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The study of driving fitness for patients with aphasia.
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It was shown that TMT Part-A, Rey Osterrieth complex figure test, Frontal
Assessment Battery, Tapping Span forward/Backward, tow figures of Visual Cancellation Task, and
Continupus Performance Tasks can be used to determine driving fitness in patients with aphasia. It
was also suggested that TMT-A and Tapping Span forward greatly contribute to driving fitness.
We suggested that transcranial direct current stimulation has some effects on the language
function of patients with aphasia through anodal stimulation on the language cortex. However, there
was no effect on improving driving ability.
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