility equipment
and driving solutions, earn up to 31 continuing
education hours towards your CDRS certification
renewal, expand your horizons with new concepts
in driver training, evaluation and equipment prescriptions, see, touch, and explore new and innovative adaptive driving equipment and driving
solutions. We hope you will join us for the ADED
2018 Conference. Visit the ADED website for
complete conference information!

Save
the
Conference!
Save
thedates
datesfor
for Annual
Annual Conference!
August
10-14,
2018
August
10-14,
2018
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August
2019
August 9-13,
9-13, 2019

Spring 2018

July
24-28,
2020
July
24-28,
2020
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2018 2-Day Course Schedule
Introduction to Driver Rehabilitation

This 2-day course is designed for the new driving evaluator. The skills and knowledge needed to establish an adaptive
driving program or become a new staff member for an established program will be discussed and shared. The course
will also cover the following topics: development of a clinical and on road evaluation, basic training techniques,
introduction to adaptive equipment, best practices in documentation and interactions with equipment vendors.
Course Dates & Locations:
August 10-11, 2018 • Richmond, VA in conjunction with the ADED Annual Conference

Application of Adaptive Vehicle Modifications

This 2-day course is ideal for those desiring knowledge of adaptive driving equipment as well as the process for
prescribing and delivering such equipment to individuals with disabilities. Topics will cover adaptive driving equipment
assessment, low tech equipment options, high tech driving systems, writing prescriptions and vehicle / equipment
fitting and wheelchair passenger accommodations. The course also covers collaboration with local mobility equipment
dealers and drivers for best-fit options.
Course Date & Location:
August 10-11, 2018 • Richmond, VA in conjunction with the ADED Annual Conference

The Impact of Disabilities, Vision & Aging and their Relationship to Driving

This 2-day course provides a broad overview of the driver rehabilitation process. The course is designed for healthcare
providers starting or advancing a driver rehabilitation program as well as those referring individuals to a program.
Traffic safety/driver education professionals will benefit from the information that they can apply to their practice.
Topics include: acquired, congenital, developmental and progressive disabilities; age-related and visual impairments
that affect driving; the driver assessment process; adaptive driving equipment and vehicle modifications and driver
licensing issues.
Course Dates & Locations:
June 1-2, 2018 • Phoenix, AZ
October 26-27, 2018 • Concord, NC

Scholarships for courses are available!
Please visit www.aded.net for complete course and scholarship information
A D E D ♦ 8 6 6 - 6 7 2 - 9 4 6 6 ♦ w w w. a d e d . n e t ♦ i n f o @ a d e d . n e t
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NEWS ARTICLE

Revised 2017 Novice Teen Driver Education and Training
Administrative Standards Released
Motor vehicle crashes remain the leading cause
of death for teens in the United States. The number of young drivers 16-20 years old involved in
fatal crashes increased by 10 percent from 2014
to 2015. Despite these statistics, there is hope in
addressing the risks faced by novice teen drivers. Organizations, like the Association of National Stakeholders in Traffic Safety Education
(ANSTSE) are working specifically to address
these statistics and fatalities. ANSTSE has revised the 2017 Novice Teen Driver Education
and Training Administrative Standards (NTDETAS) to improve driver education programs
nationwide.
This 2017 revision represents a multi-year effort
of ANSTSE to enhance the national standards
for driver education. The revised standards incorporate:
1. Classroom and behind-the-wheel delivery
standards
2. Online delivery standard
3. Instructor training standards to support the
stages for an instructor preparation program
and the model training materials for the
teaching task, which were developed
4. Revision to the entire NTDETAS.
The revised standards are available for free
download at www.anstse.info.
States are encouraged to adopt and implement
the standards contained in the NTDETAS to
assist in their efforts to reduce teen driver
crashes and fatalities. The NTDETAS are recommended and intended to be accepted as the
minimum standard for “novice driver education
programs” within the United States. These are
all minimum requirements that State’s should
strive to achieve.
It is understood that not all states can implement all of the standards at once, but that states
should develop a plan to implement these standards incrementally.
In addition, the NTDETAS, revised in 2017
by ANSTSE, are a key highway safety countermeasure for states to use in improving teen
driver safety. They include:
• Administrative Standards
• Content Standards (ADTSEA & DSAA)
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• Delivery Standards
• Online Delivery Standards
• Instructor Training Standards
The Standards consist of the following sections:
1. Program Administration - provides
standards for the administration, oversight,
record keeping, program evaluation, data
collection, and communication of driver
education.
2. Education and Training - provides standards for curricula, instructional time, student
evaluation, and delivery methods as well as
online delivery of driver education.
Classroom and Behind-the-wheel delivery
standards focus on the “how” to deliver driver
education and provide minimum guidelines on
topics including:
- Concurrent and integrated time
- Classroom and BTW time period
- Student to instructor ratio
- Classroom requirements
- Training vehicle requirements
- The use of simulation, driving range and
computer-based learning substitution hours
for BTW
2.2 Online delivery standards for driver education will improve the quality of online driver
education programs nationwide. They provide
consistency in “how” online driver education
programs are delivered and provide guidelines
on topics including:
- Instructional design – how to organize,
standardize, communicate and examine the
instructional content of the online course.
-S
 tructural design – describes how the
course will be implemented in order to meet
the learning and course requirements.
-E
 valuation/testing/assessment – how and
what type of evaluation will be carried out
for learners, the course and online instructors.
-T
 echnological design and capabilities
– minimum technological tools and/or
capabilities.
- Legal requirements – how to protect
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learner privacy, verify learner participation
and test taking and comply with state/federal requirements for driver education and
certification.
3. Instructor Qualifications - provides standards for instructor training and qualifications
for the training of novice drivers, including
prerequisites, course content from State approved driver education curricula, the teaching task, a student teaching practicum, exit
assessments and ongoing training and recertification. Two attachments are included for the
stages of a driver education instructor preparation program and model training materials
for teaching driver education instructors.
4. Parental Involvement - provides standards
for supervised driving practice, a parent
seminar, parent progress reports and parent
resources.
5. Coordination with Driver Licensing - provides standards for communication between
the state driver education agency and the
driver license authority; the GDL system; coordination and education with courts and law
enforcement; requirements for the knowledge
and skills tests.
The following new attachments are also included in the revised NTDETAS:
Attachment A – ADTSEA Curriculum Standards
Attachment B – DSAA Curriculum Standards
Attachment C – Stages for Driver Education Instructor Preparation Program
Attachment D – Table of Contents of the Model
Training Materials for the Teaching Task
Attachment E – NHTSA Graduated Driver Licensing System Model
Attachment F – NHTSA Uniform Guidelines
for State Highway Program – Highway Safety
Program Guideline No. 4 – Driver Education
We encourage you to utilize the revised 2017
NTDETAS in your continued efforts to enhance
driver education and reduce teen crashes and
fatalities. For more information and additional
resources, please visit www.anstse.info.
Driver Education Saves Lives!
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TOP REASONS TO ATTEND THE ADED CONFERENCE

Richmond
AUGUST 10 -14, 2018

1. KEEP UP TO DATE PROFESSIONALLY
2. NETWORK WITH DRIVER REHABILITATION SPECIALISTS
3. INCREASE JOB COMPETENCE AND ACQUIRE CONTACT HOURS
4. LEARN NEW SKILLS
5. PREPARE FOR THE CDRS EXAM
6. ACQUIRE ADVANCED KNOWLEDGE
7. MAINTAIN OR IMPROVE EXISTING SKILLS
8. EXPLORE THE TOP PRODUCTS AND SERVICES
9. SUPPORT YOUR PROFESSION
10. ENJOY ADED COMRADERY
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Manufacturers’ Corner

AMF-Bruns

AMF-Bruns eFutureSafe Gets Drivers with Disabilities Back On The Road
There is a perception that people with disabilities are unable to drive a vehicle. In reality, that
is not the case. According to RITA (Research
and Innovative Technology Administration),
about 65% of people with disabilities drive a car
or other motor vehicle. People with disabilities
can often drive safely by having modifications
or adaptive equipment added to their vehicles to
meet their specific needs.
A recent innovation by AMF-Bruns of America
is helping drivers with disabilities get back on
the road. It’s called the eFutureSafe Head &
Backrest / Seatbelt Anchorage. This innovative
system, which includes a hand-control adjustment feature, allows drivers to make customized head, back and neck adjustments. No more
twisting and turning for maximum relief.
“We just introduced this product at the NMEDA Conference and the industry response
was incredible,” says AMF-Bruns of America
CEO Peter Haarhuis. “The hand-control feature was a big hit. These finger-tip controls
allow special-needs people to drive easily,

comfortably and safely.”
From a safety standpoint, the eFutureSafe Head & Backrest / Seatbelt
Anchorage maintains the highest
level of safety in an accident, meeting all applicable regulations. Haarhuis explains: “Crash tests show
that it can withstand 15G rear collision forces and 20G frontal collisions.”
The product can either be sidemounted (off the B pillar) or floormounted, is compatible with AMFBruns restraint systems and can be
turned inward when the vehicle is
without a wheelchair – saving space
when not in use.
The most important aspect of
adaptive driving is ensuring that vehicle modifications meet the driver’s unique needs, and that the driver is comfortable and safe out on the road. The eFutureSafe
Head & Backrest / Seatbelt Anchorage exceeds

Manufacturers’ Corner

those requirements. For more information go to
www.amfbrunsamerica.com.

EZ Lock

EZ Lock is excited to announce that their product now
has voice feedback notifications & is WC18 Compliant.
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Manufacturers’ Corner

Adapt Solutions

Automakers Recognize the Important Role of Safety & Consumer Choices
“Vehicle safety has improved dramatically over
the past decades,” Insurance Institute for Highway Safety (IIHS) president Adrian Lund said
in a statement. “All automakers now recognize
the important role that safety plays in consumer choices, and they are increasingly
receptive to working with our engineers to
understand the next steps to keep people
from harm in motor vehicle crashes.”

need to compromise. The dream of offering a
seating solution that groups together our collective goals into a beautiful, functional and reliable product has become a reality. Forget the

IIHS: Insurance Institute for Highway
Safety is an independent, non-profit scientific and educational organization dedicated to reducing the losses - deaths, injuries
and property damage - from motor vehicle
crashes.
Have you considered the benefits of using
the vehicle’s original seat for your clients?
First and foremost, the safety component
cannot be ignored. Using the original vehicle seat allows you to retain the many
integrated safety devices. As mentioned
above, vehicle manufacturers have come
a long way, and continue to innovate,
searching for ways to ensure vehicle user
safety. Air bags, active head restraints,
weight sensors, and seat position sensors
are just a few. Retaining these devices
offers peace of mind and a clear choice
when looking for an out of vehicle turning
and lowering seating system. The industry has grown accustomed to bypassing or
removing some of these safety features to
be able to accomplish the honorable goal
of supplying mobility to our clients. This
is now a thing of the past. You no longer

concept of being seated too high because you
are using the original equipment manufacturer
(OEM) seat. That’s just not the case.
Features gained with the LINK: LINK, an aftermarket feature provided by Adapt solutions, allows you to use the OEM seat
while keeping the complete movements of
the seatback and gaining powered forward
and aft adjustment of the seat. In addition,
the LINK system features assistance to
stand-up outside the vehicle as a built-in,
programmable feature. The seat can also
be tilted or rocked up inside the vehicle
to allow personalized seating and repositioning. Add to that, you can customize the
seated position and return to it simply by
completing the LINK’s cycle. Drivers rejoice! Once the sweet spot to drive from
is found, the LINK saves this information
and consistently brings you right back to
it when re-entering the vehicle. With the
multi-functions and programmable features that the LINK offers, it can be tailored exactly to your needs. LINK virtually expands the programmable options of
the OEM seat to help meet the positioning
needs of every driver!
At Adapt Solutions, our goal has always
been to keep the vehicle as close to original as possible. Safety has always been
the key reason; we also enjoy the obvious
aesthetic benefits. Innovative thinking and
hard work has brought products we are
truly proud of. Find out more at: www.
adaptsolutions.com

Manufacturers’ Corner

Stereo Optical

Stereo Optical Launches Three Stereotests Including LEA Symbols
New Tests to Screen Young Children Add to Extensive Product Line
Dallas, TX, Essilor Instruments today announced
the launch of three stereotests including LEA
Symbols, the Original Stereo Fly, Butterfly, and
Randot®, by its Stereo Optical division. Stereo
depth perception tests are an effective and easyto-use method of screening stereoscopic vision
for all ages. The three new stereotests including
LEA Symbols are designed to screen the vision
of young children and supplement the existing
extensive Stereo Optical product line.

mended LEA Symbols as vision screening tests
for young children in a policy statement.
“Stereo tests help to detect visual problems such
as stereopsis, amblyopia, suppression and stra-

About Stereo Optical
For over 65 years, Stereo Optical has been an
expert in the manufacturing, selling, and global
distribution for vision screening products across
many markets and professions, with trusted use
and validation. Stereo Optical has defined and
revolutionized the visual assessment testing
process. Its stereotests and Optec® vision testing products are known as the gold standard in
vision screening. For more information, please
see www.stereooptical.com.

Lea Hyvarinen, MD, created the LEA Symbols® in 1976. Dr. Hyvarinen designed the
circle, square, apple, and house so that each
symbol measured visual acuity similarly. Numerous professional associations, including the
American Academy of Pediatrics and the American Academy of Ophthalmology, have recom-
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bismus. We are thrilled that Dr. Lea trusts the
reputation of Stereo Optical and the quality of
our products to grant us the license for production of these new stereo tests for young children,” said Samy Lauriette, Senior Vice President, Essilor Instruments Americas.
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The National Organization for Vehicle Accessibility (NOVA) (formerly The Ralph
Braun Foundation) believes that every individual has the right to accessible
transportation. NOVA’s mission is to assist those with mobility needs through
education, information and product acquisition.
The National Organization for Vehicle Accessibility (NOVA) (formerly The Ralph Braun Foundation) believes that every individual has the right to accessible transportation. NOVA’s mission is to assist those with
mobility needs through education, information and product acquisition.

Every Grant is a Dream Come True
Here’s a quick look at just a couple of the lives we were able to touch in 2017…

Scott

Mason

Thanks to NOVA, this grant has helped me get back on the
road again. When my old lift broke and no parts were available, I was left without my transportation. Now I have my independence back! Thank you very much!! – Scott

We would like to thank everyone at NOVA for the grant to
help make our van accessible. Mason, Taylor and Jeff live
together and all three have cerebral palsy. Now they can travel and stay together. Everyone will be able to attend every
event! You have truly made a difference in the lives of three
young men. Sincerely - Mason, Taylor, Jeff, Patti and Dave

You can read these stories and many more on the Success Stories page of our website.
Your Support Can Change a Life
NOVA is a 501(c)3 public charity which relies solely on the generous donations of individuals and corporations to make our mobility
assistance grant program successful. Help us continue to make mobility dreams come true by making a contribution to NOVA. Giving is easy! Visit the Give page on our website to learn how you can help. No amount is too small…every dollar makes a difference
in the lives of those who need it most!
Contact: Andrea Vrobel, Executive Director • andreav@novafunding.org • (574) 607-5995 • www.novafunding.org
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It is time to get ready for ADED board of
directors elections. Have you thought
about running for the ADED board, but
didn’t know what was involved or the
qualifications needed?
For more information contact:
Amy Lane,
Leadership Development Chair
laneak@upmc.edu

2019 OPEN POSITIONS:

ADED
Board

x

President–Elect
x

x
x

Secretary

Board Member at Large
Corporate Representative

Position descriptions and consent to run forms online:
www.aded.net

TERMS:
With exception of PresidentElect, all positions are a 2 year
term. President-Elect term runs
3 years through the PresidentElect, President and Past
President terms.
PERKS:
Your service on the ADED
board of directors is a worthy
and worthwhile service to our
community.
Service on the board of
directors earns you contact
hours toward CDRS renewal.
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2018 MEMBERSHiP APPLicATioN

Membership period runs January 1 – December 31, 2018
Please provide contact information as you want it to appear on the website directory:
Name:

Credentials:

Company:

Telephone Number:

Mailing Address:
Fax Number

E-Mail Address:

Website Address:
 Directory Opt out: please DO NOT post my information on the www.aded.net membership directory
 Mailing Address change: I would like my ADED mail to go to this address:

Associate
Member

Corporate
Member

Mobility
Equipment
Dealer

Facility Member

Individual
Member

Please indicate your membership level below:

Individual members shall include all persons involved in provision, implementation,
or administration directly related to the provision of driver rehabilitation.
❏Individual RENEWING Member:
Rate=$145
❏Individual NEW Member:
Rate=$155
A facility member shall be an individual member employed by a business or agency
involved in provision, implementation, or administration directly related to the
provision of driver rehabilitation. ❏New membership
❏ Renewing membership
❏Facility Member-LEVEL 1* (1-3 Individuals): Rate=$290
❏Facility Member-LEVEL 2* (4-6 Individuals): Rate=$580
❏Facility Member-LEVEL 3* (7-10 Individuals): Rate=$1015

*PLEASE COMPLETE MEMBERSHIP INFORMATION SHEET ATTACHED
Mobility equipment dealer members shall include businesses involved in providing
installation, services, and/or retail sale of equipment, vehicles, or rental vehicles for
individuals with disabilities.
❏New membership
❏ Renewing membership Rate=$200
Corporate members shall include businesses solely involved in manufacturing and
distributing products used by driver rehabilitation specialists or individuals with
disabilities.
❏New membership
❏ Renewing membership Rate=$550
Associate members include students, educators, researchers or other stakeholders
with an interest in the mission of the Association who are interested in gaining more
knowledge about the field but do not provide driver rehabilitation services. Associate
members shall not have voting rights, nor are they eligible to serve as an officer.
❏New membership
❏ Renewing membership Rate=$125

Membership
Dues:
individual
$
Facility*

$
Mob. Equip.
Dealer
$
corporate
$
Associate
$

PLEASE RETURN THIS APPLICATION WITH PAYMENT IN US CURRENCY FOR PROPER PROCESSING.
REMiT To: 200 First Ave NW Suite 505 Hickory N.c. 28601. Fax 828-855-1672
For credit card payments: complete the following information and fax to 828-855-1672 or mail to address above.
❏VISA
Account #:
❏AMERICAN EXPRESS
Expiration Date: month:
❏MASTERCARD
CVV# __________
❏DISCOVER
Card Holder’s Name:

/year:

Zip Code of Billing Address:
Card Holder’s Signature:
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2018-ADED COMMITTEES

UPDATE: 04.10.18

EXECUTIVE COMMITTEE-REPORTS TO BOARD PRESIDENT
EDUCATION SUBCOMMITTEE

CERTFICATION SUBCOMMITTEE

2018 CHAIR (2 ND TERM ENDS 2019):
NATHALIE DROUIN NDROUIN@GHS.ORG

2018 CO-CHAIR (2 ND TERM ENDS 2018):
NATALIE GOLDMAN NATALIE.GOLDMAN@MERCY.NET
2018 CO-CHAIR (2 ND TERM ENDS 2019):
SANDRA WATAOKA SANDRAWATAOKA@GMAIL.COM

TEAM:
JILL SCLEASE, ASHLEE RICOTTA, TAMALEA STONE,
JON GEIGER

TEAM:
2 ND TERM ENDS 2018:
1 ST TERM ENDS 2018:
2 ND TERM ENDS 2019:
1 ST TERM ENDS 2019:

ANN FOREST-CLARK (AH/TS), DON SAMPSON (TS),
SUSAN MILLER (AH/TS), LINDA STORZ (AH)
KATE LOPEZ (AH/TS)
JENNIFER ELGIN (AH), MARIANN BEVENOUR (AH)

QUALITY COMMITTEE-REPORTS TO BOARD PRESIDENT ELECT
LEADERSHIP DEVELOPMENT SUBCOMMITTEE

PROFESSIONAL DEVELOPMENT SUBCOMMITTEE

2018 CHAIR (2 TERM ENDS 2019)
AMY LANE LANEAK@UPMC.EDU

2018 CHAIR (2 ND TERM ENDS 2019)
ALYSSA MERILEES ALYSSA.MERILEES.CLETHB@SSSS.GOUV.QC.CA

ND

TEAM:
LORI BENNER, MARYFRANCES GROSS, CHAD STROWMATT,
LEA BERTONI

TEAM: NATHALIE DROUIN (EDU. COMMITTEE LIAISON),
JENNIFER BIRO, JESSE HUNTER, MATT ABISAMRA, TIM DANTER

RESEARCH SUBCOMMITTEE
2018 CHAIR (1ST TERM ENDS 2018): BETH ROLLAND BETH.ROLLAND7@GMAIL.COM
TEAM: JOHNELL BROOKS, MARY SHOTWELL, CHRISTY HORNER

FINANCE COMMITTEE-REPORTS TO BOARD TREASURER
2018 CHAIR (1 ST TERM ENDS 2019): CASSANDRA JOHNSON cdaltonjohnson@hotmail.com
TEAM: LIZ GREEN, EVA RICHARDVILLE, BRYAN GARRISON

SCHOLARSHIP SUBCOMMITTEE
2018 CHAIR (2 ND TERM END 2018): JILL SCLEASE JILL@DRIVINGTOINDEPENDENCE.COM
TEAM: NATHALIE DROUIN, DANA MOORE-WILLS, KELLY WOOD, ALISA GOUND

MARKETING COMMITTEE-REPORTS TO BOARD PAST PRESIDENT
2018 CHAIR (3RD TERM ENDS 2018): LIZ GREEN ELIZABETH.GREEN@DRIVER-ED.ORG
TEAM: STACI FRAZIER, JASON STROWMATT, GINA LEWIS, MINH-THY TRUONG, KELINA MOORE

PUBLICATIONS SUBCOMMITTEE
2018 CHAIR (2ND TERM ENDS 2018): STACI FRAZIER SNPFRAZ@COMCAST.NET
TEAM: AMY LANE, SUSIE TOUCHINSKY, KELINA MOORE, NIKKI SIMMONS

AD HOC COMMITTEES-REPORTS TO BOARD PRESIDENT
STANDARDS OF PRACTICE (SP GOAL #1)
CHAIR: DAN ALLISON
GOVERNMENT RELATIONS (SP GOAL #2)
CHAIR: CASSY CHURCHILL
DCM CURRICULUM (SP GOAL #3)
CHAIR: JENNY NORDINE
SPEAKER SUPPORT (SP GOAL #3)
CHAIR: MARC SAMUELS
CERTIFICATION PATHWAY (SP GOAL # 4)
CO-CHAIRS: JENNY NORDINE, DANA BENOIT
DRS RECRUITMENT (SP GOAL #5)
CHAIR: LIZ GREEN
PROGRAM DEVELOPMENT (SP GOAL #5)
CHAIR: JENNY NORDINE
DRIVER REHAB. PROG. DEVELOPMENT TASK FORCE
CHAIR: LIZ GREEN
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TEAM: DIANNA ROBERTSON, JIM KENNEDY, UTE SMITH, NICOLE WHITE
TEAM: ANNE DICKERSON, SUSIE TOUCHINSKY, TED KAHN
PAM WINPIGLER, BOBBIE MILLIKIN, LIZ GREEN-STAFF LIAISON
TEAM: SUSIE TOUCHINSKY, ELIN SCHOLD-DAVIS, ANNE DICKERSON, TERRI CASSIDY
TEAM: JAN STEPHANIDES, TAMMY PHIPPS, MONICA PHELAN,
LYNN ROCAP-STAFF LIAISON
TEAM: ROGER KELSCH, KATHY WOODS, CHAD STROWMATT, PHIL LAUERMAN, ALYSSA
MERILEES, NATHALIE DROUIN, SUSANNE ADAMSON
TEAM: JENNY NORDINE, MARY BETH MEYER, BETH GIBSON
TEAM: PEGGY GANNON, MARY BETH MEYER, ALYSSA MERILEES
TEAM: PEGGY GANNON, BETH GIBSON, ANNE HEGBERG, BRIGITTE KING,
ERIC MANSFIELD

Spring 2018
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ADED
Staff
2018 ADED
STAFF
Elizabeth Green
OTR/L, CDRS, CAE
EXECUTIVE DIRECTOR

Toll free: 866-672-9466
direct line: 828-358-3395
Elizabeth.green@driver-ed.org

Lynn Mortilla-Rocap

Robert Dant

EDUCATION SERVICES
MANAGER

OFFICE MANAGER

Toll free: 866-672-9466
direct line: 828-358-3346

Toll free: 866-672-9466
direct line: 828-358-3296

lynn@driver-ed.org

robert@driver-ed.org

AUGUST 10 -14

ADED 2018
RICHMOND

Up to 31 contact hours
Expo with over 50 vendors
20 Courses, Workshops, Presentations & Sessions

N ews B rake
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2018 ADED BOARD OF DIRECTORS
Jenny Nordine
OTR/L, CDRS

PRESIDENT
480-449-3331
jenny@drivingtoindependence.com

Dan Allison
MS, OTR/L, ATP, CDRS

Marc Samuels
MS, OT, CDRS

PAST PRESIDENT

PRESIDENT ELECT

404-350-7763

650-771-2797

Dan_Allison@Shepherd.org

Leah Belle
OTR/L, CDI, CDRS

Mary Beth Meyer
OTR, CDRS, CDI

MEMBER AT LARGE

MEMBER AT LARGE

864-455-4959

845-264-5137

lbelle@ghs.org

marybeth@driverrehab.com

Peggy Gannon
CTRS, CDRS

Cassy Churchill
M.C. Mobility Systems

TREASURER

MOBILITY EQUIPMENT
DEALER

817-637-4929
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Marc.samuels@va.gov

513-469-8220

cdaltonjohnson@hotmail.com

cchurchill@mcmobilitysystems.com

Beth Gibson
OTR, CDRS

Gina Lewis
Adapt-Solutions

SECRETARY

CORPORATE

770-514-9954

418-889-0419

bgibson@freedomandmobility.com

ginalewis@adaptsolutions.ca

Spring 2018

N ews B rake

Left Foot Accelerator

The Carospeed Menox Hand Control is
specifically designed to give physically
limited drivers the benefit of control and
ease when driving a vehicle. Driving becomes an easy and enjoyable experience
with Carospeed Menox.

Flip-Up & Quick Release

Common reasons for choosing Autoadapt
Menox Hand Controls
-Floor mounted push pull with more
adjustability.
- "brake latch" enables use of right hand.
- aesthetically designed to match vehicle style.
-not an obstruction when moving in
and out of vehicle.
- transferable into future vehicle.
-multi-function option for secondary controls

Steering Devices

Pedal Extensions

Carospeed Menox
Hand Controls

Pedal Guard

www.autoadapt.com
Distributed in the USA and Canada by Driving Systems Inc.

Scott System Driving Controls
dSi provides the technology
necessary for disabled drivers
to experience independence

Secondary Controls

.

The Scott Driving System has been developed over the last 40
years and is a complete system
which permits the physically
challenged to safely perform all
driving tasks without assistance,
including entering and leaving the
vehicle. The system provides for
safe extended mobility for the
driver who must remain in his
or her wheelchair while driving The system
has been successful in a
variety of disabilities. Patients
with post polio, multiple sclerosis,
muscular dystrophy, spinal
muscular atrophy and spinal cord
injury up to C4/C5 are
successfully driving on a daily
basis.

The CP05 Palm Control steering knob
is equipped with 3 rocker switches to
provide six switches in total. Each
switch is designed and programmed to
operate specific secondary controls.
The switches provide primary and
residual operations. The primary
operation is achieved by a smooth
touch of the button. The residual
operation is achieved by holding the
button ON for about one second.

driving systems incorporated
16139 Runnymede Street Van Nuys CA 91406 U.S.A.
Tel: 818.782.6793 Fax: 818.782.6485
www.drivingsystems.com info@drivingsystems.com
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- Reliability
- Low Maintenance
-Long Service Life
- OEM Steering Option
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MXV

®
WITH ALL-NEW

TILT N’GO ™
SEATING

3

With Tilt N’Go seating
we’ve opened up 3X the
space to maneuver:

Extra space at knee and foot level

Standard on driver and passenger seats

Seat bases retain cantilever feature

Enough room for even the largest power chairs

844.334.2135
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THE SPACE
TO MANEUVER

Spring 2018

|

braunability.com
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