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Information on NFPA Codes and Standards Development

I. Applicable Regulations. The primary rules governing the processing of NFPA documents (codes, standards, recommended practices, 
and guides) are the NFPA Regulations Governing Committee Projects (Regs). Other applicable rules include NFPA Bylaws, NFPA 
Technical Meeting Convention Rules, NFPA Guide for the Conduct of Participants in the NFPA Standards Development Process, and 
the NFPA Regulations Governing Petitions to the Board of Directors from Decisions of the Standards Council. Most of these rules and 
regulations are contained in the NFPA Directory. For copies of the Directory, contact Codes and Standards Administration at NFPA 
Headquarters; all these documents are also available on the NFPA website at “www.nfpa.org.” 

The following is general information on the NFPA process. All participants, however, should refer to the actual rules and regulations for a 
full understanding of this process and for the criteria that govern participation. 

II. Technical Committee Report. The Technical Committee Report is defined as “the Report of the Technical Committee and Technical 
Correlating Committee (if any) on a document consisting of the ROP and ROC.” A Technical Committee Report consists of the Report on 
Proposals (ROP), as modified by the Report on Comments (ROC), published by the Association. 

III. Step 1: Report on Proposals (ROP). The ROP is defined as “a report to the Association on the actions taken by Technical Committees 
and/or Technical Correlating Committees, accompanied by a ballot statement and one or more proposals on text for a new document or 
to amend an existing document.” Any objection to an action in the ROP must be raised through the filing of an appropriate Comment for 
consideration in the ROC or the objection will be considered resolved. 

IV. Step 2: Report on Comments (ROC). The ROC is defined as “a report to the Association on the actions taken by Technical Committees 
and/or Technical Correlating Committees accompanied by a ballot statement and one or more comments resulting from public review of 
the Report on Proposals (ROP).” The ROP and the ROC together constitute the Technical Committee Report. Any outstanding objection 
following the ROC must be raised through an appropriate Amending Motion at the Association Technical Meeting or the objection will be 
considered resolved. 

V. Step 3a: Action at Association Technical Meeting. Following the publication of the ROC, there is a period during which those wishing 
to make proper Amending Motions on the Technical Committee Reports must signal their intention by submitting a Notice of Intent to 
Make a Motion. Documents that receive notice of proper Amending Motions (Certified Amending Motions) will be presented for action at 
the annual June Association Technical Meeting. At the meeting, the NFPA membership can consider and act on these Certified Amending 
Motions as well as Follow-up Amending Motions, that is, motions that become necessary as a result of a previous successful Amending 
Motion. (See 4.6.2 through 4.6.9 of Regs for a summary of the available Amending Motions and who may make them.) Any outstanding 
objection following action at an Association Technical Meeting (and any further Technical Committee consideration following successful 
Amending Motions, see Regs at 4.7) must be raised through an appeal to the Standards Council or it will be considered to be resolved. 

VI. Step 3b: Documents Forwarded Directly to the Council. Where no Notice of Intent to Make a Motion (NITMAM) is received and 
certified in accordance with the Technical Meeting Convention Rules, the document is forwarded directly to the Standards Council for 
action on issuance. Objections are deemed to be resolved for these documents. 

VII. Step 4a: Council Appeals. Anyone can appeal to the Standards Council concerning procedural or substantive matters related to the 
development, content, or issuance of any document of the Association or on matters within the purview of the authority of the Council, as 
established by the Bylaws and as determined by the Board of Directors. Such appeals must be in written form and filed with the Secretary 
of the Standards Council (see 1.6 of Regs). Time constraints for filing an appeal must be in accordance with 1.6.2 of the Regs. Objections 
are deemed to be resolved if not pursued at this level. 

VIII. Step 4b: Document Issuance. The Standards Council is the issuer of all documents (see Article 8 of Bylaws). The Council acts on 
the issuance of a document presented for action at an Association Technical Meeting within 75 days from the date of the recommendation 
from the Association Technical Meeting, unless this period is extended by the Council (see 4.8 of Regs). For documents forwarded directly 
to the Standards Council, the Council acts on the issuance of the document at its next scheduled meeting, or at such other meeting as the 
Council may determine (see 4.5.6 and 4.8 of Regs). 

IX. Petitions to the Board of Directors. The Standards Council has been delegated the responsibility for the administration of the codes 
and standards development process and the issuance of documents. However, where extraordinary circumstances requiring the intervention 
of the Board of Directors exist, the Board of Directors may take any action necessary to fulfill its obligations to preserve the integrity of the 
codes and standards development process and to protect the interests of the Association. The rules for petitioning the Board of Directors 
can be found in the Regulations Governing Petitions to the Board of Directors from Decisions of the Standards Council and in 1.7 of the 
Regs. 

X. For More Information. The program for the Association Technical Meeting (as well as the NFPA website as information becomes 
available) should be consulted for the date on which each report scheduled for consideration at the meeting will be presented. For copies 
of the ROP and ROC as well as more information on NFPA rules and for up-to-date information on schedules and deadlines for processing 
NFPA documents, check the NFPA website (www.nfpa.org) or contact NFPA Codes & Standards Administration at (617) 984-7246. 



2012 Annual Revision Cycle ROP Contents 
 

by NFPA Numerical Designation 
 

Note:  Documents appear in numerical order. 
 

 
NFPA No. Type Action Title Page No. 

 
 

13 P Standard for the Installation of Sprinkler Systems ......................................................................................... 13-1 
 
13D P Standard for the Installation of Sprinkler Systems in One- and Two-Family Dwellings 
  and Manufactured Homes ............................................................................................................................ 13D-1 
 
13R P Standard for the Installation of Sprinkler Systems in Residential Occupancies 
  up to and Including Four Stories in Height ................................................................................................. 13R-1 
 
20 P Standard for the Installation of Stationary Pumps for Fire Protection ........................................................... 20-1 
 
 
24 P Standard for the Installation of Private Fire Service Mains and Their Appurtenances ................................ .24-1 
 
51 P Standard for the Design and Installation of Oxygen-Fuel Gas Systems for Welding, 
  Cutting, and Allied Processes………………………………………………………………………………51-1 
 
55 P Compressed Gases and Cryogenic Fluids Code…………………………………………………………….55-1 
 
61 P Standard for the Prevention of Fires and Dust Explosions in Agricultural 
  and Food Processing Facilities………………………………………………………………………...……61-1 
 
72® P National Fire Alarm and Signaling Code® ..................................................................................................... 72-1 
 
80 P Standard for Fire Doors and Other Opening Protectives ................................................................................ 80-1 
 

 
101A P Guide on Alternative Approaches to Life Safety ...................................................................................... 101A-1 
 
105 P Standard for the Installation of Smoke Door Assemblies and Other 
  Opening Protectives ...................................................................................................................................... 105-1 
 
110 P Standard for Emergency and Standby Power Systems ................................................................................. 110-1 
 
111 P Standard on Stored Electrical Energy Emergency and Standby Power Systems......................................... 111-1 

 
291 P Recommended Practice for Fire Flow Testing and Marking of Hydrants ................................................... 291-1 
 
301 P Code for Safety to Life from Fire on Merchant Vessels .............................................................................. 301-1 
 
400 P Hazardous Materials Code ............................................................................................................................ 400-1 
 
402 P Guide for Aircraft Rescue and Fire-Fighting Operations ............................................................................. 402-1 
 
415 P Standard on Airport Terminal Buildings, Fueling Ramp Drainage, and Loading Walkways ..................... 415-1 
 
424 P Guide for Airport/Community Emergency Planning  .................................................................................. 424-1 
 
450 P Guide for Emergency Medical Services and Systems .................................................................................. 450-1 
 
472 P Standard for Competence of Responders to Hazardous Materials/Weapons 
  of Mass Destruction Incidents ...................................................................................................................... 472-1 
 
473 P Standard for Competencies for EMS Personnel Responding to Hazardous 
  Materials/Weapons of Mass Destruction Incidents ...................................................................................... 473-1 
 
555 P Guide on Methods for Evaluating Potential for Room Flashover…………………………………………555-1 
 
 
 
 



   
654 P Standard for the Prevention of Fire and Dust Explosions from the Manufacturing, Processing, and  
  Handling of Combustible Particulate Solids………………………………………………………………654-1 
 
1001 P Standard for  Fire Fighter Professional Qualifications……………………………………………………1001-1 
 
1122 P Code for Model Rocketry…………………………...………………………………………………….…1122-1 
 
1124 P Code for the Manufacture, Transportation, Storage, and Retail Sales of  
  Fireworks and Pyrotechnic Articles………………………………………………………………………1124-1 
 
1127 P Code for High Power Rocketry………………………………………………………………………...…1127-1 
 
1128DS N Draft Standard for Standard Method of Fire Test for Flame 

Breaks…………………………………………………………………………………………………1128DS-1 
 
1129DS N Draft Standard for Standard Method of Fire Test for Covered Fuse on Consumer 

Fireworks………………………………………………………………………………………………1129DS-1 
 
 
1144 P Standard for Reducing Structure Ignition Hazards from Wildland Fire ……….…………………………1144-1 
 
1221 P Standard for the Installation, Maintenance, and Use of  
  Emergency Services Communications Systems…….……………………………………………………1221-1 
 
1500 P Standard on Fire Department Occupational Safety and Health 

Program……………………………………………..……………………………………………………1500-1 
 
1582 P Standard on Comprehensive Occupational Medical 
  Program for Fire Departments……………………………………………………………………………1582-1 
 
1801 P Standard on Thermal Imagers for the Fire Service….……………………………………………………1801-1 
 
1917 N Standard for Automotive Ambulances……………..…………………………………………..…………1917-1 
 

 
 
 
 
 
 
 
 
 
 

TYPES OF ACTION 
 

P  Partial Revision C  Complete Revision N  New Document R  Reconfirmation W  Withdrawal 

 



iii 

Agricultural Dusts 
     61 Standard for the Prevention of Fire and Dust Explosions in Agricultural  
 and Food Processing Facilities P 61-1 
 
Aircraft Rescue and Fire Fighting 
     402 Guide for Aircraft Rescue and Fire-Fighting Operations P 402-1 
     424 Guide for Airport/Community Emergency Planning P 424-1 
 
Airport Facilities 
     415 Standard on Airport Terminal Buildings, Fueling Ramp Drainage, and  
 Loading Walkways P 415-1 
 
Ambulances 
     1917 Standard for Automotive Ambulances N 1917-1 
 
Automatic Sprinkler Systems 
     13 Standard for the Installation of Sprinkler Systems P 13-1 
   Residential Sprinkler Systems 
     13D Standard for the Installation of Sprinkler Systems in One- and Two-Family 
 Dwellings and Manufactured Homes P 13D-1 
     13R Standard for the Installation of Sprinkler Systems in Residential Occupancies 
 up to and Including Four Stories in Height  P 13R-1 
   Private Water Supply Piping Systems   
     24 Standard for the Installation of Private Fire Service Mains and  
 Their Appurtenances P 24-1 
     291 Recommended Practice for Fire Flow Testing and Marking of Hydrants P 291-1 
 
Fire and Emergency Services Protective Clothing Equipment 
Electronic Safety Equipment 
     1801 Standard on Thermal Imagers for the Fire Service P 1801-1 
 
Emergency Medical Services 
     450 Guide for Emergency Medical Services and Systems P 450-1 
 
Fire Doors and Windows 
     80 Standard for Fire Doors and Other Opening Protectives P 80-1 
     105 Standard for the Installation of Smoke Door Assemblies and Other  
             Opening Protectives P 105-1 
 
Fire Pumps 
     20 Standard for the Installation of Stationary Pumps for Fire Protection P 20-1 
 
Fire Service Occupational Safety and Health 
     1500 Standard on Fire Department Occupational Safety and Health Program P 1500-1 
     1582 Standard on Comprehensive Occupational Medical Program for Fire 
 Departments P 1582-1 
 
Forest and Rural Fire Protection 
     1144 Standard for Reducing Structure Ignition Hazards from Wildland Fire P 1144-1 
 
Handling and Conveying of Dusts, Vapors, and Gases 
     654 Standard for the Prevention of Fire and Dust Explosions from the 
 Manufacturing Processing, and Handling of Combustible Particulate Solids P 654-1 
 
Hazard and Risk of Contents and Furnishings 
     555 Guide on Methods for Evaluating Potential for Room Flashover P 555-1 
 
Hazardous Chemicals 
     400 Hazardous Materials Code P 400-1 
   
Hazardous Materials Response Personnel 
     472 Standard for Competence of Responders to Hazardous Materials/ Weapons 
 of Mass Destruction Incidents P 472-1 
     473 Standard for Competencies for EMS Personnel Responding to Hazardous 
 Materials/Weapons of Mass Destruction Incidents P 473-1 
 
Industrial and Medical Gases 
     51 Standard for the Design and Installation of Oxygen-Fuel Gas Systems for 
 Welding, Cutting, and Allied Processes P 51-1 
     55 Compressed Gases and Cryogenic Fluids Code P 55-1 
 
Merchant Vessels 
     301 Code for Safety to Life from Fire on Merchant Vessels P 301-1 
 
 
 



iii 

 
National Electrical Code 
  Emergency Power Supplies 
     110 Standard for Emergency and Standby Power Systems P 110-1 
     111 Standard on Stored Electrical Energy Emergency and Standby Power Systems P 111-1 
 
Professional Qualifications 
   Fire Fighter Professional Qualifications 
     1001 Standard for Fire Fighter Professional Qualifications P 1001-1 
 
Public Emergency Service Communication   
     1221 Standard for the Installation, Maintenance, and Use of Emergency  
 Services Communications Systems P 1221-1 
   
Pyrotechnics   
     1122 Code for Model Rocketry P 1122-1 
     1124 Code for the Manufacture, Transportation, Storage, and Retail Sales of 
 Fireworks and Pyrotechnic Articles P 1124-1 
     1127 Code for High Power Rocketry P 1127-1 
     1128DS Draft Standard for Standard Method of Fire Tests for Flame Breaks N 1128DS-1 
     1129DS Draft Standard for Standard Method of Fire Test for Covered Fuse on 
 Consumer Fireworks N 1129DS-1 
   
Safety to Life   
  Alternative Approaches to Life Safety   
     101A Guide on Alternative Approaches to Life Safety P 101A-1 
   
Signaling Systems for the Protection of Life and Property   
     72 National Fire Alarm Code P 72-1 
 



 
 

 v

 
COMMITTEE MEMBER CLASSIFICATIONS1,2,3,4 

 
  The following classifications apply to Committee members and represent their principal interest in the activity of the 
Committee. 
 
1. M Manufacturer: A representative of a maker or marketer of a product, assembly, or system, or portion thereof, 

that is affected by the standard. 
 
2. U User: A representative of an entity that is subject to the provisions of the standard or that voluntarily uses the 

standard. 
 
3. IM Installer/Maintainer: A representative of an entity that is in the business of installing or maintaining a product, 

assembly, or system affected by the standard. 
 
4. L Labor: A labor representative or employee concerned with safety in the workplace. 
 
5. RT Applied Research/Testing Laboratory: A representative of an independent testing laboratory or independent 

applied research organization that promulgates and/or enforces standards. 
 
6. E Enforcing Authority: A representative of an agency or an organization that promulgates and/or enforces 

standards. 
 
7. I Insurance: A representative of an insurance company, broker, agent, bureau, or inspection agency. 
 
8. C Consumer: A person who is or represents the ultimate purchaser of a product, system, or service affected by the 

standard, but who is not included in (2). 
 
9. SE Special Expert: A person not representing (1) through (8) and who has special expertise in the scope of the 

standard or portion thereof. 
 
NOTE 1: “Standard” connotes code, standard, recommended practice, or guide. 
 
NOTE 2: A representative includes an employee. 
 
NOTE 3: While these classifications will be used by the Standards Council to achieve a balance for Technical Committees, 
the Standards Council may determine that new classifications of member or unique interests need representation in order to 
foster the best possible Committee deliberations on any project. In this connection, the Standards Council may make such 
appointments as it deems appropriate in the public interest, such as the classification of “Utilities” in the National Electrical 
Code Committee. 
 
NOTE 4: Representatives of subsidiaries of any group are generally considered to have the same classification as the parent 
organization. 
 



 FORM FOR COMMENT ON NFPA REPORT ON PROPOSALS 
2012 ANNUAL REVISION CYCLE 

FINAL DATE FOR RECEIPT OF COMMENTS:  5:00 pm EDST, August 30, 2011 

For further information on the standards-making process, please contact the Codes 
and Standards Administration at 617-984-7249 or visit www.nfpa.org/codes. 

For technical assistance, please call NFPA at 1-800-344-3555. 

 FOR OFFICE USE ONLY

Log #:       

Date Rec’d:       
 

Please indicate in which format you wish to receive your ROP/ROC   electronic   paper   download 
(Note:  If choosing the download option, you must view the ROP/ROC from our website; no copy will be sent to you.) 

Date 8/1/200X Name John B. Smith Tel. No. 253-555-1234 

Company   Email  

Street Address 9 Seattle St. City Tacoma State WA Zip 98402 

***If you wish to receive a hard copy, a street address MUST be provided.  Deliveries cannot be made to PO boxes.  

Please indicate organization represented (if any) Fire Marshals Assn. of North America 

1. (a) NFPA Document Title National Fire Alarm Code NFPA No. & Year NFPA 72, 200X ed. 

    (b) Section/Paragraph 4.4.1.1 

2.     Comment on Proposal No. (from ROP):  72-7 

3. Comment Recommends (check one):  new text  revised text  deleted text 

4. Comment (include proposed new or revised wording, or identification of wording to be deleted): [Note: Proposed text 
should be in legislative format; i.e., use underscore to denote wording to be inserted (inserted wording) and strike-through to denote 
wording to be deleted (deleted wording).] 

Delete exception. 

5. Statement of Problem and Substantiation for Comment: (Note: State the problem that would be resolved by your 
recommendation; give the specific reason for your Comment, including copies of tests, research papers, fire experience, etc. If more 
than 200 words, it may be abstracted for publication.)  

A properly installed and maintained system should be free of ground faults.  The occurrence of one or more ground faults should be 
required to cause a ‘trouble’ signal because it indicates a condition that could contribute to future malfunction of the system.  Ground 
fault protection has been widely available on these systems for years and its cost is negligible.  Requiring it on all systems will 
promote better installations, maintenance and reliability. 

6.  Copyright Assignment 

(a)   I am the author of the text or other material (such as illustrations, graphs) proposed in the Comment. 

(b)   Some or all of the text or other material proposed in this Comment was not authored by me.  Its source is as 
follows: (please identify which material and provide complete information on its source) 

 
 
I hereby grant and assign to the NFPA all and full rights in copyright in this Comment and understand that I acquire no rights in any publication of NFPA 
in which this Comment in this or another similar or analogous form is used.  Except to the extent that I do not have authority to make an assignment in 
materials that I have identified in (b) above, I hereby warrant that I am the author of this Comment and that I have full power and authority to enter into 
this assignment. 

Signature (Required)  

PLEASE USE SEPARATE FORM FOR EACH COMMENT 
 

Mail to:  Secretary, Standards Council · National Fire Protection Association 
1 Batterymarch Park · Quincy, MA 02169-7471  OR 

Fax to:  (617) 770-3500   OR   Email to:  proposals_comments@nfpa.org 
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Sequence of Events Leading to Issuance of an NFPA Committee Document  

Step 1   Call for Proposals 

▼            Proposed new document or new edition of an existing document is entered into one of two yearly revision 
cycles, and a Call for Proposals is published.  

Step 2    Report on Proposals (ROP) 

▼            Committee meets to act on Proposals, to develop its own Proposals, and to prepare its Report.  

▼            Committee votes by written ballot on Proposals. If two-thirds approve, Report goes forward. Lacking two-
thirds approval, Report returns to Committee.  

▼            Report on Proposals (ROP) is published for public review and comment.  

Step 3    Report on Comments (ROC) 

▼            Committee meets to act on Public Comments to develop its own Comments, and to prepare its report.  

▼            Committee votes by written ballot on Comments. If two-thirds approve, Report goes forward. Lacking two-
thirds approval, Report returns to Committee.  

▼            Report on Comments (ROC) is published for public review.  

Step 4    Association Technical Meeting 

▼            “Notices of intent to make a motion” are filed, are reviewed, and valid motions are certified for presentation 
at the Association Technical Meeting. (“Consent Documents” that have no certified motions bypass the Association 
Technical Meeting and proceed to the Standards Council for issuance.)  

▼            NFPA membership meets each June at the Association Technical Meeting and acts on Technical 
Committee Reports (ROP and ROC) for documents with “certified amending motions.”  

▼            Committee(s) vote on any amendments to Report approved at NFPA Association Technical Meeting.  

Step 5    Standards Council Issuance 

▼            Notification of intent to file an appeal to the Standards Council on Association action must be filed within 20 
days of the NFPA Association Technical Meeting.  

▼            Standards Council decides, based on all evidence, whether or not to issue document or to take other 
action, including hearing any appeals.  

  

  

 



 

 

 

The Association Technical Meeting 

The process of public input and review does not end with the publication of the ROP and ROC. Following the 
completion of the Proposal and Comment periods, there is yet a further opportunity for debate and discussion through 
the Association Technical Meeting that takes place at the NFPA Annual Meeting.  

The Association Technical Meeting provides an opportunity for the final Technical Committee Report (i.e., the ROP 
and ROC) on each proposed new or revised code or standard to be presented to the NFPA membership for the 
debate and consideration of motions to amend the Report. The specific rules for the types of motions that can be 
made and who can make them are set forth in the NFPA Regulations Governing Committee Projects (Regs), which 
should always be consulted by those wishing to bring an issue before the membership at an Association Technical 
Meeting. The following presents some of the main features of how a Report is handled.  

The Filing of a Notice of Intent to Make a Motion. Before making an allowable motion at an Association Technical 
Meeting, the intended maker of the motion must file, in advance of the session, and within the published deadline, a 
Notice of Intent to Make a Motion. A Motions Committee appointed by the Standards Council then reviews all notices 
and certifies all amending motions that are proper. The Motions Committee can also, in consultation with the makers 
of the motions, clarify the intent of the motions and, in certain circumstances, combine motions that are dependent on 
each other together so that they can be made in one single motion. A Motions Committee report is then made 
available in advance of the meeting listing all certified motions. Only these Certified Amending Motions, together with 
certain allowable Follow-Up Motions (that is, motions that have become necessary as a result of previous successful 
amending motions) will be allowed at the Association Technical Meeting.  

Consent Documents. Often there are codes and standards up for consideration by the membership that will be 
noncontroversial and no proper Notices of Intent to Make a Motion will be filed. These “Consent Documents” will 
bypass the Association Technical Meeting and head straight to the Standards Council for issuance. The remaining 
documents are then forwarded to the Association Technical Meeting for consideration of the NFPA membership. 

What Amending Motions Are Allowed. The Technical Committee Reports contain many Proposals and Comments 
that the Technical Committee has rejected or revised in whole or in part. Actions of the Technical Committee 
published in the ROP may also eventually be rejected or revised by the Technical Committee during the development 
of its ROC. The motions allowed by NFPA rules provide the opportunity to propose amendments to the text of a 
proposed code or standard based on these published Proposals, Comments, and Committee actions. Thus, the list of 
allowable motions include motions to accept Proposals and Comments in whole or in part as submitted or as modified 
by a Technical Committee action. Motions are also available to reject an accepted Comment in whole or part. In 
addition, Motions can be made to return an entire Technical Committee Report or a portion of the Report to the 
Technical Committee for further study.  

The NFPA Annual Meeting, also known as the NFPA Conference & Expo, takes place in June of each year. A second 
Fall membership meeting was discontinued in 2004, so the NFPA Technical Committee Report Session now runs 
once each year at the Annual Meeting in June.  

Who Can Make Amending Motions. NFPA rules also define those authorized to make amending motions. In many 
cases, the maker of the motion is limited by NFPA rules to the original submitter of the Proposal or Comment or his or 
her duly authorized representative. In other cases, such as a Motion to Reject an accepted Comment, or to Return a 
Technical Committee Report or a portion of a Technical Committee Report for Further Study, anyone can make these 
motions. For a complete explanation, the NFPA Regs should be consulted.  

 

 



 
Action on Motions at the Association Technical Meeting. In order to actually make a Certified Amending Motion at 
the Association Technical Meeting, the maker of the motion must sign in at least an hour before the session begins. In 
this way a final list of motions can be set in advance of the session. At the session, each proposed document up for 
consideration is presented by a motion to adopt the Technical Committee Report on the document. Following each such 
motion, the presiding officer in charge of the session opens the floor to motions on the document from the final list of 
Certified Amending Motions followed by any permissible Follow-Up Motions. Debate and voting on each motion 
proceeds in accordance with NFPA Regs. NFPA membership is not required in order to make or speak to a motion, but 
voting is limited to NFPA members who have joined at least 180 days prior to the Association Technical Meeting and 
have registered for the meeting. At the close of debate on each motion, voting takes place, and the motion requires a 
majority vote to carry. In order to amend a Technical Committee Report, successful amending motions must be 
confirmed by the responsible Technical Committee, which conducts a written ballot on all successful amending motions 
following the meeting and prior to the document being forwarded to the Standards Council for issuance.  

Standards Council Issuance 

One of the primary responsibilities of the NFPA Standards Council, as the overseer of the NFPA codes and standards 
development process, is to act as the official issuer of all NFPA codes and standards. When it convenes to issue NFPA 
documents, it also hears any appeals related to the document. Appeals are an important part of assuring that all NFPA 
rules have been followed and that due process and fairness have been upheld throughout the codes and standards 
development process. The Council considers appeals both in writing and through the conduct of hearings at which all 
interested parties can participate. It decides appeals based on the entire record of the process as well as all 
submissions on the appeal. After deciding all appeals related to a document before it, the Council, if appropriate, 
proceeds to issue the document as an official NFPA code or standard. Subject only to limited review by the NFPA 
Board of Directors, the decision of the Standards Council is final, and the new NFPA code or standard becomes 
effective twenty days after Standards Council issuance.  
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Report of the Committee on 

Fire Service Occupational Safety and Health 

Glenn P. Benarick, Chair
Aiken, SC [U] 

Rep. NFPA Fire Service Section

Donald Aldridge, Lion Apparel, Inc., OH [M] 
David J. Barillo, University of Florida College of Medicine, FL  [SE] 
Lawrence T. Bennett, Univerity of Cincinnati, OH [SE] 
David T. Bernzweig, Columbus (OH) Division of Fire, OH  [L] 
  Rep. Columbus Fire Fighters Union 
Paul Blake, City of Baytown Fire & Rescue Services, TX  [E] 
  Rep. Industrial Emergency Response Working Group 
Sandy Bogucki, Yale University Emergency Medicine, CT [SE] 
Dennis R. Childress, Orange County Fire Authority, CA  [U] 
  Rep. California State Firefighters Association 
Dominic J. Colletti, Hale Products, Inc., PA  [M] 
  Rep. Fire Apparatus Manufacturers Association 
Thomas J. Cuff, Jr., Firemens Association of the State of New York, NY [U] 
Michael L. Finkelman, East Meadow, NY [U] 
  Rep. Association of Fire Districts/State of New York 
Stephen N. Foley, US Department of Homeland Security, MD [SE] 
Thomas Hillenbrand, Underwriters Laboratories Inc., IL  [RT] 
Scott D. Kerwood, Hutto Fire Rescue, TX  [E] 
  Rep. International Association of Fire Chiefs 
Jonathan D. Kipp, Primex

3

, NH  [I] 
Steve Kreis, City of Phoenix Fire Department, AZ  [E] 
Michael A. Laton, Honeywell/Sperian Protective Apparel, GA [M] 
  Rep. International Safety Equipment Association 
Tamara DiAnda Lopes, Reno Fire Department, NV  [U] 
David A. Love, Jr., Volunteer Firemen’s Insurance Services, Inc., PA  [I]  
Erica L. Nelson, Portland Fire and Rescue, WA [L] 
  Rep. International Association of Women in Fire & Emergency Services 
David J. Prezant, Fire Department City of New York, NY [E] 
Stephen Raynis, Fire Department City of New York, NY [U] 
Joseph W. Rivera, US Department of the Air Force, FL  [U] 
David Ross, Toronto Fire Services, Canada  [E]  
  Rep. Fire Department Safety Officers Association 
Mario D. Rueda, Los Angeles City Fire Department, CA  [U] 
Daniel G. Samo, Northwestern Memorial Hospital, IL  [SE] 
Denise L. Smith, Skidmore College, NY [SE] 
Donald F. Stewart, Medocracy Inc./Fairfax County Fire & Rescue, VA  [E] 
Philip C. Stittleburg, La Farge Fire Department, WI [U] 
  Rep. National Volunteer Fire Council 
Phillip C. Vorlander, Waunakee, WI [M] 
Teresa Wann, Santa Ana College, CA [SE] 
Jeffrey W. Winters, City of Sioux Falls Fire Department, SD [L] 
Kim D. Zagaris, State of California, CA  [E] 

Alternates

Brett R. Bowman, Prince William County Department of Fire & Rescue, VA 
[E] 
  (Alt. to Scott D. Kerwood) 
James E. Brinkley, International Association of Fire Fighters, DC [L] 
  (Alt. to Jeffrey W. Winters) 
Leroy B. Coffman, III, Tempest Technology, Inc., CA [M] 
  (Alt. to Dominic J. Colletti) 
Steven D. Corrado, Underwriters Laboratories Inc., NC [RT]  
  (Alt. to Thomas Hillenbrand) 
Craig A. Fry, Los Angeles City Fire Department, CA  [U] 
  (Alt. to Mario D. Rueda) 
George L. Maier, III, Fire Department City of New York, NY  [U] 
  (Alt. to Stephen Raynis) 
Robert L. McLeod, III, City of Chandler Fire Department, AZ [E] 
  (Alt. to David Ross) 
Robert D. Neamy, Gardnerville, NV  [M] 
  (Alt. to Phillip C. Vorlander) 
Jack E. Reall, Columbus (OH) Division of Fire, OH [L]  
  (Alt. to David T. Bernzweig) 
Andrew G. Schwartz, Lion Apparel, Inc., OH  [M] 
  (Alt. to Donald Aldridge) 
Michael W. Smith, National Volunteer Fire Council, NV  [U] 
  (Alt. to Philip C. Stittleburg) 
Fred C. Terryn, US Department of the Air Force, FL  [U] 
  (Alt. to Joseph W. Rivera) 
Michael L. Young, Volunteer Firemen’s Insurance Services, Inc., PA  [I] 
  (Alt. to David A. Love, Jr.) 

Staff Liaison: Kendall Holland

Nonvoting
Thomas R. Hales, National Institute for Occupational Safety & Health, OH 
[RT]
  (Alt to Jay. L. Tarley)
William R. Hamilton, US Department of Labor, DC [E]
  (Alt. to Andrew Levinson)
Andrew Levinson, US Department of Labor, DC [E]
Jay L. Tarley, US Department of Health & Human Services, WV [RT]

Committee Scope: This Committee shall have primary responsibility for 
documents on occupational safety and health in the working environment of the 
fire service. The Committee shall also have responsibility for documents related 
to medical requirements for fire fighters. 

This list represents the membership at the time the Committee was balloted on 
the text of this edition. Since that time, changes in the membership may have 
occurred. A key to classifications is found at the front of this book. 

    The Technical Committee on Fire Service Occupational Safety and Health 
is presenting two Reports for adoption, as follows:

Report I:  The Technical Committee proposes for adoption, amendments to 
NFPA 1500, Standard on Fire Department Occupational Safety and Health 
Program, 2007 edition.  NFPA 1500 is published in Volume 13 of the 2011 
National Fire Codes and in separate pamphlet form.

The report on NFPA 1500 has been submitted to letter ballot of the Technical 
Committee on Fire Service Occupational Safety and Health which consists 
of 33 voting members.  The results of the balloting, after circulation of any 
negative votes, can be found in the report.

Report II:  The Technical Committee proposes for adoption, amendments to 
NFPA 1582, Standard on Comprehensive Occupational Medical Program 
for Fire Departments, 2007 edition.  NFPA 1582 is published in Volume 13 of 
the 2011 National Fire Codes and in separate pamphlet form.

The report on NFPA 1582 has been submitted to letter ballot of the 
Technical Committee on Fire Service Occupational Safety and Health 
which consists of 33 voting members.  The results of the balloting, after 
circulation of any negative votes, can be found in the report.
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________________________________________________________________ 
1582-1 Log #CP2  Final Action: Accept in Principle
(Entire Document)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Review entire document to: 1) Update any extracted 
material by preparing separate proposals to do so, and 2) review and update 
references to other organizations documents, by preparing proposal(s) as 
required. 
Substantiation: To conform to the NFPA Regulations Governing Committee 
Projects. 
Committee Meeting Action: Accept in Principle
Committee Statement: The committee has reviewed the entire document and 
has corrected or updated any of the references for extracted material in separate 
proposals. The committee has also checked and updated cross reference 
material to ensure that there is consistency between the extracted material in 
this document and the most current editions of documents from which the 
material has been extracted. 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: Directed to abstain per the Acting US Fire Administrator 
________________________________________________________________ 
1582-2 Log #CP86  Final Action: Accept
(2.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
2.2 NFPA Publications. National Fire Protection Association, 1 Batterymarch 
Park, Quincy, MA 02169-7471.  
   NFPA 1001, Standard for Fire Fighter Professional Qualifications, 20082 
edition. 
   NFPA 1002, Standard for Fire Apparatus Driver/Operator Professional 
Qualifications, 20093 edition.
   NFPA 1003, Standard for Airport Fire Fighter Professional Qualifications, 
20105 edition.
   NFPA 1006, Standard for Rescue Technician Professional Qualifications, 
20083 edition.
   NFPA 1021, Standard for Fire Officer Professional Qualifications, 20093 
edition. 
   NFPA 1051, Standard for Wildland Fire Fighter Professional Qualifications, 
20072 edition.
   NFPA 1500, Standard on Fire Department Occupational Safety and Health 
Program, 2007 edition.
   NFPA 1561, Standard on Emergency Services Incident Management System, 
20085 edition.
   NFPA 1581, Standard on Fire Department Infection Control Program, 20105 
edition. 
   NFPA 1583, Standard on Health-Related Fitness Programs for Fire Fighters, 
20080 edition.
   NFPA 1584, Standard on the Rehabilitation Process for Members During 
Emergency Operations and Training Exercises 2008 Edition
Substantiation: These changes were made to update references.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-3 Log #CP3  Final Action: Accept
(2.3.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
2.3.3 Spirometry Publications.  
American Thoracic Society. “Standardization of spirometry.” Am J Respir Crit 
Care Med; 152(1994):1107–1136.
Hankinson, J. L., J. R. Odencrantz, and K. B. Fredan. 1999.“Spirometric 
reference values from a sample of the U.S. general population.” Am J Respir 
Crit Care Med 1999; 159:179–187. 
Miller, M.R., Hankinson J, Brusasco V, et al. ATS/ERS Task Force. 
Standardization of spirometry. Eur Respir J, 2005. 26:319-338. 
Knudson R. J., M. D.Lebowitz, C. J Holberg, and B Burrows. 1983. “Changes 
in the normal maximal expiratory flow-volume curve with growth and aging.” 
Am Rev Respir Dis; 127:725–734.
Substantiation: These changes were made to update references. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1

Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-4 Log #CP4  Final Action: Accept
(4.2.6)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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, NFPA 1584, Standard on the 
Rehabilitation Process for Members During Emergency Operations and 
Training Exercises, and NFPA 1561, Standard on Emergency Services Incident 
Management System.
Substantiation: The committee believes that the inclusion of the document 
that has been added will only enhance and assist the physician in the providing 
them with the most accurate requirements that fire department personnel are 
exposed to when operating in hazardous situations.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-5 Log #CP5  Final Action: Accept
(4.4.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
4.4.2 No fire department personnel, other than the fire department physician or 
appropriate medical staff supervisor or manager shall have access to medical 
records without the express written consent of the member. 
Substantiation: This change was made to ensure that only the appropriate 
personnel had access or the ability to view the medical records of fire 
department personnel.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-6 Log #CP6  Final Action: Accept
(4.4.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Delete the following text:
4.4.3 When specific medical information is needed by a fire department 
manager to make a decision about placement, return to work, and so forth, 
written consent shall be obtained from the member to release the specific 
medical information necessary for that decision.
Substantiation: This has already been addressed in 1582-5 (Log #CP5).
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-7 Log #CP7  Final Action: Accept
(5.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
5.1.1 The fire department shall evaluate the following 13 essential job tasks 
against the types and levels of emergency services provided to the local 
community by the fire department, the types of structures and occupancies 
comprising the community, and the configuration of the fire department to 
determine the essential job tasks of fire department members and candidates:  
   (1)* While wearing personal protective ensembles and self-contained 
breathing apparatus (SCBA), Pperforming fire-fighting tasks (e.g., hoseline 
operations, extensive crawling, lifting and carrying heavy objects, ventilating 
roofs or walls using power or hand tools, forcible entry), rescue operations, and 
other emergency response actions under stressful conditions while wearing 
personal protective ensembles and self-contained breathing apparatus (SCBA), 
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including working in extremely hot or cold environments for prolonged time 
periods 
   (4) Depending on the local jurisdiction, climbing six or more flights of stairs 
while wearing fire protective ensemble, including SCBA, weighing at least 50 
lb (22.6 kg) or more and carrying equipment/tools weighing an additional 20 to 
40 lb (9 to 18 kg) 
   (5) Wearing 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) 
   (6) While wearing personal protective ensembles and SCBA, Ssearching, 
finding, and rescue-dragging or carrying victims ranging from newborns up to 
adults weighing over 200 lb (90 kg) to safety despite hazardous conditions and 
low visibility 
   (7) While wearing personal protective ensembles and SCBA Aadvancing 
water-filled hoselines up to 2 1/2 in. (65 mm) in diameter from fire apparatus 
to occupancy [approximately 150 ft (50 m)], which can involve negotiating 
multiple flights of stairs, ladders, and other obstacles 
   (8) While wearing personal protective ensembles and SCBA Cclimbing 
ladders, operating from heights, walking or crawling in the dark along narrow 
and uneven surfaces that may be wet or icy, and operating in proximity to 
electrical power lines and/or other hazards 
Substantiation: The committee has added this text to ensure that it was 
explained what the expectations were for the minimum level of equipment that 
is to be worn by personnel as well as being editorial in nature.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-8 Log #CP8  Final Action: Accept
(5.2.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
   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 specialized 
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. 
Substantiation: The committee has added this text to ensure that the proper 
PPE was being worn given certain situations or hazardous situations. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-9 Log #CP9  Final Action: Accept
(5.2.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
   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.
Substantiation: The committee has added this text to ensure that the proper 
PPE was being worn given certain situations or hazardous situations. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-10 Log #CP10  Final Action: Accept
(5.2.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
   5.2.3 When performing the medical evaluation of members of a specialized 
team, the fire department physician shall consider the following:  
   (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 the member of having to wear or utilize specialized 

personal protective equipment (PPE) that can increase weight, environmental 
isolation, sensory deprivation, and/or dehydration potential above levels 
experienced with standard fire suppression PPE 
Substantiation: This change was editorial in nature.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-11 Log #CP11  Final Action: Accept
(6.1.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.1.2* If a candidate presents with a condition that temporarily interferes with 
his/her ability to safely perform essential job tasks, the pre-placement medical 
evaluation shall be postponed until the candidate has recovered from that 
condition.This standard provides specific requirements for candidates based on 
medical conditions that can affect a candidate’s ability to safely perform the 
essential job tasks of a firefighter. 
Substantiation: This change was editorial in nature as the committee has just 
restated the requirement but just made it easier to understand the intent. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-12 Log #CP12  Final Action: Accept
(6.3.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.3.1.1 Category A medical conditions shall include the following: 
   (1) Defect of skull preventing helmet use or leaving underlying 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 respiratory facepiece fit test
Substantiation: The committee has made this change for clarification 
purposes. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-13 Log #5  Final Action: Reject
(6.4.1(3), 6.4.2(4), A.6.4.1(3), 9.12.3.1(2), and A.9.12.3.1(2))
________________________________________________________________ 
Submitter: Jason Arthur Scott Arvizu, United States Forest Service - Los 
Padres National Forest 
Recommendation: Revise text to read as follows:
6.4.1 (3)* Monocular vision
6.4.2 (4)* Monocular vision 
A.6.4.1(3) Candidates with monocular vision are not allowed to per DOT/CDL 
regulations. 
A.6.4.2(4) Monocular vision was a category A condition in previous editions 
because the DOT would not issue a CDL to monocular drivers. It is now a 
category B condition since candidates with monocular vision are allowed to 
drive commercial vehicles as long as they qualify for a vision exemption from 
their licensing authority or the DOT. A candidate should possess a commercial 
drivers license (CDL) without restrictions that would prohibit them from 
fulfilling essential job task 10. A candidate who does not possess a CDL and 
are otherwise qualified should be qualified contingent upon being able to 
obtain a CDL.
9.12.3.1(2)* Monocular vision, stereopsis without fusional capacity, inadequate 
depth perception, or loss of peripheral vision (greater than 110 degrees on 
confrontation) might compromises the member’s ability to safely perform 
essential job task 10. If a candidate possesses a commercial drivers license 
(CDL) that qualifies them to drive emergency vehicles without restrictions 
prohibiting them from performing essential job task 10, then they should be 
qualified as having demonstrated their ability to compensate for their 
monocular condition. If a candidate does not possess a CDL, they should 
obtain a learners permit. The evaluating physician should consider that new 
candidates must be given the opportunity to obtain a CDL. Candidates who 
will be able to obtain a CDL learners permit shall submit a copy of an 
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evaluation of their ability to compensate from an optometrist or 
ophthalmologist to the evaluating physician. The same vision evaluation that is 
performed for the licensing authority’s exemption program should suffice. 
Candidates who are cleared by an optometrist or ophthalmologist should be 
qualified pending final testing by the proper licensing authority. 
A.9.12.3.1(2) Most persons with monocular vision, after a 6-month 
accommodation period, are able to function well. There is some loss of depth 
perception and peripheral vision. 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 individual and consider the depth of field requirements of the 
member’s job in order to reach an individual determination. 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 increased dependence on visual cues when driving emergency vehicles, 
monocular fire fighters should be restricted from driving fire apparatus and 
other emergency vehicles. The majority of state licensing authorities have 
established vision exemption programs for monocular drivers seeking a CDL. 
If the candidate’s state does not have an exemption program established, they 
will be able to apply for a Federal exemption through the DOT.
Substantiation: Dear Fire Service Occupational Safety and Health Technical 
Committee, 
   The role of the National Fire Protection Association, to establish standards 
that protect the public and provide for the safety of firefighters, is a difficult 
task when attempting to balance the needs of fire agencies and the legal 
boundaries of employment law. The proposal process for amending NFPA 
standards is a vital tool in maintaining that balance by offering insight for those 
affected by their standards. The vision standards in NFPA 1582 are no 
exception. Recent developments in policies and laws, which some of the vision 
standards have been based upon, require an update to the current standard. 
   The standard for monocular firefighters, 6.4(3), is based upon outdated 
Department of Transportation (DOT) regulations that restrict persons who have 
monocular vision from obtaining a commercial drivers license (CDL). The only 
justification the NFPA makes for restricting monocular candidates from being 
qualified as firefighters is under 9.12.3.1 (2), claiming they cannot perform 
essential job task 10 (operating fire apparatus or other vehicles in an emergency 
mode with emergency lights and sirens). The NFPA substantiates this in 
A.9.12.3.1(2) by stating the DOT does not allow monocular persons to hold a 
CDL.  
   Since that time, the DOT has taken progressive steps to eliminate its blanket 
exclusion of monocular drivers and established a Federal vision exemption 
program on the foundation of individual assessment (Exhibit “A” - 49 CFR§ 
391.41(b)(10)). The Equal Employment Opportunity Commission (EEOC) was 
one of the strongest supporters for the Federal vision exemption program. In a 
statement submitted to the DOT advocating an exemption program, the EEOC 
stated; 
“It is encouraging that the waiver and exemption provisions of section 4007 
and [FMCSA] interim implementing regulations require individualized 
assessment of the safety-related qualifications of persons who otherwise would 
be denied employment opportunities pursuant to blanket categorical exclusions 
under the FMCSRs. Individualized assessment of qualifications is one of the 
hallmarks of the American’s with Disabilities Act (ADA). Indeed, the ADA’s 
purposes include ensuring that qualified individuals with disabilities are not 
denied equal employment opportunity by virtue of exclusionary qualification 
standards.” (Exhibit “B” - Federal Register 51593) 
This, and other input from various legal authorities, prompted the DOT to be as 
accommodating as reasonably possible to drivers seeking a CDL without 
compromising public safety. The DOT even uses its vision exemption program 
as an example of how the process of individualized assessment is the basis for 
many of its physical qualifications (Exhibit “C” - DOT Vision Exemption 
Package). They have gone as far as establishing an individualized assessment 
and exemption program for persons diagnosed with insulin dependent diabetes, 
much like the individualized assessment approach the NFPA adopted in 6.18 
for endocrine and metabolic disorders, which was developed in conjunction 
with the American Diabetes Association. The EEOC at one point become 
involved with the development and reiterated the need for the NFPA to 
establish standards that did not step outside of the legal boundaries of the 
American with Disabilities Act: 
“…the Commission’s longstanding opposition to blanket exclusions that 
exclude individuals with disabilities from employment opportunities. The ADA 
emphasizes that employment decisions must be based on individualized 
assessments of a person’s ability to safely perform the essentials functions of 
the job. 29 C.F.R.§1630 (r)” (Exhibit “D” - Letter from EEOC) 
Although the letter was written by the EEOC for the American Diabetes 
Association, the EEOC even cited monocular vision as a condition that must 
not be included in blanket exclusions that automatically disqualify firefighters. 
Other states have developed even more efficient individual assessment 
programs for drivers that do not meet established vision standards. For 
example, California’s Department of Motor Vehicles (DMV) assesses 
applicants with stable vision conditions, such as being monocular, by requiring 
an examination from an optometrist or ophthalmologist who completes a 

Report of Vision Examination (Exhibit “E” - DL62). This is submitted in 
addition to the standard Medical Examination Report (Exhibit “F” - DL51). 
Upon approval of the DL62, a learner’s permit is granted. When the driver is 
ready to take his final driving assessment, the DMV proctors a supplemental 
driving performance evaluation (SPDE) to confirm that the driver compensates 
for his vision condition. If the candidate passes the SPDE by adequately 
demonstrating compensation, they are issued a license with only two 
restrictions. The first is “No passengers when driving commercially or 
transporting material requiring placards/marking per Vehicle Code 27903”. 
This restriction should not be a constraint for a candidate unless, for example, 
the candidate is required to drive a vehicle that carries hazardous materials 
such as a fuel truck, which must have placards. Even then, the decision to 
disqualify candidates based on their inability to legally drive vehicles with a 
placard requirement should be made by the hiring agency as long as they 
cannot be reasonably accommodated. The second restriction is candidates 
“May not drive in interstate commerce”. This restriction is not applicable to the 
fire service. (Exhibit “G” - Physical and Mental Disabilities Guidelines 5.11-
5.12)  
   In light of the advancements made in individual assessment policy by the 
entities that the NFPA uses to justify its current vision standard for monocular 
candidates, it stands to reason that the current standard must be changed to 
reflect these new policies. Otherwise, the NFPA is imposing liability upon them 
and the fire agencies they establish standards for by maintaining standards that 
are deemed illegal under Title I of the American with Disabilities Act. One 
example of a case for individual assessment of monocular firefighter candidates 
was brought forth in United States of America v. City of Pontiac. In that case, 
the Department of Justice argued for a monocular firefighter by the name of 
Henderson who was denied an appointment with the City of Pontiac because he 
did not meet the NFPA vision standard. (Exhibit “H” - Enforcing the ADA: A 
Status Report, July-September 1997) The City of Pontiac lost and subsequently 
added to the list of cases where a lack of individual assessment is a major 
contributing factor for entities that lose civil lawsuits. 
   The decision as to whether a candidate is qualified under the monocular 
vision standard must be dependent upon evaluation from a qualified eye care 
professional in conjunction with the proper licensing authority based on a 
policy of individual assessment. Therefore, the following revisions to NFPA 
1582 are recommended; 
Revision #1 
6.4.1 (3)* Monocular vision 
Monocular vision is currently a category A condition that limits the evaluating 
physician from being able to qualify a candidate by individual assessment. 
Monocular vision should be listed under the category B conditions as: 
6.4.2 (4)* Monocular vision 
Revision #2 
A.6.4.1(3) Candidates with monocular vision are not allowed to per DOT/CDL 
regulations. 
As explained in the above substantiation, this explanatory material in Annex A 
is no longer valid. With the deletion of 6.4.1 (3) and the addition of 6.4.2 (4) 
the explanatory material in Annex A should be added as follows: 
A.6.4.2(4) Monocular vision was a category A condtion in previous editions 
because the DOT would not issue a CDL to monocular drivers. It is now a 
category B condition since candidates with monocular vision are allowed to 
drive commercial vehicles as long as they qualify for a vision exemption from 
their licensing authority or the DOT. Candidates should posses a commercial 
drivers license (CDL) without restrictions that would prohibit them from 
fulfilling essential job task 10. Candidates who do not posses a CDL and are 
otherwise qualified should be qualified contingent upon being able to obtain a 
CDL. 
Revision #3 
9.12.3.1(2)* Monocular vision, stereopsis without fusional capacity, inadequate 
depth perception, or loss of peripheral vision (greater than 110 degrees on 
confrontation) might compromises the member’s ability to safely perform 
essential job task 10. Candidates that posses a commercial drivers license 
(CDL) that qualifies them to drive emergency vehicles without restrictions 
prohibiting them from performing essential job task 10, should be qualified as 
having demonstrated their ability to compensate for their monocular condition. 
If a candidate does not posses a CDL, they should obtain a learners permit. The 
evaluating physician should consider that new candidates must be given the 
opportunity to obtain a CDL. Candidates who will be able to obtain a CDL 
learners permit shall submit a copy of an evaluation of their ability to 
compensate from an optometrist or ophthalmologist to the evaluating 
physician. The same vision evaluation that is performed for the licensing 
authority’s exemption program should suffice. Candiates who are cleared by an 
optometrist or ophthalmologist should be qualified pending final testing by the 
proper licensing authority. 
This addition to the physician evaluation section should make it clear that the 
evaluation of a monocular candidate must be done in conjunction with the 
proper licensing authority and evaluating optometrist or ophthalmologist. It 
also takes into account new candidates who will be given conditional job offers 
pending a medical evaluation who do not hold a CDL. To avoid disqualifying 
candidates because they simply have not had an opportunity to obtain a CDL, 
the ability to obtain a learners permit should be qualifying if candidates would 
otherwise medically qualify if they held a CDL at the time of their evaluation. 
The majority of departments do not require candidates to obtain a CDL until 
well after they have started working for the agency. This gives the agency the 
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chance to train candidates to be proficient drivers and evaluate their abilities. If 
an agency does not require candidates to hold a CDL until later in their 
employment, then disqualifying them because they do not hold a CDL at the 
time of his evaluation would be unjustifiable. The agency must offer reasonable 
accommodation for candidates to obtain the CDL, like all other candidates, to 
prove they are capable of compensating for their vision condition. 
Revision #4 
A.9.12.3.1.2 Most persons with monocular vision, after a 6-month 
accommodation period, are able to function well. There is some loss of depth 
perception and peripheral vision. 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 individual and consider the depth of field requirements of the 
member’s job in order to reach an individual determination. 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 increased dependence on visual cues when driving emergency vehicles, 
monocular fire fighters should be restricted from driving fire apparatus and 
other emergency vehicles. The majority of state licensing authorities have 
established vision exemption programs for monocular drivers seeking a CDL. 
If the candidate’s state does not have an exemption program established, they 
will be able to apply for a Federal exemption through the DOT. 
The revision to explanatory material in Annex A reflects the changes made in 
9.12.3.1(2). It also deletes the explanatory material that is no longer valid. The 
content that has not been altered is factual. It accurately reflects how although 
being monocular impacts depth perception and peripheral vision, it is 
compensated for with rehabilitation to where the candidate is very likely able 
to function well and safely perform all 13 essential job tasks. It also makes it 
clear that even if the licensing authority whose jurisdiction covers the 
candidate’s fire agency does not have an established vision exemption program 
they have the opportunity to apply for the Federal exemption program. 
   Although the basis for why there is a need to change the monocular vision 
standard is very simple, the manner of how the new standard should be written 
is slightly more complicated. The end result for this proposal needs to be a 
standard that facilitates the balance of responsibilities the NFPA maintains. I 
will be happy to offer more supporting evidence and research throughout the 
revision process. It would be my pleasure to testify before a meeting of the 
technical committee at any time throughout the process. I may also be reached 
for questions, comments, and further research at the contact information listed 
on the letterhead. Thank you for taking the time to consider this proposal and 
good luck with the other endeavors being taken upon by the NFPA. 
   Sincerely, 
   Jason A.S. Arvizu  
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Reject
Committee Statement: See Committee Action on 1582-97 (Log #CP89) with 
regards to A.6.4.1(3). 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-14 Log #CP13  Final Action: Accept
(6.5)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.5* Ears and Hearing. 
   6.5.1 Category A medical 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 calibrated 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
Substantiation: The committee has chosen to add this to the list of category A 
items for candidates as the committee believes that there is a lack of evidence 
based support to allow for these items as they relate to the essential job tasks 
that fire department personnel are exposed to and there could exist the 
possibility of failure of these items thus increasing the chances of injury to 
personnel. Hearing aid or cochlear implants are mechanical devices that are not 
considered a reasonable accommodation for the following reasons:  
   (1) U.S. FDA regulations (21 CFR 801.420) require that all hearing aids and 
implants be labeled with a statement that hearing aids do not restore normal 
hearing. 
   (2) Hearing aids and implants are adjusted to restore one-third to one-fourth 

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 discriminate 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 and implants seriously compromise the ability to localize 
acoustic cues so that the source of impending danger is confused and safety is 
imperiled. 
   (4) Hearing aids and implants 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. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-15 Log #CP14  Final Action: Accept
(6.5.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
   6.5.2 Category B medical conditions shall include the following: 
   (1)* Unequal hearing loss 
   (2) Average uncorrected hearing deficit at the test frequencies 500 Hz, 1000 
Hz, 2000 Hz, and 3000 Hz greater than 40 dB in either ear 
   (3) Atresia, 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)* Ménière’s syndrome, labyrinthitis, or tinnitus 
   (8)* Otitis media, recurrent
   (9) Surgical procedures to correct or improve hearing or other conditions of 
the ear.
Substantiation: The committee has made these changes to clarify the intent of 
the requirements and to ensure that a single occurrence of these conditions does 
not represent a problem, but rather these conditions might be of concern when 
they are recurrent. Typical surgical corrections often only offer partial 
correction of hearing, compromise the ability to localize acoustic cues so that 
the source of impending danger is confused and safety is imperiled and do not 
provide adequate hearing ability in areas of high background noise. However, 
results can differ across affected individuals and therefore this is a category B 
condition rather than category A condition.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-16 Log #CP15  Final Action: Accept
(6.7.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 (ex. sleep apnea) if unresponsive to treatment
Substantiation: The committee has chosen to add this to ensure that personnel 
are evaluated for conditions involving sleep that might be significant enough to 
interrupt their daily activities. Untreated obstructive sleep apnea is associated 
with fatigue, cognitive defects, pulmonary hypertension, hypertrophic heart 
disease, arrhythmias, and early onset dementia. These issues can reduce the 
ability to safely perform essential job tasks (1,2,4,5,6,7,8,9,10,13).  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2).
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________________________________________________________________ 
1582-17 Log #CP16  Final Action: Accept
(6.8)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.8 Lungs and Chest Wall. 
   6.8.1 Category A medical conditions shall include the following: 
   (1) Active hemoptysis 
   (2) Current empyema 
   (3) Pulmonary hypertension 
   (4) Active tuberculosis 
   (5) An FVC or FEV1 less than 70 percent predicted even independent of 
disease as it prevents the safe use of SCBA due to increased minute ventilation 
requirements leading to the earlier than expected depletion of air in the SCBA 
cylinder 
   (6)* Obstructive lung diseases (e.g., emphysema, chronic bronchitis, asthma) 
with an absolute FEV1/FVC less than 0.70 0.75, and with either the both FEV1 
below normal or both the FEV1 and FVC below normal (less than 0.80) as 
defined by the American Thoracic Society (see references in Annex D)
(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 oxygen is less than 94 percent but greater than 90 percent) 
   (8)* Asthma — reactive airways disease requiring bronchodilator 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 essential job tasks 
(10) Lung Transplant
Substantiation: Lung transplant does not correct underlying pulmonary 
function to acceptable levels nor restore aerobic capacity to acceptable levels. 
Many of the immunosuppressive agents required to prevent rejection are 
lifelong medications that increases risk for infection and may lead to adrenal 
suppression. Lung function post lung-transplantation shall compromise a 
candidate’s ability to safely perform essential job tasks (1,2,4,5,6,7,8,9,10,13).  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-18 Log #CP17  Final Action: Accept
(6.8.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
6.8.1.1* A candidate who has in the past required bronchodilator, 
corticosteroid, or anti-inflammatory therapy (e.g. leukotriene receptor 
antagonists ex. Montelukast) for asthma but who does not believe he/she has 
asthma shall be evaluated by a pulmonologist or other expert in asthmatic lung 
diseases such as an allergist to determine if the candidate meets all of the 
following:  
   (1) Asthma has resolved without symptoms off medications for 2 years. 
   (2) If allergic, allergen avoidance or desensitization has been successful. 
   (3) Spirometry demonstrates adequate reserve (FVC and FEV1 greater than 
or equal to 90 percent) and no bronchodilator response measured off all 
bronchodilators on the day of testing. 
   (4) Normal or negative response (less than 20 percent decline in FEV1) to 
provocative challenge using cold air, exercise (12 METS), or methacholine 
(PC20 greater than 8 is considered normal, as response at dose greater than 8 
mg might not be clinically significant) histamine, mannitol or negative 
response to exercise challenge (less than 13 percent decline in FEV1 at 12 
METS or sufficient minute ventilation for evaluation).
Substantiation: This is not a change in the document which under certain 
clinical circumstances used challenge tests to determine whether asthmatic 
hyperreactivity was present. The change is that the correct definitions of 
abnormal challenge testing are now included. A 20% decline in FEV1 remains 
the correct definition of airway hyperreactivity except for exercise challenge at 
normal temperature air. In which case the correct definition is a 13% decline in 
FEV1 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 

________________________________________________________________ 
1582-19 Log #CP18  Final Action: Accept
(6.8.1.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
6.8.1.1.1 Challenge testing shall be performed off all anti-inflammatory 
medications (e.g. inhaled or oral steroids, leukotriene receptor antagonists) for 
4 weeks preceding the test, off all anti-histamines (e.g. oral allergy 
medications) for 1 week and off all bronchodilators on the day of testing.
Substantiation: Anti-histamines can affect challenge testing so they should not 
be used for 1 week prior to testing. The other underlined change was merely 
correct spelling of the drug class – leukotriene receptor antagonists 
(Montelukast) 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-20 Log #CP19  Final Action: Accept
(6.8.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.8.2 Category B medical conditions shall include the following: 
   (1)* Pulmonary resectional surgery, chest wall surgery, and pneumothorax 
   (2) Pleural effusion 
   (3)* Fibrothorax, chest wall deformity, and diaphragm abnormalities 
   (4)* Interstitial lung diseases 
   (5)* Pulmonary vascular diseases or history of pulmonary embolism 
   (6)* Bronchiectasis, if abnormal pulmonary function or recurrent infections
   (7) Infectious diseases of the lung or pleural space 
   (8) Cystic fibrosis 
   (9) Central or obstructive apneas (e.g. sleep apnea) if unresponsive to 
treatment
Substantiation: This change in text was to provide clarification. Untreated 
obstructive sleep apnea is associated with fatigue, cognitive defects, pulmonary 
hypertension, hypertrophic heart disease, arrhythmias, and early onset 
dementia. These issues can reduce the ability to safely perform applicable 
essential job tasks.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-21 Log #CP20  Final Action: Accept
(6.9 (New))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section to read as follows and renumber 
accordingly:  
6.9. Aerobic Capacity
6.9.1 Category A medical conditions shall include:
(1)* an aerobic capacity less than 12 METS (42 ml/kg/min O2)
Substantiation: Numerous scientific studies (see references) have 
demonstrated that the aerobic capacity required to perform firefighting tasks 
during simulated fire conditions is at least 12 METS (42 ml oxygen/kg/min). 
Reduced aerobic capacity interferes with the candidate’s ability to safely train 
to be a firefighter and to safely perform essential job tasks 2, 4, 5-10, 13.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-22 Log #CP22  Final Action: Accept
(6.9.2.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.9.2.1 Category A medical conditions shall include the following: 
   (1)* Hypertension with evidence of end organ damage or not controlled by 
approved medications
(1a)* Uncontrolled or poorly controlled hypertension 
(1b)* Hypertension with evidence of end organ damage
Substantiation: Condition 1a increases risk for sudden incapacitation due to 
syncope, stroke or cardiac arrest.  
Condition 1b if the target organ is heart or brain increases risk for sudden 
incapacitation due to syncope, stroke or cardiac arrest. If the target organ is the 
kidney increases risk for sudden incapacitation due to dehydration and syncope. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-23 Log #CP23  Final Action: Accept
(6.9.2.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.9.2.2 Category B medical conditions shall include the following: 
   (1) Vasospastic phenomena such as Raynaud’s phenomenon 
   (2)* Thrombophlebitis, thrombosis, or and varicosities
Substantiation: This addition of text was made as the committee believes that 
this medical condition should be considered a category B item based on 
potential complications and limitations it might present to the member. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-24 Log #CP21  Final Action: Accept
(6.10.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.10.1.1 Category A medical conditions shall include the following: 
   (1)* Coronary artery disease, including history of myocardial infarction, 
angina pectoris, coronary artery bypass surgery, coronary angioplasty, and 
similar procedures 
   (2)* Cardiomyopathy or congestive heart failure, including signs or 
symptoms of compromised left or right ventricular function or rhythm, 
including dyspnea, S3 gallop, peripheral edema, enlarged ventricle, abnormal 
ejection fraction, and/or inability to increase cardiac output with exercise 
   (3)* Acute pericarditis, endocarditis, or myocarditis 
   (4)* Syncope, recurrent 
   (5)* A medical 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 
   (8) Hypertrophic Cardiomyopathy including idiopathic hypertrophic 
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
Substantiation: Heart transplant does allow the heart to display normal 
chronotropic response (i.e. cannot increase heart rate appropriately with 
physical exertion) and this increases risk for syncope and prevents restoration 
of aerobic capacity to acceptable levels. Furthermore, many of the 
immunosuppressive agents required to prevent rejection are lifelong 
medications that increases risk for infection and may lead to adrenal 
suppression. Heart transplant compromises the candidate’s ability to safely 
perform essential job tasks (1,2,4,5,6,7,8,9,10,13).  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 

   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-25 Log #CP24  Final Action: Accept
(6.11 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new section and renumber:
   6.11 Metabolic Syndrome
6.11.1 Category A medical conditions shall include metabolic syndrome 
(1)* Aerobic capacity less than 12 METS
6.11.2 Category B medical conditions shall include metabolic syndrome 
(1) Aerobic capacity 12 METS or greater.
Substantiation: Metabolic syndrome includes three or more of the following 
components: abdominal obesity defined as a waist circumference >102 cm 
(>40 in) in men or >88 cm (>35 in) in women; triglycerides >150 mg/dl; HDL 
cholesterol <40 mg/dl, for men or <50 mg/dl for women; blood pressure 
>135/85 mmHg; and fasting blood glucose >110 mg/dl. Metabolic syndrome is 
an increased risk for cardiovascular disease, hypertension and insulin resistant 
hyperglycemia. Metabolic syndrome is associated with reduced aerobic 
capacity that interferes with the ability to safely train to be a firefighter and to 
safely perform essential job tasks 2, 4, 5-10, 13. Numerous scientific studies 
(see references) have demonstrated that the aerobic capacity required to 
perform firefighting tasks during simulated fire conditions is at least 12 METS 
(42 ml oxygen/kg/min). Reduced aerobic capacity interferes with the 
candidate’s ability to safely train to be a firefighter and to safely perform 
essential job tasks 2, 4, 5-10, 13.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-26 Log #CP25  Final Action: Accept
(6.13, 6.13.1, 6.13.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
   6.13 Spine and Axial Skeleton.
6.13.1 Category A medical conditions shall include the following: 
   (1) Scoliosis of thoracic or lumbar spine with angle greater than or equal to 
40 degrees 
   (2) History of spinal surgery involving fusion of two or more vertebrae, or 
with rods that are still in place
   6.13.2 Category B medical conditions shall include the following: 
   (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 occulta, spondylolisthesis, spondylolysis, 
or transitional vertebrae 
   (5) History of infections or infarcts in the spinal cord, epidural space, 
vertebrae, or axial skeletal joints 
   (6) History of diskectomy or laminectomy or vertebral fractures 
   (7) History of spine fusion that results in instability, reduced mobility, 
strength, range of motion, or persistent pain.
Substantiation: The committee has made this change as they believe that 
hardware could be responsible for the resulting limits of range of motion or 
mobility and that the fusion of discs may in fact not reduce ones range of 
motion. The change was corrective in nature with regards to the text.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-27 Log #CP1  Final Action: Accept in Principle
(6.13.1(2))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise 6.13.1(2) to read as follows:
   6.13.1 Category A medical conditions shall include the following: 
   (1) Scoliosis of thoracic or lumbar spine with angle greater than or equal to 
40 degrees 
   (2) History of spinal surgery involving fusion resulting in loss of two or more 
spaces of two or more vertebrae, or rods that are still in place
Substantiation: In the processing of the 2007 edition of NFPA 1582, the intent 
of the committee was to make spinal surgery resulting in loss of 2 or more 
spaces a Category A condition for candidates due to loss of flexibility / ROM, 
as well as the increased risk of serious fx above the fusion(s). It appears in the 
text as fusion of two or more vertebrae which could be loss of a single space.  
Committee Meeting Action: Accept in Principle
Committee Statement: See Committee Action on 1582-26 (Log #CP25).
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-28 Log #CP26  Final Action: Accept
(6.14 and 6.14.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text and renumber to read as follows:
   6.14 Extremities.
6.14.1 Category A medical conditions shall include the following: 
   (1) Bone hardware such as metal plates or rods supporting bone during 
healing 
  Joint replacement unless all of the following conditions are met:
a. normal range of motion without history of dislocations post-replacement 
b. repetitive and prolonged pulling, bending, rotations, kneeling, crawling and 
climbing without pain or impairment 
c. no limiting pain 
d. an orthopedic specialist evaluation concurring that the candidate can 
complete all essential job tasks listed in Chapter 5  
(2) History of total joint replacement
   (32) Amputation or congenital absence of upper-extremity limb (hand or 
higher) 
   (43) Amputation of either thumb proximal to the mid-proximal phalanx
   (54) Amputation or congenital absence of lower-extremity limb (foot or 
above) unless the candidate meets all of the following conditions:
a. stable, unilateral below the knee (BKA) amputation with at least the 
proximal third of the tibia present for a strong and stable attachment point with 
the prosthesis; and 
b. fitted with a prosthesis which will tolerate the conditions present in structural 
firefighting, when worn in conjunction with standard fire fighting PPE; and 
c. at least 6 months of prosthetic use in a variety of activities with no functional 
difficulties; and 
d. the amputee limb is healed with no significant inflammation, persistent pain, 
necrosis, or indications of instability at the amputee limb attachment point; and 
e. demonstrates no significant psychosocial issues pertaining to the loss of limb 
and/or use of prosthesis; and 
f. evaluated by a prosthetist or orthopedic specialist with expertise in the fitting 
and function of prosthetic limbs, and this specialist 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 uneven 
surfaces that may be wet or icy; and  
g. passed the department’s applicant physical ability test as a condition of 
appointment, without accommodations or modification of the protocol 
(65) Chronic non-healing or recent bone grafts
   (76) History of more than one dislocation of shoulder without surgical repair 
or with history of recurrent shoulder disorders within the last 5 years with pain 
or loss of motion, and with or without radiographic deviations from normal 
   (87) Any extremity condition that results in the candidate not being able to 
safely perform one or more of the essential job tasks 
Substantiation: Unilateral amputation below the knee with a properly fitted 
and properly designed prosthesis does not always compromise the candidate’s 
ability to perform essential job tasks. Therefore this is a category B condition 
and the changes in this document reflect the type of individual evaluation 
required to determine if the candidate could safely perform these essential job 
tasks.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 27 Negative: 1 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.

Explanation of Negative: 
   PREZANT, D.: A. I feel that joint replacement regardless of performance and 
stability characteristics should be a category A condition preventing hire 
because these joints will certainly fail overtime leading to workers 
compensation and disability claims. I understand that ADA prevents us from 
making decisions on this basis but i wish to be on the record that the 
committee’s action will without doubt increase these costs for every 
department. 
   B. I feel the job is too dangerous to allow amputees with prosthetics to 
perform full duty activities safely and my concerns are amplified by my lack of 
confidence that a candidate can be properly evaluated as to the true 
performance and safety characteristics in a candidate evaluation setting prior to 
fire training and in a setting without live fire or actual fire fighting PPE.  
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-29 Log #1  Final Action: Accept in Principle
(6.14.1(5) and 6.14.2(7))
________________________________________________________________ 
Submitter: Lawrence D. Budnick, New Jersey Medical School Occupational 
Medicine Service 
Recommendation: Delete 6.14.1(5).
   New 6.14.2(7): Amputation or congenital absence of lower extremity limb 
(foot or above). 
Substantiation: Note: Supporting material is available for review at NFPA 
Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See Committee Action on 1582-28 (Log #CP26).
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-30 Log #CP27  Final Action: Accept
(6.14.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.14.2 Category B medical conditions shall include the following: 
   (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 amputation 
   (3) Significant lack of full function of hip, knee, ankle, foot, or toes due to 
weakness, reduced range of motion, atrophy, unequal length, absence, or partial 
amputation 
   (4)* History of meniscectomy or ligamentous repair of knee 
   (5)* History of intra-articular, malunited, or nonunion of upper 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
Substantiation: The committee has added this text to provide clarification to 
the requirement and that it is only for the period of healing rather than items 
that might be permanently placed.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-31 Log #CP28  Final Action: Accept
(6.16 and 6.16.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
   6.16 Skin. 
   6.16.1 Category A medical conditions shall include the following: 
   (1) Metastatic or locally extensive basal or squamous cell carcinoma or 
melanoma 
   (2) Any dermatologic condition that would not allow for a successful 
respiratory facepiece 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 essential job tasks 
Substantiation: This change was editorial in nature and was made in order to 
provide some clarification to the requirement.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
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Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-32 Log #CP29  Final Action: Accept
(6.18 and 6.18.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
   6.18 Endocrine and Metabolic Disorders.
6.18.1 Category A medical conditions shall include the following: 
   (1)* Type 1 diabetes mellitus, unless a candidate meets all of the following 
criteria:  
   (a) 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. 
   (b) Has demonstrated over a period of at least 6 months 1 year the motivation 
and understanding required to closely monitor and control capillary blood 
glucose levels through nutritional therapy and insulin administration. 
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 ophthalmologist or optometrist 
that shows no higher grade of diabetic retinopathy than microaneurysms, as 
indicated on the International Clinical Diabetic Retinopathy Disease Severity 
Scale. 
   (d) Has normal renal function based on a calculated creatinine 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.) 
   (e) 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 might 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 
by a physician with demonstrated knowledge in the current management of 
diabetes mellitus knowledgeable in management of diabetes mellitus as well as 
knowledge of the essential job tasks and hazards of fire fighting as described in 
5.1.1 allowing the FD physician to determine whether that the candidate meets 
the following criteria:  
   i. Is being successfully maintained on a regimen consistent with 6.18.1(1)(a) 
and 6.18.1(1)(b). 
   ii. 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 a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoring.Has achieved stable control of blood glucose as evidenced by 
Hemoglobin A1C consistently less than 8 when monitored at least twice yearly. 
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 one two 
episodes of severe hypoglycemia in the preceding 5 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 candidate meets all of 
the following criteria:  
   (a) Is maintained by a physician knowledgeable in current 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 administration. 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 ophthalmologist or optometrist 
that shows no higher grade of diabetic retinopathy than microaneurysms, as 
indicated on the International Clinical Diabetic Retinopathy Disease Severity 
Scale. 
   (d) Has normal renal function based on a calculated creatinine 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.) 
   (e) 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 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 
by 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 allowing the FD physician to determine 
whether the candidate meets the following criteria: Has a signed statement 
from an endocrinologist knowledgeable in management of diabetes mellitus as 
well as the essential job tasks and hazards of fire fighting as described in 5.1.1 
that 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 glucose levels despite varied 
activity schedules through nutritional therapy and insulin administration 
   ii. 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 a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoringHas achieved stable control of blood glucose as evidenced by 
Hemoglobin A1C less than 8 when monitored at least twice yearly, which must 
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 one two 
episodes of severe hypoglycemia in the preceding 5 3 years
   v. Is certified not to have a medical contraindication 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 
Substantiation: These changes in the diabetes section reflect 
   1. The fact that Hemoglobin A1C although usually an indication of 
uncontrolled diabetes may also be an indication of other medical conditions in 
addition to diabetes and therefore may not accurately reflect average glucose 
levels. In such cases, an additional diagnosis accounting for elevated 
Hemoglobin A1C should be documented (e.g. hemoglobinopathy) and 
alternative evidence for properly controlled diabetes should be submitted 
including evidence of a set schedule for blood glucose monitoring and a 
thorough review of data from such monitoring. 
2. When endocrinologists are not available, their expertise can be replaced by 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. 
   3. The time for demonstrating properly controlled diabetes and the absence of 
hypoglycemia has been reduced to reflect modern principles of diabetes 
management. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-33 Log #9  Final Action: Accept in Principle
(6.18.1(1)(g), 6.18.1(2)(g), 9.6.3.1(7), and 9.6.4.1(7))
________________________________________________________________ 
Submitter: Katie Hathaway, American Diabetes Association
Recommendation: Revise text to read as follows:
   6.18.1(1)(g) and 6.18.1(2)(g):
Has a signed statement from an endocrinologist a physician knowledgeable in 
management of diabetes mellitus as well as the essential job tasks and hazards 
of fire fighting as described in 5.1.1 that the candidate meets the following 
criteria: 
   9.6.3.1(7) and 9.6.4.1(7): 
   Has a signed statement from an endocrinologist a physician knowledgeable 
in management of diabetes mellitus as well as the essential job tasks and 
hazards of fire fighting as described in Section 9.1 that the member meets the 
following criteria: 
Substantiation: It is the position of the American Diabetes Association that 
hemoglobin A1C values have no medical justification for use in employment 
evaluations, and should never be a determinative factor in employment. We 
propose using hemoglobin A1C as a way to flag individuals who need further 
evaluation, but not as a requirement for employment.  
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With the advent of improved assays and greater standardization, hemoglobin 
A1C, also known as glycosylated or glycated hemoglobin, has become an 
important tool in the medical management of individuals with diabetes 
mellitus. Intra-individual changes in A1C generally reflect changes in glycemic 
exposure of the individual patient over the preceding 2-3 months, a time frame 
determined by the average glucose and the lifespan of the red blood cells 
present at the time of the measurement. In addition, population studies have 
shown a significant but imperfect relationship between A1C and average 
glucose and between A1C and the risk of chronic, but not acute, complications 
of diabetes mellitus. Although A1C can be useful for intra-individual 
assessment of changes in glycemic status and for epidemiologic evaluation of 
larger populations, it is not a useful test for inter-individual comparisons and 
“patients should be monitored on the basis of their previous results.” (Hudson 
1999) 
Some of the limitations of the A1C for inter-individual comparisons and for 
individual assessment for employment include: 
ASSAY PRECISION: The American College of Pathology accepts variation 
within 7% in A1C assays. Thus, a person with an A1C of 8% may have a value 
between 7.5 and 8.5% on repeat testing of the same sample. (Cohen 2010) 
HEMOGLOBINOPATHIES: “With some assay methods, A1C tests in patients 
with hemoglobinopathies result in falsely high outcomes, overestimating actual 
average blood glucose levels for the previous 2 to 3 months. Physicians may 
then prescribe more aggressive treatments, 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.” “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 Southeast Asian 
descent are at risk for having hemoglobin E (HbE), another hemoglobin 
variant” 
INTERINDIVIDUAL VARIATION: 
CLINICAL STUDIES: A comparison of HbA1C with average glucose 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 
A1C 8% was 147-217 mg/dl.(Nathan 2008) 
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 upon the relationship between mean glucose and A1C, with increases in 
average RBC lifespan increasing net glycosylation and decreases (as in some 
hemoglobinopathies, or recovery from hemorrhage or anemia) decreasing net 
glycosylation.(Herman and Cohen 2010, Cohen 2008) 
RBC GLUCOSE TRANSPORT: Variations in transport across the RBC 
membrane result in different intra and extracellular glucose levels, thus 
impacting on intracellular hemoglobin exposure to glucose and resultant 
glycosylation. (Khera 2008) 
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 1/3 
of inter-individual variation in A1C levels. (Hudson 1999, Snieder 2001, 
Hempe 2002, Cohen 2006, Soranzo 2010)  
INTER-ETHNIC VARIATION: Numerous studies have identified the impact of 
ethnicity on the relationship between average glucose and A1C. In general, 
Caucasians have significantly lower A1C levels at comparable glucose. 
(Herman 2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer 2010, Kirk 
2006). This variability is independent of the impact of hemoglobinopathies 
noted above.  
As far back as ten years ago, researchers studying differences in A1C 
concluded that “patients should be monitored on the basis of their own 
previous results” (see Hudson et al), which suggests that an arbitrary cut off of 
8% tells you less about whether diabetes affects safe performance of fire 
fighting duties than does a review of patient history and blood glucose logs.  
A1C test results reflect average glycemia over several months and do not 
identify whether a person had severe extreme blood glucose readings or is at 
significant risk for hypoglycemia, which is the primary concern for firefighters 
with diabetes. Accordingly, such a test is simply not a valid measure of either 
current or future risk of harm related to the performance of fire fighting duties. 
All of these considerations led the ADA to take the position that A1C values 
should not be determinative in the employment setting. Instead of relying on 
A1C to determine a person’s ability to work as a firefighter, we propose 
directing the evaluating physician to review the individual’s blood glucose logs 
(downloaded straight from the glucose meter) and the individual’s diabetes 
history to look for a record of severe hypoglycemia or diabetic ketoacidosis 
(DKA). Large fluctuations in blood glucose place the individual at risk for 
hypoglycemia, and a history of DKA places the individual at greater risk for 
dehydration.  
An individual with an A1C above 8% who does not have a history of severe 
hypoglycemia or DKA can perform essential job tasks 5, 9 and 13 that are 
identified in chapter 9 as being compromised due to the individual’s insulin-
treated diabetes.  
Job task 5: wearing fire protective ensemble that is encapsulating and insulated 
and results in significant fluid loss and dehydration – is only contraindicated 
for individuals with a history of diabetic ketoacidosis, who are at increased risk 
for dehydration.  
Job task 9: Diabetes does not prevent a person from dealing with unpredictable 
emergencies, and current diabetes management allows individuals to safely 

manage diabetes even without rest periods, regular meals, immediate access to 
medication, or hydration.  
Job task 13: There is no relationship between hemoglobin A1C levels and 
sudden incapacitation; individuals with A1C levels above 8% who do not have 
a history of severe hypoglycemia are not at increased risk for sudden 
incapacitation, and can serve equally as components of a team. On the contrary, 
we would recommend that individuals on insulin or sulfonylureas with the 
lowest A1C (< 7%) be evaluated by a diabetes professional, as these patients 
may have a higher risk of hypoglycemia.  
Minimum period of time on insulin 
The current standard requires a person diagnosed with type 1 diabetes to 
demonstrate “over a period of at least 1 year” the motivation and understanding 
to monitor diabetes. We believe this requirement is too long and can be 
changed to six months without compromising the safety of the individual, other 
members or the public. The DCCT and ACCORD trials determined that the 
amount of time it takes individuals to reach a goal blood glucose level was 
between four and six months. 
   We believe the standard should be the same for candidates and members, as 
the “motivation and understanding to monitor diabetes” can be evaluated for 
both classes of individuals through consultation with a treating physician or 
diabetes specialist.  
Period of time to be free from episodes of severe hypoglycemia 
We recommend changing the period of time an individual must be free of 
severe hypoglycemia to require no severe hypoglycemia in the past one year, 
and no more than two episodes in the past three years. Severe hypoglycemia 
five years ago is not as clinically significant as hypoglycemia that occurred in 
the past one to three years, with recurrent hypoglycemia being a significant 
concern that merits evaluation by a physician.  
Role of physicians and endocrinologists  
The current standard recognizes the role of physicians (other than 
endocrinologists) who are knowledgeable in the current management of 
diabetes (see, e.g., 6.18.1(1)(A) “... is maintained by a physician 
knowledgeable in current management of diabetes...”), yet requires that the 
candidate or member have a signed statement by an endocrinologist attesting 
that the individual meets a set of criteria relating to diabetes (see, e.g., 
6.18.1(1)(g)(ii)). We believe that physicians who are familiar with current 
diabetes management, even if they are not board certified or board-eligible in 
endocrinology, are highly qualified and capable of conducing physical 
evaluations of candidates and members with diabetes. As well, many smaller 
communities do not have endocrinologists but do have physicians experienced 
in diabetes management. Accordingly, we propose that the standard be revised 
to permit such a physician to sign the statement attesting that the individual 
meets the qualification criteria related to diabetes. 
Physician evaluation form 
We propose that NFPA develop, in conjunction with the American Diabetes 
Association, a physician evaluation form that will help ensure that NFPA 1582 
is implemented correctly and assures an individual assessment of the 
individual’s abilities to be a firefighter. We propose Appendix B: Physician 
Evaluation Form for the LEO with Diabetes from the American College of 
Occupational and Environmental Medicine as a model. 
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See the Committee Action/Statements on the 
following: 
1582-32 (Log #CP29) 
1582-37 (Log #CP30) 
1582-67 (Log #CP58) 
1582-68 (Log #CP59) 
1582-69 (Log #CP60)  
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-34 Log #6  Final Action: Accept in Principle
(6.18.1(1)(g)(ii), 6.18.1(2)(g)(ii), 6.18.2(3)(a), 9.6.3.1(7)(b), 9.6.4.1(7)(b), and 
9.6.5.1(1))
________________________________________________________________ 
Submitter: Katie Hathaway, American Diabetes Association
Recommendation: Revise text to read as follows:
   6.18.1(1)(g)(ii) and 6.18.1(2)(g)(ii) and 9.6.3.1(7)(b) and 9.6.4.1(7)(b): 
   Has had achieved stable control of blood glucose as evidenced by 
Hemoglobin A1C measured at least four times a year (intervals of two to three 
months) over the last 12 months prior to evaluation if diagnosis has been 
present over a year. If hemoglobin A1C > 8%, this may signal a problem with 
diabetes management that warrants further assessment, which must include 
evidence of a set schedule for blood glucose monitoring and a thorough review 
of data from such monitoring. consistently less than 8 when monitored at least 
twice yearly
6.18.2(3)(a) and 9.6.5.1(1): 
   Has had achieved a stable blood glucose as evidenced by Hemoglobin A1C 
measured at least four times a year (intervals of two to three months) over the 
last 12 months prior to evaluation if diagnosis has been present over a year. If 
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hemoglobin A1C >8%, this may signal a problem with diabetes management 
that warrants further assessment, which must include a set schedule for blood 
glucose monitoring and a thorough review of data from such monitoring. level 
less than 8 during the prior 3-month period.
Substantiation: It is the position of the American Diabetes Association that 
hemoglobin A1C values have no medical justification for use in employment 
evaluations, and should never be a determinative factor in employment. We 
propose using hemoglobin A1C as a way to flag individuals who need further 
evaluation, but not as a requirement for employment.  
With the advent of improved assays and greater standardization, hemoglobin 
A1C, also known as glycosylated or glycated hemoglobin, has become an 
important tool in the medical management of individuals with diabetes 
mellitus. Intra-individual changes in A1C generally reflect changes in glycemic 
exposure of the individual patient over the preceding 2-3 months, a time frame 
determined by the average glucose and the lifespan of the red blood cells 
present at the time of the measurement. In addition, population studies have 
shown a significant but imperfect relationship between A1C and average 
glucose and between A1C and the risk of chronic, but not acute, complications 
of diabetes mellitus. Although A1C can be useful for intra-individual 
assessment of changes in glycemic status and for epidemiologic evaluation of 
larger populations, it is not a useful test for inter-individual comparisons and 
“patients should be monitored on the basis of their previous results.” (Hudson 
1999) 
Some of the limitations of the A1C for inter-individual comparisons and for 
individual assessment for employment include: 
ASSAY PRECISION: The American College of Pathology accepts variation 
within 7% in A1C assays. Thus, a person with an A1C of 8% may have a value 
between 7.5 and 8.5% on repeat testing of the same sample. (Cohen 2010) 
HEMOGLOBINOPATHIES: “With some assay methods, A1C tests in patients 
with hemoglobinopathies result in falsely high outcomes, overestimating actual 
average blood glucose levels for the previous 2 to 3 months. Physicians may 
then prescribe more aggressive treatments, 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.” “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 Southeast Asian 
descent are at risk for having hemoglobin E (HbE), another hemoglobin 
variant” 
INTERINDIVIDUAL VARIATION: 
CLINICAL STUDIES: A comparison of HbA1C with average glucose 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 
A1C 8% was 147-217 mg/dl.(Nathan 2008) 
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 upon the relationship between mean glucose and A1C, with increases in 
average RBC lifespan increasing net glycosylation and decreases (as in some 
hemoglobinopathies, or recovery from hemorrhage or anemia) decreasing net 
glycosylation.(Herman and Cohen 2010, Cohen 2008) 
RBC GLUCOSE TRANSPORT: Variations in transport across the RBC 
membrane result in different intra and extracellular glucose levels, thus 
impacting on intracellular hemoglobin exposure to glucose and resultant 
glycosylation. (Khera 2008) 
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 1/3 
of inter-individual variation in A1C levels. (Hudson 1999, Snieder 2001, 
Hempe 2002, Cohen 2006, Soranzo 2010)  
INTER-ETHNIC VARIATION: Numerous studies have identified the impact of 
ethnicity on the relationship between average glucose and A1C. In general, 
Caucasians have significantly lower A1C levels at comparable glucose. 
(Herman 2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer 2010, Kirk 
2006). This variability is independent of the impact of hemoglobinopathies 
noted above.  
As far back as ten years ago, researchers studying differences in A1C 
concluded that “patients should be monitored on the basis of their own 
previous results” (see Hudson et al), which suggests that an arbitrary cut off of 
8% tells you less about whether diabetes affects safe performance of fire 
fighting duties than does a review of patient history and blood glucose logs.  
A1C test results reflect average glycemia over several months and do not 
identify whether a person had severe extreme blood glucose readings or is at 
significant risk for hypoglycemia, which is the primary concern for firefighters 
with diabetes. Accordingly, such a test is simply not a valid measure of either 
current or future risk of harm related to the performance of fire fighting duties. 
All of these considerations led the ADA to take the position that A1C values 
should not be determinative in the employment setting. Instead of relying on 
A1C to determine a person’s ability to work as a firefighter, we propose 
directing the evaluating physician to review the individual’s blood glucose logs 
(downloaded straight from the glucose meter) and the individual’s diabetes 
history to look for a record of severe hypoglycemia or diabetic ketoacidosis 
(DKA). Large fluctuations in blood glucose place the individual at risk for 
hypoglycemia, and a history of DKA places the individual at greater risk for 
dehydration.  
An individual with an A1C above 8% who does not have a history of severe 

hypoglycemia or DKA can perform essential job tasks 5, 9 and 13 that are 
identified in chapter 9 as being compromised due to the individual’s insulin-
treated diabetes.  
Job task 5: wearing fire protective ensemble that is encapsulating and insulated 
and results in significant fluid loss and dehydration – is only contraindicated 
for individuals with a history of diabetic ketoacidosis, who are at increased risk 
for dehydration.  
Job task 9: Diabetes does not prevent a person from dealing with unpredictable 
emergencies, and current diabetes management allows individuals to safely 
manage diabetes even without rest periods, regular meals, immediate access to 
medication, or hydration.  
Job task 13: There is no relationship between hemoglobin A1C levels and 
sudden incapacitation; individuals with A1C levels above 8% who do not have 
a history of severe hypoglycemia are not at increased risk for sudden 
incapacitation, and can serve equally as components of a team. On the contrary, 
we would recommend that individuals on insulin or sulfonylureas with the 
lowest A1C (< 7%) be evaluated by a diabetes professional, as these patients 
may have a higher risk of hypoglycemia.  
Minimum period of time on insulin 
The current standard requires a person diagnosed with type 1 diabetes to 
demonstrate “over a period of at least 1 year” the motivation and understanding 
to monitor diabetes. We believe this requirement is too long and can be 
changed to six months without compromising the safety of the individual, other 
members or the public. The DCCT and ACCORD trials determined that the 
amount of time it takes individuals to reach a goal blood glucose level was 
between four and six months. 
   We believe the standard should be the same for candidates and members, as 
the “motivation and understanding to monitor diabetes” can be evaluated for 
both classes of individuals through consultation with a treating physician or 
diabetes specialist.  
Period of time to be free from episodes of severe hypoglycemia 
We recommend changing the period of time an individual must be free of 
severe hypoglycemia to require no severe hypoglycemia in the past one year, 
and no more than two episodes in the past three years. Severe hypoglycemia 
five years ago is not as clinically significant as hypoglycemia that occurred in 
the past one to three years, with recurrent hypoglycemia being a significant 
concern that merits evaluation by a physician.  
Role of physicians and endocrinologists  
The current standard recognizes the role of physicians (other than 
endocrinologists) who are knowledgeable in the current management of 
diabetes (see, e.g., 6.18.1(1)(A) “... is maintained by a physician 
knowledgeable in current management of diabetes...”), yet requires that the 
candidate or member have a signed statement by an endocrinologist attesting 
that the individual meets a set of criteria relating to diabetes (see, e.g., 
6.18.1(1)(g)(ii)). We believe that physicians who are familiar with current 
diabetes management, even if they are not board certified or board-eligible in 
endocrinology, are highly qualified and capable of conducing physical 
evaluations of candidates and members with diabetes. As well, many smaller 
communities do not have endocrinologists but do have physicians experienced 
in diabetes management. Accordingly, we propose that the standard be revised 
to permit such a physician to sign the statement attesting that the individual 
meets the qualification criteria related to diabetes. 
Physician evaluation form 
We propose that NFPA develop, in conjunction with the American Diabetes 
Association, a physician evaluation form that will help ensure that NFPA 1582 
is implemented correctly and assures an individual assessment of the 
individual’s abilities to be a firefighter. We propose Appendix B: Physician 
Evaluation Form for the LEO with Diabetes from the American College of 
Occupational and Environmental Medicine as a model. 
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See the Committee Action/Statements on the 
following: 
1582-32 (Log #CP29) 
1582-37 (Log #CP30) 
1582-67 (Log #CP58) 
1582-68 (Log #CP59) 
1582-69 (Log #CP60) 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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1582-35 Log #7  Final Action: Accept in Principle
(6.18.1(b), 9.6.3.1(2), and 9.6.3.1(7)(a))
________________________________________________________________ 
Submitter: Katie Hathaway, American Diabetes Association
Recommendation: Revise text to read as follows:
   Has demonstrated over a period of six months at least 1 year the motivation 
and understanding required to closely monitor and control capillary blood 
glucose levels through nutritional therapy and insulin administration. 
Substantiation: It is the position of the American Diabetes Association that 
hemoglobin A1C values have no medical justification for use in employment 
evaluations, and should never be a determinative factor in employment. We 
propose using hemoglobin A1C as a way to flag individuals who need further 
evaluation, but not as a requirement for employment.  
With the advent of improved assays and greater standardization, hemoglobin 
A1C, also known as glycosylated or glycated hemoglobin, has become an 
important tool in the medical management of individuals with diabetes 
mellitus. Intra-individual changes in A1C generally reflect changes in glycemic 
exposure of the individual patient over the preceding 2-3 months, a time frame 
determined by the average glucose and the lifespan of the red blood cells 
present at the time of the measurement. In addition, population studies have 
shown a significant but imperfect relationship between A1C and average 
glucose and between A1C and the risk of chronic, but not acute, complications 
of diabetes mellitus. Although A1C can be useful for intra-individual 
assessment of changes in glycemic status and for epidemiologic evaluation of 
larger populations, it is not a useful test for inter-individual comparisons and 
“patients should be monitored on the basis of their previous results.” (Hudson 
1999) 
Some of the limitations of the A1C for inter-individual comparisons and for 
individual assessment for employment include: 
ASSAY PRECISION: The American College of Pathology accepts variation 
within 7% in A1C assays. Thus, a person with an A1C of 8% may have a value 
between 7.5 and 8.5% on repeat testing of the same sample. (Cohen 2010) 
HEMOGLOBINOPATHIES: “With some assay methods, A1C tests in patients 
with hemoglobinopathies result in falsely high outcomes, overestimating actual 
average blood glucose levels for the previous 2 to 3 months. Physicians may 
then prescribe more aggressive treatments, 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.” “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 Southeast Asian 
descent are at risk for having hemoglobin E (HbE), another hemoglobin 
variant” 
INTERINDIVIDUAL VARIATION: 
CLINICAL STUDIES: A comparison of HbA1C with average glucose 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 
A1C 8% was 147-217 mg/dl.(Nathan 2008) 
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 upon the relationship between mean glucose and A1C, with increases in 
average RBC lifespan increasing net glycosylation and decreases (as in some 
hemoglobinopathies, or recovery from hemorrhage or anemia) decreasing net 
glycosylation.(Herman and Cohen 2010, Cohen 2008) 
RBC GLUCOSE TRANSPORT: Variations in transport across the RBC 
membrane result in different intra and extracellular glucose levels, thus 
impacting on intracellular hemoglobin exposure to glucose and resultant 
glycosylation. (Khera 2008) 
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 1/3 
of inter-individual variation in A1C levels. (Hudson 1999, Snieder 2001, 
Hempe 2002, Cohen 2006, Soranzo 2010)  
INTER-ETHNIC VARIATION: Numerous studies have identified the impact of 
ethnicity on the relationship between average glucose and A1C. In general, 
Caucasians have significantly lower A1C levels at comparable glucose. 
(Herman 2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer 2010, Kirk 
2006). This variability is independent of the impact of hemoglobinopathies 
noted above.  
As far back as ten years ago, researchers studying differences in A1C 
concluded that “patients should be monitored on the basis of their own 
previous results” (see Hudson et al), which suggests that an arbitrary cut off of 
8% tells you less about whether diabetes affects safe performance of fire 
fighting duties than does a review of patient history and blood glucose logs.  
A1C test results reflect average glycemia over several months and do not 
identify whether a person had severe extreme blood glucose readings or is at 
significant risk for hypoglycemia, which is the primary concern for firefighters 
with diabetes. Accordingly, such a test is simply not a valid measure of either 
current or future risk of harm related to the performance of fire fighting duties. 
All of these considerations led the ADA to take the position that A1C values 
should not be determinative in the employment setting. Instead of relying on 
A1C to determine a person’s ability to work as a firefighter, we propose 
directing the evaluating physician to review the individual’s blood glucose logs 
(downloaded straight from the glucose meter) and the individual’s diabetes 

history to look for a record of severe hypoglycemia or diabetic ketoacidosis 
(DKA). Large fluctuations in blood glucose place the individual at risk for 
hypoglycemia, and a history of DKA places the individual at greater risk for 
dehydration.  
An individual with an A1C above 8% who does not have a history of severe 
hypoglycemia or DKA can perform essential job tasks 5, 9 and 13 that are 
identified in chapter 9 as being compromised due to the individual’s insulin-
treated diabetes.  
Job task 5: wearing fire protective ensemble that is encapsulating and insulated 
and results in significant fluid loss and dehydration – is only contraindicated 
for individuals with a history of diabetic ketoacidosis, who are at increased risk 
for dehydration.  
Job task 9: Diabetes does not prevent a person from dealing with unpredictable 
emergencies, and current diabetes management allows individuals to safely 
manage diabetes even without rest periods, regular meals, immediate access to 
medication, or hydration.  
Job task 13: There is no relationship between hemoglobin A1C levels and 
sudden incapacitation; individuals with A1C levels above 8% who do not have 
a history of severe hypoglycemia are not at increased risk for sudden 
incapacitation, and can serve equally as components of a team. On the contrary, 
we would recommend that individuals on insulin or sulfonylureas with the 
lowest A1C (< 7%) be evaluated by a diabetes professional, as these patients 
may have a higher risk of hypoglycemia.  
Minimum period of time on insulin 
The current standard requires a person diagnosed with type 1 diabetes to 
demonstrate “over a period of at least 1 year” the motivation and understanding 
to monitor diabetes. We believe this requirement is too long and can be 
changed to six months without compromising the safety of the individual, other 
members or the public. The DCCT and ACCORD trials determined that the 
amount of time it takes individuals to reach a goal blood glucose level was 
between four and six months. 
   We believe the standard should be the same for candidates and members, as 
the “motivation and understanding to monitor diabetes” can be evaluated for 
both classes of individuals through consultation with a treating physician or 
diabetes specialist.  
Period of time to be free from episodes of severe hypoglycemia 
We recommend changing the period of time an individual must be free of 
severe hypoglycemia to require no severe hypoglycemia in the past one year, 
and no more than two episodes in the past three years. Severe hypoglycemia 
five years ago is not as clinically significant as hypoglycemia that occurred in 
the past one to three years, with recurrent hypoglycemia being a significant 
concern that merits evaluation by a physician.  
Role of physicians and endocrinologists  
The current standard recognizes the role of physicians (other than 
endocrinologists) who are knowledgeable in the current management of 
diabetes (see, e.g., 6.18.1(1)(A) “... is maintained by a physician 
knowledgeable in current management of diabetes...”), yet requires that the 
candidate or member have a signed statement by an endocrinologist attesting 
that the individual meets a set of criteria relating to diabetes (see, e.g., 
6.18.1(1)(g)(ii)). We believe that physicians who are familiar with current 
diabetes management, even if they are not board certified or board-eligible in 
endocrinology, are highly qualified and capable of conducing physical 
evaluations of candidates and members with diabetes. As well, many smaller 
communities do not have endocrinologists but do have physicians experienced 
in diabetes management. Accordingly, we propose that the standard be revised 
to permit such a physician to sign the statement attesting that the individual 
meets the qualification criteria related to diabetes. 
Physician evaluation form 
We propose that NFPA develop, in conjunction with the American Diabetes 
Association, a physician evaluation form that will help ensure that NFPA 1582 
is implemented correctly and assures an individual assessment of the 
individual’s abilities to be a firefighter. We propose Appendix B: Physician 
Evaluation Form for the LEO with Diabetes from the American College of 
Occupational and Environmental Medicine as a model. 
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See the Committee Action/Statements on the 
following: 
1582-32 (Log #CP29) 
1582-37 (Log #CP30) 
1582-67 (Log #CP58) 
1582-68 (Log #CP59) 
1582-69 (Log #CP60) 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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1582-36 Log #8  Final Action: Accept in Principle
(6.18.1(g)(iv), 6.18.1(2)(g)(iv), and 9.6.3.1(7)(d))
________________________________________________________________ 
Submitter: Katie Hathaway, American Diabetes Association
Recommendation: Revise text to read as follows:
   Has had no episodes of severe hypoglycemia (defined as requiring assistance 
of another) in the preceding 1 year, with no more than two one episodes of 
severe hypoglycemia in the preceding three 5 years.
Substantiation: It is the position of the American Diabetes Association that 
hemoglobin A1C values have no medical justification for use in employment 
evaluations, and should never be a determinative factor in employment. We 
propose using hemoglobin A1C as a way to flag individuals who need further 
evaluation, but not as a requirement for employment.  
With the advent of improved assays and greater standardization, hemoglobin 
A1C, also known as glycosylated or glycated hemoglobin, has become an 
important tool in the medical management of individuals with diabetes 
mellitus. Intra-individual changes in A1C generally reflect changes in glycemic 
exposure of the individual patient over the preceding 2-3 months, a time frame 
determined by the average glucose and the lifespan of the red blood cells 
present at the time of the measurement. In addition, population studies have 
shown a significant but imperfect relationship between A1C and average 
glucose and between A1C and the risk of chronic, but not acute, complications 
of diabetes mellitus. Although A1C can be useful for intra-individual 
assessment of changes in glycemic status and for epidemiologic evaluation of 
larger populations, it is not a useful test for inter-individual comparisons and 
“patients should be monitored on the basis of their previous results.” (Hudson 
1999) 
Some of the limitations of the A1C for inter-individual comparisons and for 
individual assessment for employment include: 
ASSAY PRECISION: The American College of Pathology accepts variation 
within 7% in A1C assays. Thus, a person with an A1C of 8% may have a value 
between 7.5 and 8.5% on repeat testing of the same sample. (Cohen 2010) 
HEMOGLOBINOPATHIES: “With some assay methods, A1C tests in patients 
with hemoglobinopathies result in falsely high outcomes, overestimating actual 
average blood glucose levels for the previous 2 to 3 months. Physicians may 
then prescribe more aggressive treatments, 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.” “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 Southeast Asian 
descent are at risk for having hemoglobin E (HbE), another hemoglobin 
variant” 
INTERINDIVIDUAL VARIATION: 
CLINICAL STUDIES: A comparison of HbA1C with average glucose 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 
A1C 8% was 147-217 mg/dl.(Nathan 2008) 
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 upon the relationship between mean glucose and A1C, with increases in 
average RBC lifespan increasing net glycosylation and decreases (as in some 
hemoglobinopathies, or recovery from hemorrhage or anemia) decreasing net 
glycosylation.(Herman and Cohen 2010, Cohen 2008) 
RBC GLUCOSE TRANSPORT: Variations in transport across the RBC 
membrane result in different intra and extracellular glucose levels, thus 
impacting on intracellular hemoglobin exposure to glucose and resultant 
glycosylation. (Khera 2008) 
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 1/3 
of inter-individual variation in A1C levels. (Hudson 1999, Snieder 2001, 
Hempe 2002, Cohen 2006, Soranzo 2010)  
INTER-ETHNIC VARIATION: Numerous studies have identified the impact of 
ethnicity on the relationship between average glucose and A1C. In general, 
Caucasians have significantly lower A1C levels at comparable glucose. 
(Herman 2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer 2010, Kirk 
2006). This variability is independent of the impact of hemoglobinopathies 
noted above.  
As far back as ten years ago, researchers studying differences in A1C 
concluded that “patients should be monitored on the basis of their own 
previous results” (see Hudson et al), which suggests that an arbitrary cut off of 
8% tells you less about whether diabetes affects safe performance of fire 
fighting duties than does a review of patient history and blood glucose logs.  
A1C test results reflect average glycemia over several months and do not 
identify whether a person had severe extreme blood glucose readings or is at 
significant risk for hypoglycemia, which is the primary concern for firefighters 
with diabetes. Accordingly, such a test is simply not a valid measure of either 
current or future risk of harm related to the performance of fire fighting duties. 
All of these considerations led the ADA to take the position that A1C values 
should not be determinative in the employment setting. Instead of relying on 
A1C to determine a person’s ability to work as a firefighter, we propose 
directing the evaluating physician to review the individual’s blood glucose logs 
(downloaded straight from the glucose meter) and the individual’s diabetes 

history to look for a record of severe hypoglycemia or diabetic ketoacidosis 
(DKA). Large fluctuations in blood glucose place the individual at risk for 
hypoglycemia, and a history of DKA places the individual at greater risk for 
dehydration.  
An individual with an A1C above 8% who does not have a history of severe 
hypoglycemia or DKA can perform essential job tasks 5, 9 and 13 that are 
identified in chapter 9 as being compromised due to the individual’s insulin-
treated diabetes.  
Job task 5: wearing fire protective ensemble that is encapsulating and insulated 
and results in significant fluid loss and dehydration – is only contraindicated 
for individuals with a history of diabetic ketoacidosis, who are at increased risk 
for dehydration.  
Job task 9: Diabetes does not prevent a person from dealing with unpredictable 
emergencies, and current diabetes management allows individuals to safely 
manage diabetes even without rest periods, regular meals, immediate access to 
medication, or hydration.  
Job task 13: There is no relationship between hemoglobin A1C levels and 
sudden incapacitation; individuals with A1C levels above 8% who do not have 
a history of severe hypoglycemia are not at increased risk for sudden 
incapacitation, and can serve equally as components of a team. On the contrary, 
we would recommend that individuals on insulin or sulfonylureas with the 
lowest A1C (< 7%) be evaluated by a diabetes professional, as these patients 
may have a higher risk of hypoglycemia.  
Minimum period of time on insulin 
The current standard requires a person diagnosed with type 1 diabetes to 
demonstrate “over a period of at least 1 year” the motivation and understanding 
to monitor diabetes. We believe this requirement is too long and can be 
changed to six months without compromising the safety of the individual, other 
members or the public. The DCCT and ACCORD trials determined that the 
amount of time it takes individuals to reach a goal blood glucose level was 
between four and six months. 
   We believe the standard should be the same for candidates and members, as 
the “motivation and understanding to monitor diabetes” can be evaluated for 
both classes of individuals through consultation with a treating physician or 
diabetes specialist.  
Period of time to be free from episodes of severe hypoglycemia 
We recommend changing the period of time an individual must be free of 
severe hypoglycemia to require no severe hypoglycemia in the past one year, 
and no more than two episodes in the past three years. Severe hypoglycemia 
five years ago is not as clinically significant as hypoglycemia that occurred in 
the past one to three years, with recurrent hypoglycemia being a significant 
concern that merits evaluation by a physician.  
Role of physicians and endocrinologists  
The current standard recognizes the role of physicians (other than 
endocrinologists) who are knowledgeable in the current management of 
diabetes (see, e.g., 6.18.1(1)(A) “... is maintained by a physician 
knowledgeable in current management of diabetes...”), yet requires that the 
candidate or member have a signed statement by an endocrinologist attesting 
that the individual meets a set of criteria relating to diabetes (see, e.g., 
6.18.1(1)(g)(ii)). We believe that physicians who are familiar with current 
diabetes management, even if they are not board certified or board-eligible in 
endocrinology, are highly qualified and capable of conducing physical 
evaluations of candidates and members with diabetes. As well, many smaller 
communities do not have endocrinologists but do have physicians experienced 
in diabetes management. Accordingly, we propose that the standard be revised 
to permit such a physician to sign the statement attesting that the individual 
meets the qualification criteria related to diabetes. 
Physician evaluation form 
We propose that NFPA develop, in conjunction with the American Diabetes 
Association, a physician evaluation form that will help ensure that NFPA 1582 
is implemented correctly and assures an individual assessment of the 
individual’s abilities to be a firefighter. We propose Appendix B: Physician 
Evaluation Form for the LEO with Diabetes from the American College of 
Occupational and Environmental Medicine as a model. 
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See the Committee Action/Statements on the 
following: 
1582-32 (Log #CP29) 
1582-37 (Log #CP30) 
1582-67 (Log #CP58) 
1582-68 (Log #CP59) 
1582-69 (Log #CP60)  
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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1582-37 Log #CP30  Final Action: Accept
(6.18.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.18.2 Category B medical conditions shall include the following: 
   (1)* Diseases of the adrenal gland, pituitary gland, parathyroid gland, or 
thyroid gland of clinical significance 
   (2) Nutritional 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 met:  
   (a) 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 a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoring.Has achieved a stable blood glucose as evidenced by 
Hemoglobin A1C level less than 8 during the prior 3-month period.
Substantiation: These changes in the diabetes section reflect 
   1. The fact that Hemoglobin A1C although usually an indication of 
uncontrolled diabetes may also be an indication of other medical conditions in 
addition to diabetes and therefore may not accurately reflect average glucose 
levels. In such cases, an additional diagnosis accounting for elevated 
Hemoglobin A1C should be documented (e.g. hemoglobinopathy) and 
alternative evidence for properly controlled diabetes should be submitted 
including evidence of a set schedule for blood glucose monitoring and a 
thorough review of data from such monitoring. 
2. When endocrinologists are not available, their expertise can be replaced by 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. 
   3. The time for demonstrating properly controlled diabetes and the absence of 
hypoglycemia has been reduced to reflect modern principles of diabetes 
management. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-38 Log #CP31  Final Action: Accept
(6.19, 6.19.1, and 6.19.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.19 Systemic Diseases and Miscellaneous Conditions. 
   6.19.1 Category A medical conditions shall include any systemic condition 
that results in the candidate not being able to safely perform one or more of the 
essential job tasks. 
6.19.2 Category B medical conditions shall include the following: 
   (1) Connective tissue disease, such as dermatomyositis, systemic lupus 
erythematosus, scleroderma, and rheumatoid arthritis 
   (2)* History of thermal, chemical, or electrical burn injury with residual 
functional deficit 
   (3) Documented evidence of a predisposition to recurrent heat stress 
rhabdomyolysis, metabolic acidosis or exertional-related incapacitation with 
recurrent episodes or resulting residual injury
Substantiation: These changes were editorial in nature and were to provide 
clarification as to the intent of the requirement.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-39 Log #CP32  Final Action: Accept
(6.22, 6.22.1, and 6.22.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
   6.22 Chemicals, Drugs, and Medications.
   6.22.1 Category A medical conditions shall include those that require chronic 
or frequent treatment with any of the following medications or classes of 
medications:  
   (1) Narcotics, including methadone 

   (2) Sedative-hypnotics 
   (3) Full dose or low dose anticoagulation or any Ddrugs that prolong 
prothrombin time (PT), partial thromboplastin time (PTT), or international 
normalized ratio (INR) 
   (4) Beta-adrenergic blocking agents at doses that prevent a normal 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 blockers/
antagonists (ex. Montelukast). Leukotriene receptor antagonists are not 
Category A condition if used for allergies not affecting the lower respiratory 
system
6.22.1.1 Tobacco use shall be a Category A medical condition (where allowed 
by law state law allows).
Substantiation: 1. Literature references are provided on anticoagulation (see 
reference section) to show that the risk for intracranial hemorrhage with trauma 
is not significantly different on low or high dose anticoagulation.  
   2. Prior prohibitions against the therapeutic use of beta-blockers was based 
on their side-effects of bradycardia. However, low dose beta-blockers may not 
always result in bradycardia and therefore should not be an absolute 
contraindication and are allowed if the heart rate increases normally with 
exertion. 
   3. This was merely a proper identification of the drug category as an 
antagonist. It was never a blocker and this is not a change in content or 
meaning of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-40 Log #CP33  Final Action: Accept
(6.22.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
6.22.2* 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 (ex. Montelukast) used for allergies that 
do not affect the lower respiratory system
Substantiation: This was merely a proper identification of the drug category 
as an antagonist. It was never a blocker and this is not a change in content or 
meaning of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-41 Log #CP34  Final Action: Accept
(7.6)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
7.6 Physical Examination. 
The annual physical examination shall include each of the following 
components:  
   (1) Vital signs [temperature, pulse, respiratory rate, and blood pressure (BP)]
      (a) BP shall be measured according to the Joint National Commission 
(JNC)-7 recommendations 
   (2) Head, eyes, ears, nose, and throat 
   (3) Neck  
   (4) Cardiovascular 
   (5) Pulmonary 
   (6) Breast 
   (7) Gastrointestinal with digital rectal exam as clinically indicated 
   (8) Genitourinary (includes pap smear, testicular exam, rectal exam for 
prostate mass) 
   (9) Hernia 
   (10) Lymph nodes 
   (11) Neurological 
   (12) Musculoskeletal 
   (13) Skin (includes screening for cancers) 
   (14) Vision 
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Substantiation: These changes were made in order to provide clarification and 
direction for the end user.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-42 Log #3  Final Action: Accept in Part
(7.6(7) and 7.7.12.1)
________________________________________________________________ 
Submitter: Theodore Levin, The Permanente Medical Group, Inc.
Recommendation: Revise text to read as follows:
   7.6 (7) Gastrointestinal (includes rectal exam for mass, occult blood)
   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. 50 as an alternative to 
colonoscopy for members at average risk for colorectal cancer. Members at 
increased risk for colorectal cancer should be referred to a gastroenterologist to 
advise them of the best approach to screening according to national cancer 
screening guidelines.  
Substantiation: 1) Occult blood testing at the time of a digital rectal 
examination is actively discouraged by all organizations recommending 
colorectal cancer screening. CA Cancer J Clin 2008; 58:130-160; Ann Intern 
Med. 2005 Jan 18;142(2):146-8. 
   2) All organizations recommending colorectal cancer screening, including the 
American Cancer Society, the US Multi-Society Task Force, the American 
College of Gastroenterology and US Preventive Services Task Force 
recommend starting screening at age of 50 in patients who are average risk for 
colorectal cancer.  
   CA Cancer J Clin 2008; 58:130-160; Ann Intern Med. 2008 Nov 
4;149(9):627-37; Am J Gastroenterol. 2009 Mar;104(3):739-50. 
   My concerns stem from the early age of beginning screening and the open 
ended nature of how the FOBT is to be performed. If the FOBTs done at home 
or in the office are positive, firefighters who are under the NFPA standard will 
be required to have a colonoscopy to identify the cause of the occult blood 
loss. This will expose many firefighters under age 50 to unnecessary 
colonoscopies, with attendant risk of complications, plus the inconvenience, 
expense and anxiety associated with the procedures. 
Committee Meeting Action: Accept in Part
   Revise text to read as follows: 
   7.6 (7) Gastrointestinal (includes rectal exam for mass, occult blood)
   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. 50 as an alternative to 
colonoscopy for members at average risk for colorectal cancer. Members at 
increased risk for colorectal cancer should be referred to a gastroenterologist to 
advise them of the best approach to screening according to national cancer 
screening guidelines. 
Committee Statement: See Committee Action on 1582-49 (Log #CP41).
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-43 Log #CP35  Final Action: Accept
(7.7.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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, HCO3, or CO2) 
   (3) Renal function (BUN, creatinine) 
   (4) Glucose 
   (5) Liver function tests (ALT, AST, direct and indirect bilirubin, alkaline 
phosphatase) 
   (6) Total cholesterol, HDL, LDL, clinically useful lipid ratios (e.g., percent 
LDL), and triglycerides 
(7) Prostate specific antigen (PSA) after age 40 for positive family history, if 
African American, or if otherwise clinically indicated; after age 50 for all other 
male members
Substantiation: Screening for prostate cancer in asymptomatic men using the 
PSA test is controversial; however, studies suggest that firefighters 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 increase over time 
indicates an increased risk for prostate cancer. PSA test may detect small 
cancers that would never become life-threatening. It is also unclear that the 
benefits of PSA screening outweigh the risks of follow up cancer tests and 
cancer treatments. Several non-cancerous conditions might result in an elevated 

PSA level including benign prostatic hypertrophy (BPH) and other conditions 
related to acute or chronic inflammation. When testing reveals an elevated PSA 
level, it is important that the benefits and risks of prostate diagnostic 
procedures and treatment be discussed with the member. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-44 Log #CP36  Final Action: Accept
(7.7.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
7.7.4.1* Pulmonary function testing (spirometry) shall be conducted annually 
to measure the member’s forced vital capacity (FVC), forced expiratory 
volume in 1 second (FEV1), and the absolute FEV1/FVC ratio.
Substantiation: NHANES III normative equations are more accurate than 
Knudson equations and are now the standard for prediction equations. The ATS 
guidelines and the American College of Occupational and Environmental 
Medicine Guidelines are out of date. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-45 Log #CP37  Final Action: Accept
(7.7.4.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows and add associated annex 
notation: 
7.7.4.3* FEV1 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. Results shall be corrected 
according to American Thoracic Society (ATS) guidelines and normative 
equations found in Knudson et al. (1983) and the American College of 
Occupational and Environmental Medicine (2000). (See D.2.4.)
Substantiation: NHANES III normative equations are more accurate than 
Knudson equations and are now the standard for prediction equations. The ATS 
guidelines and the American College of Occupational and Environmental 
Medicine Guidelines are out of date. The committee has also added the annex 
text in 1582-118 (Log #CP110). 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-46 Log #CP38  Final Action: Accept
(7.7.6, 7.7.6.1, 7.7.6.2, 7.7.6.3, 7.7.6.4 (New), and 7.7.6.5 (New))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
7.7.6 Electrocardiograms (EKG). 
7.7.6.1* A resting EKG shall be performed as part of the baseline medical 
evaluation and shall be obtained annually thereafter.
7.7.6.2 The fire department physician or other qualified medical evaluator shall 
compare EKGs obtained during yearly evaluations with baseline and 
subsequent EKGs. 
7.7.6.3* Stress tests with EKG’s and with or without imaging 
(echocardiography or radionuclide scanning) shall be performed as when 
clinically indicated by history or symptoms. 
7.7.6.4 These tests shall be based on coronary artery disease risk factor 
stratification, symptoms, or for screening of cardiovascular disease and the risk 
of sudden cardiovascular death. 
7.7.6.5 The fire department physician or other qualified medical evaluator shall 
compare baseline and subsequent stress tests, when available, to identify 
clinically relevant changes. 
Substantiation: Young persons without risk factor have an exceedingly high 
rate of false positives on these tests and comparing to baseline tests has the 
potential of reducing false positive results. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
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Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-47 Log #CP40  Final Action: Accept
(7.7.8)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
7.7.8 Immunizations and Infectious Disease Screening. The following 
infectious disease immunizations or infectious disease screenings shall be 
provided, as indicated:  
   (1)* Tuberculosis screening by either tuberculin skin testing using the 
tuberculin purified protein derivative (PPD) or by the tuberculin blood test 
(interferon gamma release assay) shall be performed at baseline. Subsequent 
Tuberculosis screening shall be performed annually or at a frequency more 
frequently according to CDC guidelines unless the member has a history of 
positive tuberculin screening test PPD, in which case CDC guidelines for 
management and subsequent chest radiographic surveillance shall be followed 
   (2) Hepatitis C virus screen — baseline and following occupational exposure 
   (3) Hepatitis 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 Morbidity and Mortality Weekly Report 47(1998):1–57
   (6) Polio vaccine — A single booster of IPV for members traveling to 
endemic areas in the line of duty, or as outlined in Morbidity and Mortality 
Weekly Report 49(2000):1–22
   (7) Hepatitis A vaccine — offered to high-risk (HazMat, USAR, and SCUBA 
team members) and other personnel with frequent or expected exposures to 
contaminated water 
   (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 
Substantiation: These changes were editorial in nature or done in order to 
provide clarification to the end users or this document.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-48 Log #CP42  Final Action: Accept
(7.7.13, 7.7.13.1, and A.7.7.13.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new text to read as follows:
   7.7.13 Prostate Cancer
7.7.13.1* Due to increased cancer risk, the fire department shall provide all 
male fire fighters with PSA testing beginning at age 50 and annually thereafter. 
Those with a family history or African American heritage are at a higher risk 
for prostate cancer and shall begin at age 40 and annually thereafter.  
A.7.7.13.1 Screening for prostate cancer in asymptomatic men using the PSA 
test is controversial, however, studies suggest that firefighters 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 increase over time 
indicates an increased risk for prostate cancer. PSA test may detect small 
cancers that would never become life-threatening. It is also unclear that the 
benefits of PSA screening outweigh the risks of follow up cancer tests and 
cancer treatments. Several non-cancerous conditions might result in an elevated 
PSA level including benign prostatic hypertrophy (BPH) and other conditions 
related to acute or chronic inflammation. When testing reveals an elevated PSA 
level, it is important that the benefits and risks of prostate diagnostic 
procedures and treatment be discussed with the member.
Substantiation: Screening for prostate cancer in asymptomatic men using the 
PSA test is controversial; however, studies suggest that firefighters 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 increase over time 
indicates an increased risk for prostate cancer. PSA test may detect small 
cancers that would never become life-threatening. It is also unclear that the 
benefits of PSA screening outweigh the risks of follow up cancer tests and 
cancer treatments. Several non-cancerous conditions might result in an elevated 
PSA level including benign prostatic hypertrophy (BPH) and other conditions 
related to acute or chronic inflammation. When testing reveals an elevated PSA 
level, it is important that the benefits and risks of prostate diagnostic 

procedures and treatment be discussed with the member. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-49 Log #CP41  Final Action: Accept
(7.12, 7.12.1, and 7.12.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
7.7.12 Colon Cancer Screening. 
7.7.12.1 Fecal occult blood testing shall be provided to all members annually 
above the age of 40 or earlier if clinically indicated. 
7.7.12.2 Screening cColonoscopy services shall be recommended to all 
members above the age of 40 50 when fecal occult blood is positive or when 
clinically indicated and repeated at regular intervals. 
Substantiation: The committee has made these changes in order to reflect the 
higher risk of colon cancer based on hazard exposures and the need to have a 
baseline evaluation earlier in age and to ensure accurate and frequent follow-up 
evaluations. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-50 Log #CP131  Final Action: Accept
(8.2.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Delete the annex notation for the following section:
8.2.1* A mandatory fitness evaluation that is not punitive or competitive shall 
be conducted annually as part of an individualized program. 
Substantiation: The committee has chosen to remove the associated annex 
material, as noted in 1582-124 (Log #CP116), thus requiring the deletion of the 
annex notation in the main body of the document.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-51 Log #CP43  Final Action: Accept
(8.2.2.1, 8.2.2.1.1, 8.2.2.1.2, and 8.2.2.1.3 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text and add new sections to read as follows:
8.2.2.1* An evaluation of aerobic capacity shall be conducted using either a 
stairmill or a treadmill protocol. (See C.2.1.1.1 for the protocol.) performed 
after appropriate medical evaluation. 
8.2.2.1.1 Testing shall be conducted using an appropriate maximal or sub-
maximal protocol (for example, see C.2.1.1 and C.2.1.1.1). Bicycle 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 (42 ml/kg/min) a firefighter shall be 
counseled to improve his/her fitness and a prescribed aerobic program may be 
a consideration.  
8.2.2.1.3 At levels at or below 8 METS, a prescribed aerobic fitness program 
shall be required and the AHJ shall be advised to consider restriction from 
essential job tasks numbers 1, 2, 4, 5, 6, 7, 8, 9, 13
Substantiation: Bicycle ergometry is not appropriate because it underestimates 
true aerobic capacity and is not work-task specific. Numerous scientific studies 
(see references) have demonstrated that the aerobic capacity required to 
perform firefighting tasks during simulated fire conditions is at least 12 METS 
(42 ml oxygen/kg/min). Reduced aerobic capacity interferes with the member’s 
ability to safely train to be a firefighter and to safely perform essential job tasks 
2, 4, 5-10, 13. At below 8 METS the reduction in aerobic capacity is severe 
enough to consider restriction and to require a prescribed fitness program. 
Numerous scientific studies (see references) have demonstrated that the aerobic 
capacity required to perform firefighting tasks during simulated fire conditions 
is at least 12 METS (42 ml oxygen/kg/min). Reduced aerobic capacity 
interferes with the member’s ability to safely train to be a firefighter and to 
safely perform essential job tasks 2, 4, 5-10, 13.  
Committee Meeting Action: Accept
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Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-52 Log #CP44  Final Action: Accept
(9.1.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.1.3 Essential job tasks referenced throughout this chapter by number only 
shall correspond to the following model list:  
   (1)* While wearing personal protective ensembles and SCBA Pperforming 
fire-fighting tasks (e.g., hoseline operations, extensive crawling, lifting and 
carrying heavy objects, ventilating roofs or walls using power or hand tools, 
forcible entry, etc.), rescue operations, and other emergency response actions 
under stressful conditions while wearing personal protective ensembles and 
SCBA, 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 fire protective ensemble weighing at least 50 lb (22.6 kg) or 
more and carrying equipment/tools weighing an additional 20 to 40 lb (9 to 18 
kg) 
   (5) Wearing fire protective ensemble 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) 
   (6) While wearing personal protective ensembles and SCBA Ssearching, 
finding, and rescue-dragging or carrying victims ranging from newborns up to 
adults weighing over 200 lb (90 kg) to safety despite hazardous conditions and 
low visibility 
   (7) While wearing personal protective ensembles and SCBA Aadvancing 
water-filled hoselines up to 2 1/2 in. (65 mm) in diameter from fire apparatus 
to occupancy [approximately 150 ft (50 m)], which can involve negotiating 
multiple flights of stairs, ladders, and other obstacles 
   (8) While wearing personal protective ensembles and SCBA Cclimbing 
ladders, operating from heights, walking or crawling in the dark along narrow 
and uneven surfaces, and operating 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 medication(s), or hydration 
(10) Operating fire apparatus or other vehicles in an emergency 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 further 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 
Substantiation: These changes were made for document consistency based on 
previous changes made to Chapter 5. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-53 Log #CP45  Final Action: Accept
(9.2, 9.2.1, and 9.2.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.2 Special Teams. 
   9.2.1 In addition to essential job tasks specified in 9.1.3(1) through 9.1.3(13), 
members of specialized teams such as hazardous materials units, SCUBA 
teams, technical rescue teams, EMS teams, or units supporting tactical law 
enforcement operations 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 specialized PPE as well as any and additional medical 
and/or physical requirements that are not enumerated in this standard. 
Substantiation: These changes were made for document consistency based on 
previous changes made to Chapter 5. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-54 Log #CP46  Final Action: Accept
(9.3.3 and A.9.3.3 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new text and annex item to read as follows:
9.3.3* Conditions listed in Chapter 9 for incumbent fire department members 
shall not indicate a blanket prohibition for such incumbent member from 
continuing to perform the essential job tasks, nor does it require automatic 
retirement or separation from the fire department.   
A.9.3.3 What it does is to 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 this chapter.
Substantiation: The committee has added this text to provide clarification for 
the AHJ. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-55 Log #CP47  Final Action: Accept
(9.3.4 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new section and text to read as follows:
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.
Substantiation: This text was added to provide clarification for the physician 
as it relates to the medical evaluation as it relates to the member and their 
ability to perform the applicable essential job tasks. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-56 Log #CP48  Final Action: Accept
(9.3.5 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section and text to read as follows:
9.3.5 The AHJ shall determine if the individual can remain in his/her current 
position or another position that the individual can perform.
Substantiation: This text was added to provide clarification to the AHJ.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-57 Log #CP49  Final Action: Accept
(9.4.8.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.8.1 Physician Evaluation. Hypertrophic obstructive cardiomyopathy 
(idiopathic hypertrophic subaortic stenosis) might compromises the member’s 
ability to safely perform essential job tasks1 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. 
Substantiation: These changes were editorial in nature and to further clarify 
the potential difficulties that might be encountered with certain essential job 
tasks. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-58 Log #CP50  Final Action: Accept
(9.4.8.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.8.2 Physician Guidance. This condition is associated with life-threatening 
arrhythmias and sudden cardiac death without previous symptoms of heart 
failure. In specific population of patients with cardiomyopathies under normal 
environmental conditions an increased risk of sudden cardiac death may be 
based on the following risk factors and shall be considered by the physician:  
a. Family history of a premature HCM-related sudden death (in a 1st degree 
relative)
b. Unexplained syncope
c. History of cardiac arrest 
d. Sustained ventricular tachycardia (VT) 
e. Non-sustained VT (3 beats or more of at least 120 beats/minute documented 
on the Holter monitor) 
f. Left ventricle thickness = 30 millimeters (mm) on echocardiogram
g. Abnormal blood pressures during the EST (peak systolic BP <110 mm Hg, 
or a <30 mm Hg rise from baseline.)
Those without any of the above risk factors have a less than 1% risk of sudden 
death. 
The physician shall consider that this condition is associated with sudden 
cardiac death without previous symptoms of heart failure.
Substantiation: The committee has added this new text to provide the end user 
with clarification and more information regarding the medical condition that is 
being evaluated and the potential impacts that it might have on personnel. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-59 Log #CP51  Final Action: Accept
(9.4.15.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.15.1 Physician Evaluation. Prosthetic cardiac valves compromise the 
member’s ability to safely perform essential job task 8 if full-dose 
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. 
Substantiation: Literature references are provided on anticoagulation (see 
reference section) to show that the risk for intracranial hemorrhage with trauma 
is not significantly different on low or high dose anticoagulation.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 

________________________________________________________________ 
1582-60 Log #CP52  Final Action: Accept
(9.4.17.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.17.1* Physician Evaluation. Other supraventricular arrhythmias, atrial 
fibrillation, or atrial flutter when persistent (even if rate controlled) or if full-
dose anticoagulation is required compromise the member’s ability to safely 
perform essential job task 13 and essential job task 8 if full-dose 
anticoagulation is required, and the physician shall report the applicable job 
limitations to the fire department. 
Substantiation: Literature references are provided on anticoagulation (see 
reference section) to show that the risk for intracranial hemorrhage with trauma 
is not significantly different on low or high dose anticoagulation.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-61 Log #CP53  Final Action: Accept
(9.4.18.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.18.2 Physician Guidance. The physician shall consider the following: 
   (1) A history of ventricular arrhythmias including ventricular tachycardia or 
ventricular fibrillation poses significant risk for life-threatening sudden 
incapacitation in the presence of either structural abnormalities, functional 
abnormalities, or ectopy that occurs during exercise. 
Substantiation: This change was editorial in nature.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-62 Log #CP54  Final Action: Accept
(9.4.20, 9.4.20.1, and 9.4.20.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.4.20 Uncontrolled Hypertension.
   9.4.20.1* Physician Evaluation. Members with Stage I hypertension shall 
be referred to their primary care physician to ensure their blood pressure is 
controlled and to consider periodic screening for asymptomatic end organ 
damage based on the severity and duration of their hypertension. Severe 
uncontrolled hypertension [defined as systolic pressure greater than 180 mm 
Hg, diastolic pressure greater than 100 mm Hg, or mean systolic blood pressure 
( systolic + diastolic) greater than 120 mm Hg] or malignant hypertension 
(defined as hypertension with the presence of target organ damage) 
compromises the member’s ability to safely perform essential job tasks 1, 5, 7, 
9, and 13, and the physician shall report the applicable job limitations to the 
fire department.
9.4.20.2 Members with Stage 2 hypertension (systolic greater than or equal to 
160 mmHg or diastolic greater than or equal to 100 mmHg) or any member 
with end organ damage (retinopathy, nephropathy, vascular, or cardiac 
complications) compromises the member’s ability to safely perform essential 
job tasks 1, 5, 7, 9, and 13, and the physician shall report the applicable job 
limitations to the fire department. 
Substantiation: Stage 1 hypertension, if controlled, should not cause sudden 
incapacitation due to syncope, stroke or cardiac arrest. If end organ damage is 
present the risk for sudden incapacitation rises. If the target organ is heart or 
brain it increases risk for sudden incapacitation due to syncope, stroke or 
cardiac arrest. If the target organ is the kidney it increases risk for sudden 
incapacitation due to dehydration and syncope. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-63 Log #4  Final Action: Accept in Principle
(9.4.20.1)
________________________________________________________________ 
Submitter: Stefanos N. Kale, Harvard School of Public Health
Recommendation: In developing effective and current guidelines for blood 
pressure screening and management among firefighters one should take the 
following points into serious consideration: 
   1) NFPA’s current guideline on blood pressure management is outdated. 
   2) NFPA’s guideline is not effective, as it does not address the vast majority 
of firefighters with elevated blood pressure. 
   3) Among firefighters and police who went on to develop incident CHD or 
CVA’s in prospective studies, their average blood pressure 
fell only in the mildly elevated range. Such individuals would not be addressed 
by the current guideline. 
   4) Among on-duty CHD fatalities in firefighters, left ventricular hypertrophy 
and/or cardiomegaly were found in 56% of those who had undergone an 
autopsy, suggesting chronically uncontrolled hypertension. Many of these 
individuals did not consider themselves to be hypertensive or were not 
considered or recognized by their physicians to have hypertension before death. 
   Therefore please revise Paragraph 9.4.20.1 “Uncontrolled Hypertension 
(defined as systolic blood pressure greater than 180 mmHg, diastolic blood 
pressure greater than 100 mmHg)” according to the following table: 
 
 

 
 
 
 
 
 
 
 
Substantiation: Please see review article published by the author in the 
American Journal of Hypertension in 2009: 
   Kales SN, Tsismenakis AJ, Zhang C, et al. Blood pressure in firefighters, 
police officers, and other emergency responders. Am J Hypertens. Jan 
2009;22(1):11-20. 
   Note: Supporting material is available for review at NFPA Headquarters. 
Committee Meeting Action: Accept in Principle
Committee Statement: See Committee Action on 1582-62 (Log #CP54).
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-64 Log #CP55  Final Action: Accept
(9.4.21 and 9.4.21.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new text and section to read as follows:
9.4.21 Metabolic Syndrome 
9.4.21.1* Members with metabolic syndrome are at increased risk for 
cardiovascular ischemic disease, diabetes and accelerated hypertension, shall 
receive a stress test with imaging and if abnormal or unable to achieve an 
aerobic capacity of 12 METS compromises the member’s ability to safely 

perform essential job tasks 1,2,4,5-10, 13. 
Substantiation: Metabolic syndrome includes three or more of the following 
components: abdominal obesity defined as a waist circumference >102 cm 
(>40 in) in men or >88 cm (>35 in) in women; triglycerides >150 mg/dl; 
HDL cholesterol <40 mg/dl, for men or <50 mg/dl for women; blood pressure 
>135/85 mmHg; and fasting blood glucose >110 mg/dl. Metabolic syndrome 
is an increased risk for cardiovascular disease, hypertension and insulin 
resistant hyperglycemia. Metabolic syndrome is associated with reduced 
aerobic capacity that interferes with the ability to safely train to be a firefighter 
and to safely perform essential job tasks 2, 4, 5-10, 13. Numerous scientific 
studies (see references) have demonstrated that the aerobic capacity required to 
perform firefighting tasks during simulated fire conditions is at least 12 METS 
(42 ml oxygen/kg/min). Reduced aerobic capacity interferes with the member’s 
ability to safely train to be a firefighter and to safely perform essential job tasks 
2, 4, 5-10, 13.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2).

 
________________________________________________________________ 
1582-65 Log #CP56  Final Action: Accept
(9.4.23, 9.4.23.1, and 9.4.23.2 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section and text to read as follows: 
   9.4.23 Heart Transplant
9.4.23.1 Physician Evaluation. Cardiac transplantation prevents a normal rise 
in heart rate, increases risk of syncope and sudden cardiac death and therefore 
shall compromise the member’s ability to safely perform essential job tasks 
(1,2,4,5,6,7,8,9,10,13).  
9.4.23.2 Physician Guidance. The physician shall consider that this condition 
can result in the potential for sudden incapacitation. In addition the many 
immunosuppressive drugs required to prevent rejection increase the likelihood 
for infection. 
Substantiation: Heart transplant does allow the heart to display normal 
chronotropic response (i.e. cannot increase heart rate appropriately with 
physical exertion) and this increases risk for syncope and prevents restoration 
of aerobic capacity to acceptable levels. Furthermore, many of the 
immunosuppressive agents required to prevent rejection are lifelong 
medications that increases risk for infection and may lead to adrenal 
suppression. Heart transplant compromises the member’s ability to safely 
perform essential job tasks (1,2,4,5,6,7,8,9,10,13).  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1

Blood Pressure Management Scheme for Emergency Responders*§

Blood Pressure Fitness Determination Recommended Intervention(s) Occupational Followup

Normal
(< 120 / 80 mm Hg) 

Unrestricted duty Population-based wellness pro-
grams

12-24 months based on overall 
CVD risk factor profile ‡

Pre-hypertension
(120 – 139 / 80 – 89 mm Hg)

Unrestricted duty Population-based wellness pro-
grams Individual education †

6 - 12 months based on overall 
CVD risk factor profile ‡

Stage 1
Hypertension
(140 – 159 / 90 – 99 mm Hg)

Time-limited clearance for 
duty.

Population-based wellness 
programs Individual educa-
tion † Clinical management of 
Hypertension (treatment & evalu-
ation), including appropriate tests 
to rule out end-organ damage.

Time-limited clearance  
 (6 - 12 months) based on over-
all CVD risk factor profile ‡ 
Expect controlled blood pressure 
at follow-up If blood pressure 
control improves, revert to annual 
follow-up.

Stage 2
Hypertension
(≥ 160 / 100 mm Hg)

Restricted to modified duty  
(excluding physical exer-
tion related duties) until 
blood pressure reaches 
Stage 1 or lower.

Population-based wellness 
programs Individual educa-
tion † Clinical management of 
Hypertension and evaluation of 
end-organ damage, including 
echocardiogram.

Time-limited clearance after 
adequate blood pressure control 
Follow steps for Stage 1, as 
above.

CVD: Cardiovascular disease
* Assumes absence of co-morbid conditions potentially affecting fitness for duty, prognosis, and treatment decisions
† e.g., DASH: Dietary Approaches to Stop Hypertension,3 and other non-pharmacologic measures
‡ Full CVD risk factor assessment, including tobacco use, fasting lipid profile, blood glucose level, etc.
§ From: Kales SN, Tsismenakis AJ, Zhang C, et al. Blood pressure in firefighters, police officers, and other emergency responders. Am
J Hypertens. Jan 2009;22(1):11-20.
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Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-66 Log #CP57  Final Action: Accept
(9.5.7.1.1 and 9.5.7.1.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.5.7.1.1 Thrombophlebitis and/or deep venous thrombosis that is recurrent, is 
persistent, or requires full-dose anticoagulation 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. 
9.5.7.1.2 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. 
Substantiation: 1. Literature references are provided on anticoagulation (see 
reference section) to show that the risk for intracranial hemorrhage with trauma 
is not significantly different on low or high dose anticoagulation.  
   2. Prior prohibitions against the therapeutic use of beta-blockers was based 
on their side-effects of bradycardia. However, low dose beta-blockers may not 
always result in bradycardia and therefore should not be an absolute 
contraindication and are allowed if the heart rate increases normally with 
exertion. 
   3. This was merely a proper identification of the drug category as an 
antagonist. It was never a blocker and this is not a change in content or 
meaning of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-67 Log #CP58  Final Action: Accept
(9.6.3.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.6.3.1* Physician Evaluation. Type 1 diabetes mellitus that requires 
treatment with insulin 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) 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 1 year the motivation 
and understanding required to closely monitor and control capillary blood 
glucose levels through nutritional therapy and insulin administration. 
Assessment of this shall take into consideration the member’s experience and 
history dealing with erratic meal schedules, sleep disruption, and high aerobic 
and anaerobic workloads intrinsic to fire fighting. 
   (3) Has a dilated retinal exam by a qualified ophthalmologist or optometrist 
that shows no higher grade of diabetic retinopathy 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 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 determined by evidence of 
gastroparesis, postural hypotension, or abnormal tests of heart rate variability.) 
   (6) Has normal cardiac function without evidence of myocardial 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 endocrinologist or 
by 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 9.1 allowing the FD physician to determine 
whether the member meets the following criteria: Has a signed statement from 
an endocrinologist knowledgeable in management of diabetes mellitus as well 
as the essential job tasks and hazards of fire fighting as described in Section 
9.1 that the member meets the following criteria: 
   (a) Is maintained on a stable basal/bolus regimen using insulin analogs and 
has demonstrated over a period of at least 6 months 1 year the motivation and 
understanding required to closely monitor and control capillary blood glucose 

levels despite varied activity schedules through nutritional therapy and insulin 
administration 
   (b)* Has had Hemoglobin A1C measured at least four times a year (intervals 
of two to three months) over the last 12 months prior o evaluation if the 
diagnosis of diabetes has been present over a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoring. Has achieved stable control of blood glucose as evidenced by 
Hemoglobin A1C consistently less than 8 when monitored at least twice yearly
(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 two one 
episodes of severe hypoglycemia in the preceding 3 5 years
   (e) Is certified not to have a medical contraindication to fire-fighting training 
and operations 
Substantiation: These changes in the diabetes section for candidate and for 
incumbent have exactly the same substantiations -  
These changes reflect  
   1. The fact that Hemoglobin A1C although usually an indication of 
uncontrolled diabetes may also be an indication of other medical conditions in 
addition to diabetes and therefore may not accurately reflect average glucose 
levels. In such cases, an additional diagnosis accounting for elevated 
Hemoglobin A1C should be documented (e.g. hemoglobinopathy) and 
alternative evidence for properly controlled diabetes should be submitted 
including evidence of a set schedule for blood glucose monitoring and a 
thorough review of data from such monitoring. 
2. When endocrinologists are not available, their expertise can be replaced by 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. 
   3. The time for demonstrating properly controlled diabetes and the absence of 
hypoglycemia has been reduced to reflect modern principles of diabetes 
management. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-68 Log #CP59  Final Action: Accept
(9.6.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.6.4.1* Physician Evaluation. Type 2 diabetes mellitus that requires 
treatment with insulin 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:  
   (7) Has a signed statement and medical records from an endocrinologist or 
by 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 9.1 allowing the FD physician to determine 
whether the member meets the following criteria: Has a signed statement from 
an endocrinologist knowledgeable in management of diabetes mellitus as well 
as the essential job tasks and hazards of fire fighting as described in Section 
9.1 that the member meets the following criteria:  
(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 a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoring. Has achieved stable control of blood glucose as evidenced by 
Hemoglobin A1C less than 8 when monitored at least twice yearly, which must 
include evidence of a set schedule for blood glucose monitoring and a thorough 
review of data from such monitoring 
(d) Has had no episodes of severe hypoglycemia (defined as requiring 
assistance of another) in the preceding 6 months 1 year, with no more than one 
episode of severe hypoglycemia in the preceding 3 5 years
Substantiation: This change was a correction of the drug class from blocker to 
antagonist and a correction of the proper definition for an abnormal exercise 
challenge test. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
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Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-69 Log #CP60  Final Action: Accept
(9.6.5.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.6.5.1 Physician Evaluation. Diabetes mellitus that does not require insulin 
therapy and that is controlled by diet, exercise, 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 two to three months) over the last 12 months prior to evaluation if the 
diagnosis of diabetes has been present over a year. If the hemoglobin A1C is 
8% or greater, this shall trigger a medical evaluation to determine if a condition 
exists in addition to diabetes that is responsible for the Hemoglobin A1C not 
accurately reflecting average glucose levels. This shall include evidence of a 
set schedule for blood glucose monitoring and a thorough review of data from 
such monitoring. Has achieved a stable blood glucose as evidenced by 
Hemoglobin A1C level less than 8 during the prior 3-month period.
Substantiation: These changes in the diabetes section reflect: 
   1. The fact that Hemoglobin A1C although usually an indication of 
uncontrolled diabetes may also be an indication of other medical conditions in 
addition to diabetes and therefore may not accurately reflect average glucose 
levels. In such cases, an additional diagnosis accounting for elevated 
Hemoglobin A1C should be documented (e.g. hemoglobinopathy) and 
alternative evidence for properly controlled diabetes should be submitted 
including evidence of a set schedule for blood glucose monitoring and a 
thorough review of data from such monitoring. 
   2. When endocrinologists are not available, their expertise can be replaced by 
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. 
   3. The time for demonstrating properly controlled diabetes and the absence of 
hypoglycemia has been reduced to reflect modern principles of diabetes 
management. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-70 Log #CP61  Final Action: Accept
(9.7.6.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.6.1 Physician Evaluation. Asthma 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, unless the 
following provisions are met:  
   (4) As defined by the “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 2 times per week) or “Step Two” (daily control 
medications needed consisting of low-dose inhaled corticosteroids or cromolyn 
or oral leukotriene receptor antagonists modifiers — for example, Montelukast 
— and requires inhaled bronchodilator rescue medications for attacks no more 
than 2 times per week). 
   (7) The member has a normal or negative response (less than 20 percent 
decline in FEV1from baseline) to provocative challenge testing using either 
cold air, exercise (12 METS), or methacholine (PC20 greater than 8 is 
considered normal, as response at dose greater than 8 mg might not be 
clinically significant) ), histamine, mannitol or exercise. For exercise challenge 
testing a normal response is a decline in FEV1 less than 13 percent from 
baseline. If the member reports good control only when taking prescribed 
control anti-inflammatory medications (e.g. inhaled corticosteroids, cromolyn, 
or 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 this test — that is, 
demonstrate normal pulmonary function without clinically significant 
bronchodilator response or airway hyperreactivity. Provocative challenge 
testing should be performed the first time the member is evaluated for asthma 
and only if all of the provisions in 9.7.6.1(1) through 9.7.6.1(7) indicate that 
the member’s asthma is under acceptable control. Provocative challenge testing 
is not required annually and should only be repeated if clinically indicated. 
Substantiation: This is not a change in the document which under certain 

clinical circumstances used challenge tests to determine whether asthmatic 
hyperreactivity was present. The change is that the correct definitions of 
abnormal challenge testing are now included. A 20% decline in FEV1 remains 
the correct definition of airway hyperreactivity except for exercise challenge at 
normal temperature air. In which case the correct definition is a 13% decline in 
FEV1. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-71 Log #CP62  Final Action: Accept
(9.7.6.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.6.2 Physician Guidance. The physician shall consider the following when 
evaluating the member’s asthmatic condition:  
   (3) There is a high probability that Aacute hyperreactivity 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 that asthma in this 
environment can be prevented or adequately controlled by anti-inflammatory 
medications (inhaled corticosteroids, cromolyn, leukotriene modifiers). It is not 
acceptable to use or rely on bronchodilator medications for this purpose 
because (1) In a hazardous environment, SCBA cannot be removed to use a 
rescue inhaler and (2) there are no studies that support or deny that their use is 
preventive or effective in a fire/smoke environment.
Substantiation: The committee has made these changes as they believe that 
they are factual statements. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-72 Log #CP63  Final Action: Accept
(9.7.8 and 9.8.7.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.8* Chronic Obstructive Airways Diseases.
   9.7.8.1 Physician Evaluation. Chronic obstructive airways diseases (chronic 
bronchitis, emphysema), if moderate to severe (absolute FEV1/FVC ratio less 
than or equal to 0. 70 and an FEV1 less than 70% predicted 59), 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. 
Substantiation: This was not a change in the document but clarification. The 
FEV1/FVC ratio is always interpreted based on the absolute value rather than 
the percent predicted. In contrast the FEV1 is best interpreted as a percent 
predicted. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-73 Log #CP64  Final Action: Accept
(9.7.9.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.9.1 Physician Evaluation. Hypoxemic disorders when moderate to severe 
(oxygen saturation less than or equal to 90 percent or a PO2 less than or equal 
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 percentage 
points from baseline or to less than or equal to 90 percent) 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. 
Substantiation: This was a correction of the definition of exercise 
desaturation.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
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Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-74 Log #CP65  Final Action: Accept
(9.7.13.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.13.1.1 If the member has had pulmonary resection surgery, chest wall 
surgery, and/or traumatic pneumothorax, the physician shall evaluate the 
member for full recovery from the surgery with full pulmonary function testing 
(PFT) including spirometry, lung volumes, diffusion and hemoglobin oxygen 
saturation. 
Substantiation: This was merely clarification on what full pulmonary function 
testing includes. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-75 Log #CP66  Final Action: Accept
(9.7.13.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
9.7.13.2 Physician Guidance. The physician shall consider the following when 
evaluating the member:  
   (1) Pulmonary function tests should be performed after adequate 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 FEV1/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 12 METS workload without evidence of exercise 
hemoglobin oxygen desaturation. 
Substantiation: This was not a change in the document but clarification. The 
FEV1/FVC ratio is always interpreted based on the absolute value rather than 
the percent predicted. In contrast the FEV1 is best interpreted as a percent 
predicted.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-76 Log #CP67  Final Action: Accept
(9.7.15.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 
FEV1/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 12 
METS workload without evidence of hypoxia or exercise hemoglobin oxygen 
desaturation. 
Substantiation: This was not a change in the document but clarification. The 
FEV1/FVC ratio is always interpreted based on the absolute value rather than 
the percent predicted. In contrast the FEV1 is best interpreted as a percent 
predicted. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 

________________________________________________________________ 
1582-77 Log #CP68  Final Action: Accept
(9.7.18.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 
FEV1/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 12 
METS workload without evidence of hypoxia or exercise hemoglobin oxygen 
desaturation. 
Substantiation: This was not a change in the document but clarification. The 
FEV1/FVC ratio is always interpreted based on the absolute value rather than 
the percent predicted. In contrast the FEV1 is best interpreted as a percent 
predicted. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-78 Log #CP69  Final Action: Accept
(9.7.19.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 abnormal chest 
imaging studies but normal function. 
   (2) If functional assessment by individual examination, pulmonary function 
tests, electrocardiogram, and echocardiogram is normal, the member is capable 
of safely performing essential job tasks. 
   (3) Moderate to severe restriction (FVC less than 60 percent of predicted 
with an absolute FEV1/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 12 METS workload without evidence of exercise hemoglobin 
oxygen desaturation.
   (4) Cardiac function should be formally assessed with echocardiography and 
ECG. 
Substantiation: The committee has added this text for clarification purposes.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-79 Log #CP70  Final Action: Accept
(9.7.20.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.7.20.1.1 Acute, recent, recurrent, or chronic pulmonary embolism requiring 
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. 
Substantiation: The change was made to differentiate between a single 
occurrence and a condition that is recurrent and has repeatedly happened. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-80 Log #CP71  Final Action: Accept
(9.7.25 and 9.7.25.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section and text to read as follows:
9.7.25 Lung Transplant 
9.7.25.1 Physician Evaluation. Lung function post lung-transplantation shall 
compromise a member’s ability to safely perform essential job tasks 
(1,2,4,5,6,7,8,9,10,13). 
Substantiation: Lung transplant does not correct underlying pulmonary 
function to acceptable levels nor restore aerobic capacity to acceptable levels. 
Many of the immunosuppressive agents required to prevent rejection are 
lifelong medications that increases risk for infection and may lead to adrenal 
suppression. Lung function post lung-transplantation shall compromise a 
candidate’s ability to safely perform essential job tasks (1,2,4,5,6,7,8,9,10,13).  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-81 Log #CP72  Final Action: Accept
(9.9.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.9.4.1 Physician Evaluation. Spine fusion that results in instability 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 
the physician shall report the applicable job limitations to the fire department. 
Degenerative changes from spine fusion at two or more levels compromise 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.
Substantiation: This was merely clarification on what full pulmonary function 
testing includes. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
Comment on Affirmative: 
   SAMO, D.: The substantiation was not related to the topic. The topic was 
about fusion and the substantiation was about pulmonary function. 
 
________________________________________________________________ 
1582-82 Log #CP73  Final Action: Accept
(9.10.4.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 interferes with grip and 
other physical abilities required to safely perform essential job tasks. 
Substantiation: This change was editorial in nature.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-83 Log #CP74  Final Action: Accept
(9.10.5.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.10.5.1 Physician Evaluation. Amputation of a leg above or below the knee 
or of an entire foot 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. 
Substantiation: Unilateral amputation below the knee with a properly fitted 
and properly designed prosthesis does not always compromise the members 
ability to perform essential job tasks. The changes in this document reflect the 

type of individual evaluation required to determine if the member could safely 
perform these essential job tasks. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 27 Negative: 1 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Negative: 
   PREZANT, D.: I feel the job is too dangerous to allow amputees with 
prosthetics to perform full duty activities safely. 
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-84 Log #CP75  Final Action: Accept
(9.10.5.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 impacts prevents 
ambulation and other weight bearing activities physical abilities required to 
safely perform essential job tasks. 
   (2) Prosthetic limbs do may not provide adequate function to safely perform 
these essential job tasks in an immediately dangerous life and health(IDLH) 
rapidly in a life-threatening, unforgiving environment.
(3)To safely perform the essential job tasks in Chapter 5, an incumbent with a 
below the knee amputation and a state-of-the-art prosthesis shall meet all of the 
following requirements:  
a. a stable, unilateral below the knee (BKA) amputation with at least the 
proximal third of the tibia present for a strong and stable attachment point with 
the prosthesis; and 
b. fitted with a prosthesis that will tolerate the conditions present in structural 
firefighting, when worn in conjunction with standard fire fighting PPE; and 
c. at least 6 months of prosthetic use in a variety of physically demanding 
activities with no functional difficulties; and 
d. the amputee limb is healed with no significant inflammation, persistent pain, 
necrosis, or indications of instability at the amputee limb attachment point; and 
e. demonstrates no disabling psychosocial issues pertaining to the loss of limb 
and/or use of prosthesis; and 
f. evaluated by a prosthetist or orthopedic specialist with expertise in the fitting 
and function of prosthetic limbs, and this specialist 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 uneven 
surfaces that may be wet or icy.
Substantiation: Unilateral amputation below the knee with a properly fitted 
and properly designed prosthesis does not always compromise the member’s 
ability to perform essential job tasks. The changes in this document reflect the 
type of individual evaluation required to determine if the member could safely 
perform these essential job tasks. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 27 Negative: 1 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Negative: 
   PREZANT, D.: I feel the job is too dangerous to allow amputees with 
prosthetics to perform full duty activities safely. 
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
Comment on Affirmative: 
   SAMO, D.: This wording does not make it clear that the intent of the 
committee is to only allow for BKA, and not for any loss above the proximal 
third of the tibia. The current wording would allow for an AKA.  
 
________________________________________________________________ 
1582-85 Log #CP76  Final Action: Accept
(9.10.11.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.10.11.2 Physician Guidance. When evaluating a member with joint 
replacements or artificial joints, the physician shall consider all of the 
following conditions be met: 
(1) Competitive athletes with artificial hip joints are not cleared for contact 
sports where explosive effort, high impact, and blunt trauma are frequent. 
(2) Fire fighting presents similar limitations and stress, especially as their 
consequence can place the member or others at risk for life-threatening injuries. 
(1) Normal range of motion without history of dislocations post-replacement 
(2) Repetitive and prolonged pulling, bending, rotations, kneeling, crawling and 
climbing without pain or impairment 
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(3) No limiting pain 
(4) An orthopedic specialist evaluation concurring that the incumbent can 
complete all essential job tasks listed in Chapter 9. 
Substantiation: The committee has made these changes as they believe that 
this new text better addresses the issue and concern for those members with 
joint replacements and their ability to perform the applicable essential job 
tasks. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 27 Negative: 1 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Negative: 
   PREZANT, D.: I feel that joint replacement regardless of performance and 
stability characteristics should not return to full duty because these joints will 
certainly fail overtime leading to workers compensation and disability claims. I 
understand that ADA prevents us from making decisions on this basis but i 
wish to be on the record that the committee’s action will without doubt increase 
these costs for every department. 
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-86 Log #CP77  Final Action: Accept
(9.12.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
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 limitations to the fire department. 
Substantiation: Hearing aid or cochlear implants are mechanical devices that 
are not considered a reasonable accommodation for the following reasons:  
   (1) U.S. FDA regulations (21 CFR 801.420) require that all hearing aids and 
implants be labeled with a statement that hearing aids do not restore normal 
hearing. 
   (2) Hearing aids and implants are adjusted to restore one-third to one-fourth 
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 discriminate 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 and implants seriously compromise the ability to localize 
acoustic cues so that the source of impending danger is confused and safety is 
imperiled. 
   (4) Hearing aids and implants 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. 
   Typical surgical corrections often only offer partial correction of hearing, 
compromise the ability to localize acoustic cues so that the source of 
impending danger is confused and safety is imperiled and do not provide 
adequate hearing ability in areas of high background noise. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-87 Log #CP78  Final Action: Accept
(9.12.6.2 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section and text to read as follows:
9.12.6.2* Physician Guidance. Obstructive sleep apnea, if not properly 
treated, might compromise the member’s ability to safely perform essential job 
tasks 2, 3, 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.
Substantiation: Untreated obstructive sleep apnea is associated with fatigue, 
cognitive defects, pulmonary hypertension, hypertrophic heart disease, 
arrhythmias, and early onset dementia. These issues can reduce the ability to 
safely perform several essential job tasks.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.

Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-88 Log #CP79  Final Action: Accept
(9.13.5.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.13.5.1* Physician Evaluation. Neuromuscular, demyelinating, and other 
progressive neurologic diseases compromise the member’s ability to safely 
perform essential job tasks 1, 4, 6, 7, 8, 12, and 13, and the physician shall 
report the applicable job limitations 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. 
Substantiation: The committee has added this requirement to ensure that there 
are frequent and reliable evaluations that can be compared to their baseline 
evaluation. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
Comment on Affirmative: 
   SAMO, D.: The way this is written, if a member is diagnosed with a 
neuromuscular disease, he would have to be removed from full duty for a 
minimum of three years in order to meet the “free of clinical disease for 3 
years” requirement. This should be changed to having the member be symptom 
free for some period of time following flare up of symptoms. Three years is 
excessive.  
 
________________________________________________________________ 
1582-89 Log #CP80  Final Action: Accept
(9.13.7.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.13.7.1* Physician Evaluation. Cerebral vascular bleeding compromises 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 unless the cause of bleeding is surgically corrected, exam 
including blood pressure is normal, and studies (imaging and EEG) are normal 
off anticonvulsants. 
Substantiation: The committee has added this text to ensure that this was 
being conducted and monitored. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-90 Log #CP81  Final Action: Accept
(9.15.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.15.2 If the member has any substance abuse problems, the member shall be 
referred for counseling/treatment and individually 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. 
Substantiation: This change was editorial in nature and also provides the end 
user with another option for addressing this issue. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-91 Log #CP82  Final Action: Accept
(9.15.3.2.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
9.15.3.2.2 There is a high recidivism rate with treatment, but members shall be 
offered counseling/treatment, as in most cases substance abuse is a medical 
illness. 
Substantiation: This change was editorial in nature and also provides the end 
user with another option for addressing this issue. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-92 Log #CP83  Final Action: Accept
(9.16.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.16.4.1 Physician Evaluation. Full dose or low dose anticoagulation or any 
drugs that prolong prothrombin time, partial thromboplastin time, or 
international normalized ratio (INR) Full-dose anticoagulation compromises 
the member’s ability to perform essential job task 8 due to the risk of internal 
bleeding from trauma with potential for rapid incapacitation from shock or 
central nervous system hemorrhage, and the physician shall report the 
applicable job limitations to the fire department. 
Substantiation: Literature references are provided on anticoagulation (see 
reference section) to show that the risk for intracranial hemorrhage with trauma 
is not significantly different on low or high dose anticoagulation.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-93 Log #CP84  Final Action: Accept
(9.17.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Revise text to read as follows:
9.17.4.1 Physician Evaluation. Benign tumors, depending on their 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 
limitations to the fire department. 
Substantiation: This change was editorial in nature.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-94 Log #CP85  Final Action: Accept
(9.18, 9.18.1, 9.18.2*, 9.18.2.1, 9.18.2.2, and 9.18.3 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health 
Recommendation: Add new section and text to read as follows:
   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 pregnant report the 
pregnancy immediately to the fire department physician.  Once informed of the 
pregnancy the fire department physician shall inform the pregnant member of 
the numerous hazards to the pregnancy and the fetus encountered during 
routine fire fighting tasks. 
9.18.2.1 If the member requests an alternative duty assignment 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 
member, 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. 
Substantiation: These clarifications attempt to balance medical, legal and 
functional requirements. Medically, there are increased risks to fetal 
development during exposure on the fire ground. Legally, the fire department 
must inform the member of these risks but cannot require a restriction without 
the member’s permission. 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 member, 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.  
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 27 Negative: 1 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Negative: 
   SAMO, D.: I disagree with 9.18.5 “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 member, 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.” It is not 
the physician’s responsibility to restrict the pregnant fire fighter if the reason is 
performance problems. That is an administrative function, that should be done 
by the supervisor or chief.  
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-95 Log #CP87  Final Action: Accept
(A.6.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
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 important 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 environmental exposures. 
Physical examination should include the following:  
(1) Vital signs 
(2) Head, eyes, ears, nose, and throat (HEENT) 
(3) Neck 
(4) Cardiovascular 
(5) Pulmonary 
(6) Breast 
(7) Gastrointestinal (includes rectal exam for mass, occult blood) 
(8) Genitourinary (includes pap smear, testicular exam, rectal exam for prostate 
mass) 
(9) Hernia 
(10)  Lymph nodes 
(11)  Neurological 
(12)  Musculoskeletal 
(13)  Skin (includes screening for cancers) 
(14)  Vision 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, Cl, HCO3, or CO2) 
(c) Renal function (BUN, creatinine) 
(d) Glucose 
(e) Liver function tests (ALT, AST, direct and indirect bilirubin, 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 esterase, protein, 
blood, and bilirubin. 
(3) Audiology. Hearing assessed in each ear at each of the following 
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 performed in accordance with 29 CFR 1910.95, “Occupational 
noise exposure.” The basics of this standard include the following:  
(a) The first audiogram done (for members this will probably be done during 
their pre-placement exam) becomes the baseline audiogram. 
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(b) 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. 
(4) Spirometry. Pulmonary function testing (spirometry) is conducted to 
measure the member’s forced vital capacity (FVC), forced expiratory volume 
in 1 second (FEV1), and the FEV1/FVC ratio. Data is corrected within 
American Thoracic Society Guidelines and normative equations (Knudson et 
al., 1983 and ACOEM 2000). 
(5) Chest radiography. Chest x-ray posterior-anterior and lateral views. 
(6) Electrocardiograms (EKG). A resting 12-lead EKG. 
(7) Immunizations and infectious disease screening. The following infectious 
disease immunizations or infectious disease screenings are to be provided, as 
indicated:  
(a) Tuberculosis screen (PPD) 
(b) Hepatitis C virus screen (baseline) 
(c) Hepatitis B virus vaccinations 
(d) Tetanus/diphtheria vaccine (booster every 10 years) 
(e) Measles, mumps, rubella (MMR) vaccine 
(f) Polio vaccine given to uniformed personnel if vaccination or disease is not 
documented 
(g) Hepatitis A vaccine, offered to high-risk (hazmat, USAR, and SCUBA) and 
other personnel with frequent or expected frequent contaminated water 
exposures 
(h) Varicella vaccine, offered to all non-immune personnel 
(i) Influenza vaccine, offered to all personnel
Substantiation: The committee has made these changes in text as the existing 
text has been moved to another annex item. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-96 Log #CP88  Final Action: Accept
(A.6.1.2 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
   A.6.1.2 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. 
Physical examination should include the following:  
(1) Vital signs (temperature, pulse, respiratory rate, and blood pressure (BP) 
  (a) BP should be measured according to the Joint National Commission (JNC) 
-7 recommendations. BP should be measured with a properly calibrated and 
validated instrument. Patients should be seated quietly for at least 5 minutes in 
a chair with feet on the floor and arm supported at heart level. An appropriate-
sized cuff (cuff bladder encircling at least 80% of the arm) should be used to 
ensure accuracy. At least 2 measurements should be made. Systolic BP is the 
point at which the first of 2 or more sounds is heard (phase 1) and diastolic BP 
is the point before the disappearance of sounds (phase 5). [Chobanian et al., 
2003].  
(2) Head, eyes, ears, nose, and throat 
(3) Neck 
(4) Cardiovascular 
(5) Pulmonary 
(6) Breast 
(7) Gastrointestinal (includes rectal exam for mass, occult blood) 
(8) Genitourinary (includes pap smear, testicular exam, rectal exam for prostate 
mass) 
(9) Hernia 
(10) Lymph nodes 
(11) Neurological 
(12) Musculoskeletal 
(13) Skin (includes screening for cancers) 
(14) Vision 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, Cl, HCO3, or CO2) 
(c) Renal function (BUN, creatinine) 
(d) Glucose 
(e) Liver function tests (ALT, AST, direct and indirect bilirubin, 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 esterase, protein, 
blood, and bilirubin. 
(3) Audiology. Hearing assessed in each ear at each of the following 
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 performed in accordance with 29 CFR 1910.95, “Occupational 
noise exposure.” The basics of this standard include the following:  
(a) The first audiogram done (for members this will probably be done during 
their pre-placement exam) becomes the baseline audiogram. 
(b) 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. 
(4) Spirometry. Pulmonary function testing (spirometry) is conducted to 
measure the member’s forced vital capacity (FVC), forced expiratory volume 
in 1 second (FEV1), and the absolute FEV1/FVC ratio. FEV1 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. 
FEV1/FVC ratio results are expressed as the absolute FEV1 value divided by 
the absolute FVC value, with the acceptable threshold value being 0.71. 
However, because these are population based norms, it is still possible for 
individuals to be normal just below these thresholds or to have minimal but 
potentially significant abnormalities just above these thresholds. When percent 
predicted FEV1 or FVC values are minimally below threshold (typically 74% 
to 79% 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 example, the LLN may be more appropriate for taller and 
older individuals. (See D.2.4.)  
(5) Chest radiography. Chest x-ray posterior-anterior and lateral views. 
(6) Electrocardiograms (EKG). A resting 12-lead EKG. 
(7) Immunizations and infectious disease screening. The following infectious 
disease immunizations or infectious disease screenings are to be provided, as 
indicated:  
(a) Tuberculosis screen, skin test, (PPD) 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 vaccination or disease is not 
documented 
(g) Hepatitis A vaccine due to contaminated water exposures during normal 
firefighting activities, not just HAZMAT/Rescue activities. 
(h) Varicella vaccine, offered to all non-immune personnel 
(i) Influenza vaccine, seasonal and novel, offered to all personnel
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
Comment on Affirmative: 
   SAMO, D.: The first sentences “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.” are not related to this section.  
 
________________________________________________________________ 
1582-97 Log #CP89  Final Action: Accept
(A.6.4.1(3))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.4.1(3) Candidates with monocular vision are not allowed to drive per 
DOT/CDL regulations. A DOT/CDL exemption can be applied for after passing 
a special test. But this exemption is not applicable to firefighters as this 
exemption specifically excludes driving vehicles with passengers (e.g. fire 
trucks) and does not apply to emergency response driving. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-98 Log #CP90  Final Action: Accept
(A.6.5.1(4))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.6.5.1(4) See A.9.12.4.1(4).
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-99 Log #CP91  Final Action: Accept
(A.6.7.1(1))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.7.1(1) A tracheostomy can 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. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-100 Log #CP92  Final Action: Accept
(A.6.7.2(4))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.7.2(4) Recurrent sinusitis can result in frequent episodes of pain and the 
inability to safely perform essential job tasks due to limitations of endurance 
and the inability to safely wear SCBA from facial pain, sinus congestion and/or 
coughing.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-101 Log #CP93  Final Action: Accept
(A.6.7.2(9) (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.6.7.2(9) Untreated obstructive sleep apnea is associated with fatigue, 
cognitive defects, pulmonary hypertension, hypertrophic heart disease, 
arrhythmias, and early onset dementia. These issues can reduce the ability to 
perform all of the 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 questionnaires, 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 
obstructive 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. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 

   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-102 Log #CP94  Final Action: Accept
(A.6.8.1(6))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.8.1(6) Chronic obstructive airways disease can result in the inability to 
safely perform essential job tasks due to limitations of endurance and the 
inability to safely wear SCBA. Obstruction is suspected when the absolute 
FEV1/FVC ratio (using absolute values rather than percent predicted values) is 
equal to or less than 0.70. However, obstruction can also occur with normal 
FEV1/FVC ratios due to air-trapping or mucous plugging. For most 
individuals, the definition of an abnormal FEV1 or FVC is less than 80 percent 
predicted adjusted for gender, age, height and ethnicity using NHANES III. 
When percent predicted FEV1 or FVC values are just below threshold 
(typically 74% to 79% of predicted) the lower limits of normal (LLN) for the 
appropriate population can, at the discretion of the physician be used. For 
example, the LLN may be more appropriate for taller and older individuals. In 
asymptomatic individuals with minimal reductions in spirometry measures 
(FEV1, FVC or the absolute FEV1/FVC ratio), further evaluation (complete 
pulmonary function tests, exercise testing or challenge testing) may be 
necessary to determine if essential tasks can be performed safely (see 
references in Annex D).
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-103 Log #CP95  Final Action: Accept
(A.6.8.1(8))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.8.1(8) The term asthma, or reactive airways dysfunction syndrome, is not 
meant to include acute, nonrecurring bronchitis treated with bronchodilators for 
only days to weeks. Recurrent or persistent allergic, irritant, exertional, or other 
forms of asthma are included. Bronchial asthma or reactive airways disease can 
result in frequent unpredictable episodes of shortness of breath and the 
potential for sudden incapacitation, leading to the inability to safely perform 
essential job tasks due to limitations of endurance. Acute hyperreactivity in the 
fire or hazardous materials environment can induce immediate or progressive 
clinical asthma (bronchospasm and wheeze) that can lead to sudden 
incapacitation from status asthmaticus and/or resulting cardiac ischemia. True 
asthma is a chronic condition with a clinical history of recurrent reversible 
bronchospasm or longstanding, persistent reversible bronchospasm. Based on 
the pathophysiology of this disease, it is reasonable that exposure to smoke or 
other irritants or exertion (especially while breathing cold dry SCBA air) on the 
fire ground or hazardous materials environment can lead not only to acute 
exacerbations but can also worsen the progression of their 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 material operations), it can have potential devastating 
consequences for the member, team, or mission. There are no studies that 
support or deny that asthma in this environment can be prevented or adequately 
controlled by anti-inflammatory medications (inhaled corticosteroids, 
cromolyn, leukotriene modifiers). It is not acceptable to use or rely on 
bronchodilator medications for this purpose because (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, and (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 fighting fires.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-104 Log #CP96  Final Action: Accept
(A.6.8.1.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.8.1.1 Because the clinical definition of asthma is reversible bronchospasm, 
spirometry, or pulmonary 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 obstructive airway flow limitations. 
Therefore, in candidates who report that their bronchospasm was temporary 
and has resolved, spirometry should show adequate reserve (FVC and FEV1 
greater than or equal to 90 percent predicted) without significant bronchodilator 
response (less than 12 percent 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 performed to 
show no evidence for clinically significant airway hyperreactivity [i.e., to be 
normal or negative there should be less than 20 percent decline in FEV1 from 
baseline with cold air, exercise (12 METS), or a methacholine (PC20 greater 
than 8 is considered normal as response at dose greater than 8 mg might not be 
clinically significant) histamine or mannitol. When challenge testing includes 
exercise alone, then normal or negative should be less than 13 percent decline 
in FEV1 from baseline]. Challenge testing should be performed off all anti-
inflammatory medications (steroids and leukotriene antagonists) for 4 weeks 
preceding the test, anti-histamines for 1 week preceding the test, and off all 
bronchodilators the day of testing. Challenge testing should (1) only be 
performed by an experienced specialist, (2) not be performed in candidates 
without a history suggestive of asthma, as there was no indication for testing, 
and (3) never be performed in candidates with abnormal pulmonary function, 
as these candidates 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 bronchospasm off medications should be considered evidence that 
the candidate does not have clinically significant airways hyperactivity or 
asthma. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-105 Log #CP97  Final Action: Accept
(A.6.8.2(5))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.8.2(5) Pulmonary vascular diseases and pulmonary embolism can result in 
frequent episodes of pain and the inability to safely perform essential job tasks 
due to limitations of endurance and the potential for sudden incapacitation.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-106 Log #CP98  Final Action: Accept
(A.6.8.2(6))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
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.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1

Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-107 Log #CP99  Final Action: Accept
(A.6.9.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.6.9.1 An evaluation of aerobic capacity should be performed after 
appropriate medical evaluation. Testing should be conducted using an 
appropriate maximal or sub-maximal protocol (for example, see C.2.1.1 and 
C.2.1.1.1). Bicycle ergometry is not appropriate because it underestimates true 
aerobic capacity. A low aerobic capacity may be an indicator of, and is a risk 
factor for, ischemic heart disease. For firefighting, 12 METS (42 ml/kg/min) or 
greater is necessary based on several studies. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-108 Log #CP100  Final Action: Accept
(A.6.9.1.2(1))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.9.1.2(1) Specific recommendations include the following: 
   (5) Prosthetic valves. Prosthetic valves are acceptable unless full 
anticoagulation is in effect. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-109 Log #CP101  Final Action: Accept
(A.6.9.1.2(6))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.9.1.2(6) Ventricular ectopy or nonsustained ventricular tachycardia can 
result in the potential for sudden incapacitation and the inability to safely 
perform job functions due to limitations of strength or endurance. Medical 
clearance requires that (1) an echocardiograph shows normal function and no 
evidence of structural abnormalities and (2) stress testing with imaging to a 
workload of at least 12 METS, off cardiac medications, shows no evidence for 
ischemia, ventricular tachycardia, or ventricular fibrillation. Premature 
ventricular contractions (PVCs) should resolve with increasing levels of 
exercise up to 12 METS.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-110 Log #CP104  Final Action: Accept
(A.6.9.2.1(1))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Delete existing text:
A.6.9.2.1(1) Hypertension that is uncontrolled, poorly controlled, or requires 
medication likely to interfere with the safe performance of essential job tasks is 
an illness that can lead to functional impairment and potential for sudden 
incapacitation.
Substantiation: The committee has chosen to delete this text as it has been 
addressed in another annex item. 
Committee Meeting Action: Accept
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Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-111 Log #CP102  Final Action: Accept
(A.6.9.2.1(1) (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
   A.6.9.2.1(1a) Uncontrolled, or poorly controlled hypertension increases the 
risk of a sudden cardiac or cerebrovascular event. This sudden cardiac or 
cerebrovascular event would cause sudden incapacitation which interferes with 
the safe performance of essential job tasks. Uncontrolled or poorly controlled 
hypertension can be defined as the presence of end organ damage (see below), 
or stage 2 hypertension (BP systolic >160 mmHg or BP diastolic >100 mmHg). 
Individuals with stage 1, or stage 2 hypertension should be referred to their 
primary care physician for evaluation, lifestyle modification, and/or treatment. 
Patients with pre-hypertension should be counseled about appropriate lifestyle 
modification(s). After appropriate and successful management of their stage 1 
or stage 2 hypertension, the candidate can be reevaluated after at least 1 
month’s time. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-112 Log #CP103  Final Action: Accept
(A.6.9.2.1(2))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.6.9.2.1(1b) Chronic hypertension can damage the eye (retinopathy), the 
kidneys (nephropathy), the vascular system (stroke, transient ischemic attack, 
or peripheral artery disease), 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 
sudden incapacitation and sudden cardiac death (Koren et al., 1991). 
Unfortunately, the cardiac complications are frequently asymptomatic and valid 
screening tests are not fast and are not inexpensive. Therefore, determining 
who to screen for cardiac complications (such as echocardiogram for LVH or a 
measurement of left ventricular ejection fraction for heart failure), should be 
based on the severity and the duration of hypertension.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-113 Log #CP105  Final Action: Accept
(A.6.11.1(1)* (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.6.11.1(1)* Metabolic syndrome includes three or more of the following 
components: abdominal obesity defined as a waist circumference >102 cm 
(>40 in) in men or >88 cm (>35 in) in women; triglycerides >150 mg/dl; HDL 
cholesterol <40 mg/dl, for men or <50 mg/dl for women; blood pressure 
>135/85 mmHg; and fasting blood glucose >110 mg/dl. Metabolic syndrome is 
associated with reduced aerobic capacity that interferes with the ability to 
safely train to be a firefighter and to safely perform essential job tasks 2, 4, 
5-10, 13. Metabolic syndrome is also an increased risk for cardiovascular 
disease, hypertension and insulin resistant hyperglycemia.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log #CP2) 

________________________________________________________________ 
1582-114 Log #CP106  Final Action: Accept
(A.6.15.1(4))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.15.1(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 environment 
(e.g., heat, stress, activity, variable night shifts) on exacerbations should be 
considered and specifically addressed by the neurological specialist so that an 
informed determination can be made by the fire department’s and the medical 
officer. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-115 Log #CP107  Final Action: Accept
(A.6.16.2(11))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.16.2(11) The candidate should be evaluated for functional limitations, 
ability to wear helmet, SCBA, other respirators required by the AHJ with 
proper fit-testing facepiece, and protective clothing, and requirements for 
continuous treatment. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-116 Log #CP108  Final Action: Accept
(A.6.18.1(1))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.6.18.1(1) Type 1 diabetes was previously called insulin-dependent diabetes 
mellitus (IDDM) or juvenile-onset diabetes. 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 diabetes can account 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 insulin rises, the pancreas gradually loses its ability to 
produce insulin. Type 2 diabetes is associated with older age, obesity, family 
history of diabetes, prior history of gestational diabetes, 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 may be able to 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 thiazolidinediones alone or in combination with each other are at 
no risk of hypoglycemia, as these classes of drug do not increase 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. 
Patients treated with diet and exercise alone (no oral diabetes medications or 
insulin) are at no risk of hypoglycemia. 
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   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 
deprivation 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 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 careful 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 included 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 diabetes 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 because 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 insulins 
that are far more predictable and are either very long acting and essentially 
treat only endogenous glucose production (and therefore do not depend on a 
patient eating on a regular schedule) or are very rapid and therefore can be 
administered directly before, during, or even shortly after one eats, significantly 
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 controls 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 sophistication 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 
motivated fire fighter with diabetes to assess blood glucose levels and ingest a 
safety net of carbohydrates before entering a hazardous environment. Similarly, 
major advances in insulin delivery systems have greatly increased the ability of 
the motivated 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 these medical advances, and to 
minimize the risk of hypoglycemia, patients 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 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 
(cardiovascular disease, peripheral arterial disease) complications of diabetes. 
A 12 MET stress test is required because myocardial infarction 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 demands 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. 
According to the American Diabetes Association 2010 guidelines, lowering 
Hemoglobin A1C to below or around 7% has been shown to reduce 
microvascular and neuropathic complications of type I and type II diabetes. 
The recommendation for microvascular disease prevention in non-pregnant 
adults in general is for a hemoglobin A1C level of less than 7%. Exceptions to 
this 7% level would be any condition that exists in addition to diabetes that is 
responsible for the Hemoglobin A1C is not accurately 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 requirements (ex history of severe hypoglycemia or end-organ 
complications) See reference in section D.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.

Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-117 Log #CP109  Final Action: Accept
(A.7.7.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.7.7.4.1 Pulmonary spirometry is an essential part of the annual medical 
evaluation of fire fighters while wearing personal protective clothing and 
SCBA. Spirometric measures include the Forced Vital Capacity (FVC), the 
Forced Expiratory Volume in the first second of expiration (FEV1), and the 
calculated absolute FEV1/FVC ratio calculated by dividing the FEV1 by the 
FVC in liters. Other spirometric measures of small airway flow limitations 
[e.g., forced expiratory flow (FEF) 25 percent to 75 percent] should not be 
used for screening evaluations. For spirometric measurements to be properly 
interpreted, they need to be performed according to American Thoracic Society 
recommendations. Modern spirometry allows for this through use of computer-
assisted quality control of both calibration and testing procedures. FEV1 and 
FVC results shall be expressed not only as absolute values (liters) but also 
percent predicted adjusted for gender, age, height and ethnicity. Currently, the 
preferred method uses NHANES III normative equations with the acceptable 
threshold being 80 percent predicted. When percent predicted FEV1 or FVC 
values are minimally below threshold (typically 74% to 79% 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 example, the LLN 
may be more appropriate for taller and older individuals. (See references 
section D.2.4.) However, because these are population based norms, it is still 
possible for individuals to be normal just below these thresholds or to have 
minimal but potentially significant abnormalities just above these thresholds. In 
asymptomatic individuals with minimal reductions in spirometry measures 
(FEV1, FVC or the absolute FEV1/FVC ratio), further evaluation (complete 
pulmonary function tests, exercise testing or challenge testing) may be 
necessary to determine if essential tasks can be performed safely. However, 
these tests are not screening tests and should be performed in a laboratory 
setting by an experienced specialist. Based on American Thoracic Society 
criteria, a normal FVC or FEV1 is within the range of 80 percent to 120 
percent of predicted and minimal reductions are between 60 percent and 79 
percent of predicted. Thus, when the FVC or FEV1 is reduced below 60 
percent of predicted, substantial dysfunction is present. For this reason, the 
American Thoracic Society considers moderate chronic obstructive pulmonary 
disease to be present when the FEV1/FVC ratio is 0.45 to 0.59 (absolute ratio 
rather than percent of predicted) and severe chronic obstructive pulmonary 
disease to be present when the FEV1/FVC ratio is less than 0.45 (absolute ratio 
rather than percent of predicted). Moderate to severe restriction is defined by 
an FVC less than 0.60 percent of predicted with an FEV1/FVC ratio greater 
than 0.90. In certain cases, additional pulmonary function testing can be 
required, such as pre- and post-spirometry, lung volumes, diffusing capacity, 
exercise testing, and/or challenge testing, but these tests are not screening tests 
and should be performed in a laboratory setting by an experienced specialist.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-118 Log #CP110  Final Action: Accept
(A.7.7.4.3 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.7.7.4.3 When the FVC or FEV1 is reduced below 70 percent of predicted, 
substantial dysfunction is present. Moderate chronic obstructive pulmonary 
disease is considered to be present when the absolute FEV1/FVC ratio is equal 
to or less than 0.70 and the FEV1 is less than 70 percent predicted. Severe 
chronic obstructive pulmonary disease is considered to be present when the 
absolute FEV1/FVC ratio is less than 0.70 and the FEV1 is less than 30 percent 
predicted. Moderate to severe restriction is considered when the FVC is less 
than 60 percent predicted with an absolute FEV1/FVC ratio greater than 0.90. 
Again, in certain cases, additional pulmonary function testing can be required, 
such as pre- and post-spirometry, lung volumes, diffusing capacity, exercise 
testing, and/or challenge testing, but these tests are for diagnostic purposes and 
should be performed in a laboratory setting by an experienced specialist.
(Hankinson, J. L. et al, “Spirometric reference values from a sample of the U.S. 
general population.” Am J Respir Crit Care Med 159:179–187, 1999). For 
most individuals, the definition of an abnormal FEV1 or FVC is less than 80 
percent predicted adjusted for gender, age, height and ethnicity using NHANES 
III. However, because these are population based norms, it is still possible for 
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individuals to be normal just below these thresholds or to have minimal but 
potentially significant abnormalities just above these thresholds. When percent 
predicted FEV1 or FVC values are just below threshold (typically 74% to 79% 
of predicted) the lower limits of normal (LLN) for the appropriate population 
can, at the discretion of the physician be used. For example, the LLN may be 
more appropriate for taller and older individuals. In asymptomatic individuals 
with minimal reductions in FEV1 or FVC values (70 to 79 percent predicted) 
and a normal FEV1/FVC ratio (0.71 to 0.90), further evaluation (complete 
pulmonary function tests, exercise testing or challenge testing) may be 
necessary to determine if essential tasks can be performed safely (see 
references in Annex D).
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-119 Log #CP39  Final Action: Accept
(A.7.7.6.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Delete the following text:
A.7.7.6.1 Baseline electrocardiography should be conducted. (Periodic resting 
electrocardiograms have not been shown to be useful but can be reasonable as 
a member’s age increases.)
Substantiation: The committee has deleted this annex item as they have 
moved the information to another section. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-120 Log #CP111  Final Action: Accept
(A.7.7.6.3)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.7.7.6.3 In asymptomatic individuals, no firm guidelines have been developed 
for stress testing (exercise test with cardiogram) for the screening of cardiac 
disease or the risk of sudden death. Risk stratification is useful in determining 
who should receive such testing.  
Sub-maximal stress testing can be used for screening but not for diagnosis. 
Cardiology evaluation with symptom limiting stress testing and imaging 
techniques (e.g., echocardiography, technetium Tc99m sestamibi study) should 
be used for assessing cardiovascular disease in the following individuals:  
(1) Fire fighters with positive or questionably positive changes on screening 
submaximal stress tests 
(2) Fire fighters with new onset chest pain, symptoms suggestive 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 risk factors for CAD. Risk factors for CAD include hypercholesterolemia 
(total cholesterol greater than 240 mg/dL), hypertension (systolic >140 mmHg 
or diastolic >90 mmHg), diabetes, smoking, or 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 calculator is 
available at [http://hp2010.nhlbihin.net/atpiii/calculator.asp] 
 
Negative stress tests should be repeated as clinically indicated, 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 exercise capacity, symptoms, blood pressure response, 
heart rate response, EKG changes, and the presence of arrhythmias (Gibbon et. 
al., 2002). 
 
There are other non-invasive tests to screen for coronary artery disease. One 
such test is coronary 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 patients with intermediate risk 
[between 10% and 20% 10-year risk of estimated coronary event]….” The 
committee did not recommend CAC measurement in low risk patients [less 
than 10% 10-year risk of estimated coronary event] or in high risk patients 
[greater than 20% 10-year risk of estimate coronary event] (Greenland et. al., 

2007]. High risk individuals should be referred directly to stress imaging 
without the need for CAC. No firm guidelines for stress electrocardiography in 
asymptomatic individuals have been developed. Stress electrocardiography, as 
a screening tool, is used as part of an evaluation of aerobic capacity during the 
annual occupational fitness evaluation. Submaximal stress electrocardiography 
testing to 85 percent is commonly used as part of this screening.
Submaximal stress electrocardiography testing should not be used for 
diagnostic purposes. Cardiology evaluation with maximal stress 
electrocardiography together with imaging techniques (e.g., echocardiography, 
technetium Tc99m sestamibi study, and/or coronary angiography) is necessary 
for diagnostic purposes for the following:  
(1) Fire fighters with positive or questionably positive changes on screening 
submaximal stress 
(2) Fire fighters with new onset chest pain or other symptoms suggestive of 
coronary artery disease (CAD) 
(3) Fire fighters over the age of 45 (for men) and 55 (for women) with two or 
more risk factors for CAD as defined below; if stress electrocardiography with 
imaging is negative, then repeat as clinically indicated or at least every 5 years 
(4) Fire fighters identified in 9.4.3.1 
Risk factors for CAD include hypercholesterolemia (total cholesterol greater 
than 240 mg/dL), hypertension (systolic greater than 140 and/or diastolic 
greater than 90), smoking, diabetes mellitus, or family history of premature 
CAD (heart attack or sudden cardiac death in a first degree relative less than 60 
years of age).
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-121 Log #CP112  Final Action: Accept
(A.7.7.8(1))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.7.7.8(1) An annual TB program should include the following: 
   (1) Documentation of a two-step purified protein derivative (PPD) tuberculin 
skin test prior to this PPD or 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. 
   (2) If the TB skin test (PPD) is used the following is required: Placement of 
PPD and reading by a trained, designated reader within 48 hours to 72 hours of 
placement. Members with a history of positive PPD should fill out a 
questionnaire. 
(a)placement of PPD and 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 may require a chest radiograph
(b3) PPD results should be documented in millimeters (mm). A test with no 
skin reaction should be recorded as 0 mm. PPD measurement should not 
include erythema and should only include induration in the axis perpendicular 
to the forearm. 
(c4) A PPD skin test will be considered positive if the following conditions are 
present:  
(ia) 5 mm or greater in a member who is immunosuppressed, who has a 
household contact with active tuberculosis, or who has an abnormal chest 
radiograph consistent with prior tuberculosis. 
(iib) 10 mm or greater in a member with a normal immune system who has an 
increased probability of recent infection or has other clinical conditions 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. 
(iiic) 5 mm increase from previous reading occurring within last 2 years.
(3) TB blood tests are now readily available. Their cost-effectiveness 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 1 visit for 
blood drawing – the return visit needed for PPD skin test reading is eliminated. 
False positives and false negatives may occur if the blood specimens are not 
properly obtained, handled and processed prior to and after arrival in the 
laboratory. 
(45) If PPD, or the tuberculin skin test, is positive (conversion), the following 
steps should be taken:  
(a) Fill out questionnaire 
(b) Obtain chest x-ray 
(c) Evaluate for active disease 
(d) Evaluate for preventative therapy 
(56) If active disease is suspected, the member should be removed 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 
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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) or TB blood test, 
should receive a PPD, skin test or TB blood test, within 14 days of exposure. 
Members with a history of positive PPD, skin test or TB blood test, should fill 
out a TB questionnaire. 
(2) Repeat PPD, skin test or TB blood test, and questionnaire should be done 6 
weeks to 12 weeks after the first PPD. 
(3) If PPD skin test or TB blood test turns is positive (conversion) or 
questionnaire is positive, proceed as described in A.7.7.8(1)(5) and A.7.7.8(1)
(6). 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-122 Log #CP113  Final Action: Accept
(A.7.7.8.2)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.7.7.8.2 For further guidelines and requirements also refer to local and state 
departments of health and the Centers for Disease Control (CDC) see 
references in section D.
Substantiation: This change was editorial in nature.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2).

 
________________________________________________________________ 
1582-124 Log #CP116  Final Action: Accept
(A.8.2.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Delete the following text and annex item: 
   A.8.2.1 Fitness evaluations are nonpunitive and used solely for the purpose 
of evaluating the individual against his or her previous fitness evaluations or to 
establish a baseline for that individual. Fitness evaluations are mandatory for 
all members as part of the comprehensive wellness-fitness program as required 
by NFPA 1583, Standard on Health-Related Fitness Programs for Fire 
Fighters, and should be conducted under the auspices of the fire department 
physician. The actual evaluations can be performed by fire department fitness 
personnel. All data collected by the evaluator(s) are considered clinical in 
nature and are to be maintained in the member’s confidential medical file. 
Protocols for assessment of fitness levels of members are outlined in Annex C.
Substantiation: The committee has deleted this text as it has been addressed in 
1582-51 (Log #CP43). 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-125 Log #CP115  Final Action: Accept
(A.8.2.2.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
   A.8.2.2.1 An appropriate target level shall be to a predicted level of 12 
METS or greater as this is necessary for firefighting activities. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 

________________________________________________________________ 
1582-126 Log #CP117  Final Action: Accept
(A.9.4.20.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.4.20.1 Members with Pre-hypertension (systolic 120-139 mmHg or 
diastolic 80-89 mmHg), Stage 1 hypertension (systolic 140-159 mmHg or 
diastolic 90-99 mmHg), or Stage 2 hypertension (systolic greater than or equal 
to 160 mmHg or diastolic greater than or equal to 100 mmHg) should be 
referred to their primary care physician for evaluation, lifestyle modification, 
and/or treatment.  
(1) Members with Stage I hypertension whose BP returns to either pre-
hypertenion or normal with lifestyle modification can return to an annual 
medical evaluation. For members with long-standing Stage I hypertension 
whose BP has not been reduced, additional evaluation for possible end organ 
damage should be considered. This evaluation could include any or all of the 
following: 
a) a complete patient history for symptoms of heart failure (e.g., shortness of 
breath upon exertion), or transient ischemic attacks (TIAs) 
b) dilated eye examination for retinopathy
c) blood creatinine measurement for nephropathy
d) tests for left ventricular hypertrophy. Use of the resting EKG to detect left 
ventricular hypertrophy is insensitive (e.g., 5% sensitivity). The 
echocardiogram 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, transient ischemic attack, or 
peripheral artery disease), 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 
sudden incapacitation and sudden cardiac death (Koren et al., 1991). With 
proper evaluation, life style modification, and/or treatment, these complications 
can be avoided. Life style modification includes weight reduction, dietary plan, 
reduction in dietary sodium, an increase in aerobic physical activity, and 
moderation in alcohol consumption [Chobanian 2003]. 
(3) Due to 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 complications should 
be regularly evaluated as described in A.9.4.20.1 (2). The frequency of this 
evaluation is based on the severity and duration of their elevated blood 
pressure. Severe uncontrolled hypertension is a significant risk factor for the 
development of coronary artery disease, congestive heart failure, and stroke. 
Blood pressure increases as a normal response to exercise. This response is 
further exaggerated by the emotional and physical stress of performing these 
critical tasks while operating in personal protective clothing at extremes of 
temperature. This normal elevation of blood pressure under these response 
conditions can lead to life-threatening hypertensive emergencies if a member’s 
daily blood pressure is already elevated to high levels. In addition, 
hypertension is a progressive illness that, when uncontrolled, ultimately and 
inevitably leads to target organ damage. Target organs that are sensitive to the 
effects of elevated blood pressure are the central nervous system, vision, heart, 
major blood vessels, and kidneys.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-127 Log #CP118  Final Action: Accept
(A.9.4.21.1 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
A.9.4.21.1 Metabolic syndrome includes three or more of the following 
components: abdominal obesity defined as a waist circumference >102 cm 
(>40 in) in men or >88 cm (>35 in) in women; triglycerides >150 mg/dl; HDL 
cholesterol <40 mg/dl, for men or <50 mg/dl for women; blood pressure 
>135/85 mmHg; and fasting blood glucose >110 mg/dl. Members with 
metabolic syndrome should receive a cardiac stress test with imaging. Members 
should be counseled as to life style adjustments, receive an exercise 
prescription and should be referred to their personal physician for treatment of 
their elevated cholesterol, triglycerides, insulin resistance hyperglycemia and/or 
hypertension.
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 

Sequence 1582-123 was not used
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Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-128 Log #CP119  Final Action: Accept
(A.9.6.3.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.6.3.1 Type 1 diabetes was previously called insulin-dependent diabetes 
mellitus (IDDM) or juvenile-onset diabetes. 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 diabetes can account 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 insulin rises, the pancreas gradually loses its ability to 
produce insulin. Type 2 diabetes is associated with older age, obesity, family 
history of diabetes, prior history of gestational diabetes, 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 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. 
   Diabetic members should be carefully monitored for control of blood sugar 
because lack of glycemic control increases the risk for dehydration, 
hypotension, and target organ damage (e.g., myocardial infarction) that can 
result in life-threatening sudden incapacitation during performance of critical 
job tasks. Such members should be monitored at regular intervals to ascertain 
that blood glucose and blood hemoglobin A1C levels remain under control. 
According to the American Diabetes Association 2010 guidelines, lowering 
Hemoglobin A1C to below or around 7% has been shown to reduce 
microvascular and neuropathic complications of type I and type II diabetes. 
The recommendation for microvascular disease prevention in non-pregnant 
adults in general is for a hemoglobin A1C level of less than 7%. Exceptions to 
this 7% level would be any condition that exists in addition to diabetes that is 
responsible for the Hemoglobin A1C lnot accurately 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 requirements (ex history of severe hypoglycemia or end-organ 
complications) See reference in section D.
   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 little risk of 
significant hypoglycemia. Members treated with metformin, alpha-glucosidase 
inhibitors, or thiazolidinediones 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 associated with insulin 
treatment. Members 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 
deprivation 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 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 careful 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 included 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 diabetes management. Such 
individuals would not be 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 because 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 insulins 
that are far more predictable and are either very long acting and essentially 
treat only endogenous glucose production (and therefore do not depend on a 
patient eating on a regular schedule) or are very rapid and therefore can be 
administered directly before, during, or even shortly after one eats, significantly 
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 controls 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 sophistication 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 
motivated fire fighter with diabetes to assess blood glucose levels and ingest a 
safety net of carbohydrates before entering a hazardous environment. Similarly, 
major advances in insulin delivery systems have greatly increased the ability of 
the motivated 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 these medical advances, 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 regard to any 
necessary changes in treatment. Member 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 (cardiovascular disease, peripheral arterial disease) 
complications of diabetes. A 12 MET stress test is required because myocardial 
infarction remains the major cause of line-of-duty fatalities, 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. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-129 Log #CP120  Final Action: Accept
(A.9.7.6)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
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 episode lasting days to months, usually following 
allergic or infectious 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 contrast, true asthma is a chronic condition with 
a clinical history of recurrent reversible bronchospasm or longstanding, 
persistent reversible bronchospasm. For asthmatics, exposure to smoke or other 
irritants on the fire ground or hazardous materials environment have a high 
probability of causing can lead not only to acute asthma attacks and 
exacerbations but can also worsen the progression of their 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 materials operations), it can have potential devastating 
consequences for the member, team, or mission. There are no studies that 
support or deny that asthma in this environment can be prevented or adequately 
controlled by anti-inflammatory medications (inhaled corticosteroids, 
cromolyn, leukotriene modifiers). It is not acceptable to use or rely on 
bronchodilator medications for this purpose because (1) in a hazardous 
environment, SCBA cannot be removed to use a rescue inhaler and 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 
preventive or effective in a fire/smoke environment, and (3) several studies 
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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. 
   Identifying 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 definition of asthma is reversible bronchospasm, 
spirometry or pulmonary 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 obstructive airway flow limitations with a 
positive bronchodilator response (greater than 12 percent and 200 mL increase 
in FEV1). Therefore, in these fire fighters who report good control without 
asthma exacerbations on the fire ground, spirometry should show adequate 
reserve (FVC and FEV1 greater than or equal to 90 percent predicted), without 
significant bronchodilator response 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). The first time 
this member is being evaluated for asthma control, challenge testing should be 
performed to demonstrate no evidence for clinically significant airway 
hyperreactivity [i.e., to be normal or negative there should be less than 20 
percent decline in FEV1 with provocative challenge testing to cold air, exercise 
(12 METS), or a methacholine (PC20 greater than 8 is considered normal, as 
response at dose greater than 8 mg might not be clinically significant)]. 
Challenge testing should be performed off bronchodilators the day of testing. If 
the member reports good control only when taking prescribed control 
medications (inhaled corticosteroids, cromolyn, or 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 could undermine 
the purpose of this test — that is, demonstrating normal pulmonary function 
without clinically significant bronchodilator response or airway hyperreactivity. 
Challenge testing should (1) only be performed by an experienced specialist, 
(2) not be performed in members without a history suggestive of asthma, as 
there was no indication for testing, and (3) 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 only be repeated if clinically 
indicated. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-130 Log #CP121  Final Action: Accept
(A.9.7.8)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.7.8 Based on American Thoracic Society criteria, Mmoderately to severe 
chronic obstructive pulmonary disease is characterized by an absolute FEV1/
FVC ratio equal to or less than of 0.70 and an FEV1 less than 0.70 percent 
predicted 0.45 to 0.59 (absolute ratio rather than percent of predicted) and 
severe chronic obstructive pulmonary disease by an FEV1/FVC ratio of less 
than 0.45 (absolute ratio rather than percent of predicted) on spirometry. 
Additional tests that can be of value are lung volumes, gas exchange 
parameters (diffusing capacity, oxygen saturation, arterial blood gases), chest 
radiograph, and chest CAT scan. With moderate to severe chronic obstructive 
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 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 dysfunctional gas exchange already present prior to the 
performance of these 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 diseases 
(bronchitis, etc.). Acute hyperreactivity 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. 
In contrast, asymptomatic members with mild chronic obstructive pulmonary 
disease (an absolute FEV1/FVC equal to or less than 0.70 and an FEV1 above 
70% predicted ratio of 0.60 to 0.79) and without airway hyperreactivity might 
be able to safely perform the essential job tasks. However, if members with 
mild chronic obstructive pulmonary disease are symptomatic, especially during 

exercise or on the fire ground, then appropriate additional testing can be useful, 
including pre- and post-spirometry, lung volumes, gas exchange parameters 
(diffusing capacity, oxygen saturation, arterial blood gases), exercise testing, 
and/or provocative challenge testing. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-131 Log #CP122  Final Action: Accept
(A.9.7.16)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
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, tuberculosis, 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, then pulmonary function tests should be assessed. 
Moderate to severe restriction (FVC less than 60 percent of predicted with an 
absolute FEV1/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 12 METS workload without evidence of hypoxia or exercise desaturation. 
Substantiation: This change was made for document consistency.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-132 Log #CP123  Final Action: Accept
(A.9.8.10)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.8.10 After active 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 successful treatment), the fire fighter can 
return to work but can only perform 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 performance. Concepts used 
within this document for each of these organ systems should be applied here. A 
positive tuberculin (PPD) skin test or a positive tuberculin blood test without 
symptoms and with a normal chest radiograph indicates exposure, and latent 
infection without evidence for active infection does not prevent a fire fighter 
from performing essential job tasks. Alternatively, a positive TB skin test 
(PPD) may also be a false-positive from exposure to atypical mycobacterium or 
from prior BCG vaccination. The TB blood test does not produce these false 
positives but experience with false negatives is limited (Mortality and 
Morbidity Weekly Review CDC December 16, 2005). If conversion from 
negative to positive tuberculin test (PPD or blood test) skin test status occurred 
within last 2 years, there is increased risk for the development of active 
contagious tuberculosis and it requires either treatment or frequent monitoring 
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 
decision but in its absence, monitoring with chest radiographs at prescribed 
intervals is mandatory because the development of active disease is a public 
health hazard to other members and the public. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-133 Log #CP124  Final Action: Accept
(A.9.12.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.12.4.1 
Hearing aid use or cochlear implants are is 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. 
   (2) Hearing aids are adjusted to restore one-third to one-fourth 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 discriminate 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 protective equipment (PPE) 
and engineering controls. 
   (7) If there is a threshold shift, the member should be advised in writing and 
referral to an audiologist and/or an otolaryngologist should be made. 
   (8) If the threshold shift is determined to be permanent, then this audiogram 
becomes the “revised baseline.” 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-134 Log #CP125  Final Action: Accept
(A.9.12.6.2 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
   A.9.12.6.2 Untreated obstructive sleep apnea is associated with fatigue, 
cognitive defects, pulmonary hypertension, hypertrophic heart disease, 
arrhythmias, and early onset dementia. These issues can reduce the ability to 
perform all of the 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 questionnaires, 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 
obstructive 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. 
Substantiation: The committee has added this text to provide further 
clarification to the requirement within the main body of the document. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-135 Log #CP126  Final Action: Accept
(A.9.13.4.1)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
A.9.13.4.1 Cerebral vascular insufficiency includes the spectrum of syndromes 
from transient ischemic attack to stroke, and its cause should be investigated. If 
due to arteriovenous 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 13) 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 respiration, cognitive abilities, 
communication, motor strength, sensation, coordination, and equilibrium. If 
stroke is due to embolic 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 conditions. (For example, Coumadin and other full-
dose anticoagulant treatment regimens do not allow the safe performance of 
essential job task 8.) 
Substantiation: This change was made for document consistency.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-136 Log #CP127  Final Action: Accept
(A.9.18.2 (New) )
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new annex item and text to read as follows:
   A.9.18.2 Form for Medical Information Regarding Issues Related to 
Pregnancy in Fire Fighters 
The following information is intended to help you make informed decisions 
regarding your job activities if you are pregnant or considering pregnancy.  
a. The majority of pregnant fire fighters will be able to continue to work 
throughout pregnancy, with some accommodations. 
b. You should discuss with your treating physician any individual conditions 
that may require limitation of activities during pregnancy. 
The following occupational hazards may have adverse effects at any time 
during pregnancy: 
1. Products of combustion, especially carbon monoxide 
2. Excessive heat 
3. Other toxic chemicals, including prolonged exposure to vehicular exhaust 
4. Trauma (even simple falls) 
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 activities 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 require aerobic fitness, speed, agility 
and balance may be adversely affected by body changes of pregnancy. 
Personal protective equipment is not designed to protect the fetus. The personal 
protective equipment fitted pre-pregnancy may not offer the same level of 
protection during pregnancy and may need to be re-fitted. 
Post-delivery – Return-to-work decisions should be based upon an 
individualized evaluation of your current status, the requirements of your work 
assignment, and the type of delivery and its complications  
Lactation – Exposure to toxic substances as outlined above may result in these 
substances being present in breast milk.
Substantiation: The committee has chosen to add this form so that it may be 
used as a resource or a tool when this particular issue needs to be addressed. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-137 Log #10  Final Action: Reject
(Annex C)
________________________________________________________________ 
Submitter: Katie Hathaway, American Diabetes Association
Recommendation: We propose developing a physician evaluation form to 
implement NFPA 1582 on diabetes, to be located in Annex C. This evaluation 
form should apply to both candidates and members. 
Substantiation: It is the position of the American Diabetes Association that 
hemoglobin A1C values have no medical justification for use in employment 
evaluations, and should never be a determinative factor in employment. We 
propose using hemoglobin A1C as a way to flag individuals who need further 
evaluation, but not as a requirement for employment.  
With the advent of improved assays and greater standardization, hemoglobin 
A1C, also known as glycosylated or glycated hemoglobin, has become an 
important tool in the medical management of individuals with diabetes 
mellitus. Intra-individual changes in A1C generally reflect changes in glycemic 
exposure of the individual patient over the preceding 2-3 months, a time frame 
determined by the average glucose and the lifespan of the red blood cells 
present at the time of the measurement. In addition, population studies have 
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shown a significant but imperfect relationship between A1C and average 
glucose and between A1C and the risk of chronic, but not acute, complications 
of diabetes mellitus. Although A1C can be useful for intra-individual 
assessment of changes in glycemic status and for epidemiologic evaluation of 
larger populations, it is not a useful test for inter-individual comparisons and 
“patients should be monitored on the basis of their previous results.” (Hudson 
1999) 
Some of the limitations of the A1C for inter-individual comparisons and for 
individual assessment for employment include: 
ASSAY PRECISION: The American College of Pathology accepts variation 
within 7% in A1C assays. Thus, a person with an A1C of 8% may have a value 
between 7.5 and 8.5% on repeat testing of the same sample. (Cohen 2010) 
HEMOGLOBINOPATHIES: “With some assay methods, A1C tests in patients 
with hemoglobinopathies result in falsely high outcomes, overestimating actual 
average blood glucose levels for the previous 2 to 3 months. Physicians may 
then prescribe more aggressive treatments, 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.” “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 Southeast Asian 
descent are at risk for having hemoglobin E (HbE), another hemoglobin 
variant” 
INTERINDIVIDUAL VARIATION: 
CLINICAL STUDIES: A comparison of HbA1C with average glucose 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 
A1C 8% was 147-217 mg/dl.(Nathan 2008) 
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 upon the relationship between mean glucose and A1C, with increases in 
average RBC lifespan increasing net glycosylation and decreases (as in some 
hemoglobinopathies, or recovery from hemorrhage or anemia) decreasing net 
glycosylation.(Herman and Cohen 2010, Cohen 2008) 
RBC GLUCOSE TRANSPORT: Variations in transport across the RBC 
membrane result in different intra and extracellular glucose levels, thus 
impacting on intracellular hemoglobin exposure to glucose and resultant 
glycosylation. (Khera 2008) 
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 1/3 
of inter-individual variation in A1C levels. (Hudson 1999, Snieder 2001, 
Hempe 2002, Cohen 2006, Soranzo 2010)  
INTER-ETHNIC VARIATION: Numerous studies have identified the impact of 
ethnicity on the relationship between average glucose and A1C. In general, 
Caucasians have significantly lower A1C levels at comparable glucose. 
(Herman 2007, Cohen 2007, Viberti 2006, Herman 2009, Ziemer 2010, Kirk 
2006). This variability is independent of the impact of hemoglobinopathies 
noted above.  
As far back as ten years ago, researchers studying differences in A1C 
concluded that “patients should be monitored on the basis of their own 
previous results” (see Hudson et al), which suggests that an arbitrary cut off of 
8% tells you less about whether diabetes affects safe performance of fire 
fighting duties than does a review of patient history and blood glucose logs.  
A1C test results reflect average glycemia over several months and do not 
identify whether a person had severe extreme blood glucose readings or is at 
significant risk for hypoglycemia, which is the primary concern for firefighters 
with diabetes. Accordingly, such a test is simply not a valid measure of either 
current or future risk of harm related to the performance of fire fighting duties. 
All of these considerations led the ADA to take the position that A1C values 
should not be determinative in the employment setting. Instead of relying on 
A1C to determine a person’s ability to work as a firefighter, we propose 
directing the evaluating physician to review the individual’s blood glucose logs 
(downloaded straight from the glucose meter) and the individual’s diabetes 
history to look for a record of severe hypoglycemia or diabetic ketoacidosis 
(DKA). Large fluctuations in blood glucose place the individual at risk for 
hypoglycemia, and a history of DKA places the individual at greater risk for 
dehydration.  
An individual with an A1C above 8% who does not have a history of severe 
hypoglycemia or DKA can perform essential job tasks 5, 9 and 13 that are 
identified in chapter 9 as being compromised due to the individual’s insulin-
treated diabetes.  
Job task 5: wearing fire protective ensemble that is encapsulating and insulated 
and results in significant fluid loss and dehydration – is only contraindicated 
for individuals with a history of diabetic ketoacidosis, who are at increased risk 
for dehydration.  
Job task 9: Diabetes does not prevent a person from dealing with unpredictable 
emergencies, and current diabetes management allows individuals to safely 
manage diabetes even without rest periods, regular meals, immediate access to 
medication, or hydration.  
Job task 13: There is no relationship between hemoglobin A1C levels and 
sudden incapacitation; individuals with A1C levels above 8% who do not have 
a history of severe hypoglycemia are not at increased risk for sudden 
incapacitation, and can serve equally as components of a team. On the contrary, 
we would recommend that individuals on insulin or sulfonylureas with the 

lowest A1C (< 7%) be evaluated by a diabetes professional, as these patients 
may have a higher risk of hypoglycemia.  
Minimum period of time on insulin 
The current standard requires a person diagnosed with type 1 diabetes to 
demonstrate “over a period of at least 1 year” the motivation and understanding 
to monitor diabetes. We believe this requirement is too long and can be 
changed to six months without compromising the safety of the individual, other 
members or the public. The DCCT and ACCORD trials determined that the 
amount of time it takes individuals to reach a goal blood glucose level was 
between four and six months. 
   We believe the standard should be the same for candidates and members, as 
the “motivation and understanding to monitor diabetes” can be evaluated for 
both classes of individuals through consultation with a treating physician or 
diabetes specialist.  
Period of time to be free from episodes of severe hypoglycemia 
We recommend changing the period of time an individual must be free of 
severe hypoglycemia to require no severe hypoglycemia in the past one year, 
and no more than two episodes in the past three years. Severe hypoglycemia 
five years ago is not as clinically significant as hypoglycemia that occurred in 
the past one to three years, with recurrent hypoglycemia being a significant 
concern that merits evaluation by a physician.  
Role of physicians and endocrinologists  
The current standard recognizes the role of physicians (other than 
endocrinologists) who are knowledgeable in the current management of 
diabetes (see, e.g., 6.18.1(1)(A) “... is maintained by a physician 
knowledgeable in current management of diabetes...”), yet requires that the 
candidate or member have a signed statement by an endocrinologist attesting 
that the individual meets a set of criteria relating to diabetes (see, e.g., 
6.18.1(1)(g)(ii)). We believe that physicians who are familiar with current 
diabetes management, even if they are not board certified or board-eligible in 
endocrinology, are highly qualified and capable of conducing physical 
evaluations of candidates and members with diabetes. As well, many smaller 
communities do not have endocrinologists but do have physicians experienced 
in diabetes management. Accordingly, we propose that the standard be revised 
to permit such a physician to sign the statement attesting that the individual 
meets the qualification criteria related to diabetes. 
Physician evaluation form 
We propose that NFPA develop, in conjunction with the American Diabetes 
Association, a physician evaluation form that will help ensure that NFPA 1582 
is implemented correctly and assures an individual assessment of the 
individual’s abilities to be a firefighter. We propose Appendix B: Physician 
Evaluation Form for the LEO with Diabetes from the American College of 
Occupational and Environmental Medicine as a model. 
   Note: Supporting material is available for review at NFPA Headquarters. 
 
Committee Meeting Action: Reject
Committee Statement: Lack of a form at time of meeting in hopes that the 
submitter will submit the form at the ROC stage. 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-138 Log #CP128  Final Action: Accept
(Annex C)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Delete the existing Annex C from the document and 
replace with the following: 
Annex C Protocols for Evaluation of Fitness of Members
This annex is not a part of the requirements of this NFPA document but is 
included for informational purposes only. 
C.1 Annual Fitness Evaluation.
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  If a member has an acute medical problem or a newly acquired 
chronic medical condition, the fitness 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 administer to all mem-
bers a pre-assessment questionnaire that seeks to identify contraindications 
for participation in the fitness assessment and department exercise training 
program. 
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C.1.4 Fitness Assessment Components. The annual fitness assessments shall 
consist of the following components: 
(1)  Aerobic capacity
(2)  Body composition
(3)  Muscular strength
(4)  Muscular endurance
(5)  Flexibility 
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)  1-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)  Pull-ups
  (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 — Fire Service Joint Labor-Management 
Wellness-Fitness Initiative.
The copyrighted material in C.2.1 through C.2.1.1.8 is reprinted with per-
mission from the International Association of Fire Fighters.
C.2.1 Fitness Evaluation Protocols for Members.
C.2.1.1  The following 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 auspices of the fire department phy-
sician. The actual evaluations are permitted to be conducted by the fire depart-
ment’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 prescriptions to encourage the members to maintain or 
improve their level of fitness.
There are many protocols currently available to measure the submaximal VO2 
levels of apparently healthy individuals. These protocols differ in evaluation 
equipment (i.e., treadmill, stairmill, step, and stationary bike), rate of increas-
ing work output, degree of increasing work output, and final result. To increase 
the consistency of VO2 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 for measuring 
aerobic capacity. These are the WFI Treadmill Protocol and the  WFI Stepmill 
Protocol. Both protocols were specifically developed and validated to evaluate 
the sub-maximal aerobic capacity of members.
After continued evaluation and research by the IAFF/IAFC Wellness-Fitness 
Initiative’s technical experts, it was determined that significant errors were 
occurring when past protocols were applied to a population that has different 
characteristics from those for which the evaluation was developed. For this 
reason, the Bruce and Balke Treadmill Protocols were removed as evaluation 
protocols and as a means to collect data. Both Bruce and Balke were specifi-
cally tailored for less-fit 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 consis-
tently and grossly underestimated VO2 for above average body size (i.e., most 
members). The Canadian Step Test was also removed since it relies on a single-
stage exercise that was found to underestimate measurement of member’s VO2.
A maximal cardiopulmonary evaluation with an electrocardiogram (ECG) shall 
be permitted to be used to obtain VO2 measurements. This medical evaluation 
shall only be conducted 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 evalu-
ation was eliminated. The sit-up protocol was changed to a curl-up evaluation 
in order to ensure the safety of the participant and to improve the specificity of 
the evaluation. The push-up evaluation was modified to ensure uniformity in 
data collection.
The flexibility evaluation was modified to address the difference in limb length 
and/or differences in proportion between an individual’s arm and legs.
The IAFF/IAFC Wellness-Fitness Initiative’s technical experts have evaluated 
all equipment utilized in these fitness protocols. The technical experts found 
either accuracy, maintenance, or availability problems with some evaluation 
equipment. Manufacturer’s information, product names, and model numbers 
are included in each protocol. Unless indicated, this equipment must not be 
substituted with other equipment. All equipment must be maintained and prop-
erly calibrated in accordance with the manufacturer’s instructions.
Members must be fully recovered from the previous evaluation before proceed-
ing to the next evaluation. The evaluation events can be sequenced to minimize 
the effects of previous evaluations on subsequent evaluation performance. If 
evaluations for aerobic capacity, muscular strength, muscle endurance, and 
flexibility are to be evaluated in one evaluation battery, the following sequence 
should be used: 
(1) Resting heart rate and resting blood pressure
(2) Body composition
(3) Aerobic capacity
(4) Muscular strength/power
(5) Muscle endurance
(6) Flexibility
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 before, during, and after the evaluation, including start and stop 
procedures. Individual will be required to wear comfortable 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 eval-
uation. If resting heart rate exceeds 110 beats per minute and/or resting blood 
pressure exceeds 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 pres-
sure, 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, addressing any changes in the individual’s 
health status since their last medical evaluation that would warrant deferring 
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.2.1.1.1 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.  The test pro-
tocol was originally validated on the LifeFitness 9100HR. A Polar Heart Rate 
Monitor or equivalent shall be used for heart rate measurements and a stop-
watch used for timing.
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Stepmill. Submaximal stepmill evaluations shall use the  WFI Stepmill 
Protocol. The stepmill shall be a Stairmaster Stepmill SM-916 or 7000 PT . A 
Polar Heart Rate Monitor or equivalent shall be used for heart rate measure-
ments and a stopwatch used for timing.
Treadmill. Maximal treadmill evaluations shall use a continuous, multigrade 
medical cardiovascular protocol utilizing an electrocardiogram (ECG) for car-
diac measurements. This evaluation must be under the direct supervision of a 
physician. The treadmill shall be a commercial treadmill capable of obtaining a 
25-percent grade.
All aerobic capacity evaluation results must be recorded in milliliters of oxygen 
per kilograms of body weight per minute (VO2max).  
(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 footwear, 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 pres-
sure 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 5.3 & Table 
5.4

(8)  Determine 85 percent of the fire fighter’s estimated maximum heart 
rate, which will be the target exercise heart rate, 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 previously measured on this 
individual, then 85% predicted MHR) on future occasions would be more accu-
rately 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

Body Composition
Conduct pre-evaluation procedures. Obtain the participant’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 measure 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 cali-
per. 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 millimeter of each 
other then calculate the average of the two measurements. If the difference 
between the two measurements is greater than or equal to 1millimeter, 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) 9mm, (3) 12 mm the average of all three measurements is 
9 mm.] If the three measurements are not equal distance apart then calculate 
the average of the two closest measurements. [e.g., (1) 7mm, (2) 4 mm, (3) 5 
mm the average is calculated for measurement #2 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 subject’s age on the appropriate chart 
provided in this section (male - table 5.1; female – table5.2).
MALE SKINFOLD SITES
Triceps – located at the midpoint between the acromioclavicular (AC) joint and 
the olecranon process (center of the elbow) on the posterior aspect of the upper 
arm.
Subscapular - located on the same diagonal line as the inferior border of the 
scapula, 2cm beyond the inferior angle.
Pectoral – Located on a diagonal line, midway between the axillary fold and 
the right nipple.
FEMALE SKINFOLD SITES
Triceps – located at themidpoint between the acromioclavicular (AC) joint and 
the olecranon process (center of the elbow) on the posterior aspect of the upper 
arm.
Abdominal – located at the right of the umbilicus, on a vertical fold, 2cm from 
the right lateral border.
Suprailiac – located on a diagonal line, 1-2 cm anterior to the crest of the pel-
vis (ASIS). Grasp a diagonal skinfold just above and slightly forward of the 
crest of the Ilium.
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Percentage of Body Fat estimates for WOMEN
Based on the Sum of Triceps, Abdominal, and Suprailiac Skinfolds
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Percentage of Body Fat estimate for MEN
Based on the Sum of Triceps, Subscapular, and Pectoral Skinfolds
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C.2.1.1.1.1 Submaximal Graded Treadmill Evaluation (WFI Treadmill 
Protocol).
(1)  Conduct pre-evaluation procedures.
(2)  The individual being evaluated is instructed to straddle the tread-
mill belt until it begins to move. At approximately 1 mph, the individual is 
instructed to step onto the belt and 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 
minutes. During the warm up, the individual is informed that the evaluation is 
submaximal and will terminate once their monitored heart rate exceeds the tar-
get 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 1-minute exercise stages, 
alternating between percent grade and speed (i.e., first minute percent grade is 
increased, second minute speed is increased, etc.). Inform the individual that if 
at anytime during the evaluation they experience chest pain, light-headedness, 
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 interval, 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 minutes, increase the grade from 0% 
to 2%. At this time, inform the participant that all subsequent grade increases 
occur at 2% intervals. The assessment will continue until the participant’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 remains 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 heart rate during the 
cool-down.Record the recovery heart rate at 1minute 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. Use the test time (TT) the participant com-
pleted the assessment (i.e. exceeded the THR) along with the treadmill conver-
sion formula (VO2max = 56.981 + (1.242 × TT) – (0.805 × BMI)) to estimate 
VO2 max. Record the VO2 max.

C.2.1.1.1.2 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 overestimations of aerobic capacity.
(3)  The assessment starts at level 4 for 2minutes, then level 5 for 1 
minute (warm-up period). Start the stopwatch once the Stepmill begins. Inform 
the participant that the evaluation is a series of 1-minute intervals with increas-
ing workloads 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 aerobic capacity. At the completion of the 3 minute-warm-up, 
proceed to level 7 for 1 minute. *Note: This is marked by increasing the work-
load 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 sec-
ond monitoring period that the heart rate was above the THR. The assessment 
is complete once the participant’s heart rate exceeds the target 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 cooldown. The participant 
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.
TERMINATE THE ASSESSMENT IF ANY OF THE FOLLOWING 
OCCURS:
The participant’s heart rate exceeds THR for 15 seconds.
The THR has not been met after 16 minutes.
The participant asks to terminate the exercise.
The equipment malfunctions.
Medical conditions arise that prohibit completing the assessment. Record the 
reason for terminating the assessment and the initial time the heart rate had 
been exceeded (if applicable). Record time inminutes and convert second(s) 
into decimal. See Table 5.6  Insert the test time (TT) at which the participant 
completed the assessment, along with the stepmill conversion formula to esti-
mate VO2 max. Record the VO2 max.
*Note: TT is the time in minutes that the participant’s THR was exceeded and 
the test terminated
Stepmill Sub-maximal VO2 Prediction Formula
VO2max = 57.774 + (1.757 × TT) – (0.904 × BMI)
 C.2.1.1.2  Hand grip strength evaluations shall use the following protocol. The 
hand grip dynamometer shall be a Jamar Hydraulic Hand dynamometer. 
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(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 individual is advised that the evaluation is a series of six measurements 
— three for each hand. The individual is informed that the isometric contrac-
tion (squeezing) required during this evaluation must be eased into and then 
released slowly, without swinging arm, pumping arm, or jerking hand. Inform 
the individual that if at anytime 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 posi-
tion, with elbow bent at a 90-degree angle, shoulder adducted and neutrally 
rotated, forearm and wrist in neutral 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 highest force exerted.
(5)  Measure both hands alternatively allowing three evaluations 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.2.1.1.3  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 dynamometer system that is digital, incor-
porates dead load cells, and includes an adjustable chain, handlebar, and test 
platform. The fire department must verify that the dynamometer is equivalent 
to the Jackson Strength Evaluation System. A V-grip handlebar (chinning tri-
angle) is required. 
(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 con-
traction required during this evaluation must be eased into and then released 
slowly, without swinging arm, pumping arm, or jerking hands. Inform the indi-
vidual 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 dynamometer base 
plate, which has been placed on a level and secure surface, with feet spread 
shoulder width apart. The individual is instructed to hold the bar with a wide 
grip and bend 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 shoulders, 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 3 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 recovery 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 evalua-
tions.
(10)  Record the highest of the three trials to the nearest kilogram.
C.2.1.1.4  Arm strength evaluations shall use the following protocol. The arm 
dynamometer shall be the Jackson Strength Evaluation System or a commercial 
dynamometer system that is digital, incorporates dead load cells, and includes 
an adjustable 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 required. 
(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 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 clammi-
ness, they should terminate the evaluation.
(3)  The individual is instructed to stand upon the dynamometer base 

plate, which has been placed on a level and secure surface, with feet spread 
shoulder width apart. The individual 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 veri-
fies 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 recovery period 
begin the second evaluation. Repeat the evaluation 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 evalua-
tions.
(9)  Record the highest of the three trials to the nearest kilogram.
WFI VERTICAL JUMP —Optional Assessment
LEG POWER ASSESSMENT
Equipment:
Pressure Mat - “Just Jump” Probotics
 Safety Tape - or any object that can be suspended above the mat to act as a 
target
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 jumpingmat to the handheld 
computer port. With the participant off themat, turn the computer on. Choose 
“One Jump” on the computer menu. The display should read “Step on Mat”. 
Have the participant squat to a position where the knees are at a 90° angle and 
the hands by the sides (momentary pause @ 90°). 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. When the 
participant has completed the jump, the display will read the hang time and 
vertical jump in inches. The vertical jump mode resets automatically. Have 
the participant perform a series of 3 jumps and record the highest distance in 
inches.
 Convert the highest jump achieved in inches to centimeters (# inches × 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 par-
ticipant must repeat the trial. The following are examples 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: 
Administrators 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×jump height (cm)) + (45.3×body weight (kg))] – 
2055
Use the following conversions:
Height in inches to centimeters (# inches × 2.54 = cm)
Body weight in pounds to kilograms (# lbs ÷ 2.2 = kg)
C.2.1.1.5  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 individual 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 continue performing push-ups in time with the cadence of the 
metronome, one beat up and one beat down. Inform the individual that if at 
anytime during the evaluation they experience chest pain, light-headedness, 
ataxia, confusion, nausea, or clamminess, they should terminate the evaluation.
(3)  The evaluator places the 5-in. prop on the ground beneath the indi-
vidual’s chin and the individual must lower their body to the floor until the 
chin touches this object.
(4)  The metronome should be set at a speed of 80, allowing for 40 
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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 metronome cadence
(7)  Record the highest number of successfully completed push-ups.

OPTIONAL ASSESSMENT:
WFI ALTERNATE GRIP PUSH-UP TEST
Equipment:
 Push-up handles
 Metronome
 Stopwatch
 Prop – 5”, plus the height of the handles
ASSESSMENT:
The purpose of this assessment is to evaluatemuscular endurance of the upper 
body. The alternate grip push-up (with stands) is an optional assessment for 
participants who experience muscular/skeletal discomfort in the performance of 
the standardWFI push-up. Conduct the pre-evaluation procedures. Advise the 
participant that the evaluation is a series of push-ups performed in a 2-minute 
time period to complete a maximum of 80 push-ups. The evaluation is initi-
ated from the “up” position (hands are shoulder width apart, back is straight, 
and head is in neutral position). Advise the participant of the following: It is 
not 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 themetronomemust bemaintained, (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)
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). Set 
themetronome at a speed of 80 bpm, allowing for 40 push-ups per minute for 
2 minutes.  The assessor shall terminate the evaluation when the participant: 
Reaches 80 push-ups; Performs three consecutive incorrect push-ups; or Fails 
to maintain continuous motion with the metronome cadence. Once the assess-
ment is complete, record the highest number of successfully completed push-
ups.

WFI PRONE STATIC PLANK —
CORE STABILIZATION ASSESSMENT
Equipment:
Stopwatch
Exercise Mat
ASSESSMENT:
The purpose of this assessment is to evaluate the muscular endurance of the 
core stabilizer muscles of the trunk. Conduct the pre-evaluation procedures. 
Instruct the participant to lay prone, keeping upper body elevated and sup-
ported 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 throughout the assess-
ment. Once the feet are in position, the participant then extends the knees, 
lifting off the floor. Start the stopwatch at this time. Instruct the participant to 
contract the abdominals so that the back will remain flat in the neutral posi-
tion 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 
terminate the assessment. The assessor shall terminate the evaluation when the 
participant: Reaches 4 minutes; or Is unable to maintain proper form after the 
2nd warning,  Once the assessment termination criteria are met, stop the watch 
and record the time.
C.2.1.1.7  Sit-and-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 vari-
able 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.

(3)  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 measurement guide is placed with the box flat against the feet.
(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 fin-
gers. During the stretch, legs are to remain together and fully extended and 
hands are to remain overlaid. The stretch is held momentarily and the distance 
obtained. If the individual bounces, flexes knee, or uses momentum to increase 
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 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 ¼ in.) as the final score.
C.2.1.1.8  Fitness protocol equipment list: 
Jackson Strength Evaluation System
Lafayette Instrument Company
Phone: 800-428-7545 or 765-423-1505
Website: www.licmef.com
JAMAR Hydraulic Hand Dynamometer
Lafayette Instrument 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
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(1)  LifeFitness 9100HR Treadmill: for information and local distributor 
contact, LifeFitness, 10601 West Belmont Avenue, Franklin Park, IL 60131, 
Phone (847) 288-3300, fax (847) 288-3791, Website www.lifefitness.com.
(2)  Jackson Strength Evaluation System with V-Grip Handlebar 
(chinning triangle): for information and local distributor 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 dis-
tributor 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 I Trunk Flexibility Tester: for information and 
local distributor contact, Novel Products Incorporated, Post Office Box 408, 
Rockton, IL 61072-0408, Phone (800) 323-5143, fax (815)624-4866, E-mail 
novelprod@aol.com.
(5)  Polar Heart Rate Monitor: for information and local distributor 
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 7000 PT: for information and local distributor 
contact, StairMaster Sports/Medical Products, L.P., 12421 Willows Road, NE, 
Suite 100, Kirkland, WA 98034, Phone (425) 823-1825, ext. 7605, fax (425) 
821-3794, Website www.stairmaster.com.
 
Substantiation: This annex is just an updated version of the existing Annex C.
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
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________________________________________________________________ 
1582-139 Log #2  Final Action: Reject
(Table C.2.1.1.1.1)
________________________________________________________________ 
Submitter: Daniel S. Miles, Crozer Keystone Health System
Recommendation: We are currently working with a number of Fire 
Departments in our area using the NFPA 1582 Comprehensive Occupational 
Medical Program for Fire Departments, 2007 edition as a guide. It is suggested 
that submaximal treadmill evaluations shall use the Gerkin Treadmill Protocol. 
Maximum aerobic power is estimated from Table C.2.1.1.1.1 located on page 
58. 
Substantiation: It would appear that there is a large discrepancy between 
predicted maximum values and those cited in the original source. The original 
source was based on an average body weight of 84 kg. Estimates of body 
weight are not presented in Table C.2 but would have to be close to 60 kg or 
less to derive similar values to the original citation. An overestimation of 
aerobic power may provide a false sense of security to those individuals that 
should otherwise consider a training program. 
   During the next revision, it may be worthwhile to double check the accuracy 
of the predicted values presented in Table C.2. We have found this updated 
publication to be extremely helpful and offer this constructive feedback for 
future consideration. 
Committee Meeting Action: Reject
Committee Statement: The committee agrees with the submitters intent 
however there is no new text that is being provided for the committee to act 
upon, but rather a recommendation for the committee to look at. The committee 
has decided to develop their own CP to address the submitters concern and 
they believe that what will be submitted as a TC validates and exceeds what 
protocols the submitter is looking to include in the document. 
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-140 Log #CP129  Final Action: Accept
(Annex D)
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Revise text to read as follows:
D.1 Referenced Publications. 
The documents or portions thereof listed in this annex are referenced within the 
informational sections of this standard and are not part of the requirements of 
this document unless also listed in Chapter 2 for other reasons.  
D.1.1 NFPA Publications. National Fire Protection Association, 1 
Batterymarch Park, Quincy, MA 02169-7471.  
NFPA 1001, Standard for Fire Fighter Professional Qualifications, 20082 
edition. 
NFPA 1002, Standard for Fire Apparatus Driver/Operator Professional 
Qualifications, 20093 edition.
NFPA 1003, Standard for Airport Fire Fighter Professional Qualifications, 
20105 edition.
NFPA 1006, Standard for Rescue Technician Professional Qualifications, 
20083 edition.
NFPA 1021, Standard for Fire Officer Professional Qualifications, 20093 
edition. 
NFPA 1051, Standard for Wildland Fire Fighter Professional Qualifications, 
20072 edition.
NFPA 1500, Standard on Fire Department Occupational Safety and Health 
Program, 2007 edition.
NFPA 1561, Standard on Emergency Services Incident Management System, 
20085 edition.
NFPA 1583, Standard on Health-Related Fitness Programs for Fire Fighters, 
20080 edition.
NFPA 1584, Recommended Practice on the Rehabilitation of Members 
Operating at Incident Scene Operations and Training Exercises, 20083 edition.
D.1.2 Other Publications. 
   D.1.2.1 ANSI Publication. American National Standards Institute, Inc., 25 
West 43rd Street, 4th Floor, New York, NY 10036. 
ANSI S3.6, Specification for Audiometers, 1996.
D.1.2.2 U.S. Government Publications. U.S. Government Printing Office, 
Washington, DC 20402. 
Title 21, Code of Federal Regulations, Part 801.420, “Hearing aid devices; 
professional and patient labeling,” 1999. 
Title 29, Code of Federal Regulations, Part 1630.2(n)(3), “Regulations to 
Implement the equal employment provisions of the Americans with Disabilities 
Act,” 2003. 
Title 29, Code of Federal Regulations, Part 1910.95, “Occupational noise 
exposure,” 1996. 
D.1.2.3 Additional Publications. 
American Thoracic Society Guidelines Journal of Occupational and 
Environmental Medicine, 2000.
Fire Service Joint Labor-Management Wellness-Fitness Initiative, International 

Association of Fire Fighters, 1750 New York Avenue, NW, Washington, DC 
20006/International Association of Fire Chiefs, 4025 Fair Ridge Drive, Suite 
300, Fairfax, VA 22033, 1999. 
Journal of the American College of Cardiology, October 1994.
D.2 Informational References. 
   The following documents or portions thereof are listed here as informational 
resources only. They are not a part of the requirements of this document.  
D.2.1 Testing Protocols. 
American College of Sports Medicine. 1995. Guidelines for Exercise Testing 
and Prescription. Baltimore, MD: Williams & Wilkins.
American Industrial Hygeine Association. 1971. Ergonomic guide to 
assessment of metabolic and cardiac costs of physical work. Am. J. Ind Hyg 
Assoc. 32:560-564.  
Bilzon, J. F. J., E. G. Scarpello, D. V. Smith, N. A. Ravenhill, et al. 2001. 
“Characterization of the metabolic demands of simulated shipboard Royal 
Navy fire-fighting tasks.” Ergonomics 44:766–780.
Gibbons, R. J., G. J. Balady, J. W. Beasley, et al. 1997. “ACC/AHA guidelines 
for exercise testing: a report of the American College of Cardiology/American 
Heart Association Task Force on Practice Guidelines (Committee on Exercise 
Testing).” J Am Coll Cardiol 30:260–311.
Glenhill N, Janitz V 1992. Characteristics of the physical demands of 
firefighting. Can J. Spt Scr 17 (3): 2017-213 
Gledhill, N, and V. K. Jamnik. 1992. “Characterization of the physical demands 
of firefighting.” Can J Sport Sci 17:207–213.
Lemon, P. W., and R. T. Hermiston. 1977. “The human energy cost of fire 
fighting.” J Occup Med 19:558–562.
Malley, K. S., A. M. Goldstein, T. K. Aldrich, K. J. Kelly, M. Weiden, N. 
Coplan, M. L. Karwa, and D. J. Prezant. 1999. “Effects of fire fighting uniform 
(modern, modified modern and traditional) design changes on exercise duration 
in New York City firefighters.” Occup J. Med 41:1104–1115.
Manning J. E., and T. R. Griggs. 1983. “Heart rate in fire fighters using light 
and heavy breathing equipment: simulated near maximal exertion in response 
to multiple work load conditions.” J Occup Med 25:215–218.
O’Connell, E. R., P. C. Thomas, D. Lee, L. D. Cady, et al. 1986. “Energy costs 
of simulated stair climbing as a job-related task in fire fighting.” J Occup Med 
28:282–285. 
Sothmann, M. S., K. Saupe, D. Jasenof, and J. Blaney. 1992. “Heart rate 
responses of firefighters to actual emergencies.” J Occup Med 34:797–800.
U.S. Preventive Services Task Force. 1996. Guide to Clinical Prevention 
Services, 2nd edition. Baltimore, MD: Williams & Wilkins, 3–14.
D.2.1.1 Cancer Screening. 
Smith R. A., C. J. Mettlin, K. J. Davis, and H. Eyre. 2000 “American Cancer 
Society guidelines for the early detection of cancer.” CA J Clin 50(1):34–49.
D.2.1.2 Spinal Fusion and Its Impact on Adjacent Vertebral Level. 
Eck, J. C., S. C. Humphreys, and S. D. Hodges. 1999. “Adjacent-segment 
degeneration after lumbar fusion: a review of clinical biomechanical and 
radiologic studies.” Am J Orthopedics 1999; 28(6):336–340.
Lee, C. K. 1988. “Accelerated degeneration of the segment adjacent to a 
lumbar fusion.” Spine 13(3):375–377.
D.2.2 Cardiology. 
Alfred, E. N., E. R. Bleecker, B. R. Chaitman, T. E. Dahms, S. O. Gottlieb, J. 
D. Hackney, M. Pagano, R. H. Selvester, W. M. Walden, and J. Warren. 1989. 
“Short-term effects of carbon monoxide exposure on the exercise performance 
of subjects with coronary artery disease.” N Engl J Med 321(21):1426–1432.
American Diabetes Association. Standards of Medical Care in Diabetes – 2010. 
Diabetes Care, 33: supplement 1, S11-S61, 2010 
Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JL Jr, 
Jones DW, Materson BJ, Oparil S, Wright JT Jr, Roccella EJ; the National High 
Blood Pressure Education Program Coordinating Committee [2003]. The 
seventh report of the Joint National Committee [JNC-7] on Prevention, 
Detection, Evaluation, and Treatment of High Blood Pressure. JAMA 
289:2560–2571.
Gibbons RJ, Balady GJ, Bricker JT, Chaitman BR, Fletcher GF, Froelicher VF, 
Mark DB, McCallister BD, Mooss AN, O’Reilly MG, Winters WL Jr. [2002]. 
ACC/AHA 2002 guideline update for exercise testing: summary article: a 
report of the ACC/AHA Task Force on Practice Guidelines (Committee to 
Update the 1997 Exercise Testing guidelines). J Am Coll Cardiol 40:1531– 
1540. 
Greenland, et al. [2007]. ACCF/AHA 2007 Clinical Expert Consensus 
Document on Coronary Artery Calcium Scoring By Computed Tomography in 
Global Cardiovascular Risk Assessment and in Evaluation of Patients With 
Chest Pain A Report of the American College of Cardiology Foundation 
Clinical Expert Consensus Task Force (ACCF/AHA Writing Committee to 
Update the 2000 Expert Consensus Document on Electron Beam Computed 
Tomography). J Am Coll Cardiol 49:378-402
Gibbons, R. J., G.J. Balady, J. W. Beasley, et al. 1997. ACC/AHA guidelines 
for exercise testing; a report of American College of Cardiology/American 
Heart Association Task Force on Practice Guidelines (Committee on Exercise 
Testing). J Am Coll Cardiol 30:260–311.
Jouven, X., M. Zureik, M. Desmos, D. Courbon, and P. Ducimetiere. 2000. 
“Longterm outcome in asymptomatic men with exercise-induced premature 
ventricular depolarizations.” N Engl J Med 343(12):826–833.
“Premature ventricular depolarizations and exercise” (editorial comment on 
E.N. Alfred reference). 2000 N Engl J Med 343(12):879–880.
Kales SN, Tsismenakis AJ, Zhang C, Soteriades ES [2009]. Blood pressure in 
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U.S. Department of Defense, Department of the Army Regulation 40-501 
Medical Services Standards of Medical Fitness. Headquarters Department of 
the Army, Washington, DC, 27 February 1998. 
D.3 References for Extracts in Informational Sections. 
NFPA 1500, Standard on Fire Department Occupational Safety and Health 
Program, 2007 edition.
NFPA 1583, Standard on Health-Related Fitness Programs for Fire Fighters, 
20080 edition.
Substantiation: These changes were made to update references. 
Committee Meeting Action: Accept
Number Eligible to Vote: 33 
Ballot Results: Affirmative: 28 Abstain: 1
Ballot Not Returned: 4 Bennett, L., Nelson, E., Wann, T., Winters, J.
Explanation of Abstention: 
   FOLEY, S.: See my Explanation of Abstention on Proposal 1582-1 (Log 
#CP2). 
________________________________________________________________ 
1582-141 Log #CP130  Final Action: Accept
(Annex E (New))
________________________________________________________________ 
Submitter: Technical Committee on Fire Service Occupational Safety and 
Health  
Recommendation: Add new Annex E to read as follows:
NEW Annex E

1. Pregnancy Issues
This annex is not a part of the requirements of this NFPA document but is 
included for informational purposes only. 

I. Introduction
a. Due to the legal issues associated with pregnancy and 

employment (see Section II), this chapter is intended to 
serve as guidance for the fire physician in advising the 
pregnant fire fighter of the risks associated with perform-
ing essential job functions, and to enable her in decision-
making.  This has been summarized in an informational 
handout developed by the Task Group for the pregnant 
fire fighter.

b. The majority of pregnant fire fighters will be able to 
continue to work throughout pregnancy, with some 
accommodations.  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 restric-
tions will need to be offered.

II. Legal framework
a. This document does not constitute legal advice. Before 

developing a pregnancy policy, or before restricting or 
suspending a pregnant fire fighter against her will, fire 
physicians and AHJ should seek competent legal advice.

b. The Pregnancy Discrimination Act of 1978 states that 
discrimination on the basis of pregnancy or childbirth 
constitutes unlawful sex discrimination under Title VII 
of the Civil Rights Act of 1964 [1]. Women who are 
pregnant or have related 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 
Pregnancy Discrimination Act applies to most employers 
that have 15 or more employees.

c. The US Supreme Court ruled in 1991 that an employer 
may not exclude pregnant women from hazardous jobs 
[2]. Therefore, assuming the pregnant fire fighter is will-
ing and able to perform her essential job tasks, fire agen-
cies should give options to pregnant fire fighters, but 
ultimately it is up to the individual fire fighter to decide, 
after consultation with their personal physician, whether 
they accept a light duty assignment or other reasonable 
changes in their job assignments.

III. The pregnant fire fighter can be exposed to the following 
hazards associated with adverse outcomes to the pregnancy or 
damage to the fetus:
a. Physical hazards include heat, trauma, radiation and 

noise.
b. Chemical hazards include exposure to carbon monoxide, 

other products of combustion (e.g., hydrogen cyanide, 
acrolein, formaldehyde, benzene, acetaldehyde, formic 
acid ), heavy metals and organic solvents

c. 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 H1N1 influenza), the risk 
of complication is higher during pregnancy. Pregnant fire 

fire fighters, police officers, and other emergency responders. Am J Hypertens 
22:11-20.  
Schlant RC, Adolph RJ, DiMarco JP, Dreifus LS, Dunn MI, Fisch C, Garson A 
Jr, Haywood LJ, Levine HJ, Murray JA, Noble RJ, Ronan JA Jr [1992]. 
Guidelines for electrocardiography. A report of the American College of 
Cardiology/American Heart Association Task Force on Assessment of 
Diagnostic and Therapeutic Cardiovascular Procedures (Committee on 
Electrocardiography). Circulation 85(3):1221-1228.
Soteriades ES, Kales SN, Liarokapis D, Christiani DC [2003]. Prospective 
surveillance of hypertension in firefighters. J Clin Hypertens 5:315-320.
D.2.3 Asthma and Chronic Obstructive Pulmonary Diseases. 
Bousquet, J., P. K. Jeffery, W. W. Busse, and M. Johnson, A. M. Vignola. 2000. 
“Asthma from bronchoconstriction to airways inflammation and remodeling.” 
Am J Respir Crit Care Med 161(5):1720–1745.
Nadel, J. A., and W. W. Busse. 1998. “Asthma.” Am J Respir Crit Care Med 
157(4 Pt. 2):S130–138. 
Postma, D. S., and H. A. Kerstjens. 1998. “Characteristics of airway 
hyperresponsiveness in asthma and chronic obstructive pulmonary diseases.” 
Am J Respir Crit Care Med 158 (5 Pt. 2):S187–192.
Prezant, D. J., M. Weiden, G. I. Banauch, G. McGuinness, W. N. Rom, T. K. 
Aldrich, and K. J. Kelly. 2002. “Cough and bronchial responsiveness in 
firefighters at the World Trade Center site.” N Engl J Med 347:806–815.
Senior R. M., and N. R. Anthonisen. 1998. “Chronic obstructive pulmonary 
diseases (COPD).” Am J Respir Crit Care Med 157(4 Pt. 2):S139–147.
Sherman, C. B., S. Barnhart, M. F. Miller, M. R. Segal, M. Aitken, R. Schoene, 
W. Daniell, and L. Rosentsock. 1989. “Firefighting acutely increases airway 
hyperreactivity.” Am Rev Resp Dis 40(1):185–190.
D.2.4 Pulmonary Function Testing: Challenge Testing and Exercise 
Testing. 
American College of Sports Medicine. 1995. Guidelines for Exercise Testing 
and Prescription. Baltimore, MD: Williams & Wilkins.
American Thoracic Society, Medical Society of the American Lung 
Association. 1993. “Guidelines for the evaluation of impairment/disability in 
patients with asthma.” Am Rev Resp Dis 147(4):1056–1061.
Miller, M.R., Hankinson J, Brusasco V, et al. ATS/ERS Task Force. 
Standardization of spirometry. Eur Respir J, 2005. 26:319-338. 
American Thoracic Society. 1995. “Standardization of Spirometry, 1994 
Update.” Am J Respir Crit Care Med 152(3):1107–1136.
Crapo, R. O., A. H. Morris, and R. M. Gardner. 1981. “Reference spirometric 
values using techniques and equipment that meet ATS recommendations.” Am 
Rev Resp Dis 123:659–664.
Crapo R. O., R. Casaburi, A. L. Coates, Enright P. L., J. L. Hankinson, C. G. 
Irvin, N. R. MacIntyre, R. T. McKay, J. S. Wanger, S. D. Anderson, D. W. 
Cockcroft, J. E. Fish, and P. J. Sterk. 2000. “Guidelines for methacholine and 
exercise challenge testing — 1999.” This official statement of the American 
Thoracic Society (ATS) was adopted by the ATS Board of Directors July 1999. 
Am J Respir Crit Care Med 161(1):309–329.
Hankinson, J. L., J. R. Odencrantz, and K. B. Fredan. 1999.“Spirometric 
reference values from a sample of the U.S. general population.” Am J Respir 
Crit Care Med 1999; 159:179–187.
Knudson, R. J., M. D. Lebowitz, C. J. Holberg, and B. Burrows. 1983. 
“Changes in the normal maximal expiratory flow-volume curve with growth 
and aging.” Am Rev Resp Dis 127:725–734.
Townsend, M. C., and the Occupational and Environmental Lung Disorder 
Committee. 2000. “American College of Occupational and Environmental 
Medicine Position Statement on Occupational Spirometry in the Occupational 
Setting.” Journal of Occupational and Environmental Medicine 42:228–245. 
Tierney MT, Lenar D, Stanforth PR, Craig JN, Fannar RP. 2010. Prediction of 
Aerobic Capacity in Firefighters using submaximal treadmill and stairmill 
protocols. J of Strength and Conditioning Research 24 (3): 757-764.  
D.2.5 Tuberculosis. 
ATS and CDC. “Diagnostic standards and classification of tuberculosis in 
adults and children.” 2000. Am J Respir Crit Care Med 161(4):1376–1395. 
This official statement of the American Thoracic Society (ATS) and the Centers 
for Disease Control and Prevention (CDC) was adopted by the ATS Board of 
Directors July 1999. This statement was endorsed by the Council of the 
Infectious Diseases Society of America (IDSA), Sept. 1999. 
ATS and CDC. “Targeted tuberculin testing and treatment of latent tuberculosis 
infection.” 2000. Am J Respir Crit Care Med 161(4):S221–247. This official 
statement of the American Thoracic Society (ATS) was adopted by the ATS 
Board of Directors July 1999. This is a joint statement of the ATS and the 
Centers for Disease Control and Prevention (CDC). This statement was 
endorsed by the Council of the Infectious Diseases Society of America (IDSA), 
Sept. 1999. 
American Thoracic Society, Centers for Disease Control and Prevention 
(CDC), and Infectious Diseases Society of America. Treatment of tuberculosis, 
Mortality and Morbidity Weekly Review 2003;52(No. RR-11):1--74.  
Centers for Disease Control and Prevention (CDC). Guidelines for using the 
QuantiFERON-TB Gold test for detecting Mycobacterium tuberculosis 
infection, United States. Mortality and Morbidity Weekly Report. 54:48-55, 
2005. 
D.2.6 Cancer Screening. 
Smith R. A., C. J. Mettlin, K. J. Davis, and H. Eyre. 2000. “American Cancer 
Society guidelines for the early detection of cancer.” CA J Clin 50(1):34–49.
D.2.7 Other Publications. 
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fighters should be aware of these risks, and follow good 
hygiene principles. 

IV. Physical Hazards
a. 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 gesta-
tional point [3].

b. Fetal mortality due to non-uterine trauma is increased 
during the first 23 weeks, possibly due to higher sus-
ceptibility to maternal hypotension during the first and 
second trimesters [4,5].

c. With blunt trauma, the leading causes of fetal death are 
maternal shock, abruption and uterine rupture [3]. Direct 
fetal injury from blunt trauma is rare [5].

d. Fetal mortality rates due to maternal trauma [3]:
i. Overall with major trauma: 40 to 65% [4,5,6]
ii. Overall with minor trauma: 1 to 5% [3,5]
iii. In case of maternal pelvic fracture: 25 to 35% 

[5,7]
iv. Gunshot wound to abdomen: 30 to 50 % [5]

e. Long-term outcomes after trauma: Besides fetal loss, 
trauma is also associated with 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].

f. 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 shoul-
der harness between the breasts), as improper placement 
may result in uterine rupture [3,5]. Seat belt use signifi-
cantly reduced fetal mortality (five-fold reduction) in 
a series of cases of pregnant patients injured in motor 
vehicle accidents [9].

g. Standard personal protective equipment is not designed 
to protect the fetus. The personal protective equipment 
fitted pre-pregnancy may not offer the same level of pro-
tection during pregnancy.

h. Noise exposure during pregnancy has been associated, in 
human studies, with several adverse outcomes, includ-
ing miscarriage [21,22], intrauterine growth retardation 
[22,23,24], preterm delivery [22,25], hearing loss in 
babies and children [26,27], and hypertension in preg-
nancy [22]. In a review of 10 studies on pregnancy 
and noise, most studies did not achieve statistical sig-
nificance in showing negative effect of noise [28]. The 
safe threshold of noise exposure during pregnancy is 
unknown [20].1 

i. Shift work: Alternating shift work and night work have 
been associated with preterm birth [42,43], miscarriage 
[44] and lower birth weight [43,45].   Existing research 
is controversial.2

j. Heat: In animal studies, increase in maternal core tem-
perature over 1.5 C has been shown to be teratogenic 
[48]. Core temperature has been shown to be up to 39 
C in training. Hyperthermia creates the highest risk dur-
ing the first two months of pregnancy [49,50]. Sports 
Medicine Australia recommends, “to avoid exercise in 
hot conditions” [49]. Exercising in a warm environment 
should be limited, and adequate hydration should be 
maintained with physical activity.

k. Physical activity: Prolonged working hours, heavy lift-
ing, prolonged standing and heavy physical workload 

1  Intrauterine measurements showed that the fetus was not significantly protected against 
loud noises [29]. One study in human volunteers found a maximal intrauterine noise attenuation of 10 dB 
at 4000 Hz [30]. 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 [31]. The sound of a siren can reach up to 110 dB 
inside the cab of an emergency vehicle [34,35].
The Navy and Marine Corps Public Health Center makes the following recommendations:
“1. The ACGIH [American Conference of Governmental Industrial Hygienists] 115 dBC TWA [time 
weighted average] and peak 155 dBC noise notations should be observed as exclusion criteria starting at 
20 weeks gestation. Excluding pregnant women from discharging firearms after 20 weeks gestation 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 personal hearing protection should be avoided” [20].

2  In a review of studies on pregnancy and shift work, 8 out of 12 studies showed a significant 
(but usually small) adverse effect of alternating shift work on pregnancy [28]. 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 [46]. In a meta-
analysis of 4 studies of pregnancy among nurses, shift work was significantly associated with a slightly 
increased risk of miscarriage [47].

have been associated with preterm birth, lower birth 
weight and pre-eclampsia [25,46].3

l. Radiation: Fire fighters assigned to patient transport via 
aircraft or other high-altitude aviation may encounter 
radiation exposure of significance to a fetus.4

V. Chemical Hazards
a. Carbon monoxide: Carbon monoxide exposure during 

pregnancy is associated with miscarriage, malformations, 
mental retardation and low birth weight.

b. Other toxic chemicals to the fetus found in products of 
combustion include benzene, acrolein, formaldehyde, 
hydrogen cyanide, acetaldehyde, chloroform and formic 
acid

c. Exposure to lead and other metals: Lead exposure dur-
ing pregnancy is associated with serious materno-fetal 
complications, including miscarriage, premature rupture 
of membranes, pre-eclampsia, hypertension, and neu-
robehavioral effects in infants and children [10,11,12]. 
Even at low levels, lead exposure has been associated 
with preterm delivery; congenital abnormalities [13]; 
and decreased birth weight, length, and head circumfer-
ence [14]. Current research suggests that there is no safe 
lead exposure threshold to children, infants and fetuses 
[12,15,16].5 

d. Exposure to organic solvents: Some organic solvents like 
xylene, might be harmful to the fetus [20]

e. Other chemicals: Clandestine drug laboratories and haz-
ardous-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 [36]. Extensive exposure to exhaust fumes 
might be dangerous because of exposure to carbon mon-
oxide, benzene and other organic solvents from motor 
vehicles. In the US, gas used for regular road traffic does 
not contain benzene. In developing countries that use 
leaded gasoline, lead exposure can be significant prob-
lem for fire fighters exposed to exhaust fumes [38].

VI. Medical issues - The American College of Obstetricians and 
Gynecologists has published a list of medical contra-indica-
tions to exercise during pregnancy [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 accommoda-
tion to pregnant fire fighters who are suffering from specific 
complications.

VII. Risks by trimesters

   See Table on the next page

VIII. Recommended activity modifications during pregnancy
a. 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 
[20,39] 

5. Exposure to prolonged vehicular 
exhaust or high-volume vehicular 
traffic.

6. Aviation (including helicopter) 
unit assignment [20,39,40,41]

a. Recommendations by trimester:
i. First trimester 

1. Modified, non-hazardous duty 
only if requested by the fire fighter 
in consultation with her personal 
(treating) physician.

2. The fire physician should ensure 

3  In a meta-analysis of 53 studies of occupational exposures (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 (beyond 40 hours a week) on preterm birth; and a significant but small 
effect of prolonged standing (more than 3 hours day) on preterm birth. The influence of these occupational 
exposures on pre-eclampsia is less clear [46]..

4  Aviation-related (including helicopters) potential hazards for the fetus include vibration, 
noise, jet fuel and altitude [20,41].

5  Footnote: Inorganic lead is absorbed by inhalation and ingestion. Blood absorption of in-
haled lead is 30-40%, and blood absorption of ingested lead is 5-15%. Lead is then mostly stored in bones. 
The half-life 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 [11,12,17].
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that the fire fighter and her treat-
ing physician are aware of risks 
created by the job assignment.

3. All recommendations stated in 
VIII.a above

ii. Second trimester
1. An accommodation for maternity 

uniform may be needed.
2. The following are not recom-

mended:
a. Assignments with alter-

nating shift work
b. Heavy lifting and pro-

longed standing
3. All recommendations stated in 

VIII.a above
iii. Third trimester

1. The fire fighter may have to 
be taken off hazardous duties, 
when she is unable to perform 
the required job functions, due 
to issues with balance, speed and 
agility. She should be given a 
modified duty assignment.

2. An accommodation for maternity 
uniform may be needed.

3. The following are not recom-
mended:

a. Assignments with alter-
nating shift work

b. Heavy lifting and pro-
longed standing

4. All recommendations stated in 
VIII.a above

IX. Post-delivery: Return to work
a.           Because of different types of deliveries and asso-

ciated 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.6

b. Once the fire fighter requests to return to full duty with 
the consent of her treating health care provider, all 
restrictions for patrol duty and training should be lifted, 
unless other medical issues are present. 

c. The physician should consider various issues such as 
[55]:

•	 Delivery trauma and mode of 
delivery 

6  Sports Medicine Australia recommends waiting for up to 6 weeks after delivery before 
performing intense physical exercises [54].

•	 C-section healing7

•	 Physical deconditioning, fatigue 
and lack of sleep

•	 Musculoskeletal conditions (e.g. 
back pain, carpal tunnel syndrome, 
tendonitis)

•	 Pregnancy-related issues
•	 Hypertension
•	 Eclampsia
•	 Gestational Diabetes  

•	 Post-partum depression 
•	 Post-partum thyroiditis
•	 Deep venous thrombosis
•	 Anemia
•	 Other complications

X. Post-delivery: Lactation
a. Fire fighters who are breastfeeding should avoid unpro-

tected exposure to toxic levels of heavy metals and other 
chemica

 Sports Medicine Australia recommends waiting for up to 6 weeks after deliv-
ery before performing intense physical exercises [54].

 In a series of 100 patients with complications after a C-section, the most 
common complications were endomyometritis (63 patients), wound infection 
(32 patients), wound hematoma (22 patients) and postpartum hemorrhage (12 
patients). Wound dehiscence was seen in 4 patients. All complications 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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Substantiation: The committee has added this annex to guide the end users of 
this document as it relates to the issues and concerns surrounding pregnancy 
and the potential risks and harms that could result in performing the essential 
job tasks and the tasks of a fire fighter.  
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