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SUMMARY

OnApril 2,2001, a38-year-old malevolunteer fire
fighter wasdriving towork after returning homefrom
astructural fire. He apparently passed out at an
intersection, and hisvehiclerolled acrosstheroad
andinto afence. Policearrived approximately 3
minutes|ater, and thefire department and ambulance
followed shortly. Despite cardiopulmonary
resuscitation (CPR) and advanced lifesupport (ALS)
performed at the scene, inthe ambulance, and at the
hospital emergency department, and additional
proceduresin the hospital’s cardiac catheterization
laboratory, thefirefighter died. Based on autopsy
findings, the death certificate, completed by the
Medical Examiner, listed “Acute Myocardial
Infarction” as the immediate cause of death and
“SevereArteriosclerotic Coronary Vascular Disease
- Right Coronary Artery” astheunderlying cause.

The following recommendations address some
generd hedth and safety issuesidentified duringthis
investigation. Thislistincludessome preventive
measures that have been recommended by other
agencies to reduce the risk of on-the-job heart
attacksand sudden cardiac arrest among firefighters.
These selected recommendations have not been
evauated by NIOSH, but arederived from published
research, consensusvotes of technical committees
of theNationa FireProtection Association (NFPA),
or reports from fire service labor/management

groups.

* Expand the periodic medical evaluation
program to conform to the recommendations
of the National Fire Protection Association
(NFPA) Standard 1582, Standard on
Medical Requirementsfor FireFightersand
I nformation for FireDepartment Physicians.
Depending on the fire fighter’s age and

coronary artery disease (CAD) risk factors,
this program should incorporate exercise
stress test (EST).

 The medical decision regarding an ill or
injuredfirefighter returning to duty should
be made by the physician providing
occupational health services for the Fire
Department.

 Phase in a mandatory wellness/fitness
program for fire fighters to reduce risk
factors for cardiovascular disease and
improve cardiovascular capacity.

INTRODUCTIONAND METHODS

On April 2, 2001, a 38-year-old male fire fighter
died after gpparently passing outinhisprivatevehicle
whileon hisway towork after returning homefrom
afirecall. On April 6, 2001, theUnited StatesFire
Administration notified NIOSH of the death. On
October 1, 2001, NIOSH contacted the affected
Fire Department to initiate theinvestigation. On
November 1, 2001, aNIOSH contract physician
traveled to lowato conduct an on-siteinvestigation
of theincident.

The Fire Fighter Fatality Investigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialists to develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individual firefighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or cal toll free 1-800-35-NIOSH
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Peopleinterviewed included

» TheFireChief

*  Crew memberson duty with the deceased fire
fighter

» Afirefighter friend not on duty with the deceased
firefighter

* Thedeceasedfirefighter’sspouse

*  Thedeceasedfirefighter’smaost recent physician
and previousphysician

* TheMedicd Examiner

* A (non-Fire Department) coworker

Documentsreviewed included

*  FreDepatment policiesand operating guidelines

» Thedeceasedfirefighter’straining records

* FireDepartment annual report for 2000

» FireDepartment medica evauation records

* The deceased fire fighter's medical records
maintained by hisprivatephysician

*  Ambulanceresponsereport

* Hospital emergency department and cardiac
catheterization laboratory records

»  FireDepartment incident reports

» Death certificate Autopsy report

INVESTIGATIVERESULTS

Incident. OnApril 2, 2001, the affected firefighter
responded to astructural firecall received at 0635
hours. Hedrove Engine 1, whichresponded at 0641
and arrived at the scene at 0647 hours. Thefire, in
asmdl storagebuilding a acemetery, wascontrolled
at 0710 hours, and Engine 11eft the sceneat 0728.
Engine 1 was parked about 200 feet fromtheburning
structure, reportedly upwind, although one crew
member said that therewasinitially smokeexposure
at Engine1'slocation. Thetemperaturewasabove
freezing, it wasnot raining or snowing, andtherewas
melting snow (slush) ontheground. Theaffected
firefighter hel ped attach ahose between Engine 1
and Engine 3, helped stretch hose, and operated
Engine1’'spump. Upon returning to thestation, he
helped return the enginesto service (fill themwith

water, clean them, and stow equipment). Accounts
differ asto how long hewas at the station, but he
goparently left for homesometime before 0800 hours.
Crew membersnoted hisatypically abrupt departure
but attributed it to hisneed to go to work. By the
timehearrived home, family membershad dl |eft for
the day. He called acoworker to say that he had
been at afire, that he was going to take ashower,
and that hewould belatefor work.

At 0823 hours, 911 received acall from abusiness
reporting that avehicle (thedeceased firefighter’s)
had rolled acrosstheroad into afence. Thestewas
less than a minute’s drive from the deceased fire
fighter’shome. Policeresponded at 0825 hours,
removed the fire fighter from the essentially
undamaged vehicle, and began cardiopulmonary
resuscitation (CPR). The Fire Department and
ambul ance service were dispatched at 0825 hours;
both arrived about 0830, the ambulance shortly
beforethe Fire Department. Advanced life support
(ALS) onthesceneincluded endotrached intubation,
oxygen, intravenous medi cations, multipleattempts
a cardioversgon (externd defibrillation) for ventricular
fibrillation, and an attempt at externd cardiac pacing.
The ambulance departed the scene at 0846 and
arrived at the hospital at 0857 hours. Enroute, the
firefighter regained apulsefor 1 to 2 minutes, but
uponarrival inthe emergency department, hisheart
had pulseless electrical activity (no effective
heartbeat). ALSwascontinued, and at 0904 hours
heregained apul se and measurableblood pressure.
At 0907 hours, heagainlost hisheartbeat, andALS
was resumed, including multiple attempts at
cardioversonfor ventricular fibrillation. Theresult
of ablood test for carboxyhemoglobin (an indicator
of carbon monoxide exposure) wasreported as“ 0.0
%,” but the blood was drawn almost 2 hours after
Engine 1 departed thefire sceneand after 50 minutes
of oxygen (which accelerates the clearing of
carboxyhemoglobin) administered viaendotracheal
tube. (At autopsy, the result of another
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carboxyhemoglobin test was a so reported as“ 0.0
%.") At 0936 hours, thefirefighter wastakentothe
cardiac catheterization laboratory, CPR continuing.
Despite various diagnostic and therapeutic
procedures, hisheartbeat could not berestored, and
hewas pronounced dead at 1039 hours.

Medical Findings. Pertinent findings from the
autopsy report, completed by theMedica Examiner,
arelisted below:

» Severeatherosclerotic coronary artery disease
- distd right coronary artery”

* Remote myocardial infarctions. . . . One
probably occurred months ago, and another
isat least seven daysinage.”

* Respiratory congestion and edema, severe.”

TheMedicd Examiner concludedthat, “thepresence
of prior infarctionsalong with severearteriosclerotic
coronary disease suggeststhat the deceased suffered
another acute myocardial infarction or had an
arrhythmia.” Onthedeath certificate, herecorded
“Acute Myocardial Infarction” astheimmediate
causeof desthand” SevereArteriosclerotic Coronary
Vascular Disease- Right Coronary Artery” asthe
underlying cause.

Thedeceased firefighter wasadiaysistechnician.
Henever reported symptomsof CAD to hisfamily
or crew members. He smoked cigarettesand did
not engagein regular physical exercise (except for
homeand yard work, and aleisurely walk onceor
twiceaweek). Hisfather reportedly had two heart
attacks, thefirstin hislate40sor early 50s.

Theaffected firefighter spent the weekend before
thefata incident (which occurred Monday morning)
at avacation stewith afellow firefighter and their
families. He had abackache (afrequent problem
for him) Saturday morning, but hereported no other
symptoms and seemed normal the rest of the

weekend. Although hedidn’t mention any symptoms
at either thefire station or thefire scene, somecrew
membersreported that hewasn't astalkative and
jovid asusud, and onereported that during aphone
call the previousevening he said that hewastired
anddidn’tfed well. Two crew membersthought he
looked“gray” or“pae,” but othersthought helooked
normal. Hiscoworker thought he sounded rushed,
but otherwisenormd, whenhecaledinlatefor work.
Heresponded to afirecall 8 daysprior to thefatal
incident and to two calls8 days beforethat.

The deceased firefighter’sonly Fire Department
medicd evauation washispreplacement evauation
in1996. At that time, heweighed 274 poundsand
had a dlightly elevated blood cholesterol level.
Hypertension (high blood pressure) was diagnosed
in 1997. At thetime of his death, he was taking
medications to control his blood pressure and
cholesterol. Since 1997, hisblood glucose (sugar)
levelswere elevated, but not enough to warrant a
diagnosisof diabetes. Hislast recordedweight, in
June 2000, was 314 pounds. With a height of 74
inches(recordedin December 1997), hisbody mass
index (BMI) in June 2000 was 40 kg/m?. (A BMI
above 30 kg/m?indicatesobesity.!) Hismost recent
electrocardiogram (ECG), in February 1997, had
minor abnormalitiesnot diagnostic of CAD. There
isnorecord of an EST.

DESCRIPTION OF THE FIRE
DEPARTMENT

The Fire Department consists of 25 volunteer fire
fighters. It servesasmall city and surrounding rural
area, withatotal population of 12,000 residentsina
geographic areaof 98 square miles. Thereisone
firestation. In 2000, the Department responded to
252 cdlls. 59fires/explosions, 97 rescue calls (58 of
which weremedical), 31 hazardous conditions, 9
service calls, 22 good intent calls, and 34 false
alarms. Callsfor medical assstanceare handled by
a contract ambulance service, but the Fire
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Department respondsif needed for rescueor if CPR
isinprogress.

Training. To qualify asafirefighter, an applicant
must passamedical evaluation (discussed below)
andaphysica agility test. A successful applicantis
assigned probationary statusfor 6 monthsand then
becomes aregular member upon approval by the
membership. The deceased firefighter had beena
volunteer firefighter snce 1996. Hecompleted Fire
Fighter 1 training but had not yet taken hiscertification
test. Likewise, hehad driver/operator training but
wasnot certified. Healso hadfirst aid, CPR, and
search and rescuetraining.

Preplacement Evaluations. The Department
requiresapreplacement medical evaluationfor al
applicants. Thisisdoneprior tothe physical agility
test. The evaluation is performed by a contract
occupational medicine clinic, which has been
instructed by the Fire Chief tofollow theguideines
of theNationd FireProtection Association (NFPA)
1582, Sandard on Medical Requirementsfor Fire
Fighters and Information for Fire Department
Physicians.? The clinic makes a determination
regarding medical clearancefor firefighting duties
and forwardsthisdecision to the Fire Department.

Periodic Evaluations. Withinthe past year, theFire
Department hasinstituted alimited annual medical
evauation. Itisdoneby thesameclinicthat provides
the preplacement evaluations and is intended to
provideinformation uponwhichto baseadecision
onmedical clearancefor respirator useandto screen
for other health problems. Theevaluation consists
of a self-administered medical and occupational
history questionnaire, pulmonary functiontesting
(PFT), and whatever additiond testing thereviewing
physicianthinksisnecessary. The Department can
accommodate afirefighter whoisunabletowear a
respirator or isotherwise unableto performall fire
fightingtasks. (Firefighterswho aremembersof the

regiona hazardousmaterids(HAZMAT) team have
an annual medical evaluation provided by that
organization.) A volunteer whoisinjured or becomes
ill, whether work-related or not, must be cleared to
return to work as a fire fighter by a personal
physician. Thefirestation doesnot have exercise
equipment, but volunteerscan usealocd heath club
at areducedrate. The Department’straining program
includes a session on preventive health, but the
Department does not have amandatory exercise/
fitnessprogram or other health promotion programs.

DISCUSSION

In the United States, coronary artery disease
(atherosclerosis) isthemost common risk factor for
cardiac arrest and sudden cardiac death.* Risk
factorsfor itsdevel opment includeincreasing age,
male gender, heredity, tobacco smoke, high blood
cholesterol, high blood pressure, physicd inactivity,
obesity and overweight, and diabetes.* The
deceased firefighter had dl of theserisk factorsexcept
advanced age and diabetes.

The narrowing of the coronary arteries by
atherosclerotic plagues occurs over many years,
typically decades.® However, the growth of these
plagues probably occursin anonlinear, often abrupt
fashion.® Heart attacks typically occur with the
sudden development of complete blockage
(occusion) inoneor morecoronary arteriesthat have
not developed acollatera blood supply.” Thissudden
blockageisprimarily dueto blood clots(thrombos's)
forming ontop of atherosclerotic plaques. Although
the deceased firefighter’sautopsy identified 80%
narrowing of theright coronary artery, no thrombus
was identified in that artery. A thrombus was
identifiedinasmall artery, however.

Blood clots, or thrombus formation, in coronary
arteriesisinitiated by disruption of atherosclerotic
plaques. Certain characteristicsof theplaques(size,
composition of the cap and core, presenceof aloca
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inflammatory process) predispose the plague to
disruption.” Disruption then occurs from
biomechanical and hemodynamic forces, such as
increased blood pressure, increased heart rate,
increased catecholamines, and shear forces, which
occur during heavy exercise®® Sudden cardiac desth
isoftenthefirst overt manifestation of ischemic heart
disease X’

Firefighting iswidely acknowledged to be one of
themost physically demanding and hazardousof dl
civilian occupations.** Firefighting activitiesare
strenuousand often requirefirefighterstowork at
near maximal heart rates for long periods. The
increasein heart rate has been shown to begin with
responding to theinitial alarm and persist through
the course of fire suppression activities.!?
Epidemiologic sudieshavefoundthat heavy physica
exertionsometimesimmediately precedesandtriggers
the onset of acute heart attacks.*>*° The deceased
firefighter, wearing turnout gear, drovetheengine,
hel ped stretch hose, operated the pump, and helped
return the enginesto service (refill and cleanthem
and stow equipment). Some of thesetaskswould
involve moderateexertion, requiring 5to 6 metabolic
equivaents(MET).16.20-22

TheFireDepartment requiresapreplacement medicd
evauationfor all applicantsand recently instituted a
limited annual evaluation. The content of the
preplacement eva uation issupposed to comply with
NFPA 1582.2 NFPA 1582 recommends a brief
medical evaluation annually and amoreextensive
evaluation periodically according to the age of the
firefighter (Ilessthan 30: every 3years;, 30-39: every
2 years, over 40 years. every year). NFPA 1582
recommendsEST for firefightersover theageof 35
withrisk factorsfor CAD and for al firefighters
over age40. The Department’sannual evaluation
doesnot includethelimited physical examination
(height, weight, blood pressure, heart rate and
rhythm) that NFPA 1582 recommends, nor doesthe

Department routinely provide the more extensive
periodic evaluations (as described above).

EST can beusedto screenindividua sfor obstructive
CAD. Unfortunately, it hasproblemswith bothfase
negatives(inadequate sengtivity) and fase positives
(inedequate specificity), particularly for asymptometic
individuds(individudswithout symptomssuggestive
of CAD), particularly inyoung men, and women.?
2 Despitethese problems, NFPA 1582 nevertheless
recommendsEST for firefighterswithout risk factors
for CAD beginning at age40.2 Other expert groups
donot recommend EST for asymptomaticindividuas
without risk factorsfor CAD.%%

When these asymptomatic individuals have risk
factors for CAD, recommendations vary by
organization. NFPA 1582 recommends biannual
EST for firefighterswith CAD risk factorsbeginning
at age 35.2 For medical certification for the
commercial driverslicense(CDL) issued by theU.
S. Department of Transportation (DOT), DOT
recommendsEST for driversover theageof 45with
more than two CAD risk factors.?® Since the
deceasd firefighter wasqualified asadriver/operator
for the Fire Department, thisregul ation would seem
to haverdevance, but municipd firedepatmentsare
exempt fromthe DOT regulations.® Inaddition, the
DOT medicd advisory criteriaarejust that, advisory.

TheAmerican Callegeof Cardiology/American Heart
Association (ACC/AHA) do not think that “thereis
evidenceand/or generd agreement thet [EST] isuseful
and effective” in asymptomatic persons without
known CAD, but they identify four groups of such
personsfor which “thereisconflicting evidenceand/
or adivergence of opinion about the usefulness/
efficacy” of EST. Inthesegroups, EST's* ussfulness
efficacy islesswell established by evidence/opinion”
(as opposed to the “weight of evidence/opinion
[being] infavor of usefulnesyefficacy”).®
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*  Group1: Personswithmultiplerisk factors. Five
risk factors for CAD are defined:
hypercholesterolemia(total cholesterol greater
than 240 mg/dL), hypertension (systolic blood
pressure greater than 140 mm Hg or diastolic
pressure greater than 90 mm Hg), smoking,
diabetes, and family history of premature CAD
(heart attack or sudden cardiac deathinafirst-
degreerdativelessthan 60 yearsold).

* Group 2: Menover the age of 40 and women
over theageof 50 (especidly if sedentary) who
planto start vigorousexercise.

* Group 3: Menover the age of 40 and women
over theageof 50 who areat highrisk for CAD
dueto other diseases(e.g., chronicrend failure).

* Group4: Menover the age of 40 and women
over the age of 50 who are involved in
occupationsinwhich impairment might impact
public safety.

The deceased firefighter met thecriteriafor Groups
land4.

Finally, the U.S. Preventive Services Task Force
(USPSTF) does not recommend EST for
asymptomaticindividuas, eventhosewithrisk factors
for CAD,; rather, they recommend the diagnosisand
treatment of modifiablerisk factors (hypertension,
high cholesterol, smoking, and diabetes).?” The
USPSTF indicatesthat thereisinsufficient evidence
to recommend screening middle age and older men
or women inthe general population but notesthat
“screening individuasin certain occupations(pilots,
truck drivers, etc.) can be recommended on other
grounds, including the possible benefitsto public
Safay_”ﬂ

Although the deceased firefighter’sblood pressure
and blood cholesterol werecontrolled by medication,

he smoked, did not engagein aerobic exerciseona
regular basis, and was substantially overweight.
Obesity, however, isnot listed by NFPA 1582 as
either aCategory A (disqualifying) or B (possibly
disqualifying, depending on degree or severity)
medical condition.? It is possible that a health
promotion program that included more vigorous
exerdseandweight control might havehe ped prevent
hisfata heart attack. Itisdso possblethat theannud
medical evaluation (had it beenin placebeforehis
death) would haveresulted in additional medical
testing, but whether amorerecent ECG or an EST
would haveidentified CAD, and whether hewould
havebeen medicaly cleared for firefighting, withor
without restrictions/accommodations, are open
questions.

RECOMMENDATIONSAND

DISCUSSION

Thefollowing recommendationsaddresshedth and
safety issuesidentified during thisinvestigation. This
ligtindudessome preventivemeasuresthat havebeen
recommended by other agenciesto reducetherisk
of on-the-job cardiac arrest among fire fighters.
These selected recommendations have not been
evaluated by NIOSH, but represent published
research or consensusvotesof Technica Committees
of the National Fire Protection Association or fire
servicelabor/management groups.

Recommendation #1: Expand the periodic
medical evaluation program to conform to the
recommendations of the National Fire
Protection Association (NFPA) Standard 1582,
Sandard on Medical Requirements for Fire
Fightersand Infor mation for Fire Department
Physicians, This program should incorporate
EST, depending on the fire fighter’s age and
CAD risk factors.

The purpose of periodic medical evaluationsisto
ensurethat firefightershavetheability to perform

Page 6



S~

133

LA

Fire Fighter Fatality Investigation
And Prevention Program

ZEIM'I Fatality Assessment and Control Evaluation

Investigative Report #~2001-30

FireFighter SuffersFatal Heart Attack After Returning Homefrom Fire-lowa

dutieswithout presentingasgnificant risk tothesafety
and health of themselves or others. Guidance
regarding the content and scheduling of periodic
medica examinationsfor firefighterscanbefoundin
NFPA 1582.2 In additionto providing guidanceon
thefrequency and content of themedica evauation,
NFPA 1582 provides guidance on medical
requirementsfor persons performing firefighting
tasks. NFPA 1582 recommends alimited annual
evaluation, including amedical and occupational
history, which the Department hasinstituted, and a
limited physica examination (height, weight, blood
pressure, heart rate and rhythm), which should be
added. Inaddition, NFPA 1582 recommendsamore
extensvemedical evaluation at aninterva of 1t03
years, depending onthefirefighter’'sage. NFPA
1582 recommendsthat periodic EST begin at age
35for thosewith CAD risk factorsand at age40for
thosewithout CAD risk factors.

Applying NFPA 1582 involveslegal and economic
issues, soit should becarried out inaconfidential,
nondiscriminatory manner. Appendix D of NFPA
1582 provides guidance for Fire Department
administrators regarding legal considerationsin
applying the standard. The economic concernsgo
beyond the costs of administering the medical
program; they involvethe personal and economic
costsof dealing withthemedical eva uation results.
NFPA 1500, Standard on Fire Department
Occupational Safety and Health Program,
addressestheseissuesin Chapter 8-7.1and 8-7.2.%
Thesuccessof medica programshingeson protecting
the affected firefighter. The department must (1)
keep themedical recordsconfidential, (2) provide
dternateduty postionsfor firefightersinrehabilitation
programs, and (3) if thefirefighter isnot medically
qudifiedtoreturntoactivefirefighting duties, provide
permanent alternate duty positions or other
supportive and/or compensated alternatives.
Unfortunately, the second and third requirementsmay
not beworkableinavolunteer department and could

thusimpair both acceptance by firefightersand the
Fire Department’sability toretainfirefighters.

Applying thisrecommendation invol veseconomic
repercussionsand may be particularly difficult for
amdl, rurd, volunteer Fire Departmentstoimplement.
Idedlly, the periodic evaluationswould be provided
by the occupationa medicineclinicthat providesthe
preplacement evduations. Certainly, thiscould essily
apply to the addition of the limited annual physica
examination. The more extensive periodic
evaluations could be performed by a persona
physician or the contract occupationa medicinedlinic
at thefirefighter’sexpense, provided by aphysician
volunteer, or paid for by the Fire Department. In
any case, themedical clearancedecision should be
made by a physician knowledgeable about the
physical demands of firefighting and the personal
protective equipment used by fire fighters.
(Presumably, the contract occupational medicine
cliniccould providethissarvice) Sharingthefinancid
responsibility for these evaluations between
volunteers, theFre Department, and willing phydcian
volunteersshould reducethenegativefinancia impact
onrecruiting and retaining needed volunteers.

The medical evaluation for respirator use should
involve cond derationsbeyond respiratory symptoms
and pulmonary functiontesting (PFT).3%* Although
pulmonary status needsto be considered, cardiac
health is a more important factor in determining
whether afirefighter ismedicaly fit touse SCBA
withturnout gear. Theprimary physiologica burdens
aretheadded weight of theair bottleand other turnout
gear and the heat load resulting from the fire,
exertion, and turnout clothing. Thus, themedical
evauationfor respirator clearance dependsmoreon
themedica history and physical examinationthanon
PFT. PFT may beuseful for evauating respiratory
symptomsor physical examinationfindings, butitis
otherwise not needed routinely for a respirator
clearance evaluation. Many workers, however,
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including firefighters, haveperiodic PFT for other
reasons, and the results should obviously not be
ignored. NFPA 1582 does not require PFT as part
of thelimited annua medicd evauation.?

Recommendation #2: The medical decision
regardinganill or injuredfirefighter returning
to duty should be made by the physician
providing occupational health services for the
Fire Department.

Thedecisionregarding medical clearancefor fire
fighters requires knowledge not only of the fire
fighter’'s medical condition, but also of the fire
fighter’sjob dutiesand NFPA 1582 medicadl fitness
criteria. NFPA 1582 recommendsthat return-to-
duty evaluations be done by the “fire department
physician”? (inthis case, the contract occupational
medicine clinic). As part of the return-to-duty
evaluation, the fire department physician should
review relevant records from the fire fighter’s
persond physciansand/or discusswiththemthefire
fighter’sillnessorinjury.

Recommendation #3:. Phase in a mandatory
wellness/fitness program for fire fighters to
reduce risk factors for cardiovascular disease
and improve cardiovascular capacity.

NFPA 1500, Sandard on Fire Department
Occupational Safety and Health Program,
requires awellness program that provides health
promotion activitiesfor preventing health problems
andenhancing overdl well-being.® Thelnternationa
Association of Fire Fighters (IAFF) and the
Internationa Associaion of FireChiefs(IAFC) joined
in a comprehensive Fire Service Joint Labor
Management Wellness/FitnessInitiativetoimprove
firefighter quality of lifeand maintain physical and
mental capabilities of fire fighters. Ten fire
departmentsacrosstheUnited Statesjoined thiseffort
to pool information about their physical fitness

programs and to create a practical fire service
program. They produced a manual and a video
detailingdementsof suchaprogram.® TheWed Iness
Fitness Initiative provides guidance regarding
wellness program content, to include physical
examination and eva uation, fitness, and behavioral
health. Wellness programs have been shownto be
cost effective, typically by reducing the number of
work-related injuriesand lost work days.3*3% An
unpublished analysisby the Phoenix, Arizona, city
auditor found areductionin disability pension costs
following a 12-year commitment to the wellness
program at the Fire Department.
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