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FIRE RULES AND REGULATIONS
OF THE
CIVIL SERVICE COMMISSION

CITY OF HARRISBURG, PENNSYLVANIA

SECTION A

ARTICLE I. PRELIMINARY PROVISIONS

Section 101.  Statutory Authority.

These Rules and Regulations governing the selection and appointment of Firefighter and the
promotion to the ranks of Lieutenant, Captain and Battalion Chief are promulgated pursuant to the
authority of the Third Class City Code, 53 P.S. 839861, et seq.

Section 102.  Exclusivity.

No person shall be appointed to any position in the Bureau of Fire governed by these Rules and
Regulations without having first passed all the examinations required hereunder and having been
appointed in the manner according to the terms and provisions of these Rules and Regulations and the
Civil Service provisions of the Third Class City Code.

Section 103.  Purpose.

These Rules and Regulations are, in the judgment of the Commission, adapted to secure the best
service for the public in ascertaining and determining, so far as possible, the physical and mental
gualifications, habits, reputation, standing, experience, and education of all applicants for positions in the
Bureau of Fire. The Rules and Regulations provide for examinations upon all subjects deemed proper
and necessary by the Commission for the purpose of determining the qualifications of the applicants for
the position sought.

Section 104.  Title.

These Rules and Regulations shall be known as the Rules and Regulations of the Fire Civil
Service Commission, City of Harrisburg, Pennsylvania.

Section 105.  Definitions.

Unless otherwise expressly stated, the following words and phrases, wherever used in these Rules
and Regulations, shall be construed to have the meaning indicated herein:

a. Applicant — Any person who submits written application to the Commission in response to a
legally advertised Notice of VVacancy or Notice of Examination for any civil service position in
the Bureau of Fire in accordance with such notice.
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Appointing Authority — Any officer, board, commission, or person having power by law to make
civil service appointments and promotions in the Bureau of Fire.

Appointment — Filling a civil service position pursuant to Third Class City Code, 53 P.S. §39863
and 839877.

Breach of the Peace — Any behavior of a violent nature or behavior intended to incite violence
that tends to disturb the public peace, offend public morals, or undermine public safety.

Bureau of Fire — The Bureau of Fire, Department of Public Safety, City of Harrisburg,
Pennsylvania.

Bureau of Human Resources — The Bureau of Human Resources, Department of Administration,
City of Harrisburg, Pennsylvania.

Certified Eligibility List — An employment, promotion, or re-employment (furlough) roster
containing the names and scores of those individuals who have satisfied all requirements for
consideration for employment, promotion, or re-employment in a civil service position as
certified by the Commission.

Chairperson — The Chairperson of the Commission.
City — The City of Harrisburg, Pennsylvania.

Civil Service Status — The employment standing obtained after successful completion of the
probationary period in accordance with the Civil Service provisions of the Third Class City Code.

Commission — The Fire Civil Service Commission, City of Harrisburg, Pennsylvania.

Demotion — Movement of an officer to a position of lesser rank with an accompanying reduction
in salary pursuant to the provisions of 84408 of the Third Class City Code, 53 P.S. 839408, and
other applicable laws. A decrease in salary without a change to a different position shall not
necessarily constitute a demotion.

. Examination — The tests administered to determine an applicant’s qualification for a position or
promotion in the Bureau of Fire.

FCSC — The Commission.

FCSC Rules and Regulations — These Rules and Regulations adopted by the Commission in
accordance with Section 4862 of the Third Class City Code, 53 P.S. §39862.

Firefighter — An entry level, sworn, full-time civil service position in the Bureau of Fire.

Firefighter Final Compiled Score — The numerical score assigned to an applicant who has attained
a passing score on the written examination, including Veteran’s Preference points, if applicable.
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aa.

bb.

CC.

dd.

ee.

Firefighter Trainee — A person who has been accepted into and is participating in the mandatory
training program for the Bureau of Fire. Upon completion of the training program, a firefighter
trainee must successfully pass all the requirements of the HACC Career Firefighter Academy.
Any person who fails the aforesaid Academy shall forfeit the position of firefighter.

Furlough List — The roster containing the names of the civil service employees temporarily laid
off from positions in the Bureau of Fire because of a reduction in the number of firefighters.

HACC — Harrisburg Area Community College.
Highest Scoring Eligible — The individual with the highest final score.

Member — A duly appointed member of the Commission.

Pass Over — The term describing when a person on the Certified Eligibility List is not selected in
accordance with the Rule of Three.

Probationary Employee — A firefighter who has successfully completed all firefighter training
requirements and who is undergoing a probationary period of appointment in the Bureau of Fire.

Probationary Period — The six (6) month period of time following successful completion of the
training requirements during which the person, though not having attained permanent employee
status, shall not be denied any rights or benefits that the appointee would otherwise be entitled to
under the collective bargaining agreement in effect at the time between the City and the
bargaining unit in the Bureau of Fire. At any time during this period the appointee may be
dismissed.

Promotion — Movement of a qualified firefighter to a position in a higher rank by competitive
examination administered by the Commission and selection by the Appointing Authority.

Promotional Final Score — The numerical score assigned to a promotional candidate based on
his/her results from the written examination and seniority preference.

Qualified Eligibility List — A roster containing the names and scores of candidates. The scores
shall consist of a compilation of the written examination, oral examination, and Veteran’s
Preference points and shall only consist of those who have passed the written and oral
examination(s) and physical ability test and have been selected for further testing for the position
of firefighter based upon the following factors:

1.Number of vacancies;
2.Number of applicants; and
3.Budgetary constraints.

Qualified Recruitment List — A roster containing the names and scores of candidates who
obtained an overall passing score on the written examination for the position of firefighter.

Regular Employee — An employee who has achieved civil service status.

Removal — The permanent separation, without pay, from a civil service position within the

Bureau of Fire.
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ff. Residency — Repealed April 22, 2014, by City of Harrisburg, Ordinance Number 4-2014.

gg. Rule of Three — The appointment of one of the eligibles from the Certified Eligibility List
possessing one of the three highest scores in accordance with the Third Class City Code, 53 P.S.
839406. More than three names may be included if there is a tie among the highest scores.

hh. Secretary — The Secretary of the Fire Civil Service Commission who is appointed by the
Commission and need not be a member thereof.

ii. Third Class City Code — Act of June 23, 1931, P.L. 932, as amended, 53 P.S. §35101 et seq.

jj. Veterans’ Preference — The preference for appointment, mandated by various statutes and laws,
of an individual who has been an active member of the Armed Forces of the United States.

kk. Written Notification — Notification by mailing of notice by regular mail, no return receipt
requested, to the home address provided by Applicant on the Application.

ARTICLE II. NOTICE OF MEETINGS AND EXAMINATIONS

Section 201.  Notice of Public Meetings.

a. The Commission, or its designee, shall provide notice of the date, time, and location of its public
meetings in accordance with the requirements of law.

b. A copy of the notice shall be posted on at least one bulletin board for public display in the City
Government Center.

c. Additional public notice may be provided by other publication or posting or in any other manner
at the discretion of the Commission.

Section 202.  Public Notice of Open Recruitment and Related Examinations.

a. At least two weeks prior to the closing date for filing applications, the position will be advertised
in at least one newspaper of general circulation in the City setting forth:

identification of the type of position(s) to be filled,

salary;

where applications may be obtained;

telephone number where additional information can be obtained;
website address where additional information can be obtained; and
deadline for filing those applications.

ok wnE

b. Notice of Open Recruitment for Firefighters shall consist of the following:

posting in the City Government Center;

distribution of minority mailings;

publication in at least one newspaper of general circulation;
recruitment through schools, etc.; and

other methods at Commission’s discretion.

akrwbdPE
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Section 203. Notice of Promotional Examinations.

a.

At least six (6) months prior to the date of a promotional examination, the Chief of the Bureau of
Fire shall post on at least one bulletin board in each fire station and at the McCormick Public
Safety Center a listing of study material taken from an approved fire service manual prescribed
for use in the Bureau of Fire.

The Bureau of Human Resources shall provide written notification of a promotional examination
to all eligible candidates at least sixty (60) calendar days prior to November 1% in the year that
such promotional examination shall be offered.

The written notification shall include the date, time, and location of the promotional examination.

The notice shall state that any interested and qualified candidate must complete an official
application form obtained from the Bureau of Human Resources in order to be eligible to
participate in the promotional examination.

Upon request, the Bureau of Human Resources shall provide each candidate an official
application form, job description, and the Civil Service Rules and Regulations.

ARTICLE III. APPLICATION FOR THE POSITION OF FIREFIGHTER

Section 301.  Application for Firefighter.

a.

b.

C.

d.

No person shall be admitted to an examination for the position of firefighter in the Bureau of Fire
until filing a notarized application on the official form prescribed by the Commission and
providing such supporting documentation as the Commission requires.

Application forms shall be available to all interested persons from the Bureau of Human
Resources. Application forms shall also be available from such other officers that the
Commission may designate.

Applications may be secured in person, by telephone, or by written request through the United
States Mail from the Bureau of Human Resources or other such offices that the Commission may
designate. There is a ten-dollar ($10.00) fee for mailing of applications.

Each application shall be valid only during the respective recruitment period.

Section 302.  Filing an Application for Firefighter.

a.

b.

The Bureau of Human Resources is hereby designated to accepted applications for the position of
Firefighter in the Bureau of Fire.

Acceptance of such applications shall be subject to the following conditions:

1. Any application may be refused if it fails to contain information required by these Rules
and Regulations, including required supporting documentation. The applicant shall be
informed of the defect and shall have the responsibility to correct the defect prior to the
deadline/closing date for submitting applications for the position.
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C.

2. No application shall be accepted after the deadline/closing date published in the job
announcement. Each application must be completed, notarized, accompanied with all
required documents, and returned in person by the applicant, or applicant’s designee with
written signatory authorization, to the Bureau of Human Resources in accordance with
the schedule and time published in the job announcement.

Each application shall be accompanied with a processing fee of fifty dollars ($50.00) in the form
of a check or money order payable to “City Treasurer.” An applicant who demonstrates financial
hardship may petition the Secretary of the Commission for a waiver of the processing fee, or a
portion thereof, for good cause show.

Each application must be accompanied with the following documents or copies thereof for
verification along with a copy of same for the application file; originals of said documents must
be provided at time of hire:

1. birth certificate or naturalization papers;

2. if aveteran, a copy of honorable discharge (DD Form 214, Member Copy 4) indicating
date of entry and separation. If discharge was other than honorable, a copy of such
discharge together with explanation of discharge must be submitted;

3. avalid vehicle operator’s license;
4. Social Security card; and

5. official high school diploma, G.E.D. certificate, or other official document demonstrating
attainment of equivalent or higher education.

Section 303.  Recording Applications.

a.

The Commission or its designee shall review each application for the purpose of determining
completeness.

The Secretary or his/her designee shall record receipt of all applications. Once the application is
filed, the application shall become a Commission record, and the application shall not be returned
to the applicant.

Section 304.  Equal Employment Opportunity.

The Commission does not discriminate on the basis of any factor protected by law including, but

not limited to, race, religion, creed, color, gender, veteran status, age, national origin, ancestry, place of
birth, marital status, sexual orientation/preference, general education and development certification
(G.E.D.) or disability to the extent said disability does not interfere with the essential functions of the job.

Section 305. Penalty for False Statement.

a.

The statements made in the application and all the supporting documents filed therewith shall
contain no falsification, omission, or concealment of material fact. If an investigation discloses
any falsification, omission, or concealment of material fact with respect to an application:

1. the application shall be deemed invalid, and the applicant shall be disqualified from the
examination process; or

Page 6 of 23



2. if the applicant shall have completed the examination process, the name of such person
shall be removed from the Qualified Recruitment List, Qualified Eligibility List and/or
the Certified Eligibility List; or

3. if the applicant shall have been appointed, such individual shall be disqualified from civil
service status and protection and shall be presumed to have resigned voluntarily from the
Bureau of Fire.

b. No person who has made such falsification, omission, or concealment of material fact with
respect to an application shall be permitted to make future applications for any position in the
Bureau of Fire for a period of three years from the date the applicant received notification of
disqualification.

ARTICLE IV. GENERAL QUALIFICATIONS
Section 401.  General Qualifications for the Position of Firefighter.

a. Age — Each applicant shall provide evidence of having attained the age of at least nineteen (19)
years by the deadline/closing date for submission of application.

b. Citizenship — Each applicant shall provide evidence of United States citizenship either in the form
of a birth certificate or naturalization papers.

c. Education — Each applicant shall provide evidence of graduation from an accredited high school,
a G.E.D. or an equivalent education acceptable to the Commission.

d. Driver’s License/Vehicle Registration — Each applicant shall provide evidence of a valid driver’s
license not under suspension. The driver’s license may not have been suspended and/or restored
within three years from the deadline/closing date for receipt of applications. Applicants who
reside outside the Commonwealth of Pennsylvania must obtain a valid Pennsylvania driver’s
license on or before completion of his/her training period.

e. General — Each applicant must be able to perform the essential duties of Firefighter.

f.  Residency — Repealed April 22, 2014, by City of Harrisburg, Ordinance Number 4-2014.

Section 402.  Essential Functions for the Position of Firefighter.
Each applicant must be able to perform the following functions:

a. Operate both as a member of a team and independently at incidents of uncertain duration.

b. Spend extensive time outside exposed to the elements.

c. Tolerate extreme fluctuations in temperature while performing duties. Must perform physically
demanding work in hot (up to 400EF), humid (up to 100%) atmospheres while wearing
equipment that significantly impairs body-cooling mechanisms.

d. Experience frequent transition from hot to cold and from humid to dry atmospheres.

e. Work in wet, icy, or muddy areas.
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Perform a variety of tasks on slippery, hazardous surfaces such as on rooftops or from ladders.
Work in areas where sustaining traumatic or thermal injuries is possible.

Face exposure to carcinogenic dusts such as asbestos, toxic substances such as hydrogen cyanide,
acids, carbon monoxide, or organic solvents through absorption, inhalation, or direct contact.

Face exposure to infectious agents such as Hepatitis B or HIV.

Wear personal protective equipment that weighs approximately 50 pounds while performing
firefighting tasks.

Perform physically demanding work while wearing compliant positive pressure and air purifying
breathing apparatus with 1.5 inches of water column resistance to exhalation at a flow of 40 liters
per minute.

Perform complex tasks during life-threatening emergencies.

Work for long periods of time, requiring sustained physical activity and intense concentration.
Face life or death decisions during emergency conditions.

Be exposed to grotesque sights and smells associated with major trauma and burn victims.
Make rapid transitions from rest to near maximal exertion without warm-up periods.

Operate in environments of high noise, poor visibility, limited mobility, at heights, in enclosed or
confined spaces, and in moving water environments.
Use manual and power tools in the performance of duties.

Rely on senses of sight, hearing, smell, and touch to help determine the nature of the emergency,
maintain personal safety, and make critical decisions in a confused, chaotic, and potentially life-
threatening environment throughout the duration of the operation.

Section 403.  General Qualifications for Lieutenant, Captain, and Battalion Chief.

a.

All promotions in the Bureau of Fire shall be made within the ranks of the paid members of the
Bureau of Fire, and shall be made by competitive examination.

1. A Lieutenant shall have at least six (6) completed years of service, and certification as a
Driver/Operator, Firefighter I1.

2. A Captain shall have at least two (2) completed years of service as a Lieutenant.
3. A Battalion Chief shall have at least two (2) completed years of service as a Captain.

An employee shall be eligible to take the promotional examination in the month of November of
the year prior to his/her year of eligibility. (S)he shall then be eligible for promotion at any time
during the years the Certified Eligibility List is valid.

Section 404. Disqualifications.

The Commission shall not examine any applicant who lacks any of the prescribed qualifications.
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ARTICLE V. EXAMINATION ELEMENTS FOR FIREFIGHTER

Section 501.  General Examination Requirements for the Position of Firefighter.

a. No applicant shall be admitted to any test without presenting a valid driver’s license or other

photo identification acceptable to the Commission; without such identification, the applicant shall
be deemed to have failed to appear for the test.

Any applicant who fails to appear at the prescribed time for any test or fails to complete any test
shall be deemed to have failed the same and shall not be eligible for further examination.

Any applicant who fails any test shall not be eligible for further examination or certification.

If an applicant shall be found to have committed any act tending to defeat the proper conduct or
the result of any test (i.e., cheating), the applicant shall be disqualified from the examination, and
the applicant’s name shall not be placed on, or shall be removed from, the list of eligibles, as the
case may be. In addition, the applicant shall not be permitted to make future application for any
position in the Bureau of Fire.

ARTICLE VL. WRITTEM EXAMINATION FOR FIREFIGHTER

Section 601.  General Requirements.

a.

The written examination shall consist of questions designed to fully and fairly assess the
comparative merit and fitness of the applicant for the position of firefighter.

The written examination shall be developed and validated by an agency approved by the
Commission.

Section 602.  Testing.

a.

The examiner shall prepare a statement of instructions and rules for the conduct of written
examinations. The examiner shall administer each examination in accordance with the
instructions, and the examiner shall be responsible for enforcing the rules of conduct for written
examination.

Before proceeding to answer the questions in any examination, each candidate shall be required
to fill out and sign a declaration form, giving his or her full name and such other information as
the Commission may require. Each applicant shall write on the declaration form the following
statement and affix his/her signature below it: “I attest that [ have received no assistance during
the taking of this written examination for the position of Firefighter.” At the conclusion of the
examination, the declaration form shall be collected by the examiners.

Section 603. Passing Grade.

The minimum passing grade for the written examination for the position of firefighter shall be the

recommended pass/fail cut off score given by the testing agency. However, if strict adherence to the
recommended pass/fail cut off score would result in the City not being able to fulfill its hiring needs the
Commission may adjust the pass/fail cut off score to meet the City’s hiring needs. The minimum passing
grade for the position of firefighter shall be fifty percent (50%).
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The final grade shall be calculated as follows:
Written Examination — 85%
Oral Examination — 5%
Veterans’ Preference — 10%

100%

Section 604.  Veterans’ Preference.

a. The following persons are entitled to a Veteran’s Preference under 51 Pa. C.S.A. §7104:

1. Any person who served in the Armed Forces of the United States, the National Guard or
Active Reserve or any women’s organization officially connected therewith during any
period of armed conflict, and who has received a discharge under honorable conditions.

2. Any person who has served in the Armed Forces of the United States, or in any women’s
organization officially connected therewith, since July 27, 1953, including service in
Vietnam, and who has received a discharge under honorable conditions.

b. Honorable conditions include but are not limited to honorable discharge, general discharge, good
discharge, satisfactory discharge, indifferent discharge, or special order discharge. 51 P.S. §7101;
Pontius v. Rippy, 589 A.2d 1188 (Pa. Commw. Ct. 1991); Herskovitz v. State Civil Service
Commission, 111 Pa. Commw. Ct. 427, 534 A.2d 160 (1987); 1989 Attorney General Opinion.
However, a person awarded a dishonorable discharge, bad conduct discharge, undesirable
discharge, uncharacterized discharge, dismissal, or any other type of separation certificate given
under conditions other than honorable is note entitled to Veterans’ Preference. Attorney General
Opinion No. 35 of 1957.

C. A veteran’s written examination with an otherwise passing grade shall receive a ten percent
(10%) of perfect mark-up on his/her final score (i.e., on a 100-point test, the 10% mark-up would
be 10 points). Said points shall only be awarded to a candidate who is a “veteran” within the
terms of the Veterans’ Preference Act at the time the examination is given. Specifically, a
candidate must have fulfilled his/her service obligation as described in the Veterans’ Preference
Act and have received a discharge under honorable conditions from that service obligation. A
discharge from training is not adequate proof of fulfillment of service obligation, and Veterans’
Preference points will not be awarded retroactively. Sicuro v. City of Pittsburgh, 684 A.2d 232,
236 (Pa. Commw. Ct. 1996); Soberick v. Salisbury Township Civil Service Commission, 874
A.2d 155 (Pa. Commw. Ct. 2005).

d. If a veteran is among the top three eligible candidates for the position of firefighter and the
municipality chooses to fill a vacancy, the municipality must hire the veteran if the veteran has
similar qualifications. Rasmussen v. Borough of Aspinwall, 519 A.2d 1074 (Pa. Commw. Ct.
1987); 51 Pa. C.S.A. §7103(b) and 7104(b).
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ARTICLE VII. PHYSICAL ABILITY TEST FOR FIREFIGHTER

Section 701.  General Requirements.

The physical ability test will consist of those tasks detailed in Appendix A and requirements set
forth in Appendix B attached hereto and incorporated herein by reference. In order for an applicant for
the position of firefighter to participate in the physical ability test, (s)he must obtain a medical release
from a licensed physician.

Section 702.  Scoring.
The physical ability test is scored on a Pass/Fail basis.
a. An applicant must complete all tasks in the proper order as described in Appendix A.

b. An applicant who does not pass the physical ability test shall be disqualified from the remainder
of the examination process.

Section 703.  Re-Testing.

a. Any applicant whose name remains on the Certified Eligibility List for a period of one year or
more, and who has subsequently been conditionally offered employment as a firefighter, must re-
take and pass the physical ability test.

b. The City shall rescind any conditional offer of employment made to an applicant who re-takes
and fails the physical ability test. Said applicant shall be disqualified from the recruitment process
and shall have his/her name removed from the Certified Eligibility List.

ARTICLE VIII. BACKGROUND INVESTIGATION FOR FIREFIGHTER

Section 801.  General Provisions.

a. A background investigation will be conducted on selected applicants who have successfully
completed the written examination and the physical ability test.

b. The purpose of the background investigation is to learn if an applicant has committed any acts or
possesses any negative character traits which would preclude the applicant from carrying out the
duties of a firefighter honorably and professionally.

c. Each applicant scheduled for a background investigation shall have his or her fingerprints taken
by a member of the Bureau of Police at a date and time to be arranged by the detective/officer
assigned to the applicant’s file.

Section 802.  Procedure.
a. The investigation shall be conducted by the City of Harrisburg, Bureau of Police.

b. Each applicant must undergo a personal interview with the investigator assigned to conduct the
background investigation. Failure to appear shall be grounds for disqualification.

c. Each applicant shall complete and sign an appropriate waiver form consenting to the background
investigation.
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d. The following sources of background information shall be used:

e.

1.

10.
11.

12.

courthouse — home, county, and Dauphin County, and any jurisdiction within which
applicant has resided;

National Crime Information Center;

local warrants lists, and warrants in any county in which applicant was a resident or
owned real property for more than thirty (30) days;

interviews with at least three (3) friends, neighbors, references, and/or associates;

interviews with present and former employers and any employees associated with the
applicant for the past ten (10) years;

marital status and family background, and any partner or other non-related individual
applicant has lived with;

military records, including Reserve service;

schools and colleges attended for verification of education level; however, if no degree
was obtained, applicant shall include an official copy of his/her transcript;

Pennsylvania and any other necessary state Bureau of Motor Vehicles for driving record
and operator’s license;

child abuse clearance;

campus police/security and local police department in any jurisdiction within which the
applicant has resided; and

credit reporting.

The information compiled as a result of the background investigation is, hereby, declared to be
privileged and confidential, available only to the members of the Commission, the police
detective conducting the investigation, the Chief of the Bureau of Police, the Chief of the Bureau
of Fire, the Director of the Bureau of Human Resources, the Law Bureau, and the Appointing
Authority.

Section 803.

a.

Disqualifications.

Any of the following findings shall disqualify an Applicant from applying for and/or being
appointed to the position of firefighter for a period of three (3) years from the date of the written
notification of said disqualification:

1.
2.

failure to cooperate with the background investigations;
falsification on the application form, including omissions;

association with convicted criminals, or persons who might reflect negatively on the
applicant’s reputation as a member of the Bureau of Fire; or
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4.

shows or admits to a cumulative pattern of behavior that is contradictive to the position of
firefighter.

b. Any of the following findings shall disqualify an Applicant from applying for and/or being
appointed to the position of firefighter until such time as the disqualifying condition no longer

exists:
1.
2.

9.

any conviction on charges of a third degree misdemeanor, in the past five (5) years;

any conviction for the sale of any illegal drugs, including marijuana, that occurred in the
past five (5) years;

any conviction of a summary offense which would be considered a breach of the peace in
the last two (2) years;

probation for any criminal or driving offense within the last three (3) years;

any physical or mental disorder which would prevent an Applicant from performing the
essential functions of the position of a firefighter;

any termination from employment for cause in the past three (3) years;

any suspension and/or restoration of applicant’s driver’s license or denial of vehicle
registration for violation of financial responsibility laws in the last three (3) years;

any permanent protection from abuse (PFA) order that was ordered against the applicant
during the past three (3) years; or

failure to meet the general qualifications set forth in these Rules and Regulations.

c. Any of the following findings shall be cause for disqualification from ever applying for and/or
being appointed to the position of firefighter:

1.
2.

any conviction of a crime classified as a felony;
any conviction of a crime classified as a misdemeanor of the first or second degree;

any conviction of a crime in accordance with a General Court-Martial proceeding in the
U.S. Military, which is equivalent to c(1) or ¢(2) immediately above herein;

any membership in an organization or group which advocates the overthrow of our
Constitutional form of government or which approves the commission of acts of force or
violence to deny other persons their rights under the Constitution of the United States; or
admission of a crime (even if not charged), if that crime is classified as a misdemeanor of
the first or second degree, or a felony.

d. Anyand all illegal drug usage by an applicant at the age of 18 years or older will result in said
applicant’s disqualification from ever holding the position of firefighter, unless otherwise
indicated in accordance with the Drug Matrix outlined in Appendix E.

e. If the results of the background investigation are unsatisfactory, the applicant shall be notified of
the reason for disqualification from the Civil Service process, but in no event shall the names of
those providing information or any other confidential information be disclosed.
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f.  The background investigation is continuous, and applicants may be disqualified for any of the
above-referenced reasons at any time, including throughout the probationary period.

ARTICLE IX. PRE-EMPLOYMENT ORAL EXAMINATION FOR FIREFIGHTER

Section 901.  General Provisions and Notice.

a. The Fire Chief may assemble a panel of up to five (5) individuals who shall conduct a pre-
employment interview with the top-scoring applicants who have successfully completed the
portions of the recruitment process previously set forth in these Rules and Regulations. The panel
will consist of at least two members who have been historically underrepresented in the fire
service (e.g., females, African-Americans, Latinos, and LGBT). All candidates will be asked the
same questions and the responses to the questions will be documented by each panelist. The
responses will be evaluated and scored based on pre-determined criteria and rating scale(s). The
minimum passing grade for the oral examination shall be fifty percent (50%).

b. The Commission or its designee shall notify each selected applicant of the time, date, and
location of the pre-employment interview.

c. The Oral Examination shall constitute 5% of the final score.
The final grade shall be calculated as follows:
Written Examination — 85%
Oral Examination— 5%

Veterans’ Preference — 10%

100%

ARTICLE X. PSYCHOLOGICAL EXAMINATION FOR FIREFIGHTER

Section 1001. Appointment of Examiners.

The Commission or its designee shall, from time to time, appoint one or more qualified
examiners to make all psychological examinations required by these Rules.

Section 1002. Psychological Test Required.

In order to comply with the Americans with Disabilities Act, appointments from the Certified
Eligibility List shall be contingent upon, among other things, the applicant successfully passing the
psychological examination after a conditional offer of employment has been made. Prior to appointment
as a probationary employee, each applicant shall be required to submit to a psychological examination
when requested, and the applicant must meet the minimum requirements established by the Commission
in order to be appointed.
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Section 1003. Report of Examiner.

The examiner shall state the psychological condition of each applicant. The report of each
examination shall be submitted to the Commission or its designee as soon as possible after the
examination.

Section 1004. Rejection of Unfit Applicant.

If the examiner shall deem any applicant unfit for performance of the duties of firefighter because
of any psychological condition, whether or not such condition shall be specifically stated as a reason for
rejection in the statement of medical requirements, such psychological condition shall be entered in the
report of the psychological examination.

Section 1005. Re-examination of Fitness.

If, in the judgment of the Commission, there shall have been any change in the psychological
fitness of any applicant after being psychologically examined, the Commission may require the applicant
to submit to further psychological examination before being sworn-in as a firefighter.

Section 1006. Notification of Psychological Test.

The Commission or its designee shall notify the applicant of the date, time, and place to appear
for psychological testing.

Section 1007. Psychological Test.

a. The applicant shall be examined by a qualified psychologist, licensed to practice psychology in
the Commonwealth of Pennsylvania. The psychologist shall evaluate the applicant’s mental
health, emotional maturity and stability to determine whether the applicant has the necessary level
of mental health and emotional fitness to perform the essential functions of the position of
firefighter.

b. The psychologist shall personally interview the applicant. The interview shall include a summary
of the applicant’s personal, educational, employment and criminal history. Applicants shall be
administered a current standard form of the Minnesota Multiphasic Personality Inventory
(MMPI). If the licensed psychologist is unable to certify the applicant’s psychological capability
to exercise appropriate judgment and restraint to perform the duties of a firefighter, the
psychologist shall employ whatever other appropriate techniques to form a professional opinion
of the applicant’s ability. The use of these additional techniques requires a full and complete
written explanation to the Commission on a form submitted by the psychologist to the
Commission indicating what additional testing has been performed and the results of the tests.

c. The psychologist shall submit a written recommendation to the Commission or its designee
regarding whether the applicant is qualified or should be disqualified from further consideration
for the position of firefighter. In the event the psychologist recommends that the applicant be
disqualified, the psychologist shall state therein the reasons for such recommendation when, in
the professional judgment of the examining psychologist, the applicant gives sufficient evidence
of any of the following conditions:
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1. serious mental illness;

2. astate of mental health inappropriate to competent performance of the essential duties of
position of firefighter;

3. astate of mental health which would seriously interfere with the proper performance of
the essential duties of the position of a firefighter;

4. a pattern or personality motivation which, in a firefighter, would be contrary to the public
welfare;

5. a lack of sufficient emotional maturity and stability which would interfere with the
competent performance of the essential duties of the position of firefighter;

6. a history of psychiatric condition or substance abuse; or

7. any other psychiatric condition that results in an applicant not being able to perform the
essential duties of a firefighter.

d. Such recommendation by the psychologist shall be an adequate and sufficient basis upon which
the Commission may disqualify the applicant from appointment as a firefighter.

e. The records of the interview and testing by the examining psychologist are, hereby, declared to
privileged medical communications available only to the examining psychologist. The report of
the examining psychologist is, hereby, declared to be a privileged medical communication,
available only to the examining psychologist, members of the Commission and the Appointing
Authority.

ARTICLE XI. MEDICAL EXAMINATION FOR FIREFIGHTER

Section 1101. Appointment of Examiners.

The Commission or its designee shall from time to time appoint one or more qualified examiners
to make all medical examinations required by these Rules. All medical examinations of applicants for
firefighter shall be conducted by, or under the direction of, the medical examiner designated by the
Commission.

Section 1102. Medical Examination Required.

In order to comply with the Americans with Disabilities Act, appointments from the Certified
Eligibility List shall be contingent upon, among other things, the applicant successfully passing the
medical examination after a conditional offer of employment has been made. Prior to appointment as a
probationary employee, each applicant shall be required to submit to a medical examination performed by
a licensed physician when requested, and the applicant must meet the minimum requirements established
by the Commission as set forth pursuant to the National Fire Protection Association Standards listed in
Appendix C.
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Section 1103. Report of Examiner.

The examiner shall state the physical condition of each applicant. The report of each examination
shall be submitted to the Commission or its designee as soon as possible after the examination.

Section 1104. Rejection of Unfit Applicant.

If the examiner deems any applicant unfit for performance of the essential duties of any position
in the Bureau of Fire because of any physical condition, such opinion and the reason therefore shall be
entered in the report of the medical examination.

Section 1105. Re-examination of Fitness.

If, in the judgment of the Commission, there shall have been any change in the medical fitness of
any applicant at a later date, whether or not such change shall have been reported by the applicant, or the
applicant has been on the Certified Eligibility List for one year or more without being appointed, the
Commission may require the applicant to submit to further medical examination before being sworn-in as
a firefighter.

Section 1106. Notification of Medical Examination.

The Commission or its designee shall notify the applicant of the date, time, and place to appear
for medical examination.

Section 1107. Medical Examination ltems.

Each applicant for firefighter shall be subject to medical and physical tests having reference to:

1. previous condition of health;

2. habits as to use of narcotics or intoxicants;

3. general organic condition;

4. measurement of weight, height, flexibility and mobility;

5. sight and hearing.

Section 1108. Disqualifying Condition.

Any disorder or condition, including present or former drug use, which the physician determines
would prohibit the candidate from fulfilling the essential duties of firefighter with or without reasonable
accommodations shall disqualify the applicant from appointment as a firefighter.

Section 1109. Drug Screening.

a. Drug screening by urinalysis shall be conducted of all applicants undergoing medical examination
in order to detect the use of drugs that the applicant is not legally using, which includes, but is not
limited to, the following prescription and non-prescription drugs:
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1. Amphetamines;

2. Barbiturates;

3. Benzodiazepines;

4. Cocaine;

5. Heroin & derivatives;

6. Marijuana;

7. LSD;

8. PCP;

9. Anabolic Steroids;

10. Methamphetamines; and

11. Any other substances included on the Drug Matrix in Appendix E.

b. The results of each drug screening will be evaluated by the Commission or its designee to
determine if they impact the essential duties of the position of firefighter.

c. Ifthe Commission or its designee finds that an applicant’s drug screen evidences the use of illegal
drugs or drugs which would impact on the essential duties of the position of firefighter, such
applicant shall be disqualified from further consideration for the position.

d. The Commission or its designee shall provide written notification of the results of its evaluation
of the drug screening to each candidate undergoing same.

ARTICLE XIlI. PROMOTIONS

Section 1201. Procedure.

a.

b.

C.

All promotions in the Bureau of Fire to the ranks of Lieutenant, Captain, and Battalion Chief shall
be made from within the ranks of the paid members of the Bureau of Fire and shall be made by
competitive examination.

The Commission shall establish and maintain a Certified Eligibility List of qualified eligibles for
each position.

All promotional examinations shall be given biannually, and the resultant Certified Eligibility
Lists shall expire no later than two years after the date each list is certified or on the date a new
Certified Eligibility List is established, whichever fire occurs.
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Section 1202. Notice.

a.

At least six (6) months prior to the date of a promotional examination, the Chief of the Bureau of
Fire shall post on at least one bulletin board in each fire station and at the McCormick Public
Safety Center a listing of the study materials taken from an approved fire service manual
prescribed for use in the Bureau of Fire.

The Bureau of Human Resources shall provide written notification of a promotional examination
to all eligible candidates at least sixty (60) calendar days prior to November 1% in the year that
such promotional examination shall be offered.

Section 1203. Written Examination.

a.

All applicants who have met the minimum qualifications and who have successfully completed
the application procedure shall be eligible to take a written examination designed to test the
applicant’s ability to function at the higher rank.

The Secretary of the Commission shall notify all qualifying applicants to appear for the written
examination at a time, place, and date specified in the notice. No applicant shall be admitted to
the written examination without proving his/her identity.

Failure to appear for the examination as required or failure to produce required identification at
the time the examination is scheduled shall disqualify the applicant from consideration.

The written examination will relate to such matters so as to fully and fairly test the knowledge
and skills of candidates seeking the higher rank. The written examination will be developed and
validated by an agency selected by the Commission.

To the extent practicable, a member of the Civil Service Commission shall be present when
written tests are being conducted, and the Union shall have the right to designate a member to be
present.

Each applicant shall write on the declaration form the following statement and affix his/her
signature below it: “I attest that I have received no assistance during the taking of this written
examination for the position of .’ (fill in the position)

The Secretary of the Commission shall notify all candidates of the results of the written
examinations.

Section 1204. Oral Interview.

The City will interview candidates for promotion but will not utilize oral examinations as a

graded component in the promotion process.

Section 1205.  Seniority.

a.

The Secretary of the Commission shall calculate years of service within the Bureau of Fire to
determine each applicant’s seniority.

Each applicant will receive one full point for each of the first ten (10) years of service and one-
half (%) point for each year of service after ten (10) years.
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Section 1206. Veterans’ Preference.

Veterans’ Preference will not be provided for promotions because such an award overvalues

military service. Commonwealth, ex rel. Maurer v. O’Neill, 368 Pa. 369, 83 A.2d 382 (1951).

Section 1207. Compilation of Score — Formation of Eligibility List.

a. The final score for promotional examinations shall be determined by adding seniority points to
the score from the written examination.
b. Any individual who fails to score at least 70% on the written examination will not be eligible for
promotion.
ARTICLE XIILI. LIST OF ELIGIBLES AND CERTIFICATION

Section 1301. Certification of Firefighter Eligibility Lists.

a.

Each applicant’s written examination score plus Veterans’ Preference points, if any, shall be the
sole criteria to determine the applicant’s rank on the Qualified Recruitment List.

The names on the lists shall be arranged from the highest to the lowest in the order of the final
compiled score achieved by each applicant.

The Qualified Recruitment List shall be posted on the bulletin board in the Bureau of Human
Resources. The Qualified Eligibility List will be posted next to the Qualified Recruitment List.
The names which appear on the Qualified Eligibility List will be those applicants the Fire Chief
selects by score ranking for further testing.

The Commission shall certify the list containing the names of those applicants from the Qualified
Eligibility List who have successfully completed the written examination, the physical ability test,
the background investigation, and the pre-employment interview. This list shall be known as the
Certified Eligibility List.

The Commission or its designee shall present to the Appointing Authority a list of names from
the Certified Eligibility List who have been recommended for appointment to the position of
firefighter subject to successful completion of the medical examination, psychological testing,
drug screening and other evaluation processes.

Section 1302. Certification of Promotional Eligibility Lists.

a.

Each applicant’s final score shall be the sole criteria used to determine the applicant’s rank on the
Certified Eligibility List.

The Certified Eligibility List shall be established by placing the name of the applicant achieving
the highest final score at the top of the Eligibility List followed by the names of the other
applicants in order based on final score achieved. Ties will be broken by the written examination
scores, the applicant with the higher written examination score being placed higher on the
Certified Eligibility List.
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c. The Secretary of the Commission shall notify each applicant of his or her final score on the
Certified Eligibility List.

Section 1303. Certification of Eligibility Lists.

The Secretary of the Commission shall present the Eligibility List to the Commission, and the
Commission shall certify each name on each list in such manner.

Section 1304. Life of Eligibility Lists.

The Commission, at its discretion, may void an Eligibility List at any time, but in no case shall
any eligible applicant or candidate remain on such list for a period of more than two (2) years from the
date of its certification.

Section 1305. Furlough Lists.

Whenever the City shall determine the need for a reduction in the number of members of the
Bureau of Fire, the Commission or its designee shall prepare and maintain a list of the names of all such
furloughed firefighters, together with the position held by each such firefighter at the time of furlough.
The names on the furlough list shall be arranged in priority order based on the length of service of each
furloughed member.

Section 1306. Filling VVacancies.

a. When a vacancy is to be filled in the Bureau of Fire, the Fire Chief shall submit a written request
to the Appointing Authority for authorization to fill the vacancy. The title of the position to be
filled shall be specified.

b. Inthe absence of a furlough list, the vacancy will be filled in accordance with the Rule of Three.

c. The Fire Chief shall forward the three names, in order, to the Appointing Authority. The Fire
Chief shall also nominate to the Appointing Authority one of the three.

d. Whenever the name of a person is certified from either the Furlough List or appointed from a
Certified Eligibility List, the person shall be notified immediately of such appointment by
registered or certified mail. The notice shall include the title of the position and the compensation
to be paid and shall request a written reply within seven (7) days from the date of mailing.

Section 1307. The Rule of Three.

The Rule of Three shall be applied for appointments in accordance with the procedure set forth in
Appendix D.

Section 1308. Furlough List to Fill Appointments.

Upon receipt of a request from the Fire Chief, the Commission shall first certify the names of
those eligible who were furloughed because of a reduction in force. In filling from the furlough list, the
Commission shall certify the top name only. If more than one (1) vacancy is to be filled, the Commission
shall certify from the top of the list a number of names equal to the number of vacancies to be filled.
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Section 1309. Removal of Names From Furlough and Eligible Lists.

In addition to the other reasons stated as grounds for removal in these Rules, the name of any
person appearing on a furlough list or a list of eligibles shall be removed by the Commission if such
person:

=

is appointed to a position in the Bureau of Fire;
2. declines an appointment to a permanent position in the Bureau of Fire;

3. fails to make written reply to the Commission within seven (7) calendar days from
the date of mailing of a notice of certification;

4. indicates availability for appointment and is appointed to fill a vacancy but fails to
report for duty at the time prescribed, unless, in the opinion of the Commission, such
person can show good and sufficient reason for failure to report;

5. is certified for appointment consideration three (3) times as one of the top three
names and is not appointed; or

6. fails a subsequent medical examination and/or drug screening.

Section 1310. Probationary Period.

All original appointments to positions in the Fire Bureau, upon completion of the initial training
period, of not less than eight (8) weeks, shall be for a probationary period of six (6) months of active duty.
For the purposes of this section, active duty shall not include light duty assignments. Leave with or
without pay for any reason which is in excess of leave granted by the terms of the Collective Bargaining
Agreement, including military deployment, shall not be counted toward fulfillment of the probationary
period. In instances where an employee is on light duty or uses leave in excess of that granted by the
terms of the Agreement, the probationary period will be extended until the employee completes six (6)
months of active duty. During such probationary period, the appointee shall not be denied any rights or
benefits that the appointee would otherwise be entitled to under the Collective Bargaining Agreement.
At any time during the probationary period, the appointee may be dismissed. When the conduct or
capacity of the probationer has not been satisfactory to the City, the probationer shall be notified in
writing that (s)he will not receive permanent appointment, whereupon his/her employment shall cease;
otherwise his/her retention in the service shall be equivalent to his/her having achieved permanent
employee status, and seniority rights shall accrue as set forth in the Collective Bargaining Agreement.

ARTICLE XIV. INSPECTION OF RECORDS

Section 1401. Inspection in General.

Except as otherwise provided in these Rules, all of the records of the Commission shall be open
to the public and available for inspection during normal business hours by scheduling an appointment
with the Secretary of the Commission. A member of the Commission or any person who may, from time
to time, be designated by the Commission, shall be present at all times during any inspection of any
record of the Commission.
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Section 1402. Character and Reputation Reports.

The initial application and all reports of investigations and inquiries into the character and
reputation of applicants shall be kept in the strictest confidence and shall not be open to public inspection.

ARTICLE XV. APPEALS

Section 1501. Right to Hearing.

Promotional candidates and applicants who believe they are aggrieved during the examination
process because of a violation of these Rules and Regulations may request a hearing before the
Commission. In the event the Commission does not have a quorum, any Member(s) present may conduct
the hearing and the Commission will review the transcripts and issue decisions regarding each appeal.

Section 1502. Request for Hearing.

The aggrieved party shall file a written request for a hearing with the Director of the Bureau of
Human Resources within ten (10) calendar days of the date the aggrieved party knew or should have
known of the grievance.

Section 1503. Scheduling of Hearing.

Within thirty (30) calendar days after the filing of the request for a hearing, the Commission shall
designate a time and place for the hearing. The hearing shall be conducted according to the procedures
set forth in the Local Agency Law, 2 Pa. C.S.A. 8105 et seq.
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CHAPTER 5
CPAT EVENTS

PRE-TEST PROCEDURES

The CPAT consists of eight separate events. This test is a se-
quence of events that requires the candidate to progress
along a predetermined path from event to event in a con-
tinuous manner. This is a pass/fail test based on a maxi-
mum total time of 10 minutes and 20 seconds.

In these events, the candidate wears a 50-pound (22.68-
kg) vest to simulate the weight of self-contained breathing
apparatus (SCBA) and fire fighter protective clothing. An
additional 25 pounds (11.34 kg), using two 12.5-pound
(5.67-kg) weights that simulate a high-rise pack (hose
bundle), is added for the stair climb event.

Throughout all events, the candidate must wear long
pants, a hard hat with chin strap, work gloves and footwear
with no open heel or toe. Watches and loose or restrictive
jewelry are not permitted.

All props were designed to obtain the necessary informa-
tion regarding the candidate’s physical ability. The tools
and equipment were chosen to provide the highest level of
consistency, safety and validity in measuring the candi-
date’s physical abilities. Schematic drawings and specifica-
tions for each prop and specific product information and
product numbers are provided in Appendix C. Modifica-
tion of props or substitution of tools/equipment may alter
the content of the test and therefore are not permitted. The
entire test is designed to be portable and allow for either
indoor or outdoor setup. The floor of the venue must be
consistent for all events and for all candidates.

The events are placed in a sequence that best simulates their
use in a fire scene while allowing an 85-foot (25.91-m) walk
between events. To ensure the highest level of safety and to
prevent candidate from exhaustion, no running is allowed
between events. This walk allows the candidate approxi-
mately 20 seconds to recover and regroup before each event.
If the candidate runs between events they receive one warn-
ing. A second infraction constitutes a failure, the test time
is concluded and the candidate fails the test.

To ensure scoring accuracy by eliminating timer failure,
two stopwatches are used to time the CPAT. One stopwatch
is designated as the official test time stopwatch, the second
is the backup stopwatch. If mechanical failure occurs on
the official stopwatch, the time on the backup stopwatch is
used. The stopwatches are set to the pass/fail time and
count down from 10 minutes and 20 seconds. If time
elapses prior to the completion of the test, the test is con-
cluded and the candidate fails the test.

TEST PROCEDURES
The CPAT includes eight sequential events as follows:

M Stair Climb

B Hose Drag

B Equipment Carry

M Ladder Raise and Extension
B Forcible Entry

M Scarch

M Rescue

B Ceiling Breach and Pull

EVENT 1 STAIR CLIMB

EQUIPMENT

StairMaster StepMill — NOTE: Position the unit with one
side up against a wall and the specified elevated platform
on the side opposite the wall. The handrail on the side op-
posite the wall is to be removed. The handrail on the wall
side is left in place for the candidate to grasp while mount-
ing and dismounting the StepMill. Additional steps are to
be placed at the base of the StepMill to reduce the height
needed to mount the StepMill.

PURPOSE OF EVALUATION

This event is designed to simulate the critical tasks of
climbing stairs in full protective clothing while carrying a
high-rise pack (hose bundle) and climbing stairs in full
protective clothing carrying fire fighter equipment. This
event challenges the candidate’s aerobic capacity, lower
body muscular endurance and ability to balance. This
event affects the aerobic energy system as well as the fol-
lowing muscle groups: quadriceps, hamstrings, glutes,
calves, and lower back stabilizers.

EVENT

During this event, the candidate is required to wear two
12.5-pound (5.67-kg) weights on the shoulders to simu-
late the weight of a high-rise pack (hose bundle). Prior to
the initiation of the timed CPAT, the candidate has a 20-
second warm-up on the StepMill at a set stepping rate of
50 steps per minute [Level 3]. During this warm-up pe-
riod, the candidate is permitted to dismount, grasp the rail
or hold the wall to establish balance and cadence. If the
candidate falls or steps off the StepMill during the 20-sec-
ond warm-up period, the candidate is required to remount
the StepMill and restart the entire 20-second warm-up pe-
riod. The candidate is allowed to restart the warm-up pe-
riod twice. There is no break in time between the warm-up
period and the actual timing of the test. The timing of the
test begins at the end of this warm-up period when the
proctor calls out “START.” For the test, the candidate is re-



quired to walk on the StepMill at a set stepping rate of 60
steps per minute [Level 4] for 3 minutes. This concludes
the event. The two 12.5-pound (5.67-kg) weights are re-
moved from the candidate’s shoulders. The candidate
walks 85 feet (25.91 m) within the established walkway to
the next event.

The following practices are allowed:

B The candidate is allowed to briefly touch the handrails
or wall for balance

B The candidate is given up to two warnings for grabbing
the handrails or bearing their body weight on the
handrails / wall

B The candidate is allowed to restart the warm-up period
twice

The following practices constitute a failure:

B The candidate falls or voluntarily dismounts the Step
Mill three times during the warm up.

B The candidate falls or voluntarily dismounts the Step
Mill after the start of the test.

B The candidate commits a third infraction for grasping
the handrails or bearing weight on the handrails / wall
after the start on the test.

Reasons for failure

M Falling demonstrates poor balance or muscular en-
durance and could cause injury to the candidate.

B Using the handrails or wall for weight bearing gives the
candidate a mechanical advantage that may not be avail-
able to them on the fire ground or demonstrates poor
balance, conditioning or muscular endurance.

EVENT 2 HOSE DRAG

EQUIPMENT

B 200 feet (60 m) of double jacketed 1 3/4-inch (44-mm)
hose - hose is marked at 8 feet (2.44 m) past the cou-
pling at the nozzle and at 50 feet (15.24 m) past the cou-
pling at the nozzle

B Automatic Nozzle - 6 Ibs (+ 11b), 3 kg (£ .5 kg)

B Two 55-gallon (US) (208.2-liter) Drums secured to-
gether - bottom drum is filled with water or other bal-
last for weight

PURPOSE OF EVALUATION

This event is designed to simulate the critical tasks of dragging
an uncharged hoseline from the fire apparatus to the fire oc-
cupancy and pulling an uncharged hoseline around obstacles
while remaining stationary. This event challenges the candi-
date’s aerobic capacity, lower body muscular strength and en-
durance, upper back muscular strength and endurance, grip

strength and endurance, and anaerobic endurance. This event
affects the aerobic and anaerobic energy systems as well as the
following muscle groups: quadriceps, hamstrings, glutes,
calves, lower back stabilizers, biceps, deltoids, upper back, and
muscles of the forearm and hand (grip).

EVENT

During this event, the candidate grasps an automatic noz-
zle attached to 200 feet (60 m) of 1 3/4-inch (44-mm) hose.
The candidate places the hoseline over the shoulder or
across the chest, not exceeding the 8-foot (2.44-m) mark.
The candidate is permitted to run during the hose drag.
The candidate drags the hose 75 feet (22.86 m) to a prepo-
sitioned drum, makes a 90° turn around the drum and con-
tinues an additional 25 feet (7.62 m). The candidate then
stops within the marked 5 foot x 7 foot (1.52 m x 2.13m)
box, drops to at least one knee and pulls the hoseline until
the hoseline’s 50-foot (15.24-m) mark is across the finish
line. During the hose pull, the candidate must keep at least
one knee in contact with the ground and knee(s) must re-
main within the marked boundary lines. This concludes
the event. The candidate walks 85 feet (25.91 m) within the
established walkway to the next event.

The following practices are allowed:

B The candidate is given one warning to keep one knee
down.

B The candidate is given one warning to keep the knees in
bounds.

B The candidate is given one warning for taking one step
out of the box.

B The candidate is permitted to run during the hose drag

The following practices constitute a failure:

B The candidate fails to go around the drum.

B The candidate travels outside of the marked path.

B The candidate takes two steps out of the back of the box

M The candidate commits a second infraction for not
keeping one knee in contact with the ground.

B The candidate commits a second infraction for the
knees being outside of the marked boundary.

Reasons for failure:

B Running beyond the marked path gives the candidate a
mechanical advantage by decreasing the distance re-
quired to pull the hose by hand. This advantage may not
be available on the fire ground. This demonstrates a lack
of upper body strength by using lower body strength to
compensate.

B By not keeping their knee on the floor a candidate could
compensate for a deficiency in grip and upper body
strength by standing up.
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EVENT 3 EQUIPMENT CARRY
EQUIPMENT

B Rescue Circular Saw 32 + 3 Ibs (14.5 £ 1.3 kg); Chain
Saw 28 + 3 1bs (12.7 £ 1.3 kg) (blades guarded, fluids
drained, spark plugs removed)

B Tool Cabinet

B 55-gallon [US] (208.2-liter) weighted drum

Purpose of Evaluation

This event is designed to simulate the critical tasks of re-
moving power tools from a fire apparatus, carrying them
to the emergency scene and returning the equipment to
the fire apparatus. This event challenges the candidate’s
aerobic capacity, upper body muscular strength and en-
durance, lower body muscular endurance, grip endurance,
and balance. This event affects the aerobic energy system as
well as the following muscle groups: biceps, deltoids, upper
back, trapezius, muscles of the forearm and hand (grip),
glutes, quadriceps, and hamstrings.

EVENT

During this event, the candidate removes the two saws
from the tool cabinet, one at a time, and places them on
the ground. The candidate then picks up both saws, one in
cach hand, and carries them while walking 75 feet (22.86
m) around the drum, then back to the starting point. The
candidate is permitted to place the saw(s) on the ground
and adjust the grip. Upon return to the tool cabinet, the
candidate places both saws on the ground, then picks up
cach saw one at a time, and replaces the saw in the desig-
nated space in the cabinet. This concludes the event. The
candidate walks 85 feet (25.91 m) within the established
walkway to the next event.

The following practice is allowed:

B The candidate is given one warning for running.

B The candidate is allowed to set the tools on the ground
to adjust and re-establish the grip.

The following practices constitute a failure:

B The candidate drops either saw during the carry.

B The candidate commits a second infraction for running
with the saws.

Reasons for failure

B Dropping the saws could injure the candidate and
demonstrates poor grip strength or muscular endurance.

B Running with saws could cause injury if the candidate
trips.

EVENT 4 LADDER RAISE AND EXTENSION
EQUIPMENT

Two 24-foot (7.32-m) aluminum ground ladders
Pivoting bracket for ladder raise

Retractable Safety Lanyard for ladder raise
Attaching brackets for ladder extension

PURPOSE OF EVALUATION

This event is designed to simulate the critical tasks of plac-
ing a ground ladder at a fire structure and extending the lad-
der to the roof or window. This event challenges candidate’s
aerobic capacity, upper body muscular strength, lower body
muscular strength, balance, grip strength, and anaerobic en-
durance. This event affects the aerobic and anaerobic en-
ergy systems as well as the following muscle groups: biceps,
deltoids, upper back, trapezius, muscles of the forearm and
hand (grip), glutes, quadriceps, and hamstrings.

EVENT

During this event, the candidate walks to the top rung of the
24-foot (7.32-m) aluminum extension ladder, lifts the first
rung at the unhinged end from the ground, and walks it up
until it is stationary against the wall. This must be done in a
hand over hand fashion, using each rung until the ladder is
stationary against the wall. The candidate must not use the
ladder rails to raise the ladder. The candidate immediately
proceeds to the pre-positioned and secured 24-foot (7.32-
m) aluminum extension ladder, stands with both feet within
the marked box of 36 inches x 36 inches (91.44 cm x 91.44
cm) and extends the fly section hand over hand until it hits
the stop. The candidate then lowers the fly section hand over
hand in a controlled fashion to the starting position. This
concludes the event. The candidate walks 85 feet (25.91 m)
within the established walkway to the next event.

The following practices are allowed:

B The candidate is given one warning for missing any
rung during the raise.

B The candidate is given one warning for a boundary vi-
olation during the ladder extension.

The following practices constitute a failure:

B The candidate commits a second infraction for missing
any rung during the raise.

B The candidate allows the ladder to fall to the ground
during the raise.

B The candidate releases their grip on the ladder and the
safety lanyard activates.

B The candidate commits a second infraction for not re-
maining within the marked boundary during the lad-
der extension.

B The candidate does not control the halyard in a hand
over hand manner.

B The candidate allows the halyard to slip in an uncon-
trolled manner.



Reasons for failure

B Skipping rungs would give a taller candidate an advan-
tage over a shorter candidate and is therefore not per-
mitted. It would also allow the candidate to throw the
ladder up in the air which is both unsafe and unavail-
able to the candidate at a fire scene when the base of
the ladder is not hinged to the ground.

B Failure to completely raise the ladder demonstrates poor
grip and muscular strength.

B A candidate could gain an advantage by walking the hal-
yard backward to compensate for poor upper body
strength. This compensation is not available on the fire
ground where the ladder is not bolted to the fire structure.

B Failure to control the ladder indicates poor grip strength
as well as muscular strength and endurance.

EVENT 5 FORCIBLE ENTRY
EQUIPMENT

B Forcible Entry Machine
B 10-pound (4.54-kg) Sledgehammer
B Toe-Box

PURPOSE OF EVALUATION

This event is designed to simulate the critical tasks of using
force to open a locked door or to breach a wall. This event
challenges the candidate’s aerobic capacity, upper body
muscular strength and endurance, lower body muscular
strength and endurance, balance, grip strength and en-
durance, and anaerobic endurance. This event affects the
aerobic and anaerobic energy systems as well as the follow-
ing muscle groups: quadriceps, glutes, triceps, upper back,
trapezius, and muscles of the forearm and hand (grip).

EVENT

During this event, the candidate uses a 10-pound (4.54-kg)
sledgehammer and strikes the measuring device in the target
area until the buzzer signal is activated. The candidate’s feet
must remain outside the toe-box. After the buzzer is acti-
vated, the candidate places the sledgehammer on the ground.
This concludes the event. The candidate walks 85 feet (25.91
m) within the established walkway to the next event.

The following practice is allowed:
B The candidate is given one warning for stepping inside
the toe-box.

The following practices constitute a failure:

B The candidate fails to maintain control of the hammer
while swinging.

B The candidate commits a second infraction for stepping
inside the toe-box.

Reason for failure:

M Failure to maintain control of the hammer indicates
poor grip strength and muscular endurance and could
cause injury to the candidate and proctors.

EVENT 6 SEARCH
EQUIPMENT
MW Search Maze

PURPOSE OF EVALUATION

This event is designed to simulate the critical task of
searching for a fire victim with limited visibility in an un-
predictable area. This event challenges the candidate’s aer-
obic capacity, upper body muscular strength and
endurance, agility, balance, anaerobic endurance, and
kinesthetic awareness. This event affects the aerobic and
anaerobic energy systems as well as the following muscle
groups: muscles of the chest, shoulder, triceps, quadriceps,
abdominals, and lower back.

EVENT

During this event, the candidate crawls on hands and
knees through a tunnel maze that is approximately 3 feet
(91.44 cm) high, 4 feet (121.92 cm) wide and 64 feet (19.51
m) in length with two 90° turns. At a number of locations
in the tunnel, the candidate navigates around, over and
under obstacles. In addition, at two locations, the candi-
date crawls through a narrowed space where the dimen-
sions of the tunnel are reduced. The movement is
monitored/listened to as the candidate advances through
the maze. If for any reason, the candidate chooses to end
the event, the candidate calls out or raps sharply on the
wall or ceiling and the candidate is then assisted out. Upon
exit from the maze, the event is concluded. The candidate
walks 85 feet (25.91 m) within the established walkway to
the next event.

The following practices are allowed:
B The candidate can return into the tunnel if they exit
through the entrance.

The following practices constitute a failure:

B The candidate requests assistance from the proctor re-
quiring the opening of an escape hatch or the en-
trance/exit covers.

Reasons for failure:
M Failure to finish the event indicates a lack of confidence
in dark or confined spaces.
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EVENT 7 RESCUE
EQUIPMENT

B 165-pound (74.84-kg) Mannequin (unclothed)
B Mannequin harness
B 55-gallon [US] (208.2-liter) weighted drum

PURPOSE OF EVALUATION

This event is designed to simulate the critical task of re-
moving a victim or injured partner from a fire scene. This
event challenges the candidate’s aerobic capacity, upper
and lower body muscular strength and endurance, grip
strength and endurance, and anaerobic endurance. This
event affects the aerobic and anaerobic energy systems as
well as the following muscle groups: quadriceps, ham-
strings, glutes, abdominals, torso rotators, lower back sta-
bilizers, trapezius, deltoids, latissimus dorsi, biceps, and
muscles of the forearm and hand (grip).

EVENT

During this event, the candidate grasps a 165-pound
(74.84-kg) mannequin by the handle(s) on the shoulder(s)
of the harness (either one or both handles are permitted),
drags it 35 feet (10.67 m) to a pre-positioned drum, makes
a 180° turn around the drum, and continues an additional
35 feet (10.67 m) to the finish line. The candidate is not
permitted to grasp or rest on the drum. It is permissible
for the mannequin to touch the drum. The candidate is
permitted to lower the mannequin to the ground to adjust
their grip. The entire mannequin must be dragged past the
marked finish line. This concludes the event. The candi-
date walks 85 feet (25.91 m) within the established walk-
way to the next event.

The following practices are allowed:

B The candidate receives one warning for grabbing or rest-
ing on the drum.

B The candidate is permitted to grab either one or both
handles when dragging the mannequin

B The candidate is permitted to lower the mannequin to
the ground to adjust their grip

The following practices constitute a failure:
B The candidate commits a second infraction for grabbing
or resting on the drum.

Reasons for failure
B Use of the drum by either grasping or resting on it in-
dicates a lack of muscular strength and endurance.

EVENT 8 CEILING BREACH AND PULL
EQUIPMENT

B Ceiling Breach and Pull Device
M 6-foot (1.83-m) Pike Pole

PURPOSE OF EVALUATION

This event is designed to simulate the critical task of
breaching and pulling down a ceiling to check for fire ex-
tension. This event challenges the candidate’s aerobic ca-
pacity, upper and lower body muscular strength and
endurance, grip strength and endurance, and anaerobic
endurance. This event affects the aerobic and anaerobic
energy systems as well as the following muscle groups:
quadriceps, hamstrings, glutes, abdominals, torso rotators,
lower back stabilizers, deltoids, trapezius, triceps, biceps,
and muscles of the forearm and hand (grip).

EVENT

During this event, the candidate removes the pike pole
from the bracket, stands within the boundary established
by the equipment frame, and places the tip of the pole on
the painted area of the hinged door in the ceiling. The can-
didate fully pushes up the 60-1b hinged door in the ceiling
with the pike pole three times. The candidate then hooks
the pike pole to the 80-1b ceiling device and pulls the pole
down five times. Each set consists of three pushes and five
pulls. The candidate repeats the set four times. The candi-
date is permitted to stop and, if needed, adjust the grip.
Releasing the grip or slipping from pike pole handle, with-
out the pike pole falling to ground, does not result in a
warning or constitute a failure. The candidate may re-es-
tablish the grip and resume the event. If the candidate does
not successfully complete a repetition (i.e. complete the up
and down motion), the proctor calls out “MISS” and the
candidate must push or pull the apparatus again to com-
plete the repetition. The event and the total test time ends
when the applicant completes the final pull stroke repeti-
tion as indicated by the proctor who calls out “TIME”.

The following practices are allowed:

B The candidate receives one warning for dropping the
pike pole on the ground.

B The candidate receives one warning for stepping out of
bounds.

B The candidate is permitted to stop and to re-establish grip

The following practices constitute a failure:

B The candidate commits a second infraction for stepping
outside of the boundary marked by the testing appara-
tus.

B The candidate commits a second infraction for drop-
ping the pike pole.

Reasons for failure:

B Stepping out of bounds allows the candidate to use body
weight to compensate for poor upper body strength, an
advantage by that may not be an option on the fire
ground.

B Failure to maintain control of the pike pole indicates
poor grip strength and muscular endurance. B



CHAPTER 6
CPAT AMINISTRATION

CPAT ADMINISTRATION

Consistent CPAT administration is essential to the contin-
ued success of the CPAT program throughout North
America. Adhering strictly to the policies and procedures
in this manual ensure that test administration is consis-
tent from one candidate to another and avoids any biases.
This chapter must be followed to ensure CPAT Adminis-
trators are able to:

B Administer all aspects of the CPAT program.

B Choose a proper CPAT Venue.

B Decide whether or not to administer the CPAT based on
environmental conditions.

B Register candidates for the CPAT.

B Administer the CPAT using the proper forms.

B Schedule candidates for the CPAT.

B Orient candidates on official test day.

B Stage waiting candidates on official test day.

B Assign support personnel to assist with the CPAT (i.e.
Rehab, equipment maintenance, dress out, check in, fil-
ing, etc.).

B Assign roles and responsibilities to lead and event proc-
tors.

B Describe the legal necessity for following the CPAT re-
quirements to the letter.

B Describe the requirements and purpose of the CPAT
candidate orientation and practice sessions.

VENUE SELECTION

The venue selected to conduct the test is critical. The site
must have a floor surface that will not give any candidate
an unfair advantage or disadvantage and should be simi-
lar to that used during test validation. Therefore, the test
must be conducted on a surface with friction values simi-
lar to that of an unpolished concrete floor.

The venue should have an area large enough to accommo-
date check-in/staging, test and rehabilitation areas. The
check-in/staging area is dedicated to receiving candidates
as they report for their CPAT. If possible, the check-in/stag-
ing area should be isolated from the actual CPAT site so ar-
riving candidates are not distracted by the candidates
actually performing the test. The test area must also be large
enough so structures, walls or obstacles do not restrict a
candidate’s ability to perform the events.

A rehabilitation area must be provided to allow candidates
recovery time before leaving the test site. In rehabilitation,
proctors provide candidates with a shaded area where they
can re-hydrate and have their vital signs monitored if med-
ically indicated.

USING AN INDOOR SITE

Administering the CPAT indoors insures that environ-
mental conditions are controlled no matter what time of
year the test is offered. There are several physical require-
ments an indoor CPAT facility should have. Indoor CPAT
facilities will vary depending on department budget, fre-
quency of use, and available buildings. Listed are two ex-
treme (large and small) examples of indoor CPAT facilities
that are currently in use.

Large fairground exhibit hall or aircraft hangar

B 20,000 to 25,000 square feet of open space with a ceiling
height of 24 feet (ladder modification will allow ceiling
height of 18 ft.)

B 2,000 square feet of open space for workout area

M 2,000 square feet of air conditioned, well lit, classroom
space

B 500 square feet of air-conditioned office space

B 1,000 square feet of storage space

Small warehouse

M 5,000 plus square feet of open space with ceiling height
of 24 feet (ladder modification will allow ceiling height
of 18 ft.)

B 100 — 200 square foot workout area

B 100 — 200 square foot classroom area

B 200 — 300 square feet of air-conditioned office space

B Ability to store extra props and tools within warehouse
area. May be a space designated within the CPAT area
but in a location where candidates are not permitted.

The area designated for the CPAT should have an air cool-
ing and heating system (HVAC), adequate lighting and
electrical capabilities to energize props. Air conditioning
is preferred but due to the expense, evaporative cooling
would be sufficient. In order to insure the highest level of
safety, the area must be well lit. In addition, the area will
require a 110/120-volt electrical outlet every 50 feet on
each side to accommodate CPAT prop placement. Finally,
the building must have restroom facilities for both females
and males.

LOGISTICAL AND ENVIRONMENTAL FACTORS

Environmental factors can have a significant effect on a
candidate’s test performance. The test should be conducted
in environmental conditions that optimize the candidate’s
safety and provide for consistency among candidates. The
test must not be conducted in excessively hot, cold or wet
conditions. Candidates must not be tested in an environ-
ment where the temperature is below 45°F (7°C), the
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Apparent Heat Index (temperature and humidity) is
greater than 95°F (35°C), sustained wind is greater than 20
mph (32 kph), or there is a measurable amount of rain
(light drizzle only if working surfaces are safe to walk on
and props, tools and test equipment can be kept dry).

TEST PROPS

Test props must be in the highest serviceable condition
when positioned for the orientation, practice sessions and
actual test. Each prop must be properly calibrated and af-
tixed using the highest grade of attachment anchors. It is
imperative that props be located in an area with sufficient
space for candidates to maneuver their bodies and manip-
ulate the prop. If possible, backup props should be held in
reserve in the event that frontline equipment is damaged.
Lines indicating the course direction also must be clearly
marked. Candidates who experience a malfunctioning test
prop must be allowed to re-test regardless of the time re-
maining and/or the event where the candidate experienced
the malfunction.

COURSE LAYOUT

The CPAT can be constructed indoors, outdoors, within
small confined areas or large open spaces. Whatever area
is selected, it is important to follow all prop and course
specifications as written in this manual. Failure to follow
these specifications can jeopardize the validity of the test.

DESIGNING THE COURSE

The first step in designing the course and building the
props is making sure you have all the right equipment. A
complete prop list can be found in Appendix D including
the necessary quantities and where to purchase the equip-
ment. The list includes props that must be purchased
through the IAFF-approved vendors as well as props that
may be fabricated by fire department personnel.

Designing the course is easiest when ample space is avail-
able. The smaller the area the more difficult to design and
build the course due to the number of turns that have to be
included within the design. Following these steps when
designing a course can save considerable effort:

Note: When laying out a course, all events must be posi-
tioned 85 feet apart. This means the base of the StepMill
should be 85 feet away from the tip of the nozzle at event
2. If you cannot make a straight line from one event to the
other, insert turns to create more distance. To measure the
85 feet is to use a 100-foot tape measure or a string that is
85 feet long (do not stretch) and have people to assist with
creating turns in the middle as people hold each end at the
respective props.

Step 1

Identify the area where the stationary items such as the
search maze, forcible entry machine, and ladders will be
located. Of the three, the most important location is the
search maze. It should be positioned in a flat area where
the space behind it is virtually unusable. The area where
the search maze is located is critical because it is the most
difficult of all the props to move. Before committing to
the location where you think it should go, be sure to meas-
ure out all prop locations to be certain the entire course
will fit in the space provided.

Step 2

Once the search maze is positioned, move away from the
entrance and the exit to mark the positions of the forcible
entry machine and dummy drag respectively. Continue to
move away from these props and mark the next events in
line. Be careful not to cross lines when possible. Crossing
lines may cause the candidates to interfere with one an-
other if more than one candidate is on the course. Other
things to consider when positioning props:

B The StepMill in event one must be placed so one side is
against a wall and a 120V power outlet is available
within extension cord distance

B Event 1 should be located near the area where the can-
didates will be dressing out and warming up

B The Hose Drag needs at least 75’ straight distance

B The Equipment Carry needs at least 75 straight distance

M [f using a portable trailer, the ladders and forcible entry
machine are mounted on the trailer so the 85’ distance
between these events is made using turns

B The rehabilitation area should be located near event 8 so
that the candidates will not have to travel far after com-
pleting the test

Step 3

Once the general positions of the props have been identi-
fied, the next step is to assemble the props. Begin by setting
up the Search Maze first. Re-check distance between events
and mark final walking paths. Assemble all props to the
specifications listed in Appendix D. The following is addi-
tional information that may assist when building the props:

EVENT 1 - STAIR CLIMB

One side of the StepMill should be positioned against a
wall that extends just higher than a candidate’s head when
he/she is standing on the top step of the StepMill. With
the one side of the StepMill placed against the wall, the op-
posite handrail should be removed and the control con-
sole removed. The control console should be positioned
on the proctor’s stand that is located on the right side of



the StepMill. The proctor stand should be built in accor-
dance with the specifications found in Appendix D. With
the console in this position, the event proctor can better
monitor the time while also having immediate access to
the stop button. A candidate step must also be con-
structed. The step should be positioned at the base of the
StepMill where the candidate mounts and dismounts the
machine. The step should also meet the specifications
found in Appendix D.

The 85’ walk starts where the candidate steps off the Step-
Mill on the ground and ends at the tip of the nozzle where
the candidate picks up the hose to begin event two.

EVENT 2 - HOSE DRAG

The hose must be marked at 2 different locations. The first
mark should be placed 8 feet from the coupling at the tip.
This mark indicates where the candidate is allowed to pick
up the hose to begin extending around the drum. The sec-
ond mark is placed at the first coupling beyond the tip and
is to indicate the section of the hose the candidate must
pull into the 5’ x 7’ box.

The 75’ from the nozzle to the drum and the 25’ from the
drum to the 5’ x 7 box must be positioned in accordance
with Appendix D.

The 85’ walk starts where the candidate exits the 5’ x 7’ box
to begin walking to the next event. The measurement
starts at the point where the walk line meets the 5’ x 7 box
and ends at the base of the cabinet where the candidate re-
moves the saws in event three.

EVENT 3 - EQUIPMENT CARRY

The equipment carry cabinet must be constructed in ac-
cordance with the specifications found in Appendix D.

The 85" walk starts at the center of the cabinet where the
candidate places the saws and ends at the tip of the 24’ ex-
tension ladder lying flat on the ground in event four.

EVENT 4 - LADDER RAISE AND EXTENSION

The halyard on the ladder used for flat raise should be re-
moved. This halyard may be used as a back up for the up-
right extension ladder. With the halyard removed, the
rungs should be taped to prevent the ladder from slipping
while it is raised and lowered.

Remove dogs/locks on the upright extension ladder. This
prevents “hang-ups” of ladder on rungs as it is being ex-
tended and lowered by the candidate. The manufacturer’s
halyard is used on the upright extension ladder; however,
replacement halyards of the same type can be purchased at
any hardware store.

The ladders must be positioned in accordance with the
specifications found in Appendix D. NOTE: It makes no
difference which ladder is on the left and which one is on
the right as long as they are the proper distance apart.

The 85’ walk starts where the candidate exits the 3’ x 3’ box
at the base of the upright/extension ladder and ends di-
rectly below the face of the hitting pad of the forcible entry
device in event five.

EVENT 5 - FORCIBLE ENTRY

The four posts that the forcible entry striking pad slides
on must be well maintained and kept free from moisture.
The slightest moisture will cause the posts to rust. Mois-
ture will also cause the brake shaft within the unit to rust.
Both of these areas of the forcible entry device must be
kept clean to ensure proper calibration is maintained. The
toe board should be constructed and positioned in accor-
dance with the specifications found in Appendix D.

NOTE: The recommended tension on the forcible entry
machine in the original edition of the CPAT guide was
based upon the original Beta Tested Forcible Entry Ma-
chine. This machine was provided from New York City and
was developed several years ago by a waste management
engineer. During the CPAT development, the force re-
quired to successfully complete this event was compared
to the force required to successfully force entry on an ac-
tual door. The original Beta version of the Forcible Entry
machine had a V-Shaped Wedge that was driven between
two brake pads. The tension on these brake pads was pro-
vided by 4 adjustable springs. This design was found to be
inconsistent since the force to initiate the movement of the
striking surface (3001bs) was drastically lower than the
force at the end of the exercise (1,300Ibs). Furthermore,
this design was difficult to calibrate and maintain consis-
tent resistance. To remedy these concerns, our current pro-
ducer of the forcible entry machine (ALCO) redesigned
the wedge and the tensioning device. Currently, the wedge
has a minimal V-Shape and the tension is created by 8 air-
plane grade springs. This design provides a consistent re-
sistance and requires far less calibration during the
administration of the test. During the reliability study in
Los Angeles County this new design was tested and com-
pared to the Beta version. It was found that the new ALCO
machine should be calibrated at 850 Ibs. Although, this
machine should usually hold its tension for an entire day
of testing, the manufacturer recommends recalibrating it
after every 15 users.

The 85 walk starts directly below the face of the hitting
pad of the forcible entry device and ends at the midpoint
of the horizontal face of the entrance to the search maze in
event six.

23



24

EVENT 6 — SEARCH

Maze must be built to the exact specification in Appendix D.
Exit hatches may be placed on the roof or along the walls as
long as they do not interfere with the maze obstacles, create
new obstacles (flat wall surface inside the maze must be re-
tained), or permit light to penetrate into the maze. Covers for
the entrance and exit should be installed so the openings are
completely covered and light is not allowed in the maze. The
maze should also be sealed to prevent light from entering.

A drape should be placed in front of the first obstacle, just
behind the entrance cover. The drape shields the first ob-
stacle from the candidate’s view when the cover is lifted for
the candidate to enter.

The 85 walk starts at the midpoint of the horizontal face
of the exit and ends at the head of the mannequin where
the rescue event start/finish line is located in event seven.

EVENT 7 — RESCUE

The mannequin must be without clothing and have the
CPAT specified harness fitted onto the chest and shoul-
ders. The legs may be taped at the ankles. The arms may
be taped at the wrists in front of the body. Taping of the
ankles and wrists prevents limbs from breaking when
dragging the mannequin back into the starting position.

The 85’ walk starts 6 feet beyond the start/finish line and
ends at the base of the ceiling breach and pull machine
where the pike pole is located in event eight.

EVENT 8 - CEILING BREACH AND PULL

The pike pole should be located on the nearest approach-
able upright of the machine, nearest the “push-up” lid end.
Use the knee brace bracket to hang the pike pole. The tri-
angular slot on the “push-up” lid and the loop on the “pull-
down” lever must be painted red in accordance with the
instructions in Appendix D.

PREPARATIONS FOR
ADMINISTERING THE TEST

To ensure reliability of the CPAT and to provide candidates
with an equitable and consistent test, it is important to
stage a full rehearsal of the CPAT prior to testing candi-
dates. It is recommended that props and equipment be set,
all involved personnel, including Test Administrators, Lead
Proctors and Event Proctors, be in place and a minimum
of three fire fighters, acting as candidates, go through the
CPAT prior to the commencement of candidate testing.

The following checklists can be used to insure that the lead
and event proctors are fully trained and capable of per-
forming their required duties.

CPAT ADMINISTRATOR TRAINING CHECKLIST

U View CPAT program overview video.

U Review the venue requirements to run the CPAT.

U Review the environmental requirements for running the
CPAT.

U Review the procedure for registering candidates includ-
ing the attire requirements, ID, sign in, and waiver.

U Review registration of candidates CPAT sign in sheet,
CPAT waiver, and candidate attire.

U Review the paper flow from sign in, to Lead Proctor, to
test administrator. (CPAT sign in sheet, CPAT waiver,
CPAT evaluation form, CPAT rehabilitation form)

U Review the logistics of how many candidates to test
per hour.

U View the candidate orientation video.

U Review orientation of candidates on test day.

U Review the different types of support personnel and
their roles and responsibilities.

U Review the Roles and Responsibilities of Lead and Event
Proctors Lead and Event Proctor Responsibilities.

U Review the legal and ethical requirement that all candi-
dates have the CPAT administered in the exact same
fashion.

U Review the possibility of future litigation and the ne-
cessity that all paperwork be accurate.

U Review the legal requirements as dictated by Title VII
(Civil Rights Act) and Uniformed Hiring Guidelines.

U Review the reasons and requirements for performing a
candidate orientation and practice runs.

U Review the materials that every candidate should receive
and the required timing of when they should receive them.

U Review the showing of the CPAT candidate video and
when it should be shown. B

The test must be administered professionally with all nec-
essary support personnel. The number of candidates you
are processing will determine the number of support per-
sonnel. The following is a list of personnel roles and re-
sponsibilities of each person within the support staff:

CPAT PERSONNEL ROLES
AND RESPONSIBILITIES

TEST ADMINISTRATOR

B Provides general direction of CPAT

B Ensures scheduling of candidates is appropriate for facility

B Scttles candidates disputes

B Works with data collection person to ensure candidate
data is sent to IAFF using CPAT collection software

CHECK IN PERSON

B Checks candidate’s ID against schedule list

B Has candidate sign in

B Has candidate complete candidate waiver form

B Fills out name or puts on name label onto CPAT
evaluation form for each candidate that reports



CANDIDATE PREP PERSON

B Welcomes candidates to CPAT and shows video

B Reads pre-test instructions

B Takes candidates to staging area after orientation

B Ensures attire is appropriate for test and outfits candi-
date with test equipment

DATA COLLECTION PERSON
B Enters survey and test data from candidate evaluation
form into CPAT data collection software

REHAB PERSONNEL

B Provides candidate with shady area to sit or lay down

B Provides candidate with cold water

B Takes two sets of vitals for each candidate (optional per
department’s policy)

B Has candidate complete Candidate Rehabilitation Form

MAINTENANCE PERSON
B Provides maintenance on props and venue as required
and as scheduled

LEAD PROCTORS

M 2-5 required to maintain flow of candidates

B Accompanies candidate throughout the test, verbalizing
instructions while walking slightly behind the candidate
in between events

B Completes candidate evaluation form

B Uses countdown timer test to 10:20 to time candidate

EVENT PROCTORS

B Number of event proctors is determined by the number
of candidates and the size of the CPAT venue

B Proctors specific test events, giving warnings where ap-
propriate

B Re-sets test props

STAGING, SUPPORT AND SCHEDULING

Scheduling, staging and providing adequate support to the
candidates can also have an unfair impact on the candi-
date’s performance, if not properly addressed. Proper
scheduling of candidates occurs when candidates are given
adequate information regarding the test as well as suffi-
cient time to prepare physically. Sufficient instructors and
proctors must be in place during the orientation and actual
test. These personnel are responsible for providing the in-
structions to the candidates and ensuring the test is ad-
ministered consistently and fairly.

CANDIDATE NOTIFICATION

Candidates should be notified well in advance of their ori-
entation practice runs, and test dates. Each candidate must
be informed of the opportunity to attend orientation and
practice run sessions prior to actually taking the test. The

candidate must also be informed of the procedures for wav-
ing such orientations and practice runs. Refer to the CPAT
Orientation Guide for specific elements of candidate ori-
entation and practice runs.

RETESTING

Candidates must be provided the opportunity to have their
CPAT rescheduled if any tool, prop, or test equipment
failed during the test. Candidates should also be informed
of the procedures, if any, that the jurisdiction has adopted
for retaking the test if the candidate fails.

CPAT SUPPORT PERSONNEL DUTIES
AND RESPONSIBILITIES

The selection of the test administrator and proctors must
be done with care. Individuals from your fire department’s
personnel department, operations section, training divi-
sion, or from your jurisdiction’s human resource depart-
ment can assist with test administration. These individuals
must be knowledgeable regarding testing procedures and
familiar with legal issues surrounding candidate testing.
Prior to conducting the test, administrators and proctors
must be trained in the execution of their duties, as detailed
in this Administration Procedures Guide. All personnel in-
volved in the CPAT must be knowledgeable of the tasks
and responsibilities of the administrators and the proctors.

A single individual within the fire department or the ju-
risdiction’s administrative office must be responsible for
CPAT Program. This individual makes decisions regard-
ing cancellation, postponement, or rescheduling of the
CPAT due to problems associated with weather, test props,
test site, and support staff.

Adequate support personnel are required for successful ad-
ministration of the CPAT. The CPAT is conducted with ad-
ministrators and proctors. Administrators are responsible
for the processing of candidates as they arrive at the CPAT
site, collecting all forms and supporting rehabilitation after
the CPAT. The proctors are responsible for processing can-
didates through the CPAT and monitoring test events.

PROCTOR TYPES

Two types of proctors are assigned to the test area: Event
Proctors and Lead Proctors. Both are essential for proper
and consistent administration of the CPAT. Proctors must
not interfere with the candidate and are located in a safe
position away from the candidate’s movements at each
event. After reviewing the following materials lead and
event proctors should be able to:

B Assume the roles and responsibilities of lead
and proctors.
B Read the instructions that must be given to every candidate.
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B Fill out the scoring sheet properly.

B Use the timing mechanism and perform the start /
stop procedures.

B Perform the requirements for when a candidate fails
or quits.

B Produce the documentation requirements for each
candidate.

B Communicate properly between event and lead proc-
tors.

B Prevent the use of encouragement during the CPAT.

B Understand the need for consistency and accuracy
when proctoring the CPAT.

B Know the warning and failure points of each event.

B Understand the limitations and purpose of lead proctors.

B Know the basic maintenance and reset of each event.

LEAD PROCTOR

The Lead Proctor is responsible for escorting and evaluat-
ing the candidate throughout the CPAT. The Lead Proctor
must ensure that the candidate walks (i.e. one foot in con-
tact with the ground at all times), follows lines between
events and goes around designated corner traffic cones. If
candidate does not go around traffic cone, the Lead Proc-
tor must stop and instruct candidate to go around missed
traffic cone. The Lead Proctor times the CPAT with a stop-
watch and stops the test if a candidate runs out of time.
The Lead Proctor sets the stopwatch to countdown from
the pass/fail time of 10 minutes and 20 seconds. Two stop-
watches will be used for the CPAT. This ensures scoring ac-
curacy in case of mechanical timer failure. The second
watch will be used only if there is a mechanical failure. The
second stopwatch is maintained by the Lead Proctor. The
stopwatches are started when the Event Proctor at Event 1
declares “START.” The stopwatches are stopped when the
Event Proctor at Event 8 declares “TIME.”

The Lead Proctor reads verbal instructions to the candi-
date as the candidate progresses through the test. The Lead
Proctor monitors and documents the warnings given by
the Event Proctor. The Lead Proctor notifies the candidate
and stops the CPAT when infractions, as declared by the
Event Proctor, constitute test failure. At the conclusion of
the CPAT, the Lead Proctor signs the CPAT Evaluation
Form. The Lead Proctor also ensures that the candidate
signs the CPAT Evaluation Form.

EVENT PROCTORS

Event Proctors are positioned at each event. They are re-
sponsible for ensuring that candidates perform events as
prescribed by the Lead Proctor, declaring verbal warnings
to candidates for infractions, providing for candidate
safety, and resetting props to starting positions. Event
Proctors must be positioned at the following locations.

EVENT 1 — STAIR CLIMB

B Number of Event Proctors required: Two

B Event Proctor Positions: One proctor located at the
StepMill console and one at the base of the StepMill

B Event Proctor Responsibilities: The proctor ensures that
the candidate safely mounts and dismounts the Step-
Mill. The proctor declares the beginning of the warm-
up period and the beginning of the timed CPAT. At the
end of the warm-up period, the proctor states the word
“START” to indicate the start of the timed CPAT. The
proctor states the word “WARNING?” if the candidate
falls or dismounts during warm-up. After the timed
CPAT begins, the proctor states the word “WARNING”
if the candidate falls, grasps test equipment or dis-
mounts the StepMill. The proctor also states the word
“WARNING?” if the wall or handrail is grasped or
touched for an extended period of time or if the wall or
handrail is used for weight bearing. The proctor informs
the candidate when 10 seconds remain in the event so as
to prepare the candidate for dismount. The proctors are
responsible for removing shoulder weights when the
candidate has completely dismounted the StepMill.

EVENT 2 — HOSE DRAG
B Number of Event Proctors required: Two

B Event Proctor Positions: One proctor located at the
starting line and one proctor at the box where the can-
didate kneels and advances hose with hands.

B Event Proctor Responsibilities: The proctor located at
the starting line ensures candidate grasps the hose/noz-
zle within the 8-foot mark. The proctor at starting line
monitors the candidate dragging hoseline and states the
word “WARNING?” if the candidate fails to go around
the drum or goes outside the marked path. The proctor
located at the marked box ensures the candidate does
not run through the marked box’s boundary lines. The
proctor located at marked box states the word “WARN-
ING” if the candidate fails to keep the knee(s) that is in
contact with the ground within marked boundary lines.
The proctor located at marked box states the word
“WARNING” if the candidate fails to keep at least one
knee in contact with the ground. After the event, the
proctors reset the event by placing the hose and nozzle
behind the starting line in an accordion (Lazy-W) pat-
tern.

EVENT 3 — EQUIPMENT CARRY
B Number of Event Proctors required: One

M Event Proctor Position: Proctor located at tool cabinet



B Event Proctor Responsibilities: The proctor ensures that
saws are placed on the ground one at a time. The proc-
tor ensures that both saws are placed on the ground
prior to being returned one at time to the cabinet. If the
candidate does not place saws on the ground or does not
return the saws one at a time, the proctor will stop and
instruct the candidate to do so. The proctor also ensures
the candidate goes around the drum. The proctor states
the word “WARNING” if either saw is dropped. The
proctor also states the word “WARNING” if the candi-
date runs. After the event, the proctor resets the test
props for the next candidate.

EVENT 4 — LADDER RAISE AND EXTENSION

B Number of Event Proctors required: One

M Event Proctor Position: Proctor located to side of lad-
der raise prop

B Event Proctor Responsibilities: During the ladder raise,
the proctor states the word “WARNING” if the candi-
date misses a rung, if the candidate allows the ladder to
fall to the ground, or if the safety lanyard is activated be-
cause the candidate releases the grip. During the ladder
extension, the proctor states the word “WARNING” if
the candidate does not remain within the marked
boundary lines, does not maintain control of the ladder
in a hand over hand manner, or lets the rope halyard slip
in an uncontrolled manner. The proctor ensures that the
ladders are fully raised and fully extended. After the
event, the proctor resets ladders for the next candidate.

EVENT 5 — FORCIBLE ENTRY

B Number of Event Proctors required: One

B Event Proctor Position: Proctor located at forcible entry
prop

B Event Proctor Responsibilities: The proctor states the
word “WARNING” if the candidate steps inside the toe-
box. The proctor states the word “WARNING” if the
candidate does not maintain control of the sledgeham-
mer and releases it from both hands while swinging. The
proctor ensures that the candidate completes the event
as verified by the signal alarm. After the event, the proc-
tor resets the machine and places the sledgehammer in
ready position.

EVENT 6 — SEARCH

B Number of Event Proctors required: One

B Event Proctor Position: Proctor located at beginning of
search prop

B Event Proctor Responsibilities: The proctor is responsi-
ble for opening and closing the entrance cover. The
proctor is responsible for opening the exit upon contact
by the candidate. The proctor monitors/listens to the
candidate as the candidate crawls through the maze. The
proctor states the word “WARNING?” if the candidate
requests or needs assistance requiring the opening of the
escape hatch or opening of the entrance/exit covers. The
proctor also assists the candidate with exiting the search
maze if the candidate calls out or raps sharply on the
wall or ceiling. After the event, the proctor ensures that
exit and entrance covers and hatches are fully closed.

EVENT 7 — RESCUE

B Number of Event Proctors required: One

B Event Proctor Position: Proctor located at starting line

B Event Proctor Responsibilities: The proctor ensures that
the candidate uses the handles on the harness to drag the
mannequin. The proctor states the word “WARNING” if
the candidate grasps or rests on the drum. The proctor
ensures that the candidate and mannequin go around the
drum and mannequin completely crosses the line. After
the event, the proctor resets the event by placing the man-
nequin with the head closest to starting line, hands to the
side and legs extended.

EVENT 8 — CEILING BREACH AND PULL

B Number of Event Proctors required: Two

B Event Proctor Positions: Proctors located at ceiling
breach and pull prop

B Event Proctor Responsibilities: The first proctor calls out
the count (i.e. “ONE, TWO, THREE” / “ONE, TWO,
THREE, FOUR, FIVE”) for each full repetition. The first
proctor calls out “MISS” if the candidate fails to com-
plete a repetition. The first proctor ensures that all event
sets are complete. The second proctor states the word
“WARNING?” if the candidate fails to remain inside of
marked boundary lines or if the candidate drops the
pike pole to ground. At the end of the last pull stroke
repetition in the final set, the first proctor calls out
“TIME” to indicate the end of the timed CPAT. After the
event, the proctor resets the machine and places the pike
pole in the ready position.

If the Lead Proctor stops the CPAT due to infractions at an
event that constitute failure, the Event Proctor at that event
must also sign the CPAT Evaluation Form.
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TEST ADMINISTRATOR

The Test Administrator has overall responsibility during the individual candidate’s test process. The Test Administra-
tor ensures that candidates are presented all elements of the test in the same manner and that testing procedures are ap-
plied uniformly to all candidates. As candidates arrive at the test site, they must be properly checked-in by the Test
Administrator. The administrator performs the following at check-in.

B Verify candidate identity. Complete sign-in form.

B Provide opportunity for candidates to view CPAT video.

B Distribute CPAT instruction document.

B Check each candidate for proper CPAT attire: shirt, long pants/sweats, footwear with closed toe and heel, and no
watches or restrictive jewelry.

B Have candidate complete waiver and release form.

The Test Administrator is responsible for all forms required during the CPAT.

CPAT PROCTOR INSTRUCTIONS

The following instructions guide proctor actions and provide verbatim verbal instructions to be given to each candi-
date. For test consistency, each candidate must receive exactly the same instructions. It is important to read these same
instructions to every candidate. Depending on the pace of the candidate, Lead Proctors may not finish reading the in-
structions. In such cases, Lead Proctors must continue to read the instructions while the candidate performs the event.

PRE-TEST
PROCTOR ACTIONS

Guide the candidate to the test site from the check-in/staging area. Have the candidate remove watch and other loose
or restrictive jewelry. Assist the candidate with donning of hard hat with chin strap, weighted vest and gloves. Ensure
this equipment fits properly. Place 12.5-pound weights on each shoulder of the candidate. Ensure the weights fit com-
fortably and weight is distributed properly over each shoulder.

LEAD PROCTOR VERBAL INSTRUCTION

This is a physically demanding test. If at any time you experience chest pain, dizziness, loss of balance or you are otherwise
injured, you should notify me immediately. Upon notification I will stop the test, but only as requested by you.

You will wear a weighted vest, hard hat with chin strap, and a pair of gloves throughout the test. Be sure these items fit properly be-
fore beginning the test. It is your responsibility to notify me before the test begins if any item does not fit. You must not remove any
of this equipment during the test. If your hard hat or gloves fall off you must put them back on before you proceed. In addition, extra
weight will be applied to your shoulders during the first event and then removed by the proctors at the conclusion of that event.

This is a continuous test that consists of eight events. Between events you may walk fast but you must not run. If you run, I will stop
you and give you a warning. You must follow the lines and go around the traffic cones. If you do not go around traffic cones, I will
stop you and require you to go back around the missed cone. After each event, I will direct you to a line on the ground that you will
follow to the next event. I will walk behind you and allow you to maintain your own pace. As you walk, listen to my instructions.
While walking to each event, I will monitor you for safety and provide instructions for each event.

Two stopwatches will be used for the Candidate Physical Ability Test. This ensures scoring accuracy in case of mechanical timer fail-
ure. The second watch will be used only if there is a mechanical failure. The stopwatches will be set to the pass/fail time of 10 min-
utes and 20 seconds and will count down to 0 seconds. If you run out of time prior to completing the test, I will conclude the test.
Do not ask me for your time during the test. It will not be given to you. Do you have any questions? Are you ready to begin?

EVENT 1 STAIR CLIMB
LEAD PROCTOR VERBAL INSTRUCTION

During the first event you will be given a 20-second warm up at a rate of 50 steps per minute. You may grasp the handrail
or hold the wall to establish balance and cadence during the warm-up phase. If you dismount or fall off the StepMill during
the warm-up, you will be immediately required to remount the StepMill and the 20-second warm-up will begin over. Once



the warm-up ends you will be notified that the test has begun and time is started.
You will walk on the StepMill for 3 minutes at a predetermined rate of 60 steps per minute. During the test you are permit-
ted to touch the wall or handrail for balance only momentarily.

To prepare you for dismount, the proctor will inform you when you have reached the last ten seconds of the event. The proc-
tor will advise you to grab the handrail and step down. I will direct you to a marked box and the additional weights will be
removed. I will direct you to the next event.

EVENT PROCTOR ACTION

The Event Proctors remove the 12.5 pound weight from the candidate’s shoulders after the candidate has dismounted
completely from the StepMill.

MOVE TO NEXT EVENT

EVENT 2 HOSE DRAG
LEAD PROCTOR VERBAL INSTRUCTIONS:

Follow the line. Running IS permitted during the hose drag. Pick up the nozzle and place the hose over your shoulder or
across your chest. Drag the hose around the drum, while staying within the boundary lines. Do not run past the marked box’s
boundary. Within the marked box, drop to at least one knee and pull the hose until the hoseline mark crosses the line.

EVENT PROCTOR ACTION

The Event Proctor assigned to hose drag resets the event by placing the hose and nozzle behind the starting line in an
accordion (Lazy-W) pattern.

MOVE TO NEXT EVENT.

EVENT 3 EQUIPMENT CARRY
LEAD PROCTOR VERBAL INSTRUCTIONS

Follow the line. Running IS NOT permitted. Remove each saw one at a time and place them on the ground. Pick up both saws
and walk around the drum. When you get back to the cabinet place both saws on the ground and then, one at a time, return
the saws to the cabinet.

EVENT PROCTOR ACTION

The Event Proctor assigned to the equipment carry ensures that the saw props are placed in starting positions.

MOVE TO NEXT EVENT.

EVENT 4 LADDER RAISE AND EXTENSION
LEAD PROCTOR VERBAL INSTRUCTIONS

Follow the line. Raise the ladder to the wall using each rung. When the ladder touches the building, step into the marked box
of the secured ladder. Pull the rope until the ladder stops and lower it to the ground.

EVENT PROCTOR ACTION

The Event Proctor returns the ladders to starting positions.

MOVE TO NEXT EVENT.

EVENT 5 FORCIBLE ENTRY
LEAD PROCTOR VERBAL INSTRUCTIONS

Follow the line. Pick up the sledgehammer and strike the target until you hear the buzzer. When you are done, place the
sledgehammer on the ground.
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EVENT PROCTOR ACTION

The Event Proctor resets prop and place the sledgehammer in the starting location.

MOVE TO NEXT EVENT.

EVENT 6 SEARCH
LEAD PROCTOR VERBAL INSTRUCTIONS

Follow the line. You will crawl through a dark search maze. If at any time, and for any reason you choose to stop, call out or
rap sharply on the wall or ceiling and you will be assisted out of the search maze.

EVENT PROCTOR ACTION

The Event Proctor returns the entrance and exit covers to the down position.

MOVE TO NEXT EVENT.

EVENT 7 RESCUE
LEAD PROCTOR VERBAL INSTRUCTIONS
Follow the line. Drag the mannequin by the handles on the harness, go around the drum and back past the finish line.

EVENT PROCTOR ACTION

The Event Proctor returns the mannequin to the start position behind the starting line.

MOVE TO NEXT EVENT.

EVENT 8 CEILING BREACH AND PULL
LEAD PROCTOR VERBAL INSTRUCTIONS

Follow the line. You will place the tip of the pike pole into the red area and push up three times. Then hook the bar and pull
down five times. You must go all the way up and down or I will call out “MISS” and you must repeat the repetition. You must
complete four sets of three pushes and five pulls

PROCTOR ACTIONS

The Lead Proctor stops the stopwatch when the Event Proctor declares “TIME” at the point when the candidate returns the
pulling arm of the ceiling prop to the resting point.

CPAT ENDS

The Lead Proctor records the candidate time in minutes and seconds on the CPAT Evaluation Form. If the candidate
fails any event or runs out of time, which results in the test’s conclusion, the Lead Proctor records the failure and en-
sures that the Event Proctor at the failed event signs the form whether the candidate failed or passed. The Lead Proctor
signs the CPAT Evaluation Form.

After the CPAT is completed, the Test Administrator escorts the candidate to the rehabilitation area. The Test Administra-
tor ensures that the candidate, whether the candidate failed or passed, signs the CPAT Evaluation Form. Equipment is then
removed. Vital signs should be taken if medically indicated and fluids should be provided. The candidate then completes
the Rehabilitation Form.



CHAPTER 7
DATA COLLECTION

With the development of the CPAT Administrator software,
employers now have a tool that will standardize support of
the day to day key CPAT related functions. More importantly,
the results of the mentoring, training and testing within the
program can be collected, consolidated and reported in sup-
port of analyzing the goals effectiveness of the program.

The software provides for secure independent site admin-
istration of CPAT using common tools and resulting in a
collection of CPAT test results from all participating li-
censee users. Key features of the software include:

B Security - authorize users and set roles to control their
capabilities within the system
B Flexible role based use by all personnel in department
involved in the recruiting and CPAT administrative
functions
B Comprehensive support for:
B Candidate information
B Scheduling of all recruiting activities and special
support for mentoring/training and CPAT Test
B User friendly support for tracking candidate partici-
pation in CPAT
B Mentoring/training events offered by the licensee
management of the  process
B User friendly support for logging CPAT test results
B Analysis reporting for CPAT test results with com-
parison to national results from all other participat-
ing licensees using CPAT Administrator system

While the use of CPAT Administrator is specifically re-
quired by all licensed users of the CPAT, there are signifi-
cant benefits provided by this database program. The
CPAT Administrator provides departments a tool designed
to provide flexible administrative and operations support
for the CPAT program. Most important, this tool ensures
that the records are gathered for all CPAT Licensees in a
manner that support the primary goals of the CPAT pro-
gram, consistent and defensible training and testing of fire
fighter candidates. Licensees can track the availability and
participation of PFT trainers, manage candidates’ personal
information, and schedule all departmental events and
CPAT tests.

Data collected through the CPAT Administrator will allow
the EEOC to analyze the pass/fail rates of male and female
candidates, and as such, it will allow a determination to be
made on the effectiveness of all the mandatory modifica-
tions to the CPAT in eliminating or reducing the impact
of this test on females. This data will be provided to EEOC
in aggregate form and the identify of any particular em-
ployer and fire department from which the data was ob-
tained will not be provided. Specifically, the data will only
be provided in redacted format allowing, without any
identifiers, the EEOC to assess the effectiveness of the
CPAT modifications, as found and now required in this
edition of the CPAT. B
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APPENDIX B

Dear Physician:

In order for << Name >>, an applicant for the position of Firefighter for the City of
Harrisburg, to participate in the City’s Candidate Physical Ability Test, (s)he must obtain a medical release
from a licensed physician. Please review the test description in (Appendix A) and complete the form below.

The Candidate Physical Ability Test is a test of physical strength, muscular endurance, cardiovascular fitness,
and flexibility. Eligible applicants must be able to participate on the scheduled testing date of << Date >>,
regardless of weather conditions. EMT’s will be on-site during the event and participants will be closely
monitored.

Physician’s Acknowledgment of Review of Requirements of Candidate Physical Ability Test
and
Medical Release to Participate in Candidate Physical Ability Test

I certify that | have reviewed the requirements of the Physical Ability Test for the position of Firefighter for the
City of Harrisburg AND have examined the individual whose name is listed above. This individual is:

1 medically able !
1 NOT medically able 2

to participate in the Candidate Physical Ability Test for the position of Firefighter for the City of Harrisburg.

Physician’s Name (printed) Physician’s Signature

Street Address Date

L1f the individual is medically able to participate, please return the completed form to the individual at the time of his/her
examination.

2 |f the individual is NOT medically able to participate, please return the completed form to the City of Harrisburg, Bureau of Human
Resources, Suite 406, 10 North 2" Street, Harrisburg, PA 17101, prior to << Date >>.
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NFPA® 1582
Standard on

Comprehensive Occupational Medical Program
for Fire Departments

2013 Edition

This edition of NFPA 1582, Standard on Comprehensive Occupational Medical Program for Fire
Departments, was prepared by the Technical Committee on Fire Service Occupational Safety
and Health and acted on by NFPA at its June Association Technical Meeting held June 11-14,
2012, in Las Vegas, NV. It was issued by the Standards Council on August 9, 2012, with an
effective date of August 29, 2012, and supersedes all previous editions.

This edition of NFPA 1582 was approved as an American National Standard on August 29,
2012.

Origin and Development of NFPA 1582

The initial mandatory medical requirements for candidates for fire fighter were in the
1974 edition of NFPA 1001, Standard on Professional Qualifications for Fire Fighter. When the first
edition of NFPA 1500, Standard on Fire Depariment Occupational Safety and Health Program, was
issued in 1987, it required all members engaged in emergency operation to be examined by a
physician at least annually and suggested the medical examination be developed and admin-
istered by the fire department physician in recognition of the specific requirements of the
members’ activities.

In the late 1980s, members of the Technical Committee on Fire Fighter Professional Quali-
fications (responsible for NFPA 1001) and members of the Technical Committee on Fire
Service Occupational Safety and Health (responsible for NFPA 1500) formed a working
group to develop a new standard on medical requirements for fire fighters.

The first edition of NFPA 1582 was titled Standard on Medical Requirements for Fire Fighters and
was issued in 1992 under the responsibility of the Fire Service Occupational Safety and Health
Committee. A subsequent edition was issued in 1997. The 2000 edition was titled Standard on
Medical Requirements for Fire Fighters and Information for Fire Department Physicians, in recognition
of the increasing amount of guidance being provided in the document to persons serving as
fire department physicians.

The ttle of the 2003 edition was changed to Standard on Comgrmehensive Occupational Medical
Program for Fire Departments, to reflect a comprehensive occupational medical program. The
document included references to the IAFCIAFF Fire Service Joint Labor-Management
Wellness-Fitness Initiative, and to NFPA 1583, Standard on Health-Related Fitness Programs for Fire
Fighters. These two documents outline a health-related fitness program that is medically vali-
dated against NFPA 1582. The 2003 edition delineated between medical issues of a candidate
seeking to become a fire fighter, and those of incumbents currently performing the tasks of
fire fighting. The intent with incumbents with a medical condition is to rehabilitate them and
only restrict them from performing those essential job tasks where their injury or illness
would affect the safety of themselves or others on their crew.

In the 2007 edition, new requirements were added to both the chapter on medical evalu-
ation for candidates and the chapter on specific evaluation of medical conditions in incum-
bents to allow persons with diabetes to enter the fire service or continue performing essential
job tasks associated with fire fighting if they meet defined criteria. All the medical conditions
that govern whether a person can become a fire fighter and the specific medical conditions of
incumbents that affect their ability to perform certain essential job tasks were reviewed and
updated, if appropriate, based on current medical research and knowledge.

NFPA and National Fire Protection Association are registered trademarks of the National Fire Protection Association, Quincy, Massachusetts 02169,
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1582-2 COMPREHENSIVE OCCUPATIONAL MEDICAL PROGRAM FOR FIRE DEPARTMENTS

For the 2013 edition, the committee, with the assistance of several task groups and subject matter experts in speciality
areas with regard to medical conditions, has updated many of the medical requirements to reflect current practices. Some
of the areas that were addressed were that of diabetes, metabolic syndrome, prosthetic adjuncts, hearing aids, and cochlear
implants, as well as pregnancy and reproductive system concerns. Also developed for the 2018 edition is a new annex
designed to assist the end user with the subject of pregnancy. The committee, with the assistance of the International
Association of Fire Fighters, has provided an updated Annex C, which contains the protocols for the evaluation of fimess for

members. The committee also updated some of the medical requirements relating to hypertension, anticoagulants, TB
testing, and screening for cancer.
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Department Safety Officer.
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IMPORTANT NOTE: This NFPA document is made available for
use subject to imporiant notices and legal disclaimers. These notices
and disclaimers appear in all publications containing this document
and may be found under the heading “Important Notices and Dis-
claimers Concerning NFPA Documents.” They can also be obtained
on request from NFPA or viewed at www.nfpa.org/disclaimers.

NOTICE: An asterisk (%) following the number or letter
designating a paragraph indicates that explanatory material
on the paragraph can be found in Annex A.

Changes other than editorial are indicated by a vertical
rule beside the paragraph, table, or figure in which the
change occurred. These rules are included as an aid to the
user in identifying changes from the previous edition. Where
one or more complete paragraphs have been deleted, the de-
letion is indicated by a bullet (°) between the paragraphs that
remain.

Areference in brackets [ ] following a section or paragraph
indicates material that has been extracted from another NFPA
document. As an aid to the user, the complete title and edition
of the source documents for extracts in mandatory sections of
the document are given in Chapter 2 and those for extracts in
informational sections are given in Annex F. Extracted text
may be edited for consistency and style and may include the
revision of internal paragraph references and other refer-
ences as appropriate. Requests for interpretations or revisions
of extracted text shall be sent to the technical committee re-
sponsible for the source document.

Information on referenced publications can be found in
Chapter 2 and Annex F.

Chapter 1 Administration

1.1 Scope. This standard contains descriptive requirements
for a comprehensive occupational medical program for fire
departments.

1.1.1%* The medical requirements in this standard are appli-
cable to fire department candidates and members whose job
descriptions as defined by the authority having jurisdiction
(AHJ) are outlined in NFPA 1001, Standard for Fire Fighter Pro-
Jessional Qualifications; NFPA 1002, Standard for Fire Apparatus
Driver/Operator Professional Qualifications; NFPA 1003, Standard
[or Airport Five Fighter Professional Qualifications, NFPA 1006, Stan-
dard for Technical Rescuer Professional Qualifications; NFPA 1021,
Standard  for Fire Officer Prq/éssimm{ Qualifications; and
NFPA 1051, Standard for Wildland Fire Fighter Professional Qualifi-

cations.

1.1.2  This standard provides information for physicians and
other health care providers responsible for fire department
occupational medical programs.

1.1.3 These requirements are applicable to public, governmen-
tal, military, private, and industrial fire department organizations
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providing rescue, fire suppression, emergency medical services,
hazardous materials mitigation, special operations, and other
emergency services.

1.1.4 This standard shall not apply to industrial fire brigades
that also can be known as emergency brigades, em ergency re-
sponse teams, fire teams, plant emergency organizations, or
mine emergency response teams.

1.2 Purpose. The purpose of this standard is to outine an
occupational medical program that, when implemented in a
fire department, will reduce the risk and burden of fire service
occupational morbidity and mortality while improving the
health, and thus the safety and effectiveness, of fire fighters
operating to protect civilian life and property.

1.2.1 Accordingly, the standard specifies the following infor-
mation:

(1) Minimal medical requirements for candidates as delin-
cated in Chapter 6

(2) Occupational medical and fitness evaluations for mem-
bers as delineated in Chapters 7 and 8

(3) Information regarding fire department activities and es-
sential job tasks that assist the department physician in
providing proper medical support for members

(4) Methods and types of data that must be collected to sus-
tain comprehensive occupational medical programs for
fire departments

1.2.2* The implementation of the medical requirements out-
lined in this standard ensures that candidates and current
members are medically capable of performing their required
duties and will reduce the risk of occupational injuries and
illnesses.

1.2.3 Nothing herein is intended to restrict any jurisdiction
from exceeding these minimum requirements.

1.3 Implementation.

1.3.1 For candidates, the medical requirements of this stan-
dard shall be implemented when this standard is adopted by
an AHJ on an etfective date specified by the AHJ.

1.3.2% When this standard is adopted by a jurisdiction, date(s)
shall be set for members to achieve compliance by establishing a
phase-in schedule for compliance with specific requirements, if
needed.

1.3.3% The fire department risk management plan as described
in NFPA 1500, Standard on Fire Department Occupational Safety and
Health Program, shall include implementation of a comprehen-
sive occupational medical program that is compliant with this
standard.

Chapter 2 Referenced Publications

2.1 General. The documents or portions thereof listed in this
chapter are referenced within this standard and shall be con-
sidered part of the requirements of this document.

2.2 NFPA Publications. National Fire Protection Association,
1 Batterymarch Park, Quincy, MA 02169-7471.

NFPA 1001, Standard for Fire Fighter Professional Qualifica-
tions, 2013 edition.

NFPA 1002, Standard for Fire Apparatus Driver/Operator Profes-
sional Qualifications, 2009 edition.
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NFPA 1003, Standard for Airport Fire Fighter Professional Quali-
Jications, 2010 edition.

NFPA 1006, Standard for Technical Rescuer Professional Qualifi-
cations, 2008 edition.

NFPA 1021, Standard for Fire Officer Professional Qualifications,
2009 edition.

NFPA 1051, Standard for Wildland Fire Fighter Professional
Qualifications, 2012 edition.

NFPA 1500, Standard on Fire Department Occupational Safety
and Health Program, 2013 edition.

NFPA 1561, Standard on Emergency Services Incident Manage-
ment System, 2008 edition.

NFPA 1581, Standard on Fire Department Infection. Control Pro-
gram, 2010 edition.

NFPA 1583, Standard on Health-Related Fitness Programs Jor
Fire Depariment Members, 2008 edition.

NFPA 1584, Standard on the Rehabilitation Process for Members
During Emergency Operations and Training Exercises, 2008 edition.

2.3 Other Publications.

2.3.1 ANSI Publications. American National Standards Insti-
tute, Inc., 25 West 43rd Street, 4th Floor, New York, NY 10036.

ANSI 724.5, Audiometric Device Testing, 1951.

2.3.2 CDC Publications. Centers for Disease Control and
Prevention, 1600 Clifton Road, Atlanta, GA 30333.

“Measles, Mumps, and Rubella — Vaccine Use and Strategies
for Elimination of Measles, Rubella, and Congenital Rubella Syn-
drome and Control of Mumps: Recommendations of the Advi-
sory Committee on Immunization Practices (ACIP),” Monlidity
and Moriality Weekly Report, May 19, 1998, 47 (No. RR-8); 1-57.

“Poliomyelitis Prevention in the United States: Updated
Recommendations of the Advisory Committee on Immuniza-
tion Practices (ACIP),” Morbidity and Mortality Weekly Report,
49(No. RR-5):1-22, May 19, 2000.

2.3.3 U.S. Government Publications. U.S. Government Print-
ing Office, Washington, DC 20402.

Title 29, Code of Federal Regulations, Part 1910.95, “Occu-
pational noise exposure,” 1996.

Title 29, Code of Federal Regulations, Part 1910.120, “Haz-
ardous waste operations and emergency response,” 2002.

Title 29, Code of Federal Regulations, Part 1910.134, “Res-
piratory protection,” 1998,

Tide 29, Code of Federal Regulations, Part 1910.1020, “Ac-
cess to employee exposure and medical records.” 1996.

Title 29, Code of Federal Regulations, Part 1910.1030,
“Bloodborne pathogens,” 2001.

U.S. Dept. of Health & Human Services, National Heart,
Lung and Blood Institute, Seventh Report of the Joint National
Committee on Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (JNC 7), 2004

U.S. Dept. of Health & Human Services, National Heart Lung
and Blood Institute, Guidelines for the Diagnosis and Management of
Asthma (EPR-3), June 2007.

2.3.4 Other Publications. International Council of Ophthal-
mology, “International Clinical Diabetic Retinopathy Disease
Severity Scale,” San Francisco, CA, October 2002, http://
www.icoph.org/standarcls/pdrdetail.html.

Merriam-Webster's Collegiate Dictionary, 11th edition, Merriam-
Webster, Inc., Springfield, MA, 2003.

2.4 References for Extracts in Mandatory Sections.
NFPA 1500, Standard on Fire Department Occupational Safety
and Health Program, 2013 edition.

Chapter 3 Definitions

3.1 General. The definitions contained in this chapter shall
apply to the terms used in this standard. Where terms are not
defined in this chapter or within another chapter, they shall
be defined using their ordinarily accepted meanings within
the context in which they are used. Merriam-Webster’s Collegiate
Dictionary, 11th edition, shall be the source for the ordinarily
accepted meaning.

3.2 NFPA Official Definitions.

3.2.1% Approved. Acceptable to the authority having jurisdic-
tion.

3.2.2* Authority Having Jurisdiction (AHJ). An organization,
office, or individual responsible for enforcing the require-
ments of a code or standard, or for approving equipment,
materials, an installation, or a procedure.

3.2.3 Shall. Indicates a mandatory requirement.

3.2.4 Should. Indicates a recommendation or that which is
advised but not required.

3.3 General Definitions.

3.3.1* Candidate. A person who has submitted an application
to become a member of the fire department. [1500, 2013]

3.3.2 Category A Medical Condition. See 3.3.13.1.
3.3.3 Category B Medical Condition. See 3.3.13.2.

3.3.4 Emergency Medical Services. The provision of treat-
ment, such as first aid, cardiopulmonary resuscitation, basic
life support, advanced life support, and other pre-hospital
procedures including ambulance transportation to patients.
[1500, 2013]

3.3.5 Essential Job Task. Task orassigned duty that is critical to
successful performance of the job. (See Chapter 5 and Section 9.1.)

3.3.6 Evaluation. See 3.3.14, Medical Evaluation.

3.3.7 Fire Department Physician. A licensed doctor of medi-
cine or osteopathy who has been designated by the fire depart-
ment to provide professional expertise in the areas of occupa-
tional safety and health as they relate to emergency services.

3.3.8 Functional Capacity Evaluation. An assessment of the cor-
relation between that individual’s capabilities and the essential
job tasks.

3.3.9 Health and Fitness Coordinator. A person who, under
the supervision of the fire department physician, has been des-
ignated by the department to coordinate and be responsible
for the health and fitness programs of the department.

3.3.10 Health and Safety Committee. A representative group
of individuals who serve along with the fire department physi-
cian and health and fitness coordinator, and is chaired by the
fire department health and safety officer, who oversee the
implementation of the fire department occupational safety
and health program.
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3.3.11 Health and Safety Officer. The member of the fire de-
partment assigned and authorized by the fire chief as the man-
ager of the safety and health program. [1500, 2015]

3.3.12 Infection Control Program. The fire department’s for-
mal policy and implementation of procedures relating to the
control of infectious and communicable disease hazards where
employees, patients, or the general public could be exposed to
blood, body fluids, or other potendally infectious materials in the
fire department work environment. [1500, 2013]

3.3.13 Medical Condition Classifications.

3.3.13.1 Category A Medical Condition. A medical condition
that would preclude a person from performing as a member
in a training or emergency operational environment by pre-
senting a significant risk to the safety and health of the person
or others.

3.3.13.2 Category B Medical Condition. Amedical condition
that, based on its severity or degree, could preclude a person
from performing as a member in a training or emergency
operational environment by presenting a significant risk to
the safety and health of the person or others.

3.3.14 Medical Evaluation. The analysis of information for
the purpose of making a determination of medical certifica-
tion. Medical evaluation includes a medical examination,

3.3.15 Medical Examination. An examination performed or
directed by the fire department physician.

3.3.16 Medically Certified. A determination by the fire depart-
ment physician that the candidate or current member meets the
medical requirements of this standard.

3.3.17" Member. A person involved in performing the duties
and responsibilities of a fire department, under the auspices
of the organization. [1500, 2013]

3.3.18 Occupational Safety and Health Program. An occupa-
tion specific program, implemented to reduce the risks associ-
ated with the occupation, that outlines the components of a
program and the roles and responsibilities of the fire depart-
ment and its members.

Chapter 4 Roles and Responsibilities

4.1 Fire Department Responsibilities.

4.1.1 The fire department shall establish a comprehensive
occupational medical program that includes medical evalua-
tions for candidates and members. (See Annex B.)

4.1.2 The medical evaluations and any additional medical
tests ordered by the fire department physician shall be pro-
vided at no cost to the members.

4.1.2.1* This obligation shall not extend to medical tests be-
yond the basic medical evaluation for candidates.

4.1.3 The fire department shall have an officially designated
physician who shall be responsible for guiding, directing, and
advising the members with regard to their health, fitness, and
suitability for duty as required by NFPA 1500, Standard on Fire
Department Oceupational Safety and Health Program.

4.1.4* The fire department shall ensure that the fire depart-
ment physician is a licensed doctor of medicine or osteopathy
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who has completed residency training in an accredited medi-
cal training program and/or is American Boards of Medical
Specialties (ABMS) or American Osteopathic Association
(AOA) board certified or international equivalent.

4.1.5 The fire department shall provide the fire department
physician with a fire service overview, current Jjob descriptions,
and the essential job tasks required for all fire department
positions and ranks.

4.1.6 The fire department shall provide the fire department
physician with the department’s organizational statement that
outlines types and levels of services provided by the depart-
ment, in accordance with NFPA 1500, Standard on Fire Depart-
ment Occupational Safety and Health Program.

4.1.7% The types and levels of services provided by the fire
department shall dictate for candidates and members the es-
sential job tasks that pertain to its members and shall there-
fore be correlated to the medical requirements outlined in
this standard.

4.1.8 For the purpose of conducting medical evaluations, the
fire department shall assist the fire department physician to un-
derstand the physiological and psychological demands placed on
members as well as the environmental conditions under which
they must perform and the personal protective equipment (PPE)
they must wear during various types of emergency operations.

4.1.9 The fire department shall ensure member access to evalu-
ation by medical specialists, medical and/or surgical weatment,
rehabilitation, and any other intervention prescribed by a medi-
cal provider, in consultation with the fire department physician,
following an injury or illness resulting from a member’s partici-
pation in fire department functions.

4.1.10 The fire department shall require that the fire depart-
ment health and safety officer and the health and fitness coor-
dinator maintain a liaison relationship with the fire depart-
ment physician to ensure thatall aspects of the comprehensive
occupational medical program are actively engaged.

4.1.11  The fire department shall ensure employee privacy
and confidentiality regarding medical conditions identified
during the medical evaluation except as required by law.

4.1.12 Where possible, the fire department shall provide al-
ternate duty position for members when the fire department
physician recommends temporary work restrictions.

4.1.13 Medical Record Keeping.

4.1.13.1* The fire department comprehensive occupational
medical program shall include collection and maintenance of
a confidential medical and health information system for
members.

4.1.13.2  All medical record keeping shall comply with the
requirements of 29 CFR 1910.1020, “Access to employee expo-
sure and medical records,” and other applicable regulations
and laws.

4.1.14 The provisions of 4.1.13 shall apply to all health and
medical records regarding individual members and to all
methods of communicating or transferring the information
contained in these records, including written, oral, electronic,
and any other means of communication.

4.2 Fire Department Physician Responsibilities.

4.2.1 The fire department physician shall fulfill the following
responsibilities:
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(1) Understand the physiological, psychological, and envi-
ronmental demands placed on fire fighters

(2) Evaluate fire department candidates and members to
identify medical conditions that could affect their ability
to safely respond to and participate in emergency opera-
tions

(3) Utilize the essential job task descriptions supplied by the
fire department to determine a candidate’s or a mem-
ber’s medical certification

(4) Identify and report the presence of Category A or dis-
qualifying Category B medical conditions if present in
candidates

(5) Inform the fire chief or his/her designee whether or not
the candidate or current member is medically certified to
safely perform the essential job tasks

(6) Report the results of the medical evaluation to the candi-
date or current member, including any medical condi-
tion(s) identified during the medical evaluation, and the
recommendation as to whether the candidate or current
member is medically certified to safely perform the essen-
tial job tasks

(7) Forward copies of any abnormal results along with patient
instructions regarding primary care follow-up to candi-
dates or current members who were instructed to seek (as
appropriate) medical follow-up to address any medical
conditions, or lab abnormalities, identified during the
medical evaluation

(8) Review results of the annual occupational fitness evalua-
tion as described in Chapter 8

(9) Provide or arrange for a prescriptive rehabilitation and/or
fitness program when indicated to aid a member’s recovery
from illness or injury and enhance his/her ability to safely
perform essential job tasks

4.2.2 When medical evaluations are conducted by a physician
or medical provider other than the fire department physician,
the evaluation shall be reviewed and approved by the fire de-
partment physician.

4.2.3 The fire department physician shall review individual
medical evaluations and aggregate data from member evalua-
tions in order to detect evidence of occupational exposure(s)
or clusters of occupational disease.

4.2.4 The fire department physician shall be a member of the
Fire Department Occupational Safety and Health Committee
chaired by the health and safety officer as required by NFPA 1500,
Standard on Fire Department Occupational Safely and Health Program.

4.2.5 The fire department physician shall provide medical
supervision for the fire department fitness, return-to-duty re-
habilitation, and physical conditioning programs as required
by NFPA 1583, Standard on Health-Related Fitness Programs for Five
Department Members.

4.2.6% The fire department physician shall ensure adequate
on-scene medical support at the incident scene rehabilitation
sector for members during emergency operations as required
by NFPA 1500, Standard on Fire Departmeni Occupational Safety
and Heaith Program; NFPA 1561, Standard on E ¢y Services
Incident Management System; and NFPA 1584, Standard on the
Rehabilitation Process for Members During Emergency Operations and
Training Exercises.

4.2.7 The fire department physician shall provide supervi-
sion for the fire department infection control program as re-
quired by NFPA 1581, Standard on Fire Department Infection Con-
trol Program.

4.3 Candidate and Member Responsibilities. Each candidate
or member shall adhere to the following requirements:

(1) Cooperate, participate, and comply with the medical
evaluation process

(2) Provide complete and accurate information to the fire
department physician and other authorized medical care
provider(s)

(3) Report any occupational exposure such as exposure to
hazardous materials or toxic substances and exposure to
infectious or contagious diseases

(4) Report to the fire department physician any medical con-
dition that could interfere with the ability of the indi-
vidual to safely perform essential job tasks, such as illness
or injury, use of prescription or nonprescription drugs,
and pregnancy

4.4 Confidentiality of Medical Information.

4.4.1* Specific information concerning medical diagnosis shall
be released by the fire department physician only with written
permission from the candidate or member.

4.4.2 No fire department personnel, other than the fire de-
partment physician or appropriate medical staff, shall have
access to another member's medical records without the ex-
press written consent of that member.

Chapter 5 Essential Job Tasks

5.1 Essential Job Tasks and Descriptions.

5.1.1 The fire department shall evaluate the following 13 es-
sential job tasks against the types and levels of emergency ser-
vices provided to the local community by the fire department,
the types of structures and occupancies in the community, and
the configuration of the fire department to determine the es-
sential job tasks of fire department members and candidates:

(1)*While wearing personal protective ensembles and self
contained breathing apparatus (SCBA), performing fire-
fighting tasks (e.g., hoseline operations, extensive crawling,
lifting and carrying heavy objects, ventilating roofs or walls
using power or hand tools, forcible enury), rescue opera-
tions, and other emergency response actions under stress-
ful conditions including working in extremely hot or cold
environments for prolonged time periods

(2) Wearing an SCBA, which includes a demand valve-type
positive-pressure facepiece or HEPA filter masks, which
requires the ability to tolerate increased respiratory
workloads

(3) Exposure to toxic fumes, irritants, particulates, biological
(infectious) and nonbiological hazards, and/or heated
gases, despite the use of personal protective ensembles and
SCBA

(4) Depending on the local jurisdiction, climbing six or more
flights of stairs while wearing a fire protective ensemble,
including SCBA, weighing at least 50 Ib (22.6 kg) or more
and carrying equipment/tools weighing an additional 20
to 40 1b (9 to 18 kg)

(5) Wearing a fire protective ensemble, including SCBA,
that is encapsulating and insulated, which will result in
significant fluid loss that frequently progresses to clinical
dehydration and can elevate core temperature to levels
exceeding 102.2°F (39°C)
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(6) While wearing personal protective ensembles and SCBA,
searching, finding, and rescue-dragging or carrying vic-
tims ranging from newborns to adults weighing over
2001b (90 kg) to safety despite hazardous conditions and
low visibility

(7) While wearing personal protective ensembles and SCBA,
advancing water-filled hoselines up to 2% in. (65 mm) in
diameter from fire apparatus to occupancy [approxi-
mately 150 ft (50 m)], which can involve negotiating
multiple flights of stairs, ladders, and other obstacles

(8) While wearing personal protective ensembles and SCBA,
climbing ladders, operating from heights, walking or
crawling in the dark along narrow and uneven surfaces
that might be wet or icy, and operating in proximity to
electrical power lines or other hazards

(9) Unpredictable emergency requirements for prolonged
periods of extreme physical exertion without benefit of
warm-up, scheduled rest periods, meals, access to medi-
cation(s), or hydration

(10) Operating fire apparatus or other vehicles in an emer-
gency mode with emergency lights and sirens

(11) Critical, time-sensitive, complex problem solving during
physical exertion in stressful, hazardous environments,
including hot, dark, tightly enclosed spaces, that is fur-
ther aggravated by fatigue, flashing lights, sirens, and
other distractions

(12) Ability to communicate (give and comprehend verbal or-
ders) while wearing personal protective ensembles and
SCBA under conditions of high background noise, poor
visibility, and drenching from hoselines and/or fixed pro-
tection systems (sprinklers)

(13) Functioning as an integral component of a team, where
sudden incapacitation of a member can result in mission
failure or in risk of injury or death to civilians or other
team members

5.1.2 The fire department physician shall consider the physi-
cal, physiological, intellectual, and psychological demands of
the occupation when evaluating the candidate’s or member’s
ability to perform the essential job tasks.

5.1.3 Medical requirements for candidates and members
shall be correlated with the essential job tasks as determined
by 5.1.1.

5.1.4 The fire department shall provide the fire department
physician with the list of essential job tasks to be used in the
medical evaluation of members and candidates.

5.2 Essential Job Tasks for Specialized Teams.

5.2.1 If the fire department operates specialized teams such as
hazardous materials units, self-contained underwater breathing
apparatus (SCUBA) teams, technical rescue teams, emergency
medical services (EMS) teams, or units supporting tactical law
enforcement operations, the fire department shall identify for
each team it operates additional essential job tasks and special-
ized personal protective equipment (PPE) not specified in
5.1.1(1) through 5.1.1(13) that would apply to the members
of that team.

5.2.2 The fire department shall provide the fire department
physician with the list of essential job tasks and specialized PPE
specific to each specialized team.

5.2.3 When performing the medical evaluation of members
of a specialized team, the fire department physician shall con-
sider the following:
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(1) Additional medical and/or physical requirements that
are related to the job tasks being performed by the team
that are not enumerated in this standard

(2) The impact on members of having to wear or utilize special-
ized PPE that can increase weight, environmental isolation,
sensory deprivation, and/or dehydration potential above
levels experienced with standard fire suppression PPE

Chapter 6 Medical Evaluations of Candidates

6.1 Medical Evaluation. A medical evaluation of a candidate
shall be conducted prior to the candidate being placed in train-
ing programs or fire department emergency response activities.

6.1.1* The medical evaluation of a candidate shall include a
medical history, examination, and any laboratory tests re-
quired to detect physical or medical condition(s) that could
adversely affect his/her ability to safely perform the essential
Jjob tasks outlined in 5.1.1.

6.1.2* This standard shall provide specific requirements for
candidates based on medical conditions that can affect a can-
didate’s ability to safely perform the essential job tasks of a fire
fighter.

6.2 Medical Conditions Affecting Ability to Safely Perform
Essential Job Tasks.

6.2.1 Medical conditions that can affect a candidate’s ability
to safely perform essential job tasks shall be designated either
Category A or Category B.

6.2.2 Candidates with Category A medical conditions shall
not be certified as meeting the medical requirements of this
standard.

6.2.3 Candidates with Category B medical conditions shall be
certified as meeting the medical requirements of this standard
only if they can perform the essential job tasks without posing
a significant safety and health risk to themselves, members, or
civilians.

6.3 Head and Neck.
6.3.1 Head.

6.3.1.1 Category A medical conditions shall include the fol-
lowing:

(1) Defect of skull preventing helmet use or leaving underly-
ing brain unprotected from trauma

(2) Any skull or facial deformity that would not allow for a
successful fit test for respirators used by that department

(3) Any head condition that results in the candidate not be-
ing able to safely perform one or more of the essential job
tasks

6.3.1.2 Category B medical conditions shall include the fol-
lowing:

(1)*Deformities of the skull such as depressions or exostoses

(2)*Deformities of the skull associated with evidence of dis-
case of the brain, spinal cord, or peripheral nerves

(3)*Loss or congenital absence of the bony substance of the
skull
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6.3.2 Neck.

6.3.2.1 Category A medical conditions shall include any neck
condition that results in the candidate not being able to safely
perform one or more of the essential job tasks.

6.3.2.2 Category B medical conditions shall include the fol-
lowing:

(1)*Thoracic outlet syndrome

(2)*Congenital cysts, chronic draining fistulas, or similar lesions
(3)*Contraction of neck muscles

6.4 Eyes and Vision.
6.4.1 Category Amedical conditions shall include the following:

(I)*Far visual acuity less than 20/40 binocular, corrected with
contact lenses or spectacles, or far visual acuity less than
20/100 binocular for wearers of hard contacts or spec-
tacles, uncorrected

(2)*Color perception — monochromatic vision resulting in
inability to use imaging devices such as thermal imaging
cameras

(3)*Monocular vision

(4) Any eye condition that results in the candidate not being
able to safely perform one or more of the essential job
tasks

6.4.2 Category B medical conditions shall include the following:

(1)*Diseases of the eye such as retinal detachment, progres-
sive retinopathy, or optic neuritis

(2)*Ophthalmological procedures such as radial keratotomy,
Lasik procedure, or repair of retinal detachment

(3) Peripheral vision in the horizontal meridian of less than
110 degrees in the better eye or any condition that signifi-
cantly affects peripheral vision in both eyes

6.5 Ears and Hearing.
6.5.1 CategoryAmedical conditions shall include the following:

(1) Chronic vertigo or impaired balance as demonstrated by
the inability to tandem gait walk

(2) On audiometric testing, average hearing loss in the unaided
better ear greater than 40 decibels (dB) at 500 Hz, 1000 Hz,
2000 Hz, and 3000 Hz when the audiometric device is cali-
brated to ANSI Z24.5, Audiometric Device Testing

(3) Any ear condition (or hearing impairment) that results in
the candidate not being able to safely perform one or
more of the essential job tasks

(4)*Hearing aid or cochlear implant

6.5.2 Category B medical conditions shall include the following:

(1)*Unequal hearing loss

(2) Average uncorrected hearing deficit at the test frequen-
cies 500 Hz, 1000 Hz, 2000 Hz, and 3000 Hz greater than
40 dB in either ear

(3) Auresia, stenosis, or tumor of the auditory canal

(4)*External otitis, recurrent

(5)*Agenesis or traumatic deformity of the auricle

(6) *Mastoiditis or surgical deformity of the mastoid

(7)*Méniére’s syndrome, labyrinthitis, or tinnitus

(8)*Otitis media, recurrent

(9) Surgical procedures to correct or improve hearing or
other conditions of the ear

6.6 Dental.
6.6.1 Category A medical conditions shall include any dental

condition that results in inability to safely perform one or
more of the essential job tasks.

6.6.2 Category B medical conditions shall include the following:

(1)*Diseases of the jaws or associated tissues

(2)*Orthodontic appliances

(3)*Oral tissues, extensive loss

(4)*Relationship between the mandible and maxilla that in-
terferes with satisfactory postorthodontic replacement or
ability to use protective equipment

6.7 Nose, Oropharynx, Trachea, Esophagus, and Larynx.
6.7.1 CategoryAmedical conditions shall include the following:

(1)*Tracheostomy

(2)*Aphonia

(3) Any nasal, oropharyngeal, tracheal, esophageal, or laryn-
geal condition that results in inability to safely perform
one or more of the essential job tasks including fit testing
for respirators such as N-95 for medical response, P-100
for particulates and certain vapors, and SCBA for fire and
hazmat operations

6.7.2 Category B medical conditions shall include the following:

(1)*Congenital or acquired deformity

(2)*Allergic rhinitis

(3) Epistaxis, recurrent

(4)*Sinusitis, recurrent

(5)*Dysphonia

(6) Anosmia

(7) Tracheal stenosis

(8) Nasopharyngeal polyposis

(9)*Obstructive apneas (e.g., sleep apnea) if unresponsive to
treatment

6.8 Lungs and Chest Wall.
6.8.1 Category Amedical conditions shall include the following:

(1) Active hemoptysis

(2) Current empyema

(3) Pulmonary hypertension

(4) Active tuberculosis

(5)*A forced vital capacity (FVC) or forced expiratory vol-
ume in 1 second (FEV,) less than 70 percent predicted
even independent of disease

(6)*Obstructive lung diseases (e.g., emphysema, chronic bron-
chitis, asthma) with an absolute FEV, /FVC less than 0.70
and with either the FEV, below normal or both the FEV,
and the FVC below normal (less than 0.80) (see references
nk2)

(7)*Hypoxemia — oxygen saturation less than 90 percent at
rest or exercise desaturation by 4 percent or to less than
90 percent (exercise testing indicated when resting oxy-
gen is less than 94 percent but greater than 90 percent)

(8)*Asthma — reactive airways disease requiring bronchodi-
lator or corticosteroid therapy for 2 or more consecutive
months in the previous 2 years, unless the candidate can
meet the requirement in 6.8.1.1

(9) Any pulmonary condition that results in the candidate
not being able to safely perform one or more of the es-
sential job tasks

(10) Lung transplant

6.8.1.1* A candidate who has in the past required bronchodi-
lator, corticosteroid, or anti-inflammatory therapy (e.g., leu-
kotriene receptor antagonists, such as Montelukast) for
asthma but who does not believe he/she has asthma shall be
evaluated by a pulmonologist or other expert in asthmatic
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lung diseases, such as an allergist, to determine if the candi-
date meets all the following:

(1) Asthma has resolved without symptoms off medications
for 2 years.

(2) Allergen avoidance or desensitization has been successful.

(3) Spirometry demonstrates adequate reserve (FVC and
FEV, greater than or equal to 90 percent) and no bron-
chodilator response measured off all bronchodilators on
the day of testing.

(4) Normal or negative response to provocative challenge
testing [e.g., cold air, exercise (12 METs), methacholine,
histamine, mannitol, or hypertonic saline] or negative re-
sponse to exercise challenge.

~—

6.8.1.1.1 Challenge testing shall be performed off all ant-
inflammatory medications (e.g., inhaled or oral steroids, leu-
kotriene receptor antagonists) for 4 weeks preceding the test,
off all antihistamines (e.g., oral allergy medications) for 1
week, and off all bronchodilators on the day of testing.

6.8.2 Category B medical conditions shall include the following:

(I)*Pulmonary resectional surgery, chest wall surgery, and
pneumothorax

(2) Pleural effusion

(3)*Fibrothorax, chest wall deformity, and diaphragm abnor-
malities

(4)*Interstitial lung diseases

(5)*Pulmonary vascular diseases or history of pulmonary em-
bolism

(6)*Bronchiectasis, if abnormal pulmonary function or recur-
rent infections

(7) Infectious diseases of the lung or pleural space

(8) Cystic fibrosis

(9) Central or obstructive apnea (e.g., sleep apnea) if unre-
sponsive to treatment

6.9 Aerobic Capacity.

6.9.1* Category A medical conditions shall include an aerobic
capacity less than 12 metabolic equivalents (METs) (12 METs
=42 mL Oy/kg/min).

6.10 Heart and Vascular System.
6.10.1 Heart.

6.10.1.1 Category A medical conditions shall include the fol-
lowing:

(1)*Coronary artery disease, including history of myocardial
infarction, angina pectoris, coronary artery bypass sur-
gery, coronary angioplasty, and similar procedures

(2)*Cardiomyopathy or congestive heart failure, including
signs or symptoms of compromised left or right ventricu-
lar function or rhythm, including dyspnea, S3 gallop,
peripheral edema, enlarged ventricle, abnormal cjec-
tion fraction, and/or inability to increase cardiac output
with exercise

(3)*Acute pericarditis, endocarditis, or myocarditis

(4)*Syncope, recurrent

(5)*Amedical condition requiring an automatic implantable
cardiac defibrillator or history of ventricular tachycardia
or ventricular fibrillation due to ischemic or valvular
heart disease, or cardiomyopathy

(6) Third-degree atrioventricular block

(7)*Cardiac pacemaker
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(8) Hypertrophic cardiomyopathy, including idiopathic hy-
pertrophic subaortic stenosis

(9) Any cardiac condition that results in the candidate not
being able to safely perform one or more of the essential
job tasks

| (10) Heart transplant

6.10.1.2 Category B medical conditions shall include the fol-
lowing:

(1)*Valvular lesions of the heart, including prosthetic valves

(2)*Recurrent supraventricular or atrial tachycardia, flutter,
or fibrillation

(3)*Left bundle branch block

(4) Second-degree atrioventricular block in the absence of
structural heart disease

(5) Sinus pause more than 3 seconds

(6)*Ventricular arrhythmia (history or presence of multifocal
PVCs or nonsustained ventricular tachycardia on resting
EKG with or without symptoms; history or presence of sus-
tained ventricular tachycardia with or without symptoms)

(7)*Cardiac hypertrophy or hypertrophic cardiomyopathy

(8)*History of a congenital abnormality

(9)*Chronic pericarditis, endocarditis, or myocarditis

6.10.2 Vascular System.

6.10.2.1 Category A medical conditions shall include the fol-
lowing:

(1) Hypertension

(a)*Uncontrolled or poorly controlled hypertension
(b)*Hypertension with evidence of end organ damage

(2)*Thoracic or abdominal aortic aneurysm

(8) Carotid artery stenosis or obstruction resulting in greater
than or equal to 50 percent reduction in blood flow

(4) *Peripheral vascular disease resulting in symptomatic clau-
dication

(5) Any other vascular condition that results in inability to
safely perform one or more of the essential job tasks

6.10.2.2 Category B medical conditions shall include the fol-
lowing:

(1) Vasospastic phenomena such as Raynaud’s phenomenon

(2)*Thrombophlebitis, thrombosis, or varicosities

(3)*Chronic lymphedema due to lymphadenopathy or venous
valvular incompetency

(4)*Congenital or acquired lesions of the aorta or major vessels

(5)*Circulatory instability as indicated by orthostatic hypoten-
sion, persistent tachycardia, and peripheral vasomotor
disturbances

(6) History of surgical repair of aneurysm of the heart or ma-
jor vessel

6.11 Abdominal Organs and Gastrointestinal System.

6.11.1 Category A medical condidons shall include the fol-
lowing:

(1) Presence of uncorrected inguinal/femoral hernia regard-
less of symptoms

(2) Any gastrointestinal condition that results in the candi-
date not being able to safely perform one or more of the
essential job tasks

6.11.2 Category B medical conditions shall include the fol-
lowing:
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(1)*Cholecystitis
(2)*Gastritis
(3)*GI bleeding
(4)*Acute hepatitis
(5) Hernia including the following:
(a) Uncorrected umbilical, ventral, or incisional hernia
if significant risk exists for infection or strangulation
(b) Significant symptomatic hiatal hernia if associated
with asthma, recurrent pneumonia, chronic pain, or
chronic ulcers
(c)*Surgically corrected hernia more than 3 months af-
ter surgical correction
(6) *Inflammatory bowel disease or irritable bowel syndrome
(7)*Intestinal obstruction
(8)*Pancreatitis
(9) Diverticulitis
(10)*History of gastrointestinal surgery
(11)*Peptic or duodenal ulcer or Zollinger-Ellison syndrome
(12)*Asplenia
(13)*Cirrhosis, hepatic or biliary
(14)*Chronic active hepatitis

6.12 Metabolic Syndrome.

6.12.1* Category A medical conditions shall include metabolic
syndrome with aerobic capacity less than 12 METs.

6.12.2 Category B medical conditions shall include metabolic
syndrome with aerobic capacity 12 METs or greater.

6.13 Reproductive System. See B.1.2.1.

6.13.1 Category A medical conditions shall include any geni-
tal condition that results in inability to safely perform one or
more of the essential job tasks.

6.13.2 Category B medical conditions shall include the fol-
lowing:

(1)*Pregnancy, for its duration

(2) Dysmenorrhea

(3) Endometriosis, ovarian cysts, or other gynecologic condi-
tions

(4) Testicular or epididymal mass

6.14 Urinary System.

6.14.1 Category A medical conditions shall include the follow-
ing:

(1) Renal failure or insufficiency requiring continuous ambu-
latory peritoneal dialysis (CAPD) or hemodialysis

(2) Any urinary condition that results in the candidate not
being able to safely perform one or more of the essential
job tasks

6.14.2 Category B medical conditions shall include the fol-
lowing:

(1) Diseases of the kidney
(2) Diseases of the ureter, bladder, or prostate

6.15 Spine and Axial Skeleton.

6.15.1 Category A medical conditions shall include the fol-
lowing:

(1) Scoliosis of thoracic or lumbar spine with angle greater
than or equal to 40 degrees
| (2) History of spinal surgery with rods that are still in place

(3) Any spinal or skeletal condition producing sensory or mo-
tor deficit(s) or pain due to radiculopathy or nerve root
compression

(4) Any spinal or skeletal condition causing pain that frequently
or recurrently requires narcotic analgesic medication

(5) Cervical vertebral fractures with multiple vertebral body
compression greater than 25 percent; evidence of poste-
rior element involvement, nerve root damage, disc in-
volvement, dislocation (partial, moderate, severe), abnor-
mal exam, ligament instability, symptomatic, and/or less
than 6 months post injury or less than 1 year since surgery

(6) Thoracic vertebral fractures with vertebral body compres-
sion greater than 50 percent; evidence of posterior ele-
ment involvement, nerve root damage, disc involvement,
dislocation (severe — with or without surgery), abnormal
exam, ligament instability, symptomatic, and/or less than
6 months post injury or less than 1 year since surgery

(7) Lumbosacral vertebral fractures with vertebral body com-
pression greater than 50 percent; evidence of posterior
element involvement, nerve root damage, disc involve-
ment, dislocation (partial, moderate, severe), fragmenta-
tion, abnormal exam, ligament instability, symptomatic,
and/or less than 6 months post injury or less than 1 year
since surgery

(8) Any spinal or skeletal condition that results in the candi-
date not being able to safely perform one or more of the
essential job tasks

6.15.2 Category B medical conditions shall include the fol-
lowing:

(1) Congenital or developmental malformations of the back,
particularly those that can cause instability, neurological
deficits, pain, or limit flexibility

(2) Scoliosis with angle less than 40 degrees

(3) Arthritis of the cervical, thoracic, or lumbosacral spine

(4) Facet atrophism, high lumbosacral angle, hyperlordosis,
Schmorl’s nodes, Scheuermann'’s disease, spina bifida oc-
culta, spondylolisthesis, spondylolysis, or transitional verte-
brae

(5) History of infections or infarcts in the spinal cord, epidu-
ral space, vertebrae, or axial skeletal joints

(6) History of diskectomy or laminectomy or vertebral frac-
wures

(7) History of spine fusion that results in instability; reduced
mobility, strength, or range of motion; or persistent pain.

6.16 Extremities.

6.16.1 Category A medical conditions shall include the
following:

(1) Joint replacement, unless all the following conditions are
met:
(a) Normal range of motion without history of disloca-
tions post-replacement
(b) Repetitive and prolonged pulling, bending, rota-
tions, kneeling, crawling, and climbing without pain
or impairment
(c) No limiting pain
(d) Evaluation by an orthopedic specialist who concurs
that the candidate can complete all essential job tasks
listed in Chapter 5
(2) Amputation or congenital absence of upperextremity
limb (hand or higher)
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(3) Amputation of either thumb proximal to the mid-proximal
phalanx
(4) Amputation or congenital absence of lower-extremity limb

(foot or above) unless the candidate meets all of the follow-

ing conditions:
(a) Stable, unilateral below-the-knee (BKA) ampurtation
with at least the proximal third of the tibia present for a
strong and stable attachment point with the prosthesis
Fitted with a prosthesis that will tolerate the condi-
tions present in structural firefighting when worn in
conjunction with standard fire fighting PPE
(c) At least 6 months of prosthetic use in a variety of ac-
tivities with no functional difficulties
(d) Amputee limb healed with no significant inflamma-
tion, persistent pain, necrosis, or indications of insta-
bility at the amputee limb attachment point

(¢) No significant psychosocial issues pertaining to the
loss of limb or use of prosthesis

(f) Evaluated by a prosthetist or orthopedic specialist
with expertise in the fitting and function of prosthetic
limbs who concurs that the candidate can complete
all essential job tasks listed in Chapter 5, including
wearing personal protective ensembles and SCBA
while climbing ladders, operating from heights, and
walking or crawling in the dark along narrow and un-
even surfaces that may be wet or icy

(g) Has passed the department’s applicant physical abil-
ity test as a condition of appointment without accom-
modations or modification of the protocol

(5) Chronic nonhealing or recent bone grafts

(6) History of more than one dislocation of shoulder without
surgical repair or with history of recurrent shoulder disor-
ders within the last 5 years with pain or loss of motion, and
with or without radiographic deviations from normal

(7) Any extremity condition that results in the candidate not
being able to safely perform one or more of the essential
job tasks

(b

—

6.16.2 Caregory B medical conditions shall include the fol-
lowing:

(1)*History of shoulder dislocation with surgical repair

(2) Significant limitation of function of shoulder, elbow,
wrist, hand, or finger due to weakness, reduced range of
motion, atrophy, unequal length, absence, or partial am-
putation

(3) Significant lack of full function of hip, knee, ankle, foot,
or toes due to weakness, reduced range of motion, atro-
phy, unequal length, absence, or partial amputation

(4)*History of meniscectomy or ligamentous repair of knee

(5)*History of intra-articular, malunited, or nonunion of up-
per or lower extremity fracture

(6)*History of osteomyelitis, septic, or rheumatoid arthritis

(7) Bone hardware such as metal plates or rods supporting
bone during healing

6.17 Neurological Disorders.
6.17.1 Category A medical conditions shall include the fol-
lowing:

(1) Ataxias of heredo-degenerative type

(2) Cerebral arteriosclerosis as evidenced by a history of
transient ischemic attack, reversible ischemic neurologi-
cal deficit, or ischemic stroke

(3) Hemiparalysis or paralysis of a limb
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(4)*Multiple sclerosis with activity or evidence of progression
within previous 3 years

(5)*Myasthenia gravis with activity or evidence of progres-
sion within previous 3 years

(6) Progressive muscular dystrophy or atrophy

(7) Uncorrected cerebral aneurysm

(8) Allsingle unprovoked seizures and epileptic conditions,
including simple partial, complex partial, generalized,
and psychomotor seizure disorders other than as al-
lowed in 6.17.1.1

(9) Dementia (Alzheimer’s and other neurodegenerative dis-
eases) with symptomatic loss of function or cognitive im-
pairment (e.g., less than or equal to 28 on Mini-Mental Sta-
tus Exam)

(10) Parkinson’s disease and other movement disorders result-
ing in uncontrolled movements, bradykinesia, or cognitive
impairment (e.g., less than or equal to 28 on Mini-Mental
Status Exam)

(11) Any neurological condition that results in the candidate
not being able to safely perform one or more of the es-
sential job tasks

6.17.1.1 To be medically qualified a candidate shall meet all
of the following:

(1) No seizures for 1 year off all anti-epileptic medication or
5 years seizure free on a stable medical regimen

(2) Neurologic examination is normal

(3) Imaging (CAT or MRI scan) studies are normal

(4) Awake and asleep EEG studies with photic stimulation
and hyperventilation are normal

(5) A definitive statement from a qualified neurological spe-
cialist that the candidate meets the criteria specified in
6.17.1.1(1) through 6.17.1.1(4) and that the candidate is
neurologically cleared for fire-fighting training and the
performance of a fire fighter’s essential job tasks

6.17.2 Category B medical conditions shall include the fol-

lowing:

(1) Congenital malformations

(2)*Migraine

(3) Clinical disorders with paresis, dyscoordination, deformity,
abnormal motor activity, abnormality of sensation, or com-
plaint of pain

(4) History of subarachnoid or intraparenchymal hemor-
rhage

(5) Abnormalities from recent head injury such as severe ce-
rebral contusion or concussion

6.18 Skin.

6.18.1 Category A medical conditions shall include the fol-

lowing:

(1) Metastatic or locally extensive basal or squamous cell car-
cinoma or melanoma

(2) Any dermatologic condition that would not allow for a
successful fit test for any respirator required by the fire
department

(3) Any dermatologic condition that results in the candidate
not being able to safely perform one or more of the essen-
tial job tasks

6.18.2 Category B medical conditions shall include the fol-

lowing:

(1)*Skin conditions of a chronic or recurrent nature (ec-
zema, cystic acne, psoriasis) that cause skin openings or
inflammation or irritation of the skin surface
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(2)#Surgery or skin grafting
(3)*Mycosis fungoides
(4)*Cutaneous lupus erythematosus
(5)*Raynaud’s phenomenon
(6)*Scleroderma (skin)
(7)*Vasculitic skin lesions
(8)*Atopic dermatitis/eczema
(9)*Contact or seborrheic dermatitis
(10)*Stasis dermatitis
(11)*Albinism, Darier’s disease, ichthyosis, Marfan syndrome,
neurofibromatosis, and other genetic conditions
(12)*Folliculitis, pseudo-folliculitis, miliaria, keloid folliculitis
(13)*Hidradenitis suppurativa, furuncles, carbuncles, or Grade
IV acne (cystic)
(14)*Mechano-bullous disorders (epidermolysis bullosa, Hailey
pemphigus, porphyria, pemphigoid)
(15)*Urticaria or angioedema

6.19 Blood and Blood-Forming Organs.

6.19.1 Category A medical conditions shall include the fol-
lowing:

(1) Hemorrhagic states requiring replacement therapy

(2) Sickle cell disease (homozygous)

(3) Clotting disorders

(4) Any hematological condition that results in inability to
safely perform one or more of the essential job tasks

6.19.2 Category B medical conditions shall include the fol-
lowing:

(1) Anemia

(2) Leukopenia

(3) Polycythemia vera

(4) Splenomegaly

(5) History of thromboembolic disease

(6) Anyother hematological condition that results in inability
to safely perform essential job tasks

6.20 Endocrine and Metabolic Disorders.

6.20.1 Category A medical conditions shall include the fol-
lowing:

(1)*Type 1 diabetes mellitus, unless a candidate meets all of
the following criteria:

(a) Is maintained by a physician knowledgeable in cur-
rent management of diabetes mellitus on a basal/
bolus (can include subcutaneous insulin infusion
pump) regimen using insulin analogs.

(b) Has demonstrated over a period of at least 6 months
the motivation and understanding required to closely
monitor and control capillary blood glucose levels
through nutritional therapy and insulin adminis-
tration. Assessment of this shall take into consider-
ation the erratic meal schedules, sleep disruption,
and high aerobic and anaerobic workloads intrin-
sic to fire fighting.

(c) Has a dilated retinal exam by a qualified ophthal-
mologist or optometrist that shows no higher grade
of diabetic retinopathy than microaneurysms, as indi-
cated on the International Clinical Diabetic Retin-
opathy Disease Severity Scale.

(d) Has normal renal function based on a calculated
creatinine clearance greater than 60 mL/min and ab-
sence of proteinuria. (Creatinine clearance can be
calculated by use of the Cockroft-Gault or similar for-

mula. Proteinuria is defined as 24-hour urine excre-
tion of greater than or equal to 300 mg protein or
greater than or equal to 300 mg of albumin per gram
of creatinine in a random sample.)

(e) Has no autonomic or peripheral neuropathy. (Pe-
ripheral neuropathy is determined by diminished
ability to feel the vibration of a 128 ¢ps tuning fork or
the light touch of a 10-gram monofilament on the
dorsum of the great toe proximal to the nail. Auto-
nomic neuropathy might be determined by evidence
of gastroparesis, postural hypotension, or abnormal
tests of heart rate variability.)

(f) Has normal cardiac function without evidence of myo-
cardial ischemia on cardiac stress testing (to at least
12 MET) by ECG and cardiac imaging.

(g) Has a signed statement and medical records from
an endocrinologist or a physician with demon-
strated knowledge in the current management of
diabetes mellitus as well as knowledge of the essen-
tial job tasks and hazards of fire fighting as de-
scribed in 5.1.1, allowing the fire department phy-
sician to determine whether the candidate meets
the following criteria:

i. Is being successfully maintained on a regimen consis-
tent with 6.20.1(1) (a) and 6.20.1(1)(b).

ii. Has had hemoglobin A1C measured at least four
times a year (intervals of 2 to 3 months) over the last
12 months prior to evaluation if the diagnosis of dia-
betes has been present over 1 year. A hemoglobin A1C
reading of 8 percent or greater shall trigger a medical
evaluation to determine if a condition exists in addi-
tion to diabetes that is responsible for the hemoglo-
bin A1C not accurately reflecting average glucose lev-
els. This shall include evidence of a set schedule for
blood glucose monitoring and a thorough review of
data from such monitoring.

iii. Does not have an increased risk of hypoglycemia due
to alcohol use or other predisposing factors.

iv.¥*Has had no episodes of severe hypoglycemia (defined
as requiring assistance of another) in the preceding
1 year, with no more than two episodes of severe hy-
poglycemia in the preceding 3 years.

v. Is certified not to have a medical contraindication to
fire-fighting training and operations.

(2) Insulin-requiring Type 2 diabetes mellitus, unless a candi-
date meets all of the following criteria:

(a) Is maintained by a physician knowledgeable in cur-
rent management of diabetes mellitus.

(b) Has demonstrated over a period of at least 3 months
the motivation and understanding required to closely
monitor and control capillary blood glucose levels
through nutritional therapy and insulin administra-
tion. Assessment of this shall take into consideration
the erratic meal schedules, sleep disruption, and high
aerobic and anaerobic workloads intrinsic to fire
fighting.

(c) Has a dilated retinal exam by a qualified ophthalmolo-
gist or optometrist that shows no higher grade of dia-
betic retinopathy than microaneurysms, as indicated on
the International Clinical Diabetic Retinopathy Disease
Severity Scale.

(d) Has normal renal function based on a calculated creati-
nine clearance greater than 60 mL/min and absence of
proteinuria. (Creatinine clearance can be calculated by
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use of the Cockroft:Gault or similar formula. Pro-
teinuria is defined as 24-hour urine excretion of greater
than or equal to 300 mg protein or greater than or
equal to 300 mg of albumin per gram of creatinine in a
random sample.)

(e) Has no autonomic or peripheral neuropathy. (Pe-
ripheral neuropathy is determined by diminished
ability to feel the vibration of a 128 cps tuning fork or
the light touch of a 10-gram monofilament on the
dorsum of the great toe proximal to the nail. Auto-
nomic neuropathy can be determined by evidence of
gastroparesis, postural hypotension, or abnormal
tests of heart rate variability.)

(f) Has normal cardiac function without evidence of
myocardial ischemia on cardiac stress testing (to at
least 12 METS) by ECG and cardiac imaging.

(g) Has a signed statement and medical records from an
endocrinologist or a physician with demonstrated
knowledge in the current management of diabetes
mellitus as well as knowledge of the essential job tasks
and hazards of fire fighting as described in 5.1.1, al-
lowing the fire department physician to determine
whether the candidate meets the following criteria:

i. Is maintained on a stable insulin regimen and has
demonstrated over a period of at least 3 months
the motivation and understanding required to
closely monitor and control capillary blood glu-
cose levels despite varied activity schedules
through nutritional therapy and insulin admin-
istration.

ii. Has had hemoglobin A1C measured at least four
times a year (intervals of 2 to 3 months) over the
last 12 months prior to evaluation if the diagnosis
of diabetes has been present over 1 year. A hemo-
globin A1C reading of 8 percent or greater shall
trigger a medical evaluation to determine if a con-
dition exists in addition to diabetes that is respon-
sible for the hemoglobin A1C not accurately re-
flecting average glucose levels. This shall include
evidence of a set schedule for blood glucose moni-
toring and a thorough review of data from such
monitoring.

iii. Does not have an increased risk of hypoglycemia
due to alcohol use or other predisposing factors,

iv*Has had no episodes of severe hypoglycemia
(defined as requiring assistance of another) in
the preceding 1 year, with no more than two
episodes of severe hypoglycemia in the preced-
ing 3 years

v. Is certified not to have a medical contraindica-
tion to fire-fighting training and operations.

(3) Any endocrine or metabolic condition that results in the
candidate not being able to safely perform one or more of
the essential job tasks

6.20.2 Category B medical conditions shall include the fol-

lowing:

(1)*Diseases of the adrenal gland, pituitary gland, parathyroid
gland, or thyroid gland of clinical significance

(2) Nuwidonal deficiency diseases or other metabolic disorder

(3) Diabetes mellitus, not on insulin therapy, but controlled
by diet, exercise, and/or oral hypoglycemic agents unless
all of the following are metr:
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(a) Has had hemoglobin A1C measured at least four
times a year (intervals of 2 to 3 months) over the last
12 months prior to evaluation if the diagnosis of dia-
betes has been present over 1 year. A hemoglobin A1C
reading of 8 percent or greater shall trigger a medical
evaluation to determine if a condition exists in addi-
tion to diabetes that is responsible for the hemoglo-
bin A1C not accurately reflecting average glucose lev-
els. This shall include evidence of a set schedule for
blood glucose monitoring and a thorough review of
data from such monitoring.

(b) If on oral hypoglycemic agents, has had no episodes
of severe hypoglycemia (defined as requiring assis-
tance of another) in the preceding year.

(c) Has a dilated retinal exam by a qualified ophthal-
mologist or optometrist that shows no higher grade
of diabetic retinopathy than microaneurysms, as indi-
cated on the International Clinical Diabetic Retin-
opathy Disease Severity Scale.

(d) Has normal renal function based on a calculated
creatinine clearance greater than 60 mL/min and ab-
sence of proteinuria. (Creatinine clearance can be
calculated by use of the Cockroft-Gault or similar for-
mula. Proteinuria is defined as 24-hour urine excre-
tion of greater than or equal to 300 mg protein or
greater than or equal to 300 mg of albumin per gram
of creatinine in a random sample.)

(e) Has no autonomic or peripheral neuropathy. (Periph-
eral neuropathy is determined by diminished ability to
feel the vibration of a 128 cps tuning fork or the light
touch of a 10-gram monofilament on the dorsum of
the great toe proximal to the nail. Autonomic neur-
opathy can be determined by evidence of gastropare-
sis, postural hypotension, or abnormal tests of heart
rate variability.)

(f) Normal cardiac function without evidence of myocar-
dial ischemia on cardiac stress testing (to at least
12 METSs) by ECG and cardiac imaging.

6.21 Systemic Diseases and Miscellaneous Conditions.

6.21.1 Category A medical conditions shall include any sys-
temic condition that results in the candidate not being able to
safely perform one or more of the essential job tasks.

6.21.2 Category B medical conditions shall include the fol-

lowing:

(1) Connective tissue disease, such as dermatomyositis, sys-
temic lupus erythematosus, scleroderma, and rheumatoid
arthritis

(2)*History of thermal, chemical, or electrical burn injury with
residual functonal deficit

(3) Documented evidence of a predisposition to recurrent
heat stress rhabdomyolysis, metabolic acidosis, or
exertion-related incapacitation

6.22 Tumors and Malignant Diseases.

6.22.1 Category A medical conditions shall include the fol-

lowing:

(1) Malignant disease that is newly diagnosed, untreated, or
currently being treated, or under active surveillance due
to the increased risk for reoccurrence

(2) Any tumor or similar condition that results in the candi-
date not being able to safely perform one or more of the
essential job tasks
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6.22.2 Category B medical conditions shall be evaluated on the
basis of an individual's current physical condition and on the
staging and prognosis of the malignancy (i.e., likelihood that the
disease will recur or progress), and include the following:

(1)*Benign tumors

(2)*History of CNS tumor or malignancy

(3)*History of head and neck malignancy

(4)*History of lung cancer

(5)*History of GI or GU malignancy

(6)*History of bone or soft tissue tumors or malignancies
(7)*History of hematological malignancy

6.23 Psychiatric Conditions.

6.23.1 Category A medical conditions shall include any psy-
chiatric condition that results in the candidate not being able
to safely perform one or more of the essential job tasks.

6.23.2 Category B medical conditions shall include the fol-
lowing:

(1) A history of psychiatric condition or substance abuse
problem

(2) Requirement for medications that increase an individu-
al’s risk of heat stress, or other interference with the abil-
ity to safely perform essential job tasks

6.24 Chemicals, Drugs, and Medications.

6.24.1 Category Amedical conditions shall include those that
require chronic or frequent treatment with any of the follow-
ing medications or classes of medications:

(1) Narcotics, including methadone

(2) Sedative-hypnotics

(3) Full-dose or low-dose anticoagulation medications or any
drugs that prolong prothrombin time (PT), partial
thromboplastin time (PTT), or international normal-
ized ratio (INR)

(4) Beta-adrenergic blocking agents at doses that prevent a nor
mal cardiac rate response to exercise, high-dose diuretics, or
central acting antihypertensive agents (e.g., clonidine)

(5) *Respiratory medications: inhaled bronchodilators, inhaled
corticosteroids, systemic corticosteroids, theophylline, and
leukotriene receptor antagonists (e.g., Montehikast)

(6) High-dose corticosteroids for chronic disease

(7) Anabolic steroids

(8) Any chemical, drug, or medication that results in the can-
didate not being able to safely perform one or more of the
essential job tasks

6.24.1.1 Tobacco use shall be a Category A medical condition
(where allowed by law).

6.24.1.2 Evidence of illegal drug use detected through test-
ing, conducted in accordance with Substance Abuse and Men-
tal Health Service Administration (SAMHSA), shall be a Cat-
egory A medical condition.

6.24.1.3 Evidence of clinical intoxication or a measured
blood alcohol level that exceeds the legal definition of intoxi-
cation according to the AH]J at the time of medical evaluation
shall be a Category A medical condition.

6.24.2* Category B medical conditions shall include the use of
the following:

(1) Cardiovascular agents
(2) Stimulants
(3) Psychiatric medications

(4) Other than high-dose systemic corticosteroids

(5) Antihistamines

(6) Muscle relaxants

(7) Leukotriene receptor antagonists (e.g., Montelukast) used
for allergies that do not affect the lower respiratory system

Chapter 7 Occupational Medical Evaluation
of Members

7.1 General.

7.1.1 The fire department shall establish and maintain a confi-
dential occupational medical evaluation program for members.

7.1.2 Occupational medical evaluations shall be conducted
as a baseline for surveillance and annually thereafter.

7.1.3% An occupational medical evaluation shall be performed
following a member’s occupational exposure, illness, injury,
or protracted absence from the job.

7.1.3.1 The scope of that evaluation shall be determined by
the fire department physician after reviewing the type and se-
verity of the condition.

7.1.4 The components of the medical evaluations shall con-
form to all applicable U.S. OSHA standards, including 29 CFR
1910.120, “Hazardous waste operations and emergency re-
sponse”; 29 CFR 1910.134, “Respiratory protection”; 29 CFR
1910.95, “Occupational noise exposure”; and 29 CFR 1910.1030,
“Bloodborne pathogens.”

7.2 Member Education Regarding Occupational Medical
Evaluation Program.

7.2.1 The fire department, the fire department physician,
and member organizations where they exist shall be respon-
sible to convey the purposes and importance of the annual
occupational medical evaluation to members and to the AH]J.

7.2.2 The purpose of the annual occupational medical evalu-
ation of members shall include but cannot be limited to the
following:

(1) Identifying conditions that interfere with a member’s
physical or mental ability to safely perform essential job
tasks without undue risk of harm to self or others

(2) Monitoring the effects of exposure to specific biological,
physical, or chemical agents on individual members

(3) Detecting changes in a member’s health that can be re-
lated to harmful working conditions

(4) Detecting patterns of disease or injury occurrence in the
workforce that could indicate underlying work-related
problems

(5)*Providing members with information about their current
health, promoting wellness, and referring them for ap-
propriate further evaluation and treatment

(6) Providing members with information and education
about occupational hazards

(7) Providing a cost-effective investment in work-related dis-
ease prevention, early detection, and health promotion
for members

(8) Complying with federal, state, provincial, local, and/or
other jurisdictional requirements

7.3 Timing of the Annual Occupational Medical Evaluation of
Members.

7.3.1 All members shall receive a baseline medical evaluation
after hiring and prior to performing fire fighter emergency
functions and at least annually thereafter.
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7.3.2 The baseline medical evaluation shall include the com-
ponents of the annual occupational medical evaluation not
performed as part of the candidate medical evaluation, pro-
vided the candidate medical evaluation was performed within
the past 12 months.

7.3.3 The annual evaluation shall be completed every 12
months (+3 months).

7.3.4 Annual medical evaluations shall be compared to base-
line and subsequent evaluations to identify clinically relevant
changes.

7.3.5 The interval requirements for performance of the an-
nual occupational medical evaluation shall not preclude more
frequent medical evaluations of members for new or recur-
ring conditions when requested by the member, fire depart-
ment physician, or AHJ.

7.4 Components of the Annual Occupational Medical Evalua-
tion of Members.

7.4.1 All components listed in Section 7.5 through Section
7.7 shall be included in the baseline and annual occupational
medical evaluations of members.

7.4.2 It shall be acceptable for certain components of the an-
nual occupational medical evaluation to be performed by a
member’s private physician, provided full results are forwarded
in the required time frame to the fire department physician.

7.4.3 Fach medical evaluation shall include a medical history
(including exposure history), physical examination, blood tests,
urinalysis, vision tests, audiograms, spirometry, chest x-ray (as in-
dicated), ECG, cancer screening (as indicated), and immuniza-
tions and infectious disease screening (as indicated).

7.4.4 Tests for illegal drugs shall not be performed as part of
the annual medical evaluation.

7.5 Medical History.

7.5.1 A medical history questionnaire shall be completed by
each member to provide baseline information with which to
compare future medical concerns.

7.5.2 An annual medical history questionnaire, which in-
cludes changes in health status and known occupational expo-
sures since the previous annual evaluation, shall be completed
by each member to provide follow-up information.

7.5.3 Information on the questionnaire and interval con-
cerns shall be reviewed with each member by the fire depart-
ment physician or designated medical evaluator.

7.6 Physical Examination. The annual physical examination
shall include each of the following components:

(1) Vital signs [temperature, pulse, and respiratory rate, and
blood pressure (BP)]

(a) BP shall be measured according to the recommen-
dations of the Seventh Report of the Joint National Com-
mitiee on Prevention, Delection, Evaluation, and Treal-
ment of High Blood Pressure (JNC 7)

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

(4) Cardiovascular

(5) Pulmonary

(6) Breast
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(7) Gastrointestinal with digital rectal exam as clinically in-
dicated
(8) Genitourinary (includes pap smear, testicular exam, rec-
tal exam for prostate mass)
(9) Hernia
(10) Lymph nodes
(11) Neurological
(12) Musculoskeletal
(13) Skin (includes screening for cancers)
(14) Vision

7.7 Ancillary Tests.

7.7.1* Blood Tests. Blood tests shall be performed annually
and shall include the following:

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

(2) Electrolytes (Na, K, Cl, HCO,, or CO,,)

(3) Renal function (BUN, creatinine)

(4) Glucose

(5) Liver function tests (ALT, AST, direct and indirect biliru-
bin, alkaline phosphatase)

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

7.7.2 Urine Laboratory Tests. The urine laboratory tests re-
quired shall include the following:

(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

7.7.3 Audiology. Hearing thresholds shall be assessed annu-
ally in each ear at each of the following frequencies:

(1) 500 Hz

(2) 1000 Hz
(3) 2000 Hz
(4) 3000 Hz
(5) 4000 Hz
(6) 6000 Hz
(7) 8000 Hz

7.7.3.1 The fire department physician or other qualified medi-
cal evaluator shall compare audiogram results obtained during
yearly evaluations with baseline and subsequent test results,

7.7.3.2 Standard threshold shifts shall be corrected for age as
permitted by OSHA.

7.7.4 Spirometry.

7.7.4.1* Pulmonary function testing (spirometry) shall be con-
ducted annually to measure the member’s forced vital capac-
ity (FVC), forced expiratory volume in 1 second (FEV,), and
the absolute FEV, /FVC ratio.

7.7.4.2 The fire department physician or other qualified medi-
cal evaluator shall compare spirometry results obtained during
yearly evaluations with baseline and subsequent test resuits.

7.7.4.3% FEV, and FVC results shall be expressed as the abso-
lute value (liters or milliters) and as percent predicted ad-
Jjusted for gender, age, height, and ethnicity using NHANES
ITI normative equations.
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7.7.5 Chest Radiographs.

7.7.5.1 Chest x-rays shall include an initial baseline and shall
be repeated every b years or as medically indicated.

7.7.5.2 The fire department physician or other qualified
medical evaluator shall compare any chest radiographs with
baseline and subsequent radiographs.

7.7.6 Electrocardiograms (ECGs).

7.7.6.1 Aresting ECG shall be performed as part of the base-
line medical evaluation and shall be performed annually
thereafter.

7.7.6.2 The fire department physician or other qualified medi-
cal evaluator shall compare baseline and subsequent ECGs.

7.7.6.3% Stress tests with ECGs and with or without imaging
(echocardiography or radionuclide scanning) shall be per-
formed when clinically indicated by history or symptoms.

7.7.6.4 These tests shall be based on coronary artery disease risk
factor stratification or symptoms or for screening of cardiovascu-
lar disease and the risk of sudden cardiovascular death.

7.7.6.5 The fire department physician or other qualified medi-
cal evaluator shall compare baseline and subsequent stress tests,
when available, to identify clinically relevant changes.

7.7.7 Mammography.

7.7.7.1 Mammography shall be performed annually on each
female member over the age of 40.

7.7.7.2 A qualified radiologist shall compare mammograms
to prior mammograms.

7.7.7.3 The fire department physician shall compare mam-
mography reports to prior reports.

7.7.8 Immunizations and Infectious Disease Screening. The
following infectious disease immunizations or infectious dis-
ease screenings shall be provided, as indicated:

(1)*Tuberculosis (TB) screening by either tuberculin skin
testing using the tuberculin purified protein derivative
(PPD) or the tuberculin blood test (interferon gamma
release assay) shall be performed at baseline. Subse-
quent tuberculosis screening shall be performed annu-
ally or at a frequency according to CDC guidelines un-
less the member has a history of positive tuberculin
screening test, in which case CDC guidelines for man-
agement and subsequent chest radiographic surveil-
lance shall be followed

(2) Hepatitis C virus screen — baseline and following occu-
pational exposure

(3) Hepatts B virus vaccinations and titers — as specified in
CDC guidelines

(4) Tetanus/diphtheria vaccine — booster every 10 years

(5) Measles, mumps, rubella vaccine (MMR) — one dose of
MMR vaccine to members born after 1957 without prior
immunization and/or evidence of immunity as outlined in
the Morbidity and Mortality Weekly Report article “Measles,
Mumps, and Rubella — Vaccine Use and Strategies for
Elimination of Measles, Rubella, and Congenital Rubella
Syndrome and Control of Mumps: Recommendations of

the Advisory Committee on Immunization Practices
(ACIP)."
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(6) Polio vaccine — A single booster of IPV for members
traveling to endemic areas in the line of duty, or as out-
lined in the Morbidity and Mortality Weekly Report article
“Poliomyelitis Prevention in the United States: Updated
Recommendations of the Advisory Committee on Immu-
nization Practices (ACIP).”

(7) Hepatitis A vaccine

(8) Varicella vaccine — offered to all non-immune personnel

(9) Influenza vaccine (seasonal and novel) — offered to all
personnel annually

(10) HIV screening — available to all personnel

7.7.8.1 Pre-screening and immunization against biological
threat agents shall be made available to members following
CDC guidelines or recommendations.

7.7.8.2% All members shall be immunized against infectious
diseases as required by the AHJ and by 29 CFR 1910.1030,
“Bloodborne pathogens.”

7.7.8.3 The fire department physician shall ensure that all
members are offered currently recommended immunizations.

7.7.9 Post-Exposure Bloodborne Pathogen Testing.

7.7.9.1 Physicians who care for members shall follow current
CDC recommendations for post-exposure prophylaxis (PEP)
for bloodborne pathogen (BBP) exposures.

7.7.9.2% There shall be a written protocol for members who
present with BBP exposures.

7.7.10 HIV Testing. HIV testing shall be offered on a confi-
dential basis as part of post-exposure protocols and as re-
quested by the fire department physician or member.

7.7.10.1 All results from HIV tests shall be provided directly
to the member and shall be maintained by the physician as
confidential documents.

7.7.10.2 Results from HIV tests shall not be forwarded to any
local, state, provincial, national, or international authorities
or databases unless mandated by public health statutes.

7.7.11 Heavy Metal Evaluation.

7.7.11.1 Baseline testing for heavy metals shall be required
when indicated by known exposure or substantial risk.

7.7.11.2 Evaluations shall be performed following known ex-
posures, for recurrent exposures, or where required under
federal, state, or provincial regulations.

7.7.12 Colon Cancer Screening.

7.7.12.1 Fecal occult blood testing shall be provided annually to
all members above the age of 40 or earlier if clinically indicated.

7.7.12.2 Colonoscopy services shall be recommended to all
members above the age of 40 or earlier if clinically indicated
and repeated at regular intervals.

7.7.13% Prostate Cancer. Due to increased cancer risk, the fire
department shall provide all male fire fighters with prostate-
specific antigen (PSA) testing beginning at age 50 and annually
thereafter. Those with a family history or African-American heri-
tage, who are at a higher risk for prostate cancer, shall be pro-
vided with testing beginning at age 40 and annually thereafter.
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Chapter 8 Annual Occupational Fitness
Evaluation of Members

8.1 Weight and Body Composition.
8.1.1* Body weight shall be measured and recorded annually.

8.1.2 Abody composition evaluation including the following
shall be conducted on personnel solely for the purpose of
departmental health surveillance:

(1)*Circumferential measurements
(2) Hydrostatic weighing or Bod-Pod
(3)*Skinfold measurements

(4) Bio impedance analysis

8.2 Annual Fitness Evaluation.

8.2.1 A mandatory fitness evaluation that is not punitive or
competitive shall be conducted annually as part of an indi-
vidualized program.

8.2.1.1 All component results of the mandatory fitness evalu-
ation shall be used to establish an individual’s baseline or mea-
sured against the individual's previous assessments and not
against any standard or norm.

8.2.2 The mandatory fitness evaluation shall include a man-
datory pre-evaluation procedure and the components in
8.2.2.1 through 8.2.2.4. (For additional information, see Annex C.)

8.2.2.1* An evaluation of aerobic capacity shall be performed
after appropriate medical evaluation.

8.2.2.1.1 Testing shall be conducted using an appropriate
maximal or submaximal protocol (see C.2.1and C.2.1.1). Bi-
cycle ergometry is not appropriate because it underestimates
true aerobic capacity and is not work-task specific.

8.2.2.1.2% At levels below 12 METs, a firefighter shall be coun-
seled to improve his/her fitness.

8.2.2.1.3 At levels at or below 8 METs, a prescribed aerobic
fitness program shall be required, and the AH]J shall be ad-
vised to consider restriction from essential job tasks 1, 2, 4, 5,
6,7,8,9 and 13.

8.2.2.2 An evaluation of muscular strength shall be con-
ducted using each of the following protocols:

(1) Grip strength evaluation (See C.2.1.5 for the protocol.)
(2) Leg strength evaluation (See C.2.1.6 for the prolocol.)
(3) Arm strength evaluation (See C.2.1.7 for the protocol.)

8.2.2.3 An evaluation of muscular endurance shall be con-
ducted using each of the following protocols:

(1) Push-up evaluation (See C.2.1.9 for the protocol.)
(2) Curl-up evaluation (See C.2.1.11 for the prolocol.)

8.2.2.4 An evaluation of flexibility shall be conducted using
the sit-and-reach protocol. (See C.2.1.12 for the prolocol.)

Chapter 9 Essential Job Tasks — Specific Evaluation
of Medical Conditions in Members
9.1 Essential Job Tasks.

9.1.1 The essential job tasks listed by number in this chapter
are the same as those listed in Chapter 5 and shall be validated
by the fire department as required by Chapter 5.
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9.1.2 The fire department physician shall use the validated
list of essential job tasks in evaluating the ability of a member
with specific medical conditions to perform specific job tasks.

9.1.3 Essential job tasks referenced throughout this chapter
by number only shall correspond to the following model list:

(1)*Wearing personal protective ensemble and SCBA, per-
forming fire-fighting tasks (hoseline operations, exten-
sive crawling, lifting and carrying heavy objects, ventilat-
ing roofs or walls using power or hand tools, forcible
entry, etc.), rescue operations, and other emergency re-
sponse actions under stressful conditions, including
working in extremely hot or cold environments for pro-
longed time periods

(2) Wearing an SCBA, which includes a demand valve—type
positive-pressure facepiece or HEPA filter masks, which
requires the ability to tolerate increased respiratory
workloads

(3) Exposure to toxic fumes, irritants, particulates, biologi-
cal (infectious) and nonbiological hazards, and/or
heated gases, despite the use of personal protective en-
sembles and SCBA

(4) Depending on the local jurisdiction, climbing six or
more flights of stairs while wearing fire protective en-
semble weighing at least 50 1b (22.6 kg) or more and
carrying equipment/tools weighing an additional 20 to
401b (9 to 18 kg)

(5) Wearing fire protective ensemble that is encapsulating and
insulated, which will result in significant fluid loss that fre-
quently progresses to clinical dehydration and can elevate
core temperature to levels exceeding 102.2°F (39°C)

(6) Wearing personal protective ensemble and SCBA, search-
ing, finding, and rescue-dragging or carrying victims rang-
ing from newborns to adults weighing over 200 1b (90 kg)
to safety despite hazardous conditions and low visibility

(7) Wearing personal protective ensemble and SCBA, ad-
vancing water-filled hoselines up to 2% in. (65 mm) in
diameter from fire apparatus to occupancy [approxi-
mately 150 ft (50 m)], which can involve negotiating
multiple flights of stairs, ladders, and other obstacles

(8) Wearing personal protective ensemble and SCBA, climb-
ing ladders, operating from heights, walking or crawling
in the dark along narrow and uneven surfaces, and oper-
ating in proximity to electrical power lines and/or other
hazards

(9) Unpredictable emergency requirements for prolonged
periods of extreme physical exertion without benefit of
warm-up, scheduled rest periods, meals, access to medi-
cation(s), or hydration

(10) Operating fire apparatus or other vehicles in an emer-
gency mode with emergency lights and sirens

(11) Critical, time-sensitive, complex problem solving during
physical exertion in stressful, hazardous environments,
including hot, dark, tightly enclosed spaces, that is fur-
ther aggravated by fatigue, flashing lights, sirens, and
other distractions

(12) Ability to communicate (give and comprehend verbal
orders) while wearing personal protective ensembles
and SCBA under conditions of high background noise,
poor visibility, and drenching from hoselines and/or
fixed protection systems (sprinklers)

(13) Functioning as an integral component of a team, where
sudden incapacitation of a member can result in mission
failure or in risk of injury or death to civilians or other
team members
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9.2 Special Teams.

9.2.1 In addition to essential job tasks specified in 9.1.3(1)
through 9.1.5(13), members of specialized teams such as haz-
ardous materials units, SCUBA teams, technical rescue teams,
EMS teams, or units supporting tactical law enforcement op-
erations shall be evaluated for their ability to perform essential
job tasks and wear specialized PPE related to the duties of
those specialized teams.

9.2.2 The fire department shall define those essential job
tasks and shall provide the fire department physician with a
description of the risks associated with those tasks and special-
ized PPE as well as any additional medical and/or physical
requirements that are not enumerated in this standard.

9.2.3 In defining those tasks, the fire department shall con-
sider the impact on the members required to wear or utilize
specialized PPE that can increase weight, environmental isola-
tion, sensory deprivation, and/or dehydration potential above
levels experienced with standard fire suppression PPE.

9.3 Fire Department Physician Roles. After individually evalu-
ating the member and the member’s medical records (includ-
ing job-related medical rehabilitation records), the fire de-
partment physician shall recommend restricting members from
performing only those specific job tasks that cannot be safely per-
formed by the member given his/her medical condition.

9.3.1 If an illness, injury, or other debilitating condition has
altered a member’s ability to safely perform an essential job
task, the fire department physician shall notify the fire depart-
ment that the member is restricted from performing that task
while on duty.

9.3.2* The fire department shall determine possible accom-
modations for members restricted from certain job tasks.

9.3.3% For incumbent fire department members, conditions
listed in Chapter 9 shall not indicate a blanket prohibition for
such incumbent members from continuing to perform the
essential job tasks, nor shall they require automatic retirement
or separation from the fire departument.

9.3.4 After an individual medical assessment, the physician
shall state whether the member, due to a specific condition,
can or cannot safely perform his or her essential job tasks.

9.3.5 The AH] shall determine if the individual can remain in
his/her current position or be moved to another position that
the individual can perform.

9.4* Cardiovascular Disorders.

9.4.1 Cardiovascular disorders shall include any disorder of the
cardiovascular system including but not limited to supraventricu-
lar or ventricular arrhythmias (abnormal heart beats), coronary
artery disease, and cardiac muscle disease or valve disease.

9.4.2 Ifthe member has any cardiovascular disorders, the mem-
ber shall be individually evaluated in accordance with 9.4.3
through 9.4.23 to determine if the disorders compromise the
member’s ability to safely perform the essential job tasks.

9.4.3 Coronary Artery Disease.

9.4.3.1 Physician Evaluation. The following clinical conditions
referable to coronary artery disease including history of myocar-
dial infarction, coronary artery bypass surgery, coronary angio-
plasty with stent placement, or similar procedures compromise
the member’s ability to safely perform essential job tasks 1,2, 4, 5,
6,7,9, and 13, and the physician shall report the applicable job

limitations to the fire department if any one of the following are
present:

(1) Current angina pectoris even if relieved by medication

(2) Persistent significant stenosis in any coronary artery (greater
than 70 percent lumen diameter narrowing) following treat-
ment

(3) Lower than normal left ventricular ejection fraction as
measured by radionuclide scan, contrast ventriculogra-
phy. or echocardiography

(4) Maximal exercise tolerance of less than 12 METs

(5) Exercise-induced ischemia or ventricular arrhythmias ob-
served by radionuclide stress test during an evaluation
reaching a workload of at least 12 METs

(6) History of myocardial infarction, angina, or coronary ar-
tery disease with persistence of modifiable risk factor(s)
for acute coronary plaque rupture (e.g., tobacco use, hy-
pertension despite treatment or hypercholesterolemia
with cholesterol greater than or equal to 180 or low den-
sity lipoproteins greater than or equal to 100 despite treat-
ment, or glycosylated hemoglobin greater than 7 despite
exercise and/or weight reduction)

9.4.3.2 Physician Guidance. The physician shall consider the
following when evaluating a member:

(1) Evaluation of coronary artery disease requires a stress test
with imaging and/or coronary angiogram and some as-
sessment of left ventricular function. Following a myocar-
dial infarction or a coronary revascularization procedure,
a radionuclide stress test shall be performed to evaluate
exercise tolerance and the presence of exercise-induced
myocardial ischemia or ventricular arrhythmias.

(2) Reports of left ventricular ejection fraction for evaluation of
9.4.3.1(3) should include “normal” values for the lab per-
forming the test and formal interpretation by a cardiologist.

(3) Workload demands of fire fighting have been shown to
exceed the levels shown in 9.4.3.1(4).

9.4.4 Congestive Heart Failure.

9.4.4.1 Physician Evaluation. Congestive heart failure due to
any etiology including any disease leading to a lower than normal
left or right ventricular ejection fraction, even if corrected by
medication, compromises the member’s ability to safely perform
essential job tasks 1, 2, 4, 7, 9, and 13, and the physician shall
report the applicable job limitations to the fire department.

9.4.4.2 Physician Guidance. The physician shall consider that
if the heart failure is due to a reversible process that ultimately
results in no abnormality in cardiac performance off all car-
diac medications (e.g., hyperthyroidism, anemia), then a his-
tory of congestive heart failure does not permanently prevent
a member from safely performing the essential job tasks.

9.4.5 Restrictive Cardiomyopathy and Constrictive Pericarditis.

9.4.5.1 Physician Evaluation. Restrictive cardiomyopathy and
constrictive pericarditis when resulting in heart failure com-
promise the member’s ability to safely perform essential job
tasks 1, 2, 4, 7, and 9, and the physician shall report the appli-
cable job limitations to the fire department.

9.4.6 Acute Pericarditis, Acute Endocarditis, and Acute Myo-
carditis.

9.4.6.1 Physician Evaluation. Acute pericarditis, acute en-
docarditis, and acute myocarditis compromise the member’s
ability to safely perform essential job tasks 1, 4, 5, 6, 7, 9, and
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13, and the physician shall report the applicable job limita-
tions to the fire department.

8.4.7 Pericarditis, Endocarditis, or Myocarditis.

9.4.7.1 Physician Evaluation. Chronic pericardids, endocardi-
lis, or myocarditis when resulting in heart failure or significant
valvular incompetence or arrhythmias compromises the mem-
ber’s ability to safely perform essential job tasks 1, 4, 5, 6, 7,
and 13, and the physician shall report the applicable job limi-
tations to the fire department.

9.4.7.2 Physician Guidance. Members with pericarditis, en-
docarditis, or myocarditis shall be carefully assessed for cardiac
function, rhythm, and valvular competence at least annually by
cardiac echo or other noninvasive or invasive monitoring in con-
sultation with a cardiologist.

9.4.8 Hypertrophic Obstructive Cardiomyopathy.

9.4.8.1 Physician Evaluation. Hypertrophic obstructive cardi-
omyopathy (HCM) (idiopathic hypertrophic subaortic steno-
sis) compromises the member’s ability to safely perform essen-
tial job tasks 1 and 13, and after further evaluation and a final
medical determination of the member’s condition, the physi-
cian shall report any applicable job limitations to the fire de-
partment.

9.4.8.2 Physician Guidance. HCM is associated with life-
threatening arrhythmias and sudden cardiac death without
previous symptoms of heart failure. In specific populations of
patients with cardiomyopathies under normal environmental
conditions, the following risk factors for sudden cardiac death
shall be considered by the physician:

(1) Family history of a premature HCM-related sudden death
(in a first-degree relative)

(2) Unexplained syncope

(3) History of cardiac arrest

(4) Sustained ventricular tachycardia (VT)

(5) Nonsustained VT (3 beats or more of at least 120 beats/
minute documented on a Holter monitor)

(6) Leftventricle thickness of 30 mm on echocardiogram

(7)*Abnormal blood pressures during the exercise stress test
(EST) (peak systolic BP less than 110 mm Hg or a rise less
than 30 mm Hg from baseline)

9.4.9 Recurrent Syncope.

9.4.9.1* Physician Evaluation. Recurrent syncope compromises
the member’s ability to safely perform essential job task 13, and
the physician shall report the applicable job limitations to the fire
department.

9.4.10 Pacemaker or Automatic Implantable Defibrillator.

9.4.10.1* Physician Evaluation. A medical condition requiring
a pacemaker or automatic implantable defibrillator compro-
mises the member’s ability to safely perform essential job task
1%, and the physician shall report the applicable job limita-
tions to the fire department.

9.4.11 Mitral Valve Stenosis.

9.4.11.1 Physician Evaluation. Moderate to severe mitral valve
stenosis defined as valve area less than or equal to 1.5 cm® or
pulmonary artery systolic pressure greater than 35 mm Hg
compromises the member’s ability to safely perform essential
job tasks 1, 4, 5, 7, and 9, and the physician shall report the
applicable job limitations to the fire department.
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9.4.12 Mitral Valve Insufficiency.

9.4.12.1 Physician Evaluation. Moderate to severe mitral valve
insufficiency, defined as the presence of left ventricular dys-
function, compromises the member’s ability to safely perform
essential job tasks 1, 4, 5, 7, and 9, and the physician shall
report the applicable job limitations to the fire department.

9.4.12.2 Physician Guidance. Mitral valve prolapse only inter-
feres with safe performance of critical job tasks if associated
with arrhythmias or if moderate to severe mitral regurgitation
is present.

9.4.13 Aortic Valve Stenosis.

9.4.13.1 Physician Evaluation. Moderate to severe aortic valve
stenosis defined as mean aortic valvular gradient greater than
or equal to 20 mm Hg and/or valve area less than or equal to
1.0 cm® compromises the member’s ability to safely perform
essential job tasks 1,4, 5, 6, 7,9, and 13, and the physician shall
report the applicable job limitations to the fire department.

9.4.14 Aortic Valve Insufficiency.

9.4.14.1 Physician Evaluation. Moderate to severe aortic valve
insufficiency when the cause of left ventricular dysfunction
compromises the member’s ability to safely perform essential
job tasks 1, 4, 7, and 9, and the physician shall report the
applicable job limitations to the fire department.

9.4.15 Prosthetic Cardiac Valves.

9.4.15.1 Physician Evaluation. Prosthetic cardiac valves com-
promise the member’s ability to safely perform essential job
task 8 if anticoagulation is required and essential job tasks 1, 4,
6, 7, and 9 if left ventricular dysfunction is present, and the
physician shall report the applicable job limitations to the fire
department.

9.4.16 Wolff-Parkinson-White (WPW) Syndrome.

9.4.16.1* Physician Evaluation. Wolff-Parkinson-White (WPW)
syndrome with a history of supraventricular tachycardia (SVT)
compromises the member’s ability to safely perform essential job
task 13, and the physician shall report the applicable job limita-
tions to the fire department.

9.4.17 Other Supraventricular Arrhythmias, Atrial Fibrilla-
tion, or Atrial Flutter.

9.4.17.1* Physician Evaluation. Other supraventricular arrhyth-
mias, atrial fibrillation, or atrial flutter when persistent (even if
rate controlled) or if anticoagulation is required compromise the
member’s ability to safely perform essential job task 13 and essen-
tial job task 8 if anticoagulation is required, and the physician
shall report the applicable job limitations to the fire department.

9.4.17.2 Physician Guidance. The physician shall consider that
if the atrial fibrillation is recurrent but selflimited off cardiac
medications, there is no evidence of ischemia, and the echocar-
diogram reveals both a normal mitral valve and a normal-=sized
leftatrium, then the member might be able to safely perform full
duties. Paroxysmal atrial tachycardia can sometimes be resolved
with modification of diet or treatment of other underlying non-
cardiac conditions.

9.4.18 Ventricular Arrhythmias and Ectopy.
9.4.18.1 Physician Evaluation.

9.4.18.1.1 The physician shall evaluate the member to deter-
mine if a history of ventricular arrhythmias (e.g., ventricular
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tachycardia and ventricular fibrillation) compromises the
member’s ability to safely perform essential job task 13, and
the physician shall report the applicable job limitations to the
fire department.

9.4.18.1.2 A history of ventricular ectopy might compromise
the member’s ability to safely perform essential job task 13,
and after evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.4.18.2 Physician Guidance. The physician shall consider the
following:

(I) Ahistory of ventricular arrhythmias, including ventricular
tachycardia or ventricular fibrillation, poses significant
risk for life-threatening sudden incapacitation in the pres-
ence of structural abnormalities, functional abnormali-
ties, or ectopy that occurs during exercise.

(2) A history of ventricular ectopy might pose a significant
risk for life-threatening sudden incapacitation if struc-
tural or ischemic heart disease is present or if ventricular
ectopy increases during exercise.

(3) Holter monitoring (24-hour ECG recording) might show
ventricular ectopy but should show no evidence of ven-
tricular arrhythmias.

(4) Echocardiograph must show normal function and no evi-
dence of structural abnormalities.

(5) Stress testing off cardiac medications must show no evi-
dence for ischemia, ventricular tachycardia, or ventricu-
lar fibrillation.

(6) Premature ventricular contractions (PVCs) should re-
solve with increasing levels of exercise up to 12 METs.

9.4.19 Atrioventricular Block.
9.4.19.1 Physician Evaluation.

9.4.19.1.1 Third-degree or complete atrioventricular block
compromises the member’s ability to safely perform essential
job task 13, and the physician shall report the applicable job
limitations to the fire department.

9.4.19.1.2  Other types of atrioventricular block with sinus
pause greater than 3 seconds, left bundle branch block, right
bundle branch block, or second-degree Type I atrioventricular
block might compromise the member’s ability to safely per-
form job task 13 if cardiac structural (i.e., coronary arteries,
valves, myocardium) abnormalities are present, if left ven-
tricular function is abnormal, or if heart rate does not increase
with exercise in the absence of a mechanical pacemaker, and
after further evaluation and a final medical determination of
the member's condition, the physician shall report any appli-
cable job limitations to the fire department.

9.4.20 Hypertension.

9.4.20.1* Physician Evaluation. Members with stage I hyper-
tension shall be referred to their primary care physician to
ensure that their blood pressure is controlled and to consider
periodic screening for asymptomatic end organ damage based
on the severity and duration of their hypertension.

9.4.20.2 Members with Stage 2 hypertension (systolic greater
than or equal to 160 mm Hg or diastolic greater than or equal
to 100 mm Hg) or any member with end organ damage (ret-
inopathy, nephropathy, or vascular or cardiac complications)
compromises the member’s ability to safely perform essential
job tasks 1, 5, 7, 9, and 18, and the physician shall report the
applicable job limitations to the fire department.

9.4.21 Metabolic Syndrome.

9.4.21.1* Members with metabolic syndrome are at increased
risk for cardiovascular ischemic disease, diabetes, and acceler-
ated hypertension and shall undergo a stress test with imaging;
if the results are abnormal or the member is unable to achieve
an aerobic capacity of 12 METs, the member’s ability to safely
perform essential job tasks 1,2,4,5,6,7,8,9, 10, and 13 will be
compromised.

9.4.22 Cardiac Congenital Abnormality.

9.4.22.1 Physician Evaluation. A history of a cardiac congeni-
tal abnormality that has been treated by surgery but with re-
sidual complications or that has not been treated by surgery,
leaving residuals or complications, might compromise the
member’s ability to safely perform essential job tasks 1, 4, 5, 6,
7,9, and 13, and after further evaluation and a final medical
determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.

9.4.23 Cardiac Hypertrophy.

9.4.23.1 Physician Evaluation. Cardiac hypertrophy when not
a normal response to exercise of the heart might compromise
the member’s ability to safely perform essential job task 13 and
other job functions due to limitations of endurance, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
Job limitations to the fire department.

9.4.23.2 Physician Guidance. The physician shall consider
that this condition can result in the potential for sudden inca-
pacitation.

9.4.24 Heart Transplant.

9.4.24.1 Physician Evaluation. Cardiac transplantation prevents
a normal rise in heart rate and increases risk of syncope and
sudden cardiac death and therefore shall be considered as com-
promising the member’s ability to safely perform essential job
tasks 1,2,4,5,6,7,8,9, 10, and 13.

9.4.24.2 Physician Guidance. The physician shall consider that
this condition can result in the potential for sudden incapacita-
tion and that the many immunosuppressive drugs required to
prevent rejection increase the likelihood for infection.

9.5 Vascular Disorders.

9.5.1 Vascular disorders shall refer to any disorder of the vas-
cular (arterial or venous) system including but not limited to
aneurysm, peripheral vascular insufficiency, and thromboem-
bolic disease.

9.5.2 If the member has any vascular disorders, the member
shall be individually evaluated in accordance with 9.5.3 through
9.5.11 to determine if the disorders compromise the member’s
ability to safely perform the essential job tasks, recognizing that
heart rate, blood pressure, and shear forces on vessel walls are
increased when performing many of the essental job tasks, in-
creasing the risk of acute dissection, rupture, and/or embolic
phenomena that even in a normal environment can result in
life-threatening sudden incapacitation.

9.5.3 Aortic Aneurysm.

9.5.3.1 Physician Evaluation. Aortic aneurysm (thoracic aor-
ticaneurysm of any size or abdominal aortic aneurysm greater
than or equal to 4 cm) compromises the member’s ability to
safely perform essential job tasks 1, 4, 6, 7, and 13, and the
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physician shall report the applicable job limitations to the fire
department.

9.5.3.2 Physician Guidance. When evaluating a member with
an abdominal aortic aneurysm less than 4 cm, the physician
shall recognize that treatment requires careful control of
blood pressure and regular follow-up with cardiac imaging.

9.5.3.2.1 A minimum of 6 months post-surgical repair of any
aortic aneurysm shall be required before the member can be
evaluated for return-to-duty status.

9.5.4 Carotid Artery Disease.

9.5.4.1 Physician Evaluation. Carotid artery disease when
symptomatic and/or reduction in blood flow of greater than
70 percent is present compromises the member’s ability to
safely perform job task 13, and the physician shall report the
applicable job limitations to the fire department.

9.5.5 Thoracic Outlet Syndrome.

9.5.5.1 Physician Evaluation. Thoracic outlet syndrome
(symptomatic) compromises the member’s ability to safely
perform essential job tasks 1 and 13, and the physician shall
report the applicable job limitations to the fire department.

9.5.6 Peripheral Vascular Disease.

9.5.6.1 Physician Evaluation. Peripheral vascular disease (ar-
terial or venous) when symptomatic (claudication) or severe
peripheral edema is present compromises the member’s abil-
ity to safely perform essential job tasks 1,4, 5, 7, and 9, and the
physician shall report the applicable job limitations to the fire
department.

9.5.7 Thrombophlebitis.
9.5.7.1 Physician Evaluation.

9.5.7.1.1 Thrombophlebitis or deep venous thrombosis that
is recurrent or persistent or requires anticoagulation compro-
mises the member’s ability to safely perform essential job tasks
1.4,5,7, and 9, and the physician shall report the applicable
job limitations to the fire department.

9.5.7.1.2 Full-dose or low-dose anticoagulation compromises
the member’s ability to safely perform essential job task 8, and
the physician shall report the applicable job limitations to the
fire department.

9.5.8 Circulatory Instability.

9.5.8.1 Physician Evaluation. Circulatory instability as indi-
cated by orthostatic hypotension or persistent tachycardia
compromises the member’s ability to safely perform essential
job tasks 1, 5, 9, and 13, and the physician shall report the
applicable job limitations to the fire department.

9.5.9 Peripheral Vascular Disease.

9.5.9.1 Physician Evaluation. Peripheral vascular disease, such
as severe Raynaud’s phenomenon, might compromise the mem-
ber’s ability to safely perform essential job tasks (e.g., under cer-
tain conditions, including cold weather), and after further evalu-
ation and a final medical determinaton of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.5.10 Lymphedema.

9.5.10.1 Physician Evaluation. Chronic, severe lymphedema
or massive edema of any type (e.g., due to lymphadenopathy,
severe venous valvular incompetency, endocrine abnormali-
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des, or low flow states) compromises the member’s ability to
safely perform essential job tasks 1, 4, 5, and 8, and the physician
shall report the applicable job limitations to the fire department.

9.5.11 Lesions of Aorta or Major Vessels.
9.5.11.1 Physician Evaluation.

9.5.11.1.1 Congenital or acquired lesions of the aorta or ma-
jor blood vessels might interfere with circulation and prevent
the safe performance of essential job tasks 1, 4, and 7 due to
limitations of endurance, and after further evaluation and a
final medical determination of the member’s condition, the
physician shall report any applicable job limitations to the fire
department.

9.5.11.1.2  Congenital or acquired lesions of the aorta or major
blood vessels could increase the potential for life-threatening
sudden incapacitation, which might compromise the member’s
ability to safely perform essendal job task 13, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.6* Endocrine and Metabolic Disorders.

9.6.1 Endocrine and metabolic disorders shall include disor-
ders of the hypothalamic-pituitary-thyroid-adrenal axis.

9.6.2 If the member has any endocrine and metabolic disor-
ders, the member shall be individually evaluated in accor-
dance with 9.6.3 through 9.6.7 to determine if the disorders
compromise the member’s ability to safely perform the essen-
tial job tasks.

9.6.3 Type 1 Diabetes Mellitus That Requires Treatment with
Insulin.

9.6.3.1* Physician Evaluation. Type 1 diabetes mellitus that re-
quires treatment with insulin compromises the member’s ability
to safely perform essential job tasks 5, 9, and 13, and the physi-
cian shall report the applicable job limitations to the fire depart-
ment, unless the member meets all of the following criteria:

(1) Is maintained by a physician knowledgeable in current
management of diabetes mellitus on a basal/bolus (can
include subcutaneous insulin infusion pump) regimen
using insulin analogs.

(2) Has demonstrated over a period of at least 6 months the
motivation and understanding required to closely moni-
tor and control capillary blood glucose levels through nu-
tritional therapy and insulin administration. Assessment
of this shall take into consideration the member’s experi-
ence and history dealing with erratic meal schedules,
sleep disruption, and high aerobic and anaerobic work-
loads intrinsic to fire fighting.

(3) Hasa dilated retinal exam by a qualified ophthalmologist
or optometrist that shows no higher grade of diabetic re-
tinopathy than microaneurysms, as indicated on the In-
ternational Clinical Diabetic Retinopathy Disease Severity
Scale.

(4) Has normal renal function based on a calculated creatinine
clearance greater than 60 mL/min and absence of pro-
teinuria. (Creatinine clearance can be calculated by use of
the Cockroft-Gault or similar formula. Proteinuria is defined
as 24-hour urine excretion of greater than or equal to
300 mg protein or greater than or equal to 300 mg of albu-
min per gram of creatinine in a random sample.)

(5) Has no autonomic or peripheral neuropathy. (Peripheral
neuropathy is determined by diminished ability to feel
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the vibration of a 128 cps tuning fork or the light touch of
a 10-gram monofilament on the dorsum of the great toe
proximal to the nail. Autonomic neuropathy can be deter-
mined by evidence of gastroparesis, postural hypotension,
or abnormal tests of heart rate variability.)

(6) Has normal cardiac function without evidence of myocar-
dial ischemia on cardiac stress testing (to at least 12 METS)
by ECG and cardiac imaging.

(7) Has a signed statement and medical records from an en-
docrinologist or a physician with demonstrated knowl-
edge in the current management of diabetes mellitus as
well as knowledge of the essential job tasks and hazards of
fire fighting as described in 9.1, allowing the fire depart-
ment physician to determine whether the member meets
the following criteria:

(a) Is maintained on a stable basal /bolus regimen using in-
sulin analogs and has demonstrated over a period of at
least 6 months the motivation and understanding re-
quired to closely monitor and control capillary blood
glucose levels through nutritional therapy and insulin
administration despite varied activity schedules.

(b) Has had hemoglobin A1C measured at least four
times a year (intervals of two to three months) over
the last 12 months prior to evaluation if the diagnosis
of diabetes has been present over 1 year. Hemoglobin
AIlC reading of 8 percent or greater shall trigger a
medical evaluation to determine if a condition exists
in addition to diabetes that is responsible for the he-
moglobin A1C not accurately reflecting average glu-
cose levels, including evidence of a set schedule for
blood glucose monitoring and a thorough review of
data from such monitoring.

(¢) Does not have an increased risk of hypoglycemia due
to alcohol use or other predisposing factors.

(d) Has had no episodes of severe hypoglycemia (defined
as requiring assistance of another) in the preceding 1
year, with no more than two episodes of severe hy-
poglycemia in the preceding 3 years.

(e) Is certified not to have a medical contraindication to
fire-fighting training and operations.

9.6.3.2 Physician Guidance. When evaluating a member with
Type 1 diabetes mellitus, the physician shall recognize that
episodes of severe hypoglycemia are associated with an in-
creased risk of subsequent episodes and that hypoglycemia
can interfere with cognitive function and judgment. Presence
of microvascular and neurological complications of diabetes
might increase the risk of hypoglycemic events.

9.6.4 Type 2 Diabetes Mellitus That Requires Treatment with
Insulin.

9.6.4.1° Physician Evaluation. Type 2 diabetes mellitus that re-
quires treatment with insulin compromises the member's ability
to safely perform essential job tasks 5, 9, and 13, and the physi-
cian shall report the applicable job limitations to the fire depart-
ment, unless the member meets all of the following criteria:

(1) Is maintained by a physician knowledgeable in current
management of diabetes mellitus.

(2) Has demonstrated over a period of at least 3 months the
motivation and understanding required to closely moni-
tor and control capillary blood glucose levels through nu-
tritional therapy and insulin administration. Assessment

of this shall take into consideration the member’s experi-

ence and prior history dealing with the erratic meal

schedules, sleep disruption, and high aerobic and anaero-
bic workloads intrinsic to fire fighting.

(3) Has a dilated retinal exam by a qualified ophthalmologist or
optometrist that shows no higher grade of diabetic retinopa-
thy than microaneurysms, as indicated on the International
Clinical Diabetic Retinopathy Disease Severity Scale.

(4) Has normal renal function based on a calculated creatinine
clearance greater than 60 mL/min and absence of pro-
teinuria. (Creatinine clearance can be calculated by use of
the Cockroft-Gault or similar formula. Proteinuria is defined
as 24hour urine excretion of greater than or equal to
300 mg protein or greater than or equal to 300 mg of albu-
min per gram of creatinine in a random sample.)

(5) Has no autonomic or peripheral neuropathy. (Peripheral
neuropathy is determined by diminished ability to feel
the vibration of a 128 cps tuning fork or the light touch of
a 10-gram monofilament on the dorsum of the great toe
proximal to the nail. Autonomic neuropathy can be deter-
mined by evidence of gastroparesis, postural hypotension,
or abnormal tests of heart rate variability.)

(6) Has normal cardiac function without evidence of myocar-
dial ischemia on cardiac stress testing (to at least 12 METs)
by ECG and cardiac imaging.

(7) Hasa signed statement and medical records from an en-
docrinologist or a physician with demonstrated knowl-
edge in the current management of diabetes mellitus as
well as knowledge of the essential job tasks and hazards of
fire fighting as described in Section 9.1, allowing the fire
department physician to determine whether the member
meets the following criteria:

(a) Is maintained on a stable insulin regimen and has
demonstrated over a period of at least 3 months the
motivation and understanding required to closely
monitor and control capillary blood glucose levels de-
spite varied activity schedules through nutritional
therapy and insulin administration.

(b) Has had hemoglobin A1C measured at least four
times a year (intervals of 2 to 3 months) over the last
12 months prior to evaluation if the diagnosis of dia-
betes has been present over 1 year. Hemoglobin A1C
reading of 8 percent or greater shall trigger a medical
evaluation to determine if a condition exists in addi-
tion to diabetes that is responsible for the hemoglo-
bin A1C not accurately reflecting average glucose lev-
els, including evidence of a set schedule for blood
glucose monitoring and a thorough review of data
from such monitoring.

(c) Does not have an increased risk of hypoglycemia due
to alcohol use or other predisposing factors.

(d) Has had no episodes of severe hypoglycemia (defined
as requiring assistance of another) in the preceding 1
year, with no more than one episode of severe hy-
poglycemia in the preceding 5 years.

(e) Is certified not to have a medical contraindication to
firefighting training and operations.

9.6.4.2 Physician Guidance. When evaluating a member with
Type 2 diabetes mellitus, the physician shall recognize that
episodes of severe hypoglycemia are considered the best pre-
dictors of an increased risk of subsequent episodes and hy-
poglycemia interferes with cognitive function and judgment.
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9.6.5 Diabetes Mellitus That Does Not Require Insulin Therapy.

9.6.5.1 Physician Evaluation. Diabetes mellitus that does not
require insulin therapy and that is controlled by diet, exer-
cise, and/or oral hypoglycemic agents compromises the
member’s ability to safely perform essential job tasks 5, 9,
and 13, and the physician shall report the applicable job
limitations to the fire department, unless the member
meets all of the following criteria:

(1) Has had hemoglobin A1C measured at least four times a
year (intervals of 2 to 3 months) over the last 12 months
prior to evaluation if the diagnosis of diabetes has been
present over 1 year. Hemoglobin A1C reading of 8 per-
cent or greater shall trigger a medical evaluation to deter-
mine if a condition exists in addition to diabetes that is
responsible for the hemoglobin A1C not accurately re-
flecting average glucose levels, shall including evidence of
a set schedule for blood glucose monitoring and a thor-
ough review of data from such monitoring.

(2) If on oral hypoglycemic agents, has had no episodes of
severe hypoglycemia (defined as requiring assistance of
another in the preceding year).

(3) Hasa dilated retinal exam by a qualified ophthalmologist or
optometrist that shows no higher grade of diabetic retinopa-
thy than microaneurysms, as indicated on the International
Clinical Diabetic Retinopathy Disease Severity Scale.

(4) Has normal renal function based on a calculated creati-
nine clearance greater than 60 mL/min and absence of
proteinuria. (Creatinine clearance can be calculated by
use of the Cockroft-Gault or similar formula. Proteinuria
is defined as 24-hour urine excretion of greater than or
equal to 300 mg protein or greater than or equal to 300 mg
of albumin per gram of creatinine in a random sample.)

(5) Has no autonomic or peripheral neuropathy. (Peripheral
neuropathy is determined by diminished ability to feel
the vibration of a 128 cps tuning fork or the light touch of
a 10-gram monofilament on the dorsum of the great toe
proximal to the nail. Autonomic neuropathy can be deter-
mined by evidence of gastroparesis, postural hypotension,
or abnormal tests of heart rate variability.)

(6) Has normal cardiac function without evidence of myocar-
dial ischemia on cardiac stress testing (to at least 12 METs)
by ECG and cardiac imaging.

9.6.6 Nutritional Deficiencies.

9.6.6.1 Physician Evaluation. Nutritional deficiencies, includ-
ing those caused by congenital or acquired disorders of me-
tabolism, might compromise the member’s ability to safely
perform essential job tasks 1, 5, and 9, and after further evalu-
ation and a final medical determination of the member’s con-
dition, the physician shall reportany applicable job limitations
to the fire department.

9.6.6.2 Physician Guidance. When evaluating 2 member with
nutritional deficiencies, the physician shall perform an assess-
ment of severity and functional impact and should include per-
cent of ideal body weight, body mass index (BMI), muscle
strength, endurance, energy levels, and abilities to feed, hydrate,
and absorb essential nutrients pre- and post-fire activities.

9.6.7 Diseases of the Adrenal Gland, Pituitary Gland, Parathy-
roid Gland, or Thyroid Gland.

9.6.7.1 Physician Evaluation. Untreated or inadequately con-
trolled diseases of the adrenal gland, pituitary gland, parathy-
roid gland, or thyroid gland of clinical significance compro-
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mise the member’s ability to safely perform essential job tasks
1, 5, and 9, and the physician shall report the applicable job
limitations to the fire department.

9.6.7.2 Physician Guidance. When evaluating a member, the
physician shall recognize that clinically controlled diseases of
the adrenal gland, pituitary gland, parathyroid gland, or thy-
roid gland with normal exam and serum levels do not compro-
mise the member’s ability to safely perform essential job tasks.

9.7* Lung, Chest Wall, and Respiratory Disorders.

9.7.1 Lung, chestwall, and respiratory disorders shall include
disorders of breathing and the exchange of respiratory gases
(oxygen and carbon dioxide), central neurologic control of
respiratory drive, nose, sinuses, throat, pharynx, larynx, tra-
chea, airways, lungs, pleura, and chest wall.

9.7.2 When evaluating a member for lung, chest wall, and respi-
ratory disorders, the physician shall consider the following:

(1) Efficient breathing and respiratory gas exchange is re-
quired for essential job tasks 1, 2, 3, 4,5, 7,9, and 13.

(2) Wearing protective clothing increases the oxygen con-
sumption required to safely perform these tasks and,
therefore, increases the respiratory workload.

(3) SCBA is a positive-pressure demand valve respirator that
provides a barrier against the inhalation of noxious/ toxic
gases and particulate matter but at increased metabolic
cost due to its weight and increased respiratory workload
(resistance and dead space).

(4) If respiratory function or gas exchange is already compro-
mised (increased work of breathing from structural or
functional abnormalities, hypoxia, and/or hypercapnia)
prior to the performance of essential job tasks, then the in-
creased oxygen demand of strenuous physical exertion,
while wearing a personal protective ensemble and /or SCBA,
leads to early onset of fatigue or respiratory insufficiency.

(5) Lung, chest wall, and respiratory disorders can compro-
mise the member’s ability to safely perform essential job
tasks 1,2, 3, 4,5, 7,9, and 13.

9.7.3 1If the member has any lung, chest wall, or respiratory
disorders, the member shall be individually evaluated in accor-
dance with 9.7.4 through 9.7.24 to determine if the disorders
compromise the member’s ability to safely perform the essen-
tial job tasks.

9.7.4 Tracheostomy.

9.7.4.1 Physician Evaluation. Tracheostomy compromises the
member’s ability to safely wear SCBA (essendal job task 2), com-
municate effectively due to oropharyngeal dysfunction (essential
job task 12), and effectively clear secretions or inhaled particulate
matter (essential job task 3), and the physician shall report the
applicable job limitations to the fire department.

9.7.4.2 Physician Guidance. The physician shall consider that
a member with a history of tracheostomy that is now sealed
and without persistent respiratory disease or dysfunction does
not prevent safe performance of essential job tasks.

9.7.5 Chronic Cough.

9.7.5.1 Physician Evaluation. Chronic cough with or without
hemoptysis might compromise the member’s ability to safely
wear SCBA (essential job task 2) and to safely perform in an
irritant environment (essential job task 3), and after further
evaluation and a final medical determination of the member’s
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condition, the physician shall report any applicable job limita-
tions to the fire department.

9.7.5.2 Physician Guidance. The physician shall consider the
severity of the cough, the impact of irritants and SCBA use on
cough severity, and the impact of cough severity on the ability to
safely wear SCBA and perform strenuous exertion. The cause of
chronic cough and/or hemoptysis needs to be evaluated, as the
underlying conditions can also produce increased work of
breathing, gas exchange abnormalities, or airway hyperreactivity.

9.7.6%* Asthma.

9.7.6.1 Physician Evaluation. Asthma compromises the mem-
ber’s ability to safely perform essential job tasks 1, 2, 8, 4, 5, 7,
9, and 13, and the physician shall report the applicable job
limitations to the fire department, unless the following provi-
51018 are met:

(1) The member denies bronchospasm during exertion,
temperature/humidity extremes, irritant exposures, fire
activities, or hazmat activities.

(2) The member denies the use of bronchodilator rescue medi-
cations during exertion, temperature/humidity extremes,
irritant exposures, fire activities, or hazmat activities.

(3) Areview of the member's fire department records (train-
ing, operations, rehabilitation, and medical) verifies that
no asthmatic episodes have occurred during fire suppres-
sion or hazardous materials operations or training.

(4) Asdefined by the National Heart Lung and Blood Institute’s
Guidelines for the Diagnosis and Management of Asthma,” the
member has mild asthma classified as either “Step One” (no
control medications and requires inhaled bronchodilator
rescue medications for attacks no more than two times per
week) or “Step Two” (daily control medications consisting of
low-close inhaled corticosteroids or cromolyn or oral leukot-
riene receptor antagonists (e.g., Montelukast) and requires
inhaled bronchodilator rescue medications for attacks no
more than two times per week).

(5) The member’s asthma has not required systemic corticos-
teroids, emergency room treatment, or hospital admis-
sion in the last 2 years.

(6) The member shows adequate reserve in pulmonary func-
tion (FVC and FEV, greater than or equal to 90 percent)
and no bronchodilator response measured off all bron-
chodilators on the day of testing.

(7)*The member hias a normal or negative response (less than
20 percent decline in FEV,) from baseline to provocative
challenge testing using cold air, methacholine (PCy,
greater than 8 is considered normal, as response at dose
greater than 8 mg might not be clinically significant), his-
tamine, mannitol, or exercise. For exercise challenge test-
ing, a normal response is a decline in FEV, less than
13 percent from baseline.

(8) The fire department provides and the member agrees to
wear SCBA during all phases of fire suppression (i.e., in-
gress, suppression, overhaul, and egress).

(9) The member has a signed statement from a pulmonary or
asthma specialist, knowledgeable in the essential job tasks
and hazards of fire fighting, that he/she meets the criteria
specified in 9.7.6.1(1) through 9.7.6.1(6) and that the
member can safely perform essential job tasks 1, 2, 3, 4, 5,
7,9, and 13 without the use of bronchodilator “rescue”
medications.

9.7.6.2 Physician Guidance. The physician shall consider the
following when evaluating the member’s asthmatic condition:

(1) Exposures to exertion, temperature extremes, combus-
tion by-products, irritants, and particulate matter are all
potent provokers of asthma attacks.

(2) Bronchodilator medications are not adequate mainte-
nance therapy to control symptoms in the irritant envi-
ronment of the fire ground or hazardous materials inci-
dent scene because their use has not been approved by
the FDA for use on the fire ground or hazardous materials
incident scene and because several studies have implicated
the frequent use of beta-agonists (short- and long-acting
bronchodilators) as an independent predictor or risk for
sudden death and myocardial infarction in the United
States, Canada, Britain, New Zealand, and Australia.

(3) There is a high probability that acute hyperreactvity in
this environment can induce immediate or progressive
clinical asthma (bronchospasm and wheeze) that can lead
to sudden incapacitation from status asthmaticus and/or
cardiac ischemia. There are no studies that support or
deny thatasthma in this environment can be prevented or
adequately controlled by anti-inflammatory medications (in-
haled corticosteroids, cromolyn, leukotriene modifiers). It is
not acceptable to use or rely on bronchodilator medications
for this purpose because in a hazardous environment, SCBA
cannot be removed to use a rescue inhaler, and there are no
studies that support or deny that their use is preventive or
effective in a fire/smoke environment.

The member’s work history, as well as clinical findings on

annual evaluation, should be used as an assessment of the

member’s practical ability to safely perform the essential
job tasks.

(4
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9.7.7* Allergic Lower Respiratory Disorders.

9.7.7.1 Physician Evaluation. Allergic lower respiratory disor-
ders might compromise the member’s ability to safely perform
essential job tasks 1, 2, 3, 4, 5, 7, 9, and 13, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.7.7.2 Physician Guidance. The physician shall consider that
allergic lower respiratory disorder, a term used to define
asthma (clinical reversible bronchospasm), is triggered by a
known allergic insult and once triggered these patients have
demonstrable airway hyperreactivity for weeks to months; it
can be recurrent and/or become permanent.

9.7.8* Chronic Obstructive Airways Diseases.

9.7.8.1 Physician Evaluation. Chronic obstructive airways dis-
eases (chronic bronchitis, emphysema), if moderate to severe
(absolute FEV,/FVC ratio less than or equal to 0.70 and an
FEV, less than 70 percent predicted), compromises the mem-
ber’s ability to safely perform essential job tasks 1, 2, 3, 4, 5, 7,
9, and 13, and the physician shall report the applicable job
limitations to the fire department.

9.7.9 Hypoxemic Disorders.

9.7.9.1 Physician Evaluation. Hypoxemic disorders when mod-
erate to severe (oxygen saturation less than or equal to 90 per-
cent or a Po, less than or equal to 65 mm Hg, measured at rest
and corrected to sea level) or the presence of significant exercise
desaturation (a fall in oxygen saturation by 4 percent from base-
line or to 90 percent or less) compromises the member’s ability
to safely perform essential job tasks 1, 2, 3, 4, 7, and 13, and the
physician shall report the applicable job limitations to the fire
department.
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9.7.9.2 Physician Guidance. The physician shall recognize the
following situations when evaluating the member:

(1) Aresting oxygen saturation of 91 to 93 percent corrected
to sea level requires measurement at exercise to deter-
mine if desaturation (decrease in oxygen saturation by
greater than or equal to 4 percent from baseline or to less
than or equal to 90 percent) occurs.

(2) Hypoxia can be the result of central regulatory disturbances,
obstructive sleep apnea, asthma, chronic obstructive airways
diseases, interstitial lung disease, pulmonary hypertension,
chronic pulmonary embolism, and so forth.

(3) In this environment, gas exchange abnormalities and res-
piratory insufficiency no matter the cause have the poten-
tial for life-threatening sudden incapacitation from car-
diopulmonary insufficiency.

9.7.10 Hypercapnic Disorders.

9.7.10.1 Physician Evaluation. Hypercapnic disorders (elevated
carbon dioxide with serum P, greater than or equal to 45 mm
Hg) found during evaluation of respiratory complaints or disease
compromise the member’s ability to safely perform essential job
tasks 1, 2, 3, 4, 5, 7, and 13, and the physician shall report the
applicable job limitations to the fire department.

9.7.10.2 Physician Guidance. The physician shall consider that
hypercapnia can be the result of central regulatory disturbance,
medications, obstructive sleep apnea, severe asthma, end-stage
chronic obstructive airways diseases, or end-stage interstitial lung
disease. In this environment, gas exchange abnormalities and
respiratory insufficiency no matter the cause have the potential
for life-threatening sudden incapacitation from cardiopulmo-
nary insufficiency.

9.7.11 Pulmonary Hypertension.

9.7.11.1 Physician Evaluation. Pulmonary hypertension com-
promises the member’s ability to safely perform essential job
tasks 1, 3, 4, 7, and 13, and the physician shall report the ap-
plicable job limitations to the fire department. [For further de-
tails see sections on hypoxia (9.7.9), pulmonary embolism (9.7.20),
and cardiac valve dysfunction (9.4.11).]

9.7.12 Tracheal Stenosis.

9.7.12.1 Physician Evaluation. Tracheal stenosis might com-
promise the member’s ability to safely perform essential job
tasks 1,2, 3, 4,5, 7, and 12 if pulmonary dysfunction is reduced
(FVC less than 60 percent of predicted or abnormal inspira-
tory flow volume loop) or if the underlying cause of the steno-
sis prevents the successful and safe performance of the essen-
tial job tasks, and after further evaluation and a final medical
determination of the member’s conditon, the physician shall
report any applicable job limitations to the fire department.

9.7.13 Pulmonary Resection Surgery, Chest Wall Surgery, or
Traumatic Pneumothorax.

9.7.13.1 Physician Evaluation.

9.7.13.1.1 If the member has had pulmonary resection surgery,
chest wall surgery, and/or traumatic pneumothorax, the physi-
cian shall evaluate the member for full recovery from the surgery
with full pulmonary function testing (PFT), including spirom-
etry, lung volumes, diffusion, and hemoglobin oxygen saturation.
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9.7.15.1.2 Abnormal PFTs or decreased gas exchange might
compromise the member’s ability to safely perform essential
jobtasks 1, 2, 3, 4, 7, and 13, and after further evaluation and a
final medical determination of the member’s condition, the
physician shall report any applicable job limitations to the fire
department.

9.7.13.2 Physician Guidance. The physician shall consider the
following when evaluating the member: )

(1) Pulmonary function tests should be performed after ad-
equate healing and pain resolution; generally, this is 4
weeks after thorascopic surgery and 6 to 8 weeks after
open-chest surgery.

(2) Pulmonary function tests should be either normal or
show only a minimal restrictive disorder without evidence
for interstitial disease or gas exchange abnormalities.

(3) Moderate to severe restriction (FVC less than 60 percent of
predicted with an absolute FEV, /FVC ratio greater than or
equal to 0.90) or hypoxia compromises the member’s ability
to safely perform essential job tasks unless a more complete
evaluation of gas exchange and exercise capacity shows the
ability to exercise at a workload of 12 METs without evidence
of exercise hemoglobin oxygen desaturation.

9.7.14* Spontaneous Pneumothorax.

9.7.14.1 Physician Evaluation. Spontaneous pneumothorax,
when present, might compromise the member's ability to safely
perform essential job tasks 1, 2, 3, 4, 7, and 13 due to pain and
dyspnea, and after further evaluation and a final medical deter-
mination of the member’s condition, the physician shall report
any applicable job limitations to the fire department.

9.7.14.2 Physician Guidance. The physician shall consider that
members with a history of spontaneous pneumothorax and
cystic/bullous disease (e.g., as demonstrated on chest CAT scan)
whose essential job task 4 includes SCUBA diving cannot safely
perform this task since pressure changes during diving can in-
duce recurrence.

9.7.15 Fibrothorax, Chest Wall Deformity, and/or Diaphragm
Abnormalities.

9.7.15.1 Physician Evaluation. Fibrothorax, chest wall deformity,
and/or diaphragm abnormalities might compromise the mem-
ber’s ability to safely perform essential job tasks 2, 4, and 7, and
after further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.7.15.2 Physician Guidance. The physician shall consider that
moderate to severe restriction (FVC less than 60 percent of
predicted with an absolute FEV,/FVC ratio greater than or
equal to 0.90) compromises the member’s ability to safely per-
form essential job tasks unless a more complete evaluation of
gas exchange and exercise capacity shows the ability to exer-
cise at a workload of 12 METs without evidence of hypoxia or
exercise hemoglobin oxygen desaturation.

9.7.16* Pleural Effusions.

9.7.16.1 Physician Evaluation. Pleural effusions might compro-
mise the member’s ability to safely perform essential job tasks 2,
4, and 7, and after further evaluation and a final medical deter-
mination of the member’s condition, the physician shall report
any applicable job limitations to the fire department.
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9.7.17 Bronchiectasis and/or Bronchiolitis Obliterans.

9.7.17.1 Physician Evaluation. Bronchiectasis and/or bron-
chiolitis obliterans might compromise the member’s ability to
safely perform essential job tasks 1, 2, 8, 4, 5, and 7, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.7.17.2 Physician Guidance. The physician shall consider that
the ability to safely perform essential job tasks is based on symp-
tom (frequent productive cough, wheezing, and/or dyspnea)
and disease severity (chest CAT scan demonstrating multi-lobar
disease and pulmonary function tests demonstrating moderate
to severe obstructive or restrictive dysfunction or gas exchange
abnormalities).

9.7.18 Interstitial Lung Diseases.

9.7.18.1 Physician Evaluation. Interstitial lung diseases includ-
ing pneumoconiosis (anthracosis, silicosis, asbestosis), hyper-
sensitivity pneumonitis, eosinophilic pneumonitis, idiopathic
pulmonary fibrosis, inhalation pneumonitis, and extensive
pulmonary infections might compromise the member's ability
to safely perform essential job tasks 1, 2, 3, 4, and 7, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.7.18.2 Physician Guidance. The physician shall consider
that moderate to severe restriction (FVC less than 60 percent
of predicted with an absolute FEV, /FVC ratio greater than or
equal to 0.90) compromises the member’s ability to safely per-
form essential job tasks unless a more complete evaluation of
gas exchange and exercise capacity shows the ability to exer-
cise at a workload of 12 METs without evidence of hypoxia or
exercise hemoglobin oxygen desaturation.

9.7.19 Sarcoidosis.

9.7.19.1 Physician Evaluation. Sarcoidosis resulting in moder-
ate or severe pulmonary dysfunction, significant visual impair-
ment, cardiac dysfunction (cardiomyopathy or arrhythmia) at
rest or exercise, other moderate to severe end-organ dysfunc-
tion, or the need for current treatment with systemic corticos-
teroids compromises the member's ability to safely perform
essential job tasks 1, 2, 3,4, 7, 8, and 13, and the physician shall
report the applicable job limitations to the fire department.

9.7.19.2 Physician Guidance. The physician shall consider the
following when evaluating a member with sarcoidosis:

(1) Most patients with sarcoidosis are asymptomatic with ab-
normal chest imaging studies but normal function.

(2) If functional assessment by individual examination, pul-
monary function tests, ECG, and echocardiogram are
normal, the member is capable of safely performing es-
sential job tasks.

(3) Moderate to severe restriction (FVC less than 60 percent of
predicted with an absolute FEV, /FVC ratio greater than or
equal to 0.90) compromises the member’s ability to safely
perform essential job tasks unless a more complete evalua-
tion of gas exchange and exercise capacity shows the ability
to exercise at a workload of 12 METs without evidence of
exercise hemoglobin oxygen desaturation.

(4) Cardiac function should be formally assessed with
echocardiography and ECG.

9.7.20 Pulmonary Embolism.
9.7.20.1 Physician Evaluation.

9.7.20.1.1 Acute, recent, recurrent, or chronic pulmonary
embolism requiring anticoagulation compromises the mem-
ber's ability to safely perform essential job task 8, and the phy-
sician shall report the applicable job limitations to the fire
department.

9.7.20.1.2 Moderate to severe pulmonary dysfunction (re-
striction or gas exchange abnormalities) or pulmonary hyper-
tension is rare but if present compromises the member’s abil-
ity to safely perform essential job tasks 1, 2, 4, and 7, and the
physician shall report the applicable job limitations to the fire
department.

9.7.21 Disorders of Respiratory Regulation.

9.7.21.1 Physician Evaluation. Disorders of respiratory regula-
tion can result in gas exchange abnormalities that might compro-
mise the member’s ability to safely perform essential job tasks 1,
2.4, 7, and 9, and after further evaluation and a final medical
determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.

9.7.21.2 Physician Guidance. The physician shall consider that
conditions including but not limited to obstructive sleep apnea,
central apnea, and disordered central breathing regulation re-
quire evaluation of medical history, physical exam, pulmonary
function tests, gas exchange, exercise tests, sleep tests, and other
tests as deemed necessary.

9.7.22 Cystic Lung Diseases.
9.7.22.1 Physician Evaluation.

9.7.22.1.1 Cystic lung diseases (e.g., congenital bullous disease,
pneumatocele, blebs, cystic fibrosis) with significant abnormali-
ties on chest film or moderate to severe pulmonary dysfunction
(FVCless than 60 percent predicted or gas exchange abnormali-
ties) compromise the member’s ability to safely perform essental
Jjob tasks 1, 2, and 4, and the physician shall report the applicable
job limitations to the fire department.

9.7.22.1.2 Members shall be restricted from SCUBA diving if
disease is moderate to severe on chest CAT imaging, even if
pulmonary function tests are normal.

9.7.23 Tuberculosis. See Section 9.8.
9.7.24 Lung Cancer. See Section 9.17.
9.7.25 Lung Transplant.

9.7.25.1 Physician Evaluation. Lung function post-lung trans-
plantation shall be considered as compromising a member’s
ability to safely perform essential job tasks (1, 2, 4, 5, 6, 7, 8, 9,
10, 13).

9.8 Infectious Diseases.

9.8.1 Infectious diseases shall include systemic, local, acute,
and chronic infections as well as post-infectious processes.

9.8.2 When evaluating a member for infectious diseases, the
physician shall consider the following:

(1) Many infections interfere with control of body tempera-
ture, hydration, and nutritional status.
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(2) Many infections also produce severe pain, muscle weak-
ness, compromise mobility, and/or ability to safely per-
form heavy physical exertion.

(3) Members must be able to safely interact with other fire
fighters and civilians without posing a significant public
health risk due to contagious disease.

{4) Acute and/or self-limited infectious processes can re-
quire temporary work restriction. Examples include influ-
enza or upper respiratory tract infection, which can inter-
fere with safe performance of essential job tasks 2 and 3,
or acute dermatitis, which would interfere with safe per-
formance of essential job task 3.

(5) Following resolution of these acute processes, members
can return to full duty.

9.8.3 If the member has any infectious diseases, the member
shall be individually evaluated in accordance with 9.8.4
through 9.8.12 to determine if the diseases compromise the
member’s ability to safely perform the essential job tasks.

9.8.4 Skin Infections and Draining Ulcers or Cysts.

9.8.4.1 Physician Evaluation. Skin infections and draining ul-
cers or cysts might compromise the member’s ability to wear
PPE (essential job tasks 2 and 5) or present too high a risk for
exposure to infectious agents and toxins (essential job task 3),
and after further evaluation and a final medical determina-
tion of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.8.5 Upper or Lower Respiratory Infections.

9.8.5.1 Physician Evaluation. Upper or lower respiratory in-
fections that result in excessive cough, inability to use SCBA,
or pulmonary dysfunction might compromise the member’s
ability to safely perform essential job tasks 1, 2, 3, 4, 5, and 7,
and after further evaluation and a final medical determina-
tion of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.8.6 Ear Infections.

9.8.6.1 Physician Evaluation. Ear infections that interfere with
balance and/or hearing might compromise the member’s ability
to safely perform essential job tasks 8 and 12, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.8.7 Gastrointestinal Infections.

9.8.7.1 Physician Evaluation. Gastrointestinal infections includ-
ing parasites that result in dehydration or frequent use of toilet
facilities at least temporarily might compromise the member’s
ability to safely perform essential job tasks 1, 5, 8, and 9, and after
further evaluation and a final medical determination of the
member's condition, the physician shall report any applicable
job limitations to the fire department.

9.8.8 Kidney or Urinary Infections.

9.8.8.1 Physician Evaluation. Kidney or urinary infections that
result in dehydration or the frequent use of toilet facilities might
compromise the member’s ability to safely perform essential job
tasks 1, 5, and 9, and after further evaluation and a final medical
determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.
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9.8.9* Infection That Results in Dizziness, Weakness, Signifi-
cant Weight Loss, or Pain.

9.8.9.1 Physician Evaluation. Any infection that results in diz-
ziness, significant weakness, significant weight loss, or signifi-
cant pain limiting functional capacity compromises the mem-
ber’s ability to safely perform essential job tasks 1, 5, 8, and 9,
and the physician shall report the applicable job limitations to
the fire department.

9.8.10* Active Pulmonary Tuberculosis.

9.8.10.1 Physician Evaluation. Active pulmonary tuberculosis,
by posing a public health risk to the community and other
members, compromises the member’s ability to safely per
form essential job tasks 2, 4, 5, and 12, and the physician shall
report the applicable job limitations to the fire department.

9.8.11* Hepatitis.

9.8.11.1 Physician Evaluation. Hepatitis, specifically infectious
diseases of the liver caused by viruses including but not limited to
A, B, G, D, and E, and the wreatment of hepatits might compro-
mise the member’s ability to safely perform essential job tasks 1,
2,4,5,7,9, and 13, and after further evaluation and a final medi-
cal determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.

9.8.11.2 Physician Guidance. Medical management of mem-
bers following occupational exposure or development of any
viral hepatitis shall conform to the current CDC guidelines,
which includes recommendatons for restriction from various
types of duty. [See 7.7.8(2).]

9.8.12% Human Immunodeficiency Virus (HIV) Infection.

9.8.12.1 Physician Evaluation. If the member has been diag-
nosed with human immunodeficiency virus (HIV) infection,
the physician shall evaluate the member to determine if the
member can perform the essential job tasks.

9.8.12.1.1 AIDS and significant organ damage or dysfunction
resulting from HIV infection compromise the member's abil-
ity to safely perform essential job tasks 1, 2, 4, 5, 7, 8, and 9 due
to debilitation, and the physician shall report the applicable
Jjob limitations to the fire department.

9.8.12.1.2 Anemia, cardiopulmonary dysfunction, or neuro-
logic dysfunction compromises the member’s ability to safely
perform essential job tasks 1, 2, 3, 4, 5, 7, 9, and 13, and the
physician shall report the applicable job limitations to the fire
department.

9.8.12.1.3 Peripheral neuropathy compromises the member’s
ability to safely perform essential job tasks 1, 3, and 5, and the
physician shall report the applicable job limitatons to the fire
department.

9.8.12.1.4 Dementia compromises the member’s ability to
safely perform essential job tasks 1, 11, and 12, and the physician
shall report the applicable job limitations to the fire department

9.9* Spine Disorders.

9.9.1 Spine disorders shall include conditions of the cervical,
thoracic, and lumbosacral spine such as strains, fractures, and
discogenic disease as well as cord, cauda equina, and paraspinous
syndromes.
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9.9.2 When evaluating a member for spine disorders, the
physician shall consider the following:

(1) Fire fighters with active, ongoing, or recurrent spinal dis-
orders can have difficulty due to reduced motor strength,
sensation, and flexibility as well as problems with fatigue,
coordination, gait, and equilibrium.

(2) The personal protective ensemble and SCBA can place
the fire fighter’s spine at a biomechanical disadvantage
due to added weight and altered center of gravity.

9.9.3 If the member has any spine disorders, the member shall
be individually evaluated in accordance with 9.9.4 through 9.9.9
to determine if the disorders compromise the member’s ability
to safely perform the essential job tasks.

9.9.4 Spinal Fusion.

9.9.4.1 Physician Evaluation. Spinal fusion that results in in-
stability or reduced mobility, strength, range of motion, or
persistent pain compromises the member’s ability to safely
perform essential job tasks 1, 2, 4, 5, 6, 7, 8, and 13, and the
physician shall report the applicable job limitations to the fire
department.

9.9.5 Ankylosing Spondylitis.

9.9.5.1 Physician Evaluation. Ankylosing spondylitis might
compromise the member’s ability to safely perform essential job
tasks 1, 2, 4, 5, 6, 7, and 8, and after further evaluation and a final
medical determination of the member’s condition, the physician
shall report any applicable job limitations to the fire department.

9.9.6 Spinal Condition with Significant Radiculopathy.

9.9.6.1 Physician Evaluation. Spinal condition with significant
radiculopathy resulting in peripheral motor weakness, loss of
strength, loss of sensation, and loss of reflexes affecting endur-
ance, strength, flexibility, pain, and/or gait disturbances compro-
mises the member’s ability to safely perform essential job tasks 1,
2,4,5,6, 7,8, and 13, and the physician shall report the appli-
cable job limitations to the fire department.

9.9.7 Use of Narcotics or Muscle Relaxants.

9.9.7.1 Physician Evaluation. The use of narcotics or muscle
relaxants to treat any spinal condition compromises the mem-
ber’s ability to safely perform essential job tasks 1, 2, 4, 5, 6, 7,
8, and 13, and the physician shall report the applicable job
limitations to the fire department.

9.9.7.2 Physician Guidance. The physician shall consider that
medication-induced somnolence, discoordination, and/or
disequilibrium compromise a member's ability to safely oper-
ate in hazardous environments.

9.9.8 Spine Structural Abnormality, Fracture, or Dislocation.

9.9.8.1 Physician Evaluation. Spine structural abnormality, frac-
ture, or dislocation that causes progressive or recurrent impair-
ment might compromise the member’s ability to safely perform
essential job tasks 1, 2, 4, 5, 6, 7, 8, and 13 due to limitations of
endurance, strength, flexibility, or pain, and after further evalua-
tion and a final medical determination of the member’s condi-
ton, the physician shall report any applicable job limitations to
the fire department.

9.9.8.2 Physician Guidance. The physician shall consider that
spinal structural abnormality, a fracture, or a dislocation can

also result in ligament instability, increasing the risk for future
dislocation and neurologic compromise.

9.9.9 Herniation of Nucleus Pulposus.

9.9.9.1 Physician Evaluation. Herniation of nucleus pulposus
or a history of laminectomy, discectomy, or single-level fusion
might compromise the member’s ability to safely perform es-
sential job tasks 1, 2, 4, 5, 6, 7, 8, and 13 due to pain or limita-
tions of endurance, strength, or flexibility, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.10* Orthopedic Disorders.

9.10.1 Orthopedic disorders shall include injuries and ill-
nesses involving upper extremities, pelvis, and lower extremi-
ties including nerves, muscles, tendons, joints, and bones.

9.10.2 When evaluating a member for orthopedic disorders,
the physician shall consider the following:

(1) Fire fighters with active, ongoing, or recurrent orthope-
dic disorders can have difficulty due to reduced motor
strength, sensation, and flexibility as well as problems
with fatigue, coordination, gait, and equilibrium.

(2) The personal protective ensemble and SCBA can place
the fire fighter’s involved extremity (upper or lower) at a
biomechanical disadvantage due to added weight and al-
tered center of gravity.

(3) Certain medications (narcotics and muscle relaxants) used
to treat orthopedic conditions can produce or worsen som-
nolence, discoordination, and disequilibrium.

9.10.3 If the member has any orthopedic disorders, the mem-
ber shall be individually evaluated in accordance with 9.10.4
through 9.10.20 to determine if the disorders compromise the
member’s ability to safely perform the essential job tasks.

9.10.4 Amputation of Arm, Hand, or Thumb.

9.10.4.1 Physician Evaluation. Amputation of an arm, hand,
or thumb compromises the member’s ability to safely perform
essential job tasks 1, 2, 6, 7, and 8, and the physician shall
report the applicable job limitations to the fire department.

9.10.4.2 Physician Guidance. When evaluating a member with
an amputation of the arm, hand, or thumb, the physician shall
consider the following:

(1) The amputation of these limbs or joints impairs grip and
other physical abilities required to safely perform essen-
tial job tasks.

(2) Prosthetic limbs do not provide adequate function to safely
perform these essential job tasks rapidly in a life-threatening,
unforgiving environment.

9.10.5 Amputation of Leg.

9.10.5.1 Physician Evaluation. Amputation of a leg above the
knee compromises the member’s ability to safely perform es-
sential job tasks 1, 4, 6, 7, and 8, and the physician shall report
the applicable job limitations to the fire department.

9.10.5.2 Physician Guidance. When evaluating a member
with an amputation of a leg (above or below the knee) or
entire foot, the physician shall consider the following:

(1) The amputation of these limbs or joints significantly im-
pacts ambulation and other weight-bearing activities re-
quired to safely perform essential job tasks.
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(2) Prosthetic limbs might not provide adequate function to
safely perform these essential job tasks in an immediately
dangerous to life and health (IDLH) environment.

(3) To safely perform the essential job tasks in Chapter 5, an
incumbent with a below-the-knee (BKA) amputation and
a state-of-the-art prosthesis shall meet all of the following
requirements:

(a) Astable, unilateral BKA with at least the proximal third
of the tibia present for a strong and stable attachment
point with the prosthesis

(b) Fitted with a prosthesis that will tolerate the condi-
tions present in structural firefighting, when worn in
conjunction with standard fire fighting PPE

(c) Atleast 6 months of prosthetic use in a variety of physi-
cally demanding activities with no functional difficulties

(d) The amputee limb is healed with no significant in-
flammation, persistent pain, necrosis, or indications
of instability at the amputee limb attachment point

(e) Demonstrates no disabling psychosocial issues per-
taining to the loss of limb and/or use of prosthesis

(f) Evaluated by a prosthetist or orthopedic specialist
with expertise in the fitting and function of prosthetic
limbs who concurs that the candidate can complete
all essential job tasks listed in Chapter 9, including
wearing personal protective ensembles and SCBA
while climbing ladders, operating from heights, and
walking or crawling in the dark along narrow and un-
even surfaces that might be wet or icy

9.10.6 Amputation of Finger(s) Other than Thumb.

9.10.6.1 Physician Evaluation. Amputation of finger(s) other
than a thumb might compromise the member’s ability to
safely perform essential job tasks 1, 2, 6, 7, and 8, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.10.6.2 Physician Guidance. The physician shall consider
that the amputation of these limbs or joints might interfere
with grip and other physical abilities required to safely per-
form essental job tasks.

9.10.7 Amputation of Partial Foot or Toe(s).

9.10.7.1 Physician Evaluation. Amputation of a partial foot or
toe(s) might compromise the member’s ability to safely per-
form essential job tasks 1, 4, 6, 7, and 8, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.10.7.2 Physician Guidance. The physician shall consider that
the amputation of these limbs or joints might prevent ambula-
tion and other physical abilities required to safely perform essen-
tial job tasks.

9.10.8 Dislocation of a Joint.

9.10.8.1 Physician Evaluation. Single episode of joint disloca-
tion or dislocation with residual limitation of motion (de-
pending upon degree) might compromise the member’s abil-
ity to safely perform essential job tasks 1, 2, 4, 6, 7, and 8, and
after further evaluation and a final medical determination of
the member’s condition, the physician shall report any appli-
cable job limitations to the fire department.

9.10.8.2 Physician Guidance. The physician shall consider that
successful surgery for shoulder dislocation, if range of motion
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and strength were intact, would not interfere with the safe perfor-
mance of essential job tasks.

9.10.9 Recurrent Joint Dislocation of a Major Joint.

9.10.9.1 Physician Evaluation. Recurrent joint dislocation of a
major joint (e.g., shoulder) compromises the member’s ability
to safely perform essential job tasks 1, 2, 4, 6, 7, and 8, and the
physician shall report the applicable job limitations to the fire
department.

9.10.9.2 Physician Guidance. When evaluating a member for
recurrent joint dislocation, the physician shall consider the
following:

(1) Unrepaired, repeated joint dislocations indicate an un-
stable shoulder or hip, which can easily dislocate leading
to sudden incapacitation, placing the member or the per-
son depending on the member at life-threatening risk.

(2) Postsurgical repair, the member can safely perform es-
sential job tasks if joint exam shows full functional mo-
tion, strength, and stability.

9.10.10 Ligament and/or Meniscus Knee Disease.

9.10.10.1 Physician Evaluation. Ligament and/or meniscus
knee disease with symptoms of locking, buckling, or giving-
way compromises the member’s ability to safely perform
essential job tasks 1, 4, 6, 7, and 8, and the physician shall
report the applicable job limitations to the fire department.

9.10.10.2 Physician Guidance. When evaluating 2 member for
ligament and/or meniscus knee disease, the physician shall con-
sider the following:

(1) Ligament and/or meniscus knee disease can lead to sud-
den incapacitation, placing the member or the person
depending on the member at life-threatening risk.

(2) Post-surgical repair, the member can safely perform es-
sential job tasks if joint exam shows full functional mo-
tion, strength, and stability.

9.10.11 Joint Replacements or Artificial Joints.

9.10.11.1 Physician Evaluation. Joint replacements or artifi-
cial joints compromise the member’s ability to safely perform
essential job tasks 1, 4, 6, 7, and 8, and the physician shall
report the applicable job limitations to the fire department.

9.10.11.2 Physician Guidance. When evaluatinga member with
joint replacements or artificial joints, the physician shall verify
that all of the following conditions are met:

(1) Normal range of motion without history of dislocations
postreplacement

(2) Repetitive and prolonged pulling, bending, rotations, kneel-
ing, crawling and climbing without pain or impairment

(3) No limiting pain

(4) An evaluation by an orthopedic specialist concurring that
the incumbent can complete all essential job tasks listed
in Chapter 9

9.10.12 Limitation of Joint Motion.

9.10.12.1 Physician Evaluation. Limitaton of joint motion (de-
pending upon degree) might compromise the member’s ability
to safely perform essential job tasks 1, 2, 4, 6, 7, and 8 due o
reduced flexibility, and after further evaluation and a final medi-
cal determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.
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9.10.13 Joint Reconstruction.

9.10.13.1 Physician Evaluation. Joint reconstruction in cases
where there is significant residual limitation of motion or
strength compromises the member’s ability to safely perform
essential job tasks 1, 4, 6, 7, and 8, and the physician shall
report the applicable job limitations to the fire department.

9.10.13.2 Physician Guidance. The physician shall consider
that surgery for a torn anterior cruciate ligament or meniscus
can interfere with safe performance of essential job tasks 1, 4,
6, 7, and 8 if quadriceps strength is reduced or if the knee is
unstable or develops pain or swelling when stressed.

9.10.14 Fractures.

9.10.14.1 Physician Evaluation. Fracture(s) might compromise
the member’s ability to safely perform essential job tasks 1, 4, 6, 7,
and 8, and after further evaluation and a final medical determi-
nation of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.10.14.2 Physician Guidance. When evaluating a member
with a fracture, the physician shall consider the following:

(1) Fractures, including hip fractures requiring internal fixa-
tion, should not interfere with safe performance of essen-
tial job tasks as long as the radiograph demonstrates heal-
ing and exam is normal.

(2) Non-union fractures are not healed, and members cannot
safely perform essential job tasks 1, 4, 6, 7, and 8 until
union is achieved.

9.10.15 Appliances.

9.10.15.1 Physician Evaluation. Appliances (screws, pins,
and/or metal plates) might compromise the member’s ability
to safely perform essential job tasks 1, 4, 6, 7, and 8, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.10.15.2 Physician Guidance. When evaluating a member
with appliances, the physician shall consider the following:

(1) If the appliances are superficial, they could lead to perfo-
ration of the skin under the normal abrasive conditions of
fire fighting.

(2) If the underlying condition responsible for the surgical
implantation has healed, surgical consultation is advised
to determine the risk-benefit analysis for removing the
appliance.

(3) After removing the appliance, radiographic evidence of
bone healing at approximately 6 months post-removal
should be obtained before the member is allowed to
safely perform the essential tasks.

9.10.16 Bone Grafts.

9.10.16.1 Physician Evaluation. Bone grafts might compromise
the member’s ability to safely perform essential job tasks 1, 4, 6, 7,
and 8, and after further evaluation and a final medical determi-
nation of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.10.16.2 Physician Guidance. The physician shall consider
that bone grafts, if well healed, do not interfere with the safe
performance of job tasks as long as the radiograph demon-
strates healing and the exam is normal.

9.10.17 Chronic Osteoarthritis or Traumatic Arthritis.

9.10.17.1 Physician Evaluation. Chronic osteoarthritis or trau-
matic arthritis resulting in frequent episodes of pain and/or re-
duced range of motion, strength, or endurance compromises
the member’s ability to safely perform essential job tasks 1, 4,6, 7.
and 8, and the physician shall report the applicable job limita-
tions to the fire department.

9.10.18 Inflammatory Arthritis.

9.10.18.1 Physician Evaluation. Inflammatory arthritis (in cases
where it is severe, recurrent, or a progressive illness or associated
with deformity or limitation of range of motion), which can re-
sult in frequent episodes of pain, reduced strength, and recuced
flexibility, compromises the member’s ability to safely perform
essential job tasks 1, 4, 6, 7, and 8, and the physician shall report
the applicable job limitations to the fire department.

9.10.19 Reflex Sympathetic Dystrophy.

9.10.19.1 Physician Evaluation. Reflex sympathetic dystrophy
where pain is severe, narcotics or muscle relaxants are re-
quired, or strength/flexibility is limited compromises the
member’s ability to safely perform essential job tasks 1, 4, 6, 7,
and 8, and the physician shall report the applicable job limita-
tions to the fire department.

9.10.20 Osteomyelitis or Septic Arthritis.

9.10.20.1 Physician Evaluation. Osteomyelitis or septic arthri-
tis, if active and causing pain, local drainage, systemic infec-
tion, and/or increased risk for pathologic or traumatic frac-
tures, compromises the member’s ability to safely perform
essential tasks 1, 4, 6, 7, and 8, and the physician shall report
the applicable job limitations to the fire department.

9.11 Disorders Involving the Gastrointestinal Tract and Ab-
dominal Viscera.

9.11.1 Disorders involving the gastrointestinal (GI) tract and
abdominal viscera shall include conditions of the abdominal wall
and peritoneum, as well as esophagus, stomach, small bowel, co-
lon, mesenteric structures, and intra-abdominal organs.

9.11.2 If the member has any disorders involving the gas-
trointestinal tract and abdominal viscera, the member shall be
individually evaluated for the likelihood of inadequate nutri-
tion, a propensity for symptomatic dehydration, anemia, or
incapacitating pain syndromes.

9.11.3 Where the following GI disorders result in the compli-
cations defined in 9.11.2, the physician shall evaluate the
member’s ability to safely perform essential job tasks 1, 4, 6, 7,
9, and 13, and after the evaluation and a final medical deter-
mination of the member’s condition, the physician shall re-
port any applicable job limitations to the fire department:

(1) Cholecystitis

(2) Gastritis

(3) GI bleeding

(4) Inflammatory bowel disease or irritable bowel syndrome

(5) Intestinal obstruction

(6) Pancreatitis

(7) Diverticulitis

(8) History of gastrointestinal surgery

(9) Gastric or other GI ulcers, including Zollinger-Ellison
syndrome

(10) Cirrhosis
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(11) Splenectomy, if healed, does not compromise the mem-
ber’s ability to safely perform essential job tasks. To pre-
vent infections, Pneumovax is recommended art regular
intervals.

(12) Hernias, such as the following:

(a) Hernias of the abdominal wall, especially inguinal and
femoral hernias, might compromise the member’s
ability to safely perform essential job tasks 1, 4, 6, 7, and
13 due to the risk of incarceration and bowel strangu-
lation during heavy exertion and lifting.

(b) Large ventral hernias have a low risk of incarcera-
tion but can weaken the abdominal wall muscula-
ture and might compromise the member’s ability to
safely perform essential job tasks 1, 4, 6, and 7.

(c) Umbilical hernias that are small and asymptomatic
will not generally interfere with fire-fighting duties.

(d) Abdominal wall hernias at any site that have been
surgically corrected do not prevent otherwise quali-
fied members from safely performing essential fire-
fighting tasks, provided the incision site is well
healed and the surgeon has cleared the member for
full lifting.

9.12 Medical Conditions Involving Head, Eyes, Ears, Nose,
Neck, or Throat.

9.12.1%* Physician Evaluation.

9.12.1.1 If the member has any medical conditions involving
the head, eyes, ears, nose, neck, or throat, the member shall
be individually evaluated for conditions that interfere with the
member’s ability to comfortably wear and be protected by the
fire fighter’s protective ensemble and that might compromise
the member’s ability to safely perform essential job tasks 2, 4,
5,and 13.

9.12.1.2 After the evaluation and a final medical determina-
tion of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.12.2 Physician Guidance. When evaluating a member with
medical conditions involving the head, eyes, ears, nose, neck,
or throat, the physician shall consider the following:

(1) Deformities of the skull associated with evidence of dis-
ease of the brain, spinal cord, or peripheral nerves can
result in the potential for sudden incapacitation and the
inability to properly wear protective equipment.

(2) Contraction of head and neck muscles can interfere with
wearing of protective equipment, impair speech, or other-
wise compromise a member’s ability to safely perform es-
sential job tasks.

9.12.3 Disorders of the Eyes or Vision.

9.12.3.1* Physician Evaluation. Disorders of the eyes or vision
including the following might compromise the member’s abil-
ity to safely perform essential job tasks 6, 8, 10, and 11, and
after further evaluation and a final medical determination of
the member’s condition, the physician shall report any appli-
cable job limitations to the fire department:

(1)*Far visual acuity worse than 20/40 binocular corrected
with contact lens or spectacles, and far visual acuity uncor-
rected worse than 20/100 binocular for wearers of hard
contacts or spectacles, compromises a member’s ability to
safely perform essential job tasks 6, 8, 10, and 11. Success-
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ful soft contact lens wearers shall not be subject to the
uncorrected standard.

(2)*Monocular vision, stereopsis without fusional capacity, in-
adequate depth perception, or loss of peripheral vision
(greater than 110 degrees on confrontation) compro-
mises the member’s ability to safely perform essential job
task 10.

(3) Peripheral vision in the horizontal meridian of less than
110 degrees in the better eye or any condition that signifi-
cantly affects peripheral vision in both eyes.

9.12.3.2 Physician Guidance. The physician shall consider
that new monocular vision requires a minimum of 6 months
for depth perception accommodation in order to safely per-
form other essential job tasks.

9.12.4 Abnormal Hearing.

9.12.4.1* Physician Evaluation. Abnormal hearing requiring a
hearing aid, cochlear implant, or impairing a member’s ability
to hear and understand the spoken voice under conditions of
high background noise, or hear, recognize, and directionally
locate cries or audible alarms, compromises the member’s
ability to safely perform essential job tasks 2, 6, 8, 10, 12, and
13, and the physician shall report the applicable job limita-
tions to the fire department.

9.12.5 Vertigo, Ataxia, or Disturbance of Gait and Balance.

9.12.5.1* Physician Evaluation. Any condition causing chronic
or recurring vertigo, ataxia, or other disturbance of gait and
balance compromises the member’s ability to safely perform
essential job tasks 1, 8, 10, and 13, and the physician shall
report the applicable job limitations to the fire department.

9.12.6 Nose, Nasopharynx, Oropharynx, or Dental Structures.

9.12.6.1*% Physician Evaluation. Any deformity or disease of
the nose, nasopharynx, oropharynx, or dental structures, in-
cluding anosmia and sinusitis, might compromise the mem-
ber’s ability to safely perform essential job tasks 2, 3, 5, 8, 12,
and 13, and after further evaluation and a final medical deter-
mination of the member’s condition, the physician shall re-
port any applicable job limitations to the fire department.

9.12.6.2* Physician Guidance. Obstructive sleep apnea, if not
properly treated, might compromise the member’s ability to
safely perform essental job tasks 2, 8, 5, 8, 12, and 13, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
job limitations to the fire department.

9.13* Neurologic Disorders.

9.13.1 Neurologic disorders shall refer to ongoing, chronic,
or recurrent disorders that impair an individual’s neurologi-
cal functions, including central regulation, cognitive abilities,
strength, perception, reflexes, coordination, gait, and equilib-
rum.

9.13.2 If the member has any neurologic disorder that signifi-
cantly impairs the member’s neurologic functions, including
central regulation, cognitive abilities, strength, perception, re-
flexes, coordination, gait, and equilibrium, the member shall
be individually evaluated in accordance with 9.13.3 through
9.13.11 to determine if the disorders compromise the mem-
ber’s ability to safely perform the essential job tasks.

9.13.3 Ataxias.

9.13.3.1 Physician Evaluation. Ataxias of the hereditary or de-
generative type compromise a member’s ability to safely per-
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form essential job tasks 1, 4, 6, 7, and 8, and the physician shall
report the applicable job limitations to the fire department.

9.13.4 Cerebral Arteriosclerosis.

9.13.4.1* Physician Evaluation. Cerebral arteriosclerosis as evi-
denced by documented episodes of focal, reversible, or neuro-
logical impairment might interfere with the member’s ability
to safely perform essential job tasks 1 through 13, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable
Jjob limitations to the fire department.

9.13.4.1.1 Cerebral arteriosclerosis as evidenced by docu-
mented episodes of focal, reversible, or neurological impair-
ment, if irreversible, compromises the member’s ability to safely
perform essential job tasks 1 through 13, and the physician shall
report the applicable job limitations to the fire department.

9.13.4.1.2 Cerebral arteriosclerosis as evidenced by docu-
mented episodes of focal, reversible, or neurological impair-
ment, if requiring anticoagulation treatment, compromises
the member’s ability to safely perform essential job task 8, and
the physician shall report the applicable job limitations to the
fire department.

9.13.5 Neuromuscular, Demyelinating, and Other Progressive
Neurologic Diseases.

9.13.5.1* Physician Evaluation. Neuromuscular, demyelinating,
and other progressive neurologic diseases compromise the mem-
ber’s ability to safely perform essential job tasks 1, 4, 6, 7, 8, 12,
and 13, and the physician shall report the applicable job limita-
tions to the fire department, unless the member is free of clinical
disease for 3 years and annual evaluation by a specialist concludes
that cognitive function and neurologic exam are normal and the
member is on no drugs that can impair job function.

9.13.5.2 Physician Guidance. The physician shall consider that
this category refers to but is not limited to multiple sclerosis, my-
asthenia gravis, muscular dystrophies, Huntington’s chorea,
amyotrophic lateral sclerosis, and bulbar palsy.

9.15.6 Single Unprovoked Seizure and Epileptic Conditions.

9.15.6.1* Physician Evaluation. Single unprovoked seizure and
epileptic conditions, including simple, partial complex, general-
ized, and psychomotor seizure disorders, compromise the mem-
ber’s ability 1o safely perform essential job tasks 8, 9, 10, 11, and
13, and the physician shall report the applicable job limitations to
the fire department unless the member meets all of the following
provisions:

(1) The member has had no seizures for 1 year off all anti-
epileptic medication or has been 5 years seizure free on a
stable medical regimen.

(2) Neurologic examination is normal.

(3) Imaging (CAT or MRI scan) studies are normal.

(4) Awake and asleep EEG studies with photic stimulation
and hyperventilation are normal.

(5) A definitive statement from a qualified neurological special-
ist verifies that the member meets the criteria specified in
9.13.6.1(1) through 9.13.6.1(4) and that the member can
safely perform the essential job tasks of fire fighting.

9.18.7 Cerebral Vascular Bleeding.

9.13.7.1% Physician Evaluation. Cerebral vascular bleeding com-
promises the member’s ability to safely perform essential job
tasks 1, 4, 6, 7, 8, 9, 10, 11, 12, and 13, and the physician shall
report the applicable job limitations to the fire department un-

less the cause of bleeding is surgically corrected, exam (including
blood pressure) is normal, and studies (imaging and EEG) are
normal off anticonvulsants.

9.13.8 Head Trauma.

9.13.8.1* Physician Evaluation. Head trauma including con-
cussion, brain contusion, subarachnoid hemorrhage, subdu-
ral, and/or epidural hematoma might compromise the mem-
ber’s ability to safely perform essential job tasks 1 through 13,
and after further evaluation and a final medical determina-
tion of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.13.8.2 Physician Guidance. The physician shall consider
having the member evaluated and cleared to return to duty by
a qualified neurosurgeon or neurologist following significant
head trauma.

9.13.9 CNS Tumors.

9.13.9.1 Physician Evaluation. CNS tumors, depending on
their location and the size of the mass, might compromise the
member’s ability to safely perform essential job tasks 1 through
13, and after further evaluation and a final medical determina-
tion of the member’s condition, the physician shall report any
applicable job limitations to the fire department.

9.13.9.2 Physician Guidance. The physician shall consider
that after successful resection of a CNS tumor a member can
safely return to duty with a neurosurgeon’s certification if
exam and imaging studies are normal (except for surgical
site) and EEG shows no epileptic activity off all anti-convulsant
medications.

9.13.9.2.1 Where applicable, metastatic workup shall be
negative.

9.13.10 Parkinson’s and Other Diseases with Tremor.

9.13.10.1 Physician Evaluation. Parkinson’s and other diseases
with functionally significant tremor or abnormal gait or balance
compromise the member’s ability to safely perform essential job
tasks 1, 2,4, 5, 6, 7, 8, and 9, and the physician shall report the
applicable job limitations to the fire department.

9.13.10.2 Physician Guidance.

9.13.10.2.1 The physician shall evaluate gait, balance, move-
ment, and medications required to maintain function.

9.13.10.2.2 The impact of the operational environment in-
cluding heat, hazards, stress, and exertion shall be considered
and specifically addressed.

9.13.11 Progressive Dementia.

9.13.11.1 Physician Evaluation. Progressive dementia (e.g.,
Alzheimer’s) compromises the member’s ability to safely per-
form essential job tasks 1 through 13, and the physician shall
report the applicable job limitations to the fire department.

9.14* Psychiatric and Psychologic Disorders.

9.14.1 Psychiatric and psychologic disorders shall include
acute, ongoing, chronic, or recurrent disorders that impair
psychological or emotional function.

9.14.2 Psychiatric and psychologic disorders might compro-
mise the member’s ability to safely perform essential job tasks
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1,3,4,5,7,8,11, 12, and 13, and after further evaluation and
a final medical determination of the member’s condition, the
physician shall report any applicable job limitations to the fire
department.

9.15* Substance Abuse.

9.15.1 Substance abuse shall refer to the frequent and/or per-
sistent use of alcohol or other substances causing the following:

(1) Failure to fulfill major obligations either at work or at home
(2) Verifiable physical or emotional harm to the member

(3) Recurrent legal problems

(4) Exacerbation of social and/or other interpersonal problems

9.15.2 If the member has any substance abuse problem, the
member shall be referred for counseling/treatment and indi-
vidually evaluated in accordance with 9.15.3 through 9.15.4 to
determine if the problem compromises the member’s ability
to safely perform the essential job tasks.

9.15.3 DSM IV Criteria.

9.15.3.1 Physician Evaluation. DSM IV criteria for substance
abuse of alcohol and controlled substances compromise the
member’s ability to safely perform essential job tasks 1, 3, 4, 5,
6,7,8,9,10,11, 12, and 13, and the physician shall report the
applicable job limitations to the fire department.

9.15.3.2 Physician Guidance.

9.15.3.2.1 The physician shall use medical evaluations, super-
visory evaluations, and/or performance evaluations coupled
with urine screen and blood toxicology to form a basis for
determining and documenting substance abuse.

9.15.3.2.2 Although there is a high recidivism rate with treat-
ment, members shall be offered counseling/treatment, be-
cause in most cases substance abuse is a medical illness.

9.15.4 Methadone Maintenance.

9.15.4.1 Physician Evaluation. Methadone maintenance in-
terferes with cognitive functions, energy, coordination, and
equilibrium of the member, and therefore compromises the
member’s ability to safely perform essential job tasks 1, 4, 5, 7,
8,10, and 11, and the physician shall report the applicable job
limitations to the fire department.

9.16 Medications.

9.16.1 Medications shall include prescribed and over-the-
counter medications.

9.16.2 When evaluating a member, the physician shall recog-
nize that the medications in Section 9.16 are listed because of
noteworthy side effects that might interfere with the perfor-
mance of essential job tasks.

9.16.3 If the member is taking medications, the member
shall be individually evaluated in accordance with 9.16.4
through 9.16.12 to determine if the medications compromise
the member’s ability to safely perform the essential job tasks.

9.16.4 Anticoagulation.

9.16.4.1 Physician Evaluation. Full-dose or low-dose antico-
agulation or any drugs that prolong prothrombin time, partial
thromboplastin time, or international normalized ratio (INR)
compromise the member’s ability to perform essential job task
8 due to the risk of internal bleeding from trauma with poten-
tial for rapid incapacitation from shock or central nervous sys-

2013 Edition

tem hemorrhage, and the physician shall report the appli-
cable job limitations to the fire department.

9.16.5 Narcotics.

9.16.5.1 Physician Evaluation. Narcotics compromise the mem-
ber's ability to safely perform essential job tasks 1,3, 4, 5, 6,7, 8, 9,
10, 11, 12, and 13 due to alterations in mental status including
vigilance, judgment, and other neurologic functions, and the
physician shall report the applicable job limitations to the fire
department.

9.16.6 Muscle Relaxants.

9.16.6.1 Physician Evaluation. Muscle relaxants compromise
the member’s ability to safely perform essential job tasks 1, 3,
4,5,6,7,8,9,10, 11, 12, and 13 due to alterations in mental
status and other neurologic functions, and the physician shall
report the applicable job limitations to the fire department.

9.16.7 Sedatives and Hypnotics.

9.16.7.1 Physician Evaluation. Sedatives and hypnotics com-
promise the member’s ability to safely perform essential job
tasks 1, 3,4,5,6,7,8,9,10, 11, 12, and 13 due to alterations in
mental status, vigilance, judgment, and other neurologic func-
tions, and the physician shall report the applicable job limita-
tions to the fire department.

9.16.8 Psychiatric Medications.

9.16.8.1 Physician Evaluation. Psychiatric medications might
compromise the member’s ability to safely perform essential
job tasks 5, 8, 11, and 13 due to increased risk of heat stress,
movement disorders, and somnolence, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.16.9 Anti-Hypertensive Agents.

9.16.9.1 Physician Evaluation. Certain classes of anti-
hypertensive agents (e.g., beta-blockers, high-dose diuretics,
and central agents such as clonidine) compromise the mem-
ber’s ability to safely perform essential job tasks 5 and 8 due to
risk for dehydration, electrolyte disorders, lethargy, and dis-
equilibrium, and the physician shall report the applicable job
limitations to the fire department.

9.16.9.2 Physician Guidance. If the member is on beta-blockers,
high-dose diuretics, or central agents such as clonidine, the phy-
sician shall refer the member back to his/her physician for con-
sideration of a change in anti-hypertensive medications.

9.16.9.2.1 Once stable off these medications, the member
shall be medically re-evaluated for duty.

9.16.9.2.2 Calcium channel blockers shall be acceptable as
anti-hypertensive medications, but if used for other cardiac
reasons, refer to Section 9.4.

9.16.10 High-Dose Corticosteroids.

9.16.10.1 Physician Evaluation. High-cose corticosteroids for
chronic disease compromise the member’s ability to safely per-
form essential job tasks 5 and 8 due to the underlying disease or
the risk for dehydration, electrolyte disorders, myopathy, altered
sensorium, and/or lethargy, and the physician shall report the
applicable job limitations to the fire department.

9.16.10.2 Physician Guidance. If the member is on systemic
corticosteroids, other than high-dose corticosteroids, the physi-
cian shall refer the member back to his/her physician for consid-
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eration of the underlying disease that might compromise the
member’s ability to safely perform the essential job tasks.

9.16.11 Anabolic Steroids.

9.16.11.1 Physician Evaluation. Anabolic steroids compro-
mise the member’s ability to safely perform essential job tasks
1,3, 4,5,6,7,8,9, 10, 11, 12, and 13 due to alterations in
mental status including vigilance, judgment, and other neuro-
logic functions, and the physician shall report the applicable
job limitations to the fire department.

9.16.12 Other Medications.

9.16.12.1 Physician Evaluation. The physician shall evaluate
the member to determine if other medications might compro-
mise the member’s ability to safely perform essential job tasks 5,
8, 11, and 13, and after further evaluation and a final medical
determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.

9.16.12.2 Physician Guidance. The physician shall consider
that the member might require careful evaluation for increased
risk of heat stress and other side effects of certain medications
(e.g.. MAOIs, phenothiazines, anti-cholinergics, tricyclic antide-
pressants), and shall ensure specialized annual follow-up of
members taking these medications.

9.17 Tumors — Malignant or Benign.

9.17.1 Malignant conditions of any organ system can produce
specific organ dysfunction or generalized debilitation.

9.17.2 When evaluating a member, the physician shall recog-
nize that malignancy or its treatment can result in anemia,
malnutrition, pain, and generalized weakness, temporarily or
permanently compromising the member’s ability to safely per-
form essential job tasks 1 through 13.

9.17.3 If the member has tumor, whether malignant or be-
nign, the member shall be individually evaluated in accor-
dance with 9.17.4 through 9.17.12 to determine if the tumors
compromise the member’s ability to safely perform the essen-
tial job tasks.

9.17.4 Benign Tumors.

9.17.4.1 Physician Evaluation. A benign tumor, depending on
its location, might compromise the member’s ability to safely
perform essential job tasks 1 through 13, and after further
evaluation and a final medical determination of the member’s
condition, the physician shall report any applicable job limita-
tions to the fire department.

9.17.4.2 Physician Guidance. The physician shall consider that
benign tumors will compromise the member’s ability to safely
perform essential job tasks 1 through 13 only if the space-
occupying lesion and/or its treatment affects energy levels or the
involved organ system'’s function.

9.17.5 Acute Tliness Related to Malignancy or Its Treatment.

9.17.5.1 Physician Evaluation. Acute illness related to malig-
nancy or its treatment might compromise the member’s abil-
ity to safely perform essential job tasks 1, 2, 3, 4, 5, 6, 7, 8, 0,
and 13, and after further evaluation and a final medical deter
mination of the member’s condition, the physician shall re-
port any applicable job limitations to the fire department.

9.17.5.2 Physician Guidance. The physician shall consider that
acute illness related to malignancy or its treatment compromises
the member’s ability to safely perform essential job tasks 1,2, 3, 4,

5,6, 7, 8,9, and 13 if low energy levels, anemia, weight loss, or
specific aspects of that organ’s dysfunction lead to debilitation.

9.17.6 Central Nervous System Tumors.

9.17.6.1 Physician Evaluation. Central nervous system tumors
might compromise the member’s ability to safely perform es-
sential job tasks 1, 3,4, 5,6,7,8,9,10, 11, 12, and 13, and after
further evaluation and a final medical determination of the
member’s condition, the physician shall report any applicable

Jjob limitations to the fire department.

9.17.6.2 Physician Guidance.

9.17.6.2.1 When evaluating the member for central nervous
system tumors, the physician shall consider that central ner-
vous system tumors compromise the member’s ability to safely
perform essential job tasks 1, 3,4,5,6,7.8,9, 10, 11,12, and 13
if low energy levels, anemia, undernutrition, weight loss, and
specific organ dysfunction (seizures, loss of balance, inability
to communicate, inability to process complicated commands
in an emergency situation, weakness) are present or lead to a
debilitated state affecting anaerobic and aerobic job tasks and
the ability to wear personal protective ensembles and SCBA.

9.17.6.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that the exam is nor-
mal, imaging studies are normal (except for surgical site), and
seizures have not occurred in the absence of anticonvulsant
medications, and there is no further evidence of malignancy.

9.17.7 Head and Neck Malignancies.

9.17.7.1 Physician Evaluation. Head and neck malignancies
might compromise the member’s ability to safely perform es-
sential job tasks 1 through 13, and after further evaluation and
a final medical determination of the member’s condition, the
physician shall report any applicable job limitations to the fire
department.

9.17.7.2 Physician Guidance.

9.17.7.2.1 When evaluating the member for head and neck
malignancies, the physician shall consider that head and neck
malignancies compromise the member’s ability to safely perform
essential job tasks 1 through 13 if low energy levels, anemia, un-
dernutrition, weight loss, inability to clear oral secretions, or
other specific organ dysfunction interfere with respiration, com-
munication, hydration, and/or eating.

9.17.7.2.2 Iftreated successfully, amember shall undergo evalu-
ation by a specialist, who must certify that exam shows normal
function, imaging studies show no tumor, and overall medical
evaluation reveals no condition that might compromise safe per-
formance of essential job tasks.

9.17.8 Lung Cancer.

9.17.8.1 Physician Evaluation. Lung cancer might compromise
the member’s ability to safely perform essential job tasks 1, 2, 3, 4,
5,7, 8,9, and 18, and after further evaluation and a final medical
determination of the member’s condition, the physician shall
report any applicable job limitations to the fire department.

9.17.8.2 Physician Guidance.

9.17.8.2.1 When evaluating the member for lung cancer, the
physician shall consider that lung cancer compromises the
member’s ability to safely perform job tasks if low energy levels,
anemia, undernutrition, weight loss, weakness, paraneoplastic
syndromes, or specific organ dysfunction (abnormal secretions,
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dyspnea, or pulmonary dysfunction interfering with or prohibit-
ing use of SCBA or strenuous physical activities) are present.

9.17.8.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that the member
has normal function, imaging studies show no tumor, and
overall medical evaluation reveals no condition that might
compromise safe performance of essential job tasks.

9.17.9 Gastrointestinal Malignancies.

9.17.9.1 Gastrointestinal malignancies might compromise the
member’s ability to safely perform essential job tasks 1, 3, 4, 5, 7,
8, and 9, and after further evaluation and a final medical deter-
mination of the member’s condition, the physician shall report
any applicable job limitations to the fire department.

9.17.9.2 Physician Guidance.

9.17.9.2.1 When evaluating the member for gastrointestinal
malignancies, the physician shall consider that gastrointestinal
malignancies compromise the member’s ability to safely perform
job tasks if low energy levels, aneria, undernutridon, weight loss,
weakness, paraneoplastic syndromes, or specific organ dysfunc-
tion (abnormal secretions or bowel function interfering with or
prohibiting prolonged use of personal protective clothing or
prohibiting strenuous physical activities) are present.

9.17.9.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that exam and gas-
trointestinal functioning appear to be normal (including nutri-
tion intake and excretion}, imaging studies show no tumor, and
overall medical evaluation reveals no condition that could com-
promise safe performance of essential job tasks.

9.17.10 Genitourinary Malignancies.

9.17.10.1 Physician Evaluation. Genitourinary malignancies
might compromise the member’s ability to safely perform es-
sential job tasks 1, 3, 4, 5, 7, 8, and 9, and after further evalua-
tion and a final medical determination of the member’s con-
dition, the physician shall report any applicable job limitations
to the fire department.

9.17.10.2 Physician Guidance.

9.17.10.2.1 When evaluating the member with a history of
genitourinary malignancy, the physician shall consider that
genitourinary malignancies compromise the member’s ability
to safely perform job tasks if altered urinary function prevents
prolonged activity without use of toilet facilities or if the un-
derlying tumor has produced low energy levels, anemia, un-
dernutrition, weight loss, or specific organ dysfunction.

9.17.10.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that exam is normal
(including nutrition intake and excretion), imaging studies
show no tumor, and overall medical evaluation reveals no con-
dition that might compromise safe performance of essential
job tasks.

9.17.11 Hematologic or Lymphatic Malignancies.

9.17.11.1 Physician Evaluation. Hematologic or lymphatic
malignancies might compromise the member’s ability to
safely perform essential job tasks 1, 2, 3, 4, 5, 7, 8, and 9, and
after further evaluation and a final medical determination of
the member’s condition, the physician shall report any appli-
cable job limitations to the fire department.

2013 Edition

9.17.11.2 Physician Guidance.

9.17.11.2.1 When evaluating the member for hematologic or
lymphatic malignancies, the physician shall consider that he-
matologic or lymphatic malignancies (e.g., leukemias, lym-
phomas) compromise the member’s ability to safely perform
essential job tasks 1,2, 3, 4, 5, 7, 8, and 9 if anemia, lymphope-
nia, or thrombocytopenia is present or if adverse effects of
reatment are pI'CSCT‘.I L.

9.17.11.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that exam is normal,
imaging and laboratory studies show no cancer, and overall
medical evaluation reveals no condition that could compro-
mise safe performance of essential job tasks.

9.17.12 Skin Cancer.

9.17.12.1 Physician Evaluation. Skin cancer might compromise
the member’s ability to safely perform essential job tasks 1, 3, 4, 5,
7,8, and 9, and after further evaluation and a final medical deter-
mination of the member’s condition, the physician shall report
any applicable job limitations to the fire department.

9.17.12.2 Physician Guidance.

9.17.12.2.1 When evaluating the member for skin cancer, the
physician shall consider that skin cancer that requires significant
resection, chemotherapy or other systemic anti-neoplastic
therapy, or that results in the loss of skin integrity, compromises
the member’s ability to safely perform job tasks because of low
energy levels, anemia, undernutrition, and weight loss, as well as
increased risk of burns, infection, dehydration, and heat rash
while fire fighting and wearing PPE.

9.17.12.2.2 If treated successfully, the member shall undergo
evaluation by a specialist who must certify that exam is normal,
imaging and laboratory studies show no cancer, and overall
medical evaluation reveals no condition that could compro-
mise safe performance of essential job tasks.

9.18 Pregnancy and Reproductive Health.

9.18.1 Fire Departments shall make available to all male and
female fire fighters educational materials outlining the risks
from fire fighting on reproductive health.

9.18.2* It is recommended that members who become preg-
nant report the pregnancy immediately to the fire department
physician. Once informed of the pregnancy the fire depart-
ment physician shall inform the pregnant member of the nu-
merous hazards to the pregnancy and the fetus encountered
during routine fire fighting tasks.

9.18.2.1 If the member requests an alternative duty assign-
ment in an environment deemed safe for the pregnancy and
the fetus, the physician shall provide appropriate restrictions
for essential job tasks 1, 3, 5, 6, 7, and 8 that are unsafe for her
or her fetus.

9.18.3 During later stages of pregnancy the member will
eventually be unable to safely perform essential job tasks 1, 2,
3,4,5,6,7, 8, and 9 due to issues with diminished aerobic
capacity, balance, speed, and agility. As with any other mem-
ber, when performance due to medical issues is of concern,
the AHJ shall inform the fire department physician and a
medical evaluation will be performed to determine the need
for restricting the member from those activities that they are
not able to safely perform.
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Annex A Explanatory Material

Annex A is not a part of the requirements of this NFPA document
but is included for informational purposes only. This annex contains
explanatory material, numbered to correspond with the applicable text
paragraphs.

A.l.1.1 Some of the medical requirements in this standard
are not applicable to candidates and members whose essential
job tasks within the fire department are not described in
NFPA 1001, NFPA 1002, NFPA 1003, NFPA 1006, NFPA 1021,
and NFPA 1051. However, particular attention must be paid to
the essential job tasks of individual candidates or members
when applying this standard (for example, administrative staff
personnel, some EMS personnel, fire/police, and others who
do not have responsibility for structural fire fighting and are
not required to wear personal protective ensembles and use
SCBA). Medical requirements should reflect essential job
tasks, and all might not be specifically addressed in this stan-
dard. (See also Chapter 5 and Chapter 9.)

A.1.2.2 Adirect relationship exists between the medical re-
quirements and the job description of members. The job de-
scription should include all essential job functions of mem-
bers, both emergency and nonemergency. Members perform
a variety of emergency operations including fire fighting,
emergency medical care, hazardous materials mitigation,
driving/operating fire apparatus, and special operations.
Nonemergency duties can include, but are not limited to,
training, station and vehicle maintenance, and physical fit-
ness. Each fire department needs to identify and develop a
written job description for members.

A.1.3.2 The specific determination of the authority having juris-
diction depends on the mechanism under which this standard is
adopted and enforced. Where this standard is adopted voluntar-
ily by a particular fire department for its own use, the authority
having jurisdiction should be the fire chief or the political entity
that is responsible for the operation of the fire department.
Where this standard is legally adopted and enforced by a body
having regulatory authority over a fire department, such as fed-
eral, state, or local government or political subdivision, this body
is responsible for making those determinations as the author-
ity having jurisdiction. The compliance program should take
into account the services the fire department is required to
provide, the financial resources available to the fire depart-
ment, the availability of personnel, the availability of trainers,
and such other factors as will affect the fire department’s abil-
ity to achieve compliance.

A.1.3.3 The most vital resource of any fire department is its
members. This standard is to be implemented in a process
aimed at improving member health and wellness. Due to the
hazardous nature of the occupation, methods to reduce the
risk of occupational injury, illness, and exposures to commu-
nicable diseases are warranted. Annual reports repeatedly in-
dicate over 100 line-of-duty deaths and 100,000 occupational
injuries and illnesses among career and volunteer fire fighters.
Another concern is the fire fighters who experience disabling
injuries or develop occupational diseases and conditions,
which often have debilitating or fatal results, forcing them to
leave their fire service activities. There is an increased risk of
respiratory and heart disease in fire fighters and strong evi-
dence of a link to some cancers and other conditions related
to occupational exposures to carcinogens, toxic products of
combustion, and hazardous materials.

Safety and health are two of the many components of the
risk management process. The intent of this standard is to
reduce the risk and burden of fire service occupational mor-
bidity and mortality while improving the welfare of fire fight-
ers. By implementing the medical requirements of this stan-
dard, a fire department commits to a process that evaluates
and enhances the health and fitness for duty of members.

A.3.2.1 Approved. The National Fire Protection Association
does not approve, inspect, or certify any installations, proce-
dures, equipment, or materials; nor does it approve or evalu-
ate testing laboratories. In determining the acceptability of
installations, procedures, equipment, or materials, the author-
ity having jurisdiction may base acceptance on compliance
with NFPA or other appropriate standards. In the absence of
such standards, said authority may require evidence of proper
installation, procedure, or use. The authority having jurisdic-
tion may also refer to the listings or labeling practices of an
organization that is concerned with product evaluations and is
thus in a position to determine compliance with appropriate
standards for the current production of listed items.

A.3.2.2 Authority Having Jurisdiction (AHJ). The phrase “au-
thority having jurisdiction,” or its acronym AH]J, is used in
NFPA documents in a broad manner, since Jjurisdictions and
approval agencies vary, as do their responsibilities. Where pub-
lic safety is primary, the authority having jurisdiction may be a
federal, state, local, or other regional department or indi-
vidual such as a fire chief; fire marshal; chief of a fire preven-
tion bureau, labor department, or health department; build-
ing official; electrical inspector; or others having statutory
authority. For insurance purposes, an insurance inspection de-
partment, rating bureau, or other insurance company repre-
sentative may be the authority having jurisdiction. In many
circumstances, the property owner or his or her designated
agent assumes the role of the authority having jurisdiction; at
government installations, the commanding officer or depart-
mental official may be the authority having jurisdiction.

A.3.3.1 Candidate. Volunteer members are considered employ-
ees in some states or jurisdictions. Volunteer fire departments
should seek legal counsel as to their legal responsibilities in these
matters.

A.3.3.17 Member. A fire department member can be a full-time
or part-time employee or a paid or unpaid volunteer, can occupy
any position or rank within the fire department, and can engage
in emergency operations. [1500, 2013]

A.4.1.2.1 Fire departments can require candidates to provide
some form of medical clearance for candidate participation in
pre-employment physical strength and agility tests. When
there is such a requirement, the medical clearance forms
should enumerate the tasks that the candidate will be asked to
safely perform during the test.

A.4.1.4 This physician should also have experience with run-
ning an occupational medicine program for public safety
workers, preferably fire fighters.

A.4.1.7 The fire department should provide the fire depart-
ment physician with a representative list of essential job tasks
for members of fire departments who wear personal protec-
tive ensembles and SCBA to conduct interior structural fire-
fighting operations. The tasks on this list should be verified by
the fire department to be essential to the job under consider-
ation for each individual candidate or member. A sample list
based on NFPA 1001, NFPA 1002, NFPA 1003, NFPA 1006,
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NFPA 1021, and NFPA 1051 is provided in 5.1.1 and Section
9.1. An effective way to transmit this information to the physi-
cian is to use the list with checkboxes in front of each essential
job task. This list is taken by a candidate or member to the
medical provider at the time of medical evaluation. A check in
the box indicates that there is no medical reason why an indi-
vidual cannot safely perform that particular essental job task.

A4.1.13.1 Suggested fields (data points) include but are not
necessarily limited to the following:

(1) Medical history including the following:

(a) Date of exam

(b) Medical history

(c) Smoking history

(d) Tobacco (smokeless) use

(e) Smoking in the past year

(f) Tobacco cessation program participation

(g) Alcohol use

(h) Family history of heart disease or cancer

(i) Personal history of past disease, disorders, or cancer
(j) Exercise history

Current medical and fitness results including the following:

(2)
(a) Blood pressure and heart rate
(b) ICDY codes for physician assessment
(c) Height and weight
(d) Body composition (local recording only)
Blood analysis results
(f) Urinalysis results
(g) Vision
Hearing
(i) Spirometry
(j) Chest x-ray
Resting electrocardiogram
(I) Cancer screening results
(m) Immunizations
(n) Aerobic capacity results
(0) Muscle strength results
(p) Muscle endurance results
(q) Flexibility results

A4.2.6 Incidentscene rehabilitation is an important compo-
nent of incident scene management that protects the health
and safety of fire department members. NFPA 1500, Standard
on Fire Depariment Occupational Safety and Health Program and
NFPA 1561, Standard on Emergency Services Incident Management
System, require the establishment of “rehab” during incident
scene operations. A significant component of member reha-
bilitation is ongoing medical evaluation. The standard does
not require the fire department physician to be at every inci-
dent but does require that the physician coordinate with the
EMS medical director to provide protocols for medical evalu-
ation and management of members in emergency incident
rehab. This medical planning process ensures optimal medical
support for members at the scene and should include criteria for
transportation to a medical facility for additional evaluation and
treatment. Fire departments can develop specific standard oper-
ating procedures establishing conditions under which fire de-
partment physician(s) are dispatched to emergency incidents.
(See NFPA 1584, Standard on the Rehabilitation Process for Members
During Emergency Operations and Training Exercises.)

A.4.4.1 Confidentality of all medical data is critical to the
success of the program. Members need to feel assured that the
information provided to the physician will not be inappropri-
ately shared.
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A5.1.1(1) A member, while wearing full protective clothing
(turnout coat and pants, helmet, boots, and gloves) and SCBA, is
required to safely perform a variety of fire-fighting tasks that re-
quire upper body strength and aerobic capacity. For those not
familiar with fire suppression, the following specific details inher-
ent to the activities in essential job task 1 are offered:

(1) Lifting and carrying tools and equipment (e.g., axe, halligan
tool, pike pole, chain saw, circular saw, rabbet tool, high-rise
pack, and hose) that weigh between 7 1b and 20 1b (3.2 kg
and 9 kg) and are used in a chopping motion over the head,
extended in front of the body, or in a push/pull motion.
Advancing a 1% in. (45 mm) or a 21% in. (656 mm) diam-
eter hose line, which requires lifting, carrying, and pull-
ing the hose at grade, below or above grade, or up ladders.
In addition to the weight of the hose itself, a 50 ft (15 m)
section of charged 1% in. (45 mm) hose contains approxi-
mately 90 1b (41 kg) of water, and a 50 ft (15 m) section of
2% in. (65 mm) hose holds approximately 130 Ib (59 kg) of
water.

Performing forcible entry while utilizing tools and equip-
ment (e.g., axe, halligan tool, chain saw, circular saw, or
rabbet tool) that requires chopping, pulling, or operating
these items to open doors, windows, or other barriers to
gain access to victims or possible victims or to initiate fire-
fighting operations.

Performing ventilation (horizontal or vertical) utilizing tools
and equipment (e.g., axe, circular saw, chain saw, pike pole)
while operating on a flat or pitched roof or operating off a
ground or aerial ladder. This task requires the fire fighter to
chop or push tools through roofs, walls, or windows.

(2)

(3)

(4)

Other tasks that could be performed can include search
and rescue operations and other emergency response actions
under stressful conditions, including working in extremely
hot and cold environments for prolonged time periods.

A.6.1.1 The medical history should include the candidate’s
known health problems, such as major illnesses, surgeries,
medication use, and allergies. Symptom review is also impor-
tant for detecting early signs of illness. A medical history
should also include a personal health history, a family health
history, a health habit history, an immunization history, and a
reproductive history.

An occupational history should also be obtained to collect
information about the person’s past occupational and envi-
ronmental exposures.

A.6.1.2 Physical examination should include the following:

(1) Vital signs (temperature, pulse, respiratory rate, and
blood pressure (BP)

(a) BPshould be measured according to the seven recom-
mendations of the Seventh Report of the Joint National
Committee on Prevention, Detection, Evaluation, and Treat-
ment of High Blood Pressure (JNC 7). BP should be mea-
sured with a properly calibrated and validated instru-
ment. Patients should be seated quietly for at least 5
minutes in a chair with their feet on the floor and the
arm supported at heart level. An appropriate-sized cuff
(cuff bladder encircling at least 80 percent of the arm)
should be used to ensure accuracy. At least two mea-
surements should be made. Systolic BP is the point at
which the first of two or more sounds is heard (phase
1), and diastolic BP is the point before the disappear-
ance of sounds (phase 5). [Chobanian et al. 2003)

(2) Head, eyes, ears, nose, and throat
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(3) Neck
(4) Cardiovascular
(5) Pulmonary
(6) Breast
(7) Gastrointestinal (includes rectal exam for mass, occult
blood)
(8) Genitourinary (includes pap smear, testicular exam, rec-
tal exam for prostate mass)
(9) Hernia
(10) Lymph nodes
(11) Neurological
(12) Musculoskeletal
(13) Skin (includes screening for cancers)
(14) Vision testing

Laboratory tests on candidates should include the following:

(1) Blood tests, including the following:

(a) CBC with differential, RBC indices and morphology,
and platelet count
(b) Electrolytes (Na, K, CI, HCO,, or CO,)
(c) Renal function (BUN, creatinine)
(d) Glucose
(e) Liver function tests (ALT, AST, direct and indirect bi-
lirubin, alkaline phosphatase)
(f) Total cholesterol, HDL, LDL, clinically useful lipid
ratios (e.g., percent LDL), and triglycerides
(2) Urinalysis. Dipstick test for glucose, ketones, leukocyte es-
terase, protein, blood, and bilirubin.
Audiology. Hearing assessed in each ear at each of the fol-
lowing frequencies: 500 Hz, 1000 Hz, 2000 Hz, 3000 Hz,
4000 Hz, 6000 Hz, and 8000 Hz. Results should be corrected
for age as permitted by OSHA. Baseline audiometry is per-
formed in accordance with 29 CFR 1910.95, “Occupa-
tional noise exposure.” The basics of this standard in-
clude the following:

(a) The first audiogram (for members, this will probably
be done during their pre-placement exam) is the
baseline audiogram.

(b) If subsequent audiograms are better than the base-
line, then the best one becomes the baseline. All au-
diograms should be done with no exposure to indus-
trial noise for the preceding 14 hours.

Spirometry. Pulmonary function testing (spirometry) is
conducted to measure the member’s forced vital capacity
(FVC), forced expiratory volume in 1 second (FEV,), and
the absolute FEV, /FVC ratio. FEV, and FVC results shall
be expressed as the absolute value (liters or milliters) and
as percent predicted adjusted for gender, age, height, and
ethnicity using NHANES III normative equations, with
the acceptable threshold being 80 percent predicted.
FEV,/FVC ratio results are expressed as the absolute
FEV, value divided by the absolute FVC value, with the
acceptable threshold value being 0.71. However, because
these norms are population based, it is possible for indi-
viduals to be normal just below these thresholds or to
have minimal but potendally significant abnormalities
just above these thresholds. When percent. predicted
FEV, or FVC values are minimally below threshold (typi-
cally 74 percent to 79 percent of predicted), the lower
limits of normal (LLN) for the appropriate population
can, at the discretion of the physician, be used instead of
the 80 percent predicted threshold value. For example,
the LLN might be more appropriate for taller and older
individuals. (See £2.5.)

(3
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(5) Chest radiography. Chest x-ray posterior-anterior and lat-
eral views.

(6) Electrocardiograms (ECG). A resting 12-lead ECG.

(7) Immunizations and infectious disease screening. The fol-
lowing infectious disease immunizations or infectious dis-
ease screenings are to be provided, as indicated:

(a) Tuberculosis screen, purified protein derivative (PPD)
tuberculin skin test, or blood test.

(b) Hepatitis C virus screen (baseline)

(c) Hepatitis B virus vaccinations

(d) Tetanus, diphtheria, pertussis (TDAP) vaccine (booster
every 10 years)

(e) Measles, mumps, rubella (MMR) vaccine

(f) Polio vaccine given to uniformed personnel if vacci-
nation or disease is not documented

(g) Hepatitis A vaccine due to contaminated water expo-
sures during normal firefighting activities, not just
hazmat/rescue activities

(h) Varicella vaccine, offered to all nonimmune personnel

(i) Influenza vaccine, seasonal and novel, offered to all
personnel

A.6.3.1.2(1) Deformities of the skull can result in the mem-
ber’s inability to properly wear protective equipment.

A.6.3.1.2(2) These deformities can result in the potential for
sudden incapacitation, the inability to properly wear protec-
tive equipment, and the inability to communicate effectively
due to oropharyngeal dysfunction.

A.6.3.1.2(3) Loss of or congenital absence of the bony sub-
stance of the skull can result in the inability to properly wear
protective equipment and the inability to communicate effec-
tively due to oropharyngeal dysfunction.

A.6.3.2.2(1) Thoracic outlet syndrome can result in frequent
episodes of pain or inability to safely perform work.

A.6.3.2.2(2) Congenital cysts, chronic draining fistulas, or
similar lesions can result in the inability to properly wear pro-
tective equipmentand the inability to communicate effectively
due to oropharyngeal dysfunction.

A.6.3.2.2(3) The contraction of neck muscles can result in
the inability to properly wear protective equipment and the
inability to safely perform functions as a member due to limi-
tation of flexibility.

A.6.4.1(1) Far visual acuity is at least 20/30 binocular, cor-
rected with contact lenses or spectacles. Far visual acuity un-
corrected is at least 20/40 binocular for wearers of hard con-
tacts or spectacles. Successful long-term soft contact lens
wearers (i.e., 6 months without a problem) are not subject to
the uncorrected standard. Inadequate far visual acuity can re-
sultin the failure to be able to read placards and street signs or
to see and respond to imminently hazardous situations.

A.6.4.1(2) This does not refer to abnormal color perception
such as red/green color blindness.

Persons with severe color vision loss will likely fail the acuity
requirement. Formerly, color vision deficiency was listed as a Cat-
egory B medical condition. However, it is felt that within most
cases this condition will not affect the ability of a member to safely
perform the essential functions of his or her job. The fire service
physician should consider the color vision deficiency of the indi-
vidual and consider the color vision requirements of the mem-
ber’s job and reach an individual determination.
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A.6.4.1(3) ADOT/CDL exemption can be applied for after
passing a special test. But this exemption is not applicable to
fire fighters because this exemption specifically excludes the
driving of vehicles with passengers (e.g., fire trucks) and does
not apply to emergency response driving.

A.6.4.2(1) These diseases of the eye can result in the failure
to read placards and street signs or to see and respond to
imminently hazardous situations.

A.6.4.2(2) Sufficient time (approximately 2 weeks for radial
keratotomy and Lasik-type surgeries, and 3 months for retinal
detachment) must have passed to allow stabilization of visual
acuity and to ensure that there are no post-surgical complica-
tions. These ophthalmological procedures can result in the
failure to be able to read placards and street signs or to see and
respond to imminently hazardous situations.

A.6.5 Currently, no hearing tests will allow the fire depart-
ment physician to accurately predict whether the fire fighter
will adequately be able to safely perform essential job duties.
Job-specific hearing tests should be individualized for each
department and its specific job functions. The following list of
hearing-specific tasks can assist to direct development of hear-
ing protocols:

(1) Understanding spoken commands, both over the radio
and while wearing SCBA

(2) Hearing alarm signals, including building evacuation, low
air alarm on the SCBA, and PASS alarms

(3) Hearing and locating the source of calls for assistance
from victims or other fire fighters

All of these tasks will need to be performed with reasonably
simulated incident scene background noise and SCBA noise.
The inability to hear sounds of low intensity or to distinguish
voice from background noise can lead to failure to respond to
imminently hazardous situations. (See 5.1.1.)

A.6.5.1(4) See A.9.12.4.1(4).

A.6.5.2(1) Unequal hearing can result in the inability to lo-
calize sounds, leading to failure in the ability to safely perform
search and rescue and other localization tasks.

A.6.5.2(4) Severe external otitis — that is, recurrent loss of
hearing — can result in the inability to hear sounds of low
intensity or to distinguish voice from background noise, lead-
ing to failure to respond to imminently hazardous situations.

A.6.5.2(5) Severe agenesis or traumatic deformity of the au-
ricle can result in the inability to properly wear protective
equipment and the inability to hear sounds of low intensity or
to distinguish voice from background noise, leading to failure
to respond to imminently hazardous situations.

A.6.5.2(6) Severe mastoiditis or surgical deformity of the
mastoid can result in the inability to properly wear protective
equipment and the inability to hear sounds of low intensity or
to distinguish voice from background noise, leading to failure
to respond to imminently hazardous situations.

A.6.5.2(7) Méniére’s syndrome or severe labyrinthitis can result
in the potential for sudden incapacitation and the inability to
safely perform job functions due to limitations of balance.

A.6.5.2(8) Otitis media (chronic) can result in frequent epi-
sodes of pain and the inability to hear sounds of low intensity
or to distinguish voice from background noise, leading to fail-
ure to respond to imminently hazardous situations.
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A.6.6.2(1) Discases of the jaws or associated tissues can result
in the inability to communicate effectively and/or to properly
wear protective equipment.

A.6.6.2(2) The wearing of orthodontic appliances can result
in the inability to communicate effectively and/or to properly
wear protective equipment.

A.6.6.2(3) Extensive loss of oral tissues can result in the in-
ability to properly wear protective equipment and the inability
to communicate effectively due to oropharyngeal dysfunction.

A.6.6.2(4) This condition can result in the inability to prop-
erly wear protective equipment and the inability to communi-
cate effectively due to oropharyngeal dysfunction.

A.6.7.1(1) A tracheostomy results in the inability to properly
wear protective equipment, the inability to safely perform job
functions due to limitations of endurance, and the inability to
communicate effectively due to oropharyngeal dysfunction.

A.6.7.1(2) Aphonia can result in the inability to communi-
cate effectively due to oropharyngeal dysfunction.

A.6.7.2(1) A congenital or acquired deformity can result in
the inability to properly wear protective equipment.

A.6.7.2(2) Allergic rhinitis can result in frequent episodes of
pain, the inability to safely perform work, and the inability to
safely perform essential job tasks due to limitations of endurance.

A.6.7.2(4) Recurrent sinusitis can result in frequent episodes
of pain and the inability to safely perform essendal job tasks
due to limitations of endurance and the inability to safely wear
SCBA from facial pain, sinus congestion and/or coughing.

A.6.7.2(5) Severe dysphonia can result in the inability to com-
municate effectively due to oropharyngeal dysfunction.

A.6.7.2(9) Untreated obstructive sleep apnea is associated with
fatigue, cognitive defects, pulmonary hypertension, hyper-
trophic heart disease, arrhythmias, and early onset dementia.
These issues can reduce the ability to perform all essental job
tasks. Risk factors for developing obstructive sleep apnea include
male gender, increased body mass index (BMI), short/wide
neck, and/or narrow throat. Screening questionnaires, such as
the Berlin Questionnaire (assessing snoring, fatigue, obesity, and
hypertension) can be used to determine those who require for-
mal sleep testing. In those with obstructive sleep apnea, addi-
tional testing is required to determine the level of positive pres-
sure (CPAP or BIPAP) required to overcome the obstruction.
Compliance with treatment can be assessed using home monitor-
ing devices attached to the CPAP or BIPAP machine. Target or-
gan damage can be screened for by cardiac echo for evidence of
pulmonary hypertension or right ventricular hypertrophy.

A.6.8.1(5) An FVC or FEV, of less than 70 percent prevents
the safe use of SCBA due to increased minute ventilation re-
quirements leading to the earlier than expected depletion of
air in the SCBA cylinder.

A.6.8.1(6) Chronic obstructive airways disease can result in
the inability to safely perform essential job tasks due to limita-
tions of endurance and the inability to safely wear SCBA. Ob-
struction is suspected when the absolute FEV, /FVC ratio (us-
ing absolute values rather than percent predicted values) is
equal to or less than 0.70. However, obstruction can also occur
with normal FEV,/FVC ratios due to airtrapping or mucous
plugging. For most individuals, the definition of an abnormal
FEV, or FVC is less than 80 percent predicted adjusted for
gender, age, height, and ethnicity, using NHANES III. When
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percent predicted FEV, or FVC values are just below threshold
(typically 74 percent to 79 percent of predicted), the LLN for
the appropriate population can, at the discretion of the physi-
cian, be used. For example, the LLN might be more appropri-
ate for taller and older individuals. In asymptomatic individu-
als with minimal reductions in spirometry measures (FEV,,
FVC, or the absolute FEV,/FVC ratio), further evaluation
(complete pulmonary function tests, exercise testing, or chal-
lenge testing) might be necessary to determine if essential
tasks can be performed safely (see references in Annex F).

A.6.8.1(7) Hypoxemic disorders can result in the inability to
safely perform essential job tasks due to limitations of endurance.

A.6.8.1(8) The term asthma, or reactive airways dysfunction syn-
drome, is not meant to include acute, nonrecurring bronchitis
treated with bronchodilators for a period of only days to
weeks. Recurrent or persistent allergic, irritant, exertional, or
other forms of asthma are included. Bronchial asthma or re-
active airways disease can result in frequent unpredictable epi-
sodes of shortness of breath and the potential for sudden in-
capacitation, leading to the inability to safely perform
essential job tasks due to limitations of endurance. Acute hy-
perreactivity in the fire or hazardous materials environment
can induce immediate or progressive clinical asthma (bron-
chospasm and wheeze), which can lead to sudden incapacita-
tion from status asthmaticus and/or resulting cardiac is-
chemia. True asthma is a chronic condition with a clinical
history of recurrent reversible bronchospasm or long-
standing, persistent reversible bronchospasm. Based on the
pathophysiology of this disease, it is reasonable that exposure
to smoke irritants or exertion (especially while breathing cold
dry SCBA air) on the fire ground or hazardous materials envi-
ronment not only can lead to acute exacerbations but can also
worsen the progression of the underlying obstructive inflam-
matory disease. If this occurs in an environment that is imme-
diately dangerous to life and health (IDLH) (e.g., interior fire
suppression or certain hazardous material operations), it can
have potentially devastating consequences for the member,
the team, or the mission. There are no studies that support or
deny that asthma in this environment can be prevented or
adequately controlled by anti-inflammatory medications (in-
haled corticosteroids, cromolyn, leukotriene modifiers). It is
not acceptable to use or rely on bronchodilator medications
for this purpose for three reasons:

(1) Their use is for rescue after attack and not for prevention
of bronchospasm in an irritant environment.

(2) There are no studies that support or deny that their use is
effective in a fire/smoke environment.

(3) Several studies have implicated the use of beta-agonists
(short-and long-acting bronchodilators) as an independent
risk for sudden death and myocardial infarction in the
United States, Canada, Britain, New Zealand, and Australia.
The presumed mechanism is catecholamine related, and
catecholamines are already elevated while figh ting fires.

A.6.8.1.1 Because the clinical definition of asthma is reversible
bronchospasm, spirometry, or pulmonary function, testing per-
formed in the absence of a clinical attack is expected to be nor-
mal and might not even show a bronchodilator response. Only if
performed during an attack will spirometry or other pulmonary
function tests show obstructive airway flow limitations. Therefore,
in candidates who report that their bronchospasm was tempo-
rary and has resolved, spirometry should show adequate reserve
(FVC and FEV, greater than or equal to 90 percent predicted)
without significant bronchodilator response (less than 12 per-

cent change and less than 200 mL increase) when performed off
bronchodilators on the day of testing. For population studies,
pulmonary function is considered normal when greater than or
equal to 80 percent predicted, but for an individual with a history
of asthmatic bronchospasm who is being considered for job tasks
performed in a potentially irritant environment, it is reasonable
diligence to require pulmonary function with a greater specificity
for demonstrating adequate reserve (greater than or equal to
90 percent predicted). Challenge testing should also be per-
formed to show no evidence for clinically significant airway hy-
perreactivity [i.e., to be normal or negative, there should be less
than 20 percent decline in FEV, from baseline with cold air,
methacholine (PC,, greater than 8 is considered normal since
response at dose greater than 8 mg might not be clinically signifi-
cant), histamine, or mannitol. When challenge testing includes
exercise alone, normal or negative should be less than 13 percent
decline in FEV, from baseline]. Challenge testing should be per-
formed off all anti-inflammatory medications (steroids and leu-
kotriene antagonists) for 4 weeks preceding the test, off antihis-
tamines for 1 week preceding the test, and off all bronchodilators
the day of testing. Challenge testing should be performed only by
an experienced specialist. It should not be performed in candi-
dates without a history suggestive of asthma, since there is no
indication for testing. It also should never be performed in can-
didates with abnormal pulmonary function, because these candi-
dates have already demonstrated that they cannot safely perform
essential job tasks, and further testing might induce life-
threatening bronchospasm. Normal spirometry with adequate
reserve, a negative challenge test [as described by the American
Thoracic Society (ATS)], and no recent episode of broncho-
spasm ofl medications should be considered evidence that the
candidate does not have clinically significant airway hyperactivity
or asthma.

A.6.8.2(1) These conditions can result in the inability to safely
perform essential job tasks due to limitations of strength or en-
durance and can result in the potential for sudden incapacita-
tion.

A.6.8.2(3) Fibrothorax, chest wall deformity, and diaphragm
abnormalities can result in the inability to safely perform es-
sential job tasks due to limitations of endurance.

A.6.8.2(4) Interstitial lung diseases can result in the inability
to safely perform essential job tasks due to limitations of en-
durance.

A.6.8.2(5) Pulmonary vascular diseases and pulmonary em-
bolism can resultin frequent episodes of pain and the inability
to safely perform essential job tasks due to limitations of en-
durance and the potential for sudden incapacitation.

A.6.8.2(6) Bronchiectasis can result in the inability to safely
perform essential job tasks due to limitations of endurance
and frequent respiratory infections.

A.6.9.1 An evaluation of aerobic capacity should be performed
after appropriate medical evaluation. Testing should be con-
ducted using an appropriate maximal or submaximal protocol
(e.g., see C.2.1 and C.2.1.1). Bicycle ergometry is not appropriate
because it underestimates true aerobic capacity. A low aerobic
capacity can be an indicator of, and is a risk factor for, ischemic
heart disease. For fire fighting, 12 METs or greater is necessary
based on several studies.

A.6.10.1.1(1) Angina pectoris can result in frequent episodes
of pain or the inability to safely perform essential job tasks,
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progressive illness leading to functional impairment, and the
potential for sudden incapacitation.

A.6.10.1.1(2) Heart failure can result in frequent episodes of
pain or the inability to safely perform work, progressive illness
leading to functional impairment, and the potential for sud-
den incapacitation.

A.6.10.1.1(3) These conditions can result in frequent epi-
sodes of pain or the inability to safely perform essential job
tasks.

A.6.10.1.1(4) Recurrent syncope can result in the potential
for sudden incapacitation.

A.6.10.1.1(5) A medical condition requiring an automatic
implantable cardiac defibrillator can resultin the potential for
sudden incapacitation.

A.6.10.1.1(7) If the person is pacemaker-dependent, then
the risk for sudden failure due to trauma is not acceptable.
Those with cardiac pacemakers can have the potential for sud-
den incapacitation.

A.6.10.1.2(1) Specific recommendations include the following:

(1) Mitral sienosis. Mitral stenosis is acceptable if in sinus
rhythm and stenosis is mild — that is, valve area is greater
than 1.5 cm® or pulmonary artery systolic pressure is less
than 35 mm Hg.

(2) Mitral insufficiency. Mitral insufficiency is acceptable if in si-
nus rhythm with normal left ventricular size and function.

(3) Aeortic stenosis. Aortic stenosis is acceptable if stenosis is
mild — that is, mean aortic valvular pressure gradient is
less than 20 mm Hg.

(4) Aortic regurgitation. Aortic regurgitation is acceptable if left
ventricular size is normal or slightly increased and systolic
function is normal.

(5) Prosthetic valves. Prosthetic valves are acceptable unless an-
ticoagulation is in effect.

A.6.10.1.2(2) Recurrent paroxysmal tachycardia can result in
the potential for sudden incapacitation and the inability to
safely perform essential job tasks due to limitations of strength
or endurance.

A.6.10.1.2(3) These blocks will result in disqualification unless
exercise can be performed with an adequate heart rate response.
They can result in the inability to safely perform essential job
tasks, and have the potential for sudden incapacitation.

A.6.10.1.2(6) Ventricular ectopy or nonsustained ventricular ta-
chycardia can result in sudden incapacitation and the inability to
safely perform job functions due to limitations of strength or en-
durance. Medical clearance requires the following:

(1) An echocardiograph that shows normal function and no
evidence of structural abnormalities

(2) Swress testing with imaging to a workload of at least 12 METs
off cardiac medications that shows no evidence of ischemia,
ventricular tachycardia, or ventricular fibrillation. Prema-
ture ventricular contractions (PVCs) should resolve with in-
creasing levels of exercise.

A.6.10.1.2(7) Hypertrophy of the heart can result in the po-
tential for sudden incapacitation and the inability to safely
perform essential job tasks due to limitations of endurance.
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A.6.10.1.2(8) A history of a congenital abnormality that has
been treated by surgery but with residual complications or
that has not been treated by surgery, leaving residuals or com-
plications, can result in frequent episodes of pain or the in-
ability to safely perform essential job tasks and the potential
for sudden incapacitation.

A.6.10.1.2(9) These conditions can result in the inability to
safely perform job functions due to limitations of endurance.

A.6.10.2.1(1)(a) Uncontrolled or poorly controlled hyper-
tension increases the risk of a sudden cardiac or cerebrovascu-
lar event. A sudden cardiac or cerebrovascular event would
cause sudden incapacitation, which would interfere with the
safe performance of essental job tasks. Uncontrolled or
poorly controlled hypertension can be defined as the pres-
ence of end organ damage [see A.6.10.2.1(1)(b)] or stage 2 hy-
pertension (BP systolic >160 mm Hg or BP diastolic >100 mm
Hg). Individuals with stage 1 or stage 2 hypertension should
be referred to their primary care physician for evaluation, lif-
estyle modification, and/or treatment. Patients with pre-
hypertension should be counseled about appropriate lifestyle
modification(s). After appropriate and successful manage-
ment of stage 1 or stage 2 hypertension, a candidate can be
re-evaluated after at least 1 month’s time.

A.6.10.2.1(1)(b) Chronic hypertension can damage the eye
(retinopathy), the kidneys (nephropathy), the vascular sys-
tem (stroke, transient ischemic attack, peripheral artery dis-
ease), and the heart (left ventricular hypertrophy, heart
failure). These hypertension complications are known as
end organ damage. The cardiac and vascular complications
are associated with an increased risk of sudden incapacita-
tion and sudden cardiac death (Koren et al. 1991). Unfor-
tunately, cardiac complications are frequently asymptom-
atic, and valid screening tests are not fast or inexpensive.
Therefore, determining which candidates to screen for car-
diac complications [such as ECG for left ventricular hyper-
trophy (LVH) or a measurement of left ventricular ejection
fraction for heart failure] should be based on the severity
and the duration of hypertension.

A.6.10.2.1(2) An aneurysm of the heart or major vessel, con-
genital or acquired, can result in the inability to safely perform
essential job tasks and the potential for sudden incapacitation.

A.6.10.2.1(4) Peripheral vascular disease can impair sensation,
can increase the likelihood of injury, and can result in frequent
episodes of pain or the inability to safely perform essendal job
tasks due to limitations of endurance.

A.6.10.2.2(2) Recurrent thrombophlebitis can result in fre-
quent episodes of pain or the inability to safely perform essen-
tial job tasks and the inability to safely perform functions as a
member due to limitations of endurance.

A.6.10.2.2(3) Chroniclymphedema can result in the inabil-
ity to safely perform essential job tasks due to limitations of
endurance.

A.6.10.2.2(4) Congenital or acquired lesions of the aorta or
major vessels — for example, syphilitic aortitis, demonstrable
atherosclerosis that interferes with circulation, and congenital
acquired dilatation of the aorta — can result in the potendal
for sudden incapacitation and the inability to safely perform
essential job tasks due to limitations of endurance.

A.6.10.2.2(5) Marked circulatory instability can result in the
inability to safely perform job functions due to limitations of
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endurance and the inability to safely perform essential job
tasks due to limitations of balance.

A.6.11.2(1) Cholecystitis (that which causes frequent pain
due to stones or infection) can result in frequent episodes of
pain and the inability to safely perform essential job tasks.

A.6.11.2(2) Gastritis (that which causes recurrent pain and
impairment) can result in frequent episodes of pain and the
inability to safely perform essential job tasks.

A.6.11.2(3) GI bleeding can cause fatigue and/or hemody-
namic instability resulting in the inability to safely perform
essential job tasks.

A.6.11.2(4) Acute hepatitis (until resolution of acute hepati-
ts as determined by clinical examination and appropriate
laboratory testing) can result in frequent episodes of pain and
the inability to safely perform essential job tasks.

A.6.11.2(5)(c) The member should be evaluated for persis-
tent abnormality causing increased risk of infection and/or
strangulation.

A.6.11.2(6) Inflammatory bowel disease (that which causes
disabling pain or diarrhea) can result in frequent episodes of
pain and the inability to safely perform essential job tasks. It is
a progressive illness leading to functional impairment.

A.6.11.2(7) Intestinal obstruction (that is, recent obstruction
with impairment) can result in frequent episodes of pain, the
inability to safely perform essential job tasks, and the potential
for sudden incapacitation.

A.6.11.2(8) Pancreatitis (chronic or recurrent) can result in
frequent episodes of pain and the inability to safely perform
essential job tasks.

A.6.11.2(10) A bowel resection (if frequent diarrhea precludes
performance of duty) can result in frequent episodes of pain and
the inability to safely perform essential job tasks.

A.6.11.2(11) A gastrointestinal ulcer (where symptoms are un-
controlled by drugs or surgery) can resultin frequent episodes of
pain and the inability to safely perform essential job tasks.

A.6.11.2(12) The member should be evaluated for underly-
ing disease, history of trauma, or associated infections.

A.6.11.2(13) Cirrhosis, hepatic or biliary (that which is symp-
tomatic or in danger of bleeding), can result in frequent epi-
sodes of pain and the inability to safely perform essential job
tasks.

A.6.11.2(14) Chronic active hepatitis can result in weakness,
general malaise, and the inability to safely perform essential
job tasks.

A.6.12.1 Metabolic syndrome includes three or more of the
following components:

(1) Abdominal obesity, defined as a waist circumference
>40 in. (>102 cm) in men, >35 in. (>88 cm) in women

(2) Triglycerides > 150 mg/dl

(3) HDL cholesterol < 40 mg/dl for men, < 50 mg/dl for
women

(4) Blood pressure > 135/85 mmHg

(5) Fasting blood glucose > 110 mg/dl.

Metabolic syndrome is associated with reduced aerobic capac-
ity that interferes with the ability to safely train to be a fire
fighter and to safely perform essential job tasks 2, 4, 5, 6, 7, 8,
9,10, and 13, Metabolic syndrome is also an increased risk for

cardiovascular disease, hypertension, and insulin resistant hy-
perglycemia.

A.6.13.2(1) Heavy physical exertion has been associated with
spontaneous abortions. Lifting heavy objects should be
avoided during pregnancy. Excessive heat, toxic chemicals
and catecholamine surges have the potential for fetal harm.

A.6.16.2(1) The member should be evaluated for residual
instability (subluxation) or significant limitation of motion.

A.6.16.2(4) The member should be evaluated for residual
instability or laxity of ligament or intra-articular arthrits,
which could cause instability in limb, inadequate range of mo-
ton, or increased pain or would limit crawling, kneeling,
Jjumping, safe ladder use, or safe stretcher carrying.

A.6.16.2(5) The member should be evaluated for residual
signs or symptoms (e.g., pain, swelling, atrophy, range of mo-
tion, gait).

A.6.16.2(6) The member should be evaluated for resulting
functional impairment, disease activity, and chronicity.

A.6.17.1(4) The candidate should be free of clinical disease
for 3 years, a neurologic exam should be normal, and the
candidate should not require drugs that can impair ability to
safely perform essential job tasks. In considering performance
of essential job tasks, the impact of the operational environ-
ment (e.g., heat, stress, activity, variable night shifts) on exac-
erbations should be considered and specifically addressed by a
neurological specialist so that an informed determination can
be made by the fire department’s medical officer.

A.6.17.1(5) The candidate should be free of clinical disease
for 3 years and off all drug and other treatment. Cognitive
function, neurologic exam, and respiratory status should all
be normal, and the candidate should be free of disease exac-
erbations for 3 years and off all drug treatment.

A6.17.2(2) Exam and imaging studies should be normal,
and medications needed to control chronic pain should not
affect neurologic or cardiac function (energy, cognitive ability,
equilibrium, etc.). Examples include the following:

(1) Neuropathy (cranial, peripheral, plexus, etc.). Motor and
sensory neurologic exams and diagnostic/imaging stud-
ies (as needed) should be normal, and medications
needed to control pain should not affect nervous system
function (energy, cognitive ability, equilibrium, etc.).

(2) Myopathy and/or myositis. Motor strength is normal,
pain is controlled without narcotics, renal function is nor-
mal, and neither heart nor diaphragm is involved.

(3) History of infectious myoneuropathies (e.g., Guillain-
Barré, post-botulism, postpolio syndrome). Cognitive
function, neurologic exam, and diagnostic imaging stud-
ies (as needed) should be normal.

A.6.18.2(1) The candidate should be evaluated for severity,
chronicity, pain, likelihood of serious occupational infectious
exposure, requirement for continuous medication, and im-
pairment of ability to safely perform essential job tasks.

A.6.18.2(2) The candidate should be evaluated for thinned,
stretched skin that is at risk for easy breakdown, burn damage,
abnormal sensations, or infection.

A.6.18.2(3) The candidate should be evaluated for systemic
involvement, skin involvement that interferes with essential
job tasks, or presence of localized complications such as

fissures, weeping, or ulcerations, due to risk of burn injury
and/or infection.
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A.6.18.2(4) The candidate should be evaluated for associated
systemic lupus, skin integrity, and Raynaud’s phenomenon.

A.6.18.2(5) The candidate should be evaluated for functional
limitation of hand and/or foot when exposed to cold or sys-
temic involvement of skin, muscles, heart, lungs, or neuro-
logic system that would compromise the safe performance of
essential job tasks.

A.6.18.2(6) The candidate should be evaluated for sclerodac-
tyly with significant loss of function or systemic involvement.

A.6.18.2(7) The candidate should be evaluated for associated
leg swelling, loss of function, or systemic involvement.

A.6.18.2(8) The candidate should be evaluated for percent
body involvement with redness and scaling, requirement for
regular application of lubrication/medication, and/or poten-
tial effect on safe performance of essential job tasks.

A.6.18.2(9) The candidate should be evaluated for extent, se-
verity, chronicity, and known precipitants with attention to poten-
tal risk of serious, occupational infectious exposures or other
interference with safe performance of essential job tasks.

A.6.18.2(10) The candidate should be evaluated for swell-
ing, redness, scaling, itching, weeping, and/or cracking,
pain, loss of function (e.g., cannotstand for long periods of
time), or ulceration.

A.6.18.2(11) The candidate should be evaluated for functional
limitations, ability to wear helmet, SCBA other respirators re-
quired by the AHJ with proper fit-testing, and protective clothing,
and requirements for continuous treatment.

A.6.18.2(12) The candidate should be evaluated for extent,
chronicity, and interference with safe performance of essen-
tial job tasks.

A.6.18.2(13) The candidate should be evaluated for extent,
chronicity, pain, ability to wear protective ensemble, and risk
of occupational infectious exposure.

A.6.18.2(14) The candidate should be evaluated for extentand
acuity of blistering, loss of function, aggravating agent(s) if
known, ability to wear protective ensemble, ability to tolerate
moderate, incidental, job-related wauma to skin, risk of occupa-
tional infectious exposure, or inability to safely perform essential
job tasks.

A.6.18.2(15) The candidate should be evaluated for severity,
chronicity, association with underlying medical condition, and
requirement for medications (antihistamines) that interfere with
the ability to safely perform essential job tasks.

A.6.20.1(1) Type 1 diabetes was previously called insulin-
dependent diabetes mellitus (IDDM) or juvenile-onset diabe-
tes. Type 1 diabetes develops when the body’s immune system
destroys pancreatic beta cells, the only cells in the body that
make the hormone insulin, which regulates blood glucose.
This form of diabetes usually strikes children and young
adults, although disease onset can occur at any age. Type 1
diabetes accounts for 5 percent to 10 percent of all diagnosed
cases of diabetes. In order to survive, people with Type 1 dia-
betes must have insulin delivered by a pump or injections.
Type 2 diabetes was previously called non-insulin-dependent
diabetes mellitus (NIDDM) or adult-onset diabetes. Type 2 diabe-
tes accounts for about 90 percent to 95 percent of all diagnosed
cases of diabetes. It usually begins as insulin resistance, a disorder
in which the cells do not use insulin properly. As the need for
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insulin rises, the pancreas gradually loses its ability to produce
insulin. Type 2 diabetes is associated with older age, obesity, fam-
ily history of diabetes, prior history of gestational diabetes, im-
paired glucose tolerance, physical inactivity, and race/ethnicity.
Type 2 diabetes is increasingly being diagnosed in children and
adolescents. Many people with Type 2 diabetes control their
blood glucose by following a careful diet and exercise program,
losing excess weight, and taking oral medication. Among adults
with diagnosed diabetes, about 12 percent take both insulin and
oral medications, 19 percent take insulin only, 53 percent take
oral medications only, and 15 percent do not take either insulin
or oral medications.

Risk of hypoglycemia (low blood sugar) remains the major
concern in regard to those with diabetes being or becoming
fire fighters. This risk is greatest in those with Type 1 diabetes.

In general, patients treated with oral diabetes medications
are at little risk of significant hypoglycemia. Patients treated
with metformin, alpha-glucosidase inhibitors, or thiazo-
lidinediones alone or in combination with each other are at
no risk of hypoglycemia, as these classes of drug do not in-
crease insulin levels. Patients treated with sufonylureas and
related drugs have a risk of severe hypoglycemia less than
1 percent of the risk associated with insulin treatment. Pa-
tients treated with diet and exercise alone (no oral diabetes
medications or insulin) are at no risk of hypoglycemia.

Fire fighting entails a unique set of conditions that need to
be considered in regard to those with diabetes and the risks of
hypoglycemia. Unpredictable meal schedules, periods of
physical exertion, adrenergic stimulation, and sleep depriva-
tion all present challenges to fire fighters with diabetes. There
are occasions when there is no safe access to food or other
forms of oral glucose while wearing respiratory protection in a
hazardous environment, and the typical symptoms of hypogly-
cemia might not be recognized as easily in the midst of fight-
ing a fire. As well, it is not always possible to exit a hazard zone
rapidly enough to treat hypoglycemic symptoms when de-
tected. Members engaged in fire suppression are at greater
risk than those engaged in other emergency activities (EMS,
law enforcement) for this reason.

A review of current published data suggests that with care-
ful individualized assessment it is possible to identify those
with diabetes who can function fully as fire fighters and who
do not present a significant risk to themselves, their fellow fire
fighters, or to those they serve.

The individualized assessment process and criteria in-
cluded in this standard were set up to assure that only those
who are managing their diabetes conscientiously using the
most up-to-date approaches would be eligible to be a fire
fighter. In addition, certain patients have a greater tendency
for significant hypoglycemia despite the quality of their diabe-
tes management. Such individuals are not good candidates to
be fire fighters and, accordingly, are excluded from service
under the criteria in this standard.

This individualized assessment is possible in large part be-
cause a great deal of change has occurred in the treatment of
diabetes in recent years. Previously patients used insulins that
were somewhat unpredictable in the time course of their action
and generally took two injections per day. Today, there are insu-
lins that are far more predictable and are either very long acting
and essentially treat only endogenous glucose producton (and
therefore do not depend on a patient eating on a regular sched-
ule) or are very rapid and therefore can be administered directly
before, during, or even shortly after one eats, significantly de-
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creasing the chance of insulin being taken and then the meal
being interrupted due to fire-fighting duties.

Regimens now referred to as “basal bolus” are composed of
a very long-acting basal (or background) insulin, which con-
trols glucose levels overnight and in the absence of glucose
intake, and rapid-acting (bolus) insulins that are dosed just
prior to, during, or even after meals based on blood glucose
levels at that time, the amount of carbohydrate that the person
expects to consume, and any anticipated change in physical
activity patterns over the next number of hours.

These regimens have resulted in improved overall blood
glucose control with significantly less risk of hypoglycemia for
many patients.

Additional major advances in the size, speed, and sophisti-
cation of blood glucose meters provide for easy, accurate, and
rapid assessment of blood glucose levels. Such monitoring
techniques, as well as the generally increased self-awareness
that accompanies consistent self-monitoring, enable the moti-
vated fire fighter with diabetes to assess blood glucose levels
and ingest a safety net of carbohydrates before entering a haz-
ardous environment. Similarly, major advances in insulin de-
livery systems have greatly increased the ability of the mot-
vated individual with diabetes to achieve a level of diabetes
self-management consistent with the duties of fire fighting.

In order to get maximum effect from medical advances and
to minimize the risk of hypoglycemia, patients with diabetes
must check their blood glucose level frequently (as recom-
mended based on factors such as type of therapy and glycemic
history), review those results on a regular basis, and see their
diabetes care provider regularly for discussion in regard to any
necessary changes in treatment. Patient evaluation needs to
look for any of the known risk factors for serious hypoglycemia
or evidence of any of the known microvascular (eye disease,
kidney disease, or nerve disease) or macrovascular (cardiovas-
cular disease, peripheral arterial disease) complications of dia-
betes. A 12 MET stress test is required because myocardial inf-
arction remains the major cause of line-of-duty fatalities, and
diabetes is a risk factor for myocardial ischemia, especially
asymptomatic silent myocardial ischemia.

The individualized assessment described previously de-
mands a very close and good working relationship between
the patient and the diabetes care provider. The experience of
those who care for current fire fighters with diabetes is that
many are highly motivated and will do whatever it takes to
perform their jobs at a high level and in a safe manner.

Recognizing that there is variability in the relationship be-
tween the hemoglobin A1C and the 3-month average blood
glucose, we recommend that hemoglobin AIC levels greater
than the 8 percent threshold in Sections 6 and 9 be confirmed
by a second determination before action is taken.

The physician evaluating an individual with a hemoglobin
AlC > 8 percent should consider a discordance between the
AIC and the 3-month average glucose if any of the following
conditions exists:

(1) Arepeated value is below the threshold.

(2) A single AIC determination is discordant with prior or
subsequent determinations with no other evidence of de-
terioration in glycemic control.

(3) The patient’s reported capillary blood glucose determi-
nations and/or venous glucose determinations in
the physician’s office are significantly lower than those
reflected by the estimated average glucose (eAG) (eAG
calculator available at http/ /professional.diabetes.org/
glucosecalculator.aspx).

(4) The patient has a personal or family history or other evi-
dence of a hemoglobinopathy.
(5) The patient is a member of an ethnic group with in-
creased risk of hemoglobinopathy.
If the evaluating physician suspects that the A1C overesti-
mates average blood glucose, further evaluation can include
the following:

(1) Arepeat HbAIC

(2) Prior HbA1C values

(3) Serum fructosamine determination

(4) Downloaded reports from a memory glucometer

(5) Downloaded reports from a 72-hour continuous glucose
monitor

(6) Downloaded reports from a personal continuous glucose
monitoring device

Possible explanations for discordance between the eAG
based on A1C and the patient’s true average glucose include
the following:

(1) Assay Precision. The American College of Pathology ac-
cepts variation within 7 percent in A1C assays. Thus, a
person with an A1C of 8 percent might have a value be-
tween 7.5 percent and 8.5 percent on repeat testing of the
same sample. [Cohen 2010]

(2) Hemoglobinopathies. According to the National Diabetes In-
formation Clearinghouse (NDIC): “With some assay
methods, A1C tests in patients with hemoglobinopathies
result in falsely high outcomes, overestimating actual av-
erage blood glucose levels for the previous 2 to 3 months.
Physicians may then prescribe more aggressive treat-
ments, resulting in increased episodes of hypoglycemia.
Some assay methods used with some hemoglobinopathies
may result in falsely low outcomes, leading to under-
treatment of diabetes.” Also according to the NDIC:
“About one in 12 African Americans has sickle cell trait.
About 14.7 percent of African Americans aged 20 years or
older have diabetes. Therefore, many African Americans
have both diabetes and sickle cell trait.... People of South-
cast Asian descent are at risk for having hemoglobin E
(HbE), another hemoglobin variant.”

(3) Interindividual Variation.

(4) Clinical Studies. A comparison of HbA1C with average glu-
cose derived from 2 days of continuous monitoring and 3
months of 7 point glucose profiles at least three times a
week. The confidence interval for average glucose with an
AlC of 8 percent was 147-217 mg/dl. [Nathan 2008]

(5) RBC Lifespan: Hemoglobin A1C levels are a “snapshot” of
what is truly a rolling average. Subclinical variation in
RBC lifespan can have a significant effect on the relation-
ship between mean glucose and A1C, with increases in
average RBC lifespan increasing net glycosylation and de-
creases (as in some hemoglobinopathies or in recovery
from hemorrhage or anemia) decreasing net glycosyla-
tion. [Herman and Cohen 2010, Cohen 2008]

(6) RBC Glucose Transport. Variations in transport across the
REC membrane result in different intracellular and extra-
cellular glucose levels, thus affecting intracellular hemo-
globin exposure to glucose and resultant glycosylation.
[Khera 2008]

(7) Variations in Glycosylation Rates. Patients vary in activity of
the glycosylation reaction; genetically determined “high”
and “low” rates of glycosylation have been described in a
number of studies, explaining about one-third of interin-
dividual variation in A1C levels. [Hudson 1999, Snieder
2001, Hempe 2002, Cohen 2006, Soranzo 2010]
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(8) Interethnic Variation. Numerous studies have identified the
effect of ethnicity on the relationship between average
glucose and AIC. In general, Caucasians have signifi-
cantly lower A1C levels at comparable glucose. [Herman
2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer
2010, Kirk 2006]. This variability is independent of the
effect of hemoglobinopathies noted in (2).

A.6.20.1(1)(g)iv. Episodes of severe hypoglycemia are associ-
ated with an increased risk of subsequent episodes. Hypogly-
cemia can interfere with cognitive function and judgment.
Presence of microvascular and neurological complications of
diabetes can increase the risk of hypoglycemic events.

A.6.20.1(2)(g)iv. Episodes of severe hypoglycemia might pre-
dict an increased risk of subsequent episodes. Hypoglycemia
can interfere with cognitive function and judgment. Presence
of microvascular and neurological complications of diabetes
can increase the risk of hypoglycemic events.

A.6.20.2(1) The candidate should be evaluated for absence of
orthostatic hypotension, electrolyte disorders, ability to maintain
hydration during exercise under extreme environmental condi-
tions, and normal thyroxine levels with supplementation.

A.6.21.2(2) Previous burn injury per se does not interfere
with the essential job tasks of fire fighring. Extensive burn in-
jury with or without the need for skin grafting can result in
skin surfaces that are easily damaged, sensitive to chemical or
solvent exposure, or lacking in sweat or sebaceous glands. The
candidate should be evaluated for heat or cold intolerance,
range of motion and motor strength, and ability to wear per-
sonal protective clothing and equipment.

A.6.22.2(1) The candidate should be evaluated for space-
occupying lesion, reatment, or sequelae affecting ability to per-
form essential job tasks.

A.6.22.2(2) The candidate should be evaluated for history or
risk of seizure; residual effects on balance, coordination,
strength, speech, judgment; and medication requirements.

A.6.22.2(3) The candidate should be evaluated for ability to
wear SCBA and maintain nutrition and oral hydration.

A.6.22.2(4) The candidate should be evaluated for residual
pulmonary function and medication requirements.

A.6.22.2(5) The candidate should be evaluated for abnormal
bowel or urinary function that would interfere with emer-
gency operations where toilet facilities are unavailable, the
ability to maintain nutrition and hydration, and medication
requirements.

A.6.22.2(6) The candidate should be evaluated for muscle
strength, deformity interfering with function, or the ability to
wear protective ensemble.

A.6.22.2(7) The candidate should be evaluated for anemia,
leukopenia, or thrombocytopenia, or residual cardiac, pulmo-
nary, Gl, dermatological, or neurological effects of surgery,
radiation, or chemotherapy.

A.6.24.1(5) Leukotriene receptor antagonists are not Cat-
egory A condition if used to treat conditions not affecting the
lower respiratory system.

A.6.24.2 The candidate should be evaluated for an underly-
ing condition requiring the medication and effects of medica-
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ton that could affect ability to safely perform essential job
tasks.

A.7.1.3 A department should set protocols regarding length
of time absent from duty and/or medical conditions that re-
quire the department physician to evaluate a member. Physi-
cal therapy, strength training, work hardening, functional ca-
pacity evaluations, and alternate duty are all activities that can
be helpful.

A.7.2.2(5) Universal agreement exists that wellness, fitness,
and risk reduction for cardiovascular disease, pulmonary dis-
ease, and cancer can be reduced by tobacco abstinence, regu-
lar exercise, and control of weight, hypertension, cholesterol,
and blood sugar. The annual medical evaluation should serve
as one of many opportunities in the fire department to modify
these risk factors. Clearly, risk reduction is easier if there is
early intervention and if the department promotes wellness
and fitness. Tobacco cessation programs should be available to
the member, and all fire department facilities should be
tobacco-free zones. Control of weight, hypertension, choles-
terol, and blood sugar are all improved with dietary education
and regular exercise.

A.7.7.1 If performing these tests as part of an automated
panel that includes additional tests is more cost-effective, it is
acceptable to do so.

A.7.7.4.1 Pulmonary spirometry is an essential part of the
annual medical evaluaton of fire fighters wearing personal
protective clothing and SCBA. Spirometric measures include
the forced vital capacity (FVC), the forced expiratory volume
in the first second of expiration (FEV,), and the absolute
FEV,/FVC ratio calculated by dividing the FEV, by the FVCin
liters, Other spirometric measures of small airway flow limita-
tions [e.g., forced expiratory flow (FEF) 25 percent to 75 per-
cent] should not be used for screening evaluations. For spiro-
metric measurements to be properly interpreted, they need to
be performed according to American Thoracic Society recom-
mendations. Modern spirometry uses computer-assisted qual-
ity control of both calibration and testing procedures. FEV,
and FVC results are expressed not only as absolute values (li-
ters) but also as percent predicted adjusted for gender, age,
height, and ethnicity. Currently, the preferred method uses
NHANES III normative equations with the acceptable thresh-
old being 80 percent predicted. When percent predicted FEV,
or FVC values are minimally below threshold (typically 74 per-
cent to 79 percent of predicted), the LLN for the appropriate
population can, at the discretion of the physician, be used
instead of the 80 percent predicted threshold value. For ex-
ample, the LLN may be more appropriate for taller and older
individuals. (See references in F2.5.) However, because these
norms are population-based, it is possible for individuals to be
normal just below these thresholds or to have minimal but
potentially significant abnormalities just above these thresh-
olds. In asymptomatic individuals with minimal reductions in
spirometry measures (FEV;, FVC, or the absolute FEV,/FVC
ratio), further evaluation (complete pulmonary function tests,
exercise testing, or challenge testing) can be necessary to de-
termine if essential tasks can be performed safely. Such tests
are not screening tests and therefore should be performed in
a laboratory setting by an experienced specialist.

A.7.7.4.3 When the FVC or FEV, is reduced below 70 percent
of predicted, substantial dysfunction is present. Moderate
chronic obstructive pulmonary disease is considered to be
present when the absolute FEV, /FVC ratio is equal to or less
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than 0.70 and the FEV, is less than 70 percent predicted. Se-
vere chronic obstructive pulmonary disease is considered to
be present when the absolute FEV, /FVC ratio is less than 0.70
and the FEV, is less than 30 percent predicted. Moderate to
severe restriction is considered when the FVC is less than
60 percent predicted with an absolute FEV, /FVC ratio greater
than 0.90. Again, in certain cases, additional pulmonary func-
tion testing can be required, such as pre- and post-spirometry,
lung volumes, diffusing capacity, exercise testing, and/or chal-
lenge testing. Because these tests are for diagnostic purposes,
they should be performed in a laboratory setting by an experi-
enced specialist. [Hankinson 1999]. For most individuals, the
definition of an abnormal FEV, or FVC is less than 80 percent
predicted adjusted for gender, age, height, and ethnicity using
NHANES III. However, because these norms are population-
based, it is possible for individuals to be normal just below
these thresholds or to have minimal but potentially significant
abnormalities just above these thresholds. When percent pre-
dicted FEV, or FVC values are just below threshold (typically
74 percent to 79 percent of predicted), the LLN for the appro-
priate population can, at the discretion of the physician, be
used. For example, the LLN might be more appropriate for
taller and older individuals. In asymptomatic individuals with
minimal reductions in FEV, or FVC values (70 to 79 percent
predicted) and a normal FEV, /FVC ratio (0.71 to 0.90), fur-
ther evaluation (complete pulmonary function tests, exercise
testing, or challenge testing) might be necessary to determine
if essential tasks can be performed safely (see F2.5).

A.7.7.6.3 In asymptomatic individuals, no firm guidelines have
been developed for stress testing (exercise test with ECG) for the
screening of cardiac disease or the risk of sudden death. Risk
stratification is useful in determining who should receive such
testing.

Submaximal stress testing can be used for screening but not
for diagnosis. Cardiology evaluation with symptom-limiting stress
testing and imaging techniques (e.g., echocardiography, techne-
tium TcH9m sestamibi study) should be used for assessi ng cardio-
vascular disease in the following individuals:

(1) Fire fighters with pesitive or questionably positive changes
on screening submaximal stress tests

(2) Fire fighters with new-onset chest pain, symptoms sugges-
tive of coronary artery disease (CAD), or known coronary
artery disease

(3) Fire fighters over the age of 45 (for men) and 55 (for
women) with one or more of the following risk factors for
CAD:

(a) Hypercholesterolemia (total cholesterol greater than
240 mg/dL)

(b) Hypertension (systolic > 140 mmHg or diastolic
> 90 mmHg)

(c) Diabetes

(d) Smoking

(e) Family history of premature CAD (heart attack or
sudden cardiac death in a first-degree relative less
than 60 years of age)

(4) Fire fighters with a Framingham Risk Score > 10% (risk cal-

culator available at http://hp2010.nhlbihin.net/ atpiii/
calculator.asp)

Negative stress tests should be repeated as clinically indi-
cated or at least every 2 to 5 years.

Interpreting stress tests as “positive” or “negative” is beyond
the scope of this document. However, factors that should be

taken into consideration should include the individual’s exer-
cise capacity, symptoms, blood pressure response, heart rate
response, ECG changes, and the presence of arrhythmias
(Gibbon et al. 2002).

Among the other noninvasive tests to screen for CAD is coro-
nary artery calcium (CAC) scoring by computed tomography. In
2007, an expert committee published an update to their original
guidance document. The committee’s consensus was that “it may
be reasonable to consider use of CAC measurement in such pa-
tients with intermediate risk (between 10 percent and 20 percent
10-year risk of estimated coronary event).” The committee did
not recommend CAC measurement in low-risk patients (less
than 10 percent 10-year risk of estimated coronary event) or in
high risk patients [greater than 20 percent 10-year risk of esti-
mate coronary event] [Greenland et al. 2007]. High-risk indi-
viduals should be referred directly to stress imaging without the
need for CAC scoring.

A.7.7.8(1) An annual TB program should include the follow-
ing:

(1) Documentation of a two-step purified protein deriva-
tive (PPD) tuberculin skin test prior to this PPD, a
0 mm PPD within the past year, or a negative TB blood
test for interferon gamma release assay within the past
year. [Morbidity and Mortality Weekly Review, December
16, 2005, and NFPA 1581, Standard on Fire Department
Infection Control Program)

If the TB skin test (PPD) is used, the following is required:

(a) Placement of the PPD and subsequent reading by a
trained, designated reader within 48 hours to 72 hours
of placement. Members with a history of positive PPD
should instead fill out a questionnaire and might be re-
quired to have a chest radiograph.

(b) PPD results should be documented in millimeters
(mm). A test with no skin reaction should be re-
corded as 0 mm. PPD measurement should not in-
clude erythema and should include only induration
in the axis perpendicular to the forearm.

(c) APPD skin test will be considered positive if the fol-
lowing conditions are present:

@

—

1. 5 mm or greater in a member who is immunosup-
pressed, who has a household contact with active
tuberculosis, or who has an abnormal chest radio-
graph consistent with prior tuberculosis

ii. 10 mm or greater in a member with a normal
immune system who has an increased probabil-
ity of recent infection or has other clinical con-
ditions that increase the risk for progression to
active TB. This includes all members, because
fire fighters are considered health care workers
if they perform EMS or rescue activities.

lii. 5mm increase from previous reading occurring
within last 2 years.

(3) TB blood tests are now readily available. Their cost effec-
tiveness must be judged by considering the fact that false
positives from atypical mycobacterium or BCG vaccination
do not occur and that this test requires only one visit for
blood drawing, thus eliminating a return visit for PPD skin
test reading. False positives and false negatives can occur if
the blood specimens are not properly obtained, handled,
and processed prior to and after arrival in the laboratory.
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(4) If the PPD or the tuberculin skin test is positive (conver-

sion), the following steps should be taken:

(a) Member fills out questionnaire.

(b) Member obtains chest x-ray.

(c) Member is evaluated for active disease.

(d) Member is evaluated for preventative therapy.

(5) If active disease is suspected, the member should be re-
moved from any duty until he/she has been determined
to be noninfectious. This will occur when the diagnosis of
tuberculosis is ruled out or, if confirmed, when adequate
therapy has been instituted, the cough has resolved, and
three consecutive sputum smears for acid-fast bacillus
(AFB) on different days are negative.

In the event of an exposure to TB, the following steps
should be taken:

(1) Member without a recent PPD (in the last 6 months) should
receive a PPD, tuberculin skin test, or TB blood test within
14 days of exposure. Members with a history of positive PPD,
tuberculin skin test, or TB blood test, should fill out a TB
questionnaire.

(2) Another PPD, tuberculin skin test, or TB blood test and
the questionnaire should be repeated 6 weeks to 12 weeks
after the first PPD.

(3) If the PPD skin test or TB blood test turns positive (con-
version) or the questionnaire is positive, proceed as de-
scribed in A.7.7.8(1) (5) and A.7.7.8(1) (6).

A.7.7.8.2 For further guidelines and requirements, refer to
local and state departments of health and the Centers for Dis-
ease Control (CDQC); also see the references in F.2.6.

A.7.7.9.2 The BBP protocol should include the following el-
ements:

(1) Factsheet that explains in lay language the risks of infec-
tion, the various prophylactic and therapeutic options,
the testing and follow-up that will be needed, and recom-
mendations for personal behavior (safe sex, blood dona-
tion, etc.) following an exposure

(2) Classification table to determine the exposure type and
recommendation for prophylaxis

(3) Current recommendations of the U.S. Department of
Health and Human Services, Centers for Disease Con-
trol and Prevention, and Public Health Services

(4) List of tests to be done on exposed member, including
the following:

(a) HIV
(b) Hepatitis B surface antibody (HBsAb), if not previ-
ously known to be positive
(c) Hepatits B surface antigen (HBsAg), if not previ-
ously known to be positive HBsAb
(d) Hepatitis C antibody (HCAD)
(e) If HIV prophylaxis is to be given, the following tests:
i. CBC
ii. Glucose, renal, and hepatic chemical function
iii. Pregnancy test for females

(5) List of tests to be done on source patient, including the
following:
(a) HIV
(b) HBsAg
(¢) HCAD

(6) If source is available, interview for HIV, hepatitis B, and
hepatitis C risk/status
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(7) Determination of risk and need for post-exposure pro-
phylaxis (PEP)

(8) Member counseling regarding PEP medication(s) and
side effects of treatment; a printed fact sheet for the
member to review

(9) PEP, if appropriate, given as soon as possible after the
incident, preferably within 2 hours

(10) Follow-up of members on prophylaxis for the duration
of their treatment

(11) Assessment of tetanus status and administration of dT
booster, if appropriate

(12) Assessment of hepatitis B status as follows:

(a) If previously immunized with a positive post-
immunization titer, no further treatment is
needed.

(b) If previously immunized, titer was negative, and source
is HBsAg positive or high risk, give hepatitis B immune
globulin (HBIG) as soon as possible, preferably within
24 hours, and give a dose of hepatitis B vaccine.

(c) If previously immunized and titer is unknown, draw
titer and proceed as follows:

i. Iftiter is positive, no further treatment is needed.

ii. Iftiter is negative and source is HBsAg positive
or high risk, then give HBIG as soon as pos-
sible, preferably within 24 hours, and give a
dose of hepatitis B vaccine.

iii. If previously immunized with negatve titer and
revaccinated with a negative titer, give HBIG im-
mediately and a second dose 1 month later.

iv. If never immunized, give HBIG and begin
hepatitis B vaccine series.
(13) Follow-up instructions should include the following in-
formation:

(a) Adverse events and side effects of PEP
(b) Signsand symptoms of retroviral illness (fever, aden-
opathy, rash)
(c) Appointments for follow-up blood work, including
the following:
i. HIV at 6 weeks, 3 months, 6 months, and 9
months
ii. HBsAb and/or HCAb at 6 weeks, 3 months,
and 6 months, if source is hepatitis B and/or
hepatitis C positive
iii. Every other week CBC, renal, and liver func-
tion, if receiving PEP

A.7.7.13 Screening for prostate cancer in asymptomatic men
using the PSA test is controversial; however, studies suggest
that fire fighters have increased rates of prostate cancer.
Therefore, prostate screening using the PSA is indicated.
There is consensus regarding the serial measurements of PSA,
known as the PSA velocity, for comparison over time. An in-
crease over time indicates an increased risk for prostate can-
cer. A PSA test might detect small cancers that would never
become life-threatening. It is unclear whether the benefits of
PSA screening outweigh the risks of follow-up cancer tests and
cancer treatments. Several noncancerous conditions might re-
sultin an elevated PSA level, including benign prostatic hypertro-
phy (BPH) and other conditions related to acute or chronic in-
flammaton. When testing reveals an elevated PSA level, it is
important that the benefits and risks of prostate diagnostic pro-
cedures and treatment be discussed with the member.
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A.8.1.1 Besides the methods of determination of body fat
mentioned in 8.1.2, other, cruder methods have been used.
Insurance companies have used height-weight tables to esti-
mate risk of mortality. These tables of “ideal” weight for a
given height simply reflect the norm for the U.S. population
without consideration of relationship of the norm to health or
fitness. Another means of determining obesity that has more
scientific basis is the measurement of body mass index (BMI)
or the Quetelet index. This is defined as body weight in kilo-
grams divided by height in meters squared. Studies have
shown that the Quetelet index correlates rather well (r=0.70)
with actual measurement of body fat from hydrostatic weigh-
ing — better than do height-weight tables. BMI also correlates
with risks associated with obesity. Some experts feel that the
major limitation of the BMIL is that it is difficult to interpret to
patients and to use in counseling about weight loss. It does
have the advantage of being more precise than weight tables
and of permitting comparison of populations. However, skin-
fold measurements correlate more highly with data from hy-
drostatic weighing, measuring percent body fat, and are thus
more accurate for fatrelated classification than the Quetelet in-
dex. Researchers from the Panel on Energy, Obesity, and Body
Weight Standards have recommended that Table A.8.1.1 be used
when using the Quetelet index for obesity classification.

Table A.8.1.1 Quetelet Index for Obesity

BMI (kg/m?) Classifications
20-24.9 Desirable range for men and women
25-29.9 Grade 1 obesity

30-40 Grade 2 obesity
Greater than 40 Grade 3 obesity (morbid obesity)

The health risks associated with obesity begin in the range
of 25 kg/m” to 30 kg/m”. For example, someone with a large
fat-free mass (e.g., a bodybuilder) would be classified by the
Quetelet index as obese, though not to the same extent as
he/she would be with relative weight or the height-weight tables.
Another example of exception to this standard would be mem-
bers of the Phoenix Fire Department, whose average BMI is 28.
This would place the members in the mildly obese range, yet on
their fitness evaluations they score in the excellent range.

A.8.1.2(1) Anumber of researchers have found that the ratio
of waist-to-hip circumference (WHR) and the following cir-
cumference measurements are an accurate and convenient
method of determining the type of obesity present:

(1) Abdomen I (males) over the umbilicus
(2) Abdomen II (females) just below the umbilicus, at the
narrowest portion of the waistline below the ribs and
above hips with the abdomen relaxed
The guide for measurement is as follows:

(1) Hips at the widest part below the waist; landmark is the
greater trochanter, feet together

(2) Neck just below the larynx perpendicular to the long axis
of the neck

Equations for body fat prediction from circumferences and
height measured in inches are as follows:

Males (N = 592; R = 90; S.E. meas = 3.52 percent fat) per-
cent fat =+ [85.20969 x log (abdomen I circumference — neck
circumference)] — [69.73016 x log (height)] + 37.26673

Females = + [161.27327 x log (abdomen II circumference +
hip-neck circumference)] — [100.81032 x log (height)] —
69.55016

A.8.1.2(3) The most widely used method for determining
obesity is based on the thickness of skinfolds. The measures,
when performed correctly, have a high correlation (r= 0.80+)
with body density from underwater weighing.

Many researchers in the United States (including those
performing the large national surveys of the U.S. population
that form the basis for normative data worldwide) take skin-
fold measurements on the right side of the body. U.K. and
European investigators, on the other hand, tend to take mea-
surements on the left side of the body. Most research, how-
ever, reveals that it matters little on which side measurements
are taken.

Asuggested way to conduct measurements is as follows:

(1) Asageneral rule, those with little experience in skinfold
measurement should mark the site to be measured with
a black felt pen. A flexible steel tape can be used with
sites when it is necessary to locate a bodily midpoint.
With experience, however, the sites can be located with-
out marking.
(2) The measurer should feel the site prior to measurement,
to familiarize himself and the person being measured
with the area where the skinfold will be taken.
The skinfold should be firmly grasped by the thumb and
index finger of the left hand and pulled away from the
body. While this is usually easy with thin people, it is
much harder with the obese and can be somewhat un-
comfortable for the person being tested. The amount of
tissue pinched up must be enough to form a fold with
approximately parallel sides. The thicker the fat layer un-
der the skin, the wider the necessary fold (and the more
separation needed between thumb and index finger).

(4) The caliper is held in the right hand, perpendicular to
the skinfold and with the skinfold dial facing up and
easily readable. The caliper heads should be placed % in.
to 4 in. away from the fingers holding the skinfold, so
that the pressure of the caliper will not be affected.

(5) The skinfold caliper should not be placed too deep into
the skinfold or too far away on the tip of the skinfold. Try
to visualize where a true double fold of skin thickness is
and place the caliper heads there. It is good practice to
position the caliper arms one at a time, first the fixed
arm on one side and then the lever arm on the other.

(6) The dial is read approximately 4 seconds after the pres-
sure from your hand has been released on the lever arm
of the caliper jaw.

(7) A minimum of two measurements should be taken at
each site. Measurements should be at least 15 seconds
apart to allow the skinfold site to return to normal. If
consecutive measurements vary by more than 1 mm,
more should be taken until there is consistency.

(8) Maintain the pressure with the thumb and forefinger
throughout each measurement.

(9) When measuring the obese, it can be impossible to el-
evate a skinfold with parallel sides, particularly over the
abdomen. In this situation, try using both hands to pull
the skinfold away while a partner attempts to measure
the width. If the skinfold is too wide for the calipers,
underwater weighing or another technique will have to
be used.

(10) Measurements should not be taken when the skin is moist
because there is a tendency to grasp extra skin, obtaining
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inaccurately large values. Also measurements should not be
taken immediately after exercise or when the person being
measured is overheated, because the shift of body fluid to
the skin will inflate normal skinfold size.

(11) It takes practice to be able to grasp the same amount of
skinfold consistently at the same location every time. Ac-
curacy can be tested by having several technicians take
the same measurements and comparing results. It can
take up to 20 to 50 practice sessions to become profi-
cient. Calipers should be accurately calibrated and have
constant pressure of 10 g/mm* throughout the full mea-
surement range. The accuracy of skinfold measurements
can be reduced by many factors, including measurement
at the wrong sites, inconsistencies among different cali-
pers and testers, and the use of inconsistent equations.
However, when testers practice together and take care to
standardize their testing procedures, inconsistencies
among testers can usually be held under 1 percent.

A.8.2.2.1 Anappropriate target level should be to a predicted
level of 12 METs or greater, which is necessary for firefighting
activities.

A.8.2.2.1.2 A prescribed aerobic program might be a consid-
eration.

A.9.1.3(1) A member, while wearing full protective clothing
(turnout coat and pants, helmet, boots, and gloves) and SCBA, is
required to safely perform a variety of fire-fighting tasks that re-
quire upper body strength and aerobic capacity. For those not
familiar with fire suppression, the following specific details inher-
ent to the activities in essental job task 1 are offered:

(1) Lifting and carrying tools and equipment (e.g., axe, halligan
tool, pike pole, chain saw, circular saw, rabbet tool, high-rise
pack, and hose) that weigh between 7 Ib and 20 Ib (3.2 kg
and 9 kg) and are used in a chopping motion over the head,
extended in front of the body, or in a push/pull motion.

(2) Advancing a 1% in. (45 mm) or a 2% in. (65 mm) diameter
hose line, which requires lifting, carrying, and pulling the
hose at grade, below or above grade, or up ladders. In addi-
ton to the weight of the hose iwself, a 50 ft (15 m) section of
charged 1% in. (45 mm) hose contains approximately 90 1b
(41 kg) of water, and a 50 ft (15 m) section of 2% in.
(65 mm) hose holds approximately 130 Ib (59 kg) of water.

(3) Performing forcible entry while utilizing tools and equip-
ment (e.g., axe, halligan tool, chain saw, circular saw, or
rabbet tool) that requires chopping, pulling, or operating
these items to open doors, windows, or other barriers to
gain access to victims, possible victims, or to initiate fire-
fighting operations.

(4) Performing ventilation (horizontal or vertical) utilizing
tools and equipment (e.g., axe, circular saw, chain saw,
pike pole) while operating on a flat or pitched roof or
operating off a ground or aerial ladder. This task requires
the fire fighter to chop or push tools through roofs, walls,
or windows.

Other tasks that could be performed can include search
and rescue operations and other emergency response actions
under stressful conditions, including working in extremely
hot and cold environments for prolonged time periods.

A.9.3.2 Possible accommodations include but are not limited
to changes in assignment, provision of special devices to assist
the member in accommodating the medical disability, revision
of standard operating procedures, and/or techniques.
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A.9.3.3 What this chapter does is provide guidance to fire
department physicians for determining a member’s ability to
medically and physically function using the individual medical
assessment for the conditions listed in the chapter.

A.9.4 Firefighting activities have a high static component (i.e.,
inducing predominantly an increase in blood pressure) and a
moderate to high dynamic component (i.e., inducing predomi-
nantly an increase in heart rate). Sports with a similar set of de-
mands include wrestling, body building, and boxing. Recom-
mendations made by the task force with respect to athletic
activities that have these physical demands (high static, moderate
dynamic) have been followed in this document.

Performance of the aerobic and anaerobic critical job tasks
in a stressful, noxious fire or rescue environment with low
oxygen, high carbon monoxide, and numerous toxic gases has
significant risk for acutely aggravating pre-existing arrhyth-
mias and cardiac ischemia (oxygen delivery) and decreasing
cardiac valve or muscle function (oxygen supply). To protect
from this environment requires that the fire fighter wear per-
sonal protective equipment (PPE) and SCBA. The PPE pro-
vides a thermal barrier at the cost of added weight, encapsula-
tion, dehydration, and increased metabolic cost for a given
workload. The SCBA is a positive pressure demand valve respi-
rator that provides a barrier against the inhalation of noxious/
toxic gases and particulate matter but at increased metabolic
cost due to its weight and increased respiratory workload. Fire-
fighting activities have a high static component (i.e., inducing
predominantly an increase in blood pressure) and a moderate
to high dynamic component (i.e., inducing predominantly an
increase in heart rate). These factors increase physiologic
stress and cardiac demand and can precipitate acute cardiac
collapse, heart attack, syncope (blackout), or sudden death.
In the absence of sudden death, the fact that the fire fighter
was operating in an isolated, dangerous environment when a
cardiac event occurred would make the subsequent risk for
such an event leading to death unacceptably high for that fire
fighter, for the civilian who depends upon that fire fighter, or
for other fire fighters who not only depend upon that fire
fighter but can also be called upon to rescue that fire fighter.

A.9.4.8.2(7) Those without any of the above risk factors have
aless than 1 percent risk of sudden death.

A.9.4.9.1 Afirstepisode of syncope must be fully evaluated to
determine that the underlying cause does not compromise a
member’s ability to safely perform job tasks. Underlying neu-
rologic, cardiovascular, circulatory, and/or endocrine distur-
bance must be ruled out. If after evaluation there is no evi-
dence for underlying disease, exam is normal, and there has
been no reoccurrence, then the member need not be re-
stricted from performing job tasks. If underlying disease is
present and not reversible, then the member’s ability to safely
perform essential job tasks 1, 4, 5, 7, 8, 9, and 13 is compro-
mised due to risk for life-threatening sudden incapacitation.
(For additional recommendations, see section relevant to the underly-
ing disease.) If recurrent and no underlying disease, then the
member’s ability to safely perform essential job tasks 1,4, 5, 7,
8,9, and 13 might be compromised.

A.9.4.10.1 This technology has not been FDA approved for
operating effectively under conditions commonly found on
the fire ground (electromagnetic interference). In addition,
the requirement for pacemaker or implantable defibrillator
defines the underlying cardiac condition as life-threatening.
Many pacemakers do not have the ability to automatically in-
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crease heart rate upon demand during the critical job tasks
performed on the fire ground.

A.9.4.16.1 Evaluation with ECG, Holter monitor, and/or stress
test should be further supplemented with electrophysiologic
study (EPS). If rapid supraventricular tachycardia is inducible
and surgical ablation is successful, there is no medical reason to
restrict the member from performing essential job task 13.

A.9.4.17.1 Even if rate controlled (with or without medica-
tion), the added catecholamine stress and dehydration pro-
duced when performing critical job tasks on the fire ground
makes the potential for life-threatening sudden incapacitation
associated with this rhythm disturbance too great a risk. If per-
sistent or recurrent, these arrhythmias, even if rate controlled,
can result in embolic events, which prevent the successful and
safe performance of critical job tasks on the fire ground or
during emergency responses.

A.9.4.20.1 Members with prehypertension (systolic 120~
139 mmHg or diastolic 80-89 mmHg), Stage 1 hyperten-
sion (systolic 140-159 mmHg or diastolic 90-99 mmHg), or
stage 2 hypertension (systolic 160 mmHg or greater or dias-
tolic 100 mmHg or greater) should be referred to their
primary care physician for evaluation, lifestyle modifica-
tion, and/or treatment.

(1) Members with stage I hypertension whose BP returns to
cither prehypertension or normal with lifestyle modifica-
tion can return to an annual medical evaluation. For
members with long-standing stage I hypertension whose
BP has not been reduced, additional evaluation for pos-
sible end organ damage should be considered, including
any or all of the following:

(a) Complete patient history for symptoms of heart fail-
ure (e.g., shortness of breath upon exertion) or tran-
sient ischemic attacks (TIAs)

(b) Dilated eye examination for retinopathy

(c) Blood creatinine measurement for nephropathy

(d) Tests for left ventricular hypertrophy (Use of the rest-
ing ECG to detect left ventricular hypertrophy is in-
sensitive, e.g., 5 percent sensitivity, so echocardio-
gram is the currently accepted test for diagnosing left
ventricular hypertrophy.)

(2) Chronic hypertension can damage the eye (retinopathy),
the kidneys (nephropathy), the vascular system (stroke,
TIA, or PAD), or the heart (left ventricular hypertrophy
and heart failure). These hypertension complications are
known as end organ damage. The cardiac and vascular
complications are associated with an increased risk of sud-
den incapacitation and sudden cardiac death (Koren et
al. 1991). With proper evaluation, lifestyle modification,
and/or treatment, these complications can be avoided.
Lifestyle modification includes weight reduction, dietary
plan, reduction in dietary sodium, an increase in aerobic
physical activity, and moderation in alcohol consumption
[Chobanian 2003].

Because of the high risk of a sudden cardiovascular events
(e.g.. due to undiagnosed cardiac disease), members with
stage 2 hypertension should be restricted until their blood
pressure can be brought under control. Once their blood
pressure is brought under control, end stage organ compli-
cations should be regularly evaluated as described in
A9.4.20.1(2). The frequency of such evaluation is based on
the severity and duration of their elevated blood pressure.
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A.9.4.21.1 Metabolic syndrome includes three or more of the
following components:

(1) Abdominal obesity, defined as a waist circumference
>102cm (>40in.) in men or > 88 cm (> 35in.) in women

(2) Triglycerides > 150 mg/dl

(3) HDL cholesterol < 40 mg/dl for men, < 50 mg/dl for
women

(4) Blood pressure > 135/85 mmHg

(5) Fasting blood glucose >110 mg/dl

Members with metabolic syndrome should receive a cardiac
stress. Members should be counseled as to lifestyle adjustments,
receive an exercise prescription, and be referred to their per-
sonal physician for treatment of their elevated cholesterol, trig-
lycerides, insulin resistant hyperglycemia, and/or hypertension.

A.9.6 All disorders of the hypothalamic-pituitary-adrenal axis
can potentially affect fire fighters because these hormonal sys-
tems play an essential role in maintaining homeostasis when ex-
posed to physiologic and emotional stress while performing criti-
cal tasks on the fire ground or during emergency operations.
Homeostatic regulation is further impaired under conditions of
extreme temperature and dehydration, both of which are com-
mon when performing the critical tasks of fire fighting while
wearing personal protective clothing on the fire ground.

Without treatment, the risk of life-threatening dehydra-
tion, extreme alterations in body temperature, electrolyte dis-
turbances, and muscle weakness while operating at a fire
scene is unacceptably high. Mineralocorticoid deficiency also
increases the risk of life-threatening hypotension and/or ar-
rhythmias associated with exertion and dehydration. For this
reason, untreated or uncorrected hypothalamic, hypopituitar-
ism, hypothyroidism, hyperthyroidism, thyroid storm, hypo-
adrenalism, hyperadrenalism, parathyroidism, and other dis-
orders of thyroid and adrenal function threaten a member's
ability to safely perform essential job tasks.

A.9.6.3.1 Type 1 diabetes was previously called insulin-
dependent diabetes mellitus (IDDM) or juvenile-onset dia-
betes. Type 1 diabetes develops when the body's immune
system destroys pancreatic beta cells, the only cells in the
body that make the hormone insulin, which regulates blood
glucose. This form of diabetes usually strikes children and
young adults, although disease onset can occur at any age.
Type 1 diabetes can account for 5 percent to 10 percent of
all diagnosed cases of diabetes. In order to survive, people
with Type 1 diabetes must have insulin delivered by a pump
or injections.

Type 2 diabetes was previously called non-insulin-dependent
diabetes mellitus (NIDDM) or adult-onset diabetes. Type 2 diabe-
tes can account for about 90 percent to 95 percent of all diag-
nosed cases of diabetes. It usually begins as insulin resistance, a
disorder in which the cells do not use insulin properly. As the
need for insulin rises, the pancreas gradually loses its ability to
produce insulin. Type 2 diabetes is associated with older age, obe-
sity, family history of diabetes, prior history of gestational diabe-
tes, impaired glucose tolerance, physical inactivity, and race/
ethnicity. Type 2 diabetes is increasingly being diagnosed in
children and adolescents. Many people with Type 2 diabetes can
control their blood glucose by following a careful diet and exer-
cise program, losing excess weight, and taking oral medication.
Among adults with diagnosed diabetes, about 12 percent take
both insulin and oral medications, 19 percent take insulin only,
53 percent take oral medications only, and 15 percent do not
take either insulin or oral medications.

2013 Edition



1582-54

COMPREHENSIVE OCCUPATIONAL MEDICAL PROGRAM FOR FIRE DEPARTMENTS

Diabetic members should be carefully monitored for con-
trol of blood sugar because lack of glycemic control increases
the risk for dehydration, hypotension, and target organ dam-
age (e.g., myocardial infarction), which that can result in life-
threatening sudden incapacitation during performance of
critical job tasks. Such members should be monitored at regu-
lar intervals to ascertain that blood glucose and blood hemo-
globin A1C levels remain under control. According to the
American Diabetes Association 2010 guidelines, lowering he-
moglobin A1C to below or around 7 percent has been shown
to reduce microvascular and neuropathic complications of
type I and type Il diabetes. The recommendation for microvascu-
lar disease prevention in nonpregnant adults in general is for a
hemoglobin A1C level of less than 7 percent. Exceptions to this
7 percent level would be any condition that exists in addition to
diabetes that is responsible for the hemoglobin A1C not accu-
rately reflecting average glucose levels (e.g., hemoglobinopathies
such as sickle cell disease). Additional exceptions to this 7 level
would occur in individuals already not meeting NFPA 1582 re-
quirements (e.g., history of severe hypoglycemia or end organ
complications). See reference in F.2.3.

With medical control of diabetes, the risk of hypoglycemia
(low blood sugar) becomes a major concern in regard to those
with diabetes being or becoming fire fighters. This risk is greatest
in those with Type 1 diabetes.

In general, members treated with oral diabetes medications
are at litde risk of significant hypoglycemia. Members treated
with metformin, alpha-glucosidase inhibitors, or thiazolidinedi-
ones alone or in combination with each other are at no risk of
hypoglycemia, as these classes of drugs do not increase insulin
levels. Members treated with sufonylureas and related drugs have
a risk of severe hypoglycemia less than 1 percent of the risk asso-
ciated with insulin treatment. Members treated with diet and ex-
ercise alone (no oral diabetes medications or insulin) are at no
risk of hypoglycemia.

Fire fighting entails a unique set of conditions that need to be
considered in regard to those with diabetes and the risks of hy-
poglycemia. Unpredictable meal schedules, periods of physical
exertion, adrenergic stimulation, and sleep deprivation all
present challenges to fire fighters with diabetes. There are occa-
sions when there is no safe access to food or other forms of oral
glucose while wearing respiratory protection in a hazardous envi-
ronment, and the typical symptoms of hypoglycemia might not
be recognized as easily in the midst of fighting a fire. As well, it is
not always possible to exit a hazard zone rapidly enough to treat
hypoglycemic symptoms when detected. Members engaged in
fire suppression are at greater risk than those engaged in other
emergency activities (EMS, law enforcement) for this reason.

A review of current published data suggests that with care-
ful individualized assessment it is possible to identify those
with diabetes who can function fully as fire fighters and who
do not present a significant risk to themselves, their fellow fire
fighters, or to those they serve.

The individualized assessment process and criteria in-
cluded in this standard were set up to assure that only those
who are managing their diabetes conscientiously using the
most up-to-date approaches would be eligible to be a fire
fighter. In addition, certain patients have a greater tendency
for significant hypoglycemia despite the quality of their diabe-
tes management. Such individuals would not be good candi-
dates to be fire fighters and, accordingly, are excluded from
service under the criteria in this standard.

This individualized assessment is possible in large part be-
cause a great deal of change has occurred in the treatment of

2013 Edition

diabetes in recent years. Previously, patients used insulins that
were somewhat unpredictable in the time course of their ac-
tion and generally took two injections per day. Today, there
are insulins that are far more predictable and are either very
long acting and essentially treat only endogenous glucose pro-
duction (and therefore do not depend on a patient eating on a
regular schedule) or are very rapid and therefore can be admin-
istered directly before, during, or even shortly after one eats, sig-
nificantly decreasing the chance of insulin being taken and then
the meal being interrupted due to fire fighting duties.

Regimens now referred to as “basal bolus” are composed of
a very long-acting basal (or background) insulin, which con-
trols glucose levels overnight and in the absence of glucose
intake and rapid-acting (bolus) insulins that are dosed just
prior to, during, or even after meals based on blood glucose
levels at that time, the amount of carbohydrate that the person
expects 1o consume, and any anticipated change in physical
activity patterns over the next number of hours.

These regimens have resulted in improved overall blood
glucose control with significantly less risk of hypoglycemia for
many patients.

Additional major advances in the size, speed, and sophisti-
cation of blood glucose meters provide for easy, accurate, and
rapid assessment of blood glucose levels. Such monitoring
techniques, as well as the generally increased self-awareness
that accompanies consistent self-monitoring, enable the moti-
vated fire fighter with diabetes to assess blood glucose levels
and ingest a safety net of carbohydrates before entering a haz-
ardous environment. Similarly, major advances in insulin de-
livery systems have greatly increased the ability of the mot-
vated individual with diabetes to achieve a level of diabetes
selfmanagement consistent with the duties of fire fighting.

In order to get maximum effect from these medical ad-
vances, and to minimize the risk of hypoglycemia, members
with diabetes must check their blood glucose level frequently
(as recommended based on factors such as type of therapy and
glycemic history), review these results on a regular basis, and
see their diabetes care provider regularly for discussion in re-
gard to any necessary changes in treatment. Member evalua-
tion needs to look for any of the known risk factors for serious
hypoglycemia or evidence of any of the known microvascular
(eye disease, kidney disease, or nerve disease) or macrovascular
(cardiovascular disease, peripheral arterial disease) complica-
tions of diabetes. A 12 MET stress test is required because myocar-
dial infarction remains the major cause of line-of-cluty fatalites,
and diabetes (Type 1 and Type 2) is not only a risk factor for
myocardial ischemia but also for silent myocardial ischemia.

The individualized assessment just described demands a very
close and good working relationship between the member and
the diabetes care provider. The experience of those who care for
current fire fighters with diabetes is that this works for a highly
motivated member who will do whatever it takes to perform his/
her job at a high level and in a safe manner.

A9.6.4.1 See A9.6.3.1.

A.9.7 Theoretically, respiratory protection from this environ-
ment is afforded by SCBA use. Experience shows that SCBA
are frequently taken off to improve visibility and that SCBA air
supply is often insufficient to last for the entire fire operation
(ingress, suppression, overhaul, and egress). Thus, perfor-
mance of essential job tasks is regularly done for short time
periods in a noxious fire or hazardous materials environment
with high carbon monoxide, noxious/toxic gases, and irri-
tants. Working in this environment has added potential for
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increasing carbon monoxide levels, decreasing oxygen levels,
and reducing oxygen delivery, and the extent of this reduction
and resulting risk is directly related to the degree of dysfunc-
tional gas exchange already present prior to the performance
of these essential job tasks. It also has potential for acutely
aggravating pre-existing airway hyperreactivity commonly
found in patients with asthma and other obstructive pulmo-
nary conditions (bronchitis, etc.). Acute hyperreactivity in this
environment is likely to induce immediate clinical asthma
(bronchospasm and wheeze) with a significant increased work
of breathing and gas exchange abnormalities. Respiratory in-
sufficiency, no matter the cause, has the potential for arrhyth-
mias, cardiac ischemia (oxygen delivery), decreased respira-
tory and cardiac function (oxygen delivery to tissues),
acidosis, and life-threatening sudden incapacitation.

A.9.7.6 Asthma, defined as reversible bronchospasm, can be
temporary or chronic. “Temporary asthma,” more accurately
referred to as acute bronchitis with wheezing, is a brief epi-
sode lasting days to months, usually following allergic or infec-
tious exposure. When this occurs without prior history, it most
likely will resolve over the next few weeks or months. Such
temporary incidents, once resolved, do not compromise the
member’s ability to safely perform essential job tasks. In con-
trast, true asthma is a chronic condition with a clinical history
of recurrent reversible bronchospasm or longstanding, persis-
tent reversible bronchospasm. For asthmatics, exposure to
smoke or other irritants on the fire ground or a hazardous
materials environment has a high probability of causing acute
asthma attacks and can also worsen the progression of the
underlying obstructive inflammatory disease. If this occurs in
an environment that is immediately dangerous to life and
health (e.g.. interior fire suppression or certain hazardous ma-
terials operations), it can have potentially devastating conse-
quences for the member, the team, or the mission. There are
no studies that support or deny that asthma in this environ-
ment can be prevented or adequately controlled by anti-
inflammatory medications (inhaled corticosteroids, cro-
molyn, leukotriene modifiers). It is not acceptable to use or
rely on bronchodilator medications for this purpose because
in a hazardous environment, SCBA cannot be removed to use
a rescue inhaler. There are no studies that support or deny
that the use of such medications is preventive or effective in a
fire/smoke environment, and several studies have implicated
the use of beta-agonists (short- and long-acting bronchodila-
tors) as an independent risk for sudden death and myocardial
infarction in the United States, Canada, Britain, New Zealand,
and Australia.

ldentifying asthmatics who are not only stable in a normal
environment but also do not have asthmatic attacks in a fire or
irritant environment is difficult. Because the clinical defini-
tion of asthma is reversible bronchospasm, spirometry or pul-
monary function testing performed in the absence of a clinical
attack is expected to be normal and might not even show a
bronchodilator response. Only if performed during an attack
will spirometry or other pulmonary function tests show ob-
structive airway flow limitations with a positive bronchodilator
response (greater than 12 percent and 200 mL increase in
FEV,). Therefore, in these fire fighters who report good con-
trol without asthma exacerbations on the fire ground, spirom-
etry should show adequate reserve (FVC and FEV, greater
than or equal to 90 percent predicted), without significant
bronchodilator response when performed off bronchodila-
tors on the day of testing. For population studies, pulmonary
function is considered normal when greater than or equal to

80 percent predicted, but for an individual with a history of
asthmatic bronchospasm who is being considered for job tasks
performed in a potentially irritant environment, it is reason-
able diligence to require pulmonary function with a greater
specificity for demonstrating adequate reserve (greater than
or equal to 90 percent predicted). The first time this member
is being evaluated for asthma control, challenge testing
should be performed to demonstrate no evidence for clini-
cally significant airway hyperreactivity [i.e., to be normal or
negative there should be less than 20 percent decline in FEV,
with provocative challenge testing to cold air, exercise
(12 METs), or a methacholine (PC,, greater than 8 is consid-
ered normal, as response at dose greater than 8 mg might not
be clinically significant)]. Challenge testing should be per-
formed off bronchodilators the day of testing. If the member
reports good control only when taking prescribed control
medications (inhaled corticosteroids, cromolyn, or leukot-
riene modifiers), then consideration should be given to con-
tinuing these medications during the testing. The member
should not use bronchodilators (short- or long-acting bron-
chodilators) the day of testing because these medications
could undermine the purpose of this test — that is, demon-
strating normal pulmonary function without clinically signifi-
cant bronchodilator response or airway hyperreactivity. Chal-
lenge testing should be performed only by an experienced
specialist. Testing should not be performed in members without
a history suggestive of asthma, since there is no indication for
testing. It should never be performed in members with moderate
to severe pulmonary dysfunction, as these members have already
demonstrated that they cannot safely perform essential job tasks,
and further testing might induce life-threatening bronchospasm.
Challenge testing should not be performed annually and should
be repeated only if clinically indicated.

A.9.7.6.1(7) If the member reports good control only when
taking prescribed control anti-inflammatory medications
(e.g., inhaled corticosteroids or cromolyn or oral leukotriene
modifiers), then consideration should be given to continuing
these medications during the testing. The member should not
use bronchodilators (short- or long-acting bronchodilators)
the day of testing because these medications can undermine
the purpose of the test, that is, to demonstrate normal pulmo-
nary function without clinically significant bronchodilator re-
sponse or airway hyperreactivity. Provocative challenge testing
should be performed the first time the member is evaluated
for asthma and only if all the provisions in 9.7.6.1 (1) through
9.7.6.1(7) indicate that the member’s asthma is under accepl-
able control. Provocative challenge testing is not required an-
nually and should be repeated only if clinically indicated.

A.8.7.7 A member with current or recent history of allergic-
induced, reversible bronchospasm is no different from a non-
allergic asthmatic in his/her ability to safely perform the essential
Job tasks associated with non-allergic irritant exposures, as the
majority will remain hyperreactive for 4 to 8 weeks after allergic-
induced bronchospasm. Two caveats exist. First, some members
could have a distant history of allergic asthma, are unlikely to be
exposed to this allergen again, or have successfully been desensi-
tized by an allergist. These members, if asymptomatic off asthma
medications for 2 months, can perform all essential job tasks with
reasonable safety. If' asthma is still suspected then the member
should be evaluated as in 9.7.6. Provocative challenge testing
should only be to general irritants (e.g., cold air, exercise, or
methacholine). Specific allergen challenge testing should not be
performed, as the risk for life-threatening asthma outweighs the
benefit. Second, members can have allergic rhinitis, sinus or skin
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conditions without a history, or suspicion of clinical asthma.
These members do not need specialized pulmonary testing.

A.9.7.8 Moderate to severe chronic obstructive pulmonary
disease is characterized by an FEV,/FVC ratio of 0.45 to 0.59
(absolute ratio rather than percent of predicted) and severe
chronic obstructive pulmonary disease by an absolute FEV, /
FVC ratio equal to or less than 0.07 and an FEV, less than
0.70 percent predicted. Additional tests that can be of value
are lung volumes, gas exchange parameters (diffusing capac-
ity, oxygen saturation, arterial blood gases), chest radiograph,
and chest CAT scan. With moderate to severe chronic obstruc-
tive pulmonary disease, elevated respiratory workload and lack
of respiratory reserve will not provide adequate gas exchange
for the safe performance of essential job tasks. Working in this
environment has the potential for increasing carbon monox-
ide levels, decreasing oxygen levels, and reducing oxygen de-
livery, and the extent of this reduction and resulting risk is
directly related to the degree of dysfunctional gas exchange
already present prior to the performance of essential job tasks.
It also has the likely potential for acutely aggravating pre-
existing airway hyperreactivity commonly found in patients
with moderate to severe chronic obstructive pulmonary dis-
eases (bronchitis, etc.). Acute hyperreactivity in this environ-
ment can induce immediate or progressive clinical asthma
(bronchospasm and wheeze) that can lead to sudden inca-
pacitation from status asthmaticus and/or cardiac ischemia.
In contrast, asymptomatic members with mild chronic ob-
structive pulmonary disease (an absolute FEV,/FVC equal to
or less than 0.70 and an FEV, above 70 percent predicted) and
without airway hyperreactivity might be able to safely perform
essential job tasks. However, if members with mild chronic
obstructive pulmonary disease are symptomatic, especially
during exercise or on the fire ground, then appropriate addi-
tional testing can be useful, including pre- and post-
spirometry, lung volumes, gas exchange parameters (diffusing
capacity, oxygen saturation, arterial blood gases), exercise test-
ing, and/or provocative challenge testing.

A.9.7.14 Members who are otherwise qualified can safely re-
sume fire-fighting duties as long as they have recovered from
their pneumothorax (with or without surgery) and their pul-
monary function has returned to acceptable limits. Most pa-
tients with spontaneous pneumothorax have cysts or bullous
disease from congenital or infectious etiology. Some have
bullous disease due to chronic pulmonary disease. Usually,
those with congenital or infectious cause will have pulmonary
function tests that are compatible with the safe use of SCBA
while those with chronic pulmonary disease can have pulmo-
nary function tests that are not compatible with the safe per-
formance of essential job tasks 1,2, 3, 4, 5, and 7. Regardless of
cause, many (10 percent to 20 percent) will have a recurrence
on the same side unless surgically corrected. After the pneu-
mothorax has resolved, surgical correction of underlying
cystic/bullous disease is not a prerequisite for returning to
fire-fighting duty as long as pulmonary function allows for the
safe use of SCBA.

A.9.7.16 Significant pleural effusions should be referred for
diagnostic tests, as new or increasing effusions can be a sign of
cardiac, liver, or renal disease, pneumonia, empyema, tuber-
culosis, or cancer. When these illnesses are severe enough to
cause pleural effusions, they compromise the ability to safely
perform essential job tasks due to limitations of endurance or
inability to safely wear SCBA. If not the illnesses causing pleu-
ral effusions, then pulmonary function tests should be as-
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sessed. Moderate to severe restriction (FVC less than 60 per-
cent of predicted with an absolute FEV,/FVC ratio greater
than or equal to 0.90) compromises the member’s ability to
safely perform essential job tasks unless a more complete
evaluation of gas exchange and exercise capacity shows the
ability to exercise at a workload of 12 METs without evidence
of hypoxia or exercise desaturation.

A.9.8.9 After acute infection has resolved, the fire fighter can
return to work if weight, muscle strength, cardiac function,
and function of other involved organs have returned to levels
required for safe performance of essential job tasks. Concepts
used within this document for each of these organ systems
should be applied here.

A.9.8.10 Afteractive infection has resolved (e.g., sputum AFB
or sputum culture negative for 3 successive days) and the fire
fighter is no longer contagious (usually within 2 weeks of suc-
cessful treatment), the fire fighter can return to work but per-
form only essential job tasks 1, 2, 3, 4, 5, 7, and 9 if weight,
muscle strength, pulmonary function, and function of other
involved organs have returned to acceptable levels for safe per-
formance. Concepts used within this document for each of
these organ systems should be applied here. A positive tuber-
culin (PPD) skin test or a positive tuberculin blood test with-
out symptoms and with a normal chest radiograph indicates
exposure, and latent infection without evidence for active in-
fection does not prevent a fire fighter from performing essen-
tial job tasks. Alternatively, a positive TB skin test (PPD) can be
a false-positive from exposure to atypical mycobacterium or
from prior BCG vaccination. The TB blood test does not pro-
duce these false positives, but experience with false negatives
is limited [ Mortality and Morbidity Weekly Review, December 16,
2005]. If conversion from negative to positive tuberculin test
(PPD or blood test) occurred within the last 2 years, there is
increased risk for the development of active contagious tuber-
culosis, which requires either treatment or frequent monitor-
ing for symptoms and chest radiograph changes (annually for
at least 2 years or during evaluation of current symptoms).
Members on prophylactic treatment can perform all essential
job tasks without restrictions. Treatment is a personal deci-
sion, but in its absence, monitoring with chest radiographs at
prescribed intervals is mandatory because development of ac-
tive disease is a public health hazard to other members and
the public.

A.9.8.11 Hepatitis, when not acute or when chronic but with-
out symptoms and without significant liver dysfunction or
other organ system dysfunction, does not prevent the success-
ful and safe performance of essential job tasks during fire
fighting or EMS work. Hepattis A, when not acute, is no
longer a public health risk. Hepatitis B, C, and so forth, are
bloodborne pathogens and are not a public health risk, as
universal precautions to prevent the spread of bloodborne in-
fections are a mandatory part of all emergency operations.
Treatment to prevent Hepatitis C from progressing to liver
insufficiency or failure (cirrhosis) is now available and FDA
approved. Members receiving this treatment need to be regu-
larly evaluated to determine their ability to safely perform
their essential job tasks. This combination drug therapy proto-
col can produce dehydration, fatigue, depression, anemia,
thrombocytopenia (bleeding disorder), and so forth.

A.9.8.12 HIV without AIDS does not prevent the successful
and safe performance of essential job tasks during fire fighting
or EMS work. HIV is a bloodborne pathogen and is not a pub-
lic health risk, as universal precautions to prevent the spread
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of bloodborne infections are a mandatory part of all emer-
gency operations. The fire fighter with AIDS but without sig-
nificant organ dysfunction is able to safely perform essential
Jjob tasks after careful evaluation. Treatment to prevent AIDS
from occurring when HIV infection occurs or to control the
progression of AIDS is available and FDA approved. Members
receiving this treatment need to be regularly evaluated to de-
termine their ability to safely perform the essential job tasks on
the fire ground, during emergency operations, and when
wearing protective clothing. This combination drug therapy
protocol can produce dehydration, fatigue, depression, ane-
mia, thrombocytopenia (bleeding disorder), and so forth.

A.9.9 The personal protective ensemble and SCBA can place
the fire fighter's spine at a biomechanical disadvantage due to
added weight and altered center of gravity. Certain medications
(narcotics and muscle relaxants) used to treat spinal conditions
can frequently produce or worsen somnolence, discoordination,
and disequilibrium. Neurologic dysfunction, regardless of cause,
can produce sudden incapacitation, which when working in dan-
gerous environments can result in life-threatening injuries.

A.9.10 Fire fighters with active, ongoing, or recurrent ortho-
pedic disorders can have difficulty due to reduced motor
strength, sensation, and flexibility as well as problems with
fatigue, coordination, gait, and equilibrium. These physical
abilities are required to safely perform essential job tasks 1, 2,
4, 5,6, 7, 8, and 18. The protective uniform and SCBA can
place the fire fighter’s involved extremity (upper or lower) ata
biomechanical disadvantage due to added weight and altered
center of gravity. Certain medications (narcotics and muscle
relaxants) used to treat orthopedic conditions can produce or
worsen somnolence, discoordination, and disequilibrium.

A.9.12.1 The fire fighter works in hazardous environments,
both on the fire ground and during other emergency opera-
tions. Heavy debris can fall on the fire fighter. The helmet
offers some protection when it fits well and is worn properly.
The fire fighter with a defect in the skull is more vulnerable to
head trauma and life-threatening sudden incapacitation. The
fire fighter is also exposed to biological aerosols, particulates,
smoke, and hazardous materials. Defects in the structure of
the face, nose, mouth, or throat can prevent acceptable fit
testing of a respirator (N-95, P-100, or SCBA).

A.9.12.3.1 Diseases of the eye such as retinal detachmen t, pro-
gressive retinopathy, optic neuritis (severe or progressive), macu-
lar degeneration, cataracts, and glaucoma can result in the fail-
ure to read placards and street signs or to see and respond to
imminently hazardous situations. Evaluation of visual acuity and
visual fields with consultation by an ophthalmologist is suggested.

Ophthalmological procedures such as radial keratotomy and
repair of retinal detachment require sufficient time (approxi-
mately 2 weeks for radial keratotomy and Lasik-type surgery and
3 months for retinal detachment) to allow stabilization of visual
acuity and to ensure that there are no postsurgical complica-
tions. Members should be cleared for duty by the ophthalmo-
logic surgeon who understands the essential job tasks associated
with fire fighting. These ophthalmological procedures can result
in the failure to be able to read placards and street signs or to see
and respond to imminently hazardous situations.

The fire service physician should also consider any color vi-
sion deficiency of the member in view of the color vision require-
ments of the member’s specific job in a given fire department.

A.9.12.3.1(1) Far visual acuity is at least 20/40 binocular, cor-
rected with contact lens or spectacles. Far visual acuity uncor-

rected is at least 20/100 binocular for wearers of hard contacts
or spectacles. Successful long-term soft contact lens wearers
(i.e., 6 months without a problem) are not subject to the un-
corrected standard. Inadequate far visual acuity can result in
the failure to be able to read placards and street signs or to see
and respond to imminently hazardous situations.

A.9.12.3.1(2) Most persons with monocular vision, after a
G6-month accommodation period, are able to function well.
There is some loss of depth perception and peripheral vi-
sion. The loss of depth perception has not been shown to be
of a type that will affect a member’s ability to safely perform
essential fire-fighting tasks. Some very specialized tasks can
be difficult to safely perform, and the fire service physician
should consider the depth of field deficiency of the indi-
vidual and consider the depth of field requirements of the
member’s job in order to reach an individual determina-
tion. It should be noted that the FAA will award all classes of
pilot’s licenses to monocular pilots. The loss of peripheral
vision is compensated for by increased scanning and head
movements. There are studies that show some detriment of
driving function in the driving lab. As of the writing of this
section the DOT does not allow monocular persons to hold
a commercial driver’s license. In view of this and the in-
creased dependence on visual cues when driving emer-
gency vehicles, monocular fire fighters should be restricted
from driving fire apparatus and other emergency vehicles.

A.9.12.4.1 Baseline and annual audiometry is performed on
each fire fighter. This should be done in accordance with 29 CFR
1910.95, “Occupational noise exposure.” The basics of this stan-
dard include the following:

(1) The first audiogram done (for members this will probably
be done during their pre-placement exam) becomes the
baseline audiogram.

(2) If subsequent audiograms are better than the baseline,
then the best one becomes the baseline. All audiograms
should be done with no exposure to industrial noise for
14 hours.

(3) Each subsequent audiogram is compared to the baseline
audiogram (not to the previous year's) to determine if
there is a threshold shift, which is an average loss of 10 dB
or more at 2000 Hz, 3000 Hz, and 4000 Hz in either ear.
This number should be corrected for presbycusis by age
tables [see Table A.9.12.4.1(a) and Table A.9.12.4.1(b)].
Thus, for each of the three frequencies the baseline read-
ing is subtracted from the current reading, and the pres-
bycusis correction is subtracted from this result. The re-
sults from the three frequencies are averaged, and if this
number is 10 or greater, then there is a threshold shift.

Audiometric pure tone threshold testing includes frequen-
cies 500 Hz, 1000 Hz, 2000 Hz, 3000 Hz, 4000 Hz, and 6000
Hz. Tests are performed using audiometric instrumentation
calibrated to ANSI S3.6, Specification for Audiometers.

Fire fighters should have adequate hearing in order to hear
a victim cry for help, to hear a PASS alarm, to hear noises
associated with imminent collapse, or to hear noise associated
with changes in the fire pattern. Hearing and the ability to
localize sounds is crucial in a fire-fighting environment where
smoke often minimizes visual cues and there is a high degree
of background noise and stress-related distractions. Fire fight-
ers should be able to hear fire department portable and ve-
hicle radio communications. They should be able to hear, dis-
criminate, and localize safety-related acoustic cues such as air
horns, sirens, screams, collapsing walls, beams, timbers, or gas
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Table A.9.12.4.1(a) Age Correction Values in Decibels for
Males

Table A.9.12.4.1(b) Age Correction Values in Decibels for
Females

Audiometric Test Frequency (Hz)

Audiometric Test Frequency (Hz)

Years 1000 2000 3000 4000 6000 Years 1000 2000 3000 4000 6000
<20 5 3 4 5 8 <20 7 4 5 6
21 5 3 4 5 8 21 7 4 4 3 6
22 5 3 4 5 8 22 7 4 4 4 6
23 5 3 4 6 9 23 7 5 4 4 7
24 5 3 5 6 9 24 7 5 4 4 7
25 5 3 5 7 10 25 8 5 1 4 7]
26 5 4 b 7] 10 26 8 5 b 4 8
27 5 4 6 7 11 27 3 5 5 5 8
28 6 4 6 8 11 28 8 5 5 5 8
29 6 4 6 8 11 29 8 5 5 5 9
30 6 4 6 9 12 30 8 6 5] 5 9
31 6 4 7 9 13 31 8 6 6 5 9
32 6 5 7 10 14 32 9 6 6 6 10
38 6 5 7 10 14 33 9 6 6 6 10
34 6 5 8 11 15 34 9 6 6 6 10
35 7 5 8 11 15 35 9 6 T 7 11
36 7 5 9 12 16 36 9 7 ¥ 7 11
37 7 § 9 12 17 37 9 7 7 7 12
38 7 6 9 13 17 38 10 7 7 7 12
39 Z 6 10 14 18 39 10 7 8 8 12
40 7 6 10 14 19 40 10 7 8 8 13
41 7 6 10 14 20 41 10 8 8 8 13
42 8 7 11 16 20 42 11 8 9 9 13
43 8 7 12 16 21 43 11 8 9 9 14
44 8 7 12 17 22 44 11 8 9 9 14
45 8 7 13 18 23 45 11 8 10 10 15
46 8 8 13 19 24 46 11 9 10 10 15
47 8 8 14 19 24 47 11 9 10 11 16
48 9 8 14 20 25 48 12 9 11 11 16
49 9 9 15 21 26 49 12 9 11 11 16
50 9 9 16 22 27 50 12 10 11 12 17
51 9 9 16 23 28 51 12 10 12 12 17
52 9 10 17 24 29 52 12 10 12 13 18
53 2] 10 18 25 30 53 13 10 13 13 18
54 10 10 18 26 31 54 13 11 13 14 19
55 10 11 19 27 32 55 13 11 14 14 19
56 10 11 20 28 34 56 13 11 14 15 20
57 10 11 21 29 35 57 13 11 15 15 20
58 10 12 22 31 36 58 14 12 15 16 21
59 11 12 22 32 37 59 14 12 16 16 21
260 11 13 23 83 38 =60 14 12 16 17 22

Sowrce: [29 CFR 1910.95].

leaks to safely perform their critical job tasks during fire sup-
pression and fire rescue.

These critical job tasks need to be safely performed under
conditions of extreme background noise and SCBA noise as typi-
cally found at the incident scene. The inability to hear sounds of
low intensity or to distinguish voice from background noise can
lead to failure to respond to imminently hazardous situations
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Sowrce: [29 CFR 1910.95].

and thus lead to life-threatening sudden incapacitation to the
member or others depending on the member.

Hearing aid use or cochlear implants are not considered a
reasonable accommodation for the following reasons:

(1) U.S. FDA regulations (21 CFR 801.420) require that all
hearing aids be labeled with a statement that hearing aids
or cochlear implants do not restore normal hearing.
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(2) Hearing aids are adjusted to restore one-third to onefourth
the measured loss in pure tone frequency range of 250 to
6000 Hz [National Acoustic Labs]. This allows for improved
hearing of speech but will not restore ability to hear or dis-
criminate acoustic cues (such as collapsing wall/timber, gas
leaks, traffic sounds) or radio broadcasts that are essential
safety requirements at a fire or rescue scene.

(3) Hearing aids seriously compromise the ability to localize
acoustic cues so that the source of impending danger is
confused and safety is imperiled.

(4) Hearing aids are not calibrated to function in areas of
high background noise (fire scene, rescue scene, traffic)
or during radio transmissions.

(5) Hearing aids are not reliable after submersion or heavy
EXposure to water.

(6) If there is a threshold shift the AHJ must be notified. AHJs

are responsible for initiating evaluation of personal pro-

tective equipment (PPE) and engineering controls.

[fthere is a threshold shift, the member should be advised

in writing and referral to an audiologist and/or an oto-

laryngologist should be made.

(8) If the threshold shift is determined to be permanent, then
this audiogram becomes the “revised baseline.”

(7

~—

A.9.12.5.1 Intact gait and balance are required to safely per-
form critical tasks such as climbing stairs, carrying heavy items
(tools, equipment, victims, stretchers), climbing ladders, and
walking on narrow/elevated/inclined areas (roofs). A fire
fighter’s balance can be further stressed by the need to safely
perform these critical job tasks wearing personal protective
clothing and SCBA.

Any symptomatic balance disturbance, vertigo, change of
gaitand coordination, or history of these that has not resolved
completely should be fully investigated. Examples include but
are not limited to Méniére’s syndrome, severe labyrinthitis,
and cerebellar syndromes. Current use of medications needs
careful evaluation to be certain that the condition is com-
pletely controlled and that the side effects of the medication
do not impose additional unacceptable risks for the successful
and safe performance of critical job tasks.

A.9.12.6.1 The face, nasal, oropharyngeal, and dental struc-
tures should be of sufficient structure and function to allow
the proper use and fitting of required respiratory protection
(N-95, P-100, SCBA) and other protective clothing and gear.
These structures should allow sufficient function for proper
nutrition, balance, communication, and respiration. Aphonia,
severe dysphonia, or a speech pattern that prevents oral com-
munication during fire or emergency operations should re-
solve or be corrected.

Anosmia (loss of smell) can interfere with the ability to
safely perform critical tasks on the fire ground. Evaluation of
anosmia is difficult, as objective testing is not available in most
medical settings.

Recurrent sinusitis (severe, requiring repeated hospitaliza-
tions or repeat surgery) can interfere with the successful and
safe performance of critical tasks due to inability to effectively
wear SCBA and inability to safely perform other critical tasks
during emergency operations due to limitations of pain, en-
durance, or respiration.

Severe and recurrent epistaxis can prevent successful and
safe performance of critical tasks due to inability to wear SCBA
on the fire ground.

Orthodontic and certain other maxillofacial appliances or
prostheses can preclude safe and effective use of protective

equipment and compromise nutritional or hydration status or
ability to communicate.

Pharyngeal or laryngeal stenosis, mass, or accessory tissues can
interfere with speech, communication, or respiration, which will
not permit the successful and safe performance of critical tasks
on the fire ground and during emergency operations, especially
when wearing SCBA and personal protective clothing.

A.9.12.6.2 Untreated obstructive sleep apnea is associated
with fatigue, cognitive defects, pulmonary hypertension, hy-
pertrophic heart disease, arrhythmias, and early onset demen-
tia. These issues can reduce the ability to perform all essential
job tasks. Risk factors for developing obstructive sleep apnea
include male gender, increased body mass index (BMI),
short/wide neck, and/or narrow throat. Screening question-
naires, such as the Berlin Questionnaire (assessing snoring,
fatigue, obesity and hypertension) can be used to determine
those who require formal sleep testing. In those with obstruc-
tive sleep apnea, additional testing is required to determine
the level of positive pressure (CPAP or BIPAP) required to
overcome the obstruction. Compliance with treatment can be
assessed using home monitoring devices attached to the CPAP
or BIPAP machine. Target organ damage can be screened for
by cardiac echo for evidence of pulmonary hypertension or
right ventricular hypertrophy.

A.9.13 Fire fighters with active, ongoing, or recurrent neuro-
logic disorders can have difficulty following orders, communi-
cating information, and working in a coordinated manner
with workers, victims, and involved civilians (essential job tasks
11,12, and 13). Fire fighters with neurologic disturbances can
also have difficulty with fatigue, somnolence, cognitive func-
tion, motor strength, sensation, coordination, gait, and equi-
librium, all required to safely perform essential job tasks. The
fire fighter often is exposed to considerable stress ( tempera-
ture, physical exertion, and psychological) during emergency
operations. Stress conditions can exacerbate or highlight neu-
rologic deficiencies when the fire fighter is performing essen-
tial job tasks rapidly during an emergency operation where
there is little room for error and where such errors can have
life-threatening consequences for the fire fighter, colleagues,
or victims. Removing oneself from the scene, even tempo-
rarily, can significantly impact on the success of the operation.
Medications used to treat neurologic conditions can fre-
quently produce or worsen somnolence, discoordination,
and/or disequilibrium.

A.9.13.4.1 Cerebral vascular insufficiency includes the spec-
trum of syndromes from transient ischemic attack (TTA) to
stroke, and its cause should be investigated. If due to arterio-
venous malformation, cerebral aneurysm, or bleeding, then
see specific recommendations. If due to hypertension, then
this is evidence of end organ disease. Stroke does not permit
safe performance of essential job tasks (1, 2, 4,5, 6, 7, 8,9, 10,
11, 12, and 18) since the physiological stress associated with
strenuous physical exertion can increase the likelihood for
new strokes leading to life-threatening sudden incapacitation.
Cerebral vascular insufficiency can affect control of respira-
tion, cognitive abilities, communication, motor strength, sen-
sation, coordination, and equilibrium. If stroke is due to em-
bolic disease, then risk factors (hypercoaguable state, collagen
vascular disease, carotid vascular disease, patent foramen
ovale, cardiac disease) need to be evaluated. Ability to safely
perform essential job tasks is based on an evaluation of current
neurologic status, treatment, and any contributory underlying
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conditions. (For example, Warfarin and other anticoagulant
treatment regimens do not allow the safe performance of es-
sential job task 8.)

A.9.13.5.1 Myasthenia gravis could compromise a member’s
ability to safely perform essential job tasks 1, 2, 4,5, 6,7, 8, 9,
10,11, 12, and 13. In considering performance of essential job
tasks, the impact of the operational environment (heat, stress,
activity, duration, variable night shifts, etc.) on exacerbations
should be considered and specifically addressed by a knowl-
edgeable neurological specialist and the fire department phy-
sician. The neurologist must indicate that the member’s cog-
nitive function and neurological exam are normal and the
member is off all drug treatment. The member cannot safely
perform essential job tasks if there is evidence of respiratory
muscle weakness or prior episode of respiratory muscle weak-
ness in the last 3 years. The member cannot safely perform
essential job tasks if on drug treatment for myasthenia includ-
ing corticosteroids, cytotoxic drugs (e.g., Imuran), and/or
plasmapheresis; these treatments indicate that disease is still
active and likelihood for exacerbation and life-threatening
sudden incapacitation exists during emergency opérations.

A.9.13.6.1 Epilepsy is defined as the presence of “unpro-
voked, recurrent seizures — paroxysmal disorders of the cen-
tral nervous system characterized by an abnormal cerebral
neuronal discharge with or without loss of consciousness.”
Generalized, complex, partial, simple epilepsy, or recurrent
seizures, even those that do not impair consciousness, prevent
safe performance of essential job tasks 1, 8,4, 5, 6,7, 8, 9, 10,
11, 12, and 13 because of the uncertainty regarding how much
of the brain could be involved and the risk of propagation to
other regions of the brain, particularly in the highly epilepto-
genic environment of the fire ground.

Treatment of patients with epilepsy is only variably success-
ful, with roughly 40 percent of patients attaining remission on
anticonvulsant therapy. Remission is defined as 5 years with-
out recurrence of seizure activity. Further complicating the
fitness-for-duty issue is the fact that only 50 percent of patients
who achieve remission do so without toxic side effects of the
anticonvulsant drug.

As much as 10 percent of the population will experience at
least one seizure in a lifetime, whereas less than 1 percent of
the population qualifies for a diagnosis of epilepsy.

Many conditions producing seizures in the pediatric age
group are known to remit prior to adulthood, and many adults
sustain a reactive seizure that can be attributed to a reversible,
underlying precipitant. These circumstances do not necessar-
ily represent an ongoing risk of sudden, unpredictable incapaci-
tation of a member. After a provoked seizure, with the precipitant
identified and alleviated, the member can be cleared for duty if
anticonvulsants are not prescribed and the conditions described
in 9.13.6.1(2) through 9.13.6.1(5) are met.

A.9.13.7.1 The cause of cerebral bleed needs to be determined.
If due to hypertensive bleed, then this is evidence for target organ
disease. Hypertension with target organ disease does not permit
safe performance of essential job tasks 1,4, 5, 6,7, 8,9, 10, 11, 12,
and 13, as the hypertension and stress associated with strenuous
physical exertion can increase the likelihood for new bleeds and
strokes leading to life-threatening sudden incapacitation due to
central nervous system instability affecting control of respiration,
cognitive abilities, communication, motor skills, sensory abilities,
coordination, and equilibrium.
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Arteriovenous malformation or cerebral aneurysm does not
allow for the safe performance of essential job tasks 1,4, 5, 6, 7, 8,
9,10, 11, 12, and 13 since hypertension and stress associated with
strenuous physical exertion can increase the likelihood for acute
rupture and stroke leading to life-threatening sudden incapacita-
tion. Members can safely return to duty after evaluation by a neu-
rosurgeon if resection was successful, exam and imaging studies
are normal (except for surgical site), and EEG shows no epileptic
activity off all anticonvulsant medications.

A.9.13.8.1 Essential job tasks 1,4, 6, 7, 8, 9, 10, 11, 12, and 13
might not be performed safely unless after evaluation by a spe-
cialistitis concluded that exam is normal and imaging studies are
normal. If trauma produced seizures, then see recommendations
for seizures in A.9.13.6.1.

A.9.14 Fire fighters perform individually and as a team. Fire
fighters with active, ongoing or recurrent, psychiatric and/or psy-
chological conditions can have difficulty following orders, com-
municating information, and working in a coordinated manner
with workers, victims, and involved civilians. The fire fighter with
a personality disorder might not respond appropriately to com-
mand structure or adequately control his/her interpersonal be-
havior. Behavior that undermines command structure, group
functon, and/or group cohesion is not safe to the member or
others performing essential job tasks. Fire fighters are exposed to
gruesome tragedy during emergency operations, further exacer-
bating the stress of the job. Removing oneself from the scene,
even temporarily, can significantly impact on the success of an
emergency operation. Medications used to treat psychiatric or
psychological conditions can produce or worsen somnolence,
impair coordination, and predispose to heat stress,

A.9.15 Substance abuse interferes with cognitive functions, en-
ergy, command structure, communication, strength, sensation,
gait, coordination, and equilibrium, and therefore compromises
the member’s ability to safely perform essential job tasks 1, 3, 4, 5,
6, 7, 8,9, 10, 11, 12, and 13. There is increased risk for auto
accidents when driving departmental vehicles. Dehydration, ar-
rhythmia, and disequilibrium can be life threatening in a toxic/
traumatic/stress environment. Fire fighting requires members to
perform independently and in coordination with others. Behav-
ior that undermines command structure, group function,
and/or group cohesion during emergency operations is not safe
to the member or others at the scene.

A.9.18.2 Medical Information Regarding Issues Related to
Pregnancy in Fire Fighters. The following information is in-
tended to help female fire fighters make informed decisions
regarding their job activities if they are pregnant or consider-
ing pregnancy. The majority of pregnant fire fighters will be
able to continue to work throughout pregnancy, with some
accommodations. They should discuss with their treating phy-
sician any individual conditions that may require limitation of
activities during pregnancy.

The following occupational hazards can have adverse ef-
fects at any time during pregnancy:

(1) Products of combustion, especially carbon monoxide

(2) Excessive heat

(8) Other toxic chemicals, including prolonged exposure to
vehicular exhaust

(4) Trauma (even simple falls)
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First trimester. In addition to the above, there are no other
activities with an adverse effect. The risk to the fetus created by
heat is highest during the first two months of pregnancy.

Second trimester. In addition to the above, the following ac-
tivities may have adverse effects:

(1) Alternating shift work, prolonged standing, and heavy lifting
(2) Noise exposure

Third trimester. In addition to the above, there are no other
activities with an adverse effect. Activities that involve or re-
quire aerobic fitness, speed, agility, and balance can be ad-
versely affected by body changes during pregnancy.

Personal protective equipment. PPE is not designed to protect
the fetus. The PPE fitted pre-pregnancy might not offer the
same level of protection during pregnancy and might need to
be refitted.

Post-delivery. Return-to-work decisions should be based on
an individualized evaluation of the member’s current status,
the requirements of her work assignment, and the type of de-
livery and its complications.

Lactation. Exposure to toxic substances might result in the
substances being present in breast milk.

Annex B Guide for Fire Department Administrators

This annex is not a part of the requirements of this NFPA document
but is included for informational purposes only.

B.1 Legal Considerations in Applying the Standard. The con-
sideration of an application or continued employment of a
member based on medical or physical performance evalua-
tions involves a determination that is not without legal impli-
cations. To this end, prior to making an adverse employment
decision based on the current standard, the authority with
Jjurisdiction might wish to consult with legal counsel.

B.1.1 Legal Protections for Individuals with Handicaps or
Disabilities. The Rehabilitation Act of 1973, as amended, 29
U.S.C. § 791 et seq., and implementing regulations prohibit
discrimination against those with handicaps or disabilities un-
der any program receiving financial assistance from the fed-
eral government. The Americans with Disabilities Act (ADA)
of 1990, 42 U.S.C. § 12101 et seq., also prohibits employment
discrimination by certain private employers against individu-
als with disabilities. In addition, many states have enacted leg-
islation prohibiting discrimination against those with handi-
caps or disabilities. Generally speaking, these laws prevent the
exclusion, denial of benefits, refusal to hire or promote, or
other discriminatory conduct against an individual based on a
handicap or disability, where the individual involved can, with
or without reasonable accommodation, perform the essential
functions of the job without creating undue hardship on the
employer or program involved.

Beginning in 1999, the United States Supreme Court has
issued a series of decisions limiting the scope of the ADA. As a
result, persons with certain kinds of impairments that are miti-
gated by corrective measures such as medication for high
blood pressure or eyeglasses for myopia are not “disabled” un-
der the ADA. See Sutton v. United Airlines, Inc., 527 U.S. 471
(1999); Murphy v. United Parcel Service, Inc., 118 S. Ct. 2133
(1999); and Alberisons, Inc. v. Kivkingburg, 527 U.S. 555 (1999).
More recently the Supreme Court held that an impairment is
not a disability covered by the ADA unless it severely restricts a
person from doing activities that are of central importance to

most people’s daily lives. See Toyota Motor Mfgr., Kentucky, Inc.
v. Williams, 534 U.S. 184 (2002). These cases significantly limit
the persons who can claim the protections of the federal ADA,
but do not, by any means, eliminate the ADA as an important
consideration in fire service-related employment decisions.
Moreover, it should be borne in mind that separate disability
protections exist under laws of many states, and some of these
laws have been interpreted to afford greater protections than
that afforded by the ADA. See, for example, Dahill v. Boston
Depariment of Police, 434 Mass. 233 (2001), where the Supreme

Judicial Court of Massachusetts ruled that a corrective device

to alleviate a disability is not relevant in determining whether
someone is disabled under the state’s disability law.

The disability discrimination laws, therefore, continue to
be an important part of the legal framework that governs
employmentrelated decisions. Although this standard has
been developed with this in mind, these laws can, depending
on the jurisdiction and the circumstances, affect the degree to
which the authority having jurisdiction can implement the
standard in an individual case. Users of this standard should
be aware that, while courts, in assessing disability discrimina-
tion claims, are likely to give considerable weight to the provi-
sions of a nationally recognized standard such as NFPA 1582
[see, for example, Miller v. Sioux Galeway Five Department, 497
N.W.2d 838 (1993)], reliance on the standard alone might not
be sufficient to withstand a challenge to an adverse employ-
ment decision.

B.1.2 Legal Protections for Individuals Who Are Members of
Protected Classes (Race, Sex, Color, Religion, or National Ori-
gin). Title VII of the Civil Rights Act of 1964, as amended, 42
U.S.C. § 2000e, and implementing regulations by the Equal
Employment Opportunity Commission (EEOC) prohibit dis-
crimination in employment on the basis of race, sex, color,
religion, or national origin (i.e., protected classes). Under
Title VII, an “employer” is defined, generally, to mean a per-
son with “15 or more employees for each working day in each
of 20 or more calendar weeks in the current or preceding
calendar year” (42 U.S.C. § 2000e). Several federal jurisdic-
tions have held that unpaid volunteers are not considered to
be “employees” under Title VII.

Additionally, many states, cities, and localities have adopted
similar legislation. Generally, physical performance or other re-
quirements that result in “adverse impact” on members of a pro-
tected class (e.g., on the basis of gender) are required to be vali-
dated through a study in accordance with EEOC guidelines, if
such requirements are to be relied on in making employment
decisions. Under EEOC guidelines, a study validating employ-
ment standards in one jurisdiction can be transportable to an-
other jurisdiction (and therefore used in lieu of conducting a
separate study). However, specific preconditions must be met
in this regard, and the authority having jurisdiction should
seek the advice of counsel before relying on a transported
validation study.

B.1.2.1 Pregnancy and Reproduction. Federal regulations, as
well as many court decisions, including the U.S. Supreme
Court’s decision in International Union, et al. v. Johnson Controls,
Inc. [499 U.S. 187, 111 S. Ct. 1196 (1991)], have interpreted
the requirements of Title VII with respect to pregnancy and
reproduction. The AHJ should seek the advice of counsel in
resolving specific questions concerning these requirements as
well as other requirements that can be imposed by state or
local laws.
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B.2 Determining Essential Job Tasks. The medical require-
ments in this edition of the standard were revised based on the
essential job tasks contained in Chapter 5 and Chapter 9. It is
recognized that some fire-fighting functions and tasks can vary
from location to location due to differences in department
size, functional and organizational differences, geography,
level of urbanization, equipment utilized, and other factors.
Therefore, it is the responsibility of each individual fire de-
parunent to document, through job analysis, the essential job
functions that are performed in the local jurisdiction.

There are a wide variety of job analytic techniques available
to document the essential functions of the job of a member.
However, at a minimum, any method utilized should be cur-
rent, in writing, and meet the provisions of the Department of
Labor regulations [29 CFR 1630.2(n)(3)]. Job descriptions
should focus on critical and important work behaviors and
specific tasks and functions. The frequency and/or duration
of task performance and the consequences of failure to safely
perform the task should be specified. The working conditions
and environmental hazards in which the work is performed
should be described.

The job description should be made available to the fire
department physician for use during the pre-placement medi-
cal examination for the individual determination of the medi-
cal suitability of applicants for membership.

B.3 Choosing a Fire Department Physician. Several factors
should be considered in choosing a fire department physician.
There are relatively few physicians with formal residency train-
ing and certification in occupational medicine. The fire de-
partment physician should be qualified to provide profes-
sional expertise in the areas of occupational safety and health
as these areas relate to emergency services. For the purpose of
conducting medical evaluations, the fire department physi-
cian should understand the physiological and psychological
demands placed on members as well as the environmental
conditions under which members have to perform.

Knowledge of occupational medicine and experience with
occupational health programs are essential for physicians not
formally trained in occupational medicine.

The physician must be committed to meeting the require-
ments of the program, including appropriate record keeping.
The physician’s willingness to work with the department to
continually improve the program is also important. Finally,
the physician’s concern and interest in the program and in the
individuals in the program are vital.

The following are some of the many options for obtaining
physician services:

(1) Physicians can be paid on a service basis or through a
contractual arrangement.

(2) Forvolunteer departments, local physicians might be will-
ing to volunteer their services for the program, with other
arrangements for payment of laboratory testing, x-rays,
and so forth.

(3) Some departments might utilize a local health care facility
for medical care. However, in that case, the department
should have one individual physician responsible for the
program, record keeping, and so forth.

(4) A military reserve or a National Guard unit can be used.

B.4 Coordinating the Medical Evaluation Program. An indi-
vidual from within the department should be assigned the re-
sponsibility for managing the health and fitness program, in-
cluding the coordination and scheduling of evaluations and
examinations. This person should also act as liaison between
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the department and the physician to make sure that each has
the information necessary for decisions about placement,
scheduling appointments, and so forth.

B.5 Confidentiality. Confidentiality of all medical data is eriti-
cal to the success of the program. Members need to feel as-
sured that the information provided to the physician will not
be inappropriately shared. No fire department supervisor or
manager should have access to medical records without the
express written consent of the member. There are occasions,
however, when specific medical information is needed to
make a decision about placement, return to work, and so
forth, and a fire department manager should have more medi-
cal information for decision making. In that situation, written
medical consent should be obtained from the member to re-
lease the specific information necessary for that decision.

Budgetary constraints can affect the medical program.
Therefore, itis important that components of the program be
prioritized such that essential elements are not lost. With ad-
ditional funding, other programs or testing can be added to
enhance the program.

Annex C Protocols for Evaluation
of Fitness of Members

This annex is not a part of the requiremenis of this NFPA document
bt is included for informational purposes only.

C.1 Annual Fitness Evaluation. The copyrighted material in
C.1.1 is extracted from Chapter 4 of NFPA 1583, Standard on
Health-Related Fitness Programs for Five Department Members, 2008
edition.

C.1.1 General.

C.1.1.1 All members shall participate in a periodic fitness
assessment under supervision of the department health and
fitness coordinator (HFC) and shall provide the HFC with
data on which to base individual exercise prescription.

C.1.1.2 The fitness assessment shall be conducted at least
annually.

C.1.2 Fitness Assessment.

C.1.2.1 All members shall be cleared for participation in the
fitness assessment by the fire department physician.

C.1.2.2 Ifa member has an acute medical problem or a newly
acquired chronic medical condition, the fitmess assessment
shall be postponed until that person has recovered from this
condition and presents to the fire department for review.

C.1.3 Pre-Assessment Questionnaire. The HFC shall adminis-
ter to all members a pre-assessment questionnaire that seeks
to identify contraindications for participation in the fitness
assessment and department exercise training program.

C.1.4 Fitness Assessment Components. The annual fitness as-
sessments shall consist of the following components:

(1) Aerobic capacity
(2) Body composition
(3) Muscular strength
(4) Muscular endurance
(5) Flexibility
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C.1.4.1 Sample Assessment Protocols for the Health-Related
Components of Fitness. The following examples of assessment
protocols for health-related components of fitness vary in terms
of ease of administration, safety, cost, and predictive value:

(1) Aerobic capacity

(a) l-mile walk

(b) 1.5-mile run/walk

(c) 12-minute run

(d) Step test (various)

(e) Stairclimbing machine

(f) Cycle ergometer (various)

(g) Treadmill (various)
(2) Percentage of body fat

(a) Skinfold (various)

(b) Circumference (various)

(c) Bioimpedance (BIA)

(d) Hydrostatic weighing

(e) Body mass index (optional)

(f) Waist-to-hip ratio (optional)
(3) Muscular strength

(a) Handgrip dynometer

(b) Static bicep curl with dynometer

(c) Static leg press with dynometer

(d) Bench press (1 rep maximum or percent of body

weight)

(e) Leg press (1 rep maximum or percent of body weight)
(4) Muscular endurance

(a) Push-ups

(b) Modified push-ups

(c) Pullups

(d) Bent knee sit-ups

(e) Crunches given time

(f Crunches to cadence
(5) Flexibility

(a) Sit and reach

(b) Modified sit and reach

(c) Trunk extension

(d) Shoulder elevation

C.2 Annual Fitness Evaluation. The copyrighted material in
this section is reprinted with permission from the Interna-
tional Association of Fire Fighters (IAFF) Fire Service - Joint Labor-
Management Wellness-Fitness Initiative.

C.2.1 Fitness Evaluation Protocols for Members. The follow-
ing mandatory fitness protocols shall be used to determine the
member’s baseline level of fitness and to evaluate progress
from year to year. Fitness evaluations shall be under the aus-
pices of the fire department physician. The actual evaluations
are permitted to be conducted by the fire department’s fitness
personnel. All data collected by the evaluator is to be held confi-
dential and maintained in the member’s confidential medical
file. The evaluator can provide exercise programs to encourage
the members to maintain or improve their level of fitness.
There are many protocols currently available to measure
the submaximal VO, levels of apparently healthy individuals.
These protocols differ in evaluation equipment (i.e., tread-
mill, stepmill, step, and stationary bike), rate of increasing
work output, degree of increasing work output, and final re-
sult. To increase the consistency of VO, measurements, as well
as the accuracy of the data collected between members within
and between participating fire departments, one of the two
following submaximal protocols is to be used to predict maxi-
mum aerobic capacity. These are the WFI Treadmill Protocol

and the WFI Stepmill Protocol. Both protocols were specifi-
cally developed and validated to evaluate the sub-maximal
aerobic capacity of members.

After continued evaluation and research by the JAFF/IAFC
Wellness-Fitness Initiative’s technical experts, it was deter-
mined that significant errors were occurring when past proto-
cols were applied to a population that has different character-
istics from those for which the evaluation was developed. For
this reason, the Bruce and Balke Treadmill Protocols were re-
moved as evaluation protocols and as a means to collect data.
Both Bruce and Balke were specifically tailored for lessfit
populations to determine cardiovascular pathology and thus
proved to be less accurate protocols for the general members
population. The YMCA Stationary Bike Test Protocol was also
removed since it consistently and grossly underestimated VO,
for above average body size (i.e., most members). The Cana-
dian Step Test was also removed since it relies on a single-stage
exercise that was found to underestimate measurement of
member’s VO,. The Gerkin and FDNY protocols were re-
moved because both of these protocols were found to provide
values that were somewhat variable and inconsistent with
other proven measures of cardiovascular fitness..

A maximal cardiopulmonary evaluation with an electrocar-
diogram (ECG) shall be permitted to be used to obtain VO,
measurements. This medical evaluation shall only be con-
ducted in a medical facility with proper monitoring by a phy-
sician and available resuscitation equipment,

The muscular endurance evaluations were also modified.
In order to improve the accuracy of the evaluation and the
data collection, the sit-and-hold evaluation was eliminated.
The sit-up and curl-up protocols were changed to the static
plank evaluation in order to ensure the safety of the partici-
pant and to improve the specificity of the evaluation. The
push-up evaluation was modified to now include the option of
the alternate grip push-up evaluation, to ensure participant
safety and uniformity in data collection. The alternate grip
push-up was added for individuals with a history of hand, wrist
or shoulder injuries.

The flexibility evaluation was modified to address the dif-
ference in limb length and/or differences in proportion be-
tween an individual's arm and legs.

The IAFF/IAFC Wellness-Fitness Initiative’s technical ex-
perts have evaluated all equipment utilized in these fitness
protocols. The technical experts found either accuracy, main-
tenance, or availability problems with some evaluation equip-
ment. Manufacturer’s information and product names are in-
cluded in each protocol. Unless indicated, this equipment
must not be substituted with other equipment. All equipment
must be maintained and properly calibrated in accordance
with the manufacturer’s instructions.

Members must be fully recovered from the previous evalu-
ation before proceeding to the next evaluation. The evalua-
tion events can be sequenced to minimize the effects of previ-
ous evaluations on subsequent evaluation performance. If
evaluations for body composition, aerobic capacity, muscular
strength, muscle endurance, and flexibility are to be evaluated
in one evaluation battery, the following sequence should be
used after completing mandatory pre-evaluation procedures:

(1) Body composition

(2) Aerobic capacity

(8) Muscular strength/power
(4) Muscle endurance

(5) Flexibility
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The following is a mandatory pre-evaluation procedure. It
shall be conducted for all members prior to conducting the
fitness evaluations:

(1) Review and confirm individual’s current medical status. It
is required that all members are medically cleared
through this standard’s medical evaluation within 12 (+3)
months prior to any fitness evaluation.

(2) Notify members in advance of the scheduled time and
place of physical fitness evaluations. The individual
should understand the protocol and what is expected be-
fore, during, and after the evaluation, including start and
stop procedures. Individual will be required to wear com-
fortable clothes and either sneakers or athletic shoes. All
members must refrain from eating, drinking, smoking,
and any physical activity prior to the evaluation to ensure
accurate heart rate and blood pressure measurements.

(3) Obtain a resting heart rate and blood pressure prior to
aerobic capacity evaluation. If resting heart rate exceeds
110 beats per minute and/or resting blood pressure ex-
ceeds 160/100 mm Hg, ask the individual to relax in a
quiet place for 5 minutes and re-test. If the heart rate
and/or blood pressure remain at these levels, cancel the
fitness evaluation and refer the individual to the fire depart-
ment physician. If the retest indicates a reduction in heart
rate and blood pressure, the evaluation can be given. The
aerobic capacity protocols also require that age and weight
in kilograms be obtained prior to the evaluation.

(4) Review health status with the individual being evaluated.
Contraindications for evaluations shall be reviewed, ad-
dressing any changes in the individual’s health status
since their last medical evaluation that would warrant de-
ferring the evaluation, including:

(a) Chest pain during or absence of physical activity

(b) Loss of consciousness

(c) Loss of balance due to dizziness (ataxia)

(d) Recent injury resulting in bone, joint, or muscle
problem

(e) Current prescribed drug that inhibits physical activity

(f) Chronic infectious disease (e.g., hepatitis)

(g) Pregnancy

(h) Any recent disorders that can be exacerbated by
exercise

(i) Any other reason why the individual believes that he
or she should not be physically evaluated

C.2.1.1 Aerobic Capacity. Treadmill. Submaximal treadmill
evaluations shall use the WFI Treadmill Protocol. The treadmill
should be a commercial treadmill capable of obtaining a 15-
percent grade and 10 mph. A Heart Rate Monitor or equivalent
shall be used for heart rate measurements and a stopwatch used
for timing..

Stepmill. Submaximal stepmill evaluations shall use the WFI
Stepmill Protocol. The stepmill shall be a Stairmaster Stepmill
SM-916 or 7000 PT. A Heart Rate Monitor shall be used for
heart rate measurements and a stopwatch used for timing.

Treadmill. Maximal treadmill evaluations shall use a con-
tinuous, multigrade medical cardiovascular protocol utilizing
an electrocardiogram (ECG) for cardiac measurements. This
evaluation must be under the direct supervision of a physician.
The treadmill shall be a commercial treadmill capable of ob-
taining a 25-percent grade.

All aerobic capacity evaluation results must be recorded in
milliliters (ml) of oxygen per kilogram (kg) of body weight
per minute (VOgmax).
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(1) Choose the aerobic capacity protocol and worksheet.

(2) Inform the fire fighter of all evaluation components.

(3) Ensure that the individual is in proper clothing and foot-
wear, is comfortable, and understands all facets of the
evaluation.

(4) Review all indicators for stopping the evaluation with the
individual

(5) Place and secure heart rate monitor transmitter around
individual’s chest, in accordance with the manufacturer's
instructions; evaluator shall hold or wear the heart rate
monitor wrist receiver

(6) Measure the fire fighter’s resting heart rate and resting
blood pressure and record on the protocol worksheet

(7) Obtain and record weight and age for both protocols

Determine the participants Body Mass Index (BMI). Refer
to Table C.2.1.1(a).

BMI = W(-:‘ight (kg‘)‘
Height (m)
uUs:
BMI = 703 x_veight (Ib)

Height (in.)*

(8) Determine 85 percent of the fire fighter’s estimated
maximum heart rate, which will be the target exercise heart
rate [see Table C.2.1.1(b)], using the following equation:

Target exercise heart rate = [208 — (0.7 x age)] x 0.85

Example: The target exercise heart rate of a 40-year-old
individual is:

Target exercise heart rate = [208 — (0.7 x 40)] x 0.85 = 153

If instead, maximum heart rate (MHR) had been previ-
ously measured on this individual, then 85% predicted MHR
on future occasions would be more accurately calculated as:

Target exercise heart rate = .85 (MHR — [age when MHR
determined - current age])

(9) Record the target exercise heart rate on the protocol
worksheet

C.2.1.2 Body Composition

Conduct pre-evaluation procedures. Obtain the partici-
pant’s age. Note the gender-specific skinfold sites. Men are
measured at the triceps, subscapular and pectoral sites;
women are measured at the triceps, abdominal and suprailiac
sites. All measurements should be made on the right side of
the body, with the subject standing upright. Use the tape mea-
sure to mark the site to be measured with a water-soluble
marker. Place calipers directly on the skin surface, 1 cm away
from the thumb and finger; perpendicular to the skinfold;
and halfway between the crest and base of the fold. Maintain
pinch while reading the caliper. Wait 1-2 seconds (not longer)
before reading caliper. Rotate through all three sites or allow
time for skin to regain normal texture and thickness. Take two
measurements at each site. If the values are less than 1 mm of
each other then calculate the average of the two measure-
ments. If the difference between the two measurements is
greater than or equal to 1 mm, then a third measurement
must be taken. If the differences between the three skinfold
measurements are equal, then calculate the average of all
three measurements [e.g., (1) 6 mm, (2) 9 mm, (3) 12 mm the
average of all three measurements is 9 mm]. If the three mea-
surements are not equal distance apart then calculate the av-
erage of the two closest measurements [e.g., (1) 7 mm, (2)
4 mm, (3) 5 mm the average is calculated for measurement #2
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Table C.2.1.1(a) Body Mass Index (BMI)
BMI 20 21 22 25 24 2/ 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50
Height Body Weight (pounds)
567(4'10M 96 100 105 110 115 119 124 120 134 138 143 148 153 158 162 167 172 177 181 186 191 196 201 205 215 220 924 229 9234 239
597 (4117 99 104 109 114 119 124 128 183 138 143 148 153 158 163 168 178 178 183 188 193 198 203 208 212 217 292 9297 932 237 242 247
60" (5') 102 107 112 118 123 128 135 188 143 148 153 158 163 168 174 179 184 189 104 109 204 209 215 220 9225 230 235 240 245 250 956
617(51") 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185 190 195 201 206 211 217 292 297 932 238 243 948 954 950 964
62°(5'2") 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 191 196 202 207 213 218 224 229 235 240 246 951 956 9262 967 273
637(5'3%) 113 118 124 130 135 141 146 152 158 163 169 175 180 186 191 197 203 208 214 220 9225 231 237 242 245 954 959 265 270 278 289
647 (547 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204 200 215 221 297 232 9238 9244 950 956 962 967 9273 270 985 9297
637 (557) 120 126 132 138 144 150 156 162 168 174 180 186 102 108 204 210 216 222 998 234 9240 246 952 258 264 270 976 282 988 904 300
GG6”(5'6") 124 130 136 142 148 1556 161 167 173 179 186 192 198 204 210 216 9293 920 235 241 247 953 960 266 972 278 984 991 997 303 300
677(5'7") 127 134 140 146 1583 159 166 172 178 185 191 198 204 211 217 223 250 236 242 249 255 261 263 274 980 9287 903 9299 306 312 $10
G87('8") 131 138 144 151 158 164 171 177 184 190 197 203 210 216 223 230 236 243 249 956 262 269 276 282 280 995 302 308 315 392 398
697 (59" 135 142 149 156 162 169 176 182 189 196 203 200 216 223 230 236 248 250 257 263 270 977 284 991 297 304 511 318 524 351 238
707(5'107) 139 146 153 160 167 174 181 188 195 202 209 216 222 229 236 243 250 257 264 271 278 285 202 299 306 313 320 397 334 341 348
7TI7(S11) 148 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250 257 265 272 270 286 293 301 8308 315 392 320 338 343 351 258
727 () 147 154 162 169 177 184 191 199 206 213 291 228 235 242 250 258 265 972 270 287 294 302 309 316 324 331 338 346 353 361 368
TE(GTT 151 159 166 174 182 189 197 204 212 219 297 235 242 950 9257 265 272 280 288 295 302 310 318 395 333 340 348 355 363 371 378
74T(627) 155 168 171 170 186 194 202 210 218 295 233 241 249 956 264 272 250 287 295 303 311 319 396 334 342 950 558 365 373 381 889
TE(GET) 160 168 176 184 192 200 208 216 924 232 240 248 256 264 272 270 287 295 303 311 819 327 335 343 851 350 367 375 383 301 309
T67(6'47) 164 172 180 189 197 205 213 221 230 238 246 954 263 271 279 287 9205 304 312 320 328 336 344 953 361 960 377 385 394 402 410
BMI 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 86 37 38 39 40 41 42 43 44 45 46 47 48 49 50
Table C.2.1.1(b) Target Heart Rate (THR) for Respective Age

Age THR e THR Age THR Age THR

(ms)  (BPM)  (yrs)  (BPM)  (yrs)  (BPM)  (yrs)  (BPM)

18 166 29 160 40 153 51 146

19 165 30 159 42 152 52 146

20 165 31 158 42 152 53 145

21 164 32 158 43 151 54 145

22 164 33 157 44 151 55 144

23 163 34 157 45 150 56 143

24 163 35 156 46 149 57 143

25 162 36 155 47 149 58 142

26 161 37 155 48 148 59 142

27 161 38 154 49 148 60 141

28 160 39 154 50 147 61 140

THR Formula: [208 - (0.7 x 40)] x 85

Note: THR is used as endpoint in submaximal aerobic capacity protocols.

and #3 only. The average of the two measurements is 4.5 mm].
Once the skinfolds are collected for all three sites, calculate
the sum of the average skinfold measurement for each site.
(Note: Sites are specific to gender.) To determine body fat
percentage, cross-reference the sum of skin folds with the sub-
Jject’s age on the appropriate chart provided in this section
[males, Table C.2.1.2(a); females, Table C.2.1.2(b)].

C.2.1.2.1 Male Skinfold Sites.

Triceps — located at the midpoint between the acromioclav-
icular (AC) joint and the olecranon process (center of the
elbow) on the posterior aspect of the upper arm. [See Figure
C.2.1.2.1(a) and Figure C.2.1.2.1(b).]

Subscapular — located on the same diagonal line as the
inferior border of the scapula, 2 cm beyond the inferior angle.
[See Figure C.2.1.2.1(c) and Figure C.2.1.2.1(d).]

Pectoral— Located on a diagonal line, midway between the
axillary fold and the right nipple. [See Figure C.2.1.2.1(¢) and
Figure C.2.1.2.1(f).]

C.2.1.2.2 Female Skinfold Sites.

Triceps — located at the midpoint between the acromioclav-
icular (AC) joint and the olecranon process (center of the el-
bow) on the posterior aspect of the upper arm. [See Figure
C.2.1.2.2(a) and Figure C.2.1.2.2(b).]

Abdominal — located at the right of the umbilicus, on a
vertical fold, 2 cm from the right lateral border. [See Figure
C.2.1.2.2(c) and Figure C.2.1.2.2(d).]

Suprailiac— located on a diagonal line, 1-2 cm anterior to
the crest of the pelvis (ASIS). Grasp a diagonal skinfold just
above and slightly forward of the crest of the ilium. [See Figure
C.2.1.2.2(c) and Figure C.2.1.2.2(f).]

C.2.1.3 Submaximal Graded Treadmill Evaluation (WFI
Treadmill Protocol).

(1) Conduct pre-evaluation procedures.

(2) The individual being evaluated is instructed to straddle the
treadmill belt undl it begins to move. At approximately
1 mph, the individual is instructed to step onto the belt and
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Table C.2.1.2(a) Percentage of Body Fat Estimate for Men Based on the Sum of Triceps,

Subscapular, and Pectoral Skinfolds

Skinfolds Age up to Last Complete Year
Sum (mm) Under 22 23-27 28-32 33-37 38-42 43-47 48-52 53-57 Over 57
8-10 15 2 2.5 31 3.6 4.1 4.6 5.1 5.6
11-138 3 3.5 4 4.5 5i] 5.6 6.1 6.6 71
14-16 4.5 5 5.5 6 6.5 7 7.6 8.1 8.6
17-19 5.9 6.4 6.9 7.4 8 8.5 9 9.5 10
20-22 7.3 7.8 8.3 8.8 9.4 9.9 10.4 10.9 11.4
23-25 8.6 9.2 9.7 10.2 10.7 11.2 11.8 123 12.8
26-28 10 10.5 11 11.5 12.1 12.6 13.1 13.6 14.2
29-31 11.2 11.8 12.3 12.8 13.4 139 14.4 14.9 15.5
32-34 12.5 13 13.5 14.1 14.6 15.1 159 16.2 16.7
35-37 13.7 14.2 14.8 15.3 15.8 16.4 16.9 17.4 18
3840 14.9 15.4 15.9 16.5 17 17.6 18.1 18.6 19.2
41-43 16 16.6 17.1 17.6 18.2 18.7 19.3 19.8 20.3
4446 17.1 17.7 18.2 18.7 19.3 19.8 20.4 20.9 21.5
47-49 18.2 18.7 19.3 19.8 20.4 20.9 21.4 22 22.5
50-52 19.2 19.7 20.3 20.8 21.4 21.9 22.5 23 23.6
53-55 20.2 20.7 21.3 21.8 22.4 22.9 23.5 24 24.6
56-58 9rd 21.7 22.2 22.8 23.3 23.9 24.4 25 255
59-61 22 22.6 23.1 23.7 24.2 24.8 25.3 25.9 26.5
62-64 22.9 234 24 24.5 25.1 20,7 26.2 26.8 27:3
64—67 23.7 24.3 24.8 25.4 25.9 26.5 27.1 27.6 28.2
68-70 24.5 25 25.6 26.2 26.7 27.3 27.8 28.4 29
71-73 25.2 25.8 26.3 26.9 27.5 28 28.6 29.1 29.7
74-76 25.9 26.5 27 27.6 28.2 28.7 29.3 29.9 30.4
77-79 26.6 27.1 27.7 28.2 28.8 29.4 29.9 30.5 311
80-82 27.2 27.7 28.3 28.9 29.4 30 30.6 31.1 31.7
83-85 277 28.3 28.8 29.4 30 30.5 31.1 317 32.3
86-88 28.2 28.8 29.4 29.9 30.5 331 31.6 32.2 32.8
89-91 28.7 29.3 29.8 30.4 31 315 32.1 32.7 33.3
92-94 29.1 29.7 30.3 30.8 314 32 32.6 33.1 334
95-97 29.5 30.1 30.6 31.2 31.8 32.4 32.9 33.5 54.1
98-100 29.8 30.4 31 31.6 32.1 2.7 33.3 33.9 34.4
101-103 30.1 30.7 31.3 31.8 324 33 33.6 34.1 349
104-106 30.4 30.9 31.5 32.1 32.7 33.2 33.8 344 35
107-109 30.6 31.1 31.7 32.3 32.9 33.4 34 34.6 35.2
110-112 30.7 31.3 31.9 324 33 33.6 34.2 34.7 35.3
113-115 30.8 31.4 32 32.5 33.1 33.7 34.3 34.9 35.4
116-118 30.9 31.5 32 32.6 33.2 358 34.3 34.9 35.5

the belt speed is increased to 3 mph at 0 percent grade. The
individual warms up at 3 mph at 0 percent grade for 3 min-
utes. During the warm up, the individual is informed that
the evaluation is submaximal and will terminate once their
monitored heart rate exceeds the target exercise heart rate
for 15 seconds. The individual is informed that the target
exercise heart rate is 85 percent of their predicted maximal
heart rate. The individual is advised that the evaluation is a
series of l-minute exercise stages, alternating between per-
cent grade and speed (i.e., first minute percent grade is in-
creased, second minute speed is increased, etc.). Inform the
individual that if at any time during the evaluation they ex-
perience chest pain, lightheadedness, ataxia, confusion,
nausea, or clamminess, they should ask the evaluator to ter-
minate the evaluation.

Start the stopwatch when the treadmill reaches 3 mph at
0% grade. Continue with this speed and grade for 3 minutes
(steady state). After completing the 3-minute steady state in-
terval, inform the participant that the speed will increase to
4.5 mph. Advise the participant that the assessment is a series
of 1- minute intervals, alternating between speed and percent
grade. All subsequent speed increases occur at 0.5mph. At 4:01
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minutes, increase the grade from 0% to 2%. At this time, in-
form the participant that all subsequent grade increases occur
at 2% intervals. The assessment will continue until the partici-
pant’s heart rate exceeds the THR rate for 15 seconds, or the
subject exhibits the medical criteria for early termination.
Once the heart rate exceeds the Target Heart Rate (THR),
note the time and continue the assessment for an additional
15 seconds. Do not make any changes to the assessment speed
or grade during this time. If the participant’s heart rate re-
mains above the THR for the full 15 seconds, then stop the
assessment and proceed to the cool-down phase. Record the
total time, including the 3-minute warm-up, at which point the
participant exceeds the THR. If the participant’s heart rate
exceeds the target, but then drops back to the THR or below
within 15 seconds, then the assessment should continue. The
assessment is not complete until the participant’s heart rate
exceeds the THR for 15 seconds. If this does not occur within
18 minutes, then terminate the assessment and record the
time. Once the assessment is completed, the time is recorded.
The participant should perform a cool-down for a minimum
of 3 minutes at 3 mph, 0% grade. Continue to monitor the
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Table C.2.1.2(b) Percentage of Body Fat Estimates for Women Based on the Sum of Triceps,

Abdominal, and Suprailiac Skinfolds

Skinfolds Age up to Last Complete Year
Sum (mm) 18-22 23-27 28-32 33-37 38-42 4347 48-52 53-57 Over 57
8-12 8.8 9 9.2 9.4 9.5 9.7 9.9 10.1 10.3
13-37 10.8 10.9 11 11.3 11.5 0 v 11.8 12 12.2
18-22 12.6 12.8 13 13.2 154 13.5 13.7 13.9 14.1
23-27 14.5 14.6 14.8 15 15.2 15.4 15.6 15.7 15.9
28-32 16.2 16.4 16.6 16.8 17 17.1 17.3 17.5 17.7
33-37 17.9 18.1 18.3 18.5 18.7 18.9 19 19.2 19.4
38-42 19.6 19.8 20 20.2 20.3 20.5 20.7 20.9 21.1
4547 21.2 21.4 21.6 21.8 21.9 22.1 22.3 22.5 22.7
48-52 22.8 229 23.1 23.3 23.5 23:7 23.8 24 242
53-57 24.2 24.4 24.6 24.8 25 25.2 25.3 25.5 265:7
58-62 25.7 25.9 26 26.2 26.4 26.6 26.8 27 27.1
63-67 27.1 27.2 274 27.6 27.8 28 28.2 28.3 28.5
68-72 28.4 28.6 28.7 28.9 29.1 29.3 29.5 29.7 29.8
73-77 29.6 29.8 30 30.2 30.4 30.6 30.7 30.9 31.1
78-82 30.9 31 1.2 314 31.6 31.8 31.9 32.1 32.3
83-87 32 32.2 32.4 32.6 32.7 32.9 33.1 33.3 335
88-92 33.1 33.3 33.5 33.7 33.8 34 34.2 34.4 34.6
93-97 34.1 34.3 34.5 34.7 34.9 35.1 35.2 35.4 35.6
98-102 35.1 35.3 35.5 35.7 35.9 36 36.2 36.4 36.6
103-107 36.1 36.2 36.4 36.6 36.8 37 37.2 37.3 875
108-112 36.9 37.1 37.3 37.5 37.7 37.9 38 38.2 38.4
113-117 37.8 37.9 38.1 38.3 39.2 39.4 39.6 39.8 502
118-122 38.5 38.7 38.9 39.1 39.4 39.6 39.8 40 40
123-127 89.2 39.4 39.6 39.8 40 40.1 40.3 40.5 40.7
128-132 39.9 40.1 40.2 40.4 40.6 40.8 41 41.2 41.3
133-137 40.5 40.7 40.8 41 41.2 41.4 41.6 41.7 419
138-142 41 41.2 41.4 41.6 41.7 41.9 42.1 42.3 42.5
143-147 41.5 41.7 41.9 42 42.2 424 42.6 42.8 43
148-152 41.9 421 42.3 42.8 42.6 42.8 43 43.2 43.4
153-157 43.3 42.5 42.6 42.8 43 43.2 43.4 43.6 43.7
158-162 42.6 428 43 43.1 43.3 43.5 43.7 439 44.1
163-167 429 43 43.2 434 43.6 43.8 44 44.1 44.3
168-172 43.1 43.2 43.4 43.6 43.8 44 44.2 44.3 445
178-177 43.2 43.4 43.6 43.8 439 44.1 44.3 44.5 44.7
178-182 43.3 43.5 43.7 43.8 44 44.2 44.4 4.6 44.8

heart rate during the cool-down. Record the recovery heart
rate at Iminute of cool-down.

Record the reason for terminating the assessment and the
initial time the THR was exceeded (if applicable). Record
time in minutes and convert second(s) into decimal.

See Treadmill Formula and Table C.2.1.3 below. Use the
test time (TT) the participant completed the assessment (i.e.
exceeded the THR) along with the treadmill conversion for-
mula [VO, max = 56.981 + (1.242 x TT) — (0.805 x BMI] to
estimate VO, max. Record the VO, max.

C.2.1.4 Submaximal Stepmill Evaluation (WFI Stepmill
Protocol).

(1) Conduct pre-evaluation procedures. Obtain and record
individual’s age in years and weight in kilograms.

(2) The individual being evaluated is instructed to assume a
starting position about two-thirds of the way up the stairs.
The individual is instructed to temporarily grasp the
handrails to reduce the possibility of losing balance when
the stairs begin to move. The individual is also informed
that holding or leaning on the handrails is not allowed
once the evaluation begins since this will cause false over-
estimations of aerobic capacity.

(3) The assessment starts at level 4 for 2 minutes, then level 5
for 1 minute (warm-up period). Start the stopwatch once
the Stepmill begins. Inform the participant that the evalu-
ation is a series of 1-minute intervals with increasing work
loads on each subsequent minute. Once the assessment
commences, do not allow the participant to hold or lean
on the handrails; this will result in overestimation of aero-
bic capacity. At the completion of the 3 minute-warm-up,
proceed to level 7 for 1 minute. *Note: This is marked by
increasing the workload from level 5 to level 7. Once the
heart rate exceeds the Target Heart Rate (THR), note the
time and continue the assessment for an additional
15 seconds. Do not make any changes to the assessment
intensity level during this time. If the participant’s heart
rate remains above the THR for the full 15 seconds, then
the participant has completed the assessment. Stop the
assessment and record the time at which the participant
exceeded the THR. The total Test Time (TT) begins from
the time the participant starts on the Stepmill, to the
point at which the participant exceeds their THR. It does
not include the final 15 second monitoring period that
the heart rate was above the THR. The assessment is com-
plete once the participant’s heart rate exceeds the target

2013 Edition



1582-68

COMPREHENSIVE OCCUPATIONAL MEDICAL PROGRAM FOR FIRE DEPARTMENTS

FIGURE C.2.1.2.1(a) [Site of Male Skinfold Measurement —
Triceps.]

FIGURE C.2.1.2.1(b) [Triceps Measurement — Male.]

for 15 seconds. If the participant’s heart rate exceeds the
target, but then drops down to the THR or below within
15 seconds, then the assessment should continue. Once
the assessment is completed, the participant will cool
down for a minimum of 2 minutes at level 3. Continue to
monitor the heart rate during the cool-down. Record the
recovery heart rate at one minute of cool-down. The par-
ticipant may grasp the handrails during the cool-down
phase. Upon completion of the cool-down, instruct the
participant to grasp the handrails. Stop the stepmill and
assist the participant off the apparatus.

2013 Edition

FIGURE C.2.1.2.1(c) [Site of Male Skinfold Measurement —
Subscapular.]

FIGURE C.2.1.2.1(d) [Subscapular Measurement — Male.]

TERMINATE THE ASSESSMENT IF ANY OF THE FOL-
LOWING OCCURS:

(1) The participant’s heart rate exceeds THR for 15 seconds.
(2) The THR has not been met after 16 minutes.

(3) The participant asks to terminate the exercise.

(4) The equipment malfunctions.

Medical conditions arise that prohibit completing the assess-
ment. Record the reason for terminating the assessment and the
initial time the heart rate had been exceeded (if applicable).
Record time in minutes and convert second(s) into decimal (see
Table C.2.1.4). Insert the test time (TT) at which the participant
completed the assessment, along with the stepmill conversion
formula to estimate VO, max. Record the VO, max.
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FIGURE C.2.1.2.1(e) [Site of Male Skinfold Measurement —
Pectoral.]

FIGURE C.2.1.2.1(f) [Pectoral Measurement — Male.]

Note: TT is the time in minutes that the participant’s THR
was exceeded and the test terminated Stepmill Submaximal
VO, Prediction Formula

[VO, max = 57.774 + (1.757 x TT) — (0.904 x BMI) ]

C.2.1.5 Muscular Strength/Power. Hand grip strength evalu-
ations shall use the following protocol. The hand grip dyna-
mometer shall be a Jamar Hydraulic Hand dynamometer. [See
Figure C.2.1.5.]

(1) Conduct pre-evaluation procedures.

(2) The individual being evaluated is instructed to towel
hands to ensure they are dry. The individual is instructed to place
dynamometer in the hand to be evaluated; the evaluator adjusts,
ensuring that the bottom of the handle clip is adjusted to fit snug
in the first proximal interphalangeal joint. The red peak-hold
needle is rotated counterclockwise to the zero position. The indi-
vidual is advised that the evaluation is a series of six measure-
ments — three for each hand. The individual is informed that
the isometric contraction (squeezing) required during this evalu-

TS D B Y

FIGURE C.2.1.2.2(a) [Site of Female Skinfold Measurement
— Triceps.]

ation must be eased into and then released slowly, without swing-
ing arm, pumping arm, or jerking hand. Inform the individual
that if at any time during the evaluation they experience chest
pain, light-headedness, ataxia, confusion, nausea, or clamminess,
they should terminate the evaluation.

(3) The individual is instructed to assume a slightly bent
forward position, with elbow bent at a 90-degree angle, shoul-
der adducted and neutrally rotated, forearm and wrist in neu-
tral position.

(4) The individual is instructed to squeeze with maximum
strength 2 to 3 seconds while exhaling and then slowly release
grip. The peak-hold needle will automatically record the high-
est force exerted.

(5) Measure both hands alternatively allowing three evalu-
ations per hand. Reset the peak-hold needle to zero before
obtaining new readings. List the scores for each hand to the
nearest kilogram.

(6) Record the highest score.

C.2.1.6 Leg strength evaluations shall use the Wellness-Fitness
Initiative Protocol for Leg Strength. The leg dynamometer shall
be the Jackson Strength Evaluation System or a commercial dy-
namometer system that is digital, incorporates dead load cells,
and includes an adjustable chain, handlebar, and test platform.
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FIGURE C.2.1.2.2(b) [Triceps Measurement — Female.]

FIGURE C.2.1.2.2(c) [Site of Female Skinfold Measurement
— Abdominals.]

The fire department must verify that the dynamometer is equiva-
lent to the Jackson Strength Evaluation System. A Vegrip handle-
bar (chinning triangle) is required. [See Figure C.2.1.6.]

(1) Conduct pre-evaluation procedures.

(2) The individual being evaluated is instructed to towel
hands to ensure they are dry. The individual is advised that the
evaluation is a series of three measurements. The individual is
informed that the isometric arm contraction required during
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FIGURE C.2.1.2.2(e) [Site of Female Skinfold Measurement
— Suprailiac.]

this evaluation must be eased into and then released slowly,
without swinging arm, pumping arm, or jerking hands. In-
form the individual that if at any time during the evaluation
they experience back pain, chest pain, light-headedness,
ataxia, confusion, nausea, or clamminess, they should termi-
nate the evaluation.

(3) The individual is instructed to stand upon the dyna-
mometer base plate, which has been placed on a level and
secure surface, with feet spread shoulder width apart. The in-
dividual is instructed to hold the bar with a wide grip and bend
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FIGURE C.2.1.2.2(f) [Suprailiac Measurement — Female. ]

their elbows (keeping their elbows to their sides) 90 degrees.
Individual must stand erect without arching back.

(4) The instructor verifies that the arm/elbow joint angle is
90 degrees and adjusts the chain so that it is taut in this position.

(5) The individual shall be instructed not to shrug shoul-
ders, bend back, or perform any other motion other than to
contract arms and attempt to move the handlebar in a vertical
direction.

(6) Instruct the individual to flex arms for a total of $ seconds.

(7) After 3 seconds, instruct the individual to slowly relax
arms and to remain at standing rest for 30 seconds.

(8) Once the individual has completed the 30-second re-
covery period begin the second evaluation. Repeat evaluation
for the third time using the same procedure.

(9) List all scores. Note: Digital readout will display the
actual force, the highest peak force, and the average force
achieved during the three evaluations.

(10) Record the highest of the three trials to the nearest
kilogram.

C.2.1.7 Arm strength evaluations shall use the following pro-
tocol. The arm dynamometer shall be the Jackson Strength

| Table C.2.1.3 [Treadmill Assessment]

Time Speed mph % grade
0:00 - 1:00 3 0
1:01 - 2:00 3 0
2:01 - 3:00 3 0
3:01 - 4:00 4.5 0
4:01 - 5:00 4.5 2
5:01 - 6:00 5 2
6:01 — 7:00 5 4
7:01 - 8:00 5.5 4
8:01 - 9:00 5.5 6
9:01 - 10:00 6 6
10:01 - 11:00 6 8
11:01 - 12:00 6.5 8
12:01 - 13:00 6.5 10
13:01 — 14:00 7 10
14:01 — 15:00 7 12
15:01 - 16:00 75 12
16:01 - 17:00 7.5 14
17:01 - 18:00 8 14
Recovery Phase
0:00 - 1:00 3 0
1:01 - 2:00 3 0
2:01 - 3:00 5 0

| Table C.2.1.4 [Decimal Equivalents for Seconds]

Time Decimal Time Decimal Time Decimal
(seconds) Equivalent | (seconds) Equivalent | (seconds) Equivalent
1 0.02 21 0.35 41 0.68
2 0.03 22 0.37 42 0.7
3 0.05 23 0.38 43 0.72
4 0.07 24 0.4 44 0.73
5 0.08 25 0.42 45 0.75
6 0.1 26 0.43 46 0.77
7 0.12 27 0.45 47 0.78
8 0.13 28 0.47 48 0.8
9 0.15 29 0.48 49 0.82
10 0.17 30 0.5 50 0.83
11 0.18 31 0.52 51 0.85
12 0.2 32 0.53 52 0.87
13 0.22 33 0.55 53 0.88
14 0.23 34 0.57 54 0.9
15 0.25 35 0.58 55 0.92
16 0.27 36 0.6 56 0.93
17 0.28 37 0.62 57 0.95
18 0.3 38 0.63 58 0.97
19 0.32 39 0.65 59 0.98

20 0.33 40 0.67 60 1

Evaluation System or a commercial dynamometer system that
is digital, incorporates dead load cells, and includes an adjust-
able chain, handlebar, and test platform. The fire department
must verify that the dynamometer is equivalent to the Jackson
Strength Evaluation System. A straight-grip handlebar is re-
quired. (See Figure C.2.1.7.)

(1) Conduct pre-evaluation procedures.
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FIGURE C.2.1.5 [Hand Grip Dynamometer.]

(2) The individual being evaluated is instructed to towel
hands to ensure they are dry. The individual is advised that the
evaluation is a series of three measurements. The individual is
informed that the isometric leg extension required during
this evaluation must be eased into and then released slowly,
without bending back, swinging arm, pumping or bending
arm, or jerking hand. Inform the individual that if at anytime
during the evaluation they experience back pain, chest pain,
light-headedness, ataxia, confusion, nausea, or clamminess,
they should terminate the evaluation.

(3) The individual is instructed to stand upon the dyna-
mometer base plate, which has been placed on a level and
secure surface, with feet spread shoulder width apart. The in-
dividual is instructed to stand erect. The chain is then adjusted
so the upper (inside) edge of the bottom cross member of the
V-grip handlebar is at the top of the individual’s kneecap. The
evaluator verifies this position, ensuring the chain is taut.

(4) The individual is then instructed to hold the bar, look
straight with head in the neutral position, fully extend arms,
and maintain a straight back. The evaluator shall verify this
position and ensure that the individual’s hips are directly over
their feet, with trunk and knees slightly bent.

(5) Instruct the individual to lift using their legs for a total
of 3 seconds.

(6) After 3 seconds, instruct the individual to slowly relax
arms and legs and to remain at standing rest for 30 seconds.

(7) Once the individual has completed the 30-second re-
covery period begin the second evaluation. Repeat the evalua-
tion for the third time using the same procedure.

(8) List all scores. Note: Digital readout will display the
actual force, the highest peak force, and the average force
achieved during the three evaluations.

(9) Record the highest of the three trials to the nearest
kilogram.

C.2.1.8 WFI Vertical Jump — Optional Assessment. LEG
POWER ASSESSMENT

Equipment:

(1) Pressure Mat — “Just Jump” Probotics
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FIGURE C.2.1.6 [Leg Dynamometer.]

(2) Safety Tape — or any object that can be suspended above
the mat to act as a target
(3) Calculator

Assessment:

The purpose of this assessment is to estimate peak power
produced in the lower body. Collect the participant’s body
weight and record in kilograms (# lbs + 2.2 = kg). Conduct
pre-evaluation procedures. Place the jumping mat on a level
surface. Connect the cord attached to the jumping mat to the
handheld computer port. With the participant off the mat,
turn the computer on. Choose “One Jump” on the computer
menu. The display should read “Step on Mat.” Have the par-
ticipant squat to a position where the knees are at a 90° angle
and the hands by the sides (momentary pause @ 90°) [see Fig-
wre C.2.1.8(a)). Instruct the participant to jump straight up as
high as he/she can, reaching toward the ceiling or a target
object, without tucking the legs, and land with both feet on
the mat [see Figure C.2.1.8(b)]. When the participant has com-
pleted the jump, the display will read the hang time and verti-
cal jump in inches. The vertical jump mode resets automati-
cally. Have the participant perform a series of 3 jumps and
record the highest distance in inches.
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FIGURE C.2.1.7 [Arm Dynamometer.]

Convert the highest jump achieved in inches to centimeters
(# inches x 2.54 = cm). Use the power formula provided below
with the jump height (cm) and body weight (kg) to estimate leg
power.

Any deviations from the above techniques cannot be counted,
and the participant must repeat the trial. The following are ex-
amples of situations that require a reevaluation: The participant
fails to land with both feet on the mat. The participant tucks the
legs instead of extending them while jumping. Note: Administra-
tors can minimize the tendency of participants to tuck the legs by
suspending a target object above the mat for the participant to
attempt to touch.

Power formula:

Leg Power (watts) = [(60.7 x jump height (cm)) + (45.3
x body weight (kg))] — 2055

Use the following conversions:

Height in inches to centimeters (# inches x 2.54 = em)

Body weight in pounds to kilograms (# Ibs = 2.2 = kg)

FIGURE C.2.1.8(a) [Preparation for Leg Power Assessment.]

C.2.1.8 Push-up muscle endurance evaluations shall use the
Wellness-Fitness Initiative Protocol for Push-ups. Equipment
used for this evaluation includes a 5 in. prop (i.e., cup,
sponge), a metronome, and a stopwatch.

(1) Conduct pre-evaluation procedures.

(2) The individual is advised that the evaluation is a series
of push-ups performed in a 2-minute time period. The indi-
vidual is advised that the evaluation is initiated from the “up”
position (hands are shoulder width apart, back is straight, and
head is in neutral position). The individual is informed that
they are not allowed to have their feet against a wall or other
stationary item. Additionally, the individual is informed that
the back must be straight at all times and they must push up to
a straight arm position. The individual is instructed to con-
tinue performing push-ups in time with the cadence of the
metronome, one beat up and one beat down. Inform the indi-
vidual that if at any time during the evaluation they experi-
ence chest pain, light-headedness, ataxia, confusion, nausea,
or clamminess, they should terminate the evaluation.
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FIGURE C.2.1.8(b) [Vertical Jump.]
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(3) The evaluator places the 5-in. prop on the ground be-
neath the individual’s chin and the individual must lower
their body to the floor until the chin touches this object. [See
Figure C.2.1.9(a) and Figure C.2.1.9(b).]

FIGURE C.2.1.9(b) [“Down” Position for Push-Up.]

(4) The metronome should be setat a speed of 80, allowing
for 40 push-ups per minute.

(5) The individual has a 2-minute time limit to complete a
maximum of 80 push-ups

(6) The administrator shall stop the evaluation when the
individual:

(a) Reaches 80 push-ups

(b) Performs three consecutive incorrect push-ups

(c) Does not maintain continuous motion with the metro-
nome cadence

(7) Record the highest number of successfully completed
push-ups.

C.2.1.10 Optional Assessment: WFI Alternate Grip Push-Up
Test.

Equipment:

Push-up handles

Metronome

Stopwatch

Prop - 57, plus the height of the handles

Assessment:

The purpose of this assessment is to evaluate muscular en-
durance of the upper body. The alternate grip push-up (with
stands) is an optional assessment for participants who experi-
ence muscular/skeletal discomfort in the performance of the
standard WFI push-up. Conduct the pre-evaluation proce-
dures. Advise the participant that the evaluatdon is a series of
push-ups performed in a 2-minute time period to complete a
maximum of 80 push-ups. The evaluation is initiated from the
“up” position (hands are shoulder width apart, back is
straight, and head is in neutral position). [See Figure
C.2.1.10(a).] Advise the participant of the following: It is not
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permitted to prop feet against a wall or other stationary object.
Back must be straight at all times (neutral position). Arms must
be fully extended during the up-phase. Cadence with the metro-
nome must be maintained, (one beat up and one beat down).
Instruct the participant to grasp the push up stands, and assume
the “up” position. (Caution: hex dumbbells may roll)

FIGURE C.2.1.10(a) [“Up” Position for Alternate Grip Push-
Up.]

Place the modified prop so that the chin of the participant
will contact the prop during the lowering phase. (Prop height
=5" plus the height of stands). [See Figure C.2.1.10(b).] Set the
metronome ataspeed of 30 bpm, allowing for 40 push-ups per
minute for 2 minutes. The assessor shall terminate the evalua-
tion when the participant: Reaches 80 push-ups; Performs
three consecutive incorrect push-ups; or Fails to maintain con-
tinuous motion with the metronome cadence. Once the as-
sessment is complete, record the highest number of success-
fully completed push-ups.

FIGURE C.2.1.10(b) [“Down” Position for Alternate Grip
Push-Up.]

C.2.1.11 'WFI Prone Static Plank — Core Stabilization Assess-
ment.

Equipment:

Stopwatch

Exercise Mat

Assessment:

The purpose of this assessment is to evaluate the muscular
endurance of the core stabilizer muscles of the trunk. Con-
duct the pre-evaluation procedures. Instruct the participant to
lay prone, keeping upper body elevated and supported by the
elbows. Raise hips and legs off the floor, supporting the body
on forearms and toes. Position elbows directly under the
shoulders. Maintain straight body alignment from shoulder

through hip, knee and ankle. The ankles should maintain a
90° angle, the scapulae should remain stabilized with elbows at
90°. The spine should remain in a neutral position through-
out the assessment. Once the feet are in position, the partici-
pant then extends the knees, lifting off the floor. (See Figure
C.2.1.11.) Start the stopwatch at this time. Instruct the partici-
pant to contract the abdominals so that the back will remain
flatin the neutral position for the duration of the assessment.
Any deviations from the above posture will warrant 2 verbal
warnings. If a 3rd infraction occurs stop the watch and termi-
nate the assessment. The assessor shall terminate the evalua-
tion when the participant: Reaches 4 minutes; or Is unable to
maintain proper form after the 2nd warning, Once the assess-
ment termination criteria are met, stop the watch and record
the time.

FIGURE C.2.1.11 [Core Stabilization Assessment.]

C.2.1.12  Sitand-reach flexibility evaluations shall use the
Wellness-Fitness Initiative Sit and Reach Protocol. Equipment
used for this evaluation shall be a Novel Acuflex I or equivalent
trunk flexibility tester that compensates for variable arm and
leg lengths.

(1) Conduct pre-evaluation procedures.

(2) The individual is advised that the evaluation is a series
of three measurements that will evaluate the flexibility of the
lower back, hamstring muscles, and shoulders. The individual
is informed that the flexion required during this evaluation
must be smooth and slow, as the individual advances the slide on
the box to the most distal position possible. Inform the individual
that if at anytime during the evaluation they experience back
pain, chest pain, light-headedness, ataxia, confusion, nausea, or
clamminess, they should terminate the evaluation.

(8) The individual is instructed to sit on the floor ensuring
the head, upper back, and lower back are in contact with the
wall. The individual is instructed to place legs together, fully
extended. The sit and reach box with the sliding measure-
ment guide is placed with the box flat against the feet. [See
Figure C.2.1.12(a).]

(4) While maintaining head and upper/lower back contact
with the wall, the individual is instructed to extend arms fully
in front of their body with the right hand overlaying the left
hand, with middle finger of each hand directly over each
other. The rule is set to 0.0 in. at the tips of the middle fingers.
The individual is then instructed to exhale slowly while
stretching slowly forward, bending at the waist, and pushing
the measuring device with the middle fingers. During the
stretch, legs are to remain together and fully extended and
hands are to remain overlaid. [See Figure C.2.1.12(b).] The
stretch is held momentarily and the distance obtained. If the
individual bounces, flexes knee, or uses momentum to in-
crease distance, the evaluation is not counted.

(5) Instruct the individual to relax for 30 seconds. Once
the individual has completed the 30-second recovery period
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FIGURE C.2.1.12(a) [Sit and Reach Flexibility Evaluation —
Initial Position. ]

FIGURE C.2.1.12(b) [Sit-and-Reach Flexibility Evaluation —
Forward Position. ]

begin the second evaluation. Repeat evaluation for the third
time using the same procedure.

(6) Record the furthest distance from the three trials
(rounded to the nearest ¥ in.) as the final score.

C.2.1.13 Jackson Strength Evaluation System Lafayette In-
strument Company Phone: 800428-7545 or 765-423-1505
Website: www.licmef.com

JAMAR Hydraulic Hand Dynamemeter Lafayette Instru-
ment Company Phone: 800-428-7545 or 765-423-1505 Website:
www.licmef.com

Novel Acuflex II Trunk Flexibility Tester Novel Products,
Inc. Phone: 800-323-5143 E-mail: www.novelprod@aol.com

StairMaster StepMill StairMaster Phone: 888-678-2476
Website: www.stairmaster.com

Probotics “Just Jump” Mat Probotics, Inc. Phone: 256-489-
9153 Website: www.probotics.org 19

(1) LifeFitness 9100HR Treadmill: for information and local
distributor contact, LifeFitness, 10601 West Belmont Av-
enue, Franklin Park, IL 60131, Phone (847) 288-3300, fax
(847) 288-3791, Website www.lifefitness.com.

(2) Jackson Strength Evaluation System with V-Grip Handle-
bar (chinning triangle): for information and local dis-
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uibutor contact, Lafayette Instrument, 3700 Sagamore
Parkway North, P.O. Box 5729, Lafayette, IN 47903,
Phone (765) 423-1505 or (800) 428-7545, fax (765) 423-
4111, Website www.licmef.com (Note: The Jackson
Strength Evaluation System includes a Jamar Hydraulic
Hand Dynamometer).

(3) Jamar Hydraulic Hand Dynamometer: for information
and local distributor contact, Jamar, Sammons Preston, 4
Sammons Court, Bolingbrook, IL 60440, Phone (800)
323-5547 (Note: The Jackson Strength Evaluation System
includes a Jamar Hydraulic Hand Dynamometer).

(4) Novel Acuflex II Trunk Flexibility Tester: for information
and local distributor contact, Novel Products Incorpo-
rated, Post Office Box 408, Rockton, IL 61072-0408,
Phone (800) 3235143, fax (815)624-4866, E-mail
novelprod@aol.com.

(5) Polar Heart Rate Monitor: for information and local dis-
tributor contact, Polar Electro Inc., 370 Crossways Park
Drive, Woodbury, NY 11797, Phone (800) 227-1314:
Canada (888) 918-5043, fax (516) 364-5454, Website
www.polarus.com.

(6) StairMaster StepMill SM-916 or 7000 PT: for information
and local distributor contact, StairMaster Sports/Medical
Products, L.P., 12421 Willows Road, NE, Suite 100, Kirk-
land, WA 98034, Phone (425) 823-1825, ext. 7605, fax
(425) 821-3794, Website www.stairmaster.com.

Annex D Pregnancy Issues

This annex is not a part of the requirements of this NFPA document
but is included for informational purposes only.

D.1 Introduction.

D.1.1 Due to the legal issues associated with pregnancy and
employment (see Section D.2), this annex is intended to serve
as guidance for the fire department physician in advising the
pregnant fire fighter of the risks associated with performing
essential job functions and enabling her in decision-making. This
has been summarized in an informational handout developed by
the Task Group for the pregnant fire fighter (see A.9.18.2).

D.1.2 The majority of pregnant fire fighters will be able to
continue to work throughout pregnancy, with some accommo-
dations. A point will likely come during the pregnancy when
the physical changes to the body of the pregnant fire fighter
will impair her ability to perform some of the essential job
tasks, and appropriate restrictions will need to be offered.

D.2 Legal Framework.

D.2.1 This document does not constitute legal advice. Before
developing a pregnancy policy or before restricting or sus-
pending a pregnant fire fighter against her will, fire physicians
and the AHJ should seek competent legal advice.

D.2.2 The Pregnancy Discrimination Act of 1978 states that
discrimination on the basis of pregnancy or childbirth consti-
tutes unlawful sex discrimination under Title VII of the Civil
Rights Act of 1964 [1]. Women who are pregnant or have re-
lated conditions must be treated in the same manner as other
applicants or employees with similar abilities or limitations. An
employer may not force a pregnant employee to take disability
leave if she is able to work and cannot remove her from her
duty assignment if she is able and willing to perform it. The
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Pregnancy Discrimination Act applies to most employers that
have 15 or more employees.

D.2.3 The U.S. Supreme Court ruled in 1991 that an em-
ployer may not exclude pregnant women from hazardous jobs
[2]. Therefore, assuming the pregnant fire fighter is willing
and able to perform her essential job tasks, fire agencies
should give options to pregnant fire fighters, but ultimartely it
is up to the individual fire fighters to decide, after consultation
with their personal physicians, whether to accept a light duty as-
signment or other reasonable changes in their job assignments.

D.3 The pregnant fire fighter can be exposed to the follow-
ing hazards associated with adverse outcomes to the preg-
nancy or damage to the fetus:

(1) Physical hazards, including heat, trauma, radiation, and
noise.

(2) Chemical hazards, including exposure to carbon monox-
ide, other products of combustion (e.g., hydrogen cya-
nide, acrolein, formaldehyde, benzene, acetaldehyde, for-
mic acid), heavy metals, and organic solvents.

(3) Biological hazards. As first responders, fire fighters are at
a higher risk of exposure to infectious agents. Pregnancy
by itself does not increase that risk. However, with some
agents (e.g., novel HINI influenza), the risk of complica-
tions is higher during pregnancy. Pregnant fire fighters
should be aware of these risks and follow good hygiene
principles.

D.4 Physical Hazards.
D.4.1 Trauma.

D.4.1.1 The uterus extends out of the protection of the pelvis
after 13 weeks and is therefore more susceptible to direct trauma
(to the uterus or the fetus) after that gestational point [3].

D.4.1.2 Fetal mortality due to nonuterine trauma is increased
during the first 23 weeks, possibly due to higher susceptibility
to maternal hypotension during the first and second trimes-
ters [4,5].

D.4.1.3 With blunt trauma, the leading causes of fetal death
are maternal shock, abruption, and uterine rupture [3]. Di-
rect fetal injury from blunt trauma is rare [5].

D.4.1.4 Fetal mortality rates due to maternal trauma [3]:

(1) Overall with major trauma: 40 percent to 65 percent
[4,5.6]

(2) Overall with minor trauma: 1 percent to 5 percent [3,5]

(3) In case of maternal pelvic fracture: 25 percent to 35 per-
cent [5,7]

(4) Gunshot wound to abdomen: 30 percent to 50 percent [5]

D.4.1.5 Long-term outcomes after trauma, besides fetal loss,
include higher risk of preterm labor and placental bleeding
[5]. The risks of preterm labor and low birth weight were
found to be nearly double in a series of patients discharged
from a trauma center [8].

D.4.1.6 Pregnant fire fighters should be encouraged to wear
seat belts. Proper seat belt positioning during pregnancy
should be taught (lap belt under the abdomen and shoulder
harness between the breasts): improper placement can result
in uterine rupture [3,5]. Seat belt use significantly reduced
fetal mortality (fivefold reduction) in a series of cases of preg-
nant patients injured in motor vehicle accidents [9].

D.4.1.7 Standard personal protective equipment is not de-
signed to protect the fetus. The personal protective equip-
ment fitted pre-pregnancy might not offer the same level of
protection during pregnancy.

D.4.2 Noise. Noise exposure during pregnancy has been asso-
ciated, in human studies, with several adverse outcomes, in-
cluding miscarriage [10,11], intrauterine growth retardation
[11,12,13], preterm delivery [11,14], hearing loss in babies
and children [15,16], and hypertension in pregnancy [11]. In
a review of 10 studies on pregnancy and noise, most stuclies
did not achieve statistical significance in showing negative ef-
fect of noise [17]. The safe threshold of noise exposure during
pregnancy is unknown [18]. (See D.11.1.)

D.4.3 Shift Work. Alternating shift work and night work have
been associated with preterm birth [24,25], miscarriage [26]
and lower birth weight [25,27]. Existing research is controver-
sial. (See D.11.2.)

D.4.4 Heat. In animal studies, increase in maternal core tem-
perature over 1.5°C has been shown to be teratogenic [30].
Core temperature has been shown to be up to 39°C in training
[31,32]. Hyperthermia creates the highest risk during the first
two months of pregnancy [33,34]. Sports Medicine Australia
recommends a pregnant woman “to avoid exercise in hot con-
ditions” [33]. Exercising in a warm environment should be
limited, and adequate hydration should be maintained with
physical activity.

D.4.5 Physical Activity. Prolonged working hours, heavy lift-
ing, prolonged standing, and heavy physical workload have
been associated with preterm birth, lower birth weight, and
pre-eclampsia [14,28]. (See D.11.3.)

D.4.6 Radiation. Fire fighters assigned to patient transport via
aircraft or other high-altitude aviation may encounter radia-
tion exposure of significance to a fetus [35,36]. (See D.11.4.)

D.5 Chemical Hazards.

D.5.1 Carbon Monoxide. Carbon monoxide exposure during
pregnancy is associated with miscarriage, malformations,
mental retardation, and low birth weight [32,38,39].

D.5.2 Products of Combustion. Other chemicals toxic to the
fetus that are found in products of combustion include ben-
zene, acrolein, formaldehyde, hydrogen cyanide, acetalde-
hyde, chloroform, and formic acid [82,38,39]. Both fire sup-
pression and overhaul phasescan expose firefighters to toxic
chemicals [40].

D.5.3 Exposure to Lead and Other Metals. Lead exposure
during pregnancy is associated with serious materno-fetal
complications, including miscarriage, premature rupture of
membranes, pre-eclampsia, hypertension, and neurobehav-
ioral effects in infants and children [41,42,43]. Even at low
levels, lead exposure has been associated with preterm deliv-
ery; congenital abnormalities [44]; and decreased birth
weight, length, and head circumference [45]. Current re-
search suggests that there is no safe lead exposure threshold
to children, infants, and fetuses [43,46,47]. (See D. 115,

D.5.4 Exposure to Organic Solvents. Some organic solvents,
like xylene, might be harmful to the fetus [18].

D.5.5 Other Chemicals. Clandestine drug laboratories and
hazardous-material scenes should be avoided. Clandestine
drug laboratories can expose fire fighters to a variety of toxic
chemicals, some of which are potentially injurious to the fetus

2013 Edition



1582-78

COMPREHENSIVE OCCUPATIONAL MEDICAL PROGRAM FOR FIRE DEPARTMENTS

[49]. Extensive exposure to exhaust fumes might be danger-
ous because of exposure to carbon monoxide, benzene, and
other organic solvents from motor vehicles. In the United
States, gas used for regular road traffic does not contain ben-
zene. In developing countries that use leaded gasoline, lead
exposure can be significant problem for fire fighters exposed
to exhaust fumes [52].

D.6 Medical Issues. The American College of Obstetricians
and Gynecologists has published a list of medical contra-
indications to exercise during pregnancy[53] [Exercise
during pregnancy and the postpartum period. ACOG
Committee. Opinion No. 267. http://mail.ny.acog.org/
website/SMIPodcast/Exercise.pdf]. That list could be used
to recommend work accommodation to pregnant fire fight-
ers who are suffering from specific complications.

D.7 Risks by Timesters. Table D.7 lists risks by trimester and
during lactation.

D.8 Recommended Activity Modifications During Pregnancy.

D.8.1 The following activities are not recommended during
the entire pregnancy:

(1) Exposure to excessive heat

(2) Hazmat assignment, exposure to products of combustion
or toxic chemicals

(3) Use of encapsulating protective gear

(4) Exposure to ionizing radiation [18,35]

(5) Exposure to prolonged vehicular exhaust or high-volume
vehicular traffic (see D.8.1.1)

(6) Aviation (including helicopter) unit assignment
[18,35,36,37]

D.8.1.1 Recommendations by Trimester.

(1) First trimester:

(a) Modified, nonhazardous duty only if requested by the
fire fighter in consultation with her personal (treat-
ing) physician.

(b) The fire physician should ensure that the fire fighter
and her treating physician are aware of risks created
by the job assignment.

(c) All recommendations stated in D.8.1

(2) Second trimester:

(2) An accommodation for maternity uniform may be
needed.

Table D.7 Risks by Trimester and During Lactation

(b) The following are not recommended:
1. Assignments with alternating shift work
ii. Heavy lifting and prolonged standing
(c) All recommendations stated in D.8.1
(3) Third trimester:

(a) The fire fighter may have to be taken off hazardous
duties if she is unable to perform the required job
functions due to issues with balance, speed, or agility.
She should be given a modified duty assignment.

(b) An accommodation for maternity uniform may be
needed.

(c) The following are not recommended:

i. Assignments with alternating shift work
ii. Heavy lifting and prolonged standing
(d) All recommendations stated in D.8.1
D.9 Post-Delivery: Return to Work.

D.9.1 Because of different types of deliveries and associated
complications, return-to-work decisions should be based upon
an individualized evaluation of the fire fighter's current status
and the requirements of her work assignment. (See D.11.6.)

D.9.2 Once the fire fighter requests to return to full duty with
the consent of her treating health care provider, all restric-
tions for patrol duty and training should be lifted, unless other
medical issues are present.

D.9.3 The physician should consider various issues such as
the following [55]:

(1) Delivery trauma and mode of delivery

(2) C-section healing (See D.11.7.)

(3) Physical deconditioning, fatigue, and lack of sleep

(4) Musculoskeletal conditions (e.g., back pain, carpal tunnel
' syndrome, tendonitis)

(5) Pregnancy-related issues

(a) Hypertension

(b) Eclampsia

(c) Gestational diabetes

(d) Post-partum depression
(e) Post-partum thyroiditis

(f) Deep venous thrombosis
(g) Anemia

(h) Other complications

First Trimester Second Trimester Third Trimester Lactation
Trauma The risk of direct fetal The risk of direct fetal | The risk of direct fetal No additional risk.
trauma is mitigated due | trauma is increased due | trauma is increased due
to the location of uterus, | to the intra-abdominal | to the intra-abdominal
which is a pelvic organ in | position after 13 weeks. | position after 13 weeks.
the first trimester.
Chemicals Avoid exposure to heavy | Avoid exposure to heavy | Avoid exposure to heavy | Avoid exposure to
metals, hydrocarbons, metals, hydrocarbons, metals, hydrocarbons, heavy metals,
carbon monoxide. carbon monoxide. carbon monoxide. hydrocarbons, carbon
monoxide.
Other risks Heat, noise, radiation, Heart, noise, radiation, | Heat, noise, radiation, No additional risk.
shift work, infections. shift work, infections. shift work, infections.
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D.10 Post-Delivery: Lactation.

D.10.1 Fire fighters who are breastfeeding should avoid un-
protected exposure to toxic levels of heavy metals and other
chemicals.

D.11 Notes.

D.11.1 Intrauterine measurements showed that the fetus was
notsignificantly protected against loud noises [19]. One study
in human volunteers found a maximal intrauterine noise at-
tenuation of 10 dB at 4000 Hz [20]. In a study of ewes, the noise
attenuation was 20 dB at 4000 Hz, but low-frequency sounds less
than 250 Hz were 2 to 5 greater inside the uterus [21]. The sound
of asiren can reach up to 110 dB inside the cab of an emergency
vehicle [22,25]. The Navy and Marine Corps Public Health Cen-
ter makes the following recommendations:

“l. The ACGIH [American Conference of Governmental
Industrial Hygienists] 115 dBC TWA [time weighted average]
and peak 155 dBC noise notations should be observed as ex-
clusion criteria starting at 20 weeks gestation. Excluding preg-
nant women from discharging firearms after 20 weeks gesta-
tion would be consistent with those criteria.

2. Pregnant workers should be vigilant in wearing hearing
protectors whenever environmental noise exceeds 84 dBA, to
minimize potentially unhealthy maternal cardiovascular and
endocrine effects on the growing fetus.

3. Extended exposures (more than 12 minutes) above 104
dBA should be avoided after 20 weeks gestation, even with the
use of maternal hearing protection.

4. Impact/impulse noise exposure sufficient to require per-
sonal hearing protection should be avoided” [18].

D.11.2 In a review of studies on pregnancy and shift work, 8
out of 12 studies showed a significant (but usually small) ad-
verse effect of alternating shift work on pregnancy [17]. In a
meta-analysis of 17 studies of shift work during pregnancy, the
authors found a significant but small (relative risk 1.2) effect
of shift work on preterm delivery; but no association between
shift work and birth weight [28]. In a meta-analysis of 4 studies
of pregnancy among nurses, shift work was significantly associ-
ated with a slightly increased risk of miscarriage [29].

D.11.3 In a meta-analysis of 53 studies of occupational expo-
sures (prolonged working hours, shift work, lifting, standing
and heavy physical workload) during pregnancy, the authors
found a significant but small effect of long working hours (be-
yond 40 hours a week) on preterm birth; and a significant but
small effect of prolonged standing (more than $ hours day) on
preterm birth. The influence of these occupational exposures
on pre-eclampsia is less clear [28].

D.11.4 Aviadon-related (including helicopters) potential haz-

ards for the fetus include vibration, noise, jet fuel and altitude
[18.37].

D.IL.5 Inorganic lead is absorbed by inhalation and inges-
tion. Blood absorption of inhaled lead is 30-40%, and blood
absorption of ingested lead is 5-15%. Lead is then mostly
stored in bones. The halflife of lead is 1 to 3 months in blood
and soft tissues and 10 to 25 years in bones. Lead crosses the
placenta and is transmitted from the mother to the fetus. Lead
is excreted mainly through the kidneys and gastrointestinal
tract. Lead is also excreted in breast milk [42,43,48].

D.11.6 Sports Medicine Australia recommends waiting for up
to 6 weeks after delivery before performing intense physical
exercises [54].

D.11.7 Tn a series of 100 patients with complications after a
Cssection, the most common complications were endomyo-
metritis (63 patients), wound infection (32 patients), wound

hematoma (22 patients) and postpartum hemorrhage (12 pa-
tients). Wound dehiscence was seen in 4 patients. All compli-
cations were seen within 10 days of the surgery [56]. Sports
Medicine Australia recommends waiting for 6 weeks after
C-section to resume exercising [54].
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Annex E Sample Physician Evaluation Form for Fire

Fighters with Diabetes

This annex is not a part of the requirements of this NFPA document
but is included for informational purposes only.

E.1 Figure E.1 is a form that will assist physicians in the evalu-
ation of individuals with diabetes mellitus against their ability
to safely perform the essential job functions of a fire fighter.
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PHYSICIAN EVALUATION FORM
FOR FIRE FIGHTERS WITH DIABETES MELLITUS

You are being asked to evaluate an individual for a position as a fire fighter (FF). It is essential that the FF undergo
an individualized assessment of his or her diabetes to determine whether the individual’s condition permits safe and
effective job performance. This evaluation is based on the guidance established by the NFPA Technical Committee on
Occupational Safety and Health in consultation with representatives of the American Diabetes Association. The
relevant sections of these guidelines are listed below in bold, followed by the information needed to assess whether
the individual meets these guidelines.

I. Introduction

The educated and motivated FF or FF applicant with well-managed diabetes mellitus can be capable of safe
and effective job performance. An individualized assessment of the FF’s or FF applicant’s diabetes should be
performed, including an assessment of the following:

® History of blood glucose control

® Current stability of blood glucose

° Risk for significant hypoglycemia or hyperglycemia
e Presence of diabetic complications

¢ Knowledge of diabetes and its management

Risk of hypoglycemia remains the major concern in regard to those with diabetes being or becoming a FF.
This risk occurs primarily in those taking insulin, particularly those with type 1 diabetes, although it may
also occur in those with type 2 diabetes who take insulin and/or sulfonylureas and other secretagogues.

Fire fighting entails a unique set of conditions that need to be considered in regard to those with diabetes

and the risks of either hypo or hyperglycemia. These may include (depending upon the duties of the particular
FF position):

¢ unpredictable periods of maximal physical exertion (e.g., climbing stairs with over 50 pounds of PPE and
20 to 40 pounds of equipment);

* use of encapsulating and insulated personal protective equipment (PPE) that can result in significant fluid
loss and dehydration;

® exposure to extreme environmental temperatures;

* during emergency responses with limited access to food, water, and medications for prolonged periods
of time;

° emergency response driving with the responsibility for others in the vehicle;
critical, time-sensitive complex problem solving in hazardous environments;
¢ unpredictable meal schedules;

° control of one’s emotions under stress;

functioning as a team where sudden incapacitation can result in mission failure or risk of injury or death
to civilians or other team members.

© 2012 National Fire Protection Association NFPA 1582 (p. 1 of B)
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Il. Assessment

1. FF has been under the care of an endocrinologist or other physician knowledgeable about diabetes
management. Outpatient and in-patient medical record(s) of the last three years or since date of
diagnosis (whichever is shorter) should be reviewed by the treating physician and provided to the fire
department physician.

My credentials as a physician knowledgeable about diabetes management are as follows (or attach CV):

This person has  type 1 diabetes 1 type 2 diabetes

Date of diagnosis: / /

Attach records for prior 3 years or since onset of diabetes whichever is shorter for
O out-patient treatment 0 in-patient treatment

2. Iftype 1 diabetes, has been on a basal/bolus regimen or an insulin pump using analogue insulins for the
six (6) months prior to evaluation®?

Current insulin regimen:

Insulin pump brand and model:

Pump settings:

Start Time

Basal Rate

Start Time
Basal Rate

Usual Bolus doses:

Breakfast
Lunch
Supper
Other

Correction factor:
Multiple dose insulin (specify regimen)

Basal:
Bolus:

Starting date on current regimen: / /

© 2012 National Fire Protection Association NFPA 1582 (p. 2 of 6)
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3. Iftype 2 diabetes on insulin, has been on a stable medication regimen for the three (3) months prior to
evaluation.? If on oral agents alone, should be on a stable medication regimen for one month prior to
evaluation.*

Current medication regimen:

oral agents insulin

Starting date on current regimen: / /

4. Has documentation of ongoing self-monitoring of blood glucose. This must be done with a glucose meter
that stores every reading, records date and time of reading and from which data can be downloaded.
Monitoring records must be available covering the time periods (1, 3, or 6 months), as described in
Sections 2 and 3, following a schedule acceptable to the fire department physician.®

The individual has been asked to test glucose times a day, and
0 IS adhering to my recommended schedule for testing.
0 is NOT adhering to my recommended schedule for testing.

Glucose logs
1 are attached for review
O are not attached for review (please explain)

5. Has been educated in diabetes and its management and thoroughly informed of and understands the
procedures that must be followed to monitor and manage his/her diabetes and what procedures should be
followed if complications arise.®

The individual has completed the following diabetes education (include year of completion,):

6. If an insulin pump user, documents
° proper understanding and education in the use of the insulin pump
* start date for the use of the pump
* history of insulin site infections
® history of pump cessation and pump malfunction
® backup plan for pump malfunction, including use of injectable insulin
® frequency of infusion set changes

The individual as completed the following education in the use of a continuous insulin infusion pump
(indicate year of completion):

@ 2012 National Fire Protection Association NFPA 1582 (p. 3 of 6)
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The individual routinely carries appropriate supplies to compensate for pump malfunction, including
syringes and insulin vials or insulin pens.

Q Yes 1 No — please explain

The individual has had more than one pump site infection that caused him [her to miss work or usual
daily activities in the preceding six months.

( Yes — please explain 0 No

7. Has had hemoglobin A1C measured at least four times (intervals of two to three months) over the 12 months
prior to evaluation if diagnosis has been present over a year.”®

Date HbAIC

8. If the individual’s A1C was found to be 8% or above on one or more occasions, has the validity of that level
been confirmed by a second determination?

0 Yes 0 No (please explain)

9. Ifthe second determination specified above was done, is there reason to suspect that the original A1C level(s)
overestimates average blood glucose?

QYes QNo

10. Incapacitating events — Has not had any within the past one (1) year and no more that two (2) episodes in
the past three (3) years, or since diagnosis of diabetes (whichever is shorter) of

a. severe hypoglycemia (loss of consciousness, seizures or coma, requiring the assistance of others or
needing urgent treatment [glucose injection or IV glucose]) or

b. ablood sugar < 60 mg/dl with unawareness® demonstrated in current glucose logs.

Has this individual had an episode of hypoglycemia as described above?
3 Yes 1 No

If the individual has had such episode(s), please describe episodes and provide dates or episodes

11. Has had a complete eye exam by a qualified ophthalmologist or optometrist, including a dilated retinal exam,
demonstrating no more than mild background diabetic retinopathy.®

Copy of ophthalmology or optometry report is attached
i Yes 1 No (please explain)

© 2012 National Fire Protection Association NFPA 1582 (p. 4 of 6)
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12. Has normal vibratory testing with 128 Hz tuning fork, has normal testing with 10 gram Semmes-Weinstein
monofilament™ and normal orthostatic blood pressure and pulse testing.’?

Vibration sensation:

Monofilament:
BP supine: Pulse supine:
BP standing: Pulse standing:

13. Has normal cardiac physical exam and normal cardiac stress testing to at least 12 METS. Annual eardiac
stress testing'® should begin when any of the following criteria are met:

® age greater that 35 years

° Type 1 DM greater than 15 years duration

° Type 2 DM greater than 10 years duration

° signs of target organ damage (eyes, kidney, autonomic, cardiac)
® any other coronary artery disease risk factors

Copy of stress test report performed within the last 12 months is attached:

OYes QO No (please explain)

14. Has normal renal function based on albumin/creatinine ratio < 30:1, and measured or caleulated creatinine
clearance >60 ml/min.*

Serum Creatinine:

Calculated creatinine clearance (Specify method):
1 Cockeroft Gault or
O MDRD

Urine microalbumin [ creatinine ratio:

lil. Treating Physician Statement
The above-named individual meets all of the criteria provided on this form:

(3 Yes — It is my opinion that the above-named individual is well-educated and well-motivated in diabetes
self-management and has achieved a level of diabetes management to be capable of safe and effective job perfor-
mance as a fire fighter.

I have reached this opinion after careful review of the above criteria.

J No — not recommended for position

Q No, but IS recommended for position (letter of explanation attached)

Signature of Physician Date
Printer or Typed Name of Physician Phone Number
© 2012 National Fire Protection Association NFPA 1582 (p. 5 of 6)
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References

1

13

14

Times cited for durations of stable treatment regimen or stability of management are in reference to the date of current
evaluation for a fire fighter position.

Date sought is when patient first began current insulin regimen (pump or injection) using current types of insulin
(long acting, intermediate acting, short or rapid acting). A stable insulin regimen is defined as maintaining the same
types of insulin (long acting, intermediate acting, short or rapid acting). Changes in insulin amount are part of the
appropriate self-management of diabetes and do not disqualify an applicant or incumbent under this section.

Date sought is when patient first began current insulin or oral agent regimen defined as when patient began using
current types of insulin or classes of oral medication. A stable insulin regimen is defined as maintaining the same types
of insulin (long acting, intermediate acting, short or rapid acting). Changes in insulin amount are part of the appropriate
self-management of diabetes and do not disqualify an applicant or incumbent under this section.

Changes in dose within the evaluation period will be allowed but addition of a new class of medications or insulin should
result in a new period of observation:

¢ one month for addition of a sulfonylurea or metformin
° two months for addition of a thiazolidinedione to insulin or a sulfonylurea
e three months for the addition of insulin.

Testing schedules are individual. What follows is a common pattern. Individual patterns may differ.

Therapeutic Regimen Glucose Testing Schedule
Diet alone Once or twice a week
Metformin, Thiazolidinediones, or Alpha Glucosidase Once or twice a weelk
inhibitors alone or in combination
Sulfonylureas, meglitanides, nateglinide — alone or Twice a day — AM and at supper; with any suspected
in combination with the above group hypoglycemic episodes
Insulin — one shot in combination with orals Twice a day AM and at supper, with any suspected

hypoglycemic episodes. 2-3 AM once a week

Insulin — two or more shots, Insulin pump 3 to 4 times a day — at meals and bedtime. 2—3 AM once
a week; with any suspected hypoglycemic episodes

See http/care.diabetesjournals.org/cgi/content/full/28/suppl 1/s72
See http:/care.diabetesjournals.org/cgi/content/full/27/suppl 1/s91

If Hemoglobin A1C > 8% this may signal a problem with diabetes management that warrants further assessment.

See http:/care.diabetesjournals.org/cgi/content/full/28/suppl 1/s61

No more than one dot, blot, or flame-shaped hemorrhages or microaneurysm in all four fundus quadrants.

http://www.jceh.co.uk/journal/46 04.asp
See www.med.umich.eduw/mdrte/textonlv/educmats/MNSI howto.doc

Orthostatic hypotension is a physical finding defined by the American Autonomic Society and the American Academy
of Neurology as a systolic blood pressure decrease of at least 20 mm Hg or a diastolic blood pressure decrease of at least

10 mm Hg within three minutes of standing. http://www.aafb.org/afp/20031215/2393 html

See Gibbons, et al. [2002]. ACC/AHA 2002 guideline update for exercise testing: a report of the American College of
Cardiology/American Heart Association Task Force or Practice Guidelines. Circulation 106(14):1883—1892.

See http:/care.diabetesjournals.org/cgi/content/full/27/suppl 1/s79. GFR calculator: www.nephron.com/mdrd/default.html.
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Annex F Informational References

F1 Referenced Publications. The documents or portions
thereof listed in this annex are referenced within the informa-
tional sections of this standard and are not part of the require-
ments of this document unless also listed in Chapter 2 for
other reasons.
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RULE OF THREE

Rule of Three: A procedure which requires the Bureau of Fire to offer the candidates with the
three highest scores on a Certified Eligibility List to the appointing authority to fill a vacancy or
vacancies. For example: if the Bureau of Fire has one job vacancy, the appointing authority must
offer the position to one of the eligibles on the Certified Eligibility List possessing one of the
three highest scores. If a candidate is passed over three times, and the candidate falls within the
Rule of Three, the Bureau of Fire shall drop the candidate’s name from the Certified Eligibility
List.

EXAMPLE A: EXAMPLE B:

Candidates Score Candidates Score
A 98 A 98
B 97 A 98
C 96 B 97
D 95 C 96
E 94 D 95

Based on the above Example A, the appointing authority may select any one of the eligibles
possessing the top three scores. Candidates D and E would not fall within the Rule of Three.
Based upon Example B, the appointing authority may select A, A, or B because these were the
three highest scoring eligibles on the list. C and D may not be selected because their scores did
not fall within the Rule of Three.

Veterans’ Preference: If one of the candidates within the Rule of Three on the Certified
Eligibility List is a veteran, the appointing authority must offer the position to that veteran. This
applies exclusively to new hires. For example: if candidate C received the third highest score
and is a veteran, the Bureau of Fire must offer the position to candidate C. The Bureau of Fire
may offer the position to candidate A or B who received higher examination scores only if
candidate C elects not to take the position. When a veteran is appointed over a hon-veteran
under Veterans’ Preference, the non-veteran will not be considered passed over.

Candidates Score
A (Non-Vet.) 98
B (Non-Vet.) 97
C (Vet)) 96
D (Non-Vet.) 95
E (Non-Vet.) 94

Based upon the above example, the appointing authority would select candidate C to fill the
position of firefighter under both Veterans’ Preference and the Rule of Three.
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Tiebreaker: When two or more veterans obtain one of the top three scores within the Rule of
Three, the appointing authority may offer the position to either veteran.

Candidates Score
A (Non-Vet.) 98
B (Non-Vet.) 97
C (Vet)) 96
D (Vet.) 96
E (Non-Vet.) 95

Based upon Example A, the appointing authority may select either candidate who obtained the
score of 96 to fill the position of firefighter under Veterans’ Preference and the Rule of Three.

Certified Eligibility List: Candidates not within the Rule of Three: If none of the highest scoring
candidates within the Rule of Three elects to fill the position or are passed over three times, the
appointing authority may offer the position to any of the remaining candidates on the Certified
Eligibility List whose scores fall within the Rule of Three.

Pass Over: When an appointment from a group of three is made pursuant to the Rule of Three
and Veterans’ Preference, no eligible non-Veteran in the group receives a pass-over. Eligibles
not selected will be considered passed over only when there are fewer than six eligibles within
the Rule of Three. When scores are tied and more than five available eligibles are within the
group, those not selected will not be considered passed over until fewer than six eligibles remain,
even if all are veterans.

Qualified Eligibility List: In the event the Certified Eligibility List is exhausted, the Fire Chief
may select from the Qualified Recruitment List other candidates to be further tested for the
position of firefighter. The rules which apply to the Certified Eligibility List will also apply to
the subsequent list submitted to the Commission.
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Any and all illegal drug usage! by an applicant over the age of eighteen (18) years of age will result in said applicant’s disqualification from ever

DRUG MATRIX

holding the position of police officer, unless otherwise indicated in this Appendix.

AMPHETAMINES/ ANABOLIC
FREQUENCY METHAMPHETAMINES STEROIDS COCAINE HEROIN MARIJUANA
Years: 0-1 | 12| 25 5+ 01 1-2 | 25 5+ | 0-1 | 1-2 25 | 5+ | 01 | 1-2 | 255 | 5+ | 0-1 | 1-2 | 255 | 5+
Number of Usages
1-2 R R R B R| R B B R R R B R R R B R B B B
3-5 R R R B R R B B R R R B R R R R R B B B
6-20 R R R R R R R R R R R R R R R R R R B B
21 & over R R R R R| R R R R R R R R R R R R R R B
OTHER ILLEGAL USE OF
FREQUENCY PCP LSD HALLUCINOGENS? PRESCRIPTION DRUGS®
Years: 0-1 | 12| 25 5 | 0-1 | 1-2 | 25 5+ | 0-1 | 1-2 255 | 5+ | 0-1 | 1-2 | 25 5+
Number of Usages
1-2 R R R R R R R R R R B B R R B B
3-5 R R R R R R R R R R R B R R R B
6-20 R R R R R R R R R R R R R R R R
21 & over R R R R R R R R R R R R R R R R
KEY:
R = Rejected

B = Board Review

1 A usage is defined as a course or cycle or any portion thereof.

2 “QOther Hallucinogens” includes, but is not limited to: MDMA (Ecstasy), Peyote, Psilocybin Mushrooms, and/or any substance of unknown origin taken by the

applicant and resulting in hallucinogen effects on applicant. “Other Hallucinogens” does not include LSD or PCP.

% “Illegal Use of Prescription Drugs” shall mean intentionally and knowingly ingesting, injecting, or otherwise consuming a prescription medication for which the
applicant is not the intended user, regardless of whether or not permission was obtained from the intended user/prescribee. “Prescription Drugs” includes, but is
not limited to: pain medications, anti-anxiety medications, or any prescription medication taken for a recreational purpose.
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