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Abstract
SOTERIADES, ELPIDOFOROS S., RUSS HAUSER,
ICHIRO KAWACHI, DIMITRIOS LIAROKAPIS, DAVID
C. CHRISTIANI, AND STEFANOS N. KALES. Obesity
and cardiovascular disease risk factors in firefighters: a
prospective cohort study. Obes Res. 2005;13:1756 –1763.
Objective: Obesity, despite being a significant determinant
of fitness for duty, is reaching epidemic levels in the workplace. Firefighters’ fitness is important to their health and to
public safety.
Research Methods and Procedures: We examined the distribution of BMI and its association with major cardiovascular disease (CVD) risk factors in Massachusetts firefighters who underwent baseline (1996) and annual medical
examinations through a statewide medical surveillance program over 5 years of follow-up. We also evaluated firefighters’ weight change over time.
Results: The mean BMI among 332 firefighters increased
from 29 at baseline to 30 at the follow-up examination
(2001), and the prevalence of obesity increased from 35% to
40%, respectively (p ⬍ 0.0001). In addition, the proportion
of firefighters with extreme obesity increased 4-fold at
follow-up (from 0.6% to 2.4%, p ⬍ 0.0001). Obese firefighters were more likely to have hypertension (p ⫽ 0.03)
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and low high-density lipoprotein-cholesterol (p ⫽ 0.01) at
follow-up. Firefighters with extreme obesity had an average
of 2.1 CVD risk factors (excluding obesity) in contrast to
1.5 CVD risk factors for normal-weight firefighters (p ⫽
0.02). Finally, on average, normal-weight firefighters
gained 1.1 pounds, whereas firefighters with BMI ⱖ 35
gained 1.9 pounds per year of active duty over 5 years of
follow-up.
Discussion: Obesity is a major concern among firefighters
and shows worsening trends over time. Periodic medical
evaluations coupled with exercise and dietary guidelines are
needed to address this problem, which threatens firefighters’ health and may jeopardize public safety.
Key words: BMI, fitness, clustering, weight, cardiovascular disease

Introduction
Obesity has reached epidemic levels in our society and
has been associated with numerous adverse health and employment outcomes in the general population, including
lower productivity and job performance (1– 6). Obesity can
have a significant impact on work capacity and fitness for
duty. When obesity affects first responders, it may jeopardize their own safety and well-being, as well as public
safety (7). Hence, fitness for work is of paramount importance for the over 1 million U.S. professional and volunteer
firefighters and the public they serve. Therefore, the National Fire Protection Association (NFPA)1 has published
recommendations for baseline and periodic fitness for duty
evaluations to ensure that firefighters can safely perform
essential job functions under emergency conditions (8).
The NFPA divides its recommendations into category A

1

Nonstandard abbreviations: NFPA, National Fire Protection Association; CVD, cardiovascular disease; HDL, high-density lipoprotein; LDL, low-density lipoprotein.
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and B medical conditions, including detailed evaluation
criteria for heart disease, asthma, hypertension, diabetes,
and other health problems. The presence of a category A
condition excludes a firefighter from active duty. Category
B conditions may be exclusionary depending on their severity. Although the NFPA specifies that body weight
should be recorded annually and BMI evaluations should
follow current NIH guidelines, even extreme obesity is not
considered a category A or B condition (8). Additionally,
there are no specific requirements for BMI in the current
NFPA Standard on Health-Related Fitness Programs for
Firefighters (9). Firefighters are expected to perform at
near-maximal heart rates physically demanding job tasks
such as rescue and fire suppression while wearing in excess
of 50 pounds of personal protective equipment including
self-contained breathing apparatus. Obese firefighters have
lower exercise tolerance and are more likely to experience
adverse consequences from heat stress, including heat disorders (10,11).
Despite the existing NFPA guidelines for periodic medical surveillance, many fire departments have no medical
evaluation programs, other than baseline examinations for
new recruits. In addition, most firefighters are not required
to maintain minimum physical capacities or follow exercise
training programs. In parallel with the general population,
cardiovascular disease (CVD) is a frequent cause of morbidity and mortality among firefighters. Uniquely, it is also
the most common cause of on-duty mortality in U.S. firefighters, accounting for ⬃45% of firefighter fatalities at
work (12,13). These on-duty events are largely premature
deaths due to coronary heart disease, many of which likely
could be prevented through improved physical fitness, nutrition, and health surveillance.
Several researchers have evaluated the CVD risk factor
profile of firefighters (14 –16). We have reported previously
on the impact of hypertension on the employment status
of firefighters (17), the evolution of their lipid profiles
over time (18), and the strong association between underlying risk factors and preexisting heart disease with
on-duty coronary heart disease fatalities in firefighters
(19).
Obesity is a significant risk factor for CVD and has also
been associated with other adverse health outcomes. Although previous cross-sectional studies have examined BMI
in firefighters (20 –22), little is known about the evolution
of obesity in firefighters over time (23).
The objectives of the present study were to describe the
distribution of BMI in a cohort of firefighters over time,
according to the current NIH guidelines (24). In addition,
we examined the association of obesity with other CVD risk
factors and evaluated weight changes in active duty firefighters over 5 years of prospective follow-up.

Research Methods and Procedures
Study Population
The study base consisted of 340 members of six regional
hazardous materials teams in the Commonwealth of Massachusetts who underwent a baseline medical examination
in 1996 or 1997 when a statewide medical surveillance
program was initiated. The firefighters joined the hazardous
materials teams on a contractual basis in addition to their
primary occupational duties as municipal firefighters in
local fire departments throughout the state of Massachusetts. Physical fitness criteria were not considered in the
selection of hazardous materials team members.
Eight firefighters were excluded from the study sample,
resulting in a baseline sample of 332 firefighters; one firefighter was excluded at baseline because BMI was missing,
two firefighters because they had a medical examination but
never joined a hazardous materials team, and a fourth firefighter because of “injured on duty” status at baseline. In
addition, the only four female firefighters were also excluded from further analyses.
The study population consisted of an open cohort. Twenty-five additional firefighters were enrolled during the follow-up period, while other firefighters did not maintain
active status, either temporarily or permanently. Overall, 62
firefighters were not included in the prospective analyses
due to lack of follow-up information. Thus, a subsample of
270 firefighters, who had BMI measurements at both the
baseline and the follow-up examination, was used in comparisons over time. Our study was approved by the Institutional Review Boards of the Harvard School of Public
Health, by the Cambridge Health Alliance, and by the
Northeast Specialty Hospital.
Baseline and Follow-up Medical Examinations
Medical surveillance examinations were performed at
one of three contracted Massachusetts hospitals. The baseline examinations for most of the firefighters took place in
1996 (82%) and the remainder in 1997. The subsequent
medical examinations for the total study sample took place
during the fall of 1998, 1999, 2000, and 2001. The examinations were done for the dual purposes of medical surveillance and fitness for duty evaluation for the state hazardous
materials teams. All examinations were conducted in a
similar fashion and followed a written protocol. Examinations included a detailed medical and occupational/environmental history, a physical examination, and routine laboratory tests. BMI was not a fitness for duty criterion.
BMI Measurements
At the baseline and each follow-up examination, firefighters underwent weight and height measurements, which
were documented on each firefighter’s summary sheet and
sent to a computerized medical record repository. Weight
and height measurements were done without shoes and with
OBESITY RESEARCH Vol. 13 No. 10 October 2005

1757

Obesity in Firefighters, Soteriades et al.

light clothes using standard clinic scales and stadiometers.
Weight was measured to the nearest pound and height to the
nearest 0.5 inch. BMI was calculated using the formula:
BMI ⫽ 703.1 ⫻ (weight in pounds)/(height in inches)2,
which is equivalent to weight in kilograms divided by
height in meters squared. The firefighters were assigned to
different BMI categories according to the current guidelines
from the National Obesity Education Initiative of the National Heart Lung and Blood Institute (24). Obesity was
defined as a BMI of 30 or greater and extreme obesity as a
BMI of 40 or higher.
Additional CVD Risk Factors
Prospective information on several other factors was also
routinely collected at every examination and entered into
the computerized repository. Baseline and follow-up measurements included smoking status, blood pressure, blood
glucose, lipids, and updated medical history. The blood
glucose and lipid measurements were not fasting because
the examinations had to be done at various times throughout
the day while the firefighters were on duty, and it was not
possible to keep them fasting over long periods of time
while working.
Data Analyses
Summary results for each firefighter’s examination were
submitted to a computerized medical record repository.
After electronic data management procedures, an investiga-

tor selected a random sample of records (⬎25% of the
whole data set) and cross-examined the electronic files
comparing them with the actual medical records. The results
showed 1% miscoding between the two data sets, and all
mismatched values were corrected.
Statistical analyses were performed using SAS software
(version 6.12) (25). Student’s t test and 2 tests were used to
test for differences in standard CVD risk factors (age, smoking, hypertension, diabetes, cholesterol, etc.) among firefighters with normal or high BMI. Several different categorizations of BMI were used in our analyses including
dichotomous (BMI ⬍30 or ⱖ30) and categorical (three
categories, tertiles, and quartiles of BMI according to the
study distribution) measures. CVD risk factors such as
hypertension, lipid profile parameters, and diabetes were
dichotomized based on current NIH guidelines. Smoking
was dichotomized as current vs. no current smoking (including ex-smokers). Additional comparisons for BMI were
also made between baseline and follow-up examinations.
Linear mixed-effects models were used to evaluate weight
changes in firefighters over 5 years of follow-up. The level
of significance was 0.05 and two-sided for all tests.

Results
A total of 332 firefighters were included in our baseline
analyses. The mean age of the study participants at baseline
was 39 years (range, 20 to 58 years). In Table 1, we present
the distribution of BMI at baseline, in 1999, and in 2001.
The mean BMIs at the baseline and 2001 follow-up exam-

Table 1. Distribution of BMI in firefighters at baseline and follow-up examinations*
Follow-up

Total number
Mean BMI (⫾SD)
Median BMI (range)

Underweight (BMI ⬍ 18.5)
Normal weight (18.5 ⱕ BMI ⬍ 25)
Overweight (25 ⱕ BMI ⬍ 30)
Obesity I (30 ⱕ BMI ⬍ 35)
Obesity II (35 ⱕ BMI ⬍ 40)
Extreme obesity III (BMI ⱖ 40)
Obesity (total) (BMI ⱖ 30)

Baseline: 1996/1997

1999

2001

332
29.0 (4.1)
28.5 (19.3–44.7)

308
29.4 (4.3)
28.8 (18.1–45.5)

297
29.7 (4.3)
29.2 (21.3–48.6)

% (n)

% (n)
0.3 (1)
13.3 (41)
49.3 (152)
27.3 (84)
7.1 (22)
2.6 (8)
37.0 (114)

% (n)

12.0 (40)
53.0 (176)
27.1 (90)
7.2 (24)
0.6 (2)
34.9 (116)

10.4 (31)
49.8 (148)
29.0 (86)
8.4 (25)
2.4 (7)
39.7 (118)

* According to the National Heart Lung and Blood Institute guidelines on the identification, evaluation, and treatment of overweight and
obesity in adults.
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Figure 1: The distribution of BMI at baseline and follow-up
examination for firefighters who maintained active status during
the whole period of the study. Gray bars represent the BMI
distribution at baseline, and dark bars represent the distribution in
2001 (N ⫽ 270).

inations were 29.0 and 29.7, respectively. Obesity prevalence increased significantly in 2001 (39.7%) compared
with baseline (34.9%) (p ⬍ 0.0001). Extreme obesity
(BMI ⱖ 40) also increased significantly over time, from
0.6% to 2.4% (p ⬍ 0.0001). The overall incidence rate of

obesity in our cohort was 45 per 1000 person-years. Given
a constant incidence rate over time, we estimated a 5-year
cumulative incidence of obesity to be 22%.
In Figure 1, we present the distribution of BMI at baseline
and at 5 years of follow-up for firefighters who participated
in both surveillance examinations (N ⫽ 270). We observed
a shift to the right of the distribution of BMI, with increases
in all obesity categories. The increases in obesity and extreme obesity also persisted when only those who maintained active duty throughout the whole study period were
considered.
In Table 2, we compared the distribution of CVD risk
factors in obese and non-obese firefighters over 5 years of
follow-up. Firefighters with obesity were more likely to
have hypertension at both examinations. On average, normal-weight firefighters were found to have 1.5 additional
CVD risk factors (excluding obesity) compared with 1.8
additional CVD risk factors for obese firefighters (p ⫽ 0.90)
and 2.1 additional CVD risk factors for firefighters with
extreme obesity (p ⫽ 0.02).
The high-density lipoprotein (HDL)- and low-density lipoprotein (LDL)-cholesterol, for those who completed the
follow-up examination, are also presented in Table 2. Tests
for LDL- and HDL-cholesterol were not performed at baseline examination. Obese firefighters were significantly more
likely to have low HDL-cholesterol compared with normalweight firefighters.

Table 2. Association of obesity and CVD risk factors among firefighters who maintained active duty for the
whole 5-year study period (n ⫽ 270)
Baseline (1996/1997)

Follow up (2001)

BMI

Percentage (n)
Age ⱖ 45
Smoking
Hypertension*
High cholesterol†
Low HDL-cholesterol†
High LDL-cholesterol†
High glucose‡

BMI

<30
关% (n)兴

>30
关% (n)兴

p

66.3 (179)
21.8 (39)
9.5 (17)
14.0 (25)
69.9 (121)

33.7 (91)
26.4 (24)
7.7 (7)
25.3 (23)
70.3 (64)

0.40
0.62
0.02
0.95

2.6 (2)

2.4 (1)

0.95

<30
关% (n)兴

>30
关% (n)兴

p

59.6 (161)
46.0 (74)
9.3 (15)
16.3 (26)
58.4 (94)
16.1 (27)
10.6 (17)
6.2 (10)

40.4 (109)
50.9 (55)
5.5 (6)
27.1 (29)
60.2 (65)
28.4 (31)
11.9 (13)
9.2 (10)

0.42
0.25
0.03
0.77
0.01
0.73
0.37

* Hypertension was defined as a systolic blood pressure of 140 mm Hg or higher and/or a diastolic blood pressure of 90 mm Hg or higher.
† High cholesterol was defined as total cholesterol of 200 mg/dl or higher. Low HDL cholesterol was defined as HDL of 40 mg/dl or lower,
and high LDL cholesterol was defined as LDL of 160 mg/dL or higher (non-fasting).
‡ High glucose was defined as blood glucose of 126 mg/dL or higher. Data were limited to 117 participants for the baseline examination
(non-fasting).
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Using linear mixed models, we examined temporal
changes in body weight among firefighters on active duty.
On average, firefighters gained 1.15 pounds per year of
active duty over 5 years of follow-up (p ⬍ 0.0001). The
weight gain per year of active duty for normal-weight,
overweight, stage I obesity, and firefighters with obesity
stage II or III was 1.1, 0.8, 1.1, and 1.9 pounds, respectively.
Furthermore, weight gain in younger firefighters (age ⬍ 45)
was twice that in older firefighters (Table 3). In addition, we
found that the association of calendar year with weight
changes was not linear, suggesting that firefighters gained
weight at a higher rate during the later years of active duty
compared with right after baseline. (A squared term for
calendar year was statistically significant, p ⬍ 0.0001.)

Discussion
Our investigation demonstrated a high prevalence of obesity among a population of male firefighters that increased
significantly over a 5-year period from ⬃35% to 40%. In
addition, the whole distribution of BMI in the cohort of
firefighters shifted toward obesity categories, with the proportion of firefighters with extreme obesity (BMI ⱖ 40)
increasing significantly at the follow-up examination. We
also found that obesity was associated with the clustering of

major CVD risk factors, except smoking. Furthermore, to
our knowledge, this is the first study to examine annual
weight gain in firefighters and show that, on average, firefighters gained weight during follow-up at an accelerating
rate, while younger or obese firefighters gained significantly more weight compared with older or non-obese firefighters, respectively.
Previous studies have shown that obesity has become an
epidemic in our society (26,27). Furthermore, obesity is
associated with clustering of CVD risk factors (28,29) and
many adverse health outcomes in the general population
(30 –32), while several studies have also examined the negative economic implications of obesity (33–36). The results
of our investigation on the distribution of obesity and its
association with major CVD risk factors in firefighters are
in agreement with previous studies. Ide (14) found that the
prevalence of obesity in firefighters from enlistment to
retirement in a Scottish cohort increased significantly from
8% at baseline to 22% at the final examination. Glueck et al.
(15) also reported a significant increase of BMI in a cohort
of Cincinnati firefighters over an average of 6 years of
follow-up. Similarly, Davis et al. (16) showed, in professional firefighters from California, that the percentage of
body fat as well as obesity (BMI ⱖ 30) increased significantly in firefighters between the 1st and 4th decades of
their career span.

Table 3. Mixed linear regression coefficients for the relationship of weight in firefighters regressed on calendar
year of active duty*
Calendar year of active duty: multivariableadjusted regression coefficient (S.E.)†

p

1.15 (0.23)

⬍0.0001

0.72 (0.21)
1.36 (0.32)

0.0006
⬍0.0001

1.08 (0.37)
0.79 (0.21)
1.06 (0.26)
1.92 (0.75)

0.005
0.0002
⬍0.0001
0.01

1.56 (0.55)
0.75 (0.33)

0.0052
0.02

Firefighters’ weight (overall)
Firefighters’ weight
Dichotomous
Non-obese (BMI ⬍ 30)
Obese (BMI ⱖ 30)
Categorical
Normal weight (BMI ⬍ 25)
Overweight (25 ⱕ BMI ⬍ 30)
Obesity I (30 ⱕ BMI ⬍ 35)
Obesity II and obesity III (BMI ⱖ35)
Firefighters’ age
Dichotomous
Younger (age ⬍ 45)
Older (age ⱖ 45)

* Firefighters’ weight was regressed on calendar year, which was used as a dummy variable. Separate models were run for different strata
to produce the above estimates.
† All models were adjusted for firefighters’ age (continuous) and smoking status (dichotomous).
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Another concerning finding of our study was that firefighters, on average, gained about 1 pound per year,
whereas firefighters with BMI ⱖ 35 gained almost 2 pounds
per year of active duty. A number of previous studies have
estimated the average cumulative weight gain in different
populations by comparing two measurements over a time
interval ranging from 7 to 10 years (37– 40). The estimated
annual weight gain in male firefighters in our study (adjusted for age and smoking status, and based on annual
measurements) fell within the range of previous reports
because the annualized estimate of weight gain in another
study ranged from 1.5 to 2.7 pounds in men and women
(38). Furthermore, our results are consistent with prior
research showing that younger compared with older individuals are more likely to gain weight. Of more concern was
our finding that the rate of weight gain increased over time
and more so among younger firefighters. Both findings
suggest an accelerating trend and may also indicate a cohort
effect more prominent in the younger firefighters.
CVD is the most frequent cause of mortality among
firefighters and is associated with underlying CVD risk
factors (19). Because obesity is associated with the clustering of CVD risk factors, and BMI is increasing over time,
findings from our current investigation and previous studies
reinforce an urgent need for heightened attention to firefighters’ CVD and overall risk profile. In particular, our
results suggest that weight control and screening for CVD
risk factors should be a major goal of every fire department
and all physicians providing care for firefighters. Several
layers of action including medical standards, increased physician awareness, in-house exercise programs, dietary modifications, and surveillance examinations are needed to address the obesity problem in firefighters.
Several limitations of our study should be acknowledged.
Due to a small number of women, we limited analyses to
men; therefore, our results may not be generalizable to
female firefighters. Second, the annual examinations were
conducted in three different hospitals. Height and weight
measurements were standardized; we did not find significant differences in the prevalence of obesity among the
three hospitals at baseline (p ⫽ 0.36). In addition, blood
glucose and lipid profile were not based on fasting blood
draws as explained in the methods section, thereby limiting
our ability to perform further analyses on other conditions
such as impaired fasting glucose. Third, the follow-up comparisons were performed on firefighters who had complete
data on both examinations, limiting our sample size. Nevertheless, the above limitation most likely contributed to
underestimation of the adverse consequences of obesity in
our cohort because preliminary analyses showed that obese
firefighters were less likely to maintain active duty due to
adverse health and employment outcomes. Moreover, we
compared the mean BMI of the 62 firefighters (29.5) not
included in the prospective analyses with the mean BMI of

the 270 firefighters (28.9) included in the prospective study
and found no statistically significant difference between the
two groups (p ⫽ 0.30). Fourth, rather than direct measurements of percentage body fat, we used BMI as a determinant
of overweight and obesity with its documented limitations
(41,42). Although BMI may overestimate overweight
among muscular firefighters, it is the most recognized and
studied measure of obesity, it provides a basis for comparison across studies, and it should have had limited impact on
those classified as obese or extremely obese. Furthermore,
this would not have affected our findings associating obesity with the clustering of CVD risk factors and annual
weight gain in firefighters. Finally, we did not have information on physical activity and dietary intake of firefighters; therefore, we were unable to associate our findings on
obesity with individual lifestyle factors. We do know, however, that the National Fire Protection Association recently
documented that 89% of Massachusetts fire departments
have no programs to maintain basic fitness and health (43).
In conclusion, we observed a high prevalence of obesity
among firefighters that increased significantly over 5 years
of follow-up. While on active duty, firefighters gained
weight at an accelerating rate, and obese firefighters demonstrated a clustering of CVD risk factors. These results
have negative implications for firefighters’ health and potentially on public safety. Greater awareness of this problem
in association with firefighters’ risk for heart disease (13,19)
should lead all physicians to manage firefighters’ CVD risk
factors more aggressively. In addition, we believe that obesity stage III (BMI ⱖ 40) should be considered as an
exclusion criterion for active duty firefighters and that the
NFPA should develop specific guidelines regarding this
issue. Finally, fire department initiatives addressing exercise, weight control, healthy diet, and periodic health surveillance (44) should be promoted across the country to
positively impact on the current obesity epidemic.

Acknowledgments
We thank the members of the Massachusetts District
Hazardous Materials Response Teams and the staff of the
Massachusetts Hazardous Materials Response Program. We
also thank Karen Cassidy (Center for Occupational and
Environmental Medicine, Northeast Specialty Hospital,
Braintree, MA) for her continuing support of this project.
Supported by research grant OH03729 from the National
Institute of Occupational Safety and Health.
References
1. Must A, Spadano J, Coakley EH, Field AE, Colditz G,
Dietz WH. The disease burden associated with overweight
and obesity. JAMA. 1999;282:1523–9.
2. Haapanen-Niemi N, Miilunpalo S, Pasanen M, Vuori I,
Oja P, Malmberg J. Body mass index, physical inactivity and
low level of physical fitness as determinants of all-cause and
OBESITY RESEARCH Vol. 13 No. 10 October 2005

1761

Obesity in Firefighters, Soteriades et al.

3.

4.

5.

6.

7.
8.

9.

10.
11.

12.
13.

14.

15.

16.

17.

18.

19.

cardiovascular disease mortality: 16y follow-up of middleaged and elderly men and women. Int J Obes. 2000;24:1465–
74.
Suwaidi JA, Wright RS, Grill JP, et al. Obesity is associated
with premature occurrence of acute myocardial infarction.
Clin Cardiol. 2001;24:542–7.
Wilson PWF, D’Agostino RB, Sullivan L, Parise H, Kannel WB. Overweight and obesity as determinants of cardiovascular risk: the Framingham experience. Arch Intern Med.
2002;162:1867–72.
Calle EE, Rodriguez C, Walker-Thurmond K, Thun MJ.
Overweight, obesity, and mortality from cancer in prospectively studied cohort of U.S. adults. N Engl J Med. 2003;348:
1625–38.
Fontaine KR, Redden DT, Wang C, Westfall AO, Allison
DB. Years of life lost due to obesity. JAMA. 2003;289:187–
93.
Moore AM. Cardiovascular disease: a continuing threat to
homeland defense. J Clin Hypertens 2003;5:350 –1.
NFPA 1582: Standard on Comprehensive Occupational Medical Program for Fire Department. Quincy, MA: National Fire
Protection Association; 2003.
NFPA 1583: Standard on Health Related Fitness Programs
for Firefighters. Quincy, MA: National Fire Protection Association; 2000.
Chung NK, Pin CH. Obesity and the occurrence of heat
disorders. Mil Med. 1996;161:739 – 42.
Donoghue AM, Bates GP. The risk of heat exhaustion at a
deep underground metalliferous mine in relation to body-mass
index and predicted VO2max. Occup Med (Lond). 2000;50:
259 – 63.
Melius JM. Cardiovascular disease among firefighters. Occ
Med. 1995;10:821–7.
Fahy RF, LeBlanc PR. Firefighter Fatalities 2001: NFPA
Journal, July/August 2002. Quincy, MA: National Fire Protection Association; 2002.
Ide CW. A longitudinal survey of the evolution of some
cardiovascular risk factors during the careers of male firefighters retiring from Strathclyde Fire Brigade from 1985–1994.
Scott Med J. 2000;45:79 – 83.
Glueck CJ, Kelley W, Wang P, Gartside PS, Black D,
Tracy T. Risk factors for coronary heart disease among firefighters in Cincinnati. Am J Ind Med. 1996;30:331– 40.
Davis SC, Jankovitz KZ, Rein S. Physical fitness and cardiac
risk factors of professional firefighters across the career span.
Res Q Exerc Sport. 2002;73:363–70.
Kales SN, Soteriades ES, Christoudias SG, Tucker SA,
Nicolaou M, Christiani DC. Firefighters’ blood pressure and
employment status on hazardous materials teams in Massachusetts: a prospective study. J Occup Environ Med. 2002;44:
669 –76.
Soteriades ES, Kales SN, Liarokapis D, Christoudias SG,
Tucker SA, Christiani DC. Lipid profile of firefighters over
time: opportunities for prevention. J Occup Environ Med.
2002;44:840 – 6.
Kales SN, Soteriades ES, Christoudias SG, Christiani DC.
Firefighters and on-duty deaths from coronary heart disease:

1762

OBESITY RESEARCH Vol. 13 No. 10 October 2005

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
36.
37.

a case control study: Environmental Health: A Global Access
Science Source. http://www.ehjournal.net/content/2/1/14 (Accessed July 18, 2005).
Clark S, Rene A, Theurer WM, Marshall M. Association of
body mass index and health status in firefighters. J Occup
Environ Med. 2002;44:940 – 6.
Horowitz MR, Montgomery DL. Physiological profile of
fire fighters compared to norms for the Canadian population.
Can J Public Health. 1993;84:50 –2.
Kales SN, Polyhronopoulos GN, Aldrich JM, Leitao EO,
Christiani DC. Correlates of body mass index in hazardous
materials firefighters. J Occup Environ Med. 1999;41:589 –95.
Gerace TA, George VA. Predictors of weight increases over
7 years in fire fighters and paramedics. Prev Med. 1996;25:
593– 600.
Executive Summary of the Evidence Report of the National Obesity Education Initiative. Clinical Guidelines on
the Identification, Evaluation, and Treatment of Overweight
and Obesity in Adults (No. 98-4083). Bethesda, MD: National
Heart, Lung, and Blood Institute, NIH; 1998.
SAS Institute Inc. SAS/STAT Software: Changes and Enhancements through Release 6.12. Cary, NC: SAS Institute
Inc.; 1997.
Mokdad AH, Serdula MK, Dietz WH, Bowman BA,
Marks JS, Koplan JP. The spread of the obesity epidemic in
the United States, 1991–1998. JAMA. 1999;282:1519 –22.
Freedman DS, Khan KL, Serdula MK, Galuska DA, Dietz
WH. Trends and correlates of class 3 obesity in the United
States from 1990 through 2000. JAMA. 2002;288:1758 – 61.
Brown CD, Higgins M, Donato KA, et al. Body mass index
and the prevalence of hypertension and dyslipidemia. Obes
Res. 2000;8:605–19.
Mokdad AH, Ford ES, Bowman BA, et al. Prevalence of
obesity, diabetes, and obesity-related health risk factors, 2001.
JAMA. 2003;289:76 –9.
Terry RB, Page WF, Haskell WL. Waist/hip ratio, body
mass index and premature cardiovascular disease mortality in
the US Army veterans during a twenty-three year follow-up
study. Int J Obes. 1992;16:417–23.
Allison DB, Fontaine KR, Manson JE, Stevens J, Vanitallie TB. Annual deaths attributable to obesity in the United
States. JAMA. 1999;282:1530 – 8.
Lindsted KD, Singh PN. Body mass and 26-year risk of
mortality among women who never smoked: findings from the
Adventist Mortality Study. Am J Epidemiol. 1997;146:1–11.
Levy E, Levy P, Le Pen C, Basdevant A. The economic cost
of obesity: the French situation. Int J Obes Relat Metab
Disord. 1995;19:788 –92.
Seidell JC. The impact of obesity on health status: Some
implications for health care costs. Int J Obes Relat Metab
Disord. 1995;19(Suppl 6):S13– 6.
Wolf AM, Colditz GA. Current estimates of the economic
cost of obesity in the United States. Obes Res. 1998;6:97–106.
Birmingham CL Muller JL, Palepu A, Spinelli JJ, Anis
AH. The cost of obesity in Canada. CMAJ. 1999;160:483– 8.
Williamson DF, Kahn HS, Remington PL, Anda RF. The
10-year incidence of overweight and major weight gain in US
adults. Arch Intern Med. 1990;150:665–72.

Obesity in Firefighters, Soteriades et al.

38. Lewis CE, Smith DE, Wallace DD, Williams OD, Bild DE,
Jacobs DR. Seven-year trends in body weight and associations with lifestyle and behavioral characteristics in black and
white young adults: the CARDIA study. Am J Public Health.
1997;87:635– 42.
39. Rissanen A, Heliovaara M, Aromaa. Overweight and anthropometric changes in adulthood: a prospective study of
17,000 Finns. Int J Obes. 1988;12:391– 401.
40. Shah M, Hannan PJ, Jeffery RW. Secular trend in body
mass index in the adult population of three communities from
the upper mid-western part of the USA: the Minnesota Heart
Health Program. Int J Obes. 1991;15:499 –503.
41. Jolliffe D. Continuous and robust measures of the over-

weight epidemic: 1971–2000. Demography. 2004;41:303–
14.
42. Gallagher D, Heymsfield SB, Heo M, Jebb SA, Murgatroyd PR, Sakamoto Y. Healthy percentage body fat ranges: an approach for developing guidelines based on body mass
index. Am J Clin Nutr. 2000;72:694 –701.
43. Hall JR, Karter MJ. Fire Service Needs Assessment: Massachusetts: NFPA: Fire Analysis and Research Division,
Quincy, MA. http://www.nfpa.org/assets/files/PDF/50%20states/
massachusetts.pdf (Accessed July 18, 2005).
44. International Association of Fire Fighters. Fire Service Joint
Labor Management Wellness-Fitness Initiative. http://www.iaff.org/safe/content/wellness/index.htm (Accessed July 18, 2005).

OBESITY RESEARCH Vol. 13 No. 10 October 2005

1763

