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A controlled diabetic is not a handicapped person and is therefore 
not an employment risk. A diabetic who is not controlled or who 
has complications secondary to his disease or because of poor 
control is handicapped and is a very serious employment risk .. 
This entire paper regarding the employment and placement of the 
diabetic subject could be sunnned up in one word - CONTROL. What 
is meant by control? Unfortunately, it has as many connotations 
as the word control has in regards to behavior patterns of youths. 
To understand control, we must have a consensus among: 

1. The Diabetic Patient. 
2. The Family of the Diabetic. 
3. The Medical Cormnunity. 

A. Occupational 
B. Private: 

4. and the Employment, Personnel, Insurance and Union 
People must know what we are talking about. 

Prior to World War II, it was practically impossible for a known 
diabetic to be considered for any line of employment iri any kind 
of industry. Two major reasons existed to account for this: · 

1. The term diabetes meant a rigid syndrome and.usually 
these were insulin-dependent subjects. · · · 

2. Working conditions were not consistent with good.· 
diabetic control. 

Since then, progress in the understanding of the disease arid its 
treatment, also time, and OSHA, have changed .this. 

When we look at the incidence of diabetes in our population, it 
can be appreciated why it is important to pursue .the problem of 
employment. It has been estimated that over 5 million people in 
the U.S. have diabetes. Only 1.25 million of these take insulin -
thus the non-insulin-dependent diabetic outnumbers the insulin­
dependent diabetic by a ratio of 4 or 5 to 1 which would, under 
our classification, diminish the number who can be considered 
"handicapped". Diabetes is 10 times more prevalent by this con­
cept after the age of 45 thanunder the age of 45. At least half 
the known diabetics are in the 45 - 65 age bracket when the disease 
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is ciiS:grtpsed .. So it is apparent that most diabetics develop 
~~elf dtsease while they are employed. 

B~~~'tE!~ o{ ''oldu. fears of the diabetic, in many of our industries 
it h~s }>een estimated that we in our medical departments in industry 
kno~ ··pf pt}ly 1 diabetic for every 3 or 4 diabetic employees - they 
may ~alsify their histories, control the urine, which is still the 
mOS~ ·~ot'ntilgn Screening teS t USed J for they I re afraid they WOn It be 
hir~q : .. 'f'he r~lat:;ionship .. 6£ diabetes to job capabilities is much 
talk~f:l.!lbout as evidenced from the above figure and we still are 

: ,• ' r I ; , -. •' ", ~ ·.' ' , 

basing our· ccmcept on these facts and figures but we do1.need more 
biC>~~~a~lstical information. It is one of our commonest ailments. 
The·· increasing' incidence may be accounted for because: 

· · : · ·. l. · People are living longer . 
.. .. 2;· .'Population is increasing (until recently). 

·. .· . 3. ·· ... Better" detection methods are available. . 
In f. pf. 5,. diabetes was discovered at age 65 or older - these are 
not.employment or insurance risks. In about 22% diabetis 
appe~red.between the ages of 25 and 44, a definite employment and 
inslirantie P.l"Oblem. ~ut in only 8 out of 100 or 8% - it was dis­
covered' at, an age of less than 25 years. This is where our greatest 
probi~marises concerning employment - the juvenile insulin-depen­
dent · ~iabetic ~ .. · 

In an attempt to gain information for standards on employment and 
. -~ ' - . 

placement.· of the diabetic in industry because of the high preva-
lence, .. of' diabetes in the general population, several surveys have 
been gone. ·The first significant o,ne was done by the American 
Piabete$·Association (ADA) in 1957 involving 434 businesses and 
indus¥rie,•t~r0ughout the U.S. Even then there was a somewhat 
enlight~n~d.'attitude toward employment of the diabetic. The large 
comparde!i' ~ith the more sophisticated and better equipped medical 
dep~rtinerits seemed to be the most enlightened. They usually set 
the p~ce;;· That surV!=Y indicated that most companies did employ 
known· d:i,abet:ics and most of the companies which did not continued 
them>intheir employ after the condition was diagnosed. From this 
survey :qf ~he ADA, the suggested s,tandards then were: 
· '' · .. · 1. · Diabetics should divulge their disease. 

. ' · 2~· ·Diabetics are capable of performing any type of work 
for wP,icl'l they.are physically, mentally, and educationally equipped. 

· .. ":~ .· ~· Diabetics on insulin should not be assigned to jobs 
that. a·re. hazardous to themselves or others. 

, -~ !I ' ' • ' • ' L ', ' ' 

. ~· .4~ 'Diabetic~ should work steady, regular shifts. (Union 
problem) .• . :· : , 

· ·,. · 5~ Diabet-ics should carry cards or tags of identification . 
. ·6. ·Plant physicians should perform blood sugar determina­

tion·~hen,~ppropriate. 
',, ·' . _. 
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7. Diabetics should have complete examinations regularly. 
: : 

In 1969 the Committee on Employment of the American Diabetes Asso­
ciation, Greater Chicago and Northern Illinois Affiliate. sent·out 
questionnaires to physicians who were members of the Central States 
Occupational Medical Association. This was the first such survey: · 
that dealt directly with the occupational physician. This was ,. 
published in the Journal of Occupational Medieine in August· 197L: .· 
We felt that we, the physicians, have the greatest influence in · 
shaping and determining health policy regarding hiring and place­
ment of applicants in the job world. The.companies surveyed re­
presented ·a large variety of industrial concerns· from light to 
heavy and from insurance companies to foundries. Over two million 
employees were represented. It was found that 60% of the large 
companies and only 31% of the smaller companies (less than 3,000 
employees) did blood sugar tests. Over 76% would recommend a 
known diabetic for employment who had been certified by his private 
physician as being in good control. . , 

We asked the question - If your company disqualifies diabetics - · 
for employment is it because of: 

1. Past poor experience? 
2. Insurance reasons? 
3. Others? 

The responses were about evenly divided among the three categorie·s. 
This prompted other comments leading to the sununarization that 
disqualification was particularly likely if. the diabetic: ,,, · 

1. Were under persistently poor conttol. · , 
2. Had frequent insulin reactions . ·/ 
3. Serious vascular complications. 
4. Sought hazardous occupation. 

This pretty well makes the kind of sense most doctors use in deter­
mining the qualifications of fitness of any worker for any kind of 
job. We also asked if the insulin-dependent diabetic was placed'' 
on rotating shifts. Over 40/o answered "Yes" to this query. · To ., ·· 
the question: Do you find the diabetic either.better or worse? 
no difference? 87.5% found diabetics either better .(5.6%) or· .. 
no worse (81. 9%) than non-diabetics regarding reliability and 
absenteeism. 

In a recent article, December 1974, JOM - a sub-committee of the 
ADA Committee on Employment and Insurancehas attempted to present 
guidelines to the physician for the diabetic in industry. These 
guidelines are intended to: 

1. Encourage enlightened employment attitudes and 
hiring of diabetics. 
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2. Proyide a yardstick of proper medical maintenance 
for the benefit of both the hired diabetic and the industry. 
But first of all we must identify the diabetic. We must have a 
diagnosis .. This should be relatively standard in the light of 
our present knowledge and statistics; however it is not· easy to 
make the diagnosis of diabetes. It is actually one of the most 
difficult diseases to diagnose. Guidelines for diagnosis using 
the Glucose Tolerance Test ar.e being re-examined. A screening 
test of the urine is not a diagnostic procedure, However, a 
glucose tolerance test is usually performed to rule out or confirm 
the diagnosis of diabetes. Some feel that fasting hyperglycemia 
must be present to diagnose diabetes mellitus, Criteria:: for the 
interpretation of oral glucose tolerance tests in use in rthe U.S. 
most connnonly accepted are those proposed by: 

TABLE I 

University of Michigan * 
~eferences: ( 1, 2, 3, 4) 

Whole Plasma Diagnostic 
Blood or Criteria 

- Serum 
I mg/10 ml 

Fasting --- ---
1 Hour 160 185 All 
112 Hour 140 . 160 Levels 
2 Hour 120 140 At or 
3 Hour --- --- Above 

* Glucose load 1.75 mg/kg ideal body weight as 
25% solution. In otherwise. healthy and ambulatory 
individuals under age fifty. For all procedures: 
Venous blood, Autoanalyzer (Ferricyanide) or Somogyi­
Nelson Methods. 
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TABLE II 

.United States Public Health Service ""'""' 
(USPHS) 

(5) 
. 

Whole Plasma Points Diagnostic Criteria 
Blood or 

Serum 
mg/100 ml 

110 125 = 1 Total of 2 Points 
or < hove or more - Definite 

170 195 = .k 
2 Diabetes 

or < hove 
--- ---
120 140 = .k 

2 1 Point - Possible 
or < hove Diabetes 

110 125 = 1 
or ~ hove 

** Glucose load 100 gm. For all procedures: Venous 
blood, Autoanalyzer (Ferricyanide) or Somogyi-Nelson 
Methods. 

TABLE III 

! University Group 
Diabetes Program + 

( 6) 

Diagnostic Criteria 

Sum of F,1,2,3, Hour 
Glucose Values 

mg/100 ml 
Wnole Plasma 
Blood or 

Serum 
500 600 

or more 

+ Glucose load 40 gm/sq meter of body 
surface. For all procedures: Venous 
blood, Autoanalyzer (Ferricyanide) or 
Somogyi-Nelson Methods. 
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We used the U.S.P.H.S. criteria as we feel we therefore would not 
"over-diagnose" and thus not penalize the job seeker. Utilizing 
these guidelines also helps us to have a handle on the employed 
diabetic, as well, in order to properly place him or even change 
his position in the course of his employment. 

GUIDELINES FOR CONTROL 

All diabetics in ideal and acceptable control categories are 
employable. A diabetic in the Unacceptable category~ which I 
will describe, may be rejected for employment. We have attempted 
for many years to dispel the concept and the stigma that a diabetic 
is a handicapped person, for is the diabetic really handicapped? 

Webster states that the word figuratively means 
"any disadvantage that renders an achievement~· or 
especially successes in competition - more diffi­
cult." 
"To place at a disadvantage". 
Synonyms - encumber, burden, impede, hinder. 

The Federal directive on the affirmative action program to employ 
the handicapped may handicap our educational program to which I 
have just alluded. 

1. Ideal Control 
A. Has 

1. 
2. 

stable blood sugar values. 
Less than 160 plasma fasting. 
Less than 230 two-hour P.P. 

B. Has no insulin reactions. 
C. Has no acetonuria, and 
D. Has proof of good medical supervision with visits 

to his physician at least every three months or 
more often (some will maintain that they are able 
to control a diabetic with fewer visits). 

2. Acceptable Control 
Higher blood sugar values than above if: 
A. No more than mild acetonuria occurring infrequently. 
B. No more than 2 insulin reactions a month which are 

mild and easily corrected. 
C. Proof of good medical supervision with visits once 

a month or more. 
3. Unacceptable Control 

A. Plasma blood sugar values greater than 230 with 
inadequate medical supervision (a redundant statement 
in .most instances). 
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B. More than 2 insulin reactions a month. 
C. Severe reactions difficult to control. 
D. Evidence of frequent or severe acetonuria. 

GUIDELINES FOR JOB PLACEMENT 

Again the status of diabetic control is the most important factor 
for determining placement of the diabetic .in industry. This is 
dependent upon: 

1. The severity of the disease. 
2. Adequacy of medical management. 
3. Presence of complications. 

Thus it is important that close communication exists among the 
private physician, the occupational physician and the employee. 

CLASSIFICATIONS OR GUIDELINES FOR JOB PLACEMENT 

I. Diet alone - with documentation of ideal control. These 
people are capable of performing any type of work for which they 
are physically and educationally qualified. 

II. Diet and oral blood sugar lowering agent. These are capable 
of performing any job for which they are physically and education­
ally qualified. 

III. Diet and insulin with documentation of ideal or acceptable 
control.. 

A. These are capable of performing any job for which they 
are physically and educationally qualified except: 

1) They are not permitted to drive heavy vehicles, cranes, 
tractors, or commercial vehicles engaged in transporting passengers 
or freight. (This is mandated by the D.O.T. criteria for inter­
state commerce vehicular drivers). 

B. There s'hould be no assignment at unsafe distance from 
ground or near he·kv_y moving machinery. 

C. They probably should not work 12-8 shift as this tends 
to disrupt the diet-insulin-rest cycle. 

IV. Presence of significant complications, regardless of treat­
ment group. Sarne restrictions apply here as would be applicable 
to disease of the cardiovascular, visual, renal, nervous and other 
systems of other etiologies. 
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PROGNOSIS FOR WORK ATTENDANCE 

It appears that poor attendance and absenteeism is no higher for 
the majority of diabetics than it is for the non-diabetic worker. 
The work of Moor, Buschbom at Richland, in 1974.in which a diabetic 
study group was age-matched to other studies of absenteeism in non­
diabetics showed a favorable comparison with the non-diabet.ic. This 
study pointed up the importance of doing an age-matched comparison. 
I would like to see a larger study done matching the age, sex, job 
classification, and anniversary dates of hire. This would then 
give us a true picture of what happens. This contrasts with that 
of Nasr, Block, and Magnuson who in 1966 reported on "Absenteeism 
Experience in a Group of Diabetic Employees at the Ford Motor Plant". 
In this study the sickness absence of 213 known diabetics employed 
at Ford Motor continuously from January 1, 1959 to January 1, 1964 
was compared with that observed in a presumably non-diabetic popu­
lation matching for age, sex, race, job and duration of employment. 
They found among the white employees, sickness absence in the 
diabetic was twice that of control. Among the black diabetics, 
sickness absences were increased threefold. Absences of more than 
sixty days in any one year were six times more frequent in the 
diabetic. They concluded, however, that. that study did not indicate 
whether better medical control would reduce the absence of diabetics, 
but did indicate that under existing conditions the loss experienced 
by the company and employee was such as to suggest more intensive 
measures for the early identification of these employees and increased 
medical supervision to lessen the impact~ 

We could, therefore, advance a more simplified classification to 
help the physician to determine the employability of a diabetic -
much in the same fashion that the American Heart Association did 
long ago in categorizing the therapeutic and ·functional status of 
heart disease., I have summarized our concepts, which have not, I 
hasten to mention, been approved by my co-authors or the ADA for 
I have not presented it to them. However, it merely represents a 
capsulized summary of our paper and is not in conflict with it. 
A survey is presently being conducted by the Greate-r:., Chicago and 
Northern Illinois Affiliate of ADA, of physicians il(l- our area to 
determine if they do or do not agree with this concept. 

We would categorize the diabetic by these previously mentioned 
stand.ards into a therapeutic and a functional classification. 

Therapeutic Classification: 
I. Diet alone. 

II. Diet and oral hypoglycemic medication. 
III. Diet and insulin without complications. 

IV. Any of the above with complications. 
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Functional Classification: 
A. Capable of performing any job for which the diabetic 

-is physically and educationally qualified - i.e., I and II no 
restrictions. 

B. Capable of performing any job for which the diabetic 
is physically and educationally qualified, but should not work 
12-8 shift~ i.e., III. 

C. Incapable of performing work above ground level, 
operate mobile equipment, or work with mobile equipment, because 
of insulin requirement, i.e., III. 

D. Incapable of performing any job because of poor 
control and/or complications, i.e., IV. 

Thus we could have 2 categories of classification: 
1. Emp lay ab le: 

I A 
II A, II B, I~I B, III C. 

2. Not employable: 
IV D. 

Almost any profession, avocation or trade is available to the diabetic -
all he has to do is to pursue it. If every parent of every diabetic 
child (this is where the problem lies) would accept the mandate -
to see to it that his child is prepared in some area so that he can · 
avoid the.shift working, unskilled and insecure laboring jobs, the 
problem of employment of the diabetic would be greatly minimized, 
and our entire nation would reap the rewards. Diabetics make 
excellent physicians, lawyers, teachers, clergymen, executives, 
administrators, nurse·s, plumbers, electricians, bricklayers~ archi­
tects, carpenters. Parents should not rely solely on schools, 
doctors, or television to motivate their child. The home exerts 
the greatest influence of all, so parent group teaching is esientiai 
to the future of the diabetic child. 

The only truly handicapped diabetic belongs to the: 1) 8% juvenile 
diabetic group if they are not motivated to pursue a profession, · 
trade, skill or art in which, as I mentioned, they can avoid the 
demands of the unskilled shifting laboring jobs; or, 2) Those who 
have complications so great that they fall into Class IV-D. 

I have attempted to stress the importance of: 
1) Re-examining our criteria for the diagnosis of Dia-· 

betes Mellitus. As Siperstein suggests - to under-diagnose diabetes 
mellitus probably does little harm, whereas to over-diagnose, the 
harm to the patient can be enormous. 

2) Having guidelines which are liberal butrealistic 
regarding the employment and placement of the diabetic. 
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3) Minimizing the stigma placed on the diabetic which 
has been brought about by over-diagnosing, misunderstanding, and 
unfounded concepts that diabetes is a universally disabling ail­
ment - for it is not in the majority of those presently labeled 
as diabetic. 

4) And the importance of control regarding the diabetic 
and his job. 
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