2 Wyndale Drive
Walkersville, MD 21793
301.606.5672

ericrschmidi@adelphia.net

April 20, 2006
Via: Regular U.S. Mail and E-maii to:
NIOCINDOCKET @cdc.gov
John Howard, MD
Director
National Institute for Occupational
Safety and Health
200 Independence Ave, SW

Washington, DC 20201

NIOSH Docket Office

Robert A. Taft Laboratories, M/S C34

4676 Columbia Parkway

Cincinnati, OH 45226

Voice: 513.533.8303

Facsimile: 513.533.8285

Re:  Comments for the Progress and Future

Direction of the NIOSH FFFIPP
Docket Number NIOSH-063

Dear Dr, Howard:

I submit the following comments and supporting documentation on the National
Institute for Occupational Safety and Health Fire Fighter Fatality Investigation and
Prevention Program (NIOSH FFFIPP) for consideration with the hope they will be
accepted as suggestions for enhancing the impact of the program. I was a member of the
FFFIPP staff from 1999 to 2000. I feel that my tenure gives me a unique perspective into

the administration of the program.
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I am also taking this opportunity to place the contents of my personnel file into
the public domain as a means to foster a public conversation. By taking this action I hope
this information can be used to get a glimpse into the management ethos and research
culture that influence the FFFIPP, The example of Personal Protection Equipment (PPE)
that was niot properly scrutinized during a January 2000 investigation is offered here as a
proxy to highlight the fact that when model i;westigative procedures' are not followed,
sentinel event(s) are missed and critical time is lost. In this case, when managers of the
FFFIPP instructed investigators not to document critical components of PPE such as
turnout gear and clothing;? the possibility to understand how this equipment performed in
context with these fatalities and other similar events was squandered. In this tragic
example it has taken five years between the time firefighters first started to report not
hearing Personal Alert Safety Systems (PASS) device activation in actual rescue
incidents such as this one in January 2000, until the time NIOSH established a formal
process to openly ask for assistance from the fire service community® in December 2005,

In short, no plausible justification can be offered and the fire service cannot afford to wait

another five years for the next missed sentinel event to be reported.

" NIOSH - Division of Safety Research (1997). Fatality Assessment and Control Evaluation (FACE) Model, National
Institutz for Occupational Safety and Health Centers for Discase Control, Public Health Service, U. 8. Department of
Health and Human Services, Margantown, West Virginia.

? Memorandum of Performance Guidance dated March §4, 2000, from D. Castillo, Branch Chief, 10 Eric R, Schmidt,
Safety Engineer, Division of Safety Research, National [nstitute for Occupational Safety and Health, Centers for
Dizease Control, Public Health Service, U. 5, Department of Health and Human Services.

INI0OSH - National Personal Protective Technology uboram:y (NPPT L} public notice (nd.). Retrieved
April 14, 2006, from hip/Awww.cde.gov/niesh/nppilfusemotices/| il
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The suggestions here are made so that all future inforriiation available to

investigators is documented and not squandered.

The Director of NIOSH is asked to affirm that the management ethos and -

research culture that influence the FFFIPP provide the American Fire
Service with a work product thit meets the fequirements of a “Gold
Standard™ within the epidemiological and research communities. By
definition, research that canriot be independently verified and/or does not.
follow written procedure(s) does not qualify as “Gold Standard” werk
product. If this affirmation cannot b¢ immediately made, the Director of
NIOSH is asked to outline what steps will be taken and when the
American Fire Service can expect to see¢ a work product that meets “Gold
Standard” requirements.

The Director of NIOSH is asked to develop a Sentinel Event Notification
Procedure to formally alert the fire service community within 90 days of
an incident that would meet sentinel event criteria. The example — where
NIOSH management has had substantial knowledge* for five years that
many firefighters reported not hearing PASS devices during actual rescue
incidents — cannot be repeated.

The Director of NIOSH is asked to develop a schedule of document
retention to permit meaningful retrospective studies. The ability to go

"back and consider the information gathered during these investigations in

aggregale after several similar events are studied is critical. Currently the
réports published by the FFFIPP are labeled as “A summary of a NIOSH
fircfighter fatality investigation.” In many cases, proposed retrospective
studies need information of greater depth than what is contained in the
summary as published, During my tenure at NIOSH, supporting
documents were routinely purged just prior o the release of the summary.
Undoubtedly, safeguarding this information in a confidential format is
essential and may require further rule making. Without a process to retain
detailed information, the ability to produce meaningful rétrospective
studies is lost. :

“Leter dated October 2, 2000, from Eric R. Schoidt, former Safety Engineer, to Linda Rosenstock, MD, Director,
National Instztute for Occupational Safety and Health, Ceniers for Diseuse Control. Public Health Service, U, S,
Depariment of Health and Human Services. .
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As follow-on to the previous suggestion, the Director of NIOSH is asked
to develop-a schedule of bi-annual program review. An impartial
scientific body, such as the National Science Foundation (NSF), should
conduet this review with guidelines established by national fife service
organizations. This process would be, at the very least, but not be limited
to, an appraisal the caliber of information gathering during the course of
the field investigation, report development and recommendation follow-
up. The findings of NSF would be reported o all interested fire service
organizations and congressional oversight committees.

" The Directer of NIOSH is asked to publish all FFFIPP reports in the

Federal Register prior to reléasing them for publication. The practice
during my tenure at NIOSH was to have the fire department that suffered
the firefighter fatality, and, in some limited cases, organized labor locals,
réview portions of the report but not the recommendations.
Recommendations can be considered as successors to findings. Itis
important the complete report be made available for review and public
comment so that fire service, fire research and academic and labor
organizations have a means to offer specific and cogent input.

The Director of NFOSH is asked to consider the publication of an
Amalgamated Anonymous Annual Report. Often for reasons of
sensitivity, information is not included in the reports because nio true
mechanism exists for protecting the identity of specific communities or
individuals. Unfortunately, important lessons are lost, specific examples
that would be suited for this report are investigations where inadequate
training, under-funding that leads to a lack of proper equipment and
staffing played a role in the fatality. This report should also identify
emerging shori-term research needs.

The following recommendation is offered truly in the hope to lessen the
trauma and pain of the families and departments involved in these tragic
line-of-duty deaths. To publish the date and state of this Joss, without the
names of the firefighters involved, is only a comfort to those who do not
appreciate the American Fire Service. Every firefighter knows where to
find the name of the fire department and those who lost their lives. In fact,
the United States Fire Administration has a website with direct links to
specific NIOSH-FFFIPP reports. Please consider the image of a child too
young to understand reading a NIOSH-FFFIPP report years later, trying to
comprehend the reason for the loss of a loved one, only to have their
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father or mother referred to as “the Victim” or éven worse as “Victim #4.”

The Director of NIOSH is asked to use the names of the fallen as a matter
of respect to them and their families.

* In the alternative, if CDC/NIOSH cannot accept or implement needed
change in the FFFIP, then another process for this needed process should
be considered. The Director of NIOSH should assist the fire service
community to relocate this effort to another agency or organization.

In closing, the suggestions made are not specific by design. They were not
intended to solve problems as I see them, but instead to foster much needed frank
discussions. [ request my comment and supporting documentation to published in its
entirety, along with all other comments in the Federal Register and posted on the NIOSH
Public Docket website with appropriate hyperlinks from the FFFIPP website. i the
readers care to review the specifics of the supporting documentation, an event timeline

and table of inconsistent work direction can be found on the following pages of this

public comment.

Best regards.
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Documentation Time Line

Date

Event / Document

FY1998

Congress mandates that CDC/NIOSH investigate all Fire Fighter
Fatalities. The use of the FACE Model is specified as required
investigative tool.

6120/1999

6/21/1999

Eric Schmidt is hired as a Safety Engineer to assist with
Investigations of Fire Fighter Fatalities,

i

1999-06-20 Postion Description. pdf
Section 1

1999-06-20 Conducting the FACE evaluation.pdf
Section 2
i
1999-06-20 FACE narrative report.pdf
.Section 3

&
1999-06-21 nondisdosure agreement. pdf
Section 4

2172000

Mid-Year Review by NIOSH Supervisor

-
2000-02-07 Mid Year Review.pdf
Section §

21472000

NIOSH Supervisor provides written “Performance Guidance”

|4
2000-02-14 Performance Guidance.pdf
Section 6
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6/9/20Q00

NIOSH Supervisor cutlines justification for the termination of

Eric Schmidt
i

2000-06-09 DC meemo to file. paf
Section 7

* 6/16/2000

-

Eric Schmidt is terminated during Probationary Period

2000-06-12 Termination Notice.pdf
Section 8

107272000

Eric Schmidt advised NIOSH Director of Technical Concerns and
specifically suspicion that a piece of Fire Fighter Personal
Protection Equipment did not performed as expected. This piece of
equipment is called a PASS device. It sounds an alarm when it
senses a fire fighter has stopped movement. (i.e. — in nesd of
rescue.) [Last paragraph on first page of memo]

2000-10-02 ERS Technical Concems.pdf
Section ¢

1275703

NFPA Notice to users

i

2003-12-05 NFPA PASS.pdf
Section 10

12/6/05

NIOSH Notice to users

i

2005-12-06 NIOSH PASS.paf
Section 11

3/1/06

NIOSH Posts a notice for program input into Federal Register

2006-03-01 Federal Register Notice.pdf
Section 12
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2006-03-01 NIOSH FFFIPP Background,pdf
Section 13

4)22/06 Written comment period closes for NIQSH - 063
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Table of Inconsistencies

Work Direction

Requirement to address issue

Performance Guidance, “...your persisience in
gathering complele autopsy reports, rather than
simply getting information from the report on
the cause of death.™ Also “...for injury death
investigations, the cause of death is fypically all
that is needed.”

FACE Narrative Report, page 33, paragraph V
Previous recommendations made*
NIOSH FACE report 29F10, rec. #5
NIOSH FACE report 99F11, rec. #3
NIOSH FACE report 99F17, rec. #3
NIOSH FACE report 99F19, rec. 45
USFA Fire Fighter Autopsy Protocol
*files available on web sites.

Performance Guidance, measurements of
burned area of hose

Paosition Description, Factor 4 — Complexity.

Conducting the FACE evaluation, page 19-20,
The Role Qf The Investigator At The Incident Site.

FACE Narrative Report, page 31, paragraph [V

Performance Guidance, specifics and shape of
turnout gear

FACE Narrative Report, page 31, paragraph
IV, sub-paragraph A.3.

Performance Guidance, if those who spend
their time helping us to understand the case are
upsct.

Position Description, Factor 3 — Guidelines.

Performance Guidance, minimize your fact
gathering during investigations.

Position Description, Factor 3 — Guidelines.

Conducting the FACE evaluation, page 21, 6%
paragraph from top of page.

Performance Guidance, verbal contact rather
than through formal correspondence

Conducting the FACE evaluation, page 18, 5%
paragraph from top of page.

Termination Notice, a 500-page matrix... This
matrix appears to required substantial amounts
of your time, however the utility and necessity
of the matrix is not clear.

Paosition Description, Factor 4 — Complexity.
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. Eric R. Schmidt

From: Eric R. Schmidt [ericrschmidt@adelphia.net]
7 sent: Thursday, April 20, 2006 5:42 AM
To: niocindocket@cde.gov
Suhject: Public Commaent for NIOSH Dacket - 063 NIOSH FFFIPP

NIOSH G63 Public
Comment Email...
Hello,

Please accept my attached public comment for the record. My contact
information is

Eric R. Schmidt, P.E.

2 Wyndale Drive

Walkersville, Maryland 21793
301.606.5672 ¥
ericrschmidtfadelphia.net

I grant permission teo disclose my name in association with this public
comment .

If any concern is noted with this public comment please contact me. 1 will
also send along a paper version of this comment if need, please advise if

that is the case.

Best regards,

~~

Eri¢ Schmidt

Date & TimePrinted; 4/20/2006 - 6:55 AM 1
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Safery Engineer, GS-803-13
Inmroduction

This position is located in the Trauma Investigations Section, Survéillance dnd Field

- Investigations Branch, Division of Safety Research. The mission of the Division is on file in the

Human Resources Management Office, Centers for Disease Control and Prevention.
Maiar Du

Serves as the technical expert on safety engineering techniques and methods for studying fire
fighter work-related injuries to develop intervention and prevention strategies. Provides
engineering interface with internal and external professionaly in the study and developmem of
engineering designs, practices, protocols, recommendations, aimed at reduging fire fighter
fatalities. Also, proposes recommendations for new or modification of existing fire fighter
research directions or projects to further the mission of DSR and NIOSH. [25%]

Develops and writes technical documents and manuscripts for publication snd presentation based
on the results of research for dissemination in peer review journals, NIOSH publications and .
other appropriste sources. Also, conducts technical reviéws of scientific work conducted by
others (internal and external), participates in inter-branch or inter divisional projects/teams, and
provides technical expertise as required 10 meet the mission and goals of DSR, NIOSH, and
CDC. [25%] S

Applics the Fasality Assessment and Control Evaluation (FACE) Model to conduct fatality
investigations of fire-related incidents involving fire fighters. Prepares written reponts from the
investigative findings along with recommendations which contain engineering solutions which
could prevent similar werk-related traumas in the future, [25%)]

Provides safety engineering expert advice on firc fighter work-related injuries to the Division and
the [nstitute as well as other government agencies, non-government and private agencies and
organizations, and the pubiic. This includes working independemtly as a NIOSH representative
with organizations such as the Department of Labor, state departments of heaith, National Safery
Council, trade associations, labor unions, academia, etc. [25%)

Factor 1: Knowledge Required by the Position

Comprehensive knowledge of the principies and practices of safety engineering, including the
application of engineering controls and safe work prectices for reduction of traumatic
occupational injury of fire fighters and emergency responders that result from motor vehicle
related incidents.

In-depth knowledge of cccupational safety and heaith principles, practices, and requirements for
safe and healthful working conditions, and 8 working knowledge of the etiology of workplace
injuries and illnesses.
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Skill in evaluating and intorporating the latest developments, methods and devices needed 1o
make recommendations for establishing NTOSH policy and for furthering the Institute's
objectives in preventing occupational treumatic injuries.

Working knowledge of the current literature, both national and international, in the area of
occupational traumatic injury, epidemiology and statistics.

Comprehensive knowledge of existing fire-related safety and bealth standards (mandstory and
consensus), regulations, and legal requirements for the protection of workers in all industries.

Knowledge of available sources of occupational injury @ad illness statistical data and specific

need.sforsuchdmusedinocmpmoml injury risk assessmeat; familiarity with statistics on
accidents, injuries, rates of injuries, and related data.

Knowledge of surveillance and research design and statisties required to review work and
somment on research studies proposed by other Branch staff.

. 8kill in oral and written communication.

Factor 2: Supervisory Coatols

The incurnbent works under the administrative supervision of the Section Chief. Administrative
direction entails assignments in terms of broadly defined missions or objectives. Director is
generally limited to approval of staffing, project and facility funding, requests for large

¢quipment and broad NIOSH policies, The incumbent has full responsibility for independendy -
. planning and conducting the assigned work. The incumbent’s work is accepted as technically

accurate, The supervisor reviews work for adherence to assigned mission or objectivess to
determine if advice and recommendations made by the incumbent had positive influence on the
ovmnmmwmtfmemmnbemswmkmdum“hmmmthndvmmmof
injury prevention technology.

Factor 3: Guidelines

General guidelines include Instinne policies as well as current Federal regulations, appropriate
technical literature, and recent developments in safety engineering and injury intervention and
prevention strategies. Other guidelines such as technical reference texts and manuals, -
specifications, practices, procedures, cic., cover certain aspects of the work, but often are very
general and involve large blocks of data which contain critica! gaps which are controversial or
unkaown. These guidelines are often inadequate because of the critical gaps which exist in the
avmlabdnty of work mlhcasnmedam.'l’he incumbent is expected to apply a high degree of
imagination and ereativity in developing new and nove] theories, methodologies or solutions to
complex safety engineering problems of s:gmﬁcam imporance in the aren of fire fighter work-

refated injuries.
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Factor 4: Complexity

The safety engineering problems addressed by the |uc\:mbem typically involve new concepts and
varied problems which are difficult to define, often require original of innovative approaches,
and sophisticated swate-of-the-art in safety engineering techniques. These problems cover a broad
range of engineering and scientific dISCIPhnCS involving complex interactions between scientific
variables, human behavior, and work environments. The incurcbent is independently responsible
for exercising a high degree of criginality and ingewuity in defining and developing safety
engincering solutions and designs basednnsotmdjudgemenundexpmeneebymbuulecung
or synthesizing methods and t2chniques best suited to the specific problem. The incumbent will
have mastered a thorough knowledge of these interactions and has the analytical and theoretical
skills needed 1o determine the nature end scope of such engineering problems.

Fector 5: Scope and Effect

The purpose of the work conducted by the incurabeat is to identify and srody causal factors
cammon to fire fighter injuries and Tawlities; to develop prevention and intervention strategies;
and 10 evaluate the effectivencss of those interventions. The resuht of this work will contribute to
the reduction and prevention of fire fighter work-reisted injuries and famalities in these US -
industries. The results will directly affect the policy directions of NIOSH. Rescarch results from
studies will potentially impact other National industrial work populstions. Study reports'are
puhhshedmmdelydmemmmdjomals.uadepuhhunommdNIOSHupom;ndmusedm
the safety and hesith profession.

Factor 6: Personal Contacts

Personal contacts include research personnel within and outside NIOSH including
represantatives of the International Association of Fire Fighters, professional engineering
organizations, organized labor, trade associations, academicians, and national safety
organizarions.

Factor 7: Purpose of Comacts

The overell purpose of contacts is to gain information, coordinate activities, gain cooperation
from emplayers;employees, and government officials, and maintain communication while
constantly disseminating informetion. The incwnbent will provide technical expertise to
empluym. workers and their representatives, associations, and other governmental agencies;
maintain awareness of new developments and literature in the field; obtain input from ather
safety professionals; identify rescarch needs of NIOSH cunomers; and, present the results of
research projects 1o employees, employers, professional groups and OSHA.

Factor 8; Physical Demands

Most of the office wurk is sedentary, although there may be some mexual activity associated with
perfumigg field investigations. The manual activity requires some lifting, handling, and
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transporting of equipment up 10 50 pounds. The incumberst may be walking, clinibing, and
physically active during the ficld investigations with possible exposures 1o certain workplace
hazards, for which persanal protective equipment is provided.

Factor 9: Work Environment
The work requires exposure to a varied work eavironment which may require safety and health
precsutions as well as personal protective equipment. Work is mainly performed in an office or

laboratory setting, at work site locations where field tests or experiments are being conducted,
and at a variéty of nationwide meeting places where research resuits are discussed.
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A. PRE-XNVESTIGATION PROCEDURES:
1. O8SHA OR OTHER REPORTING AGENCY CONTACT:

Upon receiving initial notification of the fatality, at least the
following information should be obtained from the reporting
agency and entered onto the NIOSH-approved First Report of
Fatality, if at all possible: the name of the victim, the type of
fatality. the time the incident occurred, the location of the
incident, the name, address (if different than incident site),
and telephone number of the employing facility, an employer
contact, the names of any witnesses that were on site, and a
short synopsis of the incident. To assure that this information
is obtained during the initial notification, inform your
reporting agencies what information will be necessary when
establishing your surveillance network.

2. EMPLOYER CONTACT

As soon as possible upon notification of the incident, the
employer should be contacted to establish a time to conduct the
FACE evaluation. You should identify yourself as an employee of
the State Health Department {or other appropriate agency) and
your affiliatien with the National Institute for Occupational
Safety and Health {(NIOQSH)}, Division of Safety Research (DSR).
Explain the FACE program and its function within your state.
Make two points very clear; 1) the FACE program is not
affiliated with OSHA, and, 2) you are not a regulatory agency,
you are interested in research and the prevention of similar
incidents. You are not interested in assessing fault or
culpability, only gathering data on the incident. Tell the
employer that you will provide a report on the incident that will
contain recommendations for the prevention of such incidents.
Let the employer know that this report will contain no personal
or company identifiers. Establish at least one other employer
contact at this time, in the event wyour initial contact is not
able to attend your scheduled opening conference.

It is possible that, because of the time of the incident, a
regquest for immediate assistance, or proximity of the incident
site, that you will have to viait the site prior to employer
notification. If this situation occurs, advise the employer
during your initial contact.

Prepare a package of FACE publications that can be given to the

employer during your initial wvisit. This package can consist of
material published by the state, NIOSH, or beth., If access to
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the site is denied, inform the employer that you will send a
package of information to let them see the work being
accomplished by the FACE project.

i, CONTACT WITH OTHER AGENCIRS

Prigor to traveling to the site, contact the appropriate agencies,
e.g., the state or local police, the county sheriff, and the
county coroner, medical examiner, the emergency medical service,
fire departments, or labor corganizations to explain the FACE
program, schedule a meeting, and reguest their respective
reports. These contacts should always be made, even if these
agencies have not had time to prepare a report. Useful
information can still be gathered, and yocu will let people know
who you are and apprise them of the FACE program. This could
lead to additional reporting agencies.

If OSHA was not the notifying agency., no matter what the elapsed
time between the event and the notification,

contact QSHA at this
time. If notification occurs immediately after the event, an
OSHA compliance officer probably has yet to be assigned. The
chance exists, however,

that your call will notify OSHA of the
fatality. Once the OSHA compliance officer has been identified,
they should be contacted and made aware of your interest in the
case, if they are not already aware of the FACE pregram, If
notification occurs days after the event occurred, your call to
the compliance officer will allow you to c¢btain information
regarding the case along with names of employer contacts,

investigating law enforcement perscnnel, coroners, or any other
contacts relevant to the case.

It is important not to draw conclusions as to how or why the
incident occurred from this preliminary information. It may be
incorrect. Although this preliminary information may be useful,
conduct your investigation before drawing any conclusions.

Prepare form letters requesting each of these agencies’' (e.g.,
medical examiner, police, OSHA, county corcner, fire department,
or emergency medical service) reports and carry them with you on
your investigations. If the agencies’ reports are not complete,
leave these letters in a self-addressed stamped envelope so that
the report can be mailed to you upon its completion. These
letters should be standardized and should be NIOSH approved.

4, TRAVREL ARRANGEMENTS
Your travel should be planned to assure that you arrive at any
scheduled meetings on time. It i3 a good idea to have all
meetings planned prior to travel. Time spent on the telephone

prior to the investigation can save valuable time in the field

18
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and can help an investigation run very smcothly in the field. If
overnight accommodations are necessary, make reservations in
close proximity to your meeting site.- This will provide you with
access to a telephone, an alternative meeting site, and a quiet
place tpo conduct interviews or discussions, if necessary.

5. BASIC EQUIPMENT TO HAVE AT IMMBEDIATE DISFOSAL

You should have the following equipment packed and ready for
immediate departure: ’

Survey Instruments

PPE for the Investigator (minimally a hard hat, safety
glasses, steel-toed shoes, gloves, and coveralls)

Camera Equipment
Polarcid camera
35mm camera
Telephoto lens
Wide angle lens
Flash
Extra film for all cameras
Extra batteries for flash and cameras

Linear rangefinder

12 or 25 foot tape measure
50 or 100 foot tape measure

Flashlight with extra batteries

Colored flags or markers to be used as reference markers
Tape recorder with extra batteries and hlank tapes

Video camera with extra tapes and battery packs.

Upon return from the investigation, all supplies should be
replenished.

The Role of the Investigator at the Incident Site

Upon arrival at the site, take time to walk around the perimeter
of the site and conduct a site survey. Note the position of any
equipment or article that might have been a factor in the
incident or that might be ugsed as a reference point in future

19
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discussions. This would be an opportune time to place colored
markers as deemed necessary around the site to use as reference
points or to mark measurements. D& not be afraid to take as many
measurements between reference points throughout the incident
sites as possible. It is better to have a dozen measurements
that you might not use than to not to have taken one that you
need. Remember, you are going to be investigating this incident
by evaluating the relationship of man, machine, and environment
relevant to the pre-event, event, and post event time phases of
the incident, Take your photographs, and make your measurements
accerdingly once the event is reconstructed in your mind.

Reconstruction of an incident in cne’s mind doés not denote re-
enactment of an incident. There are documented cases of
investigators being seriously injured while re-enacting an
incident. It is not necessary to do so physically, and is not
recommended. If you feel it is indeed necessary to ‘“"re-enact®
the incident, do so on a series of sheets of paper.

If witnesses are present, ask questions to clarify any questions
that you might have. This is not to say that their answers will
be accurate, but it might provide you with a sclid starting
point., This would be a good time to take a few polaroid pictures
of the incident site and make notations of questions that might
be asgked of witnesses at a later time.

If you have arrived at the scene as first responder or in a
situation where first responders are present, identify yourself
and offer your assistance in securing the scene, to assure that
evidence is not disturbed and to allow the investigation to begin
as soQon as possible in an orderly fashion.

Hemember, safety first during the investigation. Don‘t do ]
anything that might place your safety in jeopardy:. If there is a
question as to how to address a situation, consult other
investigators or competent persons at the scene before

proceeding. If this is not possible, photograph questionable
situaticns so that they may be discussed with thé appropriate
pecple at a later date. Make sure that all existing and
potential hazards (e.g., downed powerlines, falling materials,
toxic atmospheres) are identified and that all persons at the
scene are alerted to the existence of these hazards.

Evidence should be photographed (see photography section
appendix) thoroughly, but should not be disturbed until all
parties have completed their investigatien.

There will be times that a coroner‘s office or police will
impound evidence prior to your site visit. If this occurs,
approach the proper authorities, identify yourself, and ask to
view the evidence. If access is denied, ask what steps need to
be taken to allow you to view the evidence. Consult the NIOSH

20
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State-Based FACE project officer to determine -whether these steps
are feasible to follow. It may be more appropriate to view

photographs taken by police or OSHA investigators immediately
after the incident occurred.

Conducting the Employer Interview

Opening Conference

Plan to arrive at least 10 to 15 minutes prior to your scheduled
meeting time with the employer. If for some reascon you cannot
make the scheduled appeintment time, call the employer and
explain the reason for the delay and schedule a new time.

If the site for your meeting seems like it might be difficult ta
f£ind,

or is in a very congested area, it would be a good idea to
locate it the night before the meeting.

" Introduction to the employer should include: stating your name,
your agency/department, display of your identification
credentials, exchange of business cards, purpose of your visit,
discussion of the research study, which should include the
prevention aspect of the study. This will let the employer
representative know that, although the meeting will be cohducted
in a business like manner, there is no reason for apprehension.
If only one employer representative is present, ask for the name

of an additicnal contact in case your contact is not available
should you have to make a follow-up visit.

The exchange of business cards i1s a good practice; these can be
maintained in the case file to provide an instant reference
should you need to contact the employer. "It is also recombended
you leave your business card with other persons invelved in the
case: the medical examiner, county coroner, police unit, OSHA
personnel, EMS units. This not only provides a means of contact

for this investigation, but provides a means with which these
individuals can contact you in the future.

Once introductions are completed, explain the FACE program and
purpose of your visit, again emphasizing the fact that your
purpese is research, not to conduct a compliance visit. Note:

You may want to explain the basic differences between a
compliance visit and a research study, e.g., the purpose of a
compliance inspection is to cite violations of the code, while a
research investigation looks at the man, machine, and envircnment
relevant Lo the time phases of pre-event, event, and peost-event.
You may have already explained the FACE program to some extent
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during your initial contact; hcowever, this is a gocod time to
provide more in-depth information regarding FACE, especially if
more than one employer representative is present. Inform the
employer of other activities of the NIOSH, Division of Safety .
Research, such as respirator certification, and research into
topics such as ergonomics, protective clothing, and homicide at
work. Let the employer know that technical information on safety
and health subjects can be obtained by calling 1-800-35-NIOSH.
provide the employer with copies of NIOSH or state publications,
and let the employer know of any activities of interest that are
being undertaken by your organization.

Again, let the employer know that you will provide a copy of the
investigation report that will contain a summary of the seguence
of events with recommendations for prevention of similar
accurrences in the future, and no personal or company identifiers
will be used in the report or kept on file.

After all guestions are addressed, ask the employer gquestions
that will supply the information necessary to complete your
survey instrument. You may ask the employer to explain the
circumstances surrounding the incident and extract your
information from that, or, you may ask the guestions directly.
Flexibility will be necegsary during an investigation because not
all investigations will follow a set formula or equation.

It is important not to draw conclusions and convey opinions from
the infeormation presented by the employer because in most '
instances the employer representative will be relaying second-
hand information; however, the employer representative will be
best equipped to provide you with information on witness names,
daily operations, the task being performed by the victim at the
time of the incident, and the established work procedures, if
any, that the victim should have been following at the time of
the incident. Since most workers are not trained observers, and
the events leading up to the incident were probably commenplace,
witnesses probably will not have exact details as to what events
lead up to the incident. The employer’s explanation of everyday
operations will provide the investigator with a basis of what
might have been occurring prior to the incident.

If the employer has a written safety program, written safe work
procedures, or written training materials, ask for a copy. Not
only will these confirm that they actually exist, they may come

in handy in the future while you are developing recommendations
for similar investigations.

Once your interview is complete, or even during the interview,
tell the employer you would like to visit the incident site. If
the event occurred in-house, ask the employer to walk you through
the facility, making sure you ask questions that will allow you
to fully understand the company operation. Observing the
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operation first hand will be valuable in preparing your report.
If you see something that you feel might expose an employee ta a
hazard, inform the employer immediately (be tactful - the
employer is already being investigated and monitored by other
agencies). It would also be a good idea to discuss any potential
hazard you may see with the OSHA compliance officer assigned to
the case, especially if you feel strongly that a hazard exists
and the employer was not receptive to your cbservation. TIf the
event accurred cff-site, ask if an employer representative might
accompany you to the site to explain, to the best of their
knowledge, what occurred.

Closing Conference

It is possible that, after all witnesses are interviewed, a
foellow-up visit to the site will be necessary to clarify some
peints. Do whatever is necessary to answer all gquestions that
you may have pertaining to the incident.

Once the interview and site visit are complete, offer any
assgistance possible to the employer teo assist in the
investigation of the incident. You can briefly go over the
information you have collected - do not offer conclusions,

- opinions or find fault.

Preparing to Interview the Witnesa

Once you have received a list of witnesses from the employer, or
a first responder such as an investigating police officer, the
process of interviewing the witness is ready to begin. This
process should begin as soon as possible after the incident
DCcurs,

Prior to taking a verbal statement from the witness, it is
advisable for the investigator te survey the incident site and
ernvironment. Using the information that has been received prior
te the interview, the investigator should develop a probable
scenario. Knowing what the incident site looks like, what
equipment or machinery was being used, or any difficulties the
workers were having performing their tagk hefore the incident
occurred, will help the investigator prioritize the information
received during the witness interview(s).

As the investigator views the incident site, open-ended questions
(requiring a comprehensive, not yes or no answer) to be asked of
witnesses should be formed and written down. Questions should
address who, what, when, where, and why. Witnesses may be more
comfortable during interviews if they feel the investigator has
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knowledge of the incident, the task being performed, or the
problems being encountered during the performance of the task.
Witnesses can often be made more comfortable by hearing the
reason for your investigation, and that your purpose is to
identify problems, not assess blame. Asking the witnesses for
their help will make them feel that they are important to the
investigation. Speaking to them is the most impertant thing to be
dene at the moment and time is not a facteor. The investigator
should be relaxed, receptive, and cbjective.

The perscnality of witnesses may affect the manner in which the
interview progresses. The investigator may encounter witnesses
who are timid, open, hostile, or egotistical, or who fear
retribution. No matter what type of witnesses is encountered,
the investigator must remain open and objective. Try to find a
common ground during the interview, and let the witness talk
freely. .

Timid witnesses can usually be put at ease by a friendly,
concerned, and compassionate manner. The investigator should ask
the witness if he or she has any problems resulting from the
incident, and offer to help if possible. This can help establish
a trust between the witness and the investigator. Once timid
witnesses open up, they usually provide valuable information.
Assure the witness that this will be an interview, not an
interrogation, and that it will remain privatée and confidential.

An open witness will gladly discuss anything you want to discuss.
Sometimes an open witness will get carried away and make
statements that don’t fit with other evidence. Often an open
witness will offer personal conclusions as to what occurred that
may conflict with other testimony and evidence. If this occurs,
statements made by this type of witness must be ‘interpreted with
caution.

A hostile witness will be easily identifiable early in the
interview. Facial expressions and lack of direct eye contact,
and body language such as clenched fists or nervous feet may be
signs of nervousness or hostility. The hostile witness will
usually be quick to assign blame and will have a single-minded
opinion of what caused the incident and will be quick to express
it. If no progress can be made with the hostile witness, it
might be wise to terminate the interview. There is nothing to be
gained by preolonging a bad situation, and information given by
the witness will probably be biased.

An egetistical witness will know everything that occurred and
more. Often, it is discovered that this person was not in the
immediate area of the incident site. This type of witness may
make statements such as: ‘“"well, so and so says this or so and so

says that.~” Again, careful evaluation of these statements is
necessary.
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There will be times when a fatal incident is unwitnessed. when
this occura, it is important that the investigator work with
other investigating bodies to formulate the most likely scenario.
The possibility always exists that another invegtigator may have

picked up on some type of evidence that the other investigators
had missed.

People who had been oh-site but did not observe the incident,
often have detailed knowledge of the job routines and procedures
which the victim may have followed. These workérs can be useful
to help reconstruct typical gcenarios and corroborate existing
physical evidence. -

When the investigator is ready to begin the interview, it is
essential that a non-threatening location be selected in which to
conduct the interview. Witnesses will be best able to recall
their observations and provide the most useful information when
they feel comfortable and secure.

The investigator will have to evaluate the emotional state of the
witness to determine the most desirable site for an interview.
If peoszible, conduct the jinterview at the incident site, The
incident site will allow the witness to give the investigator
locations of workers, equipment, or machinery in use during the
incident. If the emotional state of the victim is such that the
interview cannot be conducted at the incident site, a quiet
walting room, lunch room, or small office at the employer'’s
facility could be used. If the witness would feel more
comEortable off-site, a restaurant, or cother public place could
he used. When conducting off-site interviews, it is best if the
investigator has already visited the incident site. Polaroid
photographs or sketches of the incident site are useful during
these interviews., The investigator should use his or her best
judgement when selecting an interview site.

Upon meeting the witness, the investigator should introduce
himself or herself, show identification, and explain the FACE
program and its interest in the incident. The investigator
should assure the witness that the purpose of the investigation
is not to assess blame but to identify hazards and prevent
similar incidents. The witness should also be assured that the
information gathered during the interview will remain
confidential. The witness should also be teld that a copy of the
formal report of the incident will be available. At all times,
the witness should be treated with courtesy and respect.
Remember, this person has recently been through a traumatic
experience, and may still be emotionally shaken. Additiocnally,
it is not uncommen to have to speak to relatives that have
witnessed the incident. This is especially true of fatal
agricultural incidents.
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To begin the interview, the investigator can ask for routine
information such as the witness’s name, job title and
description, amount of experience at the job, and any training
the witness may have received while working for his or her
present employer. Routine guestions such as these will help the
witness relax, and will allow the investigator time to evaluate
the emotional state and attitude of the witness.

After these routine questions, the investigator ghould ask the
witness to relate what occurred prior to, during, and after the
incident. The investigator should allow the witness to freely
relate the circumstances surrounding the incident, and should not

- lead the witness into statements that would support investigator

theories.

The investigator should not rely on memory for total recall of
the witness’'s comments, Notes taken during the witness interview
can be used to restructure the events leading up to the incident.
This will assist the investigator in report writing. Since
constant writing could beceme a distraction to the witness, only
evidence essential to the investigation should be noted. The
investigator should tell the witness that notes will be taken,
but should assure the witness that personal identifiers will not
be used. If witnesses speak too fast, do not ask them to stop
for a moment, or they may lose their train of thought. Record
anly essential points that can be clarified by follow-up .
gquestions after the witness has stopped speaking. The witnes
may feel more comfortable seeing the notes ocut in the open, but
notés should not be taken in a manner that becomes distracting.
If the witness has no objections, the interview may bhe recorded.
This would help the investigator with information partially
missed during the interview. Investigators should not discourage
or. interrupt pauses by the witness. Sometimes the witness
reguires time to gather thoughts before continuing. Silence can
2130 be a good prompt.

If follow-up questions are necessary, ask guestions that regquire
more than a yeg or no answer. Questions that call for the-
witness to-make an assessment or offer second hand information
are not appropriate. Sufficient guestions should be asked of
witnesses to provide the investigator with all information
necessary to complete the survey instruments and write the
investigative report.

Polaroid snapshots taken during a site visit can be extremely
helpful during witness interviews, especially if the interviews
are conducted away from the incident site. The investigator
should not hesitate to use them to clarify points. The witness
will become more involved in the interview by being allowed to
view the photographs. Encourage the witness to suggest an
additional sketch or diagram that is necessary to clarify a
point. Theseé can also be used in future witness interviews.
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The investigator should note the witnesses attitude and actions
during the interview. This might help the investigator analyze
the comments of witnesses, especially if contradictory evidence
exists.

During the intexview the investigator should ask questions'that
would provide the following information:

o Date, time, and location of the incident

° Environmental fadtors during the pre-event, event, and
post-event phases of the incident. These facdtors might
include wind, rain, termperature, lighting, etc.

o The location of workers, équipment. and machinery, or
‘ any other significant landrmarks that might have
affected the incident

Q The names of other witnesses present at the incident
- gite - this may lead to the identification of
additiorial witnesses

o The name of the witnesses and telephone numbers at
which they can be reached

o Whether or not anything was taken from or repositioned
at the incident site during the three phases of the
event

o What attracted the witness's attention to-the incident

Q The address of the witness(es) who requested a copy of

the investigative report.

In closing the interview, the investigator may want to go hack
over the importagt points covered during the interview to assure
that everything is clear in his or her mind.

To conclude the interview, ask the witness{es) for suggestions on
preventing similar incidents. Information such as additional
safety training or alternative ways to peéerform the task that was
being performed at the time of the fatal incident, may prove
nelpful in developing recommendations that would reduce worker
exposure to hazards while performing their jobs.

After .interviewing the witnesses and analyzing their comments,
complete the appropriate survey inatrument.
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THE FACE HARRATIVE REPORT

Each FACE investigation of in-scope injury is documented by a
narrative report describing the incident in detail and offering
recommendations for prevention of similar occurrences. A

recommended report format and a typical DSR report are included

in this section.

Prior to finalizing the report, DSR recommends requesting review
of the draft by the OSHA compliance officer assigned toc the case.

This will assure that any regulations referenced in the report

are cited correctly.

As reports are finalized, they are transmitted to the DSR centact

person for Investigative Operations via E-mail as a WordPerfect

6.0/6.1 attachment. Final reports are alsc distribiuted to the

victim’s employer, the OSHA compliance officer assigned to the

case, and other entities targeted for dissemination.

28

— e AR R L T e T




Y

I. SUBJECT

DSR RECOMMENDED FACE REPORT FORMAT

{Outline for Construction of a FACE report)

A phrase describing:

A,

B
C.
D
E

IT. SUMMARY

Incident type

Victim’s job title

Jobsite

Location of incident (state}

Victim’'s activity

A Single paragraph giving brief description of incident
including:

1.

vigctim data

a. age

b. sex .

C. job title

victim’s pre-event activity

a. victim‘s task prior to event

b. PPE if used

c. other safety equipment/devices

victim’s action during event

a. describe victim’'s activity during event

b. identify energy source or agent causing
injury

c. how was energy source or agent contacted

d.

nature of fatal injury, results of energy
contact of agent

29

R ——




4.

post-event activity

a.

b.

did first responders expose themselves to
hazards or rigk

did actions of first responders increase the
risk to the victim

Recommendations, bul%eted list following incident

description:

1.

2.

each recommendation should relate to a specific
hazard or risk factor documented in the summary

list recommendations in ranked order beginning
with most incident specific

IIT. INTRODUCTICN

A.

First paragraph; notification, victim data, and
investigation activities including:

1.

2.

date of incident

victim data

a.
b.
c.

age
sex
job title

date of notification of incident

notifying entity/official

date of site investigation

job titles of investigators

sources of information

a-
b.
c.
a.

persons interviewed

entities contacted

photographs reviewed or taken

other reports obtained, (e.g., coroner,
medical examiner, neswspaper, police)

Subsequent paragraphs; background information of
employer and victim including:

1.

description of employer'’'s business

a.
b.
C.
d.
e.

type of business

total number of employees

number of employees of victim’s occupation
number of years in business

number of employees at the site of incident
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v.

(if different from tctal)

f. is business seasonal or continuous throughout
the yvear
2. desceription of safety program
a, . designated safety director

b. written program/policy

c. are there written safe work procedures
specific to the victim's task

d. are a pre-employment physical and drug

soreening required
frequency of safety meetings/tailgate talks

@,
3. description of training program
a. new hire training
b. refresher training
c. tagsk-spegific training
d. hew i3 training provided {(e.g., QJT,
clagssroom, jobsite talks}
4, statement of fatal incident/injury history for
employer
5. victim experience, training
a. victim's experience/history with employer
b. victim’s experience at task performed at time

of ingident
c. was victim krained in the task?
d. was victim certified/licensed to perform

task?

INVESTIGATICN

A detailed narrative description of incident including:

A. Conditions surrounding incident:

1. type of work company was performing at jobsite at
time of incident

2. victim's agsigned task

3. description of PPE and/or safety equipment used or
available

4, description of the jobsite (illustrations may hbe
used to help clarify the description)

S. description of other equipment involved

B. Pre-event activities:
31
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1. victim's and co-workers’ activities prior to
incident listed in chronological order
2. number of co-workers inveolved in the incident
. .
3. laocation of co-workers in relation to victim

(especially if within line-of-sight of victim)

C. Activities during event; circumstances suriounding
victim’s contact with energy source or agent:

1. h0w-and why did victim contact energy source or
agent ‘
2, did the energy source or agent digplay signs of

prior damage, override, or abuse

3. were there reports of problems prior to the

incident
4. were controls in place
5. what- was victim’s reaction
6. what were the ipjuries
7. describe the information (eyewitness accounts,

physical evidence, etc.} which leads the
investigator to ¢onclude that the 1nc1dent
occurred as reported

8. reference any illustrations or
photographs included at end of report

D. Post-event activities:
1. victim’s condition immediately following the
incident

2. individuals/organizations responding to incidenc
{e.g., co-workers, emergency medical squad, fire
company )

3. time of emergency response

4. actions of first responders
a. was CPR or first aid administered, if so by
whom
b. were rescuers exposed to hazards
c. did their actions increase the risk to
themselves or the victim .
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8.

victim's condition after incident
transport of victim (where)
victim’s condition after transport

time between incident and death

Document any conditions which make the investigation's

conclusions suppositional or inferential rather that
evidentiary

V. CAUSE OF DEATH

Medical

A.

B.

Examiner or attending physician‘’s cause of death:

Include cause of death determined by coroner or listed
on death certificate

Include other pertinent data from coroner‘s or autopsy
report (if available} such as:

1.

2.

burn marks or wounds which support cause of death
determination

- toxicology reports

VI. RECOMMENODATIONS/DISCUSSION

A.

Y

Statement of recommendation:

1.

ligt in ranked order beginning with most incident
gpecific

state each recommendation exactly as stated in the
summary section of report

each recommendation should address the management
of hazards, or risk factors identified in the
investigation section of the report as having
contributed to the occurrence of the incident

each risk factor or hazard described in the
investigation sectien should have a corresponding
recommendation for prevention

use non-regulatory language, (e.g., use *should”
rathér than *"shall," "must,* etc.)
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s 6. recommendation should have prevented incident if

implemented

7. non-compliance with OSHA standard should be
documented

B. Discussion of recommendaktion .

1. supporting paragraph listed after associated
recommendation

2. avoid simply repeating the recommendation in

different language
3. documents specific hazard or risk factor

4. describes how recommendation would have preverited
the injury or incident

5. includes references to applicable standards when
appropriate

6. documents employer‘s corrective action if already
implenented by the time of investigation

o~ VII. LIST OF REFERENCES

Included if references are noted in dlscusSlon. use a -
standard bibliographical format

VIITI. ILLUSTRATIONS (optionall
Drawing(s), sketch{es), or photograph{s) that:

A, Have a title to relate illustration to incident,
including figure number that is referenced within the
report text

B. Show location of victim and co-workers at time of
incident
C. Include the location of conditicns/hazards surrounding

incident (give measured distances when possible)

D. Clearly label all information pertaining to incident
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Include circuit diagram for electrocutions showing
victim’s point of contact with the energy source and
path te ground

State whether or not drawing is to scale

IX. SIGNATURE PAGE

A.

B.

Signature and title of field investigators

Signature and title of perscon responsible for
information release

X. COMMENTS ON STYLE, PUNCTUATICN, SPELLING

A,

Style

The report should be written in the past tense (e.g.,
the employer was a municipal waste water treatment
facility...)

Spelling and punctuation

1. NIOSH uges Webster’s Third :International
Unabridged Dictionary (1976) as the standard
source for spelling

2. The Government Printing Qffice (GPQ) Style Manual
{1984) is used as the standard reference for
punctuation, expression of numerals, compounding
of words, and other atylistic parameters
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~ NONDISCLOSURE AGREEMENT

The success of CDC's operstions depends upon tha voluntary cooperstion of States. of esublishments, and of individuals
who provide the information required by COC programs vnder sn azsursnce 1hat such information will be kaps confiden-
tigd ang e used oaly for epidemiologicat or natistical purposes.

When confidenuialicy is auhonized, COC operatos cander the rourictions of Section 308(d) of Lhe Public Health Service
Act which providas in sunumary that no informasion obtained in the course o its activitios may be used for say purposs
other than the purposs for which it wes supplied, and Lhat such information tay not be publishad or relessed in & manner
in which the extablishmsns or person suppiying the infermation or described in it is identifisble unless such extablishment
of persoa has cousented.

-xm.mmmmdmmwmupmmnm 18, Sunmlmoflho

U.S. Code, which resds: -
‘Whoever, being un officer or empioyes of the United States or of any deparment or sagsacy thamol.

pablizhes, -
divulges, discloses, oF makes known in ay MAnnar o 1o A0y Xient 0o suthorized by law any information coming 1o

hint in tha coarse of his exnployment or officisl duties or b7 reason of any examination or investigation made by, or
teturn. report of record mada o or filed with, such depariment or agency or officer or empicoyes thereof, which infor-
mﬁcn:mmuorrduuwmmumvm.nptminm.nﬂed-ut.oumnm.mmmm.
confidential statistieal data, amouat or source of any income, profits. losses, or expeaditures of any person, firm,
parinership, corperstion. of associstion; or permitl a0y income re1urn of copy thervof or any book contining any sb-
—_ _;m.aor_puucnhut.hmnobemorenmncdbrmrpuwn:mmnpmmddbyhr;whcﬂndmmm

f\ than §1.000, or impriscned Aot more than 6ne yosr, or both: and shall be removed from officeor craployment.” -———-

“J undermand that uaauthorizad disciosure of confidendal infonnation is also punishable uader the Privecy Act of 1974,
Subsection $52a (i) (1), which reads:

‘Any officer ot vmployes of ta agency, wha by virtee of his employment or official position, has possession of, or
acress t0, Aency records which contaia individually ideatifiable information the disclosure of which is probiibited by
(his section o7 by rules or regulations enablished thereunder, 30d who knowing thas disciosure of the specific mazerial
is s¢ prohibited, willfully discloses the material ia any manner to any perion of agency not eatited ta reesive it, shall
be guilty of 1 misdemeanor and fined not more than $5,000.

“My signasure below indicates thas [ have read, undesitood, and ) piy with the above sistements.”
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T Date
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Typeo/Printea Name /7 ! Signature

Ceater/ nstitute/Office
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- Employee Performance Appraisal
Eric Schmidt
June 20, 1999 December 31,1999

Critical Element #1 {Weight=20)

Applies engineering techniques and methods for studying work-reiated injuries to develap
intervention and prevention strategics. Provides enginecring interfece with internal and external
professionals/partmers in the study of and development of engineering designs, practices,
protocols, recommendations etc. :

Still becoming integrated into program. .

Critical Element #2 (Weight=215)

Conduct FACE investigations (independently or as a Team Member), making coritact,
conducting investigations, and preparing a written summary report from the investigative
findings and other appropriae sources. The summary report should include the sequence of
events in accordance with the epidemiologic model of man, machine, and enivironment reievant
10 the phases of pre-event, event, and post-event. The summary report should also include
recommendations which could prevent similar work-related traumas. .

. Participated in § FACE invesiigations
. Primary author for 2 investigations- reports are in draft form

Crirleal Element #3 (Weight=12) ;
Develop and write technical documents and manuscripts for publication and presentation based
on the results of research for dissemination in peer-reviewed journals, NIOSH publications and
other appropriate media.

Invesrigation reports are accurate and appropriately documented. As Mr. Schmidt becomes
more integrated in the project, there will be the need and opportunities for additional writing
tasks summarizing specific rvpes of hazards and/or preveniion recommendations.

Non-critical Element #4 (Weight=10)
Proposes recommendations for new or modifications of existing research directions ot projects 1o
further the mission of DSR and NIOSH.

. Initiated the development of Lifeline Session series- toolbox talks S

. Proposed analvsis of data fro Discussed porential analyses
and worked with epidemiologisis and Fellows who would analvze the data.

. Created daiabase of prevention recommendations made in fatality reports as a possible

tool by Team members
Mr. Schmidt has demonstrated initiative in proposing new activities, tools and products for the

Fire Fighter Project. The Lifeline Sessions series may be a useful tool for getting prevention
messages directly 10 firefighiers.
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’ Critical Element #5 (Weight=1£)
~ ) Conducts technical reviews of scientific work conducted by others (‘ooth internal and exterpal to

CDC), partitipation tn intet-branch or interdivisional activities; and providing technical expemsc
as required to meet the mission and goals of DSR and NIOSH.

. Reviewed reporis authored by Team members.

Critical Element #6 (Weight=15)
Serves as a representative for the Division and Institute with government agencies,

nongovernment and private agencies and organizations, and the public. This includes working
independently as a NIOSH representative with representatives such as National Fire Protection
Association, .S, Fire Administration, International Association of Fire Fighters, American
National Standards Institute, and local fire deparoments and wnions.

Arranged for Team members io observe a large fire depariment in action,
Proposed membership on the NFPA 1300 Comminee (Commitiee on Fire Service’

Qccupational Safety and Health

Mr. Schmidi demonstrates initiazive in making and establithing outside contacts,
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Self Evaluation for
Eric R. Schonidi

Enginecring Methods Develop Strategies
Self Rating 3 - Fully Success full

Conduct Face Investigations

Panicipated in six face investgations since 6/99. Served as primary author for two ‘
investigations, one of which contained recommendation a substantial addition to a national
standard. Served as team fead on two investigations.

Self Raing 3 - Fully Suceess full
Develop / Write Technical Documents
Seif Rating 3 - Fully Success full
Lmua:ed the development of “Lifeline Ses_sinn;’ series. A series of toolbox talks the will permit
senior fire deparument personne] to deliver a face-to-face message to fire fighter on methoqs that
will heip to reduce the rate of Injury and loss of life.
‘Recommendations for new modifications of existing rﬁearth
Self Rating 3 - Fully Success full
In the process of developing 2 series of proposals for FYOI,
Conducts Technical Reviews -
Seif Rating 3 - Fully Success full
Have reviewed repornts prepared by others on team of offered suggestion as necessary.

Representation

Seif Rating 4 - Exceilerit
Have arranged for member of the Team to obtain training and actual emergency exposure with

the AP Fire Department at £o cost to the Govemmeat (except transportation). Have
submitted pecessary paper work needed to advance membership oa the NFPA 1500 Comsmitee,
(Commines on Fire Service Occupational Safety and Health), Have offered ta attend 1999 LAFC
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Date: February 14, 2000

To: Bric Schanidt

From: Dawn Castillo

Subject; Performance Guidance

As we discussed, the purpose of this memorandum-is 1o give you guidance for focusing your

performance in the conduct of fatality investigations, a critical clement of your performance plan.

1t is essential that you have concrete guidance so that you can demonstrate successful
performance in your position prior to the end of your probationary period, in June 2000.

My concerns about your performance in the conduct of fatality investigations first surfaced in
Decernber, and then again in January- during the multiple fatality investigation in

In both instances, I provided you with gnidance on the scope and procedures of the Fam!ity
Assessment and Control Evalustion (FACE model), the model followed by traumatic injury
investigators in the Division of Safety Research,

Irnprovement will be needed in several areas for you to demonstrate successfl petformance in
the conduct of FACE investigetions by the end of the probationary period: the identification of
the types and level of detail of information that should be collected during the investigation;
following standard procedures in ga!henng the mfonnmmn. and, wotking effectively &s 8 Team
member on investigations,

Itis very ampomnt that dunng the oonduct of FACE mvmganons. mfonmuon is gathered that
is useful in summarizing the chain of events leading to death and/er making recommendations
for the prevention of future similar cvents. Summarias of investigations should be concise, yet
cover all points relevant to understanding direct contributors 1o the event and providing
justification for recommendations for preventing future similer events. The FACE model does
not go into depth on ancillary contributors~ those whose contributions to the death were not
directly rcievant or for which there are no directly relevant preveation implications.

On occasion, you have expended your time and that of others in collecting informédtion which is
not of direct use in the investigation and summayy report- collecting details which are not
necessaty or used in summarizing the chain of events Jeading to death and/or making
recommendations for the prevention of future similar events. An example of this is your

persistence in gathering coruplete autopsy reports, rather than simply getting information from
" -the report on the cause of death. As we discussed, for injury death investigations, the cause of

death is typically all that is needed. Other examples are your insistence on gathering exact
measuresnents of the burned area of a fire hose in the investigation in Japuary, as this
information is not necessary for describing the chain of events, and the specifics and shape of the-
rurnout gear and clothing, as it is unlikely this information will have implications for
recommendations for the prevention of future similar events.. The collection of detailed
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information not of likely use in ap investigation is an inefficient use of your time, s burden on
those who help us in gathering the facts of the case, and & potential liability to the program if
those who spend their time helping ns to understand the cesc arc upset by the shsence of .
information that they helped provids in the sammary report. You need to minimize your fact
gathering during investigations to thoge pieces of information which are needed to summarize the
chain of events or that have direct implications for prevention recommendations. When in doubt,
please seek guidance from ' and/or me.

Given limits on NIOSH's ty ' information that is provided to us during the course of
investigations, efforts are made to minimize information in our files with direct identifiers of
individuals. For this reason, efforts are made to collect information in the field and through

verbal contact rather than through formal correspondence that might belp an outside requestor in
the identification of individuals involved in specific cascs.

You frequently use formal correspondence to request documentation (at levels which are not
needed) when other investigators ars able to collect pertinent information through verbal
contacts. You need to increase your efforts to get information in the field and through verbal
contacts to minimize formal correspondence which might be used to identify individuals in
specific cases. In at least one example that [ am aware of, in January, Mr. in
response to reviewing a formal request for 8 coroner’s report, was able to get cause of death
information, all that wes needed for the report, through a phone call.

Work effectively gs a teamn member: :

At the current time, most fatality investigations are conducted by teams rather than individuals.
Team work i3 critical for maximizing the quality of the investigation and report, and for
positively representing NIOSH in the ficld.

An arez for improvement is to work effectively as a team member in investigations and in the
office. At times you appear inflexible and inconsiderats of issues or perspectives raised by team
members. There were concrete exampleainthe investigation, in which your answers to a
team members inquiry as to why you felt certain information was needed for the report, were
curt, and you demmonstrated 1o attesitpt to understand or assimilate his perspective,

I truly hope this guidance is useful to you in focusing your conduct of fatality investigations. 1
would like to meat again on Manday, March 13, at 9am to assess progress and perfortmance.

Sincerely,
" i
Dawn Castillo
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June 9, 2000

The purpose of this memorandum is to document my reasons for recommending the termination
of Mr. Eric Schmidi from his position of Safety Engineer, GS-0803-13, during his probationary
period. Mr. Schmidt entered into duty on June 20, 1999, Mr. Schmidt was hired at the step 6
level because it was anticipated that his unique blend of experience and expertise in fire fighting
and safety engineering would be a tremendous asset in investigations of fire fighter fatalities, and
the development of recommendations to prevent future incidents. [ am making the
recommendation for termination because of Mr. Schmidt's marginal performance in the conduct
of fatality jinvestigations and report preparation- a major duty of his position, and one of the
critical elements of his performance plan. My efforts o provide guidance to Mr. Schmidt so that
he could successfully perform his job, and an illustrative example of his marginal performance
despite this guidance, are detailed below.

My concerns about Mr. Schmidt's performance first arose mid-December 1999 in relation to a
fatality investigation he led at the beginning of December, 1 met with Mr, Schmidt and provided
verbal guidance on standard procedures for collecting information, and the need to restrict
information gathering during fatality investigations to those pieces of information which are
needed to summarize the chain of events or that have direct implications for prevention
recommendations. 1 also discussed with Mr. Schmidt the need to concentrate on fatality
investigations rather than other research endeavors proposed by Mr. Schmidt during this
conversation. Based on input from the Team Leader and other team members on the December
investigation and previous investigations, I had concemns about Mr. Schmidt's abilities to work
cffectively as part of a teamn. [ chose not to address this with Mr. Schmidt as I was operating
solely on hearsay end I recognize that interpersonal dynamics are influenced by each individusl’s
personality and perspective.

Because my concems about Mr. Schmidt’s performance arose at the end of the rating period
which I also considered to be a training period for Mr, Schmidt, I thought the only fair and
appropriate action for his performance evaluation was to give him a fully successful performance
rating overall; and, for the conduct of fatality investigations specifically. 1 determined, however,
that it was critical for me to directly observe Mr. Schmidt's performance during a fatality
investigation, sa that I would be in a better position to assess his performance and provide him
with concrete guidance for improvement, if needed.

I accompanied Mr. Schmidt and two other investigators on a fatality investigation on January
18-20, 2000. My concerns about Mr. Schmidt's performance in the conduct of fatality
investigations and his ability to interact effectively as a member of a Team were heightened by
this direct observation. 1 discussed my concerns verbally with Mr. Schmidt and followed up with
written guidance on February 14, 2000. The purpose of these discussions and written
documentation was to provide Mr. Schmidt with concrete guidance for him to improve his
performance. Areas identified for needed improvement were: identification of the types and

level of detail that should be collected during an investigation, following standard procedures in
gathering information, and working elil'ectively a3 a Team member. It is notéworthy that the

sy




writien guidance states that one of the consequences of being unfocused when conducting an
investigation is inefficient use of ime. Jr was explicitly stated in thé verbal and written
guidance that Mr, Schmidt would need to improve his performance in order to demonsirate
successful performance prior io the end of his probationary period.

In the written guidance to Mr. Schmidt, a meeting was prearranged for a month later to assess
progress and perforinance. Mr. Schmidt and 1 met on March 17, 2000. At this meeting [ pointed
out that it was difficult for me to assess progress in the areas outlined in the February 14 written
guidance because 1 did not have a product to evaluate. This was despite the fact that Mr.
Schmidt, at a meeting of the investigating team and Team Leader following the January site visit,
supgested that a draft would be available by the end of February. [ indicated to Mr, Schmidt that
[ would provide feedback on a dry run of a forthcoming presentation he was to give on the
NIQOSH Fire Fighter Fatality Investigation and Prevention Program, and after réceiving a draft
report of the January fatality investigation. Mr. Schmidt gave the dry run presentation in April; I
provided feedback to him that the presentation was satisfactory. A draft report of the January
investigation was not provided until the beginning of June, and oaly after [ itposed a deadline
for some version of a draft.

At various times beginning in February, I and the Team Leader emphasized to Mr. Schmidt the
need for a report to be drafied on the January investigation. At my March 17 meeting with Mr,
Schmidt, he noted that he had just gotten dispatch tapes from the fire department. [ expressed
congern at that point as to whether the dispatch tapes were needed based on my involvement in
the investigation. Although dispatch logs are roitinely collected during investigations, dispatch
tapes are not, Obtaining the dispatch tapes did not in my opinion seem like a fruitful area of
inquiry. In late April/early May, Mr. Schmidt reported that he had received the transcriptions of
interview tapes. I noted my concern about the decision to transcribe the tapes, and the delay
introduced by awaiting these tapes. Though previously discussed for other investigations, taped
interviews had never been transcribed before- the time for transcription was always one of the
factors in these discussions. At a May 2 Team meeting, Mr, Schmidt reported that a draR report
from the January investigation would be circulated arcund the third week of May. On May 30,1
inquired of Mr. Schmidt as to when | could anticipate a draft of the January investigation. He
noted that it would not be available for several weeks, as he had only recently received the final
interview transcripts, and he had scheduled travel in which he would participate in two new
investigations, and conduct additional interviews associated with the January investigation. 1
questioned the decision to participate in additional investigations since a report for the January
investigation had not been drafied. The scheduling of travel to participate in new investigations
apparently arose out of a misunderstanding from a team meeting in which tentative teams were
identified for pending investigations. It may not have been recognized by all Team members that
scheduling of these investigations was not to be initiated until adequate progress had been made
on pending reports. [ also inquired as to the additional interviews that needed 1o be conducted
for the January investigation. I agreed with the potentiat need for one of the interviews with a
police officer who had been on the scene, but not the interviews of dispatchers which Mr.
Schmidt proposed. [ explicitly asked if there was any version of a draft of the January
investigation that [ could review. Mr. Schmidt replied that he had not initiated a draft of the




report, but instead had been putting together 2 matrix of information from the transcribed
interviews that would be useful in establishing a timeline for the fatal event.

I followed up with Mr, Schmidt on May 31 to inform him that [ had decided he needed to cancel
his travel for the new investigations and additional interviews associated with the January
investigation, and concentrate on drafting the report from the January investigation. I provided
guidance that in the draft report, he should note areas of uncertainty and missing information. 1
asked for some form of a draft report, which could include detailed outlines, by close of business
on June 2, 2000.

On June 2, Mr. Schmidt provided me with three items that are described below, elong with my

assessment or concemns regarding cach item:

. a 1-page outline of potential contributing factors to the fatal event. This outline was
developed shortly after the January site visit, There does not appear to have been further
refinement of the outline, including the development of draft recommendations suggested
by these potential contributory factors. '

. a 500 plus page matrix, which Mr. Schmidt indicated was a work in progress. The matrix
included information from the transcribed interview tapes, reordered in an approximate
time line. This matrix appears to have required substantial amounts of Mr. Schmidt's
time. The utility and necessity of such a matrix is not clear, however. It is not clear that
this matrix i3 necessary for sufficiently describing the sequence of events leading to the
fatalities, or in identifying contributory factors for the purposes of developing
recommendations to prevent future events. [ am concerned that Mr. Schmidt has
expended inordinate amounts of time on this exercise, in the absence of making progress
on describing the sequence of events leading to the fatalities, and developing
recommendations for the prevention of future similar events,

» a 2-page summary of the event. A summary is one component of the standard fatality
repart- it typically includes recommendations; this summary did not. Other parts of the
fatality report were not provided, nor was an outline of proposed content provided.
Missing components included the introduction, investigation, cause of death and
recommendations/discussion sections.

It is not possible to assess from what has been provided by Mr. Schmidt whether he has
minimized his fact gathering, per the February 14 written guidance, to those pieces of
information which are needed to swmmarize the chain of events leading to the fatality, or that
have direct implications for prevention recommendations. | have concerns, based on my
involvement in the initial investipation, about Mr. Schmidt's continued inquiry into issues
regarding the dispatchers and the potential presence of volatile materials on the deceased fire
fighters' turnout gear. Though Mr. Schmidt did pot tell me when [ inquired about the additional
interviews he had planned, he did share with a fellow investigating team member that he planned
to conduct additional interviews 1o assess whether the deceased fire fighters might have had
volatile materials on their turnout gear from their earlier response to a motor vehicle collision. In
my verbal counsel to Mr. Schmidt following our January site visit, 1 discussed with him that even
if the tumout gear was contaminated with volatile materials, available evidence suggested this
was not a contributor to the fire fighter deaths. Information gathered during the investigation
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indicated that the three fire fighters were killed during a significant fire ¢vent, probably a
flashaver. [ discussed with Mr, Schmidt that it was unlikely that the presence of volatile
materials on the turnout gear would have made the difference between life and death given the
extreme temperatures to which the fire fighters were exposed. I also discussed with M.
Schmidt that while there might be merit to fire fighters changing their tumout gear subsequent to
respanding to motor vehicle crashes, such a recommendation would have limited utility in
preventing future deaths when fire fighters cespond to a structure fire with the possibility of an
event such as a flashover. I also discussed with Mr. Schmidt the variety of other contributing
factors which were clearly related to the deaths, and recommendations which could help prevent
future similar events, such as doing a “size up" of the firc scene, establishing and transferring
incident command, establishing a system to account for all fire fighters on the scene, training,
and adequate staffing.

It is clear that Mr. Schmidt has spent substantial amounts of time developing the matrix which is
of questicnable utility and necessity. He has also demonstrated poor judgement in delaying
drafting of the report while awaiting dispatch tapes and transcribed interviews, and pursuing new
investigations when the draft for the January investigation had not even been initiated.

Recognizing that the complexity of each case and other dutics influcnce the time needed to
complete each fatality investigation report, I have not dictated a mandatory time for development
of a draft fatality investigation report. However, the importanice of releasing reports in a timely
fashion is continually emphasized to all investigators. Reports have been drafted by other staff
for similarly or more complex events investigated in late December and January. Lead authors
for these investigations, similar to Mr. Schmidt, have juggled multiple investigations and duties.
One of these staff is a more junior level employee, the othet the Team Leader. As well, the
National Fire Protection Association, who conducted an investigation of the event at the same
time as us and participated in our fire fighter interviews, reportedly is nearing completion of their
report.

As discussed above, one of the areas in which I counseled Mr. Schmidt in January and Febniary
was the need for him to improve in how he worked with other team members. Most fire fighter
faality investigations are conducted by teams rather than individuals. Team work is critical for
maximizing the quality of the investigation and report. It initially appeared that Mr. Schmidt had
improved his effectiveness in working as part of a Team. 1 had not observed any negative
interactions with other staff, nor had any been reported to me by the Team Leader or team
members. However, recent events and information raise these concems again, and are specific to
the January investigation.

The investigation team consisted of two other investigators in addition to Mr. Schmidt.
Although I accompanied the investigating team, it was clear that my role was as an observer.
One of the investigators retired a couple of months ago, leaving Mr, Schmidt and & junior
investigator as the investigating team. It is noteworthy that one of the consequences of not
having an earlier drafl report is that opportunities were missed to get input on the investigation
findings and recommendations from the retired senior investigator. The junior investigator made




substantial contributions to the January site visit, and unlike Mr. Schmidi, participated in al! of
the fire fighter interviews and took extensive notes. {(Mr. Schmidt was sick the day of the fire
fighter interviews and spent the day in his hotel room). I had incorrectly assumed that Mr.
Schmidt and the junjor investigator had routinely gotten together to talk through the investigation
findings, recommendations, and the development of the report. In following up with the junior
investigator, however, | leamed this was not the case. Particularly telling was that the junior
investigator was not involved in discussions about the need to conduct additional interviews.
Mr. Schmidt scheduled travel to condust the interviews without seeking the junior investigator's
input on whether additional interviews were needed, nor inquiring as to the junior investigator's
interest and availability to participate in these interviews. Mr. Schmidt did ask the junior
investigator if there were questions or areas of inquiry the junior investigator would like Mr.
Schmidt to pursue. However, it appears that the junior investigator was not completely
informed as to the scope and rationale for these additional interviews; he was informed about the
planned re-interviews of some fire fighters, but not the interviews of the police officer or

- dispatchers, As lead investigator, Mr. Schmidt should have actively involved the junjor
ipvestigator in the development of investigation findings and recommendations. The failure to
adequately involve the other investigator contributes to inefficiency, especially since the junior
investigalor was directly involved in a critical aspect of the investigation that Mr. Schmidt was
not, the fire fighter interviews, and potentially compromises the quality of the report by not
taking advantage of the other investigator's observations, expertise, and perspective,

1 consider performance on the January investigation seminal for several reasons: the assignment
was made at a time when [ believed that Mr. Schmidt should no longér have been in training
mode; the investigation was more complicated than previous investigations led by Mr. Schmidt,
but not exceedingly complex; I and the Team Leader clearly identified this as a high priority
investigation; T had direct knowledge on which to base my assessment of Mr. Schmidt's
performance; | provided Mr, Schmidt with concrete guidance on areas for improvement; and, the
investigation has spanned across nearly 5 months, and encompasses the bulk of the period for
which forthcoming midyear evaluations will be based.

Performance on the January investigation is illustrative of deficiencies evident in other
investigations, but is not entirely representative of his performance in the conduct of fatality
investigations throughout the year, Teken as a whole, I consider Mr. Schmidt's performance in
the conduct of fatality investigations and report writing marginal throughout the year. Since
entering into duty, Mr. Schmidt has been assigned to 9 active investigations, serving as lead
author on 4 of these investigations. Of the reports on which Mr. Schmidt has served as lead
author, one of the reports has been finalized, another is nearly final. Both of these reports are
good, though relatively straightforward. Mr. Schmidt demonstrated some excellent work in one
of these reports, developing a recommendation for a National Fire Protection Association
standard setting committee and proposing follow-up activities. The other report was for the
December investigation on which I first counseled Mr. Schmidt. This was an extremely
straightforward case, with one recommendation. The amount of time for completion of this
report, 6 months, is long for a report of such limited scope. The two remaining reports on which
Mr. Schmidt has been assigned lead authorship are the January investigation, chronicled in detail
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above, and an investigation conducted in late March/early April, for which 1 do not have direct
observations or products on which to assess progress. The issue of Mr. Schmidt being unfocused
in investigations does not appear to come into play in investigations in which he is not the lead
author. Working effectively as a team member has been an issue in several investigations
involving different tearn members. It is not apparent that Mr. Schmidt is making substantive
contributions to investigations and reports led by other staff, as would be expected based on his
extensive knowledge and expertise.

At the G5-13 level, Mr. Schmidt should be able to perform relatively independently, Mr.
Schmidt should not require close monitoring and supervisor input to ensure he focuses on
priority activities, uses good judgement, works effectively with team members, and works
efficiently. As well, Mr. Schmidt's contributions to fatality investigations should consistently be
at a higher level than junior level investigators in terms of quality, complexity, and innovation,
Unfortunately, this is not the case. | consider Mr. Schmidt's performance throughout the yearin
the conduct of fatality investigations marginal for a Safety Engineer, GS-13, Step 6. Because the
conduct of fatality investigations is such a critical part of Mr. Schmidt's position, I am
recommending termination during the probationary period.

Dawn Castillo
Chief, Survéillance and Field Investigations Branch
Division of Safety Research
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~ { g DEPARTMENT OF HEALTH & HUMAN SERVICES Public Heatth Service
"
Canters ke Disease Cordrol
and Pravention {COC)
Atlanta GA 30341-3724
JUN'1 2 000
Mr. Eric R Schmidt
Divigon of Safety Research
National Institute for Occupational
Safety and Health
Centers for Disease Control
and Prevention (CDC)
Morgantown, West Virginia 26505
Dear Mr. Schmidt:

This is notice that you will be terminated during your probationary period from your position
of Safety Engincer, GS-803-13, at 3:30 p.m., Priday, June 16, 2000. The reason for this
termination is your inefficient performance of duties. The specific facts are outlined below,

You entered on duty with this agency on June 20, 1999, under a career-conditional
appaintment. As indicated on the SF-50, Notification of Personnel Action, your appointment
was subject to A one year initial probationary period beginning June 20, 1995.

One of your principal duties as Safety Engineer in the Surveillance and Field Investigations
Branch is to conduct fire fighter fatality investigations, and subsequent preparation of
summary reports of these investigations. The mode] followed by traumatic injury
investigators in the Division of Safety Research is the Patality Asgessment snd Control
Evaluation (FACE) model The FACE investigations are conducted independestly or as a
member of & team (either as team member or lead investigator). Since eotering on duty, you
have been assigned to 9 active investigations, serving as lead investigator on 4 of these
investigations. Of the investigations on which you have served s leader, one report has been
Bnalized and another is nearly final. Both of these reports ware relatively straightforward
and are reflective of acceptable performance although ope report required 6 months for
completion. The two remaiting reports on whick you were assigned leadership, which were
itrvestigated in Jamuary 2000 and March/April 2000, have not beea completed.

As a GS-13 Safety Engineer, it is expected that you perform your duties relatively
independently and without close supervision. In Jamuary 2000, you were assigned as lead
investigator of a fatality imvestigation in Your superviser, Dawn Castiflo,
nccampanied you and two other investigators to observe your performance as lead
imvestigator and the performance of the team.  Following this investigation, Ms. Castillo
pmwdedyauwmhmgmdmwmngupmofymrpuﬁmmuﬁngtmpmw
(memorsndum dated February 14, 2000, subject: Performance Guidance). In this
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Page 2 - Mr. Exic R Schmidt

memomsndum_ Ms, Castillo informed you that you needed to improve your performance in
conducting FACE investigations with specific tteation to the following:

1) the identification of the types and level of detail of information that should be collected
2)foﬂowingmdardproceﬁneshguﬁhuinginformﬁgn;and

3) working effectively as a team member,

In the months following the February counseling another aspect of your inefficient
performancs concerning your ability to focus on priorities became evident. At a meeting of

the investigative team following the January site vinit, yeu indicated that a draft report would
be available by the end of February. On March 17, 2000, your supervisor met with you to

mymrprogwmthemmﬂmedmtbe?ebnmy 14 memorandum, however because -

you had not completed the draft report by this date she did not have a product to evaluate,
Orly after your supervisor imposed a deadline for e version of the draft did you submit the

" draft report of the January investigation on June 2, 2000. ‘The product you finaily submittéd
consisted of the following throe items:

1) a one page outline of potential contributing factors to the fatal event. Inasmuch as this
outline was developed shortly after the January site visit, it did not appear that you had
further refined the outline to include recommeéndsations warmnted by the potential
contributory factors,

2) a 500 plus pags matrix, which you indicated waz 2 work in progress. This matrix appears
to have required substantial amounts of your time, howaver the utility and neceasity of the

matrix was not clear. Moreover, more important aspects of the report, such as describing the -

soquence of events lesding to the fatalities and developing recommendations for preveation
of firture similar events became secondary to the development of the matrix which you
apparently deemed a higher priority; and

3) & two page summary of the event which did not inchide recommendations, The summary
also omitted other components, such as introduction, iovestigation, cause of death,
recommendations and discussion sections.

h is recognized that the complexity of each case when factored with other duties influence
the time needod to complets each ftality report. However, the importance of releasing

reports in a timely fashion has been contirmally emphasized to ail investigators, Other staff
mﬂnbmainﬁlulyﬁmnmdmmadfmdwhnhavemedasludinwaﬁgmfmsimﬂu
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Page 3 - Mr. Eric R. Schmidt

or mode complex events have drafted acceptable reports while juggling muitiple
investigitions and regulir job duties.

Lastly, inasmruch as mom fitality investigations are conducted by teams rather than
individuals, team work is critical for maximizing the quality of fatality investigations and
final reports. You lack the ability to interact effectively as n team member. At times you
appeared inflexdble and inconsiderate of iasues or perspoctives raised by team members.
Working effectively a8 & team roember was an issue in several investigations involving
differert team members.

In sum, employees at the GS§-13 level are expected W0 focus on priotity ectivities, Use good
judgement, work efficiently and work effectively with team members, and produce high
quality work products. Your performance hag not met these expectations, therefore, your
termination during your probationary period is considered reasonable and warranted.

You have the right to appeal this decision to the U.S. Mexit Systems Protection Board
(MSPB) under Subpart H of Part 315, Title 5, Code of Federal Regulations (CFR). However,
you may only appeal to the MSPB if you allege that this action was based in whole or in part
©n partisan political reasons or your marital status. An appeal to the MSPB ust be filod
‘Within, but pot later than, 30 calendar days afier the effective date of this action. Your appeai
rights to the MSPB are outlined in the eaclosed copy of the MSPB’s regulations at 5 CFR,
Chapter II, Parts 1200 and 1201. You may use the enclosed appeal form (Optional Form 283)
although it is not required that you file your appeal using this form. 1f you appeal, your .
appeal should be addressed to the Regional Director, Metit Systems Protection Board,
U.5. Customhouse, Room 501, Second and Chestmn Streets, Philadelphia, Penngylvania
16106-2987.

An rppeal to the MSPB should inform the Board thet the records of your case may be
btained by writing to the Director, Human Resources Management Office, ATTN: Work
PdesﬁmBmch(MS—El?).CmfnrDhuuConﬂollthmmﬁon(CDC).
4770 Buford Highway, Atlanta, Georgia 30341-3724, '

If you believe that the action taken agzinat you was based in whole or part on discrimination
bocause of race, color, religion, sex, age, national origin, or physical or meutal disability, you
mayﬁlendimrhnimﬁonmﬂaimw&hthnCDCOﬁﬁuoquuﬂEmplomOppommhy
{OEEO) under the provisions of HHS Personnel Instruction 1613-3. To do so, you must first
mnm_!twithmEqudEmploymﬁnOppommhyCmmdorwithinﬁcdendudaysaﬂame
effective date of this action.,

You may not appeal an sllegation of discrimination because of race, coler, religion, sex, age,
mﬂopdmi@n.arphyﬁcdormeﬁaldisabﬂhywmeMSPBmlmymdmmasethuthe

et o s
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action was based in whole or part on partizan political reasoms or your marital statiis. In that
event, you may appea’ all allegations of discrimination to the MSFB.

A Standard Form 50 effecting your teqmination will be forwarded to you when available.

. Sincerely yours,

T R. Canter
Associate Director for
Management and Operations
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Cctober 2, 2000

Dr. Linda Rosensiock, M.D,, M.P.H..
Director, NIOSH

Hubert H. Humphrey Bldg.

200 Independence Ave., SW, Room 715H
Washington, DC 2020]

Dear Dr. Rosenstock,

1 have only recently been informed that you may not be fully aware of the information contained
in the enclosed documents. Thus, [ am ethically obligated to bring this information to your
attention. I was terminated as & Safety Engineer, before the end of my probationary period on
June 16" of this year. The termination is a related but separate issue that is being eddressed
independently of this letter. [ am using this opportunity to advise you of my technical concems
pertaining to the adininistration of the Fire Fighter Fatality Investigation and Prevention Program
in Morgantown, Wesi Virginia.

On February 7% I shared these and similar concerns with Ms. Dawn Castillo during what [
believed to be a privileged “mid-year review” session. On February 14 Ms. Castillo again met
with me, whereupon she furnished me with a copy of a memorandum, which she refers to as
“Performance Guidance.” 1 cannot fathom that Ms, Castillo wrote this memoramndum without the
knowledge, advise, and consent of the Director and Deputy Director of the Division of Safety
Research, (DSR), Dr. Nancy A. Stowt and Mr. Tim Pizatells respectively. Only one illustration of
the my technical concems stemming from the memorandum of February 14" is;

“Other examples are yoswr insistence on gathering exact measurements of the buned area
of a fire hose in the xoooex investigation in January, as this informarion is nol pecessary
for describing the chain of events, and the specifics and shape of the turnout gear and
clothing, as it is wnlikely this information will have implicarions for recommendations for
the prevention of futicre similar events."

» First, the failure of a fire hose during a firc attack places the crew in a criticat
predicament. (Failure of a tool.)

s Secondly, during my brief visual inspection, I took note this gear may have been the
subject of 4 recall, due to concerns with a protective layer within the garment; something
thet wamrants further investigation, (Failure of Personal Protoctive Equipment.)

¢ Lastly, fire fighters involved during the initial fire sttack and subsequent rescue do not
report hearing an activated PASS device. A PASS device is indentad to assist others
locate and rescue a fire fighter in distress.  Another issue that warrants further
investigation. (Failure of Porsonal Protective Equipment.)

Revisions & Redactions April 8, 2006
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Dr. Linda Rosenstock, M.D., M.P.H.
October 2, 2000
Page 2

The remainder of Ms. Castillo’s memorandum can only be taken by those who read it; as
direction to minimize the mvestigations to generic, pon-specific issues that frankly have been
well documented by the fire service to date. Clearty, this memorandum is misguided, not what
Congress intended when these funds were appropristed and does not inspire the caliber of work
product that NIOSH is capable delivering.

When Ms. Castillo prepared documentation for Mr. Jeseph R. Carter, she discounted the
information contained in the event matrix. This matrix specifically documents and organizes
considerations such as, but not limited to, other equipment failures and shortages, (i.e. lack of
spare air cylinders, inadequate communication equipment). I repeatedly attempted to advise, Ms,
Cagtillo the matrix is a precursar to an event time line, which when collaborativety evaluated, can
be used (o identify specific contributing factors and buttress definilive recommendations.

Ms. Castillo never substantiates her position outlined in the February 14* memorandum. Nor did
she ever afford me the chance to explain any of these issues during any form of & mutual
information exchange in a professional setting. Continued defense by CDC/NIOSH of this
memorandum and subsequent documentation prepared by DSR is going to significantly
undermine the credibility of CDC/NIOSH within the Fire Service Community.

This is but only one example where the managers of this Program in Morgaatown repeatediy
instruct staff to omit critical facts because of “potential Hability to the program.” These
managers have shown little, if any regard, for the fact that fire fighters will continus to actually
suffer injuries and death in part becanse NIOSH fails to document critica] aspects of these
incidents.

[ know your time at NIOSH is short, but this situation warrants your attention. In closing, simply
put, this is nothing less than a betrayal of public trust, an abuse of process, and wrongful
discharge of powers.

Dr. Rosenstocl, ! truly hope that you seize this opportunity to reviow this situation by way of a
clear and impartiat point of view with the goal to ensure that NIOSH provides the most accurate
information to the American Fire Service.

Sincerely,
Eric R. Schmidt, P.E.

Enclosures

Revisions & Rextactions April 8, 2006
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PASS alarm signais can fail at high temperatures

Exposure to high temperature environments may cause the loudnass of PASS atamn signals to be reduced. This
reduction in loudness could cause the alamm signal to become indistinguishable from background noise at the
incident scene. This problem was brought to the atienlion of the NFPA Technical Commitiee on Eleétronic Safety
Equipment by the Nationa! Institute for Occupational Safety and Health's (NIOSH) Fire Fighter Fatatity
Investigation and Prevention Program.

NIOSH reported that during the investigation of four fire fighter fatalities that occurmed from 2001 to 2004, the
PASS alarms were not heard or were barely audible. The PASS had béen certified as compliant to NFPA 1882,
Standard on Personal Atert Safety Systems (PASS), 1998 Edition, and involved bath stand-alone PASS and
SCBA-integrated PASS.

Initial laboratory testing of PASS by the National Institute for Standards and Technology's (NIST) Fire Research
Division has shown this sound reduction may begin to bocur at temperatures as low as 300" F (150° C} and
could affect all PASS. Additional work is required to betier characterize the thermal conditions (temperatures and
exposura durations) that contribute te alamn signal degradation.

While the NFPA Technical Commitiee on Electronic Safety Equipment has been warking to develop appropriate
revisions to NFPA 1982 fo address this issue, adequate solutions have not yet been presented, The Commitiee,
in cooperation with NIOSH and NIST, will cenkinus to sty the issue and will mcorporate revisions into NFPA
1982 8% solutions are devaloped and consangus around addressing the Issus is achievex,

PASS has always besn a “last resart call for help” for emargency services personnel who are unable to
atherwise notify others that they are in distress. Fire fighters should continue to activate and wear PASS
whanever in hazardous armas ¢f any incident, but should also ba aware that high temperatures could cause
degradation of the alarm signal. Incident command should continue to apply all personnel acocountability
measyres at all incidents to assura the safe entrance and exit of personnel from hazardous areas. Direct
supervision of operating companies or teams should provida for the safe operating locations of persennel and
ensure that members do not “freelance” on tha incidént stens.

Emergenty services organizations and emergency response parsannél should report any PASS malfunéiions
and other problems with PASS functioning directly to both the certification organization whose certificalion mark
appears on the PASS, and to NIOSH-NFFTL. Be sure 1o give your contact information so they can raspond o

¥ou. .

.
SEI, the Safsty Equipment Institute {certification organization), can be reached by e-
mail (info@seinet.org).

« MIOSH-NPPTL, the National Institete for Occupational Safety and Health — National Personal
Protection Technical Laboratory, can be reached by e-mail (NPPTL_PASS@edc.gov).

F

» PASS alarm signals ¢an fail at high lemperatures
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Dear Submitter,

Please fill out the required information listed beléw. This mailbox exists specifically as the NMIOSH
receiving point for information related ta a Dec $, 2003, Nationai Fire Protection Association (NFPA)
notice entitled; “PASS alarm signals can fail at high temperatures.” The notice pertains to integrated and
stand-alone personal alert safcty systems (PASS) certified to NFPA 1982 Standard on Personal Alert Safety
Systems (PASS). If you submitted information related to any other issue, we would ask that you would
redirect it to appropriate mailboxes ot either NIOSH, or SEL

Submission of ficld reports on PASS performance should first be made to the certification organization.
The certification organization information is listed on the product label. In the case of certified PASS that
organization is Safety Equipment Institute (SE1) and the email address is infu@seinet.org.

The National Institute for Occupational Safety and Health (NIOSH) — National Personal Protective
Technology Laboratory (NPPTL) established this email address for fire and emergency services personnel
" o submit information on performance issues related to their PASS systems in support of NFPA, NPPTL
will assist SEI in evaluating information on in-service PASS performance issues for presetitation to the
NFPA Technical Committes on Electronic Safety Equipment. This committee is working on the revision
to the current editton NFPA 1982 standard.

The purpose of this message is to acknowledge your e-mail submission to NIQSH-NPPTL. If not included
in your original e-mail please send the following information to NPPTL_PASS(icde gov s0 & more
complete assessment and follow-up contact can be made if needed.
may alsg submit Y to;
National Personal Protective Technology Laboratory
626 Cochruns Mill Road
Pittsburgh, PA 15236
Attn: PASS

Contact Information
Your Name:
Department/Crganization:
Pogition:

Mailing Address:

Email Address:

Phone Numbers:

PASS [dentifying Information

SCBA manufacturer:

PASS Manufacturer:

Is PASS integrated into SCBA?:

Product Name:

Model:

Serial Number:

NFPA 1982 Cartified to What Year Edition?

Explanation of Froblem: Design, functionality, operational use, quality, or other

Repeatability: One time occurence
Repeated ocourrence
Repair: Was repair nceded to restore wunit operation?
What repairs/operational checks were conducted to ensure unit is operstional for next use, and who
performed that service?




~a

Both NIOSH and SEI value and seek the perspective and expericnce of PASS and SCBA users. An
individual response may not bé provided in all instances, but be assured that any information you volunteer
will be evaluated, and where appropriate, further action will be taken to help assure user safety and user
confidence in their important personal protective equipment
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Thao Director, Managoment Analysis and
Servicea Office, hea boen delegated tha
suthority to sign Federal Register notices
perlaining to announcemants of meetings and
other committas management activities, for
Yoth the Centers for Disaase Control and
Prevention and the Agency for Toxic
Substances and Disease Registry.

Datad: February 23, 2008.

Alvin Hall,

Director, Management Analysis and Services
Office, Centers for Disease Control and
Prevention.

[FR Doc. B6-2636 Filed 2-25-06: 8:45 am]

BILLNG CODE 4183189
!

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centars for Disease Control and

‘Prevention

[Docket Number MIQSH-083)

National Institute for Qccupational
Safety and Health Meeting =

The National Institute for
Occupational Safety and Health
[NIO5SH) of the Centers for Disease
Control and Prevention [CDC)
announces the following public
meeting: .

Name: Stakeholdars’ Meem:g to Seck Input
on the NIOSH Fire Fighter Fatality
Inveatigation and Prevention Program
(FFFIPP)

Meeting Date and Time: March 22, 2006, 9
a.m.—5 pao.

Placa: Washington Court Hotel, Atrium
Ballroom, 525 New Jursey Avenue NW.,
Washingtan, DC 20001.

Status: This meeting is hoated by NIOSH
and will be open to the public, limited only
by the space available. The meating raom
will sccommodate sppreximately 120 peopla,
tnteresied partiea should make hatel

. reservations directly with the Washington

Court Hotel (202-628-2100 or 800-321-
3010) and reference the NIOSH Fire Fighter
Meeting. Interested parties should confirm
their attendance to this meeting by
completing a registration form and
forwarding it hy e-mail to tha NIOSH Event
L Qffice, Qcdc.gov or
fax (304-225-2003), A regiat.minu form may
be obtained from the NIOSH Web aite: htp//
www,cde, gow’ruoal‘:/f're/pdfsfraglstmuon pdf.

Purpase: The public meeting will seek
stakeholder input on tha progress and future
directions of the NIOSH FFFIPP ta ensure
that the program is meeting tha nesds of the
stakeholders, and to ldentify ways In which
the program can be impraved to increase its
impact on the safety and health of fire
fighters scross the United States. NHOSH will
compile and consider e}l comments received
at the meeting and through the NIOSH docket
and use them in making deciaions op how to
praceed with FFFIPP.

dackgrouad; NIOSH convened a similar
sakeholder’ meeling In January 19938 to seek
input to help guide the planning for the

FFFIPP. The input provided by stakehclders
ot that meeting was very valushle in
providing insight into stakeholder neads and
in helping to establish the FFFIPP. The
March 2008 meeting will be held to again
seak stakebolder input. .

A document, “Naticnal Institute for
Occupational Safety and Health (NIQSH) Firo
Fighter Fatality lovestigation and Pravention
Program, 1088-2005" mey be obteined from
tha NIQSH Waeb alte hitp://www.cdc.gov/
niosh/fira/progress.htmf vz hitp://
www.cde. govintosh/fire/pdfs/progress. pdf.
Thiz document summatizes FFFIFP prograss,
possible future directions, and specific arsas
of NIOSH interest for stakeholder input,
Coples of the document will alao ba aveilable
at the March 22, 2006 stakeholders’ meeting,

Format of Mseting: The NIQSH Directer,
Dr. John Howard, will provide opening
remarks, foltawed by NMIOSH presentations
that provide en overview of the FFFIPP and
possibie future directions. Representativen
from seven stekeholder groups have accepted
Invitations te give 15-minute presantations
on the usefulness of the FFFIPP and program
preducts in their efforte 1o Lmprave fira
fightér safety and health, and thelr

“suggesticns for enhancing the impact of the

prograco and future directians. Stakeholdecs
who will be giving presentations reprasent
the United Statea Fire Adiinistration,
National Voluntesr Fire Council, Nationel
Fire Protection Asaociation, National Fallen
Firefightors Foundation. National Wildfire
Coardinating Group, lnternational
Association of Fire Chiefs, and [nternational
Association of Fira Fightars.

AR opportunity to meke oral pmsanmlona
will be provided 1o athet Interested partiss,
given available time on the agenda. The
agendn currantly includes time for fiReen 5-
minute presentations from other
stakehaolders, Requests to make such -
presentations at the mesting should be mada
by e-mail to the NIOSH Event Management
Office (npptl dc.gov). All reqy to
prasent should include the name, address,
telephons number, relevant business
affiliations of the presenter, and a brief
sunmary of the presentation. Oral
presentations will be limited to 5 minutes,
After roviswing the requests for prosentation,
NIOSH Event Management will natlfy each
prasenter of the approximate time that their
prasentation is acheduled to begin. ifa
participant is pot present when their
prosentetion i scheduled to begin, the

retnaining participants will be heard In ordez.

The masting wilt end with an intaractive
session providing the opportunity far
clarification of stakeholder comments.

‘Written comments without an oral
presentatlon ara also encouraged, and should
ba submitted to the NIOSH Docket Office as
autlined in the next section.

Docket: Written comments on the
usefulness of the FFFIPP program and
products for Lnpraving fire fighter safoty and
health and suggestions far enbancing the
impact af the program and future directions
should be rmaeiled to: MIOSH Dockst Office,
Robert A. Tafl Laborataries, M/S C34, 4876
Columbia Patkway, Cincincat], Ohio 45226,
Telephone 513-533-8303, Fax 513-533—
8285. Carments may also be submitted by e-

masil to niocindockat@cdc.gov, E-mail
attachments shouid be fonmatted in Microsoft
Word. Commants should bé submnitted to
NIOSH no Iator then Aptil 22, 2006, and
should reference ibe Docket Number io the
suhbject heading,

For Additional Information: Logistical
Contact: NIOSH Event Management, 3604
Collins Ferry Road, Suita 100, Morgantown,
Waost Virginié 26505-2353, Telaphone 304—
586-5941 x138, Fax 304-225-2003, E-mail -
npptlgvants@ede.goy; Technical Contact:
Dawn Caatillg, Chief, Surveillance and Field
Investigations Branch, Division of Safety
Research, 304-~285-6012.

The Director, Management Analysis and
Services Office, has boen delegated the
suthority to sign Faders] Register notices
pertaining to snnouncements of meatings and
other committee management activitiea, for
hoth CIC and the Agency for Taxic
Substances and Diseasa Registry,

Dated: February 23, 2006.
Alvin Hall,
Director, Management Analysis and Services

Office, Canters for Disease Control end
Prevention.

[FR Doc. E6~2837 Filed 2-28-06; 8:45 am)|
BHLING COOE 418314

DEPARTMENT OF ﬁEALTH AND
HUMAN SERVICES

‘Natlonal Institutes of Health

Proposed Collection; Comment
Request; Educational Needs
Assessment of International Drug
Abuse Researchers

SUMMARY: In campliance with Section
3508(c)(2)(A) of the Paperwork
Reduction Act of 1695 concerning
opportunity for public comment on
proposed collection of information, the
National Institute on Drug Abuse
(NIDA), the National institutes of Health
(NIHj will publish pericdic summaries
of proposed projects to be submitted 1o
the Office of Management and Budget
{OMB) for review and approval.
Proposed Collection: Title: The NIDA
International Program Research Training
Modules for International Application
Needs Assessment Survey. Type of
Information Collection Raquest: NEW.
Need and Use of Information Collection:
Thiis is a request for a one-time
clearance to undertake en oducational
needa assessment survey ofl NIDA's
collaborating internetione] drug abuse
researchers. The purpose of this survey
ia 10 mora precisely define the
educational needs of the international
drug abuse research community before
procesding with the development of
formal distance learning programs.
Reviews of distance education programs
in the developing world often reveal
that, “systematically organized learning
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nunm] Insnlutc Fo‘r Om:upazmal Sat‘cty And Hcahh (MDSH) F:m Fg}na Fmtity lnv:sugntiuu Ang Prevnulnn Progrum, 1998 - 2003 *ﬁ'

NIOSHE mirrm' “of fire ﬂghtar Ilnsa:f-duty de&‘!hshv tiw us, FEra Administration (LSFA), lndmdu&l ﬂra dmrtrmnu and uniomsomﬁ'm also
_naﬂnylO‘SHo‘ldem andnedmu Iniuﬁ% of fire ﬂghteﬂhthe hne-of-du!y; specifically re Shiin

1 persarmel, take photographa and méasummonts e the SR, and review #¥ applicable fectrds (2.9, st.nndaru opmﬂng procodureslguidelives szl
. (SOPISOGs), dispatch records, training reconds, medical racards, and coronerimedics! exarminar reports}. in eases In which fhe tunition of B
. ,. : respiratony protective oquipmeni may have been a factor, NIOSH conducts inbotainny evatuations of the parfarmancs of sef-contaliad breathing

e Apparatus (SCBA), In ssloct criges, when wanantnd, NIOSH seeks sxpent evaiuntions of other types of fire sarvice equipment, including oxygen %
* reguintors that have caught on fire, diving sUits in Undeswater incidents, and persdna! slert safely system {PASS) deviced that were not baard of ~
m%bamly heard by nearby fire fighters or rescue crews. NIOSH Ras also supporied the davelopmen, by the Naticnaf instituts of Standards |- —&;gy

Technoloy, of computerized:fire siiulation models for some Investigationa. These oomputef[.md rmdels ha-m heg)ed ta mq;!elﬂ und verify fire
2 ; conditions-and have been use?u!moisforws‘lhg lhevaﬁdttyofmndaﬁons. . - .

* Areper s nofrwle&ed fofead! mm;mn smmwm of avents mutiedwme ﬁre &gh:srdea&mlniury and makhg Akl
recommendabions for prevanting futurd deaths and injuriss under simitar circumitances. An Important featune of the NIOSH investipstion modai §

Mhmﬁgmanmu&mni&m biame on fire departments or individual fire fightars or officars; rather, ther goa) Is to Identity steps that “%"gég

cw!dbem&enfcrprevenﬂm!nmeMum.Nnmmammhmemmnmhmnmmwmmmnmm

5&? g

slnca tha Incapﬂun of the FFRIPE mmgh Febmmyzone NIOSI'E wﬁh the coopenﬂon of ﬁm oepartmeuu ﬂnd Fre ﬁsm arwm the ‘eouniry,
"+ has conducted 324 fatalty Tvestgathons In 48 stotes. Thase 324 lvestigations ecsounted for 366 fire Bghter desths. Addiicnslty; Aine nontatal

“injury vestigations ware conducted ivolving 78 Fre fighters. Based on dute reparted by the U.S. Fire Adrministration (USFA) onthe annuat”
number of fire fighter fatalilies, the FFFIPP lnwstlgated 4% of fire: fightar, imllﬁm for thaperlod 1988 to 2004, exchuding the fire ﬂuhhr deaihs B
assodated with the 2001 Worid Trade Canter sttacks. The htaIRy Investigations ware condicisd at 183 carmer.end 141 yolunser fim & 7 T
degartments. Traumatic Hjury incidénts acoounted for 175 of the investigailons (71 stuclure fires, 53 motor vehido-retated, $8 trlning, 15
widland, 9 fatis, B explosions, and 5 “sthers” [Lo., helicontar crash, olectiocution, hamickie, drowning, and fireworks]), Cardlovasa.llaffmedmi
incidents na:wnwd fw 149 imustgaihns The inmngaﬁom haie laken piam In all stnias smept dahg amf Rhoda Esland "

I addition 1o condugting mmﬂgauom ot Ino-of-iuly dacths dnd aceifatal injurles of B ﬂgmars e NIOSH FFFIPP fias coritucted 20 Heoltn
Hazand Evaiusmm {HHES} in the fig umm inithepastd youss. NIQSH HHES sre simiar to lhe—of-dm fataﬂiy andd fnjury Investigations in that

, and dond fof preveriion, However, ther am a%se |
 aitic ty ta gations, HHES trequently lnvolve colleciion of datarand medicaldd
eeling of workess et repoiting symptoms of finesses; wh I‘m-of—duﬁfmﬂiyandin]uwhnslieaﬂmsicwnonﬁmﬁghmmdbdor e
wara injursd. Addtivnally, HHES wse apidemiclogic appraaches b if sasociations exist b opl emmsandsynmmrmamm

. Tinesses reported by emgloyees. HHES condutted mmugh the FFFIPP have sddressad stute rospiratory affects of smoks; aiposins to dissel ¢
exhaust; exposure to blood bome pathagens, aid cancer chsters. Appandiv) lists a fnalized HHE repost.and: ano!her document Including reports
&’W for soversl HHEs condutted in the Gra-sesvice. More Information an the HHE program s avallable at; e AR Bl ;;:%g

Itigssd mgggﬂfgmmMHEp_&gM- T L - o :
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o 2. :2’! whit] " !

ﬁra ﬁghhm‘ Recommendations. dréw upon and cile, cansensys and randatory-standandes wcﬂ s those pmmulgated by ihe National Flm: b o
Pruediankssodatbn [NFPA) and’ Ompaﬁonn!SafetyarﬂHed&i M’mmbtmﬁon (Oitlk) fire' ﬁgh!ing mﬁhasmﬂvxndodhﬁmm ? !

3 ; o
Rmmndahonsvmlmhavabmnmademehmmmhﬁmmmmmmmm@ummgmm

T calegodés: T C R g 5
T ey

+ cariovascuiar heaith (8.9, enayring Lhat dical & jons acrean fire f for coronary ertary disaasa.rsk fadors), P L £

" » filnass ang wetinaxs programs {e.g. hwhmenﬁng mandatory fitness pmgrazm that are posithve, non-curi&}ve and indeualimd). et '
» slandarg oparating procedures/guilolines (4.g: doveloping and en!nmlng written pmoedumlgnmﬁnes ard enwllng lhala[l umm ard -

fire fightars ars trained and knwmdgcab!e of the: pmmdumﬂgmdallm) ot 2
« communications {s.g. ensaring that twoway mmmhatbn is atablishad and cootdlnaied bmun Indﬁent managmmm and f:re
o Tlfiter crows), i et R e, :
e Inmdem command (o.g. ensuring !hut lﬁe Indaanl c«mmndar is doaﬂy dantlﬁnd and rminhlns &:e ra'b afdrredmg aperlfrom anﬁ
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n'ﬁni-nlze hazards to fire ﬁghm wnrklm Inskie atmctum),
» rapkd imsrvention tearms {s.g. ensuring that a property tralned and oqulpped rapid mnmnhn amis In pomzlon when aﬁnrﬁre ngmers
. enier o dangerous environment, such 2s a buming struciure), and o
. mﬂlng 'emur!ng mat al

sumdiary documents may beusad bylndem! ﬁ:adepanxmnh. uniom. state ¢

gggmrrment andpmncammmmnummmmmndmmwmmwum fire depastmert pohicies and 151 :

: procadures 1o batter protect fira highters and ensure welk-being; whmmwmm!mmmmmmumam%m
§@» mdcsafelrandemmenmardmndatory sianda:dsmesﬂlﬂhh ety wnwumbﬂimﬂghmucety anu Realth.

; manmuurm!oenhanocufetyupedaufﬂmsemanaqum - g : ey T
* muniipetities to address orgentration and ooardinetion of fire sorvices as well as safmy mqukemenh related o bulldings md stnctures,
» dlandand setling bodies to modify or develop new standards;, dnd : BRI .
- uards nrganlzaﬂona ta enhance and dmm teennobgaea to improve &n ﬁqmef u.afeey
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Dissoniifiation of the HTOSH FFFIPP 9n:-dum B at::nmp!ishod throuu B myﬁad of vonues. A primsary venua h e NIOSH Web shn, dwgned
-spectiicaly for the firs fightst program, which s avaiable ot mmmmmg The Wb page’ contains #nks | o all mvestigative = ¥ @@’ “

- roparis end NIOSH pubications, The Web pags’ pmidesawdnnmm users can subscribe an boautom&lmlly notfied whan a W product ©
is gvailable, Thene were more than 58,000 vigs lomeWebpagein metemnonmﬂﬁodhmdanuarylnﬂdmr 2005, and the Web page was
the 6™ most poputar page on the NIOSH site diitiiy that perksd, Additionatly, the Web paje provides finks 1o céher fire fighter related s
ergantzations and pages, including ihe Interalional Association of Fira. Fightars (IAFF), Inismationat Association of Fira Chials (IAFC), Na'bona!
, Voluntear Firs Councll (NVFC), National Wikifire Coordinating Group (NWCGE), Natlonsl Fire Protection Association (NFPA}, #nd the USFA. Aiso,
thepraviuuw Hstndfm m&atutofgarﬁzﬂﬂamsndﬁhﬁﬂpﬂ&vﬂcﬂnks o MNIOGHFFFIP?M site, Waé @%ﬁwﬁé’f 2

T
The FFFIPP hag parmemd whh a fumber of fire mi\a tmdo journals indoding F&am:’m Rescim, Firo Chinf, NFPA Joums! Rs:pmder

i o * Safety, Respondor Megazine, and Wikdiend Fir joumal. Thase joumats have reprinted aver 76 fite fighter fatafty raport summaries n ihe past sa
months: The total monthly combined creutition for. the six mgazmn Is #pproximataly 300,000, mching ‘& potential nud:ama of wer 1 460,000
“fire servine professionals per mofth.” © gt e :

Al

« i . ?‘ A Ee ] MEELEG b
o5z NIOSH condicts periodkc mass-madiing louwmmmamhmeumm mmmﬁwmamwpmnydommperww
’ andnwycomainnanmmshmmmmdngavurietyofsiuaﬂom!nwhhfweﬂghtanhavadwdlnthoﬂna—o!-duty or a #inglke Azgg
; report thought to be of particular import for the fire sarvies a3 o whols, Exampies of individual reporis thet have been distritrulad to all fre -« g
dwammnls!niheUnMSthammmemmMamummnmdedh&wﬁoaihsofalxﬁremm&mﬂgﬂ&ﬁﬂam
& trgining intiderd in Colifomia in which an instructor fall to his death demonsteating #n escope pmdummayﬁwamm(ngvideomrkeﬁad
= to the fite service (Repon No, FO0-25). The escape’ procedure, which was nol recommended by any fire service organization (such as the KFPA,
*USFA of the Inwrnsﬂnnamssodzm otha Insu-uum) invoived me potannany eangemus manewarofa:dling a whdow head first dovm a

. - .
- The NIOSH FFFIPP also disseminates fndings and producls meetinga and mnhrenmn NIOSH personnel hive ghmn fnore than 50 E 5
presentations at fire sarvice, publc hesfih, and occupational medicing confarmnces, Mast of these presentations have been at national fica sarvice
vHEe mestinga fe.g. annual mestings held by the LAFC, IAFF, NFPA. and NVFCAFF Redmond Symposiums, Fire Department Insiructors’
Conferance, and Finahouse Confarence and Exposhlm) and hava provided an overview of the NIOSH FFFIPP, curcerit findings, sand hﬁonmﬁon
iy mg;ss;goa spacific tases. [n nddiion, the NIOGSH FFFIPP regulary has informational bagihs with products for distribution at many of the fire sanvice
% - conferences mentioned above. NIOSH p | hava gisg p tad FEFIPE firndings a1 public heolth, occupational medicire, ard safety |
conferences (a.g. ennuat meetings of the American PubrcHaatm Amda!bn, American. Omaﬂonai Haalh Confersnce, National Satety
* Longress, American Soclaty of Safety Engl and National Occupatiorial injury R h Symposlums). Exsmples of spechic topics
presanted ot thesa mectings include medicm-m' far firs Bighters, changes to NFPA rm.&mmmcmmmmmm
Medx:&lP:wamfothDcparﬁmnfs. safatyhaurdawim nxygun Aynhma, nmwwh!dulwdenb dmcu.rreum incidents mdhla] carbon
: mxﬁdepoismﬁzgaofhﬂghm A . i : L T
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Ogtrea‘crh :

agencies to Increase tha usy of the FFFIPP findings and muvembn eacommendations, Tha FEFIPP staff also ;:a'nvh!a Inforenation ty aad
particints an corrmidees dwekﬁnﬂ sta rdsarldtoohforﬂm fighter safsty. The foﬁmvhg paraqmphs hbh‘ight rome of thesa outreach
efforis, P

|3




; e W : gt . ]
i} salely, The purpou of this mm-m tnencournga ﬁmdepanmnu to sal as&da time upwﬂcauyfnr aamy “and health lrafning. mosmmﬁy }
investigative reparis ware imnnﬁed a3 usafil ools for such tmmhg NIQSH i wmsmlypammﬂ on-a NVFC pansl sdmin&:mﬁﬂg ks Heallhy B

NIOr _Msh&lﬂmfﬂmmmmmﬁanm mmhcarﬂ'mmvhrdbamaﬁqueum NIOSHFFHPPwmkm fed to

cardiovascular disease, and to provide inpat Into future directions. Oufcomes from thess crifqures Indlido devolopment of a-datebase from ;{;;;.s”“
NIOSH Investigations of fire Bghier cardiovasculsr desths; and Frcroasod NIDSH kivolvement i NFPA aiid USFA commBisss sddressing firs rf‘sa
fighter cardivRscilar haaith. NIOSH I8 exploring opportuniies for reseatch sixigested by these meetings, Inctuding studying the cost. =, 0

FeA

exerdsesh-oss tasﬁnq sndsh.sdylng the eﬂadul'iowiwehofcarbon mmomonﬁreﬁgmu i

Ll F b

B PO ] S i i
=@ . The NIOSH FFFIPP iscantly eﬂtnmd nio o rmmomndum of unéeniandha (pafhefshb) me tho USFA o ldenth'y ooiaborlﬁve effum o lmpmo § “ifi‘?g’f%,g%
: safmy and healih condithens for fire fightars thioughoit the United States.. The primary focus of the agresment involves lastering the use-of e
+ NIOSH FFFIPP products and tacnnu-nendafions InUSFA fire fighter tralning materials and progrims. NIOSH personnel #iso are participating on a
USFA panei updafing guidance on fire fighter sutopsies. NIOSH wss sskect to parlk:pa:e Naed { e peﬂenee and expertiss developed while
rwiemng auhopsy mpom d‘umg fxla!ﬂy Irmsﬁgatim st

NlOSﬁhasmskedmnammmmcthnagendum' veTH] v g saues

< 1898, e lAFF mequested that NIOSH annumerdmn-latam]uﬂu Invaiving axygenmsuwhﬂmsymms Thase lnddemm?vee
T o wsia e flashing of regulittors used to controd the flow of oxygen on these sistems, msutﬁnginhumfrdmmﬂmﬂgmuandemmnqmedical

i1 techaicians, NIOSH worked coftaboratively with the Food and Drug Adminlstretion (FDA) that regulates these devicen, and with the Nations!

‘Asronautics andSpaca Admipistrotion (NASA} that has & long tmxyofmlmam axpertiss i cxygen. satety. mvestigaiion ino these events

techaiques witkch firs Aghiers and- pmamency medical ischnicians ocuk! uss ¥ rackios lna sk of ragula!of fires. NIOSH ang FOA devehped a
4t Jobnd pubilic hoalth advisory (hitg Minsiv o qovicdriigxyrda himi) that was witely distriburted to the fire servics, and.a tmmmvidcom safe *
hadling of axygen systerms. Most of the repartsd fissh fire incidents involved 8 singis masifactirer who va!unm;?y récalied feguistors ard
offered ireda-ns with notealiminim regulsions, Although tis probilem with oxygen regutators wis kiown fothe FDAlwa mrmberofwara tha
NIOSH hmabgmbm hctped to mom clearty, ldnmrfy and dowmenlthﬁ pmblcnn :nd propased soluflons,

R RS

Anof.her example af!he NFOSH FFFIPP- ievemgfng mwms!sa]o%ﬂpubﬁcalbnwmlﬁw Federa! Rallruad Adrmin ; (FRA) and Opem!on
75 Lfesavar. NIOSH ponsulted with s FRA in'fire fighter fatally Investigitions invohving tiaine exlliding with fire spparitus. An sulgroath of this %z,
comguliation was a joit putitkatin between NIOSH, FRA, and Operation Lifesaves (s nonpovemmental program dedicated to oliminating Tnjutirs e

ety el from train m&aiuna}. Your Snfaty 16 = - Ralioad G'ammg Safery wamrperacy Respmmrs lﬂ!g&;j mﬁmpm Mo, 2g33-3z}) This',

eﬁENIOSH pemnnelha\'eadiwlypamdpam onthoNFPA Om:paﬂmafsmry MTWMMW 2001, NIOSH parsanne! A
4 piayodanhwﬂantmluh&md&ubpmmo!mmad&oﬁofNFPA15nsmww6mmham0cwpeﬂmalmﬁmn ?ﬁ”
Fis Departments, enguring that findings and recommendations from NIOSH nvestigitions wiins rifiected in the rwvised sinndard. NIOSH is
cuntently participating In the devaloprment of another revision scheduled for'ieleaas in 2006, NIOSH dtsa provided téichnical supp-ortlﬂ the 2005 §!&a
4 _edition of NFPA 1381, Standard on Fire Department infection Control Program and lspfwld'mgtadmicalunpoﬂinanuw\gruﬁsbnufﬂFPA
T 1584, mmmmnwmmmmnofMMmommammmmmmmhm&m

th Apddl 2005 NIOSH nottfiod 1he NFPA ufwvm-al tatamy im:asﬁga!m n whlch PASS dévioes wate nothaaid by f !‘ne ﬁghm warking near falien
firts fighlars or by rapd Intarvention tonmd seqrching for ihe fire Bghters. N!OSH identified potential reasons why ihe PASS devices msy not have
peripmmad aa designed, sndl recommerided that the NFPA comeniited révising NFPA 1982, Srmmmwm Safely Systams (PASS}
" congktar midifications in testing and performance critéria, NIOSH staft fam the Netignal Personal Protective Technology Laboratery who
g paricipate on this Gommittes ged providing mmmmmaﬁm meubsuesin the revision. The NFEPAand Imamaﬁun&ussodauoﬂu!
b ‘Fimmhmmmﬁndmmthe&mbm L= R

5 S T, & 1 ;
Mﬁ@_ﬂgmm,@wmm mpecﬁv&y)warmg ﬁm mhm ﬂmt PASS devm may notfunction 88 h&tandeé
raised by tha NIDSH hvesﬁgnﬂons i

Back to Top

Research

; Aﬁhough !heprh\aryfoc\n ufthc NIOSH FFFIPPhu boﬂnfa!afiy meﬁgmbns basad In large paﬁoti!mxﬂ!ha! NIOSH mcah%d atfhe .
Januaty 1098 stakeholters’ meeting, NIOSH has Undertaken different types of rosearch as part of the NIOSH FFFIPP, bathi 16 advance fira %?’
fightsr safely and hsafih and improve the iripact ‘and retavance of the NIOSH FFEIPP, Thase reseaich efforts have Fequently Invotved k
"oﬂewrm&unm;mos}landCDCprenghabwngpsmgmphshlghughfmdmmmmhmm iy
e SR R B S ﬁ%‘ i%‘%iié‘sgi Tietiay,
: FFFIPP personnel have writien ]oumnfarﬁdes uﬂ ] \rariu‘ly of Eopla rula’ced to fire fightat safely and heallh besed on data analysis and linrtune- ﬁ;‘?
. reviaws. A fisting of these publications i provided in Appandix ). Fire fighter safety and heatth sdues eddressed by thess sicies includs floehing ™~ -

 of axygen reguitors, risk Enm foﬂnjmy in structurs fires, and estimates of cocupationalTensmiasion. ofbloodhm pamogens
¥ M T szﬁ;%‘ 3




w, . commonly proviied in smbiance patiand compdriments {Repor Nos. FACE 2001-11. FACE 309112, und Renort No. F2003:33). These s
A Investigation findings helped spawn and.informn resesrch largstly fundad through NIOSH'S Nations! Occupational Research Agenda (NORA) "
program and paitners in e U.S. aﬂdCanad%angmnwwm tnchucing USFA, thet demonstrated the potential of sertali types. of oocupast % '
restrainty to proviie crash profection for emargency inedical sarvices pers 'vhlhafhmfnglhamthemobﬂyﬁuaﬁnmtopﬁlemm
resadirch findings have spawned acditional ressarch; again Ninded hmehr threugh the NIOSH NORA program, to svatuate fyman factors b mm £
relatad ko these matmaints end cther modifications that can be made to the patient compartmant to. improve safely of fre tghitars and emergency
mdimlummmaml'!‘heNommremb!mmndlmﬂpwm}ummumwmmmmmmmﬂmbumr .
bootshunke: pants willh wearing & sisfion unionm In mandpuiiing the sccalsrstar and Braks pédels of B modk-up omergency spparatus cab, and i
10 determing i future research ts neodsd in this srea, This pliot project was pmpased bamdmhypdhmmlbulkytummmrmy ggf‘ #
negatively impact the ablity of drivers lo operais fire apparaius

Bh
Bl

. . Baginning in 2005, NfOSHboganahﬂwbadwrway&alidlahhahﬂdoﬂnmﬂmﬁm—cfduﬁu:ﬂh Sular disaass death investigations. The [
uuweyisma\edwilhacopydlhaﬁnalmpomumafﬁroéapamm unbn(ﬁapﬂcahh} mdﬂnvldhn‘sfmnﬂymbmmosﬂnvd\fedwﬂhtm o

detenmine the extant 1o wiidch the program’s repors, . recommeridations, #nd other products are | being utiizad by e firs sérvica tortrainlng,
poﬁcies,pmdhas.anerpmvanﬁcneﬂnMﬂwavﬂuaihnwﬂpmﬂdemigmmmehmdﬂmFFnPPprogmmanﬁmmnlﬁanﬁa‘y%w‘ A
‘enhancernenis that.might furthar the program’s impact. Data codlection begen in February, 200& NEOSH bwndmmeuwv. largety hmdod s K
F2 gyﬁ@@bycoc lnoonhmctbnwﬂnﬂﬂlnmmaﬂmal ta nonwofnmseam ocgadwhn) VRIS - i i, g

T

w influencing NFPA standerds, 55 A - 5 : -
) . aanp&uofﬁresmvbangendasmkingaﬁbﬂbasedumN!OSHmmﬂmﬂaﬁummdusﬁ-mFFﬂPandmhﬂmrwm
T and haatth tralning, and |, b D s e 4
L -;m,; - ln:omccasu mmwmﬁingmnﬂbfmmumun&mndmwmwmndhgmlmedﬂmklwedm

3w

—E.Exan‘vlesofwmowm impaﬂs !ha:havonotboenmmmrfdesabed ang provided lnmefohw]ngpamgraphs sndmmphsolfsedmﬁg
provﬂadbystakeholdm e Icluded in Appetidix JI: Much of the h\fmmatbn lhutNIOGHhssan the impact ofihe FEFIPP I anecdotal and has
nof baen collecled in o systernatic fashlon. NIOSH ks kocking fatwerd td more qunmﬂama lnpul fromﬂmeva!uaﬁm proiact namd abava toguide
anhancemeants to the FFFIPPtolnmui‘npaclmfuaﬂghtarmfa&renﬁhuaﬂh Lo

® zx

rmammnmmmh : ',' k havebun wiofen o!medlodmlopbombdefﬂlﬂdstab bglalawnahmiltwwingﬁm?' ;
- fighter Safaty and.haatth, Cescriptive statisths from tha NIOSH no-of-duty ﬂrdmnlcular diassa deaih invastigation database detiing sudden -

: cardias deslh triggeved ty heavy physicalexerions disfing fira suppresgioh werk-used By congrestional stafl sponsoring the Hometawn Heroes

.. Survivel Ad which extanded benefits to auivivoes of fire fighters sufféring cardiuc death in the line-of-duty., The RIOSH Irmsﬁgaﬁonufmezoos
death of a.frs fighter In MawYm( epori No, Fgum-:j,g) was dted !n thejus!iﬁmhoa hra 2053 New York iow, B‘mmersfaw pthm thu use g

Ing reuommmdam, mabb&ﬂmﬂhmunhmmmﬂsmmmﬂmﬁ tasuad by NFPA.
Iﬂaddlhhmnmbadesdbedmhuslyiﬂﬁww Sécilon.. Niowuwmaﬁva&ﬁdmshmbﬂenuudhmemmmd 3
NFPA 1710, Standtard for the Q-yanmﬁmmdoepbmnrofm Supprossion Oporations,
Opemsmsmzmmwmmmmmmwmmmmmbmdonmmafumuemmmm
% departments arn Brely to sncounter, Mr. Richart Dufty, the Seceetary of thé Technical Commitias thef dovoloped this standird, reported:that,
. NIOSH fatasty Inveistigation roporia werg used mmry in deuaiopmem o this mrﬁard Mw provisions of m}s smndnm are aiso incheded n

ways in whk:h the semes 9ub1:c satety artnmms. and unlve;shics am ming fatamy :

ty
3 fnmﬁgeiion rapoits from the NIGSH FEFIPP. ba m'tpfmﬂm ﬂghmsefeﬁ' For écarmple, oavarg) firg depurtmﬂntﬁ nmthe sountly hina
* reported using NIOSH fatatity investigation teportsn their ﬂm fighter safefy taining. 'I'hesa ﬂro depam'neﬂla inchuca Balfimors Clty, Marytand; L,
Howell Township, New Jersey, Mentor, OM; and; Portland, Omann Sinte fire troining q Hhose in Pemwyfvnnia West Visginia,
™ gnd Tennosaeo also consider findings and remmmtiumwm:emuhuamm newmrﬂeulwn For example, in Pannsyivania, the
training academny instruciad 1,200 local Instructorns to Incomporate Fainkig:on “socoumablity” Into!l‘lolf dasmbmd oN & sares of NIOSH /- 7=
inmﬂgaﬂm mkmg'remrrmndam hmving ammtabm on the fire scane. NIOSH Is st aware of fsmmy invesﬂgaﬁve repo:s balng. .




NIOSH - National Institute.For Gecupsiianal Snfety And Heatth (NVOSH) Fire Figher Fuality Investigation And Prevention Progrm, 1998 - 2005

used In undversity fire satety curriculums, Including courses at West Virginia Uﬂlvenirf and Nor:hem thinla Community Coliege. -

BT i

mmonﬂfeﬂghtermatymd beslth, lnfc
ovided to NIOSH st the forthcoming March 22, 2wﬁmoidefnwingaﬂdlrnughﬁieesiaﬂnheddodm!nﬁubeuaedmmrmhmrem;
1o ansure It meets the nedds of stakeholders, Simtarly, data coflected from the fatthcoming evetuaton wil be used 10 detsrming if adjystmentg fo |
the program arm noedad ar would bebeneﬂdalln h'ueesingﬂnhtpadoﬂhe FFFIPP o fiee fighter safely and haalth. Pending consideration of &
=45 inpul provided by stakehoiders dnd data ¢ dthrough the formal evnwsﬁon.inmsmowﬁu paragraphsNIOSHrmpusesgmm mam
mmmosnrmppmmmmmummwmmm SpedﬁcamnsmnNLOSHwou!dsmdatem&ehmderhpmmam, .
w1+ idaniified, Umughany&\putwﬁbewehumedandmnsﬁcmdﬁm‘ e . :

NIQSH pfoposenﬂ'séi u'eentimaryluwsollha NIOSH FFFIPP wnmoambefabaﬁiy hvw:gatm.-., but that e Mﬁlmeﬁom ba
odestly mmmmmumwmmmhmmmhmmm oimasd\amnemmh&ab-

{3':‘:. s

condie tigations of avery Iim-o!-dw Memﬂmhvemmamm

simitar contibutory factors, and conseguently repedting preventicn meommendations made in previous Hivestigations. Efforts have baen mdoto

: priceitize desihs for ivestigation. For example, priority consideration has been given to events Maf sccount for lergs numbers of daatha (s.g.

* motor vehicle ncidonts and cardiovascular disease), investigations fkaly to cesult in new types 6 recommendailons (9.9, ivestigaions of 5%

nmm:smhrﬁsamdsmufﬁmmm less than 40 ysirs.of age and deaths involving new technologies), and tivestigations that feed into
and inform current provention afforts of other groups {a.g. invastigations that may kform stenderd. setting, such as current revislons to KFPA

+ 1962, Standard on Parsonat Akart Ssfaly Systems (PASS)). Stakeholder input s requested on:whether fatality investigations should contlnue (o & Vi

be the focus of the FFFIPP, with modest decreases In the intensity of fatafity investigations 1o aUpport more culreach and research, Staksholder
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NIOSH propases mnduulng more rwﬁne and Invdemh analyses of available data on' ftu ﬁghter deaths and injuries (e g !mﬁ(y data coﬂadod

* and reporied by USFA and NFPA, data from the National Flre Incident Reporting Systsn, and deta from oocupations! injury and fiiness . 5,
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would.be usad to gukie NIOSH fatalty investigations; acd tnkncmadgenboirtpaiinﬂnofﬁmfghtnﬁn]waﬁm&fndmhrhguryanu
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P e svsfuations of specific Intervention efforts-af the netonal, stete o local level, Exampiles of such ressarch releted to cardiovascular disesss ware
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“The Nationsl Inslliute for Occupational Satety and Heatth {NXOSH) i an sgency of tha United States: gm;en'xmam
- located In the Departnerd of Hoakh and Human Servicas, and Is part of the Canters for Diseass Controd 6md s, |,-, pm: format.
Prevention {COC}. NIOSH is responsble ter conducting resecrch and making rachmimendations for the preveition.
. of work-retaiad Sinesses-and lijuries. in fiscal year 1898, NIOSH Initigtedl 5 naw grogrém éntified, NIOSH Fir
. _@ﬁ“ Fighinr Fatafity tnvostifation and Preveniion Program (FFFIPP). NIOSH Ts saeking public:comments on the
pfogmasamrmumdﬁecﬁmsoﬁmprogmmhsmmd activities for this
- ‘lnhbmamwowdsdhﬁihdw : : i
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propety from kossas caused. by firé. Data from récent years indicats that spproximately 58 fire fighters die each- yoorf from fatsl traumistic rn}wiu
amanoiheusdis hwnwdermisbddhamlnihaWuw Awmhawesomwrﬁghwmamlrdmmmmyw

tn fiscal ynzr 1998, Gongress recognizad the néed fof Ririber efforts to address the continding probiérn uf owmtionai Tre-fightes fatatites and
e appmptia&eurunds!ormosrtw_..,oonduaimlhy-mmmandmnmi '_"mu st informath onfectorst!mtmy
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. ln January 1998, NIOSH mmned a mmehu!dera meeting mW‘asth DC bo vblain Inpit thia nes NIOSH prngrrm ln Manm were
repeesentatives from sorosa the fire servicd, including e numbear of fire departments, union representatives, frs senvlos ofganizations and federal
"hgemss This stakeholder maeting was waaful in hetping NIOSH pian the appropriete direction for this inftintive. The primary messige ™ W
£ commiunicated to NIOSH et this meeting wiis the need ta focus thé Hrograrm &n conducting ine-ofduty investigatons to. kientity tactors e
comfbwng to fwe mmms aml to dlswnmtrils hfonmtm tc firs dopartments acrass the coufitry. Throughout the Inmaﬁve NIOSH
tod datlonas in fire ﬂnhtursafatyand lmnhaffom ;
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- . NIDSH is. notified of ﬂrs ﬁghter Ilne-of-duty deaths by tha U.S. Flm Mnﬁniwathn {USFA) mdhﬁdunl fire depammngn and unions sometimes a%so %
;g&g%%% noﬁ!y NIOSH of desths and aefious injur‘-es of ﬁra fighians in the Ene-of-duty and speciﬁcally requesl hvesbgatbns 3 i 2

é _NIOSH oiaﬁ aomjud on—ém bwuﬁgaﬂom ter galher hm on |he incldenl and ;mientiai comﬂbumqr laanm hnmsﬂgatm ntmrview firm depamm

pmml tnke photngrephs and measurements sf the slts, and roviéw ot Bpplicable records {o.g. standant apersting procaduresiguideiines

" {SOPSSOGs), dispaich reconds, treliiing mconds, medical records, and coronetimedical examiner reports). In cages In which ihg function of |

%ﬁg@ tespitatory protective miprmm may have been & tictor, NIOSH condlcts laboratory evaluations of the parfoimancs of seff-contained: breathmq
" apparatus (SCBA), In sclect cases, whin-warrantid, NKOSH seaks oxpert evaiustions of other types.of fire service-oquipment, including oxygen

@%f«u reguisiors (i have.catgin of firs, diving auits In undanviter indidents, and personal glert sotely system (PASS) devices that were not heand or i

B batety haard by nearby fie. thtem of rescue craws. NIOSH has aled supported the davelopment, by the Nationat institite of Standards —~ =

s Technology, of computoried fire simulation modets for some kvestigatlons. These computerized modeh hnvsmrpedmaxpuhand vedfyﬂwgg

’ eondrﬁnns and havebeen uwulmbww&vghnwnydmwm ,J .- i Wi
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. A mpoﬂ Bmphtnd for sach hw:ﬁgaﬁ:m mmasfzim tha seguance of avents tha! led ha the fire fijghtsr death of injury and making
recommarxiations for preventing fuiuie desths and injures under similor reimstances. An important feaiizhe of the NIOSH Invesligation modei is.
that lvwestigations. do not seek 1o plsco Mame on fim degarments or individuad fire fightars or officers; mitirer. the Goal Is io identify staps that 32
. conikd b takan for pravention In the fiture. No idsntifiors are inchugad in the mpcﬂ,asihismfmmtbn i ot neogssary to meal ntion goals
nnd Indushn of such information magm dumuugn r!iatpaﬂon ol firy depariments lnd-pemormel in the NK)SH 1nvosﬁgaﬂon‘ e

Since the Inception. oflhe FFFIPP thraugh February 2008, NIOSH,M!h e coopma ufﬁmdepam'nmu snd fre ﬁgh!ets around. the cotintry
has conducied 324 fatality invesiigations in 48 states, These 324 investiiations accountsd for 358 firs-Byhter deaths. Addiionsly, dine nmfa!a!

injury investigations were contucted invalving 19 fry fighters. Based on dita reported by tha U.S. Fire Administration (USFA) on the ennual & %
e Wumber of fing fighter fatalies, the FEFIEP invastigated 44% of fire fighter fatalites for ihe paried. 19848 e 2004, éxchiding the firs fighter deaths
el -associated with the 2001 World Trade Cenler aitacks, The fatality Investigations wars conducidd &t 163 carasr and 141 volunteer fie

departments, Treumatic injury incidents accounted r 7S o the investigations (71 wuctureﬂrea 53 motor vehklo-misted, ’t&tmining %=

wikdiand, 8 foiis, & exphoioua.ands'mhem [t.o helicoptsr crash, ehwacutm hermickle, drowning, and firwworkal): thmwwmmuﬁ
hddanis munted for 149 &weﬁg Imesﬂgnﬁnns have aken pla il stmsam:pt ldahu snd Rhoda Istand. %w
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L addiion to wndudmg hvmgaﬁom of Bsa-n!-du‘ly a‘mt!\s rsonfmi fnju fiu fightass, the NIOSH PFFIPP hns eondud 20 Heatth.
2 Mazard Evatuations (HHEs) in the firs service In the pasi B’ nam N)OSHHH& ena shﬁlnrmlha-af-dutyfmmyandh}uryhmﬁsahms mma;&%
they trequantly kveive on-sits vislts, Interviews of personnal, review of reconds, and fecommandations for praventioh. Hawsver, thare are aiso ™
. methodologic diferances beiwsen HHEs and ine~ol-duty fatality.and Injury Invasbigations, HHES fraquantty invoive chllection &f data and mod‘acil gy
tealting of workers bl reporling syrmplams of Bineshes, whetsas line-of-duty tatefily end Injury nvestigations focts on fire Bgmamwho diedor 7
s wena injured, Additionally, HHES use epidemiokoghc apmroaches to assens if associations exist betwean workpleos eXpasutes end symploms and
" 4 Mnesses reported by employeas. HHES conducted through the FFFIPP ?m'a addrossed acuie respiatory nﬂedno‘r smokn, axposuré by diese
ol exfaust, exposurs io blood'bome pathiogens, and cancer clusters, M lists & finalzed HHE re f 1
[,; for several HHEs conducied n the fire service, More Information on the HHE program s m'ailabb gt
& ht,;.: fMYn'f gpmmwhheHHEpﬁggmML ; 3

+ When mﬂxph NtOSH investigations’ Henﬂfy eommon aafaty and health concerms, NIUSH mehps edumwns] doeu;'nanga thas sum\am the
hazard and recomimended pmvenﬂon MOSSUTeS. Examplas, of hazards acdressed bymeuedmtimai documents indudo stmmrﬂoolhpu s
ol five-fire tralning in acquired Stuchures, dive trsi!ﬂng. antd hazam of wﬂdng nhngslda rondways. A

firg fighters, Recormmendations. driw upon. and e, consensys and mandatory sipndanda such a8 ﬁlm 9rrxnulga15¢ by the Natfonal Hra
Agszunnhswda‘lhn(NFPA} and Oou.rpaibna!&fetyand HeaithMmmlsbaﬁon (OSHAY, fire fighting practicss ded in firs ser v

s i fire-fightarn are tralned snd kaow!edgeable of ihe pmduresigl:ideﬂrm). ) -

L » cammunications (6.9, ensuring that hlro-way communication is e:tablishnd and cwdmated beufeen lm:ident managemam and fire,

. fghter crews), | . JE T e Y - .

+ incident command (.. L

scenp mansgement], BT S e TR ' 5 v o
e vahk:la—mla:ed tmg errfotdng pol‘des that mquim alt fird, ne:sormal ridlng ln emamency vehicles p be atgﬁ‘l-baﬂedj
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iz hmrdsmﬁw fighters’ mrklng Inside atruﬁum}‘ " T e, “’"‘S@% Foej
ar raph! Irtervintion teams {e.g. ensudng that a property tralned snd equlpped mpid Memmiame i posiﬁonwhen ciher fize fighters **7 i
" entér & dangorous onvironment, such as a buming struciure), ond . . T
[ aalﬂnq (eg. amuﬂmg mat adequate penwnnel and equlpmem are on scene ¥ aemmsnu whh NFPP« smndarﬂs)

Rmmnﬂmma in NtOSH fmn!iy m*ed;gaﬂva rspms and summary domrnanis may bs used by individua! firs depastments, unbns stase
governments, and pm!bcandprhmta%mim agencies-to identify and advocaie for neaded changes ifi: fire deo it policies and <7 T -

.,Q procadures 1o better protect fire fighters and ensure woli-being; triining to ensure that fire fighlers-havo the-necessary knowiedge and skHl: ]
" work safely; and aomenm and mandainry standasds o estabiish minhmm mnﬂbm fOffEra ﬁghm sa'ﬁeiy snd heanh F

ey 5w dlandand seting bodies i madify or. develop new standards, and bl i
u ressarch’ organtzaﬂons in eﬂhance anﬂ deveiup technnbgim to improve | !%a ﬁgh;te! safety
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§ Dissarmination of the NIOSH FFFIPP pmdm s amlwhed through &: myﬁad of vanuesd, A pdmary veniis ‘is the NiOSH

specifically for 1he fire Bghter progiam, which I svalable nmwmm The Web pags’ cordains fiks to st in:

roports and NIOSH pubiications. The Web pege provides @ soclion wherd usars tan Meﬂdheaubmath!ljnuﬁﬁed when 8 new produdd = %,
Is avalabie, There were mora then ssoonm:ummewwngm thehemmﬁh peticd from Janvary to.Odober 2005, andmewuh page was %@ :
melﬁ’*nmtpoputa!pagemtheNIOSHmduﬂmMperbd Addﬂonally theWebpagepmvldeslnks!ooﬂ\erﬁmﬁghmtmimﬁ .
otgmlzatiom and pages, including the Intarnations! Association of-Firo Fighters (iA.FF} Inteenationsl Association of Fire Chiefs (IAFC), Netlonat "

i Vaolintees Fi Coundll (NVEC), National Whidfies Coordinating Group (NWCG), Nitional Fira Protaction Association (NFPA), tnd the USFA, Also, o
lheprwioudyIstedfnmlatadomanhaﬂonsmdothmpmrﬂoﬁnhwmammFFFIPPW&bshs*:‘ e A

NIQOSH conducts perbdk'. mss-mamngs to &l 30 ooo+ fém daperlmanta In the Unitsd suatas m mass mu!hga are typleew done'onoe per e .,

't and may contain & packef of five to six coports sidressing a vorety of sibugfions in which fire fighlsts have died it the line-ol-duty, or a single
report thought to-be of particular kmpdrt far the fire sarvica se & whols,-Examples of individual raports thet have bean.distributad to all fre.

: depaﬂmeminﬂnunitaéSramhdmawanmﬁ:nhMaaudwuﬁalhﬂMhmdaaﬁmdshﬁmﬂghmMN_o_EMa =t
“atewining incdent-in Calfomia in'whichan instrucior 18l to his death demoﬂnlmlng 8N escspe procedure portrayed-on a training video marketed :
1o the fre-service {Ropon No, F59-25). The escape procedure, which was rict récommerided by.any fire. sarvice omantwtion [auﬂ; a3 the NFPA,

- USFAor the tnmmaﬂonamssoﬁaﬂon ch!ra%nsuuxors] Tnvolved mepolenﬁaﬂydnng«ousma ewefofeﬁ!hgs whdwhud ﬁzsidms ;
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The NlOSH FFFIPP aiso dlsmh\am l!noﬁnga and pmduds at maelkm and uonbrmoes "NiOSH personnel have. nhen mom Lhan 50

presanitaions at fire sefvics, public heatth, and pationsl medicine confarences, Most of these presentafions have been at natonal ke S6rvice ..
., ettings (o0, anmzal maetings hold G the LAFC, IAFF) NFPA-2nd NVFC; IAFF Redmond Symposiurhs, Fire Deparment Instrsctors’ | 4 "R
Canferarics, dnd Firshouse Conference and. Emosﬁon) afid hava provided en overview &f the-NIOSH FFFIPP, current findings, and Infmnmlon X
; on specific cases. In nddiSen, the NIOSH FFFTPngulnnyhas hfomlbmiboe&mm pmdudmlordmﬂbuﬁon ntmanyofmaﬁranmbe o

conferances mentiched above, NIQSH pevton B twdt EEFIPP finidings at pubic hesith occupnhonal madicine, and.safaty .

W conforencos (0.9, annuak mestings ofﬂwmn Publlc Health Assodistion. Amaritan Oawpa'lbna! Hunh Conference, Natienal Selaty
Congress American Socisty of Safely Engineers end National Occupstional injry Ruesn:h Symposlmu} Emwhsahpedmmpb .
presented &t these meatings inciude medmuaqummemmm ngmm. changu ln NFPA 1582, szmdardon Coamhonm Occaupstionat

: formal pal
amancies 10 increass the use of the FFFIPP findings end prevention recommendations. The FFFIPP sisff atso provide [nformation 0. and 5‘
) padidputaunmmﬂieeadmbpingmndam nndbootsfnrﬁmﬂgidnrsnw mMgaamgmphﬂﬁuhﬂvfﬂsmult}memda
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samy The | pumose ofthig tnluauva was to eneouraga ﬁra depamnu o ae! &sldo time sped!aﬂr roraafo:r and heatth irobsing, NK)SM fmﬁty
inuesugatrve repors wome Idanuﬁed as usehil toois for such tralning. NIOSH is cumently participating oi-a NVFC panef sdministering is Heaithy *
*: Hear Progrim. NIOSH has pmvl:fed among other thirgs, 3nput an.how besl o muwnlmta to &re ﬁghhm régarding thek risk cl'mrdhvaswhr
, disease morbkdity and murtﬂliy i
L &"&%&T g@
NIOSH hag hélu soveral pe«miow meetms to have firo mmlca expam T cnrmwmlardisam criique the NIOSH EFFIPP work ralaled to
candiqvascular dsease, nd o provide Input hmﬁmrm&lmdions Otrtcomasfmm thnse aﬁqmiﬂduﬁe developiment.of B dlabase from |
L NIQSH inmtipsﬂom offre: fightet cardiovascutar daaihs wnd i 1 NIOSH lvoh nent In RFPA id USFA commw uddﬂmm ﬁm
fighter cafiliovascutar heatth, NIOSH ks exploring opportunities for, research suggemﬁ by thase meetings, Inétuding studying the cost-
T gﬁndrveneas o{varbuaﬁmﬁghmmadieel smcrmg and finessAveliness pm!!rm irunwlng pmsestc Benrfyﬁwfghmnmmmg :
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reviewing outopsy reparts during fxfa!i'ry imenigaﬂona‘*’ e
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1988, the LAFF requested that NIOSH Investigate a number of non-faial injuries invohing txygan Hation dysh Thesa i Em'eh?ed
S the &ashingofregu!atomusedtomﬂmmﬁw ofoxmen on these systems, resulting in bum nfurien bo fite Aghtens and emargancy medical
technicians, NIOSH worked coflsbarativaly with i Food and Drup Admimisiration (FDA) fhat regulates these devices; and with the Nations| ::tgﬁf
Aeronautics and Space Admintstration {NASA} thef has a iong History of relovant sxpestisn in:oxypen safety. (rvestigation Into thess avents ..,
ravealed thal aluminum i the segulsior was 8 Sontributing facter to the fiash fira lncidents, and Bial Btem were a'nuimber of sate haridiing 92
techniques which fire fighiers and entergency medical tachnicizns could use to teduce tha fik of mgu!amms 'NIOSH and FOR developed 8
okt mbkmmmmmmmﬁmmm waswidetydshibuted to the fire servics, andatraimng video on safe @
handlmg of oeypens systems, Moﬂal‘lm feported Rash fine incidents invohved 2 singlo mnmdummmwmmm recalind reguistors and - =
oﬂamd tmde-lns with nan-ahn'mnmn Teguiators. Athoigh this problem with oxygen ragulators m Xnown to ﬁ"fa FOA for o fiumbar ufyean. me
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Anomar mmﬁe u‘f!ha NIOSH F‘FFIPP Imeraglng rauumes Is a joint pubikmlon m me Federa! Rallmad Admiristration (FRA) &nd Opwwﬁun
Lifasaver, MIOSH consutiad with the FRAin fire fighter !ataily Inverstightiois invoning aina colliding with fie spparetus. Muﬂgmm of this -

. conauliation was § joint publieatinn betw@ei\ MNIOSH, FRA, tnd Oporation Ll!enm [ mnpavemmemai program dadicatad to oliﬂﬁnsbﬂu Injureés ;

. .- Trom iraln coliisional. Your Safety - 1% - Ratirosd Craseing Safaty ermerwmy Raspmders ublication; No, . This % <

publication levaraged axpertise, unding and distibution networks to davebp relaﬂnt guldanoe spodﬂc to eﬂmgmcy mpome md ba brosdly

) disserninats the pubc‘iwtlon to the fire seevics dnd aonmunm o :
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e niosH pefschnel have dctivety pamdpam ‘Gn the WFPA Occupetional s:mry ath rearmwoamwmum 2001, NIOSH pareaniel |
I playodanh\pnﬂnntmlshtbedwehpmlmmmwhonanFPA rmmmmmmmomamw / Program for
wes Firg Departirents, enauring that findings and recommendstions from NIOSH krvestigstions wete reflected in the revised staridard, NIOSH Is »
f%ﬁwnnrﬁlypaﬂldwhmhh‘nedwsbpmemwnmlhmm!onsdwduledmrehmhiwe lewwmnhlwppoﬁhmams
edilion gf NEPA 1541, SlarmathDepmm Contol Progren and is providing technical an sk MNFPA
JS&J Ramnmdﬁmonmmﬁmc!uamrsOmmmarmmmmmmmmmm&m

<N by
ﬁmﬂgmsmor by rapid infarvention teams sanrching for the fire fighters. NIOSH daniisd pateniial reasons why the PASS dovicas may. fot have. .«
performed as designed, andremmndadmmheNFthmmmNFmﬂsz.srmumeafmdmwmm&SS)
_ conskisr md:ﬁﬁtbmhmﬂngan&poffnmemmmos&! mﬂﬁumhaNnﬁwl Pmonaim‘remmy Labornluyymo
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January 1968 siakeholders' rneeﬁng NIOSH has undeftaken differént typea of remni'n as part of the NIOSH FFFEPP Both to advance fre s
fighifer safefy and health and Improve the mpatt'and relevance of the NKOSH FFFIPP Those research sforis have !mquonw Inveived mgsng
dmmmmumﬂmc&mmmeoluwlngpamgfaphshighlghtmufmmt&eﬂnm ; .

fa,

e P,

FFEIPS perwnnel have mﬂzm joumat s%a ona variaty of (np!ca relmd ko fire figitar safety and haalth. bamd on data ana!ysa and Gerature
reviews. A listing of thess pubications Is provided it Apgandix]. Fhe fighter safaty and health ispues addremd by thase arices includd nashing “
of oxygan mouistors, fisk faciors for rniury n stmdue firgs, ond estimaies o!mpational unnsm%uicn of | b!oodboms pathogenis to firg fghtars =&,
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? crished helped Blicidote im;doq !snmaﬂl
& ?"%m + protection In the patient compariment, espectally iven tho inabily for. parsorinal-1o attend Lo patients whils restralned using lap seat belts
e, cOMmanly provided in ambitance patiant compartments (Report Nos. FACE 200111, FAGE 2001:12, and Rabor Np, E2005:33). Thess |
Invesligation findings helpad spawn.and tiform mrdt tatuﬂy fundad through NIOSH's Nationa) Otcupational Resasrch Agenda (NORA)

il projrem and partners in the U.5. and Canadisn goveinrients, including LSFA, that demonstraied the potentia) of certaln types of occupars «
§_ ; Fostraints to provide crash protection for ememgency medical services personnal whil aflewing them ihe mobiiity to sttend to patierts, Thesa
= research firdings have spawned ndditional research, again fended ety throuph the NIOSH NORA progrem, 1o evaluste himan factars lssues.
g ‘m!azedwtmmtmarﬁoﬂmmmﬁomﬂmanmemp&nlmmmmmw&wmmﬂghmaaMmmnq
] médical sarvices porsonnel, The NORA program Is alse fundlrig 4 pliot projed to evaluste and compare the effects of wdring bunker 1354
£, boctsfbunker pants with wearing o' sistion uniform o manipulating the aceat mmm&afamdwmmmqmam{mmh,a
% mmmeammmmmuwmmmm,mhmmm proposed i
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Boq{nnmgzln 2005, NtOSH began 3 follow-back su!vay h ehdt mkeholdor Inpul on 1n-uf-duty amﬂovaswhr disaase daam lnvmgnﬂom The
suivay is mafied with a copy of the fingt réport to tha fine dep 4, urdon (i apptk “andmev!dim‘sfsmwmnmslinvnlvedwihun
|nvesugarjon Input m_eehmd mmbw&wwummmmmwm mmlige!bnsufearﬂiovmlardtumdem i
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5 Tha evaluation includes a natiomwide survey of fire deriments and a number offacus titoups condisting of lrott-ting fine ighters. The Studywill |

detonmine the extont 13 which the program's reports, recommendations, and Gther products are belng ulilzed by the fira servica Tot baliing, S
" pofcles, practions, and ather prévantion efforts: The evaluation wi provide Insight o the impact of i FFFIPP program and hekito kiently |

anhaneementn Ehal mlghtﬁmtmrm pmgmnuhw&ctﬂahwlbdbnmnin&bmw 2006 N!OSHlswvdudingthesmdy Iargetyfundeﬁ B
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- inﬂwendng ar supporting fedaral and Stote bgblallon to inpmvve fira fighter uiely and haaﬂi\
»_ influendng NFPA standemts; gt e
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y Provided by stakeholdefs are Inchuded in Apperdl jt. Much of the Iifarmation that NIOSH hias on the impact of tis FEFIPF is snecdotal and has #7
vam il ‘ha yetematic fashion, NIDSthokfngWﬂlomqummmm&ommemm&nmmdaMbmHe
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. i Tighter satety and heathi, Descripive mﬁsﬁkx from the NIOSH ine-of-duty chntiovascular disaase doath hvsaigaﬂon mnasa dataiing sudden.
mrdiacdeuﬂahmmudlﬂhﬁkﬂphyﬁcﬂﬂerﬂmsdumﬁ&umpmbnmusedhymngr fonal stafl ape g the Hometown Herces 7
s SuwlvuIAdwhﬁ extended benufits lommh-momm fighoms suffering cardiac doath.in the. Iine-of»du:y. m NIQSH Invu!bauon of the 2001

|nmmnmmnmdewfmpmmmmnmammm's=mm NIOSthasag,aumﬁndlngahmbunusedﬁsﬁwmmui

T NFPA 1710, Srmdmworme&ﬂanhaﬁonandnepbynenfofﬁm ‘Suppression Oparstions, m«wmmommm end Specist 5
Opomuma&mmbymﬁmoapamammhmmmmmdasummaﬁunmwﬂmmmymm .
departments ara Aely to ancountar. Mr..Richard Duffy, the Secestary of the Technical Commiitee that developed thix siandard, raported ihat = o
Nlmmmmmmmmmnsmwhmwdmumrﬂ Manymbmofﬂ:bstandasdamahnhdumm E‘ﬁgg%;%
amummanfwwlumvdepar&nenu NFPA 1720& v "
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¥ Investiation reports from the KIOSH FFRIPP o improve s fighlar sofaty; For axample, severs! fre doRaMmants aircss the country have
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Potentla{ Future Directlons and Specific Requesls for Stakeholder Input
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Thy HIOSH FFFIPP i3 asking for stakehoid 1npulto worave e progeam and enh npndonfaaﬁghmrwbtymdmnh Infotmaum -
pravidedluNlOSHmthelodhwnthenﬁZZ 2M¢Mmmamhmuh&umwmwmhuMmmﬁEtMWam%
= to ensure it meets the neads of stakehdifers, Sanflarly, dsta cofiectad from the forthooming evatugtion wif be usad to detanmine If adjusiments to
the prograrm are needed or would be beneficial in Incrsasing the impact of the FFFIPP on fire fighter sataly end health. Pending conaideration of .
s Input provided by stakehoidars-and dets collactad through 1he formal svatustion, in the hM&mmgmphsNDSHWuummlderm
”rormeNIOSHFFFIPPm-._ Jderation and 1t by stakehoks Sp&dﬂcmumatMOSHm!dnmdahmmhpmonm
% idendifed: though anymmwibawemm:ndmndﬂared o e S é%* ) s

meeatigations bR 148 e T e G U W@%
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G The NIOSH FFFIPP does not have the resources to condud inmvestigations-of avery ine-of-duty death, Maery NIOSH investigations ara finding - ..

% B sirnilar doptribuiory fnctors, and consequently repesting prevaniien fecommendalions made in previous Investigations, Efforts hove baen made i -
: priariitre deaths for kvestigation. For exampie, pricrty conskderstion has been givan to svants that account for lange numbers of deaths (8.9,

. malor vehicla nadents and cardiovascular disease), invastipations Ikely to result in new types of recomenandationa (e.g., frvesilgaiions of -

% . cardiovascilar disease daaths of fire fighters less.than 40 years of age and desths Involving new technologles), and immsligetions ihet fred Into

‘ - and Inform mnemprevafmoneﬂ‘mndmrqmm(e 0. Investigations that may inform stendard setling, such as-cufrent mvisions to NEPA 2

- 1982, Slandiard on Porsonal Alert Safety Systems (PASS)). Staksholdar input s requested on whether fatafity Investigations should continue

be the focus of the FFFIPP, with modest decreases in the Intengity of fatality investigations to sipport more autreach and reseanch. Stakehoider

e input s atse requestsd on uwtypesdhwmﬁwumudwuld receive high priodiy for investigation, andhowaﬂd%anpdmmntbnshwb %‘?

= %' change over e, FEE 5 g 0 . R

‘ . ﬁm:&irq spedﬂc hmrdx mmm RONyas mu!tlpla Investigations,
- Exarrplcsc!smMMmmmmqumWMNmﬂmmmammm motervahile- ¢ "’ﬁﬁ?
i related events, trakning ncidents, and fisk versus gain decisions on the freground. NIOSH is Interested in stakeholder inpis on the valos and
é‘% nmhrsummquam mmosummmwaoamnummagmmmwmﬂm!wwmm
[ \ity, and suggesth forspedﬂctopia!u addressinthuaeduwﬁonaidommnts. R CLNGE Y SBT

NIOSH also p«npose-s lo continue toase w dmrnlnm ﬂrdinga lﬂd ptolfucn sum vmndng Joumal

o disseminate NIOSH mpons arxt fndings, and e biwee!quuc on the NIOSH FFFIPP Web site that directs usars to answers in NIOSH
publications Nmsnbmmmwbmmmm stakehokders on dissamingtion dubmmmwbﬂmﬁmmm fire
ﬁghlauaretynndhenlm Ry R

Outrgach - !
Nlosﬁmsesiomﬁnuabmmh mmwmmmmmw mmmtmrthmmﬂmu FFFEPPﬂMmgsInd
“»prnduusby&umﬁmmgnhﬂmmdwpm%tﬁﬁmhmrdandwppoﬂpmnﬂmeﬂmuduﬂnm NIOSH is:interestod in
spedﬂcnuggesm&unsmm nmﬂummﬁﬂamfmm LY:] ;:aruabaﬂonmmndamm oummﬁus.y

) NIOSH pronoses muding momrwﬁne and In-depm unn!yaasnfavshbbdah on!‘ra ﬁghterdeaiﬂa nnd inJuriea {e.q. Mnﬁ(ydm uoi!crcfad i
=% - G mpartad by USFA and NFPA, data from the Nationa! Firs incident Reporting Systsm, and daiz from occupational injury and Binsss - "
" daiabases such as the Bureau of Labor Statistics’ Censua of Falal Occupational Injudes and UmcansmmProdﬂdSaﬁety Comimisalon's %?% f

National Elecironlc Injury Survalitance System based oa o nationally represaniative sampls of hospht emamaency deparmarts), Such anakysas

would be usad to guide MIOSH fotality investigations: add 1o knowledye nbom;mnanuerﬁreﬁgmerhjuwamm risk factora for fury and ...
s, and ievets of dsk axperienced by fise ighters; and, Kentity nesdad tmprovements in avaflabie euwetﬁanm date. NIOSH s mtarastad iIn-
siaiehclder inpul unthevah.ie and need for MIOSH fo wndudhsem-mmes LT . 27

Addlbomw NEOSH proposes to mcrexse aﬁ'om lofoshet mes.rd'l thatbuﬂdu o NIOSH rvestigstion !'mdlnos and mmnﬁntlm and to
lovesage resources 16 conduct such-rasearch. This includas seeking Runding opportuniies through initistives stch as NORA, a3 well a3 pumulﬂg
funding thiough other federal apencies and the private goctor. This uleo includes dentitying pnmmhrps in which NIOSM would conduct formal

tustions. of specific infarvantion efforts at the natioriad, state-or locaf level. Examphos-of such’ ch ralated 6 Candiovascul dmm\sﬁ_&%
-pmﬁdedhmownad:swmandhdmmmmhmmmmwmmmﬁshmdaﬂmmhsﬁmm i
reiated i Injuties includa evalation of infury prevention Interventicns, such as novel Compreheasive’ infury prevention programs in & single fire L
, dapartment or state wids interventions to address & loading causa of death and injury, such an motor vehicia-related evonts. NIOSH is interested *
In stnkehoidar input on whether NIOSH should increese efforts t fosisrand conduct research that is nol cantaied on fatalty ivestigabons, "2
davd lndnpputunﬁbsthatmwuumwm cl!mNIOSHmmlummcaﬁcmwenﬁom.
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