GUIDANCE ON THE RECRUITMENT AND EMPLOYMENT OF POLICE OFFICERS WITH DIABETES 

Purpose

This guidance document has been developed in response to the findings of a survey of police officers and police forces about the treatment of officers with diabetes
. It is intended for managers in the Police Service, to support them in the recruitment and retention of officers with diabetes. It is a guide to best practice, focusing on individual case management. It is not a comprehensive guide to the law on the recruitment, employment and retention of officers with diabetes
. 

This document also provides advice to police officers or police recruits with diabetes to help them understand how Forces should deal with issues relating to their diabetes. 

For more information and guidance on good practice, forces should contact the National Disabled Police Association (NDPA) and the National Police Diabetic Association (NPDA) and the Disability Rights Commission (DRC). 
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1
KEY PRINCIPLES
The Disability Rights Commission (DRC), Diabetes UK, the National Disabled Police Association (NDPA) and the National Police Diabetic Association (NPDA) recommend that: 

1. 
Assumptions must not be made about what duties a recruit or police officer with diabetes would or would not be able to undertake. 

2. 
Individual Medical Assessments and Case Evaluations should always be based upon the individual; generalised assumptions about ‘people with diabetes’ should not be made. 

3. 
Case Evaluations must involve a number of different people and perspectives and not simply focus on medical diagnosis. 

4. 
Individual Medical Assessments and/or Case Evaluations of officers with diabetes should only be made where appropriate. 

5. 
There should be an appeals process for officers to use if they feel that an unfair decision has been made. 

6. 
Decisions about whether to recruit a person with diabetes, or about what duties they can perform, should never be made solely by a force medical officer or occupational health adviser. 

2
KEY PRINCIPLES IN DETAIL

Principle 1 – Making assumptions about risk and people with diabetes

Assumptions must not be made about what duties a recruit or officer with diabetes would or would not be able to undertake. It cannot automatically be assumed that because an officer has diabetes s/he presents a risk to themselves, fellow officers or members of the public. Diabetes will affect every person differently, and each person will vary in terms of how they manage their condition. 

Restrictions placed on the duties of any recruit or police officer because of their diabetes must only be made according to a fair and open process, which makes every effort to make reasonable adjustments to manage any risks. In line with the Disability Equality Duty (DED)
, Forces will need to actively promote opportunities to officers with diabetes, which may well require some creative thinking and some practical scenario testing to identify any necessary adjustments. 

Example

A police officer with diabetes wants to take up an opportunity to learn fast response driving as part of an initiative that her force is undertaking to encourage more women into roles traditionally taken by men.

Her senior officer feels that there may be some risks associated with this.  For example, what if her blood glucose levels drop and impair her ability to drive?  With her consent, her force asks for some medical advice on her diabetes (eg is it Type 1 or Type 2 diabetes and how does she control it?)  They also seek the advice of another force which already employs an officer with diabetes in this kind of role about how they managed any perceived risks.  Then, in consultation with the police officer with diabetes, they reach a solution about how to enable her to take up this role.

For assistance on how this process should be undertaken, see Appendix 1, Reasonable adjustment decision-making flow chart and Appendix 2, Diabetes UK Guidelines for employment of people with insulin-treated diabetes in potentially hazardous occupations. 

Principle 2 – Individual Medical Assessments and Case Evaluations should always be based upon the individual.
It was clear from the results of the survey
 that there is some confusion about assessments – what they are, who should do them and how they should be done. In order to clarify the situation we recommend the use of two terms: 

Individual Medical Assessment (IMA) – a formal medical review of an individual’s diabetes and how it affects them, carried out by diabetes specialists.

Case Evaluation (CE) – using information, which could include medical or other specialist sources, to understand what effect the individual’s diabetes has on their ability to do their job and to decide what reasonable adjustments can be made.

Forces must understand that diabetes is a condition that needs to be managed by the individual, and that it can affect people in different ways. Many people, especially police officers, will already demonstrate good management of their disability or condition. This will not always be the case however, and an Individual Medical Assessment of the person with diabetes and a Case Evaluation is the only fair way to ensure that each officer is treated fairly and wherever possible is enabled to undertake a fully operational policing role. 
Content of a Case Evaluation (CE)
When undertaking a Case Evaluation of a recruit or officer with diabetes, Forces should aim to find out: 

1. 
What type of diabetes the person has. 

2. 
What medication they use.

3. 
What control measures they use to manage their condition effectively – including hypo awareness signs.

4. 
How these measures might be accommodated in their police work.

5. 
Any outstanding risks that these basic control measures may not deal with.

6. 
What these risks are, why they are a risk, and what reasonable adjustments Forces can make to manage those risks. In a small number of cases, Forces may consider redeployment to another role.

Example

A police officer who has been in service for a long time develops Type 2 diabetes. She is overweight and finds that her diabetes makes her feel lethargic and tired. She does not manage her diabetes very well overall. 

It would be good practice for her Force to provide her with some support to help her come to terms with her condition, and to explain their duty to make adjustments for her. However, the effect that her diabetes has on her daily performance at work should not be assumed to be the same as that of someone who controls their diabetes well through a proper management regime. 

Principle 3 – Case Evaluations are made by a combination of people

Case Evaluations must involve a number of different people and not simply focus on medical diagnosis. It is possible to spend a long time seeking a detailed medical assessment of an officer with diabetes but this will not provide the Force with all the information needed to make reasonable adjustments. Human resources staff, Force medical advisers, other officers with diabetes, equality specialists, staff associations, other Police Forces who employ officers with diabetes, specialist organisations like Diabetes UK and the person with diabetes will each have different expert knowledge, all of which should be considered carefully so that a sensible decision about adjustments can be made. 
As a minimum a Case Evaluation should be done in a collaborative and open manner by: 

· The officer’s line manager 

· HR/equality representative

· Occupational health advisers

· Consultant Diabetologist or Diabetes Specialist Physician

· The officer themselves

· An advocate or representative to assist the officer. 


All of these people should be advised of their duties under the Disability Discrimination Act (DDA) and provided with relevant guidance. 

It is also important to remember that Case Evaluations should be done in a timely manner. There may be times when Forces have to wait for certain information to be obtained, but recruits or officers with diabetes should not be disadvantaged by unnecessary delays in holding a Case Evaluation meeting. 
Example

A police officer declares that he has diabetes. His line manager, who has not had much training on the DDA, says that he must go to his Force Medical Adviser so that they can decide whether or not he can continue in his role, which involves a lot of crowd control activity. 

His line manager does not seem to be aware that the decision about whether reasonable adjustments are needed is not a purely medical one, but should involve a number of people with different perspectives. They may also not have much knowledge of how the officer’s diabetes might impact upon his role, and thus lack confidence about making a decision. This is why Forces need to ensure that anyone with line management responsibility has had training on the DDA and their duties. 
A Case Evaluation approach would have enabled this line manager to understand the issues more fully to reach a fair decision. 
Principle 4 – Assessments should only be made when appropriate

An Individual Medical Assessment and Case Evaluation is only really necessary where an individual’s diabetes is likely to affect their ability to do their job. For example, it may be reasonable to discuss with a recruit or officer ways to manage their diabetes when they are on public beat duties or working a long shift. However, it will probably not be necessary to have an IMA or CE if the officer is in a role where they have much more control over their own work pattern and can manage their condition adequately.

Frequency of Individual Medical Assessments
The need for individual medical assessment and the amount and type of medical information required should be determined following discussion between the Force and the individual officer.  However, we would recommend that IMAs take place: 

 

a.     Annually for every police officer in a specialist role such as advanced driving or firearms – details from the diabetes annual review could be requested.
b.     For other, non-specialist roles, an annual review may still be the most appropriate frequency, but this should be agreed between the officer and their line manager. 

c.     When an officer's role changes.

When to make a Case Evaluation

A Case Evaluation should be made when an officer’s role changes, or there is a change in their medical condition. Forces must not assume however, that either circumstance permits them to stop officers carrying out their normal duties. A situation where officers are automatically put on light duties because of a change in their situation should be avoided, unless there are very good reasons for doing so. Again, a Case Evaluation process should allow a fairly quick and fair decision to be made about reasonable adjustments.  

Example

A police officer develops Type 2 diabetes. His role is internet fraud investigation. When he declares his diabetes, he is told that he cannot carry on in his job until a risk assessment has been done to see if he can continue. Since his role is largely sedentary, having diabetes is unlikely to affect his ability to do the job, and therefore it does not make sense for the officer to be taken away from his normal duties. An informal chat with the Line Manager may well be enough to ensure that the officer is supported in their role. 

It would be good practice for the Force to offer him some support on managing the condition, perhaps around diet and exercise. With the officers’ permission, the Force might also want to provide his colleagues and line manger with some information about diabetes so that they don’t make incorrect assumptions about him and his condition.

Principle 5 – An appropriate appeals process

There should be an appeals process for recruits or officers to use if they feel that an unfair decision has been made. The process should enable a police officer to challenge decisions made about recruitment, or changes to a job role, which they feel may amount to discrimination. The appeal should be able to be lodged on a number of grounds: 

1. 
Appeal against inappropriate or inaccurate advice from medical advisers. For example, ‘in my opinion a person with diabetes should never drive’. 


2. 
Appeal against the way in which the decision making process has been undertaken. The recruit/officer may feel for example that they were not involved in the process effectively. From December 2006 Forces will be legally obliged to ensure the process is effective and fair in order to meet the Disability Equality Duty. 


3. 
Appeal against the outcome of any risk assessments. Often risks are identified without good knowledge of the DDA duties, or what practical solutions other officers or Forces are already using. Risks cannot simply be identified; they must be managed. Only when a risk is so great and cannot be managed in any way, might a Force be justified in preventing an officer from undertaking certain duties. 

Example

A police officer is recruited; she has Type 1 diabetes. After several years’ service during which she has managed her condition well with the support of colleagues and her line manager, she applies to join the firearms unit. She is told that she won’t be allowed to take up the new role because it would be too risky given her diabetes. Clearly, her Force has made assumptions about her condition and has not understood their legal duty to make reasonable adjustments.

Although Forces will have a formal general grievance procedure, this may not be the best way to resolve issues relating to the DDA, which can require creative thinking and new approaches. Instead there should be a separate procedure which focuses on the right issues, namely whether a decision made about adjustments was fair and non-discriminatory.  Of course, if the officer still felt that the outcome of this procedure was unfair, she would have to use the formal grievance procedure to seek redress.

Principle 6 – Decisions about recruitment or adjustments should not be made solely by medical advisers

Decisions about whether to recruit a person with diabetes, or about what duties an officer with diabetes can perform, should never be made solely by a Force medical or occupational health adviser; they should act only in an advisory capacity. That is not to say that such persons are not competent decision makers. It’s simply good practice to involve a number of people in the decision making process to enable all options to be considered and a fair decision to be made. The ultimate decision should always be made by the employer rather than a medical officer.

If a Force is advised by a medical or occupational health adviser that an employee is ‘unfit for the job’, it must seek clarification from whoever gave that advice about the reasoning behind this. The Force must ensure that it considers making appropriate reasonable adjustments to enable the recruit/officer to manage his/her condition effectively and to undertake a fully operational policing role wherever possible (see flowchart in Appendix 1). 

It is also important to avoid a situation where the medical or occupational health adviser and other medical experts end up in dispute about the specific medical aspects of a person's health or disability. The emphasis in the DDA is on changing practices, so the Force’s medical or occupational health adviser should seek expert advice that enables them to make recommendations about possible adjustments in order to ensure the disabled recruit/police officer is not placed at a substantial disadvantage.

Forces may sometimes ask medical advisers to determine whether they think that a recruit or officer is in fact protected by the DDA. A person does not have rights under the DDA unless they meet the definition of disability contained in the Act. Diabetes will usually be covered but there may be cases where it is not.  Although Forces may want to seek advice on whether a person is disabled under the DDA before taking any further action, we would not recommend this course of action as it is not a good practice approach. 

Our recommended approach would be to assume that a person with diabetes does have rights under the Act. Forces can then focus on any barriers that person faces in carrying out their job, either perceived or real, and putting in adjustments to enable that person to carry out their role. 

Example

A Force medical adviser receives a referral for a recruit with diabetes, with a note asking them to make a determination of whether or not that person should be employed. The medical adviser knows that although their input is important, the decision should not be based on medical assessment alone, but should consider reasonable adjustments. 

The medical adviser contacts the HR team who made the referral, advises them of good practice, and suggests a short meeting to discuss the issues and agree an appropriate way forward. 

3
DISCLOSURE AND CONFIDENTIALITY

3.1
Creating the right environment

It is sometimes assumed by Forces that when a person declares they have diabetes, either in the recruitment process or as a serving officer, there is an automatic and often negative effect on their ability to perform their duties. Disabled people generally are often reluctant to declare a hidden or less obvious disability because they fear the consequences of doing so. 

It is important to create opportunities and an environment in which recruits and officers feel comfortable to declare their diabetes and to discuss any ramifications that this may have. This can be done by ensuring that proper DDA and disability equality training is provided to all relevant staff and that a willingness to make adjustments is always demonstrated. 

3.2
Legal context

The issue of managing information about a Police recruit or officer’s disability is one that concerns many Forces. The DRC's statutory Code of Practice (paragraph 8.23) states that:

‘The Act does not prevent a disabled person keeping a disability confidential. But keeping a disability confidential is likely to mean that unless the employer could reasonably be expected to know about it anyway, the employer will not be under a duty to make a reasonable adjustment. If a disabled person expects an employer to make a reasonable adjustment he will need to provide the employer - or someone acting on his behalf – with sufficient information to carry out that adjustment.’

Forces may feel that they are obliged to force people to declare their diabetes in accordance with their duties to meet the Health and Safety at Work Act. We would not recommend this approach. It is much better to develop a culture where disabled people feel able to disclose their disability, and talk about adjustments. Advice on how to do this is given below.  

3.3
Disclosure for new recruits

Forces should understand that people with diabetes may be very reluctant to disclose this on a medical questionnaire as part of the recruitment process. Even though they will understand that their condition could have an effect on their job, they may not be confident that Forces would give them ‘an equal chance’ if they disclosed their diabetes. Consequently, Forces should: 

· Not make assumptions about what tasks a recruit with diabetes could or could not undertake.
· Make clear statements in any recruitment literature about their willingness to make reasonable adjustments to enable people with diabetes to perform a fully operational role. Such statements may also serve to instill confidence in recruits to disclose their condition. 

· Nominate a designated person within the recruitment team to be a point of contact for those wanting to join the Force. This person would be trained on the DDA and on reasonable adjustments for officers, and could provide a friendly ear for people to discuss issues with, rather than a medical officer. 

· Forces should be vigilant that decisions on recruitment are not based wholly on medical advice, but a rounded view, which would include input from a variety of functions and departments, should be taken.

· Forces must ensure that the decision-making process is transparent and fully documented, and recorded in a manner which would allow a third party to assess the process as being fair and justifiable. 

3.4
Disclosure for serving police officers

Given the nature of a police officer’s work, we acknowledge that there will be circumstances in which an officer should disclose details of a disability, even though the DDA does not generally require this. We would encourage them to do this so that reasonable adjustments can be made if needed, but the onus is firmly on Forces to ensure that an open and inclusive culture exists to enable officers to disclose. 

If such information is disclosed to a medical or occupational health advisor, rather than to the Police Service itself, the medical advisor is usually prevented from passing on this information without the officer’s consent, as this would breach the Service's data protection obligations. However, both the officer and the medical or occupational health adviser have a duty to ensure that the requirements of health and safety legislation are also met. Thus the medical or occupational health adviser should:

a. 
Try to reassure the officer with diabetes that if they give consent to disclose details of their diabetes, they will receive a fair assessment of what adjustments could be made.

b. 
Try to facilitate an open discussion with the officer’s line manager about their diabetes, any issues this may raise in the workplace, and what reasonable adjustments could be made. The officer must be involved in any such discussions. 

c. 
Ensure that managers do not make assumptions, especially about any perceived 'risks' associated with the police officer’s diabetes. 

d. 
Ensure that managers discuss and deal with issues with regard to risk in a constructive and inclusive manner.

4
RECOMMENDED APPROACH

4.1
Recommendations for Forces on employing police officers with diabetes

· Forces should reassure officers that if they do disclose their condition, they will receive a fair assessment of their ability to carry out duties and of what adjustments can be made.

· Assumptions must not be made about an officers’ ability or the risks associated with them carrying out a particular duty. 

· Forces must have a clear policy on making reasonable adjustments for officers with diabetes. 
· Forces should offer all officers with diabetes a Case Evaluation and, if appropriate an Individual Medical Assessment. 
· Forces must ensure that Individual Medical Assessment or Case Evaluation does not inhibit promotion or specialisations. Time must be allowed for assessments to take place before job application deadlines pass.

· Forces should have an appeals process for officers to use if they feel that an unfair decision has been made.

· Forces must act in accordance with the DRC’s Statutory Codes of Practice on employing disabled people.

· Forces must be aware that their Chief Constable will be held responsible for the actions of their police staff and police officers, including unlawful discriminatory action against an applicant with diabetes. Therefore they must ensure that everyone has an understanding of their duties under the DDA and how to execute these in practice. 
4.2
Recommendations for Recruits with Diabetes

· We would encourage recruits with diabetes to disclose their condition at the earliest opportunity, even though the DDA does not require them to, as this should enable the recruit and the Force to have an open discussion about reasonable adjustments during the recruitment process.

· Recruits should be aware of their rights under the DDA so that they can challenge processes they feel are potentially discriminatory. 
· Recruits should be aware that the decision about whether to accept a potential recruit is a management decision, and should NOT be made solely by medical advisers. The recruitment officer, Occupational Health Unit, Force Medical Advisor, the applicant’s GP,  Consultant Diabetologist or Diabetes Specialist Physician, health and safety advisers, personnel managers and accommodation managers, and the person with diabetes should all be involved in a Case Evaluation. 
4.3 Recommendations for police officers with diabetes

· We recommend that police officers with diabetes undergo Individual Medical Assessment only where their condition is likely to affect their ability to do their job. Then, using a Case Evaluation approach, Forces should be able to make reasonable adjustments to accommodate the officer’s requirements.

· Reasonable adjustments should be reviewed annually or when the officer’s role changes.

· All officers have the right to an Independent Medical Assessment (IMA) which is conducted by a person who has a good understanding of diabetes. This may involve a number of medical advisers, such as a consultant diabetologist, occupational health adviser or other appropriate medical practitioner. 

· Assessment reports may be inaccurate or inadequate if those compiling the report have not had training on the DDA requirements and disability equality. Officers should, therefore, challenge reports which contain incorrect assumptions about them and how their condition impacts on their police role. 

· Assessment reports should be owned by the individual officer with diabetes. They should be easily understandable and combine medical and on-the-job expertise.

· Where an officer who is currently in post undergoes medical assessment, and/or a Case Evaluation they should ensure that their past record on management of their diabetes is taken into account.

· We recommend that any officer undertaking a specialist role should undergo an Individual Medical Assessment. The individual officer should then have their condition reviewed on an annual basis using details requested from their diabetes annual review.  A further Individual Medical Assessment should only take place if there is a change in role or in condition.  This should not be seen as a check on performance like the Performance Development Review (PDR), but should be taken as a positive opportunity for Forces to ensure that the officer has the appropriate reasonable adjustments in place. 

When should Individual Medical Assessments, Case Evaluations and Reasonable Adjustment reviews be made?

· Case Evaluations and Individual Medical Assessments must only be made when an individual’s diabetes is likely to affect their ability to do their job.  

· Reasonable adjustment reviews should be done annually or when the officer’s job changes.  This should apply even if no reasonable adjustments were needed initially.

· Anyone undertaking a specialist role should undergo an Individual Medical Assessment.  The individual officer should then have their condition reviewed on an annual basis using details requested from their diabetes annual review.  A further Individual Medical Assessment should only take place if there is a change in role or in condition.
· A Case Evaluation should be made when an officer’s role changes, or there is a change in their medical condition.
Appendix 1: 

Reasonable adjustment flow chart

Appendix 2: 

Diabetes UK Guidelines for employment of people with insulin-controlled diabetes in potentially hazardous occupations

Background

These guidelines were developed for firefighters by Diabetes UK in 1996 and adapted for use by the Driver Vehicle Licensing Agency (DVLA) in 1999. They are specifically for people on insulin, but can be adapted for non-insulin treated people with diabetes. In both cases they have worked well and we recommend that they are applied to police officers.

The criteria are strict and stringent. They emphasise motivation and self-care, and support the involvement of both occupational physicians and diabetologists. The guidelines have been widely accepted within the fire service, and have been used for the individual consideration of insulin-treated firefighters for operational duties. To date there have been no hypoglycaemia-related incidents in over 600 man-years of operational duties by insulin-treated diabetic firefighters.

1. People should be physically and mentally fit in accordance with non-diabetic standards. 

2. Diabetes should be under regular (at least annual) specialist review. 

3. Diabetes should be under stable control. 

4. People with diabetes should monitor their blood glucose and be well educated and motivated in diabetes self-care. 

5. There should be no disabling hypoglycaemia and normal awareness of individual hypoglycaemic symptoms. 

6. There should be no advanced retinopathy or nephropathy, nor severe peripheral or autonomic neuropathy. 

7. There should be no significant coronary heart disease, peripheral vascular disease or cerebrovascular disease. 

8. Suitability for employment should be re-assessed annually by both an occupational and diabetes specialist physician, and should be based on the above criteria.

(NB: For those on diet only, or medications not associated with hypoglycaemia, the 4th and 5th requirements can be omitted. The 8th requirement can also be discretionary for those not on insulin.) 

Appendix 3: 

Coping strategies for people with insulin-controlled diabetes

There are a number of techniques and systems of self-care which can be usefully suggested to those recently treated with insulin who, after individual assessment as suggested above, are considered fit for operational duties. Some common methods are:

1. Having in-depth knowledge of diabetes and self-care strategies. 

2. Having commitment and motivation in the job and to manage their condition.

3. Frequent and appropriate self-blood glucose monitoring. 

4. The ability to react appropriately to particular blood glucose levels. 

5. Multiple insulin injection treatment - usually short-acting insulin 3 times daily and a medium or long-acting insulin at bed time. 

6. Use of analogue insulins (e.g. Lispro, Aspart, Glargine) which reduce hypoglycaemic risks. 

7. Available supply of short-acting and long-acting carbohydrate food on person. 

8. 'Running high' (in terms of blood glucose) on duty e.g. perhaps 4-10 mmol/l off duty, but 6-12 mmol/l on duty.  

9. Injecting short-acting insulin after a meal when on duty (in case of a 'shout' immediately after injecting) 

10. Having carbohydrate food in the police car, in case it’s needed on the way to an incident.







� ‘Diabetes and the Police Officer’: published by Diabetes UK, July 2006


� For more information on the DDA and other aspects of the law, see DRC Statutory Codes of Practice (The Duty to Promote Disability Equality: Statutory Code of Practice – England and Wale; Statutory Code of Practice on Employment and Occupation; and specific guidance on the DED due to be published before December 2006)  and associated Home Office guidance


� The DED applies to all public bodies, including the police service, from December 2006


� ‘Diabetes and the Police Officer’: published by Diabetes UK, July 2006
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