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BACKGROUND 
 

In early 2010, Chief Jack Parow, 2010- 2011 IAFC President, established a Medical Evaluation 

Task Force. The purpose behind the creation of the Task Force was to develop a plan for fire 

departments across North America to use with the goal in mind of providing medical exams for 

career and volunteer firefighters.  

Based on the research and data, reported by the Medical Task Force in 2010, it was verified 

that if every firefighter in North America had an annual medical exam it would drastically reduce 

the number of potentially life-threatening illnesses and adverse health effects. It was also 

verified that a healthier firefighter would be more productive and less prone to sickness, injury, 

and career-ending illnesses. In turn, fire service organizations will become more productive and 

reduce cost in the areas of lost time, health care, and workers’ compensation. 

According to the National Cancer Institute (NCI), cancer costs are predicted to reach at least 

$158 billion in the United States by 2020. Cancer is the second most common cause of death in 

the United States exceeded only by heart disease. Yet, the cost of cancer has quickly escalated 

and now far exceeds that of heart disease. Therefore, annual medical cost to the fire service will 

only grow without immediate action.  

Statistically, the Task Force found that the results of a well-managed wellness program were 

verifiable including, but not limited to, reduction of health care costs by 20 to 55 percent, 

decrease in short-term sick leave by as much as 32 percent, and a savings of between $2 and 

$6 for every $1 invested in fire service wellness programs. These programs were also shown to 

reduce workers compensation and disability claims by as much as 30 percent. 

A new study by the Task Force revealed that fire departments with well-managed IAFF/IAFC 

Wellness programs are reaping substantial savings in workers' compensation claims and costs.  

 

 

Incurred Medical Costs  1996  vs. 2009  

Comparison of                                  
Three Departments 

Total Incurred Costs  Incurred Costs /Total # of Claim 

Dept 1 - Non WFI Compliant 167% 108% 

Dept 2 - WFI Compliant 0% 10% 

Dept 3 - WFI Compliant -35% -69% 

Figures do not include backfill costs 
 

 

 

  

Figure 1: Changes in workers’ compensation cost for three large metropolitan fire departments 
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ACTION STATEMENT 

 

In August 2010, the IAFC Board of Directors approved the expansion of the current Medical 

Evaluation Task Force to address the six action items listed below to insure that a Fire Service 

specific medical program be developed to include:  

 

 

 

 

 

 

 

 

It is not the goal of the Medical Task Force to dictate how organizations will achieve the goal of 

annual medical examinations for firefighters, but rather to research and develop ideas to support 

and encourage organizations to utilize all available resources, including partnerships with other 

entities both inside and outside the Fire Service.   
 

 

 

 

 

 

 

 

 

  

 

1. Support for a Fire Service Physician/Medical Provider Association 

2. Fire Service-Wide Specific Medical Exam  Protocols 

3. Implementation Protocols 

4. Funding Sources 

5. Confidentiality/HIPAA Compliant Medical Evaluations  

6. Secured Data Collection/Evaluation 

 



IAFC | 2011 Medical Evaluation Task Force Report  3 

 

Support for a Fire Service Physician Association 

 
Mission 

This physician group would act as a consulting entity with a two-part focus. The first will be as a 

consultant to the IAFC Medical Exam Task Force to develop those points listed below and 

secondly, a resource for departments and fire department physicians to ask questions about 

Fire Service medicals.   

Physician Group 

Ten to fifteen physicians with extensive Fire Service knowledge/experience to act as subject 

matter experts.  

 

Focus Areas 

The Task Force’s recommended focus areas for this physician group:   

 

FIRE SERVICE-WIDE SPECIFIC MEDICAL EXAM PROTOCOLS 

1. CONTENT OF PHYSICALS 


Clarification of the medical exam elements with in NFPA-1582 Chapter 7 and           

Chapter 2    of the IAFF/IAFC Wellness Fitness Initiative (WFI) - see Appendix A 

 

2. RESULTS AND DETERMINATION OF FIT FOR DUTY 
How to classify the results of the physicals; establishing thresholds for return to 
duty and entry into a treatment program while still remaining on duty 
 
 

PHYSICIAN SUPPORT 

1. PHYSICIAN DISCUSSION FORUM 
Provider resources created on the new IAFC website (Linkedin type format) 

2. PROVIDERS LIST IN DIFFERENT GEOGRAPHIC AREAS 
Provider resources that are currently designed to provide physicals similar to 
firefighter physicals 

 


Although the WFI and NFPA 1582 medical examinations mirror each other, the difference lies in application. NFPA 

1582 is generally guided by standards where the WFI is regarded as an overall health promotion program.  

(Double click on paperclip to see chapter) 
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This chapter highlights the following:


� Introduction 
� Physical Examination
� Body Composition
� Annual Laboratory Analyses
� Vision Evaluation
�Hearing Evaluation
� Pulmonary Evaluation
� Aerobic/Cardiovascular Evaluation
� Cancer Screening
� Immunizations
� Infectious Disease Screening
� Referrals to Health Care Practitioners
�Written Feedback
� Data Collection and Reporting


INTRODUCTION
The WFI is a progressive model for delivering a preventive
and occupational health care services program for today’s
fire fighters and emergency medical workers (collectively
referred to as “uniformed personnel”).  The purpose of the
WFI is to ensure that uniformed personnel are healthy
enough to work safely and effectively during their careers
and maintain good health during their retirement.  The
need for this type of program is based on the unique risks
and adverse working environments that uniformed per-
sonnel face daily.  The intent of the program is that it is
implemented as a mandatory, non-punitive program
where all uniformed personnel work to improve his or her
health or wellness, competing only with themselves.


Due to the physical demands of the job, it is essential that
all uniformed personnel maintain a high level of fitness-
wellness. In addition, these individual’s face unique psy-
chosocial stressors that are a result of the constant
exposure to tragic events and suffering.  Therefore, the cre-
ation of a comprehensive health and wellness program is
essential to provide the medical and psychological support
needed for uniformed personnel.  


Properly implemented, the clinical program outlined in
this chapter will allow for an appropriate medical assess-
ment, early detection of diseases and illnesses, as well as
implementation of health promotional programs. The an-
nual medical examination is an integral element that pro-
vides invaluable health status assessments of both the
individual and department wide.  Moreover, collecting
unidentifiable aggregated data during such exams allows
for long-term analysis and the implementation of preven-
tive programs.  


Medical Evaluation and Assessment
The medical evaluation outlined in this chapter is intended
to accomplish the following to identify whether an indi-
vidual is physically and mentally able to perform essential
job duties without undue risk of harm to self or others;
monitor the acute and long-term effects of the working
environment of uniformed personnel, including exposure
to chemical and biological agents, and the effects of phys-
ical and psychosocial stressors in the workplace; detect pat-
terns of disease in the workforce that might indicate
underlying work-related health concerns; provide quan-
tifiable medical information on the entire workplace; in-
form uniformed personnel of their occupational hazards
and health status; provide a cost-effective investment in
health promotion and disease prevention in the fire serv-
ice; and to comply with federal, state, provincial and local
health and safety requirements.


A comprehensive medical assessment shall be conducted
annually and standardized to include all of the compo-
nents of this chapter. Individuals may use any designated
fire department physician, or other providers, to conduct
the medical assessment. Uniformed personnel may elect to
have certain components of the medical evaluation (i.e.
invasive genitourinary examinations) completed by their
primary care physician.  If this option is chosen, exams
given by primary care physicians must be done within the
prescribed schedule and the results reviewed by the fire de-
partment medical provider and recorded in the member’s
confidential fire department medical record.  All medical
assessment results, regardless of where they were obtained
or performed, shall remain confidential.


Recently, there have been some varying recommendations
on the intervals of medical assessments usually based on
an individual’s age.  However, the value of providing an-
nual medical assessments for uniformed personnel within
a high-risk occupation has been determined by the WFI
Task Force to be medically significant. It is a cost-effective
program, based on a history of saving members’ lives
through early intervention. The National Fire Protection
Association within its health, safety, medical and fitness
standards for fire departments has also recognized and
specifically requires annual medical assessments.


Medical History Questionnaire
An initial pre-employment history questionnaire for es-
tablishing a medical baseline and a periodic medical his-
tory to provide follow-up information and to identify
changes in health status must be completed during each
medical assessment. 


CHAPTER 2 — Medical
Management and Labor shall support the provision of the comprehensive
mandatory annual medical exams as a component of the WFI Program.







Physician Responsibilities  
All examining physicians are designated by the department
to evaluate patients for the WFI. This continuum of care
involves: candidate medical evaluations; annual med-
ical/fitness evaluations; injury/illness care and rehabilita-
tion; pre-retirement medical evaluations (post-retirement
exams where provided); and return to work evaluations.


The physician must have a thorough understanding of the
positions in the fire department, including: essential job
tasks; physical demands; psychosocial stressors; chemical,
biological, and physical exposures; and the effects of med-
ical conditions on essential job tasks.


It is important that the physician understand and partici-
pate as a member of a multidisciplinary WFI Team.  The
physician is a vital advisor/consultant to both labor and
management on all medical issues.  


Physicians must maintain complete adherence to medical
confidentiality. Specific information regarding the med-
ical examination, evaluation, laboratory results and med-
ical diagnosis shall not be released unless written
permission is obtained from the individual.  Employees
need to feel assured that the information provided to the
physician will not be shared unless consent is granted.


Finally, the fire department physician must have knowl-
edge of local, state, provincial, and federal laws related to
health and safety.


PHYSICAL EXAMINATION
� Vital Signs
A physical examination begins with the assessment of height,
weight, blood pressure, temperature, heart rate, and respira-
tory rate. Blood pressure shall be a part of the baseline and
annual examination, with any necessary follow-up as med-
ically indicated. Uniformed personnel with known eleva-
tions of blood pressure must be educated about the
long-term health effects of ignoring this condition, which in-
cludes the possibility of stroke and coronary artery disease.


� Head, Eyes, Ears, Nose, and Throat (HEENT)
This examination offers an opportunity for the examiner
to assess each person’s ability to wear head protection, a
respirator face piece, and other respiratory protection. The
examiner should also review the importance of an un-
compromised airway while wearing a respirator. Moreover,
it allows for identification of possible chronic exposures
that may place the individual at risk for long-term illnesses.
The HEENT exam should emphasize early identification
of treatable disease and prevention strategies through ed-
ucation.  It is also important to note that the examiner has
an opportunity to discuss the health hazards of tobacco
such as: cancer; cardiovascular disease; lung diseases; pre-
mature aging, and tobacco cessation strategies.


The HEENT exam includes a thorough evaluation of: head
— evaluate the shape of a member’s face looking for evi-
dence of previous trauma or other gross abnormality that
may interfere with the use of SCBA or other Personal Pro-
tective Equipment (PPE); eyes — assess extra ocular
movements, pupillary light reflex and accommodation,
conduct fundi/retinal exam, assess visual acuity, peripheral
vision, and color vision; ears— visualize the external ear
canal and tympanic membrane, inspect the external ear
helix particularly for evidence of sun damage or cancerous
lesions, and an audiometric exam performed according to
standard procedures is also required; nose— inspect for
patency of nares, septal cartilage deviation, evidence of
polyps (usually secondary to chronic inflammation), other
mucosal changes (e.g., erythematous patches in smokers),
and evidence of tenderness over the paranasal sinuses;
throat— evaluate the oropharyngeal cavity, gums, teeth,
palate (hard and soft), tongue (dorsum and undersurface),
tonsils and posterior pharyngeal wall, also direct observa-
tion for pre-cancerous changes (e.g., color changes-leuko-
plakia, plaques, nodules, and asymmetry) is important.


� Neck
The exam should include evaluation of major vessels,
lymph nodes, endocrine structures (salivary and thyroid
glands), physiologic functioning (e.g., swallowing, saliva
production), assess for abnormal masses, gland enlarge-
ment, or suspicious skin lesions. Range of motion of the
cervical spine should also be noted.  


� Cardiovascular (CV)
The CV exam must include: assessments of pulse (rate, regu-
larity, and volume); seated blood pressure (with the patient’s
feet on the floor and the proper sized BP cuff); auscultation
of the heart (for heart sounds, extra sounds, clicks, and mur-
murs) and major arteries (carotid, abdominal aorta, femoral
for bruits); and if clinically indicated, examination for signs of
decompensating heart function (CHF) such as jugular venous
pulse and peripheral (ankle) edema. In addition, a medical
assessment must include a thorough history and physical
exam.  It is imperative to inquire if there are any recent
changes in the patient’s aerobic capacity, which could indi-
cate pulmonary or cardiac disease.  Typically, uniformed per-
sonnel suffering from early lung or heart disease will deny
being more fatigued while fighting fires.  More common is
the complaint that during the past year or two the individ-
ual’s tolerance for exercise has diminished. 


The examiner must identify modifiable cardiac risk fac-
tors such as: smoking; dyslipidemias (including: high total
cholesterol/HDL-cholesterol ratio, high LDL-C, high
triglycerides, and low HDL-C); hypertension; diabetes;
chronic renal failure; metabolic syndrome (insulin resist-
ance syndrome); sedentary lifestyle and/or obesity; and
nutritional concerns and/or deficiencies.
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Non-modifiable cardiac risk factors should also be
noted, such as: male gender; advanced age; and positive
family history of premature cardiovascular diseases or
risks.   For example, individuals with a family history of
premature CAD in a first-degree relative are at an in-
creased risk of cardiovascular events.


� Pulmonary
A pertinent history includes any complaints of exercise in-
tolerance, cough, symptoms of bronchospasm, and expo-
sures (chemical or biological).  The respiratory exam should
include: an inspection for respiratory rate and effort; pres-
ence of coughing or sneezing; skin color and any clubbing of
the digits (indicative of respiratory diseases); auscultation
for breath sounds and any abnormal sounds (expiratory
wheezing, inspiratory crackles, or stridor); and if clinically
indicated, more specific exams for areas of consolidation or
dullness (pneumonia, pleural effusions, etc.).  Spirometry is
an effective screening and surveillance exam for pulmonary
disease and shall be included in the exam. Any changes in
the spirometric indices, such as reductions in the vital ca-
pacity and/or forced expiratory volumes should be subject
to further evaluation by more formal pulmonary function
testing and/or evaluation by a pulmonologist. 


� Gastrointestinal
Gastrointestinal exam shall include inspection, palpation,
percussion, and auscultation.Abdominal obesity has been
shown to be associated with increased inflammation in the
body and concomitant increased risk for several chronic
diseases.  Palpation for tenderness, organ enlargement,
other masses (tumors or hernias), and femoral lymph
node enlargement is appropriate. Percussion and palpa-
tion of major arteries for bruits and pulse volume (specif-
ically abdominal aortic aneurysms, or weak pulses
indicative of arterial atherosclerosis) should also be per-
formed.  Generally, the right upper quadrant is palpated
for evidence of liver, colon or gall bladder disease; and the
left upper quadrant is palpated for spleen or colon pathol-
ogy.  Palpating the right and left lower quadrants is help-
ful for evaluation of colon disease.  


� Genitourinary
• Men— this examination includes testicular, penis, and in-
guinal hernia evaluations, as well as previously mentioned
palpation of femoral pulses and for lymphadenopathy.  This
part of the examination provides an opportunity for the ex-
aminer to discuss the merits of testicular and prostate can-
cer screening, and techniques for self-examination of the
testicles.  This exam may be deferred if the patient prefers to
obtain these exams from his own primary care physician.   


• Women - this examination includes vaginal and biman-
ual pelvic exams, the Pap smear, breast exam, and mam-
mography.  This part of the examination provides an


opportunity for the examiner to discuss the merits of breast
and cervical cancer screening and techniques for self-ex-
amination of the breasts.  This exam may be deferred if the
patient prefers to obtain these exams from her own primary
care physician or women’s health care facility. 


� Rectal
The purpose of this procedure is to screen for rectal masses,
mucosal abnormalities such as hemorrhoids, anal fissures,
and cancerous lesions, and to detect prostate abnormalities
in men.  All uniformed personnel shall receive annual dig-
ital rectal exams (DRE) for detection of lower intestinal
masses, prostate gland enlargement (men), atypical prostate
tenderness, or surface irregularities and nodules.


� Lymph Nodes
An examination of the lymph nodes for enlargement, ten-
derness, and mobility in the cervical, supraclavicular, in-
guinal, and the axillary regions is to be conducted. 


� Neurological
The neurological examination for uniformed personnel
shall include a general assessment of mental status, cranial
nerve function, motor system, sensory system, cerebellar
function/coordination, balance and gait, and reflexes.  


••  MMeennttaall  SSttaattuuss  EExxaamm— a general mental status exam fo-
cuses on orientation, memory (short and long term), and
judgment.  If clinically indicated refer for psychiatric
and/or psychological evaluation for addition assessment.


••  CCrraanniiaall NNeerrvveess  EExxaamm— a focused cranial nerve exam-
ination includes an emphasis on the senses. The cranial
nerve exam includes: CN1-smell (often omitted unless
history of head trauma or toxic inhalation); CN2-vision;
CN3-pupillary constriction; elevation of the eyelid;
extra ocular eye movements; CN4-extraocular eye 
movement; CN5-jaw movement; CN6-extraocular eye
movements; CN7-muscles of the face; CN8-hearing 
and balance; CN9-taste; pharynx movements; CN10-
movement and sensation in the oropharynx; CN11-
movement of the neck muscles; and CN12-tongue
movement.  A more thorough evaluation may be neces-
sary if clinically indicated (e.g., headaches, dizziness/ver-
tigo, or syncope). 


••  PPeerriipphheerraall  NNeerrvvee  EExxaamm— peripheral nerve function is
assessed in the motor and sensory portions of the neu-
rological exam.  Decreases and imbalances in muscular
power can predispose uniformed personnel to muscu-
loskeletal injuries.  Thus, a general (motor assessment as
measured by a 0 to 5 subjective rating of power) is im-
portant as it pertains to safe and injury-free work per-
formance. The peripheral neurological examination is
usually continuous with the cranial nerve evaluation.
However, such peripheral motor, sensory, and reflex ex-
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aminations may be conducted in conjunction with the
musculoskeletal exam.  


MMoottoorr —— gait, heel-to-toe, and Rhomberg (feet to-
gether, arms outstretched, palms up and eyes closed)
screening examinations for cerebellar function must
be conducted.  Muscle strength is tested in all major
muscle groups.  Because of the physical demands on
fire fighters, any evidence of decreased muscle
strength (as measured on the standard 0-5 scale)
raises significant concerns regarding work perform-
ance and must be addressed.  


SSeennssoorryy —— the examination includes pain, thermal
sensation, light touch, position, two point discrimi-
nation, and vibratory sensation testing.  Thermal
evaluations are generally omitted if the pain exami-
nation is normal.  


RReefflleexxeess — this examination includes the standard
evaluation of reflexes on a 0-4+ scale, including the
ankle, knee, bicep, tricep, and brachioradialis.  


�Musculoskeletal 
In addition to the motor assessment, the examiner inspects
and palpates for: structural asymmetries (e.g. areas of
muscular imbalance and atrophy); active range of motion
of all major joints (including the back); the sensation of
pain with any of the above; and a complete joint specific
examination where clinically indicated. Any muscu-
loskeletal limitations or areas of pain are important to
note, not only for the timely provision of physical therapy,
but to record those injuries that may be relevant to future
workers’ compensation, pension, or disability claims.


� Skin
The examiner shall inspect the skin for color, vascularity,
lesions, and edema. Careful examination of the skin for
abnormal/atypical nevi (moles) or other suspicious lesions
that could be cancerous (non-melanoma or melanoma
types) is critical. The clinician should have a low threshold
for referring a patient to a dermatologist when suspicious
or atypical changes are present.  Also note any rashes, scars,
tattoos, or obvious evidence of trauma/injury (bruising,
excoriations, scraps, cuts, swelling, erythema, warmth, or
tenderness).


BODY COMPOSITION
Body composition differentiates between the relative
amounts of adipose tissue (fat) and lean body mass.  Lean
body mass consists of muscle, bone, organs, nervous tis-
sue, and skin.  Body fat is traditionally thought of as a pas-
sive tissue that serves to insulate and protect the body and
its organs, and as a reservoir for energy storage.  Although
some body fat is considered essential, excess body fat in-
creases the workload and amplifies heat stress by prevent-


ing the efficient dissipation of heat when a person exer-
cises.  In addition, added body fat elevates the energy cost
of weight-dependent tasks such as climbing ladders and
walking up stairs, also contributing to injuries and an in-
creased risk of many chronic diseases. Obesity is overtak-
ing smoking as the number one cause of preventable
deaths and is associated with an increase in almost every
chronic disease including but not limited to: cardiovascu-
lar disease, hypertension, dyslipidemia, heart failure, dia-
betes, several types of cancer, asthma and chronic lung
diseases, obstructive sleep apnea, dementia, arthritis, and
gastroesophageal reflux disease.


� Evaluation of Body Composition
Methods for evaluating body composition include: cir-
cumferential measurements, hydrostatic weighing, Bod
Pod, bioelectrical impedance analysis (BIA), skinfold
measurement, and body mass index (BMI).


The accuracy, reliability and practicality of these methods
vary.  There is ongoing research on the most accurate and
consistent method for evaluating body composition. How-
ever, the WFI has selected the skinfold measurement eval-
uation as the preferred method of estimating body
composition. 


� Distribution of Body Fat
Recent scientific research suggests that the distribution of
body fat is an important predictor of negative health out-
comes. Individuals with more intra-abdominal/visceral fat,
which is fat around abdominal organs, are at an increased
risk of hypertension, type 2 diabetes, dyslipidemia, coro-
nary artery disease, and premature death. This visceral adi-
pose tissue is metabolically different than subcutaneous
fat.  Excessive abdominal fat, as revealed by waist circum-
ference measures, creates increased inflammation in the
body. This occurs because fat cells release pro-inflamma-
tory cytokines, cell signaling molecules that activate the
immune system, which ‘turns on’ an inflammatory cascade
at genetic and cellular levels, ultimately affecting the en-
tire body.  This is important because current scientific re-
search links chronically increased inflammation to several
chronic disease states such as cardiovascular disease, pre-
diabetes/diabetes, cancer, and dementia, and others.  


Thus, abdominal fat is no longer thought of as just a pas-
sive or inert reservoir for storing energy; it is an active en-
docrine organ, secreting many factors capable of
increasing systemic inflammation within the body.  Expert
consensus indicates that a waist circumference measure-
ment, measured at the level of the iliac crests, that is greater
than 102cm (40 inches) in men, and 88cm (35 inches) in
women imparts a significant increase in the risk of chronic
disease, including cardiovascular disease.  Obesity, and in
particular abdominal obesity, is a health risk that must be
managed aggressively.


14







ANNUAL LABORATORY ANALYSES
Prior to reporting to a physician for an annual medical ex-
amination, uniformed personnel may have their blood
drawn and urine sampled and analyzed at a designated
laboratory site. Having the lab results available at the time
of the physical exam will assist physicians in providing a
more thorough examination and allowing physicians to
address any concerns based on the laboratory results.  If
blood is drawn and urine sampled during the annual ex-
amination, results are provided to physicians for a follow-
up and/or addressed in the Health Risk Appraisal. 


� Blood Analysis
The following are components of the blood analysis. At a
minimum, laboratory services must provide these com-
ponents in their automated chemistry panel (CMP) and
complete blood count (CBC) protocols. If laboratory tests
are not done prior to the scheduled physical examination,
laboratory tests will be drawn at the time of the medical
examination.


Blood drawn for medical analysis wwiillll  nnoott be used for
drug screening at any time.


The minimum blood analysis to be conducted as a part of
the annual medical examination, includes: white blood cell
count (with differential); platelet count; red blood cell
count (hemoglobin and hematocrit; liver enzymes (AST,
ALT, LDH) and function (alkaline phosphatase, bilirubin,
albumin) tests; glucose — fasting; creatinine and glomeru-
lar filtration rate (GFR); blood urea nitrogen; sodium;
potassium; carbon dioxide; total protein; calcium; lipids
(cholesterol and triglycerides) — fasting


• White Blood Cell Count
White blood cells (WBC) are an important part of the
body’s immunologic system.  The role of white blood cells
is to help the body defend itself against infection. 


An elevated WBC count may suggest an acute bacterial or
viral infection, various leukemias, acute blood loss, renal
failure, pregnancy, or an inflammatory disorder (such as in-
flammatory bowel disease), or it may indicate the effects of
acute severe emotional/physiological (e.g., burns, trauma)
stress on an individual.  Situations where the WBC count is
low can include: chronic viral or bacterial infection, acute
leukemias, immunosuppressive disorders (e.g., HIV), au-
toimmune diseases (e.g., lupus), chemical and heavy metal
toxicities, drug effects (e.g., some antibiotics and analgesic
medications), and perhaps chronic emotional stress (which
could be construed as ‘normal’ depending on the circum-
stances of the individual).  The WBC differential helps to
determine the significance of an abnormal WBC count.


• Differential
The WBC differential identifies relative amounts of differ-
ent types of white blood cells and helps to identify differ-
ent clinical problems. For instance, a high neutrophil count
might indicate: an acute bacterial infection; presence of
immature neutrophils (bands) could mean acute leukemia;
excess eosinophils may indicate a parasitic infection or al-
lergic reaction; or an increase in lymphocytes may indi-
cate a chronic inflammatory condition, infection or
chronic type of leukemia.


• Red Blood Cell Count
The purpose of red blood cells is to carry oxygen to the body’s
tissues. The routine measures of the blood’s oxygen carrying
capacity are hemoglobin and hematocrit. An increase in the
number of RBC’s may indicate dehydration, a myeloprolifer-
ative disorder called polycythemia, or conditions of hypoxia
such as emphysema and smoking.  Decreased levels may in-
dicate anemia, acute blood loss, or hemodilution.   


• Platelet Count
Platelets are essential to the bloods ability to properly clot.
Abnormally low platelet counts, known as thrombocy-
topenia, may be caused by a decrease in production possi-
bly stemming from bone marrow suppression, clumping
or destruction of platelets from sequestration in the tiny
capillaries of the spleen. High platelet counts are associ-
ated with myeloproliferative disorders such as poly-
cythemia, essential thrombocytosis, or chronic
myelogenous leukemia.


• Liver Enzymes and Function Tests
The following liver assessment tests are used primarily to
detect and monitor liver disease. These tests measure ei-
ther liver injury (enzymes, also referred to as liver transam-
inases) or liver function. An increasingly common cause
of elevated liver enzymes is fatty infiltration of the liver,
due to obesity, referred to as ‘non-alcoholic fatty liver dis-
ease.’  Abnormal results are caused by many other medical
conditions or medical treatments. 


AAssppaarrttaattee  aammiinnoottrraannssffeerraassee  ((AASSTT))— is distributed
through many tissue types with high concentrations
in liver, heart, skeletal muscle, and kidney.  It is ele-
vated in liver conditions of infection (hepatitis), ob-
struction (e.g., gall bladder stones), cirrhosis, fatty
infiltration, myocardial stress (acute MI, infection,
heart failure), skeletal muscle trauma or vigorous ex-
ercise, medication use (e.g., acetaminophen or isoni-
azid), or alcoholism.  Low levels are due to vitamin
B6 deficiency, renal failure, or protein deficiency/mal-
absorption.


AAllaanniinnee  aammiinnoottrraannssffeerraassee  ((AALLTT))— is typically ele-
vated in liver disease, although there are small
amounts of this enzyme in heart, kidney, and muscle
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tissues.  It is more liver specific than is AST. Typically
alcoholism, hepatitis, obstructive jaundice, liver can-
cers, cirrhosis, acute MI, trauma to skeletal muscle,
and salicylate (ASA) toxicity can cause ALT elevation.


LLaaccttaattee  ddeehhyyddrrooggeennaassee  ((LLDDHH))— is an enzyme present
in all cell types and is released when they are damaged. It
is elevated in liver disease, malignancy, hemolytic anemia
(rupture of red blood cells), pulmonary infarct,muscu-
lar or myocardial injury, or trauma.


AAllkkaalliinnee  pphhoosspphhaattaassee  ((AAllkk  PPhhooss))— is present in high
concentrations in growing bone and in bile.  It is ele-
vated in diseases involving the liver, especially any dis-
ease process that impairs bile formation or flow (e.g.,
hepatic duct blockage with stones, metastatic carci-
noma of liver), thus it is a liver ‘function’ test. Diseases
of the bone (e.g., bone metastases, Paget’s disease, os-
teomalacia, rickets, hyperparathyroidism, healing frac-
ture, or myositis ossificans) also increase this enzyme.
Decreased levels might indicate hypothyroidism, very
low fat/low protein diets, zinc deficiency, excessive vi-
tamin D intake, or blood type A. 


BBiilliirruubbiinn— is formed when RBC’s break down and
release their bilirubin (heme metabolism), which is
then conjugated in the liver for excretion in the bile.
High levels of bilirubin in the blood may be due to ab-
normalities of formation, transport, metabolism, and
excretion. This makes bilirubin a liver ‘function’ test.
Jaundice results from high bilirubin concentrations in
the serum. Elevated bilirubin levels are classified as un-
conjugated or conjugated hyperbilirubinemias.  Un-
conjugated (indirect) hyperbilirubinemias are caused
by: increased bilirubin production (e.g., hemolytic ane-
mias or reactions); impaired bilirubin uptake by the
liver (due to certain drugs); or impaired conjugation
(Gilbert’s disease is a common cause of elevated biliru-
bin which is caused by a decreased level of a conjuga-
tion enzyme). Conjugated (direct)
hyperbilirubinemias result from: impaired excretion of
bilirubin from the liver due to hepatocellular disease
(hepatitis, cirrhosis); intrahepatic cholestasis (block-
ages within the liver) from drugs, sepsis, and heredi-
tary cholestatic syndromes; or extrahepatic biliary
obstruction.


AAllbbuummiinn— is a protein made by the liver, thus it is a
liver ‘function’ test. Decreased levels of albumin can be
the result of: liver disease or dysfunction (e.g., hepatitis,
cirrhosis, necrosis, fatty liver); malnutrition; malab-
sorption; alcoholism; some chemical and heavy metal
toxicities; systemic infections; chronic inflammation;
insulin resistance; obesity; autoimmune diseases; renal
diseases (nephrotic syndrome, glomerulonephritis);
congestive heart failure; overhydration; leukemia; or


pregnancy. Albumin may be high with dehydration,
shock, and prolonged tourniquet use during venipunc-
ture, and with steroid therapy. 


• Glucose
Glucose in adequate levels is essential for all normal body
functions.  Cells use glucose as a fuel substrate for the pro-
duction of adenosine triphosphate (ATP), the basic source
of energy used in all metabolic reactions — both anabolic
(synthetic reactions that convert simple molecules into larger
more complex molecules) and catabolic (reactions that
breakdown or degrade larger molecules into simpler ones). 
Insulin is a hormone that regulates glucose metabolism.
Diabetes results from a lack of insulin, a lack of sensitivity
to insulin or both. Blood glucose may be tested in a multi-
step process to determine if one has diabetes or is at risk of
developing diabetes. Fasting blood glucose levels are easier
to interpret than are random levels although both meas-
urements may be useful in the diagnosis of diabetes. 


• Creatinine (Cr) 
This is a measure of renal function.  It is a product of mus-
cle metabolism that is produced in the blood stream at a rel-
atively constant rate and cleared by renal excretion. The
kidney filters blood through millions of sieves, glomeruli,
which retain essential components of the blood in the body
followed by selectively reabsorbing anything that was missed
by the glomeruli in the renal tubules. Creatinine is freely fil-
tered by the kidney and not reabsorbed by the renal tubules.
It is not a perfect indicator of renal function as other factors
can alter serum creatinine measurement.  Conditions caus-
ing elevation of creatinine include: the use of drugs, such as
aspirin, cimetidine, trimethoprim, cephalothin, and cefox-
itin; ketoacidosis; and increased protein intake or muscle
mass.  Conditions causing decrease of creatinine include: ad-
vanced age due to physiological decrease in muscle mass;
cachexia, due to pathological decrease in muscle mass caused
by cancer and malnutrition; and liver disease, due to a de-
crease in hepatic creatinine synthesis and cachexia.


• GGlloommeerruullaarr  FFiillttrraattiioonn  RRaattee  ((GGFFRR))
This is the best index of overall kidney function and is a
more sensitive, and early, indicator of kidney dysfunction
than creatinine alone.  Creatinine clearance, done with 24
hours of urine collection, is the usual means of estimating
GFR.  Urine collection for a full 24 hours is impractical for
patients and prone to error. Many laboratories now estimate
GFR using the modified MDRD GFR equation which uses
the patient’s age, gender, race, and measured serum creati-
nine level.  This estimate of GFR is often included with the
serum creatinine on the laboratory results chart.


• Blood Urea Nitrogen (BUN)
Urea is another useful index of renal function. It is syn-
thesized mainly in the liver and is the end product of pro-
tein catabolism.  The kidney excretes this nitrogenous waste
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product of protein catabolism. Kidney damage reduces its
excretion and is a marker of renal failure and disease.


Urea is freely filtered by the kidney with approximately 30-
70 percent being reabsorbed in the renal tubules, but is de-
pendent upon the hydration status of the individual.  The
reabsorption of urea may be decreased in well-hydrated in-
dividuals, causing a low BUN level; whereas dehydration
causes increased reabsorption causing a higher BUN level, as
is often seen after a prolonged fast with little water intake. 


A normal BUN: creatinine ratio is 10:1; with dehydration the
ratio can increase to 20:1 or higher.  There are conditions
other than renal disease that affect BUN, independently of
GFR.  Circumstances which could increase BUN include:
conditions that reduce the effective circulating blood volume
(e.g. dehydration, congestive heart failure, or acute blood
loss/shock); catabolic states (e.g. gastrointestinal bleeding or
corticosteroid use); high protein diets; and drugs such as
tetracycline, analgesics, or Naiads.  Circumstances which
could decrease BUN include: liver disease; malnutrition, low
protein diet and cachexia; and over hydration.


• Sodium
Sodium is an important electrolyte in the body. Abnormal
serum sodium does not necessarily mean a problem with the
sodium ion balance, but is most often due to abnormal water
balance, generally associated with abnormal serum osmolal-
ity and shifts of water across the cell membrane.  The most
common and complicated disturbance of sodium is hy-
ponatremia, low sodium concentration.  Generally it results
from water imbalance, not sodium imbalance; and its differ-
ential diagnosis starts with measurement of the patient’s
serum osmolality as low, normal, or high, then determina-
tion of their extracellular fluid volume as low, normal, or
high.  The most common reasons for hyponatremia can in-
clude situations where the patient’s serum osmolality is low
and their volume status is low or normal.  If their volume
status is low, hypovolemia, it may be the result of: dehydra-
tion; vomiting; or diarrhea which causes extrarenal salt
losses; certain medications such as diuretics and ACE in-
hibitors, or in aldosterone deficiencies.  If volume status is
normal, hyponatremia is usually due to the syndrome of in-
appropriate antidiuretic hormone secretion (SIADH).  Pa-
tients who are hypervolemic, in edematous states, with
hyponatremia have congestive heart failure, liver disease,
nephritic/nephrotic syndrome, or advanced renal failure.   


Hypernatremia, high sodium concentration, occurs most
commonly when free water intake has been inadequate.
This is not an exhaustive list of causes for hypo/hyperna-
tremia and specialist consultation may be appropriate.


• Potassium
Potassium is another important electrolyte in the body, with
95 percent of potassium residing inside cells.  The plasma
potassium concentration is maintained in a narrow range
through two main regulating mechanisms: potassium shift
between intracellular and extracellular compartments; and
modulation of renal potassium excretion. Potassium levels
may be elevated, known as hyperkalemia, in patients taking
certain medications that inhibit potassium excretion: ACE
inhibitors, angiotensin receptor blockers, potassium spar-
ring diuretics, or their combination.  Other medications that
can cause hyperkalemia include: NSAIDs, trimethoprim,
tacrolimus, and heparin.  Otherwise the causes of hyper-
kalemia involve clinical situations where there is: decreased
excretion of potassium, shift of potassium out of cell, spu-
rious causes or if there is excessive intake of potassium. 


Low potassium levels, called hypokalemia, in situations
where there is decreased potassium intake, potassium shift
into the cell (alkalosis, excess insulin, or trauma), renal
potassium loss (aldosterone deficiency, therapy with di-
uretics such as furosemide and thiazides, hypomagne-
semia, renal tubular acidosis), or if there is extarenal
potassiumloss (vomiting, diarrhea, or laxative abuse).  This
is not an exhaustive list of causes for hyper/hypokalemia
and specialist consultation may be necessary.


• Carbon Dioxide (Bicarbonate)
Carbon dioxide levels are an indicator of the acid-base sta-
tus of the patient. The measurement of venous carbon
dioxide is actually a direct determination of the bicarbon-
ate anion concentration.  Therefore, for clinical purposes
the total carbon dioxide content is equivalent to the bicar-
bonate anion concentration.  Disturbances in acid-base bal-
ance can be caused by a variety of primary metabolic and
respiratory disorders (more acute situations), or they can be
due to a combination of the two (in more chronic situa-
tions where there has been compensation for the primary
disorder). Primary respiratory disorders affect blood acid-
ity by causing changes in the arterial partial pressure of car-
bon dioxide, and primary metabolic disorders are indicated
by changes in the bicarbonate anion concentration.  The
medical workup of the patient with an acid-base disorder
is complicated and may require specialist consultation.


• Total Protein
Total protein is a measure of the total proteins in the serum
(albumin and globulins). Plasma also contains fibrinogen
protein so if the lab result is high, ensure that the serum
was measured and not the plasma. Total protein levels can
be elevated in chronic infection, chronic liver disease, al-
coholism, dehydration, multiple myeloma, lymphoma,
and some autoimmune diseases.  Levels are low in malab-
sorption, malnutrition, severe liver disease, chronic renal
failure, nephrotic syndrome, overhydration, and protein
losing states.
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• Calcium
Calcium is measured in the serum or plasma and is re-
quired for normal muscle contraction and nerve function.
It is the ionized calcium in blood that is usually measured,
and any variation from the normal range is usually highly
significant. Calcium is usually elevated, known as hyper-
calcemia, due to primary hyperparathyroidism or a ma-
lignancy (e.g., multiple myeloma, lymphoma, or tumors
that secrete PTH).  These two reasons account for 90 per-
cent of all cases of high calcium. Other causes of hyper-
calcemia are: increased intake or absorption of antacids or
excess vitamin D or A; other endocrine diseases such as
adrenal insufficiency, or pheochromocytoma; sarcoidosis;
Paget’s disease of the bone; drugs such as thiazide diuret-
ics or lithium; and conditions leading to immobilization. 


Ionized calcium may be low, hypocalcemia, in conditions
where there is insufficient action of PTH (e.g., hypoparathy-
roism) or active vitamin D.  The most common cause for low
total calcium is low albumin states (where correction, by the
lab or with a formula, of the serum calcium concentration is
needed to accurately reflect the ionized calcium concentra-
tion).  The most common cause of hypocalcemia is renal fail-
ure due to decreased production of vitamin D.  Other
important causes include:  decreased intake from malab-
sorption or vitamin D deficit; increased loss resulting from
diuretics or alcoholism; hyperphosphatemia; and sepsis.  The
medical workup of the patient with hyper/hypo-calcemia can
be complicated and may require specialist consultation. 


• Lipid Tests
A full lipid panel is a critical component of the laboratory
testing profile for the WFI. In the general population, a
positive correlation between plasma cholesterol and coro-
nary risk has been well documented.  Fire fighters are at
an even higher risk of cardiovascular events in the course
of their duty, especially during fire suppression. Among
fire fighters, almost half of line-of-duty deaths can be at-
tributed to cardiovascular events. Hypercholesterolemia is
one of the major modifiable risk factors in efforts to pre-
vent coronary artery disease and cardiovascular events. 


TToottaall  CChhoolleesstteerrooll— cholesterol belongs to a larger fam-
ily of biological chemicals called lipids (fats).  Because it
is such a critically important substance, a complex car-
rier system has developed to move cholesterol through
the entire body.  This system consists of a number of
proteins that bind to cholesterol and transport it to
where it is needed.  Cholesterol, a lipid, when bound to-
gether with one of these carrier proteins, is called a
lipoprotein. Both total cholesterol and carrier proteins
can be measured in blood samples.  When looking at
total serum cholesterol levels, the risk of developing ath-
erosclerotic coronary vascular disease increases as the
total cholesterol level increases.


LLooww  DDeennssiittyy  LLiippoopprrootteeiinn  ((LLDDLL--CC))  lleevveell —— LDL-C is
45 percent cholesterol by weight and is the major carrier
of cholesterol to the body’s tissues.  Since LDL can de-
liver too much cholesterol to the wrong places (like the
heart arteries) resulting in cholesterol plaque build-up,
people often refer to this as a bad cholesterol.


HHiigghh  DDeennssiittyy  LLiippoopprrootteeiinn  ((HHDDLL--CC))  lleevveell —— HDL-
C is 30 percent cholesterol by weight and is involved
in reverse transport of cholesterol away from body tis-
sues and out of the body.  HDL cholesterol removes
excess cholesterol from the arteries, helping to prevent
the build-up of cholesterol plaques.  Because this
lipoprotein appears to remove excess cholesterol, it is
often referred to as the good cholesterol. 


TToottaall  CChhoolleesstteerrooll//HHDDLL  RRaattiioo  — TC/HDL-C ratio
gauges relative risk of cardiovascular disease.  The im-
portance of the protective effect of HDL cholesterol is
emphasized by this ratio.  The total cholesterol level
may be within a normal range but combined with low
HDL cholesterol level, the ratio indicates the individ-
ual is at a higher risk than someone with normal total
cholesterol and a normal HDL level.


While cholesterol tests are part of the annual examination,
the WFI strongly recommends that a fasting lipid profile
be conducted at least once every five years.  Further, a non
fasting total cholesterol > 200 or HDL cholesterol < 40 in-
dicates the need for a fasting lipid profile. 


Risk factors for cardiovascular disease that need to be con-
sidered in the interpretation of results and in further de-
termining additional fasting lipid profile testing include age
> 45 years for males and > 55 years for women, current cig-
arette smoking, hypertension, HDL cholesterol below 40
and a family history of premature coronary heart disease
defined by a definite myocardial infarction or sudden death
before age 55 years in a male first-degree relative and before
age 65 in a female first-degree relative. A desirable LDL level
in individuals without identifiable coronary heart disease is
< 160 mg/dl with zero risk factors and < 130 mg/dl for two
or more risk factors. The desirable LDL cholesterol level
for those individuals with known coronary artery disease or
risk equivalents including symptomatic carotid artery dis-
ease, peripheral arterial disease, abdominal aortic
aneurysm, and diabetes mellitus is < 70 mg/dl. 


Given the increased physiological demand imposed by the
fire service, cholesterol lowering therapy including lifestyle
modification and medication when necessary is recom-
mended for the achievement and maintenance of desired
cholesterol levels.
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�Metabolic Syndrome
Metabolic syndrome also referred to as syndrome X, insulin
resistance syndrome, and pre-diabetes, is characterized by
dysfunctional metabolic factors probably linked by a com-
mon underlying mechanism.  From a clinical standpoint,
diagnosing the metabolic syndrome identifies individuals
who are at increased risk for cardiovascular disease, in-
cluding coronary heart disease, stroke, and peripheral ar-
tery diseases and/or type 2 diabetes. 


Metabolic syndrome is characterized by a clustering of risk
factors for cardiovascular disease that include: insulin re-
sistance (reduced cellular insulin action); abdominal obe-
sity; atherogenic dyslipidemia (changes to lipids that
promote atherosclerosis which include a combination of
elevated triglyceride levels and atherogenic low-density
lipoprotein (LDL) cholesterol particles; and low levels
high-density lipoprotein (HDL) cholesterol); hyperten-
sion; hyperuricemia (high serum uric acid); a prothrom-
botic state (enhanced blood clotting); and a
proinflammatory state (increased systemic inflammation).
While many factors such as insulin resistance, abdominal
obesity, physical inactivity, hormonal imbalances, and a
poor diet are likely the prime factors in the development of
metabolic syndrome, genetic factors (especially family his-
tory of type 2 diabetes) also play a role in its pathogenesis.


Individuals with metabolic syndrome are at increased risk
for the development of coronary heart disease and other
diseases related to plaque buildup in artery walls, such as
stroke and peripheral vascular disease, as well as type 2 di-
abetes mellitus. Prospective population studies show that
compared to individuals without metabolic syndrome,
those who have it are at least double the relative risk for
cardiovascular disease events, and a 5-fold increase in the
risk of developing type 2 diabetes.   


Therefore, it is important to identify those with metabolic
syndrome and refer for treatment. The metabolic syn-
drome is identified by the presence of three or more of the
following components[4]: abdominal obesity defined as a
waist circumference >102 cm (>40 in) in men or >88cm
(>35 in) in women; triglycerides ≥150 mg/dL; HDL cho-
lesterol <40 mg/dL for men or <50 mg/dL for women;
blood pressure ≥130/85 mmHg; and fasting glucose ≥110
mg/dL.


� Heavy Metal and Special Exposure Screening
Baseline testing for heavy metals and special exposures
may be performed under special circumstances, such as
hazardous materials exposures; recurrent exposures; other
known exposures; or where under federal, state, or provin-
cial regulations requires it, such as OSHA standards.


The following screenings may be utilized: urine screen as-
sesses exposure to arsenic, mercury and lead; blood screen


for lead and zinc protoporphyrin assesses exposure to lead;
testing and screening for specific exposure or other heavy
metal screens may include aluminum, antimony, bismuth,
cadmium, chromium, copper, nickel and zinc; and special
blood testing may be ordered for organophosphates, RBC
cholinesterase, or other toxic exposures such as blood
screening for exposure to PCBs.


� Urinalysis
Urinalysis will include both dip stick and/or laboratory
microscopic evaluations.


The urine sample received for this analysis iiss  nnoott  iinn--
tteennddeedd  ttoo  bbee  aanndd  wwiillll  nnoott be used for drug or alcohol


use screening at any time.


• Dip Stick Urinalysis
ppHH —— is the relative acidic or basic state of the urine
can be an indication of infection or chemical expo-
sure.


GGlluuccoossee— excess glucose is seen in diabetes and
renal tubule disease.


KKeettoonneess— are abnormally elevated in uncontrolled
diabetes, alcoholism, starvation, dehydration, and
with some weight reducing diets.


PPrrootteeiinn— protein levels in urine can be elevated in
kidney or urinary tract diseases including cancers.
The clinical significance of elevated protein on dip-
stick can be determined by performing a 24-hour
urine test. 


BBlloooodd  — dip sticks detect hemoglobin from lysed
red blood cell and myoglobin. Levels can be elevated
with hemolytic anemias, infections, kidney stones,
tumors, dehydration, muscle breakdown, and renal
disease due to tuberculosis, trauma, glomeru-
lonephritis, or cancer.


BBiilliirruubbiinn— dip sticks may be positive for bilirubin
in liver disease, the breakdown of red blood cells,
and gallbladder obstruction.


• Microscopic Urinalysis
This includes evaluation for white blood cells (WBC), red
blood cells (RBC), WBC casts, RBC casts, and crystals. This
testing helps to differentiate various kidney and urinary
tract diseases or trauma.


VISION EVALUATION
Assessment of vision must include evaluation of distance,
near, peripheral, and color vision. Near visual loss, presby-
opia, is common in adults and increases in prevalence with
increasing age usually from the mid to late 40s on. Com-
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mon visual disorders affecting adults include cataracts,
macular degeneration, glaucoma, and diabetic retinopathy.


The visual evaluation must include: visual acuity screening
for both far vision acuity and near vision acuity; eyes must to
be tested separately; vision testing to determine both uncor-
rected and corrected visual acuity; color vision testing must be
assessed using color plates, such as Ishihara plates; when pe-
ripheral vision evaluations are indicated, protocols specific to
the test apparatus, not objects in the field, must be utilized.


HEARING EVALUATION
By nature of their occupation, uniformed personnel are at
an increased risk for noise-induced hearing impairment at
an earlier age. Baseline and annual audiograms are to be
performed on all uniformed personnel. To establish trends
in hearing acuity, current audiogram must be compared
with all previous audiograms, including the baseline. Test-
ing must be done in an ANSI-approved soundproof booth.
Pure tones are presented at various intensities until a
threshold is established. For the purposes of database col-
lection, the following frequencies are tested: 500 Hz, 1000
Hz, 2000 Hz, 3000 Hz, 4000 Hz, 6000 Hz and 8000 Hz.


In addition, pure tone threshold testing must be per-
formed separately in both ears and participants must not
use hearing aids during testing.


PULMONARY EVALUATION
� Spirometry
A baseline spirometry must be established in all uniformed
personnel who may be required to wear breathing apparatus.
A baseline is useful in individuals who have a history of res-
piratory health problems to use for later comparison. Base-
lines can also be used in individuals without respiratory
disease who later develop respiratory impairment again for
comparison purposes. Results can vary depending on pa-
tient’s effort, maximum effort is required, and proficiency of
the test administrator, please note the technician perform-
ing this test must be certified in the procedure. The mem-
ber’s age, height, gender, and race/ethnicity is used by the
technician to optimally calculate and interpret spirometry
results.  Significant deterioration, greater than 15 percent
from the previous year’s test indicates further evaluations.  


• Spirogram
Only a spirogram that is technically acceptable and
demonstrates the best effort by an individual should be
used to calculate Forced Vital Capacity (FVC) or Forced
Expiratory Volume (FEV1).


FFoorrcceedd  VViittaall  CCaappaacciittyy  ((FFVVCC))— if the FVC is lower
than 80 percent of predicted, this may indicate ob-
structive lung disease, restrictive lung disease, or
mixed obstructive and restrictive pulmonary disease.


FFoorrcceedd  EExxppiirraattoorryy  VVoolluummee  ((FFEEVV11))— if the FEV1 is
lower than 80 percent of predicted, this may indicate
obstructive, restrictive, or a mixed pattern of ob-
structive and restrictive pulmonary disease.


FEV1/FVC Ratio — can suggest the presence of the
following pulmonary diseases: obstructive lung dis-
ease if the FEV1/FVC ratio is less than 75 percent of
predicted; mixed pattern disease if the FEV1/FVC
ratio is between 75 — 85 percent of predicted and
both FEV1 and FVC are reduced; or restrictive lung
disease if FEV1/FVC ratio is greater than 85 percent
of predicted and both FEV1 and FVC are reduced.


Annual spirometry is the only cost effective screening test.
The following respiratory tests are used when indicated to
further evaluate suspected abnormal conditions and are
performed in specialized laboratories.


• PPeeaakk  EExxppiirraattoorryy  FFllooww  RRaattee
A low PEFR may indicate obstructive or restrictive lung
disease entities such as asthma or chronic obstructive pul-
monary disease (COPD), but is most useful as a simple
measurement to monitor asthmatic response to therapy.
PEFR can be used at home or work to objectively docu-
ment a patient’s symptomatic complaints.


• PPrree//PPoosstt  BBrroonncchhooddiillaattoorr
Obstructive disease and mixed obstruction/restriction
usually, but not always, responds to a bronchodilator.  Re-
strictive diseases typically do not respond to a bron-
chodilator.  Repeat spirometry after bronchodilator
treatment may provide useful information, but is not re-
quired for data collection purposes.


• DDLLCCOO
A measurement of diffusing capacity of carbon monoxide.
Low DLCO, less than 70 percent, is seen in interstitial re-
strictive lung diseases (e.g., asbestosis and sarcoidosis),
chronic CO intoxication, and obstructive lung disease, less
than 60 percent emphysema.  DLCO is not reduced in bron-
chitis or asthma.  


• LLuunngg  VVoolluummeess
Are low in restrictive diseases, interstitial or chest wall, and
are high in obstructive diseases especially with emphysema.


� Initial Baseline Chest X-Ray
A baseline chest X-ray is required and useful for an indi-
vidual with a history of respiratory problems or symp-
toms. It is also useful in healthy individuals for later
comparison in the event that disease develops.


� Repeat Chest X-Ray
Unless medically indicated, all uniformed personnel are
recommended to have a repeat chest X-ray every five years.


20







The use of chest x-rays in surveillance activities in the ab-
sence of significant exposures, symptoms, or medical find-
ings has not been found to reduce respiratory or other
health problems.  Among uniformed personnel, chest X-
ray abnormality may indicate pneumonia, tuberculosis,
lung cancer, or other occupational lung disease. 


AEROBIC/CARDIOVASCULAR EVALUATION
� Resting ECG
A resting 12-lead ECG shall be performed annually. It can
be useful to diagnose disturbances in rhythm, presence of
conduction defects (e.g., heart blocks), or indications of is-
chemic heart disease (e.g., ST segment depression or eleva-
tion, T-wave inversions, or Q-waves).  Further investigation
may be necessary if any abnormality is seen, or if there is a
significant change in the ECG from the previous year(s). 


� Aerobic/Cardiopulmonary Testing
A cardiopulmonary test shall be done annually, using ei-
ther a maximal test under the supervision of a physician or
a submaximal test using WFI protocols.


The maximal cardiopulmonary test with ECG is per-
formed in a medical facility with proper monitoring by a
physician and available resuscitation equipment.


Cardiopulmonary/aerobic tests with heart rate monitor-
ing, rather than ECG monitoring, are conducted on a
treadmill or stairmill using the validated protocols con-
tained in Appendix A. Diagnostic information and a cal-
culated VO2 is obtained from these submaximal tests. 


CANCER SCREENING
Appropriate screening examinations: skin, clinical breast
examination, Pap smear, testicular, examination, Digital
Rectal Exam (DRE), Fecal Occult Blood Testing (FOBT),
colonoscopy, and bladder cancer examination must be con-
ducted with the annual examination or as indicated below.
When such examinations are carried out on a member of
the opposite sex or if the member requests, a second health
care worker chaperone should be in the room for patient
support and medico-legal reasons. Uniformed personnel
may, however, choose to have such exams performed by an
outside physician. When uniformed personnel use their
own physicians for cancer screening examinations, results
need to be forwarded to the fire department physician for
inclusion in the fire department confidential medical file.


� Skin Exam
Both melanoma and non-melanoma skin cancers are com-
mon and are increasing in incidence. Skin cancer must be di-
agnosed in a timely manner to ensure successful treatment
and maximize cure rates. Comprehensive inspection of the
skin, especially in sun exposed areas, is necessary.  Inform the
patient that taking a photograph of their own skin (especially
their back) can help when comparing specific nevi (moles)


or assessing for new or atypical lesions over time.  Any suspi-
cious lesions shall be referred for dermatological assessment.


� Breast Examination
Breast cancer is the most common type of cancer in
women and second leading cause of cancer death in
women, after lung cancer. Breast cancer incidence and
mortality rates increase with age. An annual clinical breast
examination is required. Self examination should be en-
couraged, and educational information should be made
available to interested patients.


�Mammogram
Annual mammography screening shall be performed on
all women uniformed personnel beginning at age 40.
Women uniformed personnel with a family history of
breast cancer or other personal risks shall be provided with
appropriate individualized recommendations for breast
cancer screening, such as genetic screening or breast MRI.
Women uniformed personnel may wish to have an ongo-
ing clinical association with a women’s health provider.


� Pap Smear
Annual Pap smear screening is recommended to screen for
cervical inflammation or cervical cancer. The incidence
of invasive cervical cancer has been estimated to have de-
creased 70 percent by screening.  In addition to the Pap
test — the main test for cervical cancer — the human pa-
pillomavirus (HPV) test may be used for screening women
aged 30 years and older, or if indicated at any age for those
who have unclear Pap test results.


� Testicular Examination
Testicular cancer represents 1 percent of all cancers in men.
It remains the most common cancer in Caucasian men 20
to 34 years old. In general, an excellent prognosis exists
with early detection and treatment. Self examination
should be encouraged, and educational materials should
be made available to interested patients.


� Prostate Specific Antigen (PSA)
Prostate cancer is the second most common type of can-
cer in men, after skin cancer. The PSA test is a screening
test for prostate cancer. Male uniformed personnel who
are considered to be at an increased risk for prostate can-
cer, such as those who have a family history of prostate
cancer or are of African-American heritage, shall have a
PSA test annually beginning at 40 years old. All other male
uniformed personnel shall have annual PSAs beginning at
50 years old. Several non-cancerous conditions might re-
sult in elevated PSA levels including benign prostatic hy-
pertrophy (BPH) and inflammation, or recent prostate
gland stimulation resulting from a DRE or ejaculation.
Current consensus also highlights the importance of meas-
uring and comparing PSA results over time, known as PSA
velocity, where an increase over time would indicate higher


21







risk for prostate cancer, the magnitude of this increase
where risk is increased should be in accordance with cur-
rent national urological association guidelines.


� Digital Rectal Examination (DRE)
Any abnormal DRE for male uniformed personnel which
could be suggestive of cancer, even if PSA is in a normal range,
should be referred to an urologist for a diagnostic workup.


� Fecal Occult Blood Testing
Fecal occult blood testing is used to screen for colorectal can-
cer. Testing is done annually in conjunction with the DRE. It
is done either in the clinician’s office using a stool guaiac card
or with stool specimens collected by the patient at home that
are applied to the guaiac cards and later analyzed by a labo-
ratory. Multiple different stool samples, usually three, from
different days can increase the sensitivity of this colorectal
cancer screening test. Diet restrictions do apply to this test.


� Colonoscopy
Uniformed personnel are exposed to a variety of particulate
materials, chemicals and asbestos which can increase the risk
for colon cancer.  Colonoscopies are used to examine the full
lining of the colon and rectum.  During the colonoscopy other
minor procedures including polyp removal or excising a small
piece of tissue for biopsy may be performed. Colonoscopies
shall be conducted on all uniformed personnel at 40 years old
and repeated every five years. A colonoscopy shall also be per-
formed, regardless of age or schedule, when FOB results are
positive or when there is a consistent change in bowel habits. 


� Bladder Cancer Test
As the body absorbs cancer-causing chemicals, they are trans-
ferred to the blood, filtered out by the kidneys, and expelled
from the body in urine. High concentrations of chemicals in
urine can damage the endothelial lining of the bladder and
increase the risk of cancer.  Because fire fighters are regularly
exposed to smoke and chemical fumes, they may be at an in-
creased risk for transitional cell carcinoma (TCC), a cancer
of the bladder.  Urine is evaluated annually for blood (hema-
turia), nuclear matrix protein 22 (NMP22) or for telomerase,
an enzyme found in bladder cancer cells.  Positive dipstick for
hematuria, telomerase or NMP22 may indicate referral for
upper tract imaging, cystoscopy and urine cytology.


IMMUNIZATIONS 
Uniformed personnel must receive, or provide documen-
tation of having received the following vaccinations: Hep-
atitis A, Hepatitis B, Tetanus/Diphtheria, Pertussis,
influenza, MMR, Polio, and Human Papillomavirus
(HPV).  Pneumovax should be considered for individuals
with appropriate risk factors


� Hepatitis A
Formalin inactivated vaccines made from attenuated HAV
strains have been shown to be immunogenic, safe, and


highly effective in preventing Hepatitis A. Previous rec-
ommendations only included vaccinations for “high risk”
uniformed personnel (e.g., HazMat, USAR, and SCUBA)
and those uniformed personnel who are Hepatitis C pos-
itive or have exposure to contaminated water. However,
since all uniformed personnel are potentially exposed to
contaminated water via floods or accumulated water from
fire suppression, all uniformed personnel shall be vacci-
nated.  The vaccine is 99-100 percent effective, so serum
titers after vaccination are not recommended.


A new combined Hepatitis A and B vaccination is now avail-
able. Immune globulin (IG) contains anti-HAV with antibody
concentration sufficient to be protective. It is to be adminis-
tered to uniformed personnel who have not been previously
vaccinated before exposure or during the early incubation pe-
riod. Immune globulin may not prevent infection, but will
weaken the effects and may render the infection inapparent.


� Hepatitis B
Uniformed personnel, by the nature of their occupation,
are considered high risk and are therefore required to have
this vaccine. The vaccine is effective in preventing HBV in-
fection. Among the less than 90 percent who develop ade-
quate antibody levels after the third dose, vaccine
effectiveness is virtually 100 percent. Although antibody
levels decrease with time, people with normal immune sys-
tems continue to be protected from infection.


Despite the decline of antibody levels with time, routine
booster doses and serologic monitoring are not presently rec-
ommended for patients with normal immune status. Booster
doses are not recommended if a previously vaccinated per-
son with documented immunity is exposed to a known
source and if the antibody is now inadequate. Nevertheless,
HBV booster can be administered, depending on the proto-
col. If vaccination was not successful, then hepatitis B gam-
maglobulin must be administered after each exposure. If
initial vaccine doses are not sufficient, up to three additional
doses can be administered. The following factors — male,
over 40 years old, smoker and obesity — are associated with
difficulty in HBV antibody conversion following vaccination.


� Tetanus/Diphtheria
Tetanus and diphtheria occur almost entirely in unimmu-
nized or incompletely immunized persons. Case fatality
rates for tetanus are as high as 30 percent and as high as 5
to 10 percent for diphtheria. Immunization records of
prior vaccinations are required. Uniformed personnel shall
be given tetanus/diphtheria boosters every ten years. For
certain high risk wounds, a booster shall be given if five
years have elapsed since the last vaccine. Epidemiological
studies have indicated that adult immunity to pertussis,
whooping cough, is waning.  A convenient way to prevent
outbreaks of pertussis is to administer a combination
Tetanus/Diphtheria/Pertussis vaccine (TDAP). 
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� Influenza
The influenza vaccine is 30-40 percent effective in pre-
venting clinical illness and 80 percent effective in prevent-
ing death in older adults. Uniformed personnel are in
close contact with the public and live in close quarters
while on duty and therefore the vaccine is required and
must be provided annually, early fall through early winter,
for all uniformed personnel.


�Measles, Mumps, Rubella (MMR)
Measles remains a significant health problem with recent
outbreaks attributed to vaccine failure, waning immunity,
and erroneous documentation of previous vaccination.
Mumps has been increasing in incidence. Use of the
rubella vaccine has led to a significant decrease in the in-
cidence of rubella. Rubella is usually a mild illness. How-
ever, in pregnant women particularly in the first trimester,
it can lead to miscarriage, stillbirth, and congenital rubella
syndrome (CRS). 


MMeeaasslleess— the measles vaccine is required for all uni-
formed personnel born in or after 1957, if there is no
medical contraindication and no evidence of at least
one dose of live vaccine on or after the individual’s first
birthday. In addition, a vaccination is needed if there is
no documentation of a physician-diagnosed disease or
if there is no laboratory evidence of immunity. Those
born prior to 1957 are presumed to be immune. If in
doubt, immunization is appropriate.


MMuummppss ——  the mumps vaccine is required for all uni-
formed personnel who have no documentation of
physician-diagnosed mumps, no adequate immu-
nizationwith live mumps after their first birthday, and
no evidence of laboratory immunity. Uniformed per-
sonnel born before 1957 are presumed to be immune.
Vaccination is needed for uniformed personnel who
are unsure of their mumps vaccination history.


RRuubbeellllaa — the rubella vaccine is required for uni-
formed personnel unless proof of immunity is avail-
able. Women who receive the vaccine should not
become pregnant for three months after the vacci-
nation is administered.


� Polio
The polio vaccine has dramatically reduced the annual
number of reported cases of paralytic poliomyelitis. The
vaccine series is usually given in childhood. It shall be given
to uniformed personnel if the vaccination or disease is not
documented.


� Human Papillomavirus (HPV)
The HPV vaccine shall be provided to all women uni-
formed personnel up to 26 years old, if previous vaccina-
tion is not documented.


� Varicella
Varicella disease, or chickenpox, is a highly contagious child-
hood disease caused by varicella virus (VZV). A vaccine is now
available. As recommended by the American Committee on
Immunization Practices (ACIP), susceptible persons 13 years
old and older who come into contact with those at high risk
for serious complications from VZV disease (e.g., health care
workers and those in contact with immunocompromised in-
dividuals) should be vaccinated with two doses at least one
month apart. Uniformed personnel who have not had varicella
are considered high risk due to their occupational exposures.  


Uniformed personnel should be screened for immunity
levels.  The varicella vaccine shall be offered to all non-im-
mune personnel. If immunity to VZV is not documented,
gamma globulin may be indicated after exposure.


INFECTIOUS DISEASE SCREENING
� Hepatitis C Virus
Hepatitis C is a major health concern for employees in the
fire service.  It is very important to screen for the antibody
to the Hepatitis C virus because it can be clinically silent
for decades while causing ongoing damage to the liver.
Historically, the vast majority of Hepatitis C infections
were caused by blood transfusions or IV drugs use.  


The prevalence of Hepatitis C infections in the fire service
has varied considerably where it has been measured.  Med-
ical studies have suggested that new infection (serocon-
version) with the HCV in fire service employees is almost
always caused by percutaneous injury events such as with
contaminated needle sticks.  Baseline antibody tests shall
be done on all uniformed personnel to check for previous
infection or to establish the absence of infection. Be aware
that false positive and false negative results may occur. If
conversion from negative to positive occurs, expert con-
sultation for specialized treatment protocols is required.


� Tuberculosis (TB)
TB control depends upon screening high-risk populations
and providing preventive therapy to those most likely to de-
velop active disease. Uniformed personnel, by nature of their
occupation, are considered to be at increased risk and an an-
nual PPD is required. A new serum test is available and may
be considered as an alternative to PPD.  If annual conversion
rates are high in a given work group, then testing is recom-
mended every six months. A conversion indicates recent ex-
posure to or infection by, the tubercle bacillus. Personnel will
then need appropriate follow-up and contact investigation as
medically indicated. As recommended by the AmericanTho-
racic Society and Centers for Disease Control and Prevention,
chest X-ray and isoniazid prophylaxis may be needed.


� Human Immune Deficiency Virus (HIV)
HIV testing is not a part of baseline or annual physicals.
However, the test should be offered on a confidential basis
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as part of post-exposure protocols and as requested by a
physician and patient. All results from HIV tests are pro-
vided directly to the patient and will not be maintained in
any local or international database.


REFERRAL TO HEALTH CARE PRACTITIONERS
The following will warrant referrals to health care practi-
tioners: abnormal findings on the annual medical exam
must be addressed by a medical practitioner follow-up or
referral; revaccination or intervention following exposures
must be managed by a medical practitioner follow-up or re-
ferral; managed care or other provider referrals are appro-
priate for non-work related medical issues; follow-up on
findings from annual examinations must be reviewed by the
fire department physician; and return to work determina-
tions require clearance by the fire department physician in
conjunction with other specialty evaluations, as needed.
The fire department physician will normally function as the
“gatekeeper” for medical certification, retaining final au-
thority for return to work/fitness for duty decisions.


WRITTEN FEEDBACK
Written feedback to uniformed personnel concerning
health risks and health status is required following the an-
nual examination. Reporting findings and risks and sug-
gesting plans for modifying risks improves the
physician-patient relationship and helps uniformed per-
sonnel claim ownership of their health.


� Individualized Health Risk Appraisal
Individualized health risk appraisals must also include
questions that attempt to accurately measure the uni-
formed personnel’s perception of their health. Health per-
ception can be a useful indicator of potential problems.


DATE COLLECTION AND REPORTING
Comprehensive confidential aggregated medical and health
information will be collected for the purposes of this Initia-
tive. The complete data protocol is found in Chapter Seven.
The following is an overview of the different categories of
data to be compiled: demographics, employment status, ill-
ness and injury experience, tobacco and alcohol use, current
health status, cancer screening, physical activity, physical
measurements, lab data, immunizations, and fitness testing. 


�Occupational Exposure
An integrated exposure database that provides the fire de-
partment physician timely information on uniformed per-
sonnel aids in tracking diseases in individuals and risks in
the population. The physician must educate uniformed
personnel on the importance of documenting exposures
and follow-up care to ensure that the employee gets nec-
essary medical care. The central departmental database on
uniformed personnel must include the following: chemi-
cal exposures, physical exposures, biological exposures,
and all safety and health related incidents. �
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Implementation Protocols 

 

The Implementation Chapter    of IAFF/IAFC Wellness Fitness Initiative (WFI) Manual 

http://www.iafc.org/files/healthWell_WFI3rdEdition.pdf  contains downloadable files, which can 

assist in the creation of a fire specific medical evaluation program. 

  

Checklist 

DESIGN PHASE 

 Obtain the Wellness and Fitness Initiative (WFI)   

 Establish a Project Team – Sample Flow Chart     Sample Meeting Guidelines 

 Identify and Compare Elements – Sample Comparison Worksheet 

 Mission Statement, Goals, and Objectives – Sample Considerations - Goals & Objectives 

 Identify Alternative Approaches for Each Objective – Sample Alternative Approaches 

 Develop a Budget – Time-Line Budget & Charts 

 Determine Available Funding –  Sample Needs Survey      Sample Grant   

 Develop a Budget Justification – See WFI Chapter 6 – Cost justification 

 Prepare a Strategic Plan – Sample Strategic Plan Agenda  

 

AGREEMENT PHASE 

 Review the Strategic Plan 

 Submit the Strategic Plan for Adoption 

 Implement the Strategic Plan – Sample MOU    Sample Request for Proposal (RFP) 

 Internal Education/Marketing – Sample Communication Plan 

 

IMPLEMENTATION AND MAINTENANCE  

 Organize Implementation Teams – Sample Team Meeting Agenda 

 Develop an Implementation Strategy – Sample Action Plan Worksheet 

 Monitor Progress –  Sample  Pre-Program Survey 

 Collect Data – See WFI Chapter 7 – Data Collection 

 Review and Update the Plan Regularly – Sample 1-Year Post Survey 

 

WFI STEP-BY-STEP OVERVIEW  

 Outline – Sample Large Dept. Re-Org Budget Request   

 

 



 

Figure 2:  Implementation checklist from Chapter 8 of WFI Manual 

http://www.iafc.org/files/healthWell_WFI3rdEdition.pdf
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This chapter highlights the following:


� Introduction
� Step-by-Step Process for WFI Implementation
� Sample Documents and Checklists for 
WFI Implementation


� Agreement Phase
� Implementation and Maintenance
� Considerations for WFI Implementation


The WFI DVD contains additional resource files for
use in the implementation of the WFI program.  These
resource documents are either in Microsoft Word or
Microsoft Excel, which will allow users to edit and cus-
tomize for their fire department.


To view these resource documents, click on the Imple-
mentation Resources folder and search for the title.
Once you click a document it will open in a separate
window. You can then save the file on your computer.
After you have finished you must close the document to
view another title.


Each subsection of this Chapter notes the applicable
file(s) for that particular subject.


INTRODUCTION
This chapter offers a step-by-step approach to imple-
menting the Joint Labor-Management Wellness-Fitness
Initiative (WFI). Any fire department can use this process
to evaluate a current wellness-fitness program or to design
and implement a new program that meets the criteria
identified in this Initiative. While various elements and
methods of a wellness-fitness program vary from depart-
ment to department, the program development process
will be similar. To assist in this process, sample strategies
and worksheets have been included to assist with imple-
mentation of the WFI in your organization. 


Uniformed personnel who respond to emergency incidents
are required to put forth a high level of physical effort. This
effort, over time, affects the long-term health and response-
readiness of our first responders. The consequences of
compromised uniformed personnel health and fitness can
result in serious injury and even death. For the past 20
years, annual fire fighter mortality rates have shown that
50 percent of fire fighter fatalities are the result of various
forms of heart disease. A 2006 study commissioned by the
International Association of Fire Fighters reported similar
findings. Between 2000 and 2005, health and fitness-related
factors contributed to over 50 percent of fire fighter line-of-


duty deaths. What these statistics indicate is that adverse
outcomes facing fire fighters and fire service organizations
may be preventable through improvements in the under-
lying health and fitness of department personnel.


To respond to emergencies safely and effectively and to avoid
injuries and recover rapidly, uniformed personnel must pos-
sess a high level of physical fitness. This includes aerobic fit-
ness, muscular strength, flexibility and endurance, as well as
sound behavioral habits. If significant progress is to be made
in the reduction of health-related fire fighter deaths and se-
rious injuries, it is imperative that fire service organizations
embrace a comprehensive wellness-fitness program. 


A wellness-fitness program that is developed and imple-
mented in accordance with the WFI will help secure the high-
est possible level of health to fire response personnel. These
programs have also been shown to provide the additional
benefit of being cost effective, typically by reducing the num-
ber of work-related injuries and lost workdays due to injury
or illness. This has been found in cities and locals around the
country following their implementation of the WFI.


STEP-BY-STEP PROCESS FOR 
WFI IMPLEMENTATION — DESIGN PHASE
�Obtain the Wellness-Fitness Initiative (WFI) 
Additional copies of the WFI DVD can be obtained by con-
tacting the IAFF or the IAFC at the following addresses:


International Association of Fire Fighters
Division of Occupational Health, Safety, and Medicine
1750 New York Avenue, NW
Washington, DC 20006
202.737.8484
202.737.8418 (Fax)
http://www.iaff.org


International Association of Fire Chiefs 
4025 Fair Ridge Drive, #300
Fairfax, VA 22033-2868 
703.273.0911
202.273.9363 (Fax)
http://www.iafc.org


Those involved in the implementation of this program
must take the time to review all chapters carefully to be-
come familiar with the general program approach and ob-
jectives.


Additional Resources:
• WFI Checklist


CHAPTER 8 — Implementation
Management and Labor shall work together to fully implement all 
components of the WFI.







� Establish a Project Team
A project team should be established to develop and im-
plement the program. For the plan to be effective, all mem-
bers of the organization should feel that they have the
opportunity to participate in the implementation process.
Therefore, one of the primary responsibilities of the team
members will be to communicate with members through-
out the organization about the development and imple-
mentation of the WFI. Good written and verbal
communications skills will be an extremely important as-
pect of the process. The team should include representa-
tion from all areas and ranks within the organization. This
should include but not be limited to: the fire department
physician or an appropriate health care professional; the
department’s Wellness Coordinator; and Peer Fitness Trainers
(PFT), who will play a major role in the design and imple-
mentation of programs. Equal representation from both labor
and management will help foster a non-punitive, cooperative
environment and equality among department personnel.


Additional Resources
• Sample Flow Chart
• Sample Meeting Guidelines
• Sample MOU/Contract 


� Identify and Compare Elements of the WFI with
Established Practices


The fire department’s established practices and procedures
should be compared to the WFI requirements and recom-
mendations. The WFI has identified specific components to
be included as part of an organization’s initial assessment.
Many organizations will determine that a number of program
elements supporting these components are already in place.
For example, many departments already have periodic or an-
nual medical evaluations and will not have to add this ele-
ment as a new component of their wellness-fitness program.


The assessment must also determine if, and how well, an ex-
isting or planned program addresses the following key points:


• Confidentiality of medical and fitness evaluations and
behavioral programs.
• Development of programs which are educational and re-
habilitative.  
• Documented commitments by labor and management to
a positive, non-punitive, individualized wellness-fitness
program.
• Long-term wellness-fitness goals.
• Program elements that could eventually be made avail-
able to retirees.
• The primary effort will be directed to identifying areas
that will require changes and/or new program elements.
The current activities related to each point should be listed
and then objectives for new elements should be identified.


Additional Resources:
• Sample Comparison Worksheet


� Develop Mission Statement, Goals, 
and Objectives 


• Mission statement:  
A summary description of an entity’s purpose that is clear,
direct and keeps the fire department and uniformed per-
sonnel focused within the scope of the WFI. Statements
generally relate to:


• Quality 
• Excellence 
• Commitment to uniformed personnel
• Department goals 
• Compliance with regulations
• Consistency of service and protection
• Providing a service and integrating with community and
business sectors


• Goal:  
An aim or end result of the proposed action, something to
be accomplished that will assist the program in moving
forward. Goals should be:


• Specific
• Measurable
• Attainable
• Realistic
• Time-bound


• Objective: 
A specific, measurable statement which specifies the de-
sired immediate or direct outcomes of the proposed pro-
gram. Remember that your objectives should support your
goal (i.e., the accomplishment of objectives leads to the
overall accomplishment of goals).  


Whether you are writing a grant or selling a program you
must know the following before you start:


• Target: What is the target population for which the de-
sired outcome is intended?
• How: Outline programs or needs required meeting the
established goals (e.g., committees, consortiums, con-
tracts, etc)? 
• What: A clear statement of the behavior changes/results
expected. 
• When: Under what circumstances and what time will the
task(s) be completed (e.g., by a given date, after full im-
plementation of the program, etc.)?
• Action: Move on to defining the tasks associated with
each objective.
• Benchmarks: Use baseline measurements to start, and re-
alistic benchmarks for progress. Not all phases of the pro-
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gram will have baseline data to start with for hard, quan-
titative assertions. It is important, however, to adjust goal
and objective statements in subsequent years, after base-
line and benchmark data become available. 
• Measures: In what way will you measure the program’s
progress (e.g., via surveys, statistics measured against
available baseline data)?
• Reports: When requested, be prepared to write a report or
summary.  


Additional Resources:
• Sample Wellness — Fitness Considerations


� Identify Alternative Approaches 
for each Objective


Alternative approaches for each objective should be iden-
tified. The choice will depend on the specific situation that
exists within each organization. All of the alternatives need
to be evaluated in terms of effectiveness, cost, and the time
required for implementation. For some organizations, it
may be prudent to consider examining the possibility of
developing a joint program with other public safety agen-
cies, either in the same or adjacent jurisdictions, such as
police and fire in the same jurisdiction or a regional fire-
based program. There may also be other entities, either
public or private, in the area that already have a similar
program in place due to federal regulations. Nevertheless,
the approach chosen by one fire department might not be
feasible for another.


� Develop a Budget  
Develop a budget that is based on your long-term goals
and objectives. The budget should divide costs into WFI
program components or areas and delineate personnel,
operating and capital costs per fiscal year. Developing the
budget will assist in the planning process and should not
be left to the last step. The budget can be divided and
implemented in phases.


Additional Resources:
• Blank Time-Line Budget Worksheet


� Determine Available Funding 
At this time, a determination of available and/or additional
funding should be made.
• Work with partners who can provide or share their
resources or expertise. 
• Consider teaming up with other fire service organizations
or a local school or college athletic program. 
• Negotiate a group rate with a commercial fitness center
that could provide or share services or equipment. Such
partnerships can benefit all parties. 
• Work with the city, county council or other local
governing bodies to secure funding for the program.
Many fire departments and cities have established a
“matching fund” account in which the city matches each


department contribution with an equal or greater match.
The account pays for items such as certification of Peer
Fitness Trainers (PFTs), seminars, and exercise equipment. 
• Seek out additional information and approaches used by
other departments that have successfully reduced or
contained implementation costs.
• Grant Funding — For information on fire service grants,
visit the following website: www.firegrantsupport.com.


Additional Resources:
• Sample Needs Survey
• Sample Grant Application


� Develop a Budget Justification 
One of the major roadblocks in preventing fire depart-
ments from implementing the WFI is the perceived cost
and concerns about economic benefit. The objective of
budget justification is to determine the economic impact
by calculating all costs related to disabilities in your 
organization. For more information on this topic see 
Chapter 6 on Cost Justification.


� Prepare a Strategic Plan 
The strategic plan must identify how the department in-
tends to meet the objectives of the program. The plan must
also present a timeline for phasing in components that will
lead to full implementation.


Additional Resources:
• Sample Strategic Agenda


AGREEMENT PHASE
� Review of the Strategic Plan
At this point, it is appropriate to conduct a comprehensive
review of the drafted strategic plan, obtaining comments
and suggestions from all stakeholders. This includes labor
and management groups as well as groups from the legal,
risk management, finance divisions, and any and others
deemed necessary to ensure success of the program.


� Submit the Strategic Plan for Adoption
After the plan has been finalized, it should be submitted
to the authority having jurisdiction for review and discus-
sion. The authority having jurisdiction could be a fire
chief, mayor or city manager, city council, town board, or
district trustees. Adequate support information should be
submitted to identify the need for the program and the
goal of achieving specific levels of fire fighter wellness and
fitness. The anticipated benefits to the individual mem-
bers, the fire department, and the community at large
should be thoroughly documented. 


� Implement the Strategic Plan
After the concept of the plan has been accepted and ap-
proved, the plan should be officially adopted. This may be
accomplished through an administrative process, such as
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a general order signed by the fire chief, union contract ne-
gotiations, memorandum of understanding, or it may re-
quire formal adoption through a statute, law, or ordinance.
This adoption process should establish a commitment to
follow through with the programs, practices, and proce-
dures identified in the strategic plan.


Additional Resources:
• Sample MOU 
• Sample Request for Proposal (RFP)


� Internal Education/Marketing
Educating all parties involved in the process regarding all
aspects of the plan is crucial to the success of the program.
The information needs to emphasize the benefits and safe-
guards for uniformed personnel and explain how the pro-
gram will bring the fire department into compliance with
accepted national fire service standards and federal regu-
lations.


Additional Resources:
• Sample Communication Plan


IMPLEMENTATION AND MAINTENANCE


�Organize Implementation Teams
Once adopted, one or more implementation teams needs
to be established to carry out the objectives of the plan.
Each team shall be responsible and accountable for imple-
menting specific sections of the plan. 


Additional Resources
• Sample Team Meeting Agenda


� Develop an Implementation Strategy
A common-sense approach should be used when imple-
menting the plan. Each specific element of the plan needs
to be integrated in such a way that full accomplishment of
the program objectives is ultimately achieved. The imple-
mentation strategy should consider the specific circum-
stances of the individual fire department.


After the implementation strategy has been established,
the plan should be implemented. The implementation
should follow the step-by-step sequence identified.


Additional Resources:
• Sample Action Plan Worksheet


�Monitor Progress 
After implementation, progress should be regularly re-
viewed and periodically assessed for possible changes.
Standard project management practices should be em-
ployed to maintain steady progress toward completing im-
plementation.


Additional Resources:
• Sample Pre-Program Survey


� Collect Data
It must be emphasized that baseline data collection is es-
sential to future benchmark and comparison data. Often
fire departments are quick to implement a program with-
out setting clear baseline data points. The value of future
cost-benefit support needs good baseline data. See the
chapter on Data Collection for further details.


� Review and Update the Plan Regularly
It is essential that the plan be reviewed periodically to
measure progress, evaluate effectiveness, and ensure that
the objectives and assumptions are still valid. The infor-
mation from program evaluations will help identify pro-
gram strengths as well as needed improvements. Even the
best planned programs may need mid-course or regular
modifications or corrections to reflect new information or
changing conditions. In addition, information collected
through feedback from program participants will provide
insight about meeting participant needs and increasing the
likelihood of ongoing success. Therefore, appropriate
changes or modifications to the plan, which have been ap-
proved by the involved parties, must be made in an ap-
propriate and timely manner to maintain the long-term
success of the program.


Additional Resources:
• Sample 1-Year Post Survey


CONSIDERATIONS FOR WFI IMPLEMENTATION


1. Identify the purpose.
2. Identify the key stakeholders.
3. Hold a meeting to create a strategic plan.
a. Describe the reasons for developing the wellness-fit-
ness program (or enhancing an existing program), in-
cluding regulatory issues, wellness-fitness needs of fire
fighters, and roles/responsibilities of the department.


b. Describe the components and goals of the wellness-
fitness program (e.g., use the IAFF/IAFC Joint Labor
Management WFI materials for specifics and guid-
ance; inquire about successful programs or strategies
at other departments for additional ideas).


c. Identify action items and steps needed to come into
compliance, and determine what can be accomplished
in the short-term versus long-term (see step 4 below
on completing a needs assessment).


d. Develop a process and timeline for each step or goal.
Break down this process into manageable tasks.


e. Develop an action plan and make assignments (de-
pending on department size and resources, working
committees or subcommittees may be formed).


f. Identify a process for approval or consensus by the key
stakeholders, as needed. 
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4. Complete a needs assessment.
a. Identify and review existing plans/programs — Does
the department have a wellness-fitness program cur-
rently in place? If so, what is the status of the current
program? Which components and concepts of the
WFI have already been incorporated?


b. Identify existing equipment and resources.
c. Identify gaps and needs (equipment, staff, funding).
d. What is needed to comply with key regulations and
standards (NIOSH, OSHA, NFPA)?


e. Identify and address obstacles.
f. Identify and address any liability and insurance issues
associated with the program.
g. Identify existing and potential funding sources.


5. Market the effort, identifying the benefits to program
participants and stakeholders.
a. Publicize and inform (e.g., emails, newsletters, peri-
odic meetings).


b. Use of data to justify expense (workers comp statis-
tics, lost time injury tracking, etc.)


c. Identify and recruit advocates from each stakeholder
group to help promote the program.


6. Program development.
a. Describe the purpose, rationale, and primary/shared
goal(s) of the program.


b. Key elements and concepts to build a plan.
i. Scope of plan — Include components identified in the
WFI; identify components to be offered through the
department and externally (e.g., commercial or other
local fitness facilities); and any testing, evaluation,
and/or follow-up measures to track wellness-fitness
improvements and program progress and successes.
ii.  Identify partners and their role in the program.
iii. Identify funding mechanism(s); develop a funding
plan.


7. Circulate the proposed plan to the stakeholders and fi-
nalize.
8.  Roll out/implement program.
a. Publicize, inform, and educate.
b. Collect initial feedback.
c. Continue to inform, educate, and motivate through a
variety of media (e.g., newsletters, emails, in-station
classes. Consider rotating activities and training op-
tions available to participants.


9. Periodically review, evaluate, and update the program.
a. Develop a method and timetable for program review
and revision.
b. Collect feedback from participants and other stake-
holders (informal and/or formal commentary as
needed or planned).


c. Collect data per recommended guidelines.
d. Revise and update the program as needed.
e. In seeking to achieve full compliance, re-assess resources
and program/department infrastructure and support to
incorporate additional components of the WFI.


Additional Resources:
• Sample Large Dept. Re-Org Budget Request  �


65







International Association of Fire Fighters
Division of Occupational Health, Safety, and Medicine


1750 New York Avenue, NW
Washington, DC 20006


202.737.8484
202.737.8418 (Fax)
www.iaff.org


International Association of Fire Chiefs 
4025 Fair Ridge Drive, #300
Fairfax, VA 22033-2868 


703.273.0911
202.273.9363 (Fax)
www.iafc.org





		Check List: Yes

		Flow Chart: Off

		Meeting Guidelines: Off

		MOU/Contract: Off

		Wellness/Fitness Considerations: Off

		Needs Survey: Off

		Grant Application: Off

		Time-Line Budget: Off

		Pre-Program Survey: Off

		Communication Plan: Off

		1-Year Post Survey: Off

		Team Meeting Agenda: Off

		Action Plan Worksheet: Off

		Large Dept Re-Org Budget: Off

		Strategic Plan: Off

		RFP: Off

		Comparison Worksheet: Off

		Goals & Objectives: Off

		Medical Survey: Off





WFI
File Attachment
Chapter 8 - Implementation
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Confidentiality/HIPAA Compliant Medical Evaluations  

 

What is HIPAA? 

HIPAA (Health Insurance Portability and Accountability Act) is a legislative process containing 

privacy regulations requiring that access to patient information be limited to only those 

authorized, and that only the information necessary for a task be available to them. Personal 

health information/medical records must be protected and kept confidential. 

ADMINISTRATIVE SAFEGUARDS – policies and procedures designed to show how a department 

will comply with the act  

 Departments must adopt a written set of privacy procedures and designate a privacy officer to be 

responsible for developing and implementing all required policies and procedures.  

 The policies and procedures must reference management oversight and organizational buy-in to compliance 

with the documented security controls.  

 Procedures should clearly identify employees or classes of employees who will have access to Electronic 

Protected Health Information (EPHI). Access to EPHI must be restricted to only those employees who have 

approval by the fire department physician. 

 The procedures must address access authorization, establishment, modification, and termination.  

 Departments must show that an appropriate ongoing training program regarding the handling of Protected 

Health Information (PHI) is provided to employees performing health plan administrative functions.  

 Departments that out-source some of their processes to a third party must ensure that their vendors also 

comply with HIPAA requirements. Departments typically gain this assurance through clauses in the 

contracts stating that the vendor will meet the same data protection requirements that apply to the 

department. The department shall also determine if the vendor further out-sources any data handling 

functions to other vendors and ensure/monitor whether appropriate contracts and controls are in place.  

 A contingency plan shall be in place for responding to emergencies. Departments are responsible for 

backing up their data and having disaster recovery procedures in place. The plan should document data 

priority and failure analysis, testing activities, and change control procedures.  

 Internal audits shall be conducted, to insure HIPAA, compliance by reviewing operations with the goal of 

identifying potential security violations. Policies and procedures shall specifically document the scope, 

frequency, and procedures of audits. Audits should be both routine and event-based.  

 Procedures shall document instructions for addressing and responding to security breaches that are 

identified during either the audit or the normal course of operations.  

PHYSICAL  AND TECHNICAL SAFEGUARDS –controlling access to computer systems and enabling 

covered entities to protect communications containing PHI transmitted electronically over open networks 

from being intercepted by anyone other than the intended recipients so as to protect against inappropriate 

access to protected data 

 Documented risk analysis and risk management programs shall be required. The department  shall carefully 

consider the risks of their operations as they implement systems to comply with the act. The act’s security 

requirements are a minimum standard and places responsibility on departments to take all reasonable 

precautions necessary to prevent PHI from being used for non-health purposes.  

 Access to equipment containing health information should be carefully controlled and monitored.  

 Access controls of equipment shall consist of facility security plans, maintenance records, and visitor sign-in.  

 Access to hardware and software must be limited to properly authorized individuals.  

http://en.wikipedia.org/wiki/Medical_record
http://en.wikipedia.org/wiki/Protected_health_information
http://en.wikipedia.org/wiki/Protected_health_information
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 Equipment that is retired must be disposed of properly to ensure that PHI is not compromised via protocols 

that shall govern the introduction and removal of hardware and software from the network.   

 Proper workstation use policies and procedures shall be required.  

 Workstations shall be removed from high traffic areas and monitors shall not be viewable by the public.  

 All contractors, agents, and/or vendors shall be fully trained on physical access responsibilities.  

  Information that flows over open networks shall require some form of encryption and shall be utilized on 

systems housing PHI to protect it from intrusion. If closed systems/networks are utilized, existing access 

controls are considered sufficient and encryption is optional.  

 Each authorized entity is responsible for ensuring that the data within their systems has not been changed/ 

erased in an unauthorized manner.  

 Data corroboration, including the use of check sum, double-keying, message authentication, and digital 

signature may be used to ensure data integrity.  

 Departments must also authenticate companies/vendors with which they communicate. Authentication 

consists of corroborating that an entity is who it claims to be. Examples of corroboration include password 

systems, telephone callback, and/or token systems.  

 Departments shall make documentation of their HIPAA practices available to the government to determine 

compliance.  

 In addition to policies/procedures and access records, information technology documentation should also 

include a written record of all configuration settings on the components of the network as these components 

are complex, configurable, and always changing.  

 

Secured Data Collection/Evaluation 
 

There are still many questions that must be addressed before implementation of an in-house 

medical program. 

Policy Questions:  

 How will medical results/data be documented?  
 

 Can there be a standardized format used by all Fire Service health care providers? 
 
 How will medical records/data be secured to assure members of confidentiality? 

 
 What State or Federal codes will be adopted, and/or recognized, regarding who has 

access to medical records/data? 
 
 Should a department centralize medical, occupational health, disability, and fitness 

services to consolidate record/data information so as to provide better 
security/confidentiality of those records/data? 
 

Background: 

The unauthorized release of personal details, which may be recorded as part of a medical or 
fitness evaluation could cause legal and personal problems, for the employee or for the 
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employer and or the department physician. The Occupational Safety and Health Act (OSHA),  
the Americans with Disabilities Act (ADA)  and NFPA 1582 & 1583 all address confidentially 
issues and give guidance to employers and employees. 
 

 

Key Considerations: 

Federal laws mandate how occupational health and fitness records/data are protected/secured. 

  OSHA:  29CFR 1910.1020  - specifically 1910.1020(e)(1)(i) and (ii)  
 

  HIPAA: 164.304, 164.306, 164.308164.314 164.504, and 164.524  
 

 ADA: ―all medical information be maintained in separate files from other personnel 
information‖  
 

 NFPA 1582:   4.1.11,4.1.13, 4.1.14, 4.2.1, A.4.1.13 , and  Annex B 

 

Summary of Issues and Options: 

Confidentiality of all medical and fitness records/data from mandatory health and fitness 

assessments is critical to the success of a Fire Service Occupational Health and Fitness 

program. Members need to feel assured that the information provided in any occupational 

health and fitness program will not be inappropriately shared. No fire department supervisor or 

manager should have access to medical/fitness records without the express written consent of 

the member.  

Current or future budgetary constraints can affect the Occupational Health and Fitness program. 

Therefore, it is important that record keeping/storage guidelines be set forth to protect the 

confidentiality of current and/or archived medical/fitness records. 

  

http://www.dol.gov/compliance/laws/comp-osha.htm
http://www.ada.gov/
http://www.nfpa.org/AboutTheCodes/List_of_codes_and_Standards.asp
http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=10027
http://www.hhs.gov/ocr/privacy/hipaa/understanding/summary/privacysummary.pdf
http://www.eeoc.gov/policy/docs/fmlaada.html
http://www.nfpa.org/aboutthecodes/AboutTheCodes.asp?DocNum=1582&cookie%5Ftest=1


IAFC | 2011 Medical Evaluation Task Force Report  8 

 

Funding Sources 

 

Affordable Care Act 

NATIONAL PREVENTION, HEALTH PROMOTION, AND PUBLIC HEALTH COUNCIL 

A pursuit to include Fire Service annual medical into the National Prevention, Health Promotion, 

and Public Health Council’s work on the Affordable Care Act seems to be the most cost 

effective mean of providing annual medicals to all Fire Service personnel.   

Joining this group, whose goal is to focus on prevention, will offer an opportunity to not only 

improve the health of Fire Service personnel, but also help to reduce health care costs and 

improve quality of care. By concentrating on the underlying drivers of chronic disease, the 

Affordable Care Act helps to shift the nation from today’s ―sick-care‖ system to an actual ―health 

care‖ system that encourages health and well-being, while maintaining state-of-the-art medicine, 

which is also the goal of the IAFC. 

Overview 

The Surgeon General serves as chair of the Council. Just as prevention is the foundation of the 

public health system, prevention is also the foundation of her work to improve the nation’s 

health. 

Council members are cabinet secretaries, chairs, directors, or administrators of federal 

departments. Such high profile involvement demonstrates an unprecedented commitment to 

prevention and wellness in the U.S. health care system.  

By including officials from across the federal government, the Council benefits from a wide 

variety of perspectives and inter-agency collaboration. In addition, it will receive input from an 

Advisory Group on Prevention, Health Promotion, and Integrative and Public Health Council as 

well as other public stakeholders. The IAFC needs to be included in this group.  

 

Why does the IAFC need to become part of the Council? 

THE COUNCIL WILL MEET PERIODICALLY TO: 

 Develop a National Prevention and Health Promotion Strategy  

 Review its progress and issue an Annual Status Report, the first was submitted July 

2010: http://www.hhs.gov/news/reports/nationalprevention2010report.pdf  

 Incorporate input from the public and other relevant stakeholders 

 Provide direction and input on the draft strategy  

 Monitor implementation 

 

http://www.surgeongeneral.gov/about/biographies/biosg.html
http://www.hhs.gov/news/reports/nationalprevention2010report.pdf
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THE COUNCIL WILL: 

 Provide coordination and leadership to ensure that the government is focused on priority 

initiatives that will improve prevention, wellness, and health promotion practices  

 Make recommendations—with continual public input—to the President and Congress 

concerning the nation’s most pressing health issues and on changes to federal policy 

that will promote health and achieve public health goals, including reducing tobacco use, 

sedentary behavior, and poor nutrition 

 

MEMBERS 

The President signed an Executive Order creating the National Prevention, Health Promotion, 

and Public Health Council within the Department of Health and Human Services comprising of 

these members: 

 Vice Admiral Regina M. Benjamin MD, MBA, USPHS, Surgeon General, Council Chair  

 Secretary Kathleen Sebelius, Department of Health and Human Services  

 Secretary Tom Vilsack, Department of Agriculture  

 Secretary Arne Duncan, Department of Education  

 Chairman Jon Leibowitz, Federal Trade Commission  

 Secretary Ray LaHood, Department of Transportation  

 Secretary Hilda L. Solis, Department of Labor  

 Secretary Janet A. Napolitano, Department of Homeland Security  

 Administrator Lisa P. Jackson, Department of Environmental Protection Agency  

 Director R. Gil Kerlikowske, Office of National Drug Control Policy  

 Director Melody Barnes, Domestic Policy Council  

 Assistant Secretary-Indian Affairs Larry Echo Hawk, Department of the Interior  

 Patrick Corvington, CEO, Corporation for National and Community Service  

 Attorney General Eric H. Holder, Jr., Department of Justice  

 Secretary Robert M. Gates, Department of Defense  

 Secretary Eric K. Shinseki, Department of Veterans Affairs  

 Secretary Shaun Donovan, Department of Housing and Urban Development  

 Acting Deputy Director Rob Nabors, Office of Management and Budget 
 

REPORTS 

On June 25, 2010, the Council ratified its first status report during a teleconference. (Read the 

final July 1, 2010, Annual Status Report National Prevention, Health Promotion, and Public 

Health Council (84 KB PDF).   

This report provides an overview of the strategy development process, proposed guiding 

principles, plans to convene the advisory group, a work plan and timeline, and list of Council 

activities. Contact: The National Prevention, Health Promotion, and Public Health Council at 

prevention.council@hhs.gov 

ADDITIONAL EXPERTS AND WEBSITES - APPENDIX B 

http://www.whitehouse.gov/the-press-office/executive-order-establishing-national-prevention-health-promotion-and-public-health
http://www.surgeongeneral.gov/about/biographies/biosg.html
http://www.hhs.gov/secretary/about/biography/index.html
http://www.usda.gov/wps/portal/usda/usdahome?contentidonly=true&contentid=bios_vilsack.xml
http://www2.ed.gov/news/staff/bios/duncan.html
http://www.ftc.gov/commissioners/leibowitz/index.shtml
http://www.dot.gov/bios/lahood.htm
http://www.dol.gov/_sec/welcome.htm
http://www.dhs.gov/xabout/structure/gc_1232568253959.shtm
http://www.epa.gov/Administrator/biography.htm
http://www.whitehousedrugpolicy.gov/about/director.html
http://www.whitehouse.gov/administration/eop/dpc
http://www.doi.gov/archive/bio/echohawk_bio.html
http://www.nationalservice.gov/about/media_kit/photos_bios_ceo.asp
http://www.justice.gov/ag/meet-ag.html
http://www.defense.gov/bios/biographydetail.aspx?biographyid=115
http://www1.va.gov/opa/bios/bio_shinseki.asp
http://portal.hud.gov/portal/page/portal/HUD/about/principal_staff/secretary_donovan
http://www.whitehouse.gov/omb/organization_office
http://www.hhs.gov/news/reports/nationalprevention2010report.pdf
http://www.hhs.gov/news/reports/nationalprevention2010report.pdf
mailto:prevention.council@hhs.gov
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Other Funding Ideas 

 

Homeland Security & Department of Transportation funded programs through 

Regional Mobile Medical Units (RMMUs).  

MOBILE UNITS WOULD BE USED LOCALLY UNTIL NEEDED FOR A DISASTER BY HLS 

Fire Service Mobile “MARTIN”  

M    Medical  
A    Auditory 
R    Respiratory  
T    Treadmill 
I     Inoculation 
N    Nutrition  
 

SAMPLES OF CURRENT COMMERCIAL UNITS WORKING WITH FIRE SERVICE:   

Health Endeavors http://www.ehealthendeavors.com/rvpicslideshow.htm 

Concentra Mobile Medical Services   http://www.concentra.com/employers/mobile-medical-services.aspx 

Professional Health Services, Inc http://phsmobile.com/ 

COACH VENDORS:   

Medical Coaches http://www.medcoach.com/resources/why_mobile.html 

Team USV - http://www.usv1.com/Mobile-Medical/ 

 

Fire Insurance Premiums   

SAMPLE: WASHINGTON STATE RCW 41.16 – 41-18.030 

Firefighters' relief and pensions — 1947 act 

There is hereby created and established in the treasury of each municipality a fund, which shall 

be known and designated as the firefighters' pension fund, which shall consist of:  

(1) All bequests, fees, gifts, emoluments, or donations given or paid thereto;  
(2) twenty-five percent of all moneys received by the state from taxes on fire insurance 

premiums;  
(3) taxes paid pursuant to the provisions of RCW 41.16.060;  
(4) interest on the investments of the fund; and  
(5) contributions by firefighters as provided for herein.  

 

FULL RCW TEXT - APPENDIX C 

  

http://www.ehealthendeavors.com/rvpicslideshow.htm
http://www.concentra.com/employers/mobile-medical-services.aspx
http://phsmobile.com/
http://www.medcoach.com/resources/why_mobile.html
http://www.usv1.com/Mobile-Medical/
http://apps.leg.wa.gov/rcw/default.aspx?cite=41.16.060
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SUMMARY 
 

The task force became well acquainted with the fact that the current economic condition 

presents new challenges for nearly every organization. Chief fire officers are still faced with 

tough decisions every day, including the health and well-being of their firefighters, and that a 

dynamic effort to make certain IAFC members have the tools they need to provide medical 

exams for firefighters is essential.  

It is the conclusion of this task force that specific areas still need focused attention. 

 Identification of funding sources for medical exams possibly through national legislation 

 Development of a Fire Service Physician/Medical Provider Association 

 Provision of assistance and support for the dissemination of information 

 

NEW ACTION ITEMS 
 

Therefore, it calls upon the IAFC to expand the current Medical Evaluation Task Force to 

address the three action items listed below to ensure the support of departments pursuing 

annual medicals and continued pursuit of annual fire service-specific medical exams, which 

shall include: 

 

1. Development of Fire Service Physician/Medical Provider Association 

a. Development of Fire Service-Wide Specific Medical Exam Protocols 

b. Implementation of an online Physician helpline 

2. Become a members of the National Prevention, Health Promotion, and 

Public Health Council 

a. Development of Return on Investment  (ROI) for national program 

b. Recommendation on National implementation plan 

3. Provide assistance with 

a. Online Discussion Forum and Library 

b. Webinars 

c. Future Revisions and Updates to the Medical Evaluation Report 

d. Learning Opportunities at Fire-Rescue International 
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APPENDIX A  
 
Sample Annual Medical Evaluation of Incumbent Members based on WFI and NFPA 1582 

For incumbent members (NFPA 1582 –Chapter 7.1- 7.7.12.2 and WFI Chapter 2), the scope of the annual 

medical evaluation shall be determined by the fire department physician after reviewing the type and severity 

of the condition. The recommended annual evaluation should include:  

Medical History Questionnaire (to include exposure history) 

Physical Examination:  

(1) Vital signs 

(2) Head, eyes, ears, nose, and throat (HEENT) 

(3) Neck 

(4) Cardiovascular 

(5) Pulmonary 

(6) *Breast 

(7) *Gastrointestinal (includes rectal exam for mass, occult blood) 

(8) *Genitourinary (includes pap smear, testicular exam, rectal exam for prostate mass) 

(9) *Hernia 

(10) Lymph nodes 

(11) Neurological 

(12) Musculoskeletal 

(13) Skin (includes screening for cancers) 

(14) Vision 

(15) Body Composition 

Blood Tests: 

(1) CBC with differential, RBC indices and morphology, and platelet count 

(2) Electrolytes (Na, K, Cl, HCO3, or CO2) 

(3) Renal function (BUN, creatinine) 

(4) Glucose 

(5) Liver function tests (ALT, AST, direct and indirect bilirubin, alkaline phosphatase) 

(6) Total cholesterol, HDL, LDL, clinically useful lipid ratios(e.g., percent LDL), and triglycerides 

(7) Prostate specific antigen (PSA) after age 40 for positive family history, if African American, or if 

otherwise clinically indicated; after age 50 for all other male 

Urinalysis:  

(1) Dipstick analysis for glucose, ketones, leukocyte esterase, protein, blood, and bilirubin 

(2) Microscopic analysis for RBC, WBC, casts, and crystals if indicated by results of dipstick analysis 

(3) Analysis for occupational chemical exposure if indicated 

Vision tests, Audiograms, and Spirometry  

Chest X-ray, Electrocardiogram, Cancer Screenings, Immunizations, Infectious Disease Screenings, 
and Referrals to Health Care Practitioners (as indicated). 


Written Feedback and Other Documentation/Data of Findings. 

Appendix A – Sample Incumbent Medical 

*CERTAIN COMPONENTS OF THE ANNUAL 

OCCUPATIONAL MEDICAL EVALUATION 

SHOULD BE ALLOWED TO BE PERFORMED BY 

A MEMBER’S PRIVATE PHYSICIAN, PROVIDED 

FULL RESULTS ARE FORWARDED IN THE 

REQUIRED TIMEFRAME TO THE FIRE 

DEPARTMENT’S APPOINTED LICENSED 

HEALTH CARE PROFESSIONAL.  

 


DEPARTMENT SUPERVISOR OR MANAGER SHALL NOT HAVE ACCESS TO, OR REQUEST RELEASE OF INFORMATION, REGARDING MEDICAL 

RECORDS WITHOUT THE EXPRESSED WRITTEN CONSENT OF THE MEMBER. 
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APPENDIX B 
 

Affordable Care Act 

ADDITIONAL EXPERTS AND WEBSITES 

Analysts/Advocates –   

Stuart Altman, Professor of National Health Policy, Brandeis University, 781/736-3804, 

altman@brandeis.edu  

Stuart Butler, Vice President, The Heritage Foundation, 202/546-4400  

Michael Cannon, Director of Health Policy Studies, Cato Institute, 202/789-5200, 
mcannon@cato.org  

Nancy Chockley, President, National Institute for Health Care Management, 202-296-4426, 
nchockley@nihcm.org  

Gary Claxton, Vice President/Director, Health Care Marketplace Project, Kaiser Family 
Foundation, 202/347-5270  

David Colby, Vice President for Research and Evaluation, Robert Wood Johnson Foundation, 
609/627-5754, dcolby@rwjf.org  

Sabrina Corlette, Director of Health Policy, National Partnership for Women and Families, 
202/986-2600, scorlette@nationalpartnership.org  

Peter Cunningham, Senior Fellow, Center for Studying Health System Change, 202/484-5261, 
pcunningham@hschange.org  

Richard Curtis, President, Institute for Health Policy Solutions, 202/789-1491, rcurtis@ihps.org  

Karen Davis, President, The Commonwealth Fund, 212/606-3800, KD@cmwf.org  

Stan Dorn, Senior Research Associate, Urban Institute, 202/833-7200  

Michelle Doty, Associate Director of Research, The Commonwealth Fund, 212/606-3800, 
mmd@cmwf.com  

Pamela Farley Short, Professor and Director, Center for Health Care and Policy Research, 

Penn State University, 814/863-8786  

Judy Feder, Professor, Public Policy Institute, Georgetown University, 202/687-8397 

Steve Finan, Senior Director of Public Policy, American Cancer Society, 202/661-5700  

Appendix B – Affordable Care Act 
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mailto:KD@cmwf.org
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Paul Fronstin, Director, Health Research Program, Employee Benefit Research Institute, 
202/775- 6352, fronstin@ebri.org  

John Geyman, Professor Emeritus of Family Medicine, University of Washington, 360/ 378- 

4814, jgeyman@u.washington.edu  

Paul Ginsburg, President, Center for Studying Health System Change, 202/484-5261, 
pginsburg@hschange.org 

Stuart Guterman, Assistant Vice President, Payment System Reform, The Commonwealth 

Fund, 202/292-6735,  SXG@cmwf.com 

Jocelyn Guyer, Senior Program Director, Center for Children and Families, Georgetown 
University, 202-784-4077  

Edmund Haislmaier, Research Fellow, The Heritage Foundation, 202/546-4400  

Antoinette Hays, Dean, Regis College School of Nursing and Health Professions, 781/768-
7122, antoinette.hays@regiscollege.edu  

Ida Hellander, Executive Director, Physicians for a National Health Program, 312/782-6006, 
Ida@PNHP.org  

David Himmelstein, Associate Professor of Medicine, Harvard Medical School, 617/ 497- 1268, 
dhimmelstein@challiance.org  

John Holahan, Director of Health Policy Research, Urban Institute, 202/261-5666  

Joy Johnson Wilson, Federal Affairs Counsel, National Conference of State Legislatures, 

202/624-5400, joy.wilson@ncsl.org  

Judith Miller Jones, Director, National Health Policy Forum, 202/872-1469, jmjones@gwu.edu  

Risa Lavizzo-Mourey, President & CEO, Robert Wood Johnson Foundation, 888/631-9989, 
rlavizz@rwjf.org  

Barbara Lyons, Deputy Director, Commission on Medicaid and the Uninsured, Kaiser Family 
Foundation, 202/347-5270, blyons@kff.org  

Enrique Martinez-Vidal, Vice President, AcademyHealth, and Director, State Coverage 
Initiatives Program, 202/292-6700  

Don McCanne, Senior Health Policy Fellow, Physicians for a National Health Program, 
949/493-3714, Don@McCanne.org  

Catherine McLaughlin, Director of Health Research, Mathematica Policy Research, 734/794- 
1122, Cmclaughlin@mathematic-mpr.com  

Tom Miller, Resident Fellow, American Enterprise Institute, 202/862-5886, tmiller@aei.org  

 
 Appendix B – Affordable Care Act 
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Robert Moffit, Director, Center for Health Policy Studies, The Heritage Foundation, 202/546-
4400 

Len Nichols, Professor and Director, Center for Health Policy Research and Ethics, George 

Mason University, 703/993-1978, lnichol9@gmu.edu  

Ron Pollack, Executive Director, Families USA, 202/628-3030, Communications Director: 
David Lemmon -- dlemmon@familiesusa.org  

Karen Pollitz, Project Director, Health Policy Institute, Georgetown University, 202/687-3003  

Uwe Reinhardt, James Madison Professor of Political Economy, Princeton University, 609/258- 
4781  

Sara Rosenbaum, Chair of Department of Health Policy, George Washington University, 
202/530- 2343  

Diane Rowland, Executive Vice President, Kaiser Family Foundation, 202/347-5270, 
drowland@kff.org  

Matt Salo, Director, Health & Human Services Committee, National Governors Association, 
202/624-5336, msalo@nga.org  

Greg Scandlen, President and CEO, Consumers for Health Care Choices, 301/606-7364  

Gordon Schiff, Associate Director of the Center for Patient Safety Research and Practice, 
Harvard Medical School, 617/ 732-4814, gdschiff@aol.com  

Gail Shearer, Director, Health Policy Analysis, Consumers Union, 202/462-6262, 

sheaga@consumer.org  

Judith Stein, Executive Director, Center for Medicare Advocacy, 860/456-7790, 
jstein@medicareadvocacy.org  

Ken Thorpe , Professor and Chair, Rollins School of Public Health; Executive Director, 

Partnership to Fight Chronic Disease Advisory Board, Emory University, 404/727-3373  

Alan Weil, Executive Director, National Academy for State Health Policy, 202/903-0101  

Ellen-Marie Whelan, Associate Director of Health Policy, Center for American Progress, 
202/481-8162, ewhelan@americanprogress.org 

Gail Wilensky, Senior Fellow, Project Hope, 301/656-7401, gwilensky@projecthope.org  

Steffie Woolhandler, Associate Professor of Medicine, Harvard Medical School, 617/ 497- 
1268, swoolhandler@challiance.org  

Steve Zuckerman, Principal Research Associate, Urban Institute, 202/833-7200  
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Government:  

Marjorie Kanof, Managing Director, Health Care, Government Accountability Office, 202/512-
7114  

Charles Nelson, Assistant Division Chief, Income, Poverty and Health Statistics, US Census 

Bureau, 301/763-3183, charles.t.nelson@census.gov  

C. Stephen Redhead, Specialist in Health Policy, Congressional Research Service, 202/707-
2261, credhead@crs.loc.gov  

Stakeholders:  

David Abernethy, Senior Vice President, HIP Health Plans, 202/393-0660, 
DAbernethy@EmblemHealth.com  

Alissa Fox, Senior Vice President, Office of Policy and Representation, Blue Cross Blue Shield 
Association, 202/626-8681, alissa.fox@bsbsa.com  

Mary Grealy, President, Healthcare Leadership Council, 202/452-8700, mgrealy@hlc.org,   
cguttmann@hlc.org  (assistant)  

George Halvorson, Chairman and CEO, Kaiser Permanente, 510/271-5660  

Angela Hunter, Director of Federal Affairs, Council for Affordable Health Insurance, 703/836- 
6200 x387, anghunter@cahi.org  

Charles Kahn, President, Federation of American Hospitals, 202/624-1500  

 
Sister Carol Keehan, President, Catholic Health Association, 202/296-3993  

Jeff Lemieux, Senior Vice President, Center for Policy and Research, America's Health 
Insurance Plans, 202/778-3200, jlemieux@ahip.org  

Robyn Martin, Senior Policy Analyst, Service Employees International Union, 202/7307359, 
robyn.martin@seiu.org  

James Mongan, President and Chief Executive Officer, Partners Healthcare, 617/278-1004  

Meg Murray, Chief Executive Officer, Association for Community Affiliated Plans, 202/204-

7509, mmurray@communityplans.net  

Michael Rodgers, Vice President for Public Policy and Advocacy, Catholic Health Association, 
202/296-3993, mrodgers@chausa.org  

Gerry Shea, Assistant to the President, AFL-CIO, 202/637-5237, gshea@aflcio.org  

Laura Trueman, Executive Director, Coalition for Affordable Health Coverage, 202/626-8573  
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Websites  
 
AFL- CIO  www.afl-cio.org 
 
Alliance for Health Reform www.allhealth.org 
 
Alliance of Community Health Plans www.achp.org 
 
America's Health Insurance Plans www.ahip.org 
 
Association of Health Care Journalists  www.healthjournalism.org 

Blue Cross Blue Shield Association www.bcbs.com 

California HealthCare Foundation www.chcf.org 

Catholic Health Association www.chausa.org 

Center for Health Care and Policy Research, Penn State University www.hhdev.psu.edu/chcpr/ 

Center for Studying Health System Change www.hschange.org 

Coalition for Affordable Health Coverage www.cahc.net 

The Commonwealth Fund health reform site www.commonwealthfund.org/Health-Reform.aspx 

Consumers for Health Care Choice www.chcchoices.org 

Consumers Union www.consumersunion.org 

Council for Affordable Health Insurance www.cahi.org 

Cover the Uninsured Week http://covertheuninsured.org 

Economic Research Initiative on the Uninsured http://www.umich.edu/~eriu/ 

Employee Benefit Research Institute  www.ebri.org  

Families USA www.familiesusa.org  

Federation of American Hospitals www.fah.org 

Galen Institute www.galen.org  

George Washington University Department of Health Policy www.gwhealthpolicy.org 

Georgetown University Center for Children and Families http://ccf.georgetown.edu 

Georgetown University Health Policy Institute http://ihcrp.georgetown.edu/ 
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Government Accountability Office www.gao.gov  

Health Research and Educational Trust www.hret.org 

Healthcare Leadership Council www.hlc.org  

Heritage Foundation  www.heritage.org 

Institute for Health Policy Solutions www.ihps.org  

Kaiser Commission on Medicaid and the Uninsured www.kff.org/about/kcmu.cfm 

Kaiser Family Foundation health reform site http://healthreform.kff.org  

Kaiser Health News www.kaiserhealthnews.org  

Lewin Group  www.lewin.com  

National Academy for State Health Policy www.nashp.org  

National Coalition on Health Care www.nchc.org 

National Conference of State Legislatures www.ncsl.org  

National Governors Association www.nga.org  

National Health Policy Forum www.nhpf.org  

National Institute for Health Care Management www.nihcm.org  

National Partnership for Women and Families www.nationalpartnership.org  

National Women's Law Center www.nwlc.org 

New America Foundation  www.newamerica.net   

Robert Wood Johnson Foundation  www.rwjf.org  

Rollins School of Public Health, Emory University  www.sph.emory.edu  

State Coverage Initiatives  www.statecoverage.net  

United Hospital Fund  www.uhfnyc.org 

Urban Institute  www.urban.org  

U.S. Census Bureau  www.census.gov  
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APPENDIX C 
 

Washington State RCW 41.16 – 41-18.030 

RCW 41.16.050  -  How constituted. 

There is hereby created and established in the treasury of each municipality a fund, which shall be known 

and designated as the firefighters' pension fund, which shall consist of:  

(1) All bequests, fees, gifts, emoluments, or donations given or paid thereto;  
(2) twenty-five percent of all moneys received by the state from taxes on fire insurance premiums;  
(3) taxes paid pursuant to the provisions of RCW 41.16.060;  
(4) interest on the investments of the fund; and  
(5) contributions by firefighters as provided for herein.  

 

The moneys received from the tax on fire insurance premiums under the provisions of this chapter shall 

be distributed in the proportion that the number of paid firefighters in the city, town, or fire protection 

district bears to the total number of paid firefighters throughout the state to be ascertained in the following 

manner: The secretary of the firefighters' pension board of each city, town, and fire protection district now 

or hereafter coming under the provisions of this chapter shall within thirty days after June 7, 1961, and on 

or before the fifteenth day of January thereafter, certify to the state treasurer the number of paid 

firefighters in the fire department in such city, town, or fire protection district. For any city or town annexed 

by a fire protection district at any time before, on, or after June 9, 1994, the city or town shall continue to 

certify to the state treasurer the number of paid firefighters in the city or town fire department immediately 

before annexation until all obligations against the firefighters' pension fund in the city or town have been 

satisfied. For the purposes of the calculation in this section, the state treasurer shall subtract the number 

certified by the annexed city or town from the number of paid firefighters certified by an annexing fire 

protection district. The state treasurer shall on or before the first day of June of each year deliver to the 

treasurer of each city, town, and fire protection district coming under the provisions of this chapter his or 

her warrant, payable to each city, town, or fire protection district for the amount due such city, town or fire 

protection district ascertained as herein provided and the treasurer of each such city, town, or fire 

protection district shall place the amount thereof to the credit of the firefighters' pension fund of such city, 

town, or fire protection district. 

RCW 41.16.060 - Tax levy for fund. 

It shall be the duty of the legislative authority of each municipality, each year as a part of its annual tax 

levy, to levy and place in the fund a tax of twenty-two and one-half cents per thousand dollars of 

assessed value against all the taxable property of such municipality: PROVIDED, That if a report by a 

qualified actuary on the condition of the fund establishes that the whole or any part of said dollar rate is 

not necessary to maintain the actuarial soundness of the fund, the levy of said twenty-two and one-half 

cents per thousand dollars of assessed value may be omitted, or the whole or any part of said dollar rate 

may be levied and used for any other municipal purpose. 

 

     It shall be the duty of the legislative authority of each municipality, each year as a part of its annual tax 

levy and in addition to the city levy limit set forth in RCW 84.52.043, to levy and place in the fund an 

additional tax of twenty-two and one-half cents per thousand dollars of assessed value against all taxable 

property of such municipality: PROVIDED, That if a report by a qualified actuary establishes that all or any  
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part of the additional twenty-two and one-half cents per thousand dollars of assessed value levy is 

unnecessary to meet the estimated demands on the fund under this chapter for the ensuing budget year, 

the levy of said additional twenty-two and one-half cents per thousand dollars of assessed value may be 

omitted, or the whole or any part of such dollar rate may be levied and used for any other municipal 

purpose: PROVIDED FURTHER, That cities that have annexed to library districts according to RCW 

27.12.360 through 27.12.395 and/or fire protection districts according to RCW 52.04.061 through 

52.04.081 shall not levy this additional tax to the extent that it causes the combined levies to exceed the 

statutory or constitutional limits. 

RCW 41.18.030 - Contributions by firefighters. 

Every firefighter to whom this chapter applies shall contribute to the firefighters' pension fund a sum equal 
to six percent of his or her basic salary, which shall be deducted there from and placed in the fund. 
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