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Abstract 

Firefighter wellness has become a concern across the country, in large part because a 

combination of poor fitness levels, excess weight, and a high-intensity work environment 

contributes to chronic illness as well as line-of-duty deaths. Workplace wellness 

programs are effective in career fire service organizations, but nationwide 

implementation rates are low. This exploratory qualitative study examined the barriers to 

implementation in small to midsized/large career fire service organizations in the United 

States to develop a set of best practice recommendations for organizations to use in 

overcoming those barriers. Using a semistructured interview format, 18 fire service 

leaders from eight different organizations across the United States were interviewed. 

Results revealed themes involving barriers in the categories of buy-in, financial matters, 

leadership support, and labor management, suggesting the need for best practices in 

program planning, program choice, buy-in, finance, leadership, and labor management. 

Understanding the barriers of wellness program implementation in fire stations could 

empower fire department leadership to overcome these impediments and implement or 

maintain an effective wellness program. Future research should focus on analysis of 

implementation barriers in larger departments, studying firefighters’ perceptions of 

barriers to implementation, or examining the use of specific implementation tactics in a 

single department. 

Keywords: Wellness, fitness, barriers, implementation, firefighter, leadership 

 

 



 iv 

Dedication 

 This dissertation is dedicated to the memory of City of Binghamton, NY 

Firefighter John M. Janos, lost in the line of duty April 6, 2013. He gave 24 years of 

tireless service to the residents of City of Binghamton and many years of friendship to 

our family. John, we love you and miss you! 

 

 

 

 

 

 

 

 

 

  



 v 

Acknowledgements 

 I must first thank my family. My amazing husband Tim and my son Michael, who 

have been unwavering in their support of me since the start of my journey at Creighton. I 

love you both so much and cannot thank you enough!  

 Special thank you to Dr. Leah Georges, my committee chair, for her constant 

support and patience with me. Thanks to Dr. Mike Miller of my committee and Dr. 

Jennifer Moss Breen, my faculty advisor, for your work on my team and helping me 

through this process. Thank you also to Dr. Isabelle Cherney, former head of the Ed.D. 

program. You were always so helpful to me along my path and you are missed! A special 

thank you goes to Tara Waln-Lewellyn, Program Manager of the Creighton Ed.D. 

program. You are an amazing resource to all students and have been so helpful to me 

throughout my tenure at Creighton.  

 Thank you to Dean Valerie Howard and my Department Chair Dr. Angela Macci 

Bires of the School of Nursing and Health Sciences at Robert Morris University for 

granting me the time and opportunity to work on my scholarly activity. Thank you to all 

of my colleagues at RMU for your kind support throughout this process! 

 



 vi 

Table of Contents 

    Page 

Abstract .............................................................................................................................. iii 

Dedication .......................................................................................................................... iv 

Acknowledgements ............................................................................................................. v 

Table of Contents ............................................................................................................... vi 

List of Tables ...................................................................................................................... x 

List of Figures .................................................................................................................... xi 

CHAPTER ONE: INTRODUCTION ..................................................................................1 

Introduction and Background ............................................................................................. 1 

Statement of the Problem .................................................................................................... 3 

Purpose of the Study ........................................................................................................... 5 

Research Questions ............................................................................................................. 5 

Aim of the Study ................................................................................................................. 5 

Methodology Overview ...................................................................................................... 6 

Definition of Relevant Terms ............................................................................................. 6 

Delimitations and Limitations ............................................................................................. 8 

Leaders’ Role and Responsibility in Relation to the Problem ............................................ 9 

Significance of the Study .................................................................................................. 10 

Summary ........................................................................................................................... 12 

CHAPTER TWO: LITERATURE REVIEW ....................................................................14 

Introduction ....................................................................................................................... 14 

The Work Environment of the Contemporary Firefighter ................................................ 14 

Wellness Programs in the Fire Service ............................................................................. 16 



 vii 

Promoting Healthy Living: Alternative Models Effects (PHLAME) 
Studies ....................................................................................................................18 

Effect of Wellness Programs on Eating and Exercise Habits ................................21 

Effect of Wellness Programs on Anthropometric and Health-Related Data .........27 

Effect of Wellness Programs on Overall Wellness/Fitness Culture in the 
Firehouse ................................................................................................................31 

Behavioral and Mental Health Concerns and Wellness Programs ........................35 

Wellness in Other Emergency Services Providers............................................................ 38 

Wellness Program Implementation in Industries Outside the Fire Service ...................... 42 

Barriers to Employee Participation in Workplace Wellness Initiatives.................44 

Barriers to Organizational Participation in Workplace Wellness Initiatives .........47 

Leadership, Change Management, and Barriers to Implementation ................................. 49 

Barriers to Change .................................................................................................49 

The Leadership Role and Change Management ....................................................50 

Overcoming or Reconstructing Resistance ............................................................51 

Sources of Failure in Innovation ............................................................................53 

Summary ........................................................................................................................... 54 

CHAPTER THREE: METHODOLOGY ..........................................................................55 

Introduction ....................................................................................................................... 55 

Research Questions ........................................................................................................... 55 

Research Design................................................................................................................ 56 

Participants/Data Sources ................................................................................................. 56 

Data Collection Tools ....................................................................................................... 58 

Data Collection Procedures ............................................................................................... 60 

Data Analysis .................................................................................................................... 62 

Ethical Considerations ...................................................................................................... 64 



 viii 

Summary ........................................................................................................................... 66 

CHAPTER FOUR: FINDINGS .........................................................................................68 

Introduction ....................................................................................................................... 68 

Presentation of the Findings.............................................................................................. 68 

Buy-In ....................................................................................................................73 

Financial Matters ...................................................................................................76 

Leadership Support ................................................................................................81 

Labor Management ................................................................................................84 

Analysis and Synthesis of Findings .................................................................................. 88 

Summary ........................................................................................................................... 91 

CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS ..............................92 

Introduction ....................................................................................................................... 92 

Purpose of the Study ......................................................................................................... 92 

Aim of the Study ............................................................................................................... 92 

Evidence-Based Best Practice Solutions .......................................................................... 93 

Best Practices in Fire Service Workplace Wellness Programs ..............................94 

Best Practices Related to Buy-In Into Workplace Wellness Programs .................99 

Best Practices Related to Financial Matters.........................................................105 

Best Practices Related to Leadership ...................................................................107 

Best Practices Related to Labor Management .....................................................109 

Factors and Stakeholders Related to Effective Workplace Wellness Programs ............. 110 

Policies Influencing Effective Workplace Wellness Programs ...................................... 111 

Implementation of the Proposed Best Practices.............................................................. 112 

Evaluation and Assessment of Program Implementation ............................................... 113 

Implications..................................................................................................................... 114 



 ix 

Practical Implications...........................................................................................114 

Implications for Future Research .........................................................................114 

Implications for Leadership Practice ...................................................................115 

Summary of the Study .................................................................................................... 115 

References ....................................................................................................................... 117 

Appendices ...................................................................................................................... 134 

  



 x 

List of Tables 

        Page 

Table 1. Participating Fire Departments by Coded Identifier, Size, and Region .............. 57 

Table 2. Adoption of Wellness Programs by Studied Fire Departments .......................... 70 

 



 xi 

List of Figures 

          Page 

Figure 1. Thematic map of study themes and subthemes. ................................................ 72 

Figure 2. Best practice solutions for workplace wellness programs in career fire 
service organizations. ....................................................................................... 93 

 

 

 



Running head: BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 1 
 

CHAPTER ONE: INTRODUCTION 

Introduction and Background 

Across the United States, the number of individuals diagnosed with what have 

been termed lifestyle-related diseases has steadily increased. Lifestyle-related diseases 

are conditions that could be improved, avoided, or eliminated by changes in lifestyle 

(Mattke et al., 2013). These lifestyle-related diseases, caused in part by poor behaviors 

such as inactivity and poor nutrition, include diabetes, heart disease, and chronic 

pulmonary conditions (Mattke et al., 2013). Seeking to fight this epidemic, many 

employers have implemented wellness programs that range from simple single 

interventions to complex detailed initiatives with multiple components (Mattke et al., 

2013). The two main approaches to workplace wellness involve disease prevention, either 

in a proactive model known as primary prevention, or in a diagnostic and early treatment 

model, known as secondary prevention (Mattke et al., 2013). Employers can choose to 

offer various types of interventions, such as screening services for blood pressure and 

weight, health promotion activities such as nutrition seminars or training on lifting 

properly, vouchers to join local gyms to become more active, or combinations of 

activities (Mattke et al., 2013). Primary and secondary prevention models utilized in 

workplace wellness programs frequently target workers at an age when a lifestyle change 

can make a dramatic difference in overall health through prevention or early resolution of 

disease (Mattke et al., 2013).  

Career fire departments offer an interesting platform for studying the use of 

wellness programs. Firefighters tend to live and work in a firehouse for anywhere from 

10 to 24 hours per shift, eating their meals and spending their leisure time together 
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(McCarl, 1985). Customs and norms in firehouses are rigid and steeped in the tradition of 

readiness for duty that is important to the fire service work setting (McCarl, 1985). 

Members of a firehouse are a tight-knit family who revel in preparing and sharing meals 

during shifts at the fire station and these meals often include fried foods such as chicken 

parmesan or high-fat foods such as steak (Deutsch, 2005). They tend to eat quickly, and 

must sometimes interrupt their meal to respond to a fire or medical emergency (Deutsch, 

2005). This hectic lifestyle, combined with less than optimal fitness levels, excess body 

weight, and a high-intensity work environment is the primary cause of firefighter 

fatalities, contributing to 49% of line-of-duty deaths (Storer et al., 2014).  

The National Fire Protection Association ([NFPA] 2015) developed guidelines on 

health-related fitness for members of fire departments. NFPA 1583 provides guidance on 

the development of wellness programs specific to fire service organizations (Storer et al., 

2014). Despite the availability of access to guidance on development of wellness 

programs and firefighters having expressed interest in participating in an exercise 

program as early as 1985 (McCarl, 1985), more than 70% of fire departments in the 

United States have no formal wellness or fitness program in place (NFPA, 2016). Studies 

have revealed the positive effects of wellness programs in a variety of industries, 

including fire departments, yet there has been little move to implement wellness 

programs in the fire service nationwide (Storer et al., 2014). To increase the number of 

fire stations implementing wellness programs, there is a need to determine the obstacles 

to implementation of wellness programs in career service fire departments in the United 

States.  
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Statement of the Problem 

In general, the health profile of career firefighters tends to be poor, with many 

firefighters having inferior dietary habits and low levels of physical activity, leading to 

increased risks for multiple lifestyle-related conditions (Elliot et al., 2010). Lifestyle-

related conditions such as obesity, diabetes, and high cholesterol, paired with the high-

stress environment of the fire service, increase firefighters’ risk for cardiovascular disease 

and on-duty cardiovascular events (Staley, Weiner, & Linnan, 2011). Workplace wellness 

programs bring structure to health promotion activities in occupational settings (Elliot et 

al., 2010). They can benefit both employers and employees when appropriately 

developed and implemented (Elliot et al., 2010).  

The NFPA (2013, 2015) has published health and safety standards supporting the 

fitness for duty of firefighters since 1992. More recent guidelines include 

recommendations for a full occupational health and safety program, as well as a health 

and fitness program. In general, existing workplace wellness programs have proven to be 

effective, returning approximately $3 for every $1 invested in the program (Schoenman, 

2011). Although the fire service industry poses challenges unlike those encountered in 

other work settings, workplace wellness programs can improve fitness and dietary habits, 

as well as performance on health-related assessments (Elliot et al., 2010). The most 

recently released needs assessment prepared by the NFPA (2016) indicates that 73% of 

fire departments in the United States do not have programs in place to maintain the health 

and wellness of their firefighters.  

This exploratory qualitative study examined the barriers that exist in career fire 

service organizations relative to implementation of workplace wellness programs. 
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Previous studies of the effectiveness of wellness programs in career fire service 

organizations hinted at potential impediments to implementation of these programs 

(Elliot, Kuehl, Goldberg, DeFrancesco, & Moe, 2011; Winter, Seals, Martin, & Russell, 

2010). For example, the Dallas Fire-Rescue Department implemented a mandatory 

wellness/fitness program that allowed for on duty participation and conducted physician 

assessments of firefighter health and wellness (Winter et al., 2010). Upon implementation 

of the wellness program in 2008, Dallas firefighters were suspicious and fearful that the 

program would be punitive in some way or that results of the physician assessments 

would be used against them (Winter et al., 2010).  

Similarly, firefighters in Eugene, Oregon, were suspicious of the motives behind 

implementation of a major wellness program trial and reacted negatively (Elliot et al., 

2011). Firefighters’ concerns are a potential barrier to implementation of wellness 

programs because there is the risk of lack of participant support (Elliot et al., 2011; 

Winter et al., 2010). Further, the literature suggests that leadership in the fire service may 

have doubts about return on overall investment in workplace wellness programs 

(Cherniack & Lahiri, 2010). Previous studies of wellness program implementation in the 

fire service revealed high returns on financial investment, although studies in settings 

outside of the fire service have yielded mixed results for return on investment in wellness 

programs overall (Cherniack & Lahiri, 2010; Elliot et al., 2011). The goal of this 

exploratory qualitative study was to uncover the current barriers to implementation of 

wellness programs and determine potential methods to overcome them to successfully 

implement workplace wellness programs in more fire service organizations.  



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

5 

Purpose of the Study 

The purpose of this exploratory qualitative study was to examine barriers to 

implementation of workplace wellness programs at small to midsized/large career fire 

service organizations in the United States. 

Research Questions 

This study involved research with two categories of fire service organizations: 

those that have implemented workplace wellness programs and those that have not. The 

following research questions guided this exploratory qualitative research study: 

1. In examining career fire service organizations in which workplace wellness 

programs have been implemented, what types of barriers, if any, were 

overcome in the implementation of those programs? 

2. In examining career fire service organizations in which workplace wellness 

programs have not been implemented or have not effectively implemented or 

maintained workplace wellness programs, what types of barriers, if any, 

remain in implementing or maintaining these programs? 

Aim of the Study 

The aim of this study was to develop a set of best practice recommendations for 

fire service organizations to implement effective, sustainable workplace wellness 

programs. Identification of the current barriers to implementation of wellness programs 

and a determination of effective strategies to overcome them via an exploratory 

qualitative research study informed this aim. 
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Methodology Overview 

This study involved the use of an exploratory qualitative study design. I 

conducted semistructured interviews with leaders of eight different fire service 

organizations of various sizes located throughout the United States. The barriers to 

implementation of wellness programs in fire stations and techniques for overcoming 

those barriers were explored with these decision makers within the fire service 

organizations. I conducted thematic analysis for data review and analysis. 

Definition of Relevant Terms 

 Terms used throughout this study that requiring further definition are defined as 

follows: 

Buy-in: Opinions, thoughts, and/or behaviors that indicate acceptance of an idea, 

or the belief that the program is worthwhile to individuals and/or the organization.  

Career fire service personnel: Individuals who are paid a salary to serve as full-

time firefighters. 

Crew: The group of firefighters on duty at a station at a specific time (McCarl, 

1985). 

Fire department sizes: There is no standard definition of fire department size. In 

this study, fire department sizes were defined as follows:  

• small: less than 50 members, 

• small/midsized: 50 to 99 members, 

• midsized: 100 to 299 members, 

• midsized/large: 300 to 499 members, and 

• large: 500 or more members. 
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 Firefighter rank system: Fire departments operate in a paramilitaristic fashion, 

with a rank system similar to police departments in the United States, modified to reflect 

the nature of the task of firefighting. 

Rank-and-file or private: The lowest rank of firefighter, typically the 

largest group of staff in a fire department. In some fire departments, this 

rank is divided into different grades. 

Officers: Within each department, the officer structure varies based on the 

number of firefighters and the number of stations. An average department 

typically includes lieutenants on each crew to serve as the crew leader 

(McCarl, 1985). Captains serve at each station as the leader of that station 

(McCarl, 1985). Battalion chiefs serve over firefighters in each geographic 

group of firehouses (or battalion), assistant chiefs often serve over all of 

the firefighters on any given work shift, as well as a chief of the 

department (McCarl, 1985).  

Leader: A member of leadership staff responsible for making decisions about 

workplace wellness programs or elimination of barriers to implementation or 

maintenance of workplace wellness programs.  

 Line-of-duty death: Fatality of a firefighter while on duty or somehow obligated 

to the department/organization. This death might have occurred at the scene of the fire, at 

a training exercise, or simply at the station during a scheduled shift. On-duty can refer to 

being at a scene, responding to, or returning from an alarm, either fire or non-fire calls 

(Fahy, LeBlanc, & Molis, 2016). It can also involve participating in training, 

maintenance, education, or other duties assigned by the department (Fahy et al., 2016).  
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 Peer fitness trainer (PFT): Firefighters certified to assist their fellow firefighters 

in developing safe and effective exercise and nutrition programs for their own personal 

wellness (International Association of Fire Fighters [IAFF], n.d.-c).  

Volunteer firefighters: Individuals who offer their time to serve as firefighters and 

are not paid a salary for their firefighting activities. 

Wellness: “The optimal state of health of individuals and groups. There are two 

focal concerns: the realization of the fullest potential of an individual physically, 

psychologically, socially, spiritually and economically, and the fulfillment of one’s 

expectation in the family, community, place of worship, workplace and other settings” 

(Smith, Tang, & Nutbeam, 2006, p. 344) 

Workplace wellness program: “An employer initiative directed at improving 

health and well-being of workers and their families, usually to control costs or to enhance 

organizational performance” (Tjoa, Ling, Bender, Brittenham, & Jha, 2012, p. 894).  

 These terms are used throughout this dissertation. The term member is used 

interchangeably with staff and firefighter to describe firefighters employed by these 

organizations. These definitions are intended to provide additional insight when these 

terms are presented in the literature review and data analysis.  

Delimitations and Limitations 

There are some limitations to this study. Because this study was qualitative in 

nature, findings may not be transferable because of the various governmental and 

structural compositions of each individual department. Throughout and between regions, 

fire departments differ greatly in size and structure, and although I attempted to select fire 

departments of various sizes in multiple geographic regions of the country to develop the 
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study sample, differences between the studied fire departments and other fire departments 

may have an impact on the transferability of findings. All of the study interviewees were 

men because all of the fire departments participating in the study were led by men. As 

such, no female leaders in the fire service were included in this study. The researcher 

assumed that participants responded accurately to the interview questions and indicated 

their honest perceptions regarding wellness and wellness programs.  

A number of delimitations applied to the study. Only career fire service 

organizations were included in this research project. Volunteer fire service organizations 

were not included. Although volunteer firefighters face fireground risks similar to those 

encountered by career firefighters, the workplace environment and mandates are not 

similar because volunteers are not employed by the fire department. Similar controls 

regarding participation in any offered wellness programs are not in place. The results may 

not be applicable or transferable to settings outside of the career fire service or other 

similar paramilitaristic organizations because of the specific nature of their organizational 

and managerial structure. Eight fire departments were chosen for study, varying in size 

from small with 32 career firefighters, to a mid- to large-sized department with 306 

career firefighters. Departments were situated in many geographic regions of the country, 

including New England, the Middle Atlantic, the South Atlantic, and Pacific Northwest. 

This study only included those departments that answered the call to participate. 

Leaders’ Role and Responsibility in Relation to the Problem 

 Leadership plays a major role in this study. Without support from organizational 

and departmental leadership, organizations may not be able to effectively innovate or 

implement and maintain major change. In examining the barriers to change within the 
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career fire service industry, I examined how leaders were involved in processes related to 

this innovation. My focus was on investigating situations in which barriers were created 

or perceived by the rank-and-file firefighters, or situations in which leadership needed to 

act to break down blockades. By examining the data and utilizing change theory, leaders 

can apply best practices, which can help them to break down barriers and create 

successful wellness program performance (Weiner, Lewis, & Linnan, 2009). 

Significance of the Study 

Firefighters are at increased risk for sudden cardiac death and heart disease, as a 

large proportion of on-duty deaths are attributed to heart attacks (Fahy, 2005). These 

increased risks can come from the high-stress environment, the long work hours, and the 

smoke, heat, and other workplace exposures firefighters encounter (Staley, Weiner, & 

Linnan, 2011). These same risks are closely associated with preventable lifestyle factors 

and behaviors that can lead to conditions such as obesity and coronary heart disease 

(Yang et al., 2013). In general, workplace wellness programs are fairly successful at 

mitigating these risks, and offer a return on investment in the range of $3 for every $1 

invested (Schoenman, 2011).  

For example, the Promoting Healthy Lifestyles: Alternative Models’ Effects 

(PHLAME) study, funded in 1998 by the National Institutes of Health, reflected the 

move toward health promotion to reduce the incidence of lifestyle-related disease and 

other avoidable illness and injury in the fire service (Moe et al., 2002). As part of the 

PHLAME study, researchers compared the effectiveness of two different types of 

workplace wellness interventions in four fire departments in the Pacific Northwest (Moe 

et al., 2002). PHLAME examined the effectiveness of both team-based and one-on-one 
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interventions for wellness activities (Elliot et al., 2004). Dietary and physical activity 

areas of the program were effective in several areas of wellness, including both physical 

and mental wellness and wellbeing (Elliot et al., 2004).  

Several studies have been conducted since the initial PHLAME study, and 

additional similar reviews have been conducted to examine other workplace wellness 

programs and their effectiveness in the fire service setting. Despite these many studies, 

there has been little movement nationwide to implement workplace wellness programs in 

the fire service (Moe et al., 2002; Elliot et al, 2004). As of 2016, the implementation rate 

nationwide was less than 30% (NFPA, 2016). Few studies have been conducted to 

discover why fire departments are not implementing wellness programs. Kuehl, Mabry, 

Elliot, Kuehl, and Favorite (2013) specifically examined the implementation process of 

the PHLAME program and found that support from the chief and another champion in 

the department was vital to success. They also acknowledged multiple limitations to the 

study, such as the narrow geographic representation and the departments in the study 

having offered the wellness program at no cost (Kuehl, Mabry, et al., 2013). The 

PHLAME studies established the foundation of data that proved the effectiveness of 

workplace wellness programs in the fire service, but they offered few insights into the 

implementation processes (Elliot et al., 2004; Kuehl, Mabry, et al., 2013).  

Research into barriers to implementation of wellness programs in other industries 

such as in corporations, higher education, and manufacturing provided some background 

on the difficulties encountered in program adoption (Cherniack & Lahiri, 2010; Person, 

Colby, Bulova, & Eubanks, 2010), but the work environments of firefighters and office 

workers or manufacturing employees are vastly different. As such, the applicability of 
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findings from these studies to the fire service industry is limited. Although data on 

wellness program implementation from other industries might not fully apply to the fire 

service industry, these studies are still helpful in examining what concerns were found in 

wellness program implementation and how these issues were overcome.  

This is truly an interdisciplinary study, examining emergency services, health 

care, and leadership. Bringing these various elements together to help serve the fire 

service community and create a safer and healthier environment is the ultimate goal.  

Summary 

Firefighters work in highly stressful and difficult situations. Their work 

environment and low level of wellness sometimes are a problematic combination, 

resulting in lifestyle-related disease, and potentially even sudden cardiac arrest and death 

on the fire ground (Storer et al., 2014). Workplace wellness programs have proven to be 

effective in combatting poor fitness levels in fire service organizations, but have not been 

widely implemented in those organizations (Storer et al., 2014). The purpose of this study 

was to examine barriers to implementation of workplace wellness programs at career fire 

service organizations.  

The central question of this exploratory qualitative research study involved the 

barriers to implementation of workplace wellness programs in career fire service 

organizations. This study is significant because little research has been conducted in this 

area. Several studies have been conducted with a focus on the effectiveness of workplace 

wellness programs in fire service organizations, but the reason why so few departments 

are implementing these programs is poorly understood (Elliot et al., 2004; Mabry, Elliot, 

MacKinnon, Thoemmes, & Kuehl, 2013; Moe et al., 2002).  
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The aim of this study was to develop best practice recommendations for 

overcoming barriers in implementation of workplace wellness programs in fire service 

organizations. This research was performed by conducting face-to-face or telephone 

interviews. The research has limitations related to the qualitative nature of the questions, 

as well as transferability of the study. Delimitations are the inclusion of career fire 

service personnel only, as well as how that narrow focus translates to the applicability of 

results to other types of organizations.  

Leadership played a strong role in this study. In fire service organizations, the 

chief officer’s involvement in wellness program implementation or in any type of 

innovation or change in the organization is crucial to its success. The study examined the 

role of leadership in any barriers and in breaking down obstacles established by 

firefighters in the organization.  
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

 To better understand the reason for implementing workplace wellness programs in 

the career fire service, it is important to examine the existing literature to determine 

effectiveness of these programs. This chapter includes a review of studies in which 

implementation of wellness programs in the fire service setting were examined, as well as 

analyses of the effectiveness of these programs. Implementations of workplace wellness 

programs in other emergency services settings and other industries are reviewed with 

particular attention to barriers encountered, if any. The topic of change theory is explored 

with a focus on how leadership can affect change in organizations. In support of the 

target industry in this study—the fire service—the emphasis of this review is on research 

involving similar organizations. 

The Work Environment of the Contemporary Firefighter 

 Firefighters in the United States are often recognized for their bravery and valor 

(Goren, 2007). Working full time in this setting brings rewards and challenges. Fire 

service organizations operate in a para-militaristic fashion (McCarl, 1985). Inexperienced 

personnel typically enter as privates and, eventually, a few work their way up to the 

department chief (McCarl, 1985). Middle management in a fire service organization 

might include lieutenants, captains, and assistant chiefs (McCarl, 1985). In most 

organizations, these positions are not selected based solely on merit or experience, but on 

the applicant’s score on a written test (McCarl, 1985). There is an expectation that 

subordinates follow officers’ orders or disciplinary action could result (McCarl, 1985). 

This para-militaristic setting can create an interesting situation for wellness programs, 
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given the orders handed down from chief officers as well as other officers in the 

organizations. This is an important element to keep in mind when considering wellness 

programs in the fire service and their difference from other industries.  

 Trust is vital in the fire service, especially given the unpredictable and dangerous 

tasks that firefighters undertake daily (Colquitt, Lepine, Zapata, & Wild, 2011). Colquitt 

et al. (2011) revealed that firefighters regularly examine their coworkers’ integrity when 

determining whether or not to trust them in high reliability contexts, which are those 

situations that are the most unpredictable and dangerous. Firefighters may choose to rely 

on one individual to cook or joke around with them, for instance, but not to go into a 

dangerous situation with them (Colquitt et al., 2011). This selective trust is common in 

the firehouse setting.  

 The culture of firehouses is what sets apart this industry from many others. 

Firefighters live in their firehouse for long shifts, often 24 hours at a time, eating and 

sleeping along with their coworkers (Deutsch, 2005). Firefighters take turns “sitting the 

watch,” cleaning, cooking, and doing maintenance activities around the station (McCarl, 

1985). Pranks and jokes are also a regular occurrence in a firehouse (McCarl, 1985). 

These hijinks lessen the impact of an otherwise stressful occupation (McCarl, 1985). 

Career firefighters perceive their coworkers as a family, a brother-/sisterhood, and they 

protect one another as any family unit would (Deutsch, 2005). Interactions between 

firefighters at the dining table might appear intense to outsiders (Kniffin, Wansink, 

Devine, & Sobal, 2015). Culture and trust between firefighters both play into wellness 

programs, given the interpersonal relations in wellness programs. Potential peer pressure 
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and other types of relationships between firefighters can come into play in any wellness 

program.  

 As part of a work assignment, Pucci (2015), a journalist, spent a 14-hour 

overnight shift with the City of Syracuse Fire Department. One moment, the crew was 

joking about how poorly one of the firefighters cooked, and the next moment, they were 

saving a patient from a heroin overdose (Pucci, 2015). As one of the firefighters was 

playing with a gun that shoots table salt to kill bugs, he remarked that their firehouse was 

much like a frat house (Pucci, 2015). Joking around and humor in general are part of the 

culture, serving as stress relief in an incredibly difficult work environment (Moran & 

Roth, 2013). The work environment of the contemporary firefighter is important to this 

study. The culture of the firehouse, as well as the trust between firefighters and their 

dependence on one another makes the workplace different than that faced in the typical 

corporate, industrial, or other business setting. Their military-like operation is important 

to consider in the implementation of any wellness programming. The leadership 

differences, work schedule, living situation, and work-life culture of career fire service 

organizations may have an effect on the implementation of workplace wellness programs 

and must be considered in development and maintenance of these programs.  

Wellness Programs in the Fire Service 

 Because of the nature of their work, firefighters are prone to certain risk factors 

for chronic diseases such as coronary artery disease (Kahn, Wood, & Rae, 2015). These 

risk factors include improper dietary habits, exposure to smoke, lack of physical activity, 

hypertension, diabetes, obesity, and both physical and psychological job stress (Kahn, 

Wood, & Rae, 2015). Firefighters are at a substantial risk for heart disease, and this risk 
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leads to the potential for on-duty deaths from heart attack (Fahy, 2005), the leading cause 

of line-of-duty deaths, 90% of which are due to coronary heart disease (Yang et al., 

2013). Many of the risk factors to which firefighters are inclined can be mitigated by 

managing lifestyle and improving wellness, such as avoiding negative health conditions 

like obesity, which can lead to sudden cardiac death (Yang et al., 2013).  

 The NFPA publishes standards on the development and operation of 

comprehensive occupational medical programs for fire departments (NFPA, 2013). 

NFPA 1582 is the standard for these programs (NFPA, 2013). These standards are 

optional for fire departments to follow, yet set a high bar for the occupational health and 

wellness of firefighters. The most recent version of this standard includes detailed annual 

medical and fitness evaluations, which can operate in conjunction with NFPA 1583, 

additional optional standards developed for health-related fitness programs for fire 

departments (NFPA, 2013; NFPA, 2015). Departments that would choose to follow the 

full standard would be expected to disqualify from certain risky service areas such 

emergency operations and high-risk training those individuals with various 

cardiovascular ailments such as coronary artery disease or a history of myocardial 

infarction (NFPA, 2013).   

 An examination of the medical histories of the on-duty firefighters nationwide 

who experienced sudden cardiac deaths between 1995 and 2004 revealed 134 had prior 

heart attacks or heart surgery, both risk factors that would have precluded them from 

service in emergency operations or training (Fahy, 2005). From that group of 134 

firefighters, 50 were actually working on the fireground in emergency operations and 18 

were involved in training activities, both areas from which those firefighters would have 
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been excluded if the current NFPA standard had been utilized in those locations (Fahy, 

2005). Fahy (2005) found that of the 440 firefighters who succumbed to sudden cardiac 

death on duty, nearly half had documented medical conditions such as previous heart 

problems that would have disqualified them from service under the NFPA Standard. 

These potentially avoidable deaths reflect a lack of voluntary compliance with NFPA 

1582, meaning that these departments did not embrace the ‘fit for duty’ guidelines in that 

standard (Fahy, 2005). In one year alone—2015, when the NFPA published an updated 

standard for health-related fitness programs—68 firefighters died in the line of duty 

nationwide; 31 of those deaths were due to sudden cardiac death (NFPA, 2016). 

Firefighters must pass a physical agility test to be selected for their position, a pre-

employment screening to prove their ability to meet the physical requirements of a highly 

demanding and physical profession (Williams-Bell, Villar, Sharratt, & Hughson, 2009). It 

is apparent that guidance is needed to maintain that same level of health and fitness 

required for entry to firehouse life to allow career firefighters to stay on a healthful track. 

Currently there appears to be an issue with keeping firefighters on track with their health 

and wellness, given the low rate of implementation of wellness programs and the poor 

wellness levels in the industry (NFPA, 2016). This must improve moving forward. 

Promoting Healthy Living: Alternative Models Effects (PHLAME) Studies 

To improve wellness in the fire service, the National Institutes of Health began 

funding the PHLAME study in 1997 (Moe et al., 2002). The PHLAME study was a large, 

multiphase, multisite investigation specific to the fire service setting that involved many 

researchers in the Pacific Northwest (Elliot et al., 2007). The main focus of the study was 

to examine the effects of the implementation of workplace wellness programs (Elliot et 

al., 2007). The primary goals of the PHLAME study were to increase the physical 
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activity of firefighters, reduce calories from fat in firefighters’ diets to less than 30%, 

increase the consumption of fruits and vegetables to a minimum of 5 servings a day, 

normalize the amount of body fat, and increase energy levels (Elliot et al., 2004).  

The pilot phase of the PHLAME study involved three fire stations in the Pacific 

Northwest, with two different formats of wellness program implementation (Elliot et al., 

2004). One station was involved in a team-based wellness curriculum, the second station 

was involved in individual wellness interventions, and the third station was a control 

(Elliot et al., 2004). After making adjustments to the interventions from the pilot 

PHLAME study, Elliot et al. (2007) studied approximately 600 firefighters across five 

departments in the main phase of the study (PHLAME I), also conducted in the Pacific 

Northwest. Wellness interventions in both team and one-on-one formats yielded positive 

outcomes (Elliot et al., 2007). Details about the elements of the interventions are 

presented later in this review.  

PHLAME II, the quantitative follow-up study to PHLAME I, began in 2004 to 

continue to track the firefighters’ aerobic capacity and anthropometric measures, as well 

as exercise habits and dietary behaviors, as reported by the firefighters (MacKinnon et al., 

2010). The researchers no longer managed the wellness interventions, as was the case 

under PHLAME I (MacKinnon et al, 2010). The researchers simply collected information 

from and about the firefighters (MacKinnon et al., 2010). Although one entire department 

was lost to attrition during PHLAME II, the overall findings revealed a decrease in 

fitness levels and an increase in body mass index (BMI), though not as much as would be 

expected in the average aging population (Mabry et al., 2013).  
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PHLAME III, which began in 2009, was a qualitative follow-up to PHLAME I to 

examine the durability of wellness programs in the fire service (Mabry et al., 2013). For 

this study, the researchers conducted confidential group interviews with firefighters who 

were encouraged to share their thoughts on the wellness interventions over the years 

since the initial PHLAME study began (Mabry et al., 2013). Some of the more detailed 

discussions are shared as part of the themes discussed later in the review, but in general, 

the firefighters were largely influenced by both team orientations and individual 

assessments that led to interpersonal competitions (Mabry et al., 2013). Change across 

the workplace became the norm in food shopping, cooking, and workouts, which created 

culture shifts across the departments (Mabry et al., 2013).  

Findings of the three studies revealed PHLAME generally did not address the 

issue of implementation barriers and there were some limitations. The study was limited 

to the Pacific Northwest (Mabry et al., 2013). Without geographic variation, differences 

in culture from various areas of the country were not considered or reflected in the study 

(Mabry et al., 2013). Another limitation was the potential for participants to have 

reported favorable information on various topics in their search for social acceptance in 

the focus groups (Mabry et al., 2013). Also, the wellness program was offered at no cost 

to departments, which could have affected the durability of the program overall in 

comparison to a program with budgetary constraints (Elliot et al., 2007). 

In summary, PHLAME was the first major study to examine wellness programs in 

the fire service, considering both effectiveness and durability (Elliot et al., 2004; Mabry 

et al., 2013). Wellness programs can affect eating and exercise habits, anthropometric and 

health-related data, and the wellness/fitness culture in firehouses. There is also a current 
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initiative to include behavioral and mental health services as a part of wellness/fitness 

programs in response to interest in building a broad-based overall wellness program, 

including mind and body (IAFF, n.d.-a). PHLAME was crucial to establishing the 

success of wellness programs in the fire service setting, and setting the bar for other 

programs to come (Mabry et al., 2013). These findings are assistive to this study in that it 

establishes effectiveness of wellness programs in the unique fire service work setting. By 

overcoming the barriers to implementation, departments may be able to make 

improvements in wellness similar to study departments in the PHLAME studies. 

Effect of Wellness Programs on Eating and Exercise Habits 

 Improvement in eating and exercise habits can help to reduce the risks for 

lifestyle-related diseases faced by firefighters and improve their overall wellness. Under 

PHLAME I, firefighters were assigned to one of three groups: team interventions in 

which firefighters participated together in wellness activities as a group, one-on-one 

motivational interviewing in which firefighters participated on their own with a 

counselor, or a control group (Elliot et al., 2007). Overall, in the PHLAME I and II 

studies, career firefighters increased their fruit and vegetable intake, altered their dietary 

habits to a healthier regime, and increased their exercise activities (Elliot et al., 2004; 

Elliot et al., 2007). Specifically, firefighters involved in the team curriculum had a 

significant increase in the fruit and vegetable intake and number of sit-ups performed in 1 

minute after 1 year (Elliot et al., 2007). Firefighters in the one-on-one intervention group 

showed increases as well, but those increases were not as significant as those in the team 

interventions (Elliot et al., 2007). The control group involved in this study also showed 

increases, but these increases were small compared to either of those groups that had 

specific interventions (Elliot et al., 2007).  
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 The PHLAME III study results revealed interesting commentary on dietary habits 

of the firefighters who were so influenced by the program that, years later, their dietary 

habits were still swayed (Mabry et al., 2013). A firefighter shared that a depiction of the 

amount of fat in mayonnaise was enough to cause him to think twice about wanting to eat 

it on a sandwich (Mabry et al., 2013). The short nutrition informational session caused a 

shift in food behaviors (Mabry et al., 2013). Other firefighters joked that instead of 

buying bacon, they now bought Brussels sprouts, as healthy eating and food purchasing 

was becoming a change in the culture (Mabry et al., 2013).  

Shared meals at firehouses are a common occurrence, and this behavior can result 

in unhealthy eating situations (Frattaroli et al., 2013). Often, when healthy nutrition 

information is shared with firefighters in the classroom, the information is not pertinent to 

the setting and does not address the issues that are faced in the fire service setting 

(Frattaroli et al., 2013). Firefighters often need to be able to eat quickly, and inexpensive 

food choices are important, so interventions need to focus on how to keep firefighters 

satiated in a healthful manner at a low price and in the limited time available for meals 

(Frattaroli et al., 2013). It is important to take into account the needs of the work 

environment when examining the most effective way to improve wellness in a 

population. 

One approach to changing eating behaviors is to involve firefighters in developing 

wellness interventions. By involving firefighters in the development of individual, 

workplace, and community healthy eating interventions, researchers found there was 

greater program buy-in by the firefighters, and therefore greater likelihood of realizing 

reductions in cardiovascular disease risk by increasing healthy eating (Frattaroli et al., 
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2013). Frattaroli et al. (2013) used focus groups to engage firefighters in discussions of 

various topics related to health and wellness, as well as those relevant to any 

departmental wellness programs and any existing issues that might prevent success in 

wellness fitness programs (Frattaroli et al., 2013). From focus group information, the 

researchers developed and implemented several interventions, including education 

sessions on healthy eating and cooking, peer health advocates in the department, and a 

weight loss competition among other fire departments (Frattaroli et al., 2013). By 

combining the feedback from firefighters with feedback from experts in the wellness 

field, thorough interventions can be established (Frattaroli et al., 2013).  

Some studies have focused solely on assessing firefighters’ dietary practices to 

determine what type of diet program might work favorably for them (Yang, Farioli, 

Korre, & Kales, 2014; 2015). In a study focused on assessing the appeal of specific diet 

plans to career firefighters, researchers surveyed dietary preferences (Yang et al., 2015). 

Yang et al. (2015) included questions about access to nutritional information at work and 

general details on body composition. In general, firefighters reported believing that a 

Mediterranean-style diet emphasizing fruits and vegetables, whole grains, legumes and 

nuts with a moderate consumption of protein was the most favorable of several options 

given (Yang et al., 2015). The least favorable option was the Esselstyn Engine 2 diet 

plan, a plant-based, low-fat option developed by a former firefighter (Yang et al., 2015). 

Changes in eating habits can be obtained through either a wellness program such as 

PHLAME, or adoption of an existing diet program such as the Mediterranean-style or 

other diet option (Mabry et al., 2013; Yang et al., 2015). Both options can provide a solid 
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base for nutrition improvement, but must be considered based on the needs of the 

department. 

Adherence to the Mediterranean-style diet in other workplaces has been shown to 

be beneficial to low-density lipoprotein and high-density lipoprotein cholesterol levels as 

well as improving negative effects of metabolic syndrome (Leighton et al., 2009; Yang et 

al, 2015). Metabolic syndrome is defined as a specific series of risk factors present in a 

patient (Baur, Christophi, Tsismenakis, Jahnke, & Kales, 2012). A diagnosis of metabolic 

syndrome requires three of the following five factors be present: 1) Body Mass Index 

(BMI) ≥ 30 2) Hypertriglyceridemia (Triglycerides ≥ 150 mg/dL) 3) Reduced HDL 

cholesterol < 40 mg/dL 4) Treatment with anti-hypertensive medication or elevated blood 

pressure (Systolic ≥ 130 and/or Diastolic ≥ 85) 5) Hyperglycemia (Blood glucose ≥ 100 

mg/dL) (Baur et al., 2012). Clearly these risk factors can have negative impacts on the 

patients overall health, and the Mediterranean-style diet has been shown to be beneficial 

in making improvement to that overall (Leighton et al., 2009; Yang et al, 2015). This 

effectiveness, paired with the interest shown by firefighters in the Mediterranean-style 

diet, could merit further study.   

Nutrition can clearly impact the health and wellness of a firefighter in a 

significant way, as demonstrated by the Leighton et al. (2009) and Yang et al. (2015) 

studies. Interestingly, Yang et al. (2015) noted that 68% of firefighters responded 

“strongly disagree” or “disagree” to a statement about receiving adequate information 

about nutrition from the fire service. Although the majority of participants were not 

receiving information on nutrition via the fire service at the time of the study, 75% of 
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those surveyed indicated interest in receiving more information on healthy eating habits 

(Yang et al., 2015). 

 Exercise is an important component of wellness programs to reduce weight, 

increase strength, and improve overall wellness. In examining fire departments that 

implemented wellness programs modeled after the IAFF Wellness Fitness Initiative 

(WFI) to those that have not implemented similar programs, major differences in exercise 

were revealed (Poston, Haddock, Jahnke, Jitnarin, & Day, 2013). The WFI is a health 

promotion program developed by the IAFF, the primary labor union representing 

firefighters in the United States (Poston et al., 2013). At stations that have implemented 

the WFI, only 4.4% of firefighters reported they never exercise at the station, while 29% 

reported they exercise at the station every day they are on duty (Poston et al., 2013). At 

stations that have not implemented any type of program, 19.8% of firefighters stated they 

never exercise at the station, and 12.9% reported they exercise every day (Poston et al., 

2013). Those firefighters who worked at fire departments with established wellness 

programs were noted to exercise much more frequently, and were also less obese, less 

likely to smoke, less frequently had issues with anxiety, and were more satisfied with 

their jobs than those who worked at fire departments without wellness programs (Poston 

et al., 2013).  

 The IAFF Peer Fitness Training Program is a mechanism for firefighters to build 

fitness programs, directly from within their fire service organization (IAFF, n.d.-c). 

Firefighters can use the program to be trained as certified fitness professionals. Once 

certified, peer fitness trainers (PFTs) are able to assist their fellow firefighters in 

developing safe and effective exercise and nutrition programs for their own personal 
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wellness (IAFF, n.d.-c). Several researchers have examined peer fitness training and 

found this approach to be favorable to firefighters (Bjerke, 2011; Lovejoy, Gillespie, & 

Christianson, 2015; McDonough, Phillips, & Twilbeck, 2015). For example, during 

implementation of a customized wellness program by researchers at a fire service 

organization, the firefighters remarked more staff might become involved in the program 

if it included implementing a peer fitness training component (McDonough et al., 2015).  

 In implementation of a fitness program at a fire department in Connecticut, the 

exercise science staff performing the study took the advice of the IAFF program and 

followed the protocol for PFTs, putting PFTs in place to lead the exercise program 

(Bjerke, 2011). Bjerke’s (2011) results indicated positive progress on both fitness- and 

health-related data measurements, demonstrating success from using the peer fitness 

trainer model. In focus group discussions with firefighters in a Midwestern fire 

department, Lovejoy et al. (2015) noted firefighters genuinely enjoyed working with their 

PFTs and engaging in the program. Despite firefighters’ interest in the program, the 

program was discontinued when funding ran out (Lovejoy et al., 2015). The study 

revealed wellness programs that involve peers in the method of delivery could be 

advantageous because the combination of diffusion of information and peer pressure has 

shown to be effective over time (Lovejoy et al., 2015).  

An alternative approach to improve access to exercise in firehouses is to offer 

exercise classes onsite during firefighters’ shifts. Cowen (2010) examined yoga classes 

offered onsite in firehouses. Findings indicated an increase in functional flexibility based 

on application of the Functional Movement Screen (Cowen, 2010). The Functional 

Movement Screen is a test comprised of seven specific physical elements, such as deep 
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squats and shoulder mobility stretching, to test the overall stability, flexibility, and 

mobility of those being examined (Cowen, 2010). Of the firefighters who participated in 

the yoga classes, 56% reported a positive impact on their job performance (Cowen, 

2010). Another complementary approach to exercise in the firehouse is to build upon the 

existing team concept and competitive nature of firefighters by adding competition and/or 

gaming to the exercise activities, such as the use of a Nintendo Wii or other interactive 

gaming systems (Lovejoy et al., 2015). This type of system could increase physical 

activity of those firefighters that might otherwise be resting or watching television during 

a less busy time in the station (Lovejoy et al., 2015). Various nontraditional alternatives 

are available to approach exercise programs, and both exercise and healthy eating are 

important components of an effective wellness program for the fire service.  

Effect of Wellness Programs on Anthropometric and Health-Related Data 

 Implementation of a wellness program can be effective on various health related 

data measures as well. In the PHLAME studies, longitudinal data were collected from the 

study participants over many years (MacKinnon et al., 2010). These data included height, 

weight, BMI, various laboratory measures, and maximum oxygen uptake (MacKinnon et 

al., 2010). In the pilot phase of the PHLAME study, significant decreases in cholesterol 

were seen in both active interventions over the control group numbers (Elliot et al., 

2004). Data collected during the PHLAME I study revealed the team and one-on-one 

interventions both yielded small gains in weight and BMI, but at a much lower rate than 

the control group (Elliot et al., 2007). These increases were described as potential 

increases in muscle mass due to increase in exercise (Elliot et al., 2007). Measures of 

aerobic endurance as measured by mean maximum oxygen uptake provided in the 

PHLAME II study indicated members of the cohort increased their fitness (MacKinnon et 
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al., 2010). This was years 4 through 6, following the main intervention years 1 through 3 

(MacKinnon et al., 2010). Only by Year 7, 4 years after the study ended, did they start to 

decrease (MacKinnon et al., 2010). Participants were staying healthy for longer than was 

originally expected, given the fact that the actual participation dates had ended, showing 

their continued interest in participating in the program (MacKinnon et al., 2010). This 

could be transferable to other types of fire service programs as well. 

Another interesting finding revealed by the PHLAME I study had to do with 

obesity and injuries (Kuehl, Elliot, et al., 2013). In firefighters with a BMI greater than 30 

kg/m2, the likelihood of a worker’s compensation claim increased by more than three 

times (Kuehl, Elliot, et al., 2013). In examining the PHLAME I data, those who 

participated in the program had a larger decrease in BMI over the 2-year participation 

period than those who did not participate (Elliot et al., 2004). Kuehl, Elliot, et al. (2013) 

noted that those who participated in high-intensity exercise programs were less likely to 

file worker’s compensation claims during the time of the PHLAME program, which has 

an associated financial benefit for the fire department (Kuehl, Elliot, et al., 2013).  

 Participants’ weight and associated health data measurements are important data 

elements for examining the effectiveness of wellness programs. Poston et al. (2013) 

studied 10 fire departments with a WFI program in place. In this study, 25.3% of the 

firefighters in those departments who participated in the program were considered obese, 

based on BMI statistics (Poston et al., 2013). In 10 departments without established 

wellness programs in the same study, the number of obese firefighters was significantly 

higher: 35.6% (Poston et al., 2013). In a study involving 23 fire departments, the rates of 

overweight and obesity were higher in the participating subject population than in the 
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general adult population in the United States (Poston et al., 2011). These statistics are 

alarming, given the high-risk and high-stress nature of firefighters’ work (Fahy, 2005). A 

general decrease in BMI needs to be a focus in the workplace wellness program sector, 

given the high rate of sudden cardiac death among firefighters (Fahy et al., 2016). 

Barriers need to be overcome to focus on wellness program implementation.  

 Poston, Jitnarin, Haddock, Jahnke, and Tuley (2012) studied a program in which 

the only intervention was calculation of firefighter participants’ BMI, waist 

circumference, and body fat percentage, measured at the start of the program and then re-

measured at a later date. During this intervention, 52.1% of firefighters lost weight 

(Poston et al, 2012). No additional interventions were performed, but the participants 

were aware of the impending return of the researchers and adjusted their diet, increased 

their physical activity, or both (Poston et al., 2012). Given these results, Poston et al. 

(2012) opined body composition analysis was an effective motivator, demonstrating it as 

an important element of a wellness program. This can be utilized by departments in 

development of programs. 

In a study involving team sport-like exercise interventions to encourage group 

exercise, firefighters experienced lower blood pressure, improved flexibility, decreased 

body fat percentage, and increased VO2 max (Staley, 2009). VO2 max is the maximum 

rate of oxygen a patient can take in during aerobic activity, which can be a good measure 

of the patient’s exercise capacity (Venes, 2013). Staley (2009) studied implementation of 

a wellness program based on a team concept, involving team sports such as ultimate 

frisbee, basketball, and flag football for exercise concepts. Challenge coins were offered 

as prizes for winners of the competitions because these are a common prize used in the 
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military and public service to demonstrate valor (Staley, 2009). To ensure success of a 

wellness program, it is crucial to understand the target audience. Firefighters have been 

shown to be competitive and responsive to peer-to-peer interactions, which successfully 

improved their health data in this intervention (Staley, 2009). Given the effectiveness of 

team sports and the award of challenge coins, this could be an effective option (Staley, 

2009). 

In an evaluation of the effectiveness of the IAFF WFI treadmill test, which 

estimates the VO2 max of firefighters, Delisle et al. (2014) found this test underestimated 

the true VO2 max in the majority of firefighters (72.4%), resulting in an overestimation 

of the VO2 in most of the remaining firefighters. Cardiovascular endurance is key to 

performance on the fireground, and VO2 max is an indicator of fitness for the ability to 

perform (Delisle et al., 2014). If the VO2 is overpredicted by the WFI treadmill test, this 

overestimate could place a firefighter in a potentially unsafe position (Delisle et al., 

2014). The findings of this study should concern those involved in wellness program 

implementation because the WFI treadmill test is used as a standard for measuring 

cardiovascular fitness under the IAFF WFI (Delisle et al., 2014). When relying upon a 

flawed test, health and wellness data could be inconsistent, resulting in missed negative 

findings for firefighters involved in wellness programs (Delisle et al., 2014). A firefighter 

that may seem aerobically fit under the IAFF WFI treadmill test may in fact not be 

(Delisle et al., 2014). For those organizations that may implement the IAFF WFI as their 

wellness program standard, this is a crucial element to be aware of. 

 Physician-led programs can help firefighters in many ways as well. A physician-

led program at the Dallas fire and rescue department yielded mean values of firefighters’ 
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blood pressure, total cholesterol, triglycerides, and blood glucose to all be within normal 

ranges (Winter et al., 2010). Using these data, leadership in the department were able to 

effectively identify possibly disastrous pathologies in firefighters, such as cardiovascular 

disease and cancer (Winter et al., 2010). A physician-led program implemented in 

Howard County, Maryland, decreased injury rates by 40% through health screenings and 

30 minutes of exercise encouraged four to five times a week (Leffer & Grizzell, 2010). 

By implementing these protocols, physicians were able to screen for injury risk as well as 

provide appropriate education on safety and wellness (Leffer & Grizzell, 2010). 

Physician-led programs can be helpful in wellness because these providers can not only 

review health data and perform assessments, but also can order additional testing and 

even take action on the findings, if warranted (Winter et al., 2010).  However, cost could 

be a consideration with regard to a physician-led program as compared to other peer 

driven fitness programs, involving clinical staff less frequently (Kuehl, Elliot, et al., 

2013; Winter et al., 2010). There are many anthropometric and other health-related data 

elements that can be affected by a wellness program. All are vital portions of the program 

and can be tracked and managed in various ways, based on the needs of the department.  

Effect of Wellness Programs on Overall Wellness/Fitness Culture in the Firehouse 

 The cultural approach to wellness and fitness in the firehouse is another factor 

that can have a positive or negative effect on a wellness program. The PHLAME I study 

measured “positive physical activity social support” and “positive dietary social support” 

as part of the overall program (Elliot et al., 2007, p. 207). Measurements were made 

through direct questioning of the firefighters, although no specific definition of social 

support was provided in the study data (Elliot et al., 2007). The level of support varied by 

intervention: the team intervention was found to increase positive dietary social support 
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compared to the baseline, but positive dietary social support decreased in the one-on-one 

intervention (Elliot et al., 2007).  

 Team-based intervention generally seemed to increase cohesion among the 

firefighters on shift in the PHLAME pilot study (Elliot et al., 2004). This cohesion may 

have led to more healthy behaviors across the department, with more firefighters 

following healthy eating habits and exercising (Elliot et al., 2004). Firefighters remarked 

that the team approach of the PHLAME study wellness intervention was congruent with 

their own work model, as opposed to the one-on-one approach, which is not the fashion 

in which firefighters typically work (Mabry et al., 2013). A culture shift was represented 

in the PHLAME III longitudinal study because data analysis revealed early PHLAME 

adopters introduced the program to new staff who were not initially involved in the study, 

engaging new firefighters in the wellness program who were not required to be involved 

(Mabry et al., 2013). Taking personal responsibility for adding new members to the 

program prevented any major backsliding of participants in the program (Mabry et al., 

2013). The notion of team interventions as demonstrated through PHLAME coincides 

with other research that describes team based research in fire departments (Mabry et al., 

2013; Staley, 2009). These interventions have been quite effective, given the nature of 

their workplace (Mabry et al., 2013; McCall, 1985; Staley, 2009).  

 If a firefighter was transferred between stations or a new firefighter was hired, 

those in the station with an established wellness program acclimated the new firefighter 

to the requirements of the program (Mabry et al., 2013). Culture shift was demonstrated 

on many levels, from individual firefighters’ choices to an overall change in values 

regarding exercise and diet throughout the department (Mabry et al., 2013). Firefighters 
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shared experiences of how certain behaviors became commonplace, such as eating a 

banana every day, doing their group exercise, or making healthier choices at the grocery 

store (Mabry et al., 2013). Firefighters working together, either in teams during wellness 

interventions or simply peer to peer providing guidance and support will be vital to 

overcoming barriers and maintenance of any successful wellness program. 

Engagement of a program champion and the chief of the department are essential 

to a culture shift of this nature also (Kuehl, Mabry, Elliot, Kuehl, & Favorite, 2013). 

There is a need for a change agent to influence program support for this type of lifestyle 

alteration (Kuehl, Mabry, et al., 2013). Having permission from the chief of the 

department is crucial for proceeding with any type of major programmatic change 

(Kuehl, Mabry, et al., 2013). Without support from the chief and a program champion in 

the department, these programs are not likely to proceed and be successful (Kuehl, 

Mabry, et al., 2013).  

As demonstrated across the PHLAME studies, buy-in from leadership is crucial, 

as is leader participation in the program (Mabry et al., 2013). Leaders’ lack of 

participation in the wellness program was noted as a negative factor (Mabry et al., 2013). 

For example, qualitative data collected as part of the PHLAME III study revealed 

firefighters’ sentiments about how important it was to them that the “big chief” worked 

out with the firefighters, demonstrating his involvement and buy-in for the program 

(Mabry et al., 2013). Firefighters also reported that “white shirts” (officers) did not 

participate in the program and were out of shape, reflecting a poor example of officers in 

the organization demonstrating buy-in at the highest levels (Mabry et al., 2013). Without 
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this support, programs may not succeed. Leadership buy-in is fundamental to successful 

implementation and maintenance of a workplace wellness program. 

Another study found that firefighters that had positive and supportive 

relationships with leadership were more likely to maintain their healthy behaviors and 

would be less stressed (Choi et al., 2011). Choi et al. (2011) found conflict with leaders 

or within the firehouse work group was a predictor of poor morale, general work 

dissatisfaction, and depression. Leadership at many levels of the organization is 

important to the success of wellness programs, as well as to general wellness fitness 

culture in the firehouse.  

 Role models can serve as excellent change agents in the fire service (Cheskin et 

al., 2014). In Cheskin et al.’s (2014) small study, two fire service leaders made 

significant healthy changes in their lifestyle, and by serving as role models, made positive 

changes on the lives of their firefighters. Fire department leaders participated in a 

program involving social cognitive training to create role models for their departments 

following their success in weight loss and improved wellness/fitness (Cheskin et al., 

2014). One participant successfully motivated another member of the department to lose 

65 pounds, and the person not involved in the study is now also serving as a role model to 

others in the department (Cheskin et al., 2014). Given the nature of camaraderie and peer-

to-peer support in the fire service, role models play an important role in wellness 

initiatives (Cheskin et al., 2014). 

 On the other hand, sometimes culture can be less than positive for a wellness 

program. For example, when the Dallas fire and rescue department proposed a wellness 

program, firefighters were suspicious and fearful that the program would be punitive in 
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some way, or that their health and wellness data would be used negatively against them 

(Winter et al., 2010). Likewise, at the start of the PHLAME pilot study in Eugene, 

Oregon, firefighters were suspicious of the program and reacted negatively to it (Elliot et 

al., 2011). Ultimately both wellness programs were successful at serving their 

membership, as discussed elsewhere within this review (Elliot et al., 2011; Winter et al., 

2010).   

However, in general, firefighters involved in wellness programs have positive 

experiences with the program contributing not only to a higher level of general wellness, 

but also to increased morale and job satisfaction (Poston et al., 2013; Winter et al., 2010). 

Poston et al. (2013) reported that firefighters in departments with wellness programs 

expressed more satisfaction with their jobs and their colleagues and are generally more 

optimistic than their colleagues in departments without wellness programs. At the Dallas 

fire and rescue department, despite a difficult implementation process, the program was 

generally very well received by both the department administration and the firefighters 

themselves (Winter et al., 2010). The program also was credited with addressing some 

firefighters’ life-threatening conditions (Winter et al., 2010). In short, the culture in 

firehouses can either make a wellness program successful or it can destine the program to 

failure if not managed properly. 

Behavioral and Mental Health Concerns and Wellness Programs 

 Among the many health concerns of firefighters are those related to behavioral 

and mental health. Given the high level of psychosocial trauma to which firefighters are 

exposed on a regular basis, issues related to mental health are both a freestanding health 

concern for firefighting personnel and a causative or contributing element in other 

diseases or illness (Jahnke, Poston, Jitnarin, & Haddock, 2012). Behavioral health issues 
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involving alcoholism, drug abuse, depression, and posttraumatic stress disorder have 

become prominent in the contemporary fire service (Jahnke et al., 2012; Wilmoth, 2014). 

There were 360 confirmed suicides of firefighters between 2000 and 2013, and nearly 

one third of those suicides (114) occurred between 2012 and 2013 (Wilmoth, 2014). 

These voluntarily reported figures are likely just a fraction of the actual number of 

suicides committed by firefighters each year (Wilmoth, 2014). Given these issues, it is 

important that departments consider behavioral and mental health issues when developing 

and implementing their wellness programs. 

 The IAFF (n.d.-a) suggested that fire department leadership consider the physical, 

behavioral, and emotional wellness of their crews in a balanced way, choosing some 

mechanisms to add to their wellness programs to support firefighting staff. The IAFF 

offers peer support training and online behavioral health awareness courses, although no 

data are available on the effectiveness of these offerings as of early 2017. Jahnke et al. 

(2012) asserted that the most effective way to manage the emotional toll on firefighters 

was for firefighters to debrief with other firefighters, seemingly supportive of the IAFF 

peer support program.  

A concern regarding mental and behavioral health in the fire service relates to the 

stigma of treatment related to the prejudice and discrimination around mental health 

issues (Moffitt, Bostock, & Cave, 2014). As of 2017, most forms of mental illness 

disqualify a potential career firefighter under the NFPA 1582 standard (NFPA, 2013), 

which some in the firefighting industry believe contributes to the stigma and avoidance of 

treatment (Warren, 2016). To combat this stigma and help encourage emotional 

wellbeing in the workplace, Moffitt et al. (2014) examined two training sessions on 
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mental health. Each 2-day session covered topics such as reducing stigma, obtaining 

needed help, and aiding coworkers in need of help (Moffitt et al., 2014). Overall, the 

trainings were reported to improve knowledge and attitude in the fire service, and could 

be helpful in promoting positive attitude change (Moffitt et al., 2014). This type of 

training could be woven into a wellness program, in conjunction with access to mental 

health services. 

Skeffington, Rees, Mazzucchelli, and Kane (2016) examined mental agility and 

psychological strength (MAPS) training provided to a group of firefighting recruits. 

MAPS training was hypothesized to prevent mental health issues, as well as influence 

coping strategies and social support (Skeffington et al., 2016). No evidence was found to 

support the hypotheses: MAPS training was not effective in preventing mental health 

issues and did not influence coping strategies or social support (Skeffington et al., 2016). 

The researchers felt that their training could have come at an inopportune for the 

firefighters, during their recruit training (Skeffington et al., 2016). Putting additional 

stress on the firefighting recruits could have caused the intervention to be less than 

effective (Skeffington et al., 2016). A future option for this research would be to offer a 

similar MAPS intervention as a follow up to training, once the firefighter is on the job 

(Skeffington et al., 2016). No single training element of a wellness program stands alone. 

Wellness programs need to equally address various elements as required by their 

program, which can be done in the program development stage. Each aspect of wellness 

programs—exercise and eating, anthropometric and health-related data, firehouse culture, 

and behavioral and mental health issues—is fundamentally important to the overall health 

and wellbeing of firefighters.  
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Wellness in Other Emergency Services Providers 

 Other emergency responders such as police officers and emergency medical 

services personnel face issues with health and wellness related to risks in their workplace 

(Kales, Tsismenakis, Zhang, & Soteriades, 2009). These risks are similar to those of 

firefighters (Kales et al., 2009). The risks of the emergency medical services workers are 

particularly pertinent, as 46% of fire departments also provide emergency medical 

services (Haynes & Stein, 2016). An examination of the overall wellness of these 

emergency responders and any wellness program implementation may contribute to 

understanding more about how to best execute programs in the fire service setting.  

 Law enforcement officers work in situations similar to those of firefighters. Both 

types of emergency responders have high-risk jobs and work in shifts (Kuehl et al., 

2014). They have similar maladies as well, with high rates of cardiovascular disease, 

sleeping issues, metabolic syndrome, and other health issues related to occupational risks 

and unhealthy behaviors (Kuehl et al., 2014). Kuehl et al. (2014) conducted a randomized 

controlled trial to examine police officers and a wellness intervention similar to some 

elements of what firefighters were offered in the PHLAME study. The police officers 

were randomized into a control group or an intervention group, and both groups received 

a health assessment (Kuehl et al., 2014). The intervention group received 12 weeks of 

educational sessions on wellness: information about exercise, stress, eating habits, 

lifestyle related factors, improving sleep, and other important wellness tips (Kuehl et al., 

2014). Unlike in the PHLAME studies, there were no group exercise activities or other 

offerings beyond the educational sessions (Kuehl et al., 2014). Kuehl et al. (2014; 2016) 

found the educational intervention was quite effective as compared to the control group, 
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the intervention group reported improvements in sleep quality, healthy eating, and 

reducing heavy alcohol use (Kuehl et al., 2014; Kuehl et al., 2016). 

 Motivational interviewing is another useful approach to wellness in the law 

enforcement setting. Anshel and Kang (2008) examined motivational interviewing that 

specifically addressed exercise fitness. This motivational interviewing technique is used 

to create change in an individual’s level of motivation toward a specific subject—in this 

case, exercise (Anshel & Kang, 2008). Motivational interviewing is commonly used in 

wellness interventions to promote healthy behaviors, but typically is not used to increase 

levels of exercise (Anshel & Kang, 2008). In Anshel and Kang’s study, law enforcement 

officers received 10 weeks of coaching sessions. Although the study had poor retention 

(58%), the results indicated significant improvement in measures related to fitness and 

lipid profiles in the officers who remained involved (Anshel & Kang, 2008). This 

technique could have use in the fire service setting as well, for healthy eating and 

exercise components of wellness programs. 

 Tanigoshi, Kontos, and Remley (2008) examined a counseling technique to 

improve wellness in the police community. They examined individual counseling based 

on the indivisible self and transtheoretical models among a group of 60 officers who were 

randomly assigned to either a control or intervention group. Officers in the intervention 

group were provided 15 individual counseling sessions. Both groups were administered 

the 5F-Wel wellness test before and after the intervention (Tanigoshi et al., 2008). These 

counseling sessions were found to be effective at improving wellness in the officers, but 

Tanigoshi et al. expressed concern that the improvement might not have been from the 

specific counseling technique used, but from the individual attention the officers 
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received. Additional research was recommended to include a third study group that 

received simple educational contact instead of direct counseling, or some type of placebo 

group (Tanigoshi et al., 2008). The various educational and counseling sessions, as well 

as any research data from the law enforcement setting might be helpful to those looking 

to build programs in the fire service, given the similar nature of their workplace.  

 Like firefighters and law enforcement personnel, emergency medical service 

(EMS) personnel work in a difficult and risky environment (Kales et al., 2009). These 

three groups face many of the same health risks (Kales et al., 2009). Few studies have 

been conducted on implementation of wellness programs in the EMS setting (Studnek, 

Bentley, Crawford, & Fernandez, 2009). Surveys of nationally registered emergency 

services personnel were conducted in 1999 and again in 2008 as part of the Longitudinal 

EMT Attributes and Demographic Study ([LEADS] Bentley & Levine, 2016). LEADS 

addressed many elements of the work environment specific to EMS that are not 

specifically wellness-related, but some data points are pertinent to this study. While the 

number of EMS professionals who reported they were in excellent health decreased 

between the first and second round of surveys, the number who reported fair or poor 

health increased (Bentley & Levine, 2016). EMS personnel reported sleep issues, which 

could affect their ability to drive emergency vehicles and be able to remember 

appropriate protocols (Bentley & Levine, 2016). The majority of those surveyed reported 

participating in physical fitness activities at least three days per week, although few EMS 

agencies provided onsite fitness resources (Bentley & Levine, 2016).  

 Studnek et al. (2009) reviewed the LEADS data and observed the BMI for 

surveyed EMS professionals was higher than that of both police and firefighters. Of the 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

41 

EMS professionals surveyed, 75% were overweight or obese (Studnek et al., 2009). 

Given the risk of lifestyle-related disease secondary to being overweight or obese, the 

extent of the EMS community that is overweight or obese is a concern (Studnek et al., 

2009). Studnek et al. noted that, in contrast to the previous researchers, nearly 70% of the 

EMS professionals surveyed did not meet the 2006 CDC recommendations for physical 

activity. This data is somewhat alarming from the EMS sector, and given that many 

nationally registered EMS professionals also serve as career firefighters, many of those 

included in the LEADS data are firefighters as well.  

 One of the challenges EMS professionals face from a wellness perspective is 

simply the nature of their work (MacDonald, Jensen, & Rossier, 2013). They work long 

shifts, similar to police officers and firefighters, and are called away quickly to perform 

patient care, delaying normal meal times or causing them to skip meals (MacDonald et 

al., 2013). MacDonald et al. (2013) prepared a nutrition training program for newly 

employed paramedics and surveyed new paramedics on their knowledge and attitudes 

toward the topic of nutrition. The sessions improved their overall knowledge of nutrition, 

but had little impact on their attitudes because the pre-intervention survey revealed the 

new paramedics already had a positive attitude toward healthy eating (MacDonald et al., 

2013). Student paramedics likely learn through a peer network about the expectations of 

their work during their training (MacDonald et al., 2013). As such, they are better 

prepared for the rigors of shift work upon arrival as a new employee (MacDonald et al., 

2013). Although these paramedics likely have slightly different work environments and 

risks than firefighters, as emergency services personnel they do face similar situations 

and workplace wellness programs may face similar barriers.  
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 Data on wellness and wellness program elements from agencies such as police 

and EMS can be helpful in informing wellness program development for career fire 

service organizations. Examining wellness program implementation in other industries 

outside the fire service and the barriers encountered in those settings is also beneficial. 

Information from wellness program implementation outside the fire service industry is 

especially valuable because of the lack of research on barriers to implementation in the 

fire service setting.  

Wellness Program Implementation in Industries Outside the Fire Service 

 Implementation of workplace wellness programs and barriers to their effective 

execution has been studied in other industries. The applicability may be somewhat 

limited to the fire service setting, given the particular characteristics of the workplace and 

occupational hazards firefighters face. Nonetheless, it is worthwhile to examine how 

wellness programs have been implemented in other industries in conjunction with 

research performed in the emergency services industry, while considering the culture and 

ideals of the fire service work setting.  

 Across the United States, 51% of employers with more than 50 employees offer a 

workplace wellness program to their staff, and 57% of employers that offer health 

insurance to full-time employees also offer a workplace wellness program (Mattke et al., 

2013). The government sector offers workplace wellness programs approximately 66% of 

the time, considerably more widely than the 27% of fire service departments, which are 

typically government agencies (Mattke et al., 2013; NFPA, 2016). Government wellness 

programs generally consist of screening options, preventive actions, and various types of 

health promotion events, many of which are similar to what fire departments offer as well 
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(Mattke et al., 2013). Of the government organizations that offer a wellness program to 

staff, 69% offer some sort of incentive for participation (Mattke et al., 2013). Incentives 

range from cash and discounts on insurance premiums to t-shirts (Mattke et al., 2013). 

Understanding more about workplace wellness programs offered outside of the fire 

service can help to inform the needs in the fire service industry, especially those 

departments having difficulty with implementation. Given the significant difference in 

the number of governmental organizations that offer wellness programs (66%) and the 

number of fire service organizations that offer wellness programs (27%), there may be 

differences between the two workplaces to consider (Mattke et al., 2013; NFPA, 2016). 

As discussed above, the unique workplace of the firefighter, workplace culture, and their 

paramilitaristic structure could play a role in the differences in number of organizations 

that implement programs between the traditional government workplace and the 

firehouse (McCall, 1985). Also, the IAFF, given they have developed their own wellness 

program to be implemented in the fire service setting, may play a unique role in the move 

toward implementation in the fire service setting (IAFF, n.d.-b; McCall, 1985).  

 Nationwide, workplace wellness programs across employers with greater than 50 

employees in various industries such as manufacturing, service, and retail, tend to focus 

on wellness screening activities, followed by various interventions that may reduce 

existing risk and improve wellness (Mattke et al., 2013). Interventions tend to focus on 

options such as onsite Weight Watchers groups, smoking cessation groups, telephone 

counseling for behavioral health or substance abuse issues, telephone support from health 

coaches, or healthier onsite eating options (Mattke et al., 2013). Some perform online risk 

assessments and risk reduction counseling (Mattke et al., 2013).  These types 
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interventions, especially online services, may be useful in the fire service setting as well 

given the varied schedules firefighters keep (McCall, 1985). Although the ultimate focus 

of general workplace wellness programs across all industries is the same, programs 

offered across organizations such as heavy industry, trade and retail, healthcare, 

education, and the corporate setting appear to offer less physically active options in the 

workplace than the successful fire department programs offer (Mabry et al., 2013; Mattke 

et al., 2013). Given the long shifts firefighters spend in their workplace, they need to eat 

healthy and exercise together in the firehouse, which also creates healthy habits to carry 

over at home (Mabry et al., 2013; McCarl, 1985). This is a different situation than a 

typical office or manufacturing worker. If fire departments are having difficulty 

implementing a workplace wellness program, it can be helpful to look to other 

government agencies and other areas of industry such as trade, retail, and healthcare to 

see what has been effective in those areas, but also useful are some of the barriers faced 

by those organizations.   

Barriers to Employee Participation in Workplace Wellness Initiatives 

Among the researchers who have examined the barriers to employee participation 

in workplace wellness programs, there was one theme related to lack of participation by 

employees. Time to participate, both in the preparatory activities such as surveys and 

sign-on activities, as well as time to spend on exercise, health coaching, and other 

wellness actions was a nearly universal barrier to participation (Aikens et al., 2014; Hill-

Mey, Merrill, Kumpfer, Reel, & Hyatt-Neville, 2013; Person et al., 2010). In some 

instances, employees reported difficulty attending weekly wellness classes because of the 

timing of work activities (Person et al., 2010).  
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Mindfulness interventions are sometimes used to decrease stress and increase 

employee well-being (Aikens et al., 2014). Mindfulness interventions involve being 

attentive to ones being and external surroundings through various activities such as yoga, 

meditation, cognitive therapy and other mindfulness-based interventions (McCown, 

Reibel, & Micozzi, 2010). Mindfulness interventions can be time-consuming, so Aikens 

et al. (2014) conducted a study to decrease the time involved by approximately 75%, as 

well as to place the program into an online setting. Participants were involved in 7 one 

hour virtual class sessions online, as well as online applied training sessions between 

their classtime (Aikens et al., 2014). Sessions involved topics such as mental fitness and 

focus, focus on the breath, various movement exercises, and meditation, which was 

further stressed in the online exercises (Aikens et al., 2014) The researchers reported a 

decrease in participating employees’ perceived stress, as well as increases in measures 

related to well-being (Aikens et al., 2014). Time to participate in exercise and time for 

wellness-related classes were also important to employees involved in a study at several 

sites of the Dow Chemical Corporation (Wilson et al., 2007). Similar time concerns were 

noted in other workplace wellness studies. A common complaint made by employees was 

insufficient time in their day to take part in wellness activities (Kim, Kamyab, Zhu, & 

Volpp, 2011; Strijk, Proper, van der Beek, & van Mechelen, 2011; Verweij et al., 2012; 

Yap & James, 2010). Given the time comparison to the fire service setting, this may not 

be as much of an issue (McCall, 1985). Often firefighters have a great deal of downtime 

‘waiting’ for a call to come in (McCall, 1985). Mindfulness or other types of wellness 

interventions that require time out of the firefighters day may not be as much of an issue 

as in the corporate sector (McCall, 1985).  
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Employees remarked on a barrier similar to shortage of time: location. Some 

employees believed the locations of the wellness activities were not convenient, given the 

distance they would need to travel to attend (Person et al., 2010). Another study found 

problems at the location, such as equipment failure or lack of cleanliness was keeping 

employees from being involved in exercise interventions (Jorgensen et al., 2012).  

 Many wellness programs offer incentives to encourage employee involvement, 

but these incentives have not been sufficiently alluring to incite high levels of enrollment 

in the programs (Person et al., 2010). Some employees reported the belief that offering 

increased monetary incentives for program involvement might be helpful for overcoming 

barriers to participation (Person et al., 2010). Kane, Johnson, Town, and Butler (2004) 

conducted a systematic review of literature examining financial incentives and found this 

type of inducement was effective approximately 73% of the time. Communication about 

the wellness programs overall, including the incentives, how the programs work, and 

even the sign-on process has proven to be an issue in some programs (Hill-Mey et al., 

2013).  

 One final staff-level concern of interest echoes the findings of research conducted 

in the fire service. Employees are concerned about the privacy of their health information 

discovered throughout the process of the wellness programs (Cherniack, Morse, Henning, 

Seidner, & Punnett, 2010). There is fear of layoffs and of health risks in the workplace 

(Cherniack et al., 2010). Employees have concern that the information being gathered in 

the wellness program will be used against them, and this will result in the loss of their job 

(Cherniack et al., 2010). In some cases, negative incentives or “sticks” are used with 

wellness programs, such as no health insurance discount for those who do not participate 
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in a program or not hiring individuals who smoke or use tobacco products (Mujtaba & 

Cavico, 2013). Health care students involved in wellness program activities expressed 

concerns about confidentiality (Bright et al., 2012). Additional mandatory training on the 

Health Insurance Portability and Accountability Act was suggested as a way to alleviate 

the fears of the employees involved in the program (Bright et al., 2012).   

Barriers to Organizational Participation in Workplace Wellness Initiatives 

 Program organizers and leaders sometimes encounter implementation challenges 

at the organizational level. The organization as a whole may also face those obstacles. 

For those charged with organizing and implementing wellness programs, the burden of 

timing classes and coordinating appointments for employees with busy and difficult 

schedules can be a chore (Person et al., 2010). A related difficulty is maintaining 

continuous operations in the organization while staff members take time to participate in 

wellness activities, especially if other staff members call out because of illness (Person et 

al., 2010).  

 Another concern relates to leadership. In a health promotion readiness 

examination conducted across multiple companies, Cherniack et al. (2010) found that 

senior management often resisted the notion of a workplace wellness program. Cost of 

the program was a large deterrent for senior managers, as was the time required for 

employees to participate in the wellness activities (Cherniack et al., 2010).  

 The culture of an organization can also affect involvement with wellness 

programs. In some organizations, the philosophy exists that it is more cost-effective to 

remain behind in activities such as workplace wellness, rather than stand out from the 

crowd and be a leader (Cherniack et al., 2010). There is debate over individual versus 

group activities in wellness programs, but there is general agreement on the potential 
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effect on organizational culture. Research has shown that group activity has positively 

affected health risk reduction in both workplaces and communities (Cherniack & Lahiri, 

2010). This was also noted to be effective in firefighting activity, as team based activity 

was very effective (Mabry et al., 2013). 

 Another organizational level concern involves the role of the employer in 

employee wellness. Employers need healthy workers to work safely in the workplace, but 

the general perception is that employees are responsible for maintaining their own good 

personal health (Pescud et al., 2015). Pescud et al. (2015) found that in workplaces with a 

high risk of injury, employers are more likely to take responsibility to reduce employees’ 

risk of injury through wellness programs. Leaders of organizations must wrestle with 

ethical concerns regarding employees’ perceptions versus employers’ needs, highlighting 

the importance of including all stakeholders in the development of workplace wellness 

programs (van Berkel et al., 2014). These are similar concerns as faced in the fire service, 

as noted in previous examination of ‘fit for duty’ evaluations under the NFPA 1582 

standards (NFPA, 2013).  

One area that does not seem to be a major concern or barrier across workplace 

wellness in other industries such as manufacturing, retail, service, and the corporate 

setting is cost, quite different than in the fire service. Generally, workplace wellness 

programs of this nature generate a much higher return than they cost (Baicker, Cutler, & 

Song, 2010). Per a meta-analysis performed by Baicker et al. (2010) across multiple 

industries, for every dollar spent on workplace wellness programs, health plan costs drop 

$3.27, and costs related to absenteeism drop $2.73. Many employers use the employees 

health insurance for purposes of their health screening, in a way to keep costs low 
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(Baicker et al., 2010). The cost of the health screening exam can be one of the more 

costly elements of a workplace wellness program, and by utilizing the participants own 

employer provided health insurance to pay for this exam, this can help to decrease the 

cost of this element (Baicker et al., 2010). The insurer can absorb these costs as a basic 

wellness exam, something covered under the employees insurance plan, a helpful cost 

savings to organizations (Baicker et al., 2010). Examining some of the cost benefit 

options and cost cutting tools, as well as research from other industries such as heavy 

industry, retail, service, healthcare, education, and the corporate setting can be useful in 

the development of fire service workplace wellness programs. These elements can be 

helpful, but must be weighed in conjunction with the unique needs of the fire service 

setting in order to accomplish a successful workplace wellness implementation.  

Leadership, Change Management, and Barriers to Implementation 

 From a leadership perspective, change management is an important element in the 

implementation of any new program. The fire service industry is constantly evolving. As 

this evolution occurs, leaders need to move forward and help to improve their readiness 

for workplace wellness programs (Hannon et al., 2012).  

Barriers to Change 

 In general, people are resistant to change, and resistance to change is central to the 

problem of implementing new innovations (Coetzee & Stanz, 2007). This resistance can 

create barriers to change because it can generate additional resistance and skepticism in 

others not previously concerned about the impending transformation (Coetzee & Stanz, 

2007). Employees can experience a lack of trust, uncertainty, or simply have different 

ideas and goals than those implementing the change (Hashim, 2013). Resistance to 

change has been shown to create barriers to implementation in some organizations 
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(Coetzee & Stanz, 2007). There is no noted fire service specific research in change 

management. Given the low level of workplace wellness program implementation across 

the industry, this may be an area for further exploration. 

The Leadership Role and Change Management 

 Leaders need to take a key role in implementation of change in the fire service 

organization. There are four basic steps necessary for organizational change: assessment 

of needs, initiation of change, implementation of change, and continued monitoring 

(Hashim, 2013). These steps serve as basic building blocks, but there are other change 

theories that can help fire service leaders better understand the background of innovation.  

There is a continuum of five types of organizations, or people within 

organizations, from most tolerant to change to least tolerant to change (McDeavitt, Wade, 

Smith, & Worsowicz, 2012). These five types are known as innovators, early adopters, 

early majority, late majority, and laggards (McDeavitt et al., 2012). Few individuals or 

organizations are innovators, but the hope is that many are early adopters or members of 

the early majority (McDeavitt et al., 2012). At these stages, the organization or individual 

can learn from the mistakes of those that have come before them, and improve upon their 

processes during implementation (McDeavitt et al., 2012).  

Another change model, similar to that advocated by McDeavitt et al. (2012), is 

Bridges’ (2009) three steps of organizational change: ending, transition, and new 

beginnings. The ending phase involves the organization becoming aware of the change 

(Bridges, 2009). It is when the organization becomes aware of the change that resistance 

and barriers may be encountered (Bridges, 2009). In the transition phase, the organization 

becomes more comfortable with the change and staff becomes obligated to perform under 

this new standard (Bridges, 2009). New beginnings occur when the new program is fully 
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implemented and success is found (Bridges, 2009). According to Bridges’ model, change 

requires substantial commitment by the organization, and it is likely to be disruptive to 

the organization early in the process, but in the end—as the change becomes the new 

normal—the organization realizes the disruption was worth the effort. This can be helpful 

to fire department organizations as well, given the resistance and barriers encountered 

and that must be overcome (Bridges, 2009). However, if departments are committed, this 

may be an effective mechanism.  

Social differentiation theory describes that a potential reaction to attempted 

change in an organization will be generated as a result of the culture of the organization 

(Armenakis, Harris, & Mossholder, 1993). The fire service has strong cultural beliefs and 

norms (McCarl, 1985). According to social differentiation theory, this type of culture 

may result in certain psychological boundaries affecting the ability to be ready to accept 

new innovations (Armenakis et al., 1993). As mentioned previously, there has not been 

much noted research on change theory with regard to fire service organizations. This is 

an area for potential future inquiry. 

Overcoming or Reconstructing Resistance 

One issue that fire service leaders must surmount is resistance to change during 

implementation of innovations. Two methods of overcoming resistance are Lewin’s (as 

cited by Swanson & Creed, 2014) force field analysis approach and the implementation 

tactic approach (Hashim, 2013). The force field analysis approach involves examination 

of the rationale behind the primary resistance, and then strategy creation to overcome 

opposition (Swanson & Creed, 2014). Leaders will likely encounter forces both for and 

against a goal, which is pre-determined during this strategic analysis process (Swanson & 

Creed, 2014).  Potential uses for the force field analysis approach in the fire service 
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setting are many. Leaders would want to examine the current climate, and define which 

change it is that the leader and team wish to see occur (Swanson & Creed, 2014). Before 

an analysis can occur, it is important to establish the end goal or result that is desired 

(Swanson & Creed, 2014). The goal in this case would likely be implementation of the 

workplace wellness program, a single element of the program, or maintenance of the 

program (Swanson & Creed, 2014). The next important step would be to brainstorm any 

forces driving toward that change or goal, and also any constraining forces that are 

oppositional to that change or goal (Swanson & Creed, 2014). The leader would need to 

evaluate these forces and create strategy and action plans around how to move closer to 

the change or goal, which in the case of workplace wellness programming could be 

implementation, or a single element of a program (Swanson & Creed, 2014). The 

implementation tactic approach involves five main tactics: senior leadership support, 

participation by leadership and staff, negotiation between leadership and staff, 

communication and education, and coercion (Hashim, 2013). This approach starts with 

the top, noting that there must be involvement from senior leadership in the innovation, 

but also participation at other levels of leadership as well as at the staff level (Hashim, 

2013).  Staff involvement in the change management process represents a collaborative 

approach to innovation, which can drive success (Hashim, 2013). Communication and 

education about the innovation is a vital next step, to help avoid potential resistance 

(Hashim, 2013).  If resistance does occur, leadership may try to employ coercive methods 

to win over staff (Hashim, 2013).  This is not usually a positive situation, as coercion can 

be seen as forcing employees to participate in an innovation against their will, creating 

feelings of ill will (Hashim, 2013). The implementation tactic approach is noteworthy, as 
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many of the steps will pair with the actions within the force field analysis approach 

(Hashim, 2013; Swanson & Creed, 2014). Ford, Ford, and D’Amelio (2008) underscored 

the importance of reconstructing resistance. Reconstructing resistance is simply 

recognizing resistance for what it is, working with the resistor to restore the matter of 

resistance to a workable situation, and creating a situation that can be overcome (Ford et 

al., 2008). These approaches could be effective in the fire service setting, given the 

resistance that has been shown in previous workplace wellness program implementation 

(Elliot et al., 2011; Winter et al., 2010). 

Sources of Failure in Innovation 

 Several potential sources of failure in change initiatives must be examined to 

understand the possible barriers to innovations. Any leader should have the basic 

proficiency to be able to lead change (Ponti, 2011). Leaders who fail to provide a clear 

vision or strategy for the planned change can be a root cause of failure (Ponti, 2011). In 

the fire service setting, leadership defining and communicating the vision is crucial for 

buy-in (Kuehl, Mabry, et al., 2013). Establishing a partnership among other leaders and 

staff in the organization, or even among other similar organizations, in support of the 

change is key to guiding the change forward (Ponti, 2011). Organizational culture is one 

of the greatest causes of failure and greatest contributor to resistance, and this resonates 

with the fire service implementations as well (Kuehl, Mabry, et al., 2013; Ponti, 2011). 

Leaders must embed the change into the culture of the organization through solid 

communication, solid processes, and solid leadership (Ponti, 2011). Both culture and 

leadership are crucial to the success of any new organizational innovation (Ponti, 2011). 
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Summary 

 Much research has been conducted on the effectiveness of workplace wellness 

programs in fire service organizations. The current research provides a background 

demonstrating the benefits of these programs in career fire service organizations. Despite 

a body of knowledge on the benefits of workplace wellness programs, little research has 

been conducted on difficulties with implementation of workplace wellness programs in 

fire service organizations. This gap in the knowledge base points to the need for further 

research.  

 This chapter provided insights into the firehouse environment and how the fire 

service industry differs from others. Researchers have examined implementation of 

workplace wellness programs in other emergency services professions, which could be 

helpful and informative to the fire service setting. Likewise, there has been research 

conducted on wellness programs in other industries, yet the career fire service 

organization functions differently than a hospital or a corporate office. As such, the 

implementation barriers encountered in the fire service industry might also be different 

than those of other organizations. Change management theories were examined as a 

possible option for breaking down barriers to implementation. There is much work yet to 

be done in the research of barriers to implementation of workplace wellness programs 

specific to the fire service industry, but this exploratory study is a starting point.  
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CHAPTER THREE: METHODOLOGY 

Introduction 

 This study was completed using an exploratory qualitative research method. I 

conducted interviews with leaders in eight career fire service organizations to understand 

the barriers they encountered and overcame in implementation of workplace wellness 

programs. By examining data using thematic analysis, I was able to discover themes 

within the rich narratives provided by the participants.  

Research Questions 

 By examining the current research, it was clear that there were potential issues 

and concerns both with the choice to implement a workplace wellness program and the 

barriers faced during implementation. I examined two basic types of organizations in this 

study: those that had implemented workplace wellness programs of varying forms, and 

those that had not. This exploratory qualitative research study was conducted to provide a 

view of barriers faced during implementation of wellness programs and barriers faced by 

departments that have chosen not to implement a program or were unsuccessful in their 

program implementation.  

 The following research questions guided the study: 

1. In examining career fire service organizations in which workplace wellness 

programs have been implemented, what types of barriers, if any, were 

overcome in the implementation of those programs? 

2. In examining career fire service organizations in which workplace wellness 

programs have not been implemented or have not effectively implemented or 
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maintained workplace wellness programs, what types of barriers, if any, 

remain in implementing or maintaining these programs? 

Research Design 

 This research was conducted as an exploratory qualitative study. Interviews were 

the primary means of collecting data from the participants. I conducted this exploratory 

qualitative study to examine an area of workplace wellness implementation that has not 

been examined widely in the past. Exploratory qualitative studies can provide insight into 

an area where there has been little scientific or formal empirical study (Given, 2008). The 

exploratory qualitative design can be utilized to guide further study, such as development 

of theory, or provide insight to develop additional studies for the future (Given, 2008). 

Flick (2009) discussed the importance of developing local knowledge and practices, an 

essential element of the exploratory qualitative study concept. The rich, detailed 

descriptions available from qualitative data allowed me to gain the specific, unadulterated 

perspectives of the individuals involved in the study, and the capacity to see the 

participants in their own world, dealing with their everyday constraints (Denzin & 

Lincoln, 2011).  

Participants/Data Sources 

 Access to study participants was obtained through a number of mechanisms. I 

contacted fire service professional associations, academic colleagues, and the IAFF to 

solicit nearly 100 departments to participate in this study. E-mails and telephone calls 

were the main recruitment mechanism I used to provide detail on the study to these 

departments. Some of those departments I reached out to shared information with me for 

other departments. I solicited involvement with departments of all sizes that met 
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inclusion criteria (paid fire departments, no deference made to size), typically by 

contacting the chief officer. Ultimately, I assembled a convenience sample based on those 

departments interested in participation.  

 Of the nearly 100 initial contacts, eight fire departments agreed to participate 

from various points across the United States (see Table 1). 

Table 1  
 
Participating Fire Departments by Coded Identifier, Size, and Region 

Fire Dept. 
Identifier Size U.S. region 

A Midsized Middle Atlantic 
B Midsized Midwest 
C Small Middle Atlantic 
D Midsized South Atlantic 
E Small/midsized New England 
F Small New England 
G Small/midsized Midwest 
H Midsized/large Pacific Northwest 

 

 From within this sample of fire departments, I interviewed two to three leaders 

from each department. The choices were made by and managed through the department 

contact, often the chief of the department. I instructed the departmental contacts to 

choose participants for the study who would be involved in the development, 

implementation, or maintenance of workplace wellness programs or breaking down 

barriers to one of those items. Using this subject selection process, the departmental 

contacts selected 22 fire department leaders for me to interview. Once the list of leaders 

to contact was obtained, I set up interviews via telephone or in person. Each fire 

department contact provided the names and contact information for their selected 

participants. Data saturation was achieved after interviewing 18 of the 22 selected 
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leaders. Each department had two or three leaders interviewed, except one department 

that only had a single leader interviewed through the study protocol.  

Data Collection Tools 

 I used a semistructured interview format and personally interviewed 18 leaders 

from eight different career fire service organizations. The qualitative interview format 

was most appropriate for collecting data on the lived experiences of leaders because this 

approach gave study participants the opportunity to speak freely on the topic. Qualitative 

interviews are often used in situations in which participatory or advocacy perspectives are 

being examined to explore change (Creswell, 2013). I chose to conduct one-on-one 

interviews rather than group interviews to encourage leaders in the fire service 

organizations to speak freely about their concerns regarding issues or barriers they might 

have faced during implementation or attempts to implement a workplace wellness 

program in their organization.  

 The interview protocol I followed is included as Appendix A. Before conducting 

any interviews for the study, I pilot-tested the interview protocol with four different fire 

department personnel who were not involved in the study. In conducting a pilot test, I 

sought to ensure the reliability of the interview protocol prior to following the protocol in 

the actual study. The pilot test participants noted they didn’t understand two of the 

questions, and also felt there was a redundant question at the end of the survey. I 

simplified these difficult questions and the redundant question was also adjusted.  

By testing the interview protocol and making revisions to questions prior to the start of 

the study protocol, I ensured all participants received the same experience, allowing me 

to have confidence the results are both very reliable and consistent.  
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 The initial question on the data collection tool was as follows: 

• Has your organization implemented a workplace wellness program? If so, 

please tell me about it. 

The answer to this question drove the remainder of the interview. Some questions in the 

interview protocol were directed toward departments that have workplace wellness 

programs, and other questions were directed at those that do not. Depending on the status 

of a department relative to having or not having a workplace wellness program, which I 

determined from participating leaders’ answers to the first answer, I asked only pertinent 

questions for the remainder of the interview.  

  Following are an example of questions I asked during the interview: 

• What do you think is of greatest importance to the successful implementation 

of an effective workplace wellness program? 

• What role do the leaders in an organization play in the implementation and/or 

maintenance of a workplace wellness program? Do you have examples or 

anecdotes of how leaders like yourself can play or not play a role in these 

situations? 

 I asked probing follow-up questions as needed to gain additional insight into 

leaders’ thoughts on a particular topic, such as additional details on their workplace 

wellness program, or concerns regarding a specific workplace wellness or barrier to 

change related issue the organization faced. This interview method was effective in that it 

allowed me to gain additional insight into areas where the leader did not answer a 

question with much detail.  
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Data Collection Procedures 

 The primary means of subject recruitment was through professional or academic 

affiliations, or through the IAFF. By way of telephone calls and e-mails to departments 

whose chiefs had agreed to participate in the study, I obtained lists of leaders from each 

department who had chosen to be interviewed through the recruitment process, as noted 

in Participants/Data Sources. I provided a copy of the study information letter (see 

Appendix B) and the Creighton University Bill of Rights for Research Participants (see 

Appendix C) to all leaders identified by the department contact and asked each leader to 

provide multiple available times for interview via telephone or in person, based on 

geographic location. To ensure participants’ confidentiality, I assigned a study ID to each 

participant. The spreadsheet on which participant name was matched to a study ID 

number was kept in a locked cabinet to which only I had access. Study ID numbers were 

assigned via a detailed mechanism, identifying departments by letters A through H and 

leaders by numbers 1 through 3 in each department, depending on the number of leaders 

interviewed in that department. 

 At the start of each telephone interview, I requested permission to audio-record 

the interview. All telephone interview participants verbally consented to being recorded 

prior to the recorder being started, and all interviews were recorded. For recording, I used 

an Olympus VN-7200 voice recorder and an Olympus TP-8 telephone recording device. 

At the start of each face-to-face interview, I requested permission to audio-record the 

interview. All face-to-face interview participants verbally consented to being recorded 

before I started the recorder. To record the face-to-face interviews, I used an Olympus 

VN-7200 voice recorder.  
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 Interviews took place over a 6-week period from September 9, 2016, through 

October 21, 2016. Interviews ranged from 7 minutes to 52 minutes, and were arranged at 

the convenience of the participant. All interviews were conducted during participants’ 

working hours, with one exception. One participant requested to be interviewed on a 

scheduled day off in deference to the level of activity during the work day. I performed 

17 interviews via telephone and one interview in person. The in-person interview was 

conducted in the leader’s office, at the participant’s request. Recordings were sent to 

either Rev.com or Scribie to be transcribed. Transcripts included only the study ID, so the 

transcript itself is completely redacted of personal identifiers. Some transcripts did need 

additional minor identifying information redacted upon return from the transcriptionist, 

such as the interviewee stating the name of the department, municipality, or the name of a 

colleague. I provided participants with transcripts of their interviews as a form of member 

checking, allowing them to point out concerns, errors, or omissions in the data set of their 

own interview. One clarification was requested to rectify redaction of a name that had not 

been redacted before I shared the transcript with the participant. I did receive responses 

from three other participants verifying no errors. No other responses were received.  

 During the interviews, I took handwritten notes to assist with triangulation for 

validity and quality in the research process. These field notes represented my immediate 

reaction to participants’ commentary, as well as observations of the work environment, 

staff interactions, and content I needed to address in my reflections as the researcher. I 

performed reflective journaling throughout the study to help maintain consistency across 

the interviewing process and to avoid bias. I also noted regularities across the data set, 

areas that warranted clarification (such as the need for a redaction), and thoughts 
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regarding potential future research areas. Both the field notes and journaling processes 

were helpful in allowing me to recognize potential saturation across the data set.  

 About midway through the study, I noticed the participants were generally no 

longer reporting new or novel information about the barriers to workplace wellness 

programs in fire service organizations. However, I wished to continue collecting as much 

data as possible to gain a comprehensive perspective on various department sizes and 

differing geographical regions. Walker (2012) explained that data saturation is achieved 

when there is redundancy across the data set, and no novel information is being obtained. 

Once it was clear that there were no additional substantive data being obtained and all 

geographic areas and department sizes had been explored, I concluded data saturation had 

been achieved and I halted the interview process. At that point, 18 of the 22 participants 

had completed their interviews, but no further data collection was required.  

Data Analysis 

 As the transcripts were compiled, they were uploaded to the Quirkos system, 

Version 1.4.0, for coding, categorization, and theming. Quirkos is a qualitative data 

analysis software product which was a helpful tool in performance of thematic analysis 

for this study. Using thematic analysis provides a researcher with a flexible but sound 

methodology to work within for development of a solid research results (Braun & Clarke, 

2006). As Braun and Clarke (2006) explained, it is important to the thematic analysis 

process for the researcher to start data analysis during data collection, examining data as 

they come in for potential codes and themes. As such, I performed preliminary coding 

throughout the entire interview process.  
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Braun and Clarke (2006) described six phases to the thematic analysis process: 

1. getting familiar with the entire data set, 

2. creating the initial code set, 

3. analyzing for themes, 

4. examining themes, 

5. defining themes and assigning names, and 

6. compiling the report. 

 I conducted coding by identifying terms or phrases throughout the interviews, and 

tagging them in the Quirkos product. I followed up the first round of coding with Quirkos 

by conducting a second manual review by hand with printed transcripts. This printed 

transcript option allowed me to pick up nuances across multiple statements within an 

interview. Using the printed transcripts also facilitated triangulation with the hard copy 

field notes and reflective journal. The coded tags—or quirks, as they are referred to in 

Quirkos —began to fit into various categories, and eventually themes grew and were 

refined throughout the overall set of data. This process followed Braun and Clarke’s 

(2006) thematic analysis process and was supplemented by my reviewing the hand-

written field notes and my reflection journal for additional verification. The themes 

themselves grew into various orders, ultimately resulting in a thematic map, as described 

by Braun and Clarke (2006) and presented in Chapter Four. 

 I used triangulation as a mechanism for verification of the interview findings. 

Triangulation is an often-used option in qualitative research. Using triangulation, the 

researcher can develop a more comprehensive understanding of the experiences ongoing 

in a study (Carter, Bryant-Lukosius, DiCenso, Blythe, & Neville, 2014). I used method 
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triangulation in this study by reviewing field notes, listening to audio recordings, and 

reviewing transcripts of the interviews to validate findings across multiple data sources 

from the same experience (Carter et al., 2014). These various methods provided 

verification of the findings, giving a more inclusive picture of the overall data set.  

Ethical Considerations 

The main ethical consideration in this study was related to the collection of data 

from human subjects. It was important for me to disclose to the participants the purpose 

of the study. There has already been concern voiced by firefighters in previous studies 

that involvement in wellness programs creates a potential negative atmosphere for them 

(Winter et al., 2010). By making sure that all firefighters involved in the study had a 

satisfactory understanding of the purpose, I established trust with each participant, which 

contributed to a higher level of credibility in the study.  

It was important to disrupt the workplace as little as possible. The leadership 

interviews took place either in person or via telephone, whichever option was more 

amenable to the leader and within the capabilities of the researcher, given the geographic 

distance of some departments. It was equally important to avoid disruption to the 

workplace, and not to be a burden to the organization. Two interviews were disrupted by 

fire calls, but were resumed at a later point when the leader had additional time. All data 

were confidential. Interviewees were referred to in interviews, transcripts, field notes, and 

the researcher’s reflection journal by their assigned study ID code, and the coded ID 

noted on a separate document was unavailable to anyone me.  

 In the data analysis portion, it was crucial to avoid bias. Impartiality toward this 

topic might be difficult because wellness is something that many are interested in 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

65 

promoting. However, keeping an open mind to all options and simply examining the data 

as it was presented to determine what barriers, if any, existed, was the appropriate 

manner in which to proceed. Researchers must show regard for opinions that differ from 

their own. Respect for all persons is an important element of ethical research. Including 

all data, regardless of whether or not they support or refute any of the researcher’s 

personal thoughts on wellness programs was vital to an ethical study. 

Regarding bias, I have a personal connection to this study through my spouse’s 

work in the career fire service and previous involvement in emergency services. These 

factors allowed me to gain access to personnel not available to all researchers. To control 

this bias, I avoided using fire department contacts not available publicly. My background 

also gave me personal knowledge of the inner daily workings of firehouses, and the 

differences between this environment and other work environments. I made every effort 

to control bias in the study that might have been caused by or related to these factors. In 

full disclosure, however, this background knowledge did aid my work in understanding 

and analyzing the data. For example, as the leaders spoke about the work shifts, the 

average work duties of a fire crew during the day, and the jargon used at the firehouse 

like ‘white shirt’ (officers) and ‘probie’ (probationary firefighter), it was not necessary to 

stop the interview to ask the leader to further define these items. We spent our limited 

time together detailing the topic of potential barriers to implementation of workplace 

wellness programs in the fire service. 

 I received approval from the Institutional Review Board (IRB) at Creighton 

University for this study as an exempt study. This was approval was necessary because 

the study involved interaction with human subjects. An official informed consent form 
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was not required, but all participants were provided with a study information letter and 

the Creighton University Bill of Rights for Research Participants. The Creighton 

University IRB approval letter/study information letter and Bill of Rights are attached as 

appendices B and C, respectively. All participants offered their verbal consent to be 

recorded, and were given the option to refuse to answer any questions. No compensation 

was offered and there was no risk expected to participants. All participants will receive a 

copy of the results of the study including best practices developed.  

Summary 

 This dissertation in practice served as a means to assess potential barriers to 

implementation in workplace wellness programs across career fire service organizations. 

I used an exploratory qualitative research methodology, interviewing leaders from eight 

fire departments of differing sizes in various regions of the United States. Data saturation 

was achieved both when no new or novel information was being obtained, and the 

researcher was not gaining any additional depth of information relative to geographic 

areas or various sized departments. Data saturation was reached after 18 interviews were 

conducted. I followed a thematic analysis approach to data review in this case, searching 

for, reviewing, and refining themes from the coded qualitative data.  

 I conducted triangulation to validate the study data through member checking, 

reflective journaling, and field notes. Multiple ethical considerations must be taken into 

account when studying human subjects. It is important for study subjects to be 

comfortable with the purpose of the study overall and the topic at hand. Researchers must 

also be sure not to disrupt the workplace. I scheduled interviews at participants’ 

convenience and allowed firefighters to continue with their important work. Bias must be 
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avoided at all times, including in recruitment, data collection, and data analysis. I made 

every effort to avoid bias by contacting nearly 100 fire departments of various sizes 

across the United States and inviting the chief of each department to identify leaders 

whom I might then interview if they were willing to participate, thereby removing any 

potential bias from the recruitment process. Interviews followed a semistructured 

protocol to ensure consistency of data collection, and participants were de-identified 

relative to name, department size, and region of the country, thereby avoiding biases in 

these areas. Findings of the study are presented in the next chapter. 
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CHAPTER FOUR: FINDINGS 

Introduction 

The purpose of this exploratory qualitative study was to examine barriers to 

implementation of workplace wellness programs at small to midsized/large career fire 

service organizations in the United States. Previous industry surveys indicated more than 

70% of fire departments in the United States do not have workplace wellness programs in 

place, even though they have been shown to be effective (NFPA, 2016; Storer et al., 

2014). This study involved both departments that have workplace wellness programs in 

place, as well as those that do not. Several themes were prominent and consistent across 

the departments, both those with and without programs in place. Each of these themes is 

discussed in detail, supported by thoughts directly from the leaders in the fire service 

organizations that participated in this study.  

The following research questions guided the study: 

1. In examining career fire service organizations in which work place wellness 

programs have been implemented, what types of barriers, if any, were 

overcome in the implementation of those programs? 

2. In examining career fire service organizations in which workplace wellness 

programs have not been implemented or have not effectively implemented or 

maintained workplace wellness programs, what types of barriers, if any, 

remain in implementing or maintaining these programs? 

Presentation of the Findings 

 Interviews were planned and scheduled with 22 fire service leaders, using the 

semistructured interview format included as Appendix A. After 18 interviews had been 
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completed, I determined data saturation had been achieved because no new information 

was being collected and further data collection was halted.  

 Across the eight departments surveyed, all 18 respondents were men. The average 

age of the respondent was 47.5, although two chose not to provide their age. The 

department sizes ranged from quite small, with 32 members, to midsized/large with 306 

members. The departments were situated in various regions of the United States, 

including New England, the Middle Atlantic, the South Atlantic, the Midwest, and the 

Pacific Northwest. All departments employ their firefighters full time, although one 

department also is supplemented by volunteers. In that department, a large county-wide 

system, the wellness program discussed in the study is offered only to the career 

firefighters, not to the volunteer firefighters.  

 Of the eight departments whose leaders I interviewed, three departments do not 

have a current formal wellness program in place. Five departments do have some element 

of a formal wellness program in place. Information regarding the wellness programs was 

obtained via interviews with leaders of these eight departments. The wellness programs 

in place range from the least formal, which involves an annual financial incentive 

available to employees who participate in a voluntary physical agility test annually, 

through the most formal, which involves annual meetings with PFTs and regular 

mandatory on-duty workout sessions. Table 2 highlights the wellness programs adopted 

by the departments studied in this project.  
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Table 2.  
 
Adoption of Wellness Programs by Studied Fire Departments  

Fire 
Dept. Region and Size  

Leaders 
Inter-
viewed  

Wellness 
Program 
Adopted Description 

Mandatory 
Program 
Participation 

A Middle Atlantic, 
midsized 

3 No Not applicable Not applicable 

B Midwest, 
midsized 

3 No Not applicable Not applicable 

C Middle Atlantic, 
small 

2 No Not applicable Not applicable 

D South Atlantic, 
midsized 

2 Yes Annual physicals for 
firefighters, 1 hr. for 
physical fitness per worked 
shift (fitness equipment in 
stations), annual review 
with peer fitness trainer 

Physicals and 
daily fitness are 
mandated, 
annual review is 
not mandatory 

E New England, 
small/midsized 

1 Yes Health screenings including 
visit with educator for diet 
and exercise, annual aerobic 
capacity testing, 1 hr. per 
day for physical fitness 
during weekdays with 
fitness equipment in stations 

No 

F New England, 
small 

3 Yes Annual health 
screenings/physical exam, 
nutritional counseling, 
employee assistance 
program, peer fitness 
training, fitness equipment 
in stations, improved safety 
equipment on rigs for calls 
(safer lifting equipment, 
hydraulic stretchers, etc) 

No 

G Midwest, 
small/midsized 

2 Yes Annual physical agility test 
with financial incentive 
(non-mandatory), fitness 
equipment in stations 

No 

H Pacific 
Northwest, 
midsized/large 

2 Yes Annual health screenings, 
physical fitness programs at 
a central training facility, 
fitness equipment in stations 

No 
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As shown in Table 2, there is great variation in both the options chosen by 

departments for wellness programs, as well as how the programs are implemented and 

whether or not participation in these programs is mandatory. All of the programs 

discussed with leaders were nonpunitive programs. No punishment could come from 

participating in one of the wellness initiatives, including the one mandatory program.  

For example, if a participant in a nonpunitive wellness program has a negative health 

finding upon a wellness program health screening, the firefighter would not receive a 

punishment or ‘not fit for duty’ finding through their employer. The employer would 

provide counseling through the wellness program and appropriate physician referral if 

needed. Four of the five departments with wellness programs opted for a physical exam 

or health screening of some type. All five departments with wellness programs offer 

fitness/exercise equipment in their stations, as do the three departments that do not 

currently have formal wellness programs. One department described having a central 

training facility available to all firefighters in the organization, which includes an 

enhanced set of fitness equipment as well as Crossfit-type exercise opportunities. Four of 

the five departments provide some type of fitness and/or nutritional evaluations or 

courses to guide firefighters in the correct direction to meet their fitness and dietary 

goals.  

During the interview process, I asked participants what element they believed was 

most important in a workplace wellness program. Many of the leaders were unable to 

decide. The leaders mentioned physical fitness, complete health screenings, mental 

health, nutrition, and wellness outreach, but one third of the interviewees simply stated 

the need for a comprehensive wellness program. Four of the five departments with active 
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wellness programs built their programs with assistance from experts such as the IAFF 

WFI or NFPA. These leaders specifically stated that their programs produced positive 

results.  

 I used Quirkos Version 1.4.0 software to assist in assigning codes to the interview 

transcripts and conducted a second manual review using printed transcripts. After I 

completed the coding, categorization, and thematic analysis, four main themes emerged. 

These main themes were programmatic buy-in, financial matters, leadership support, and 

labor management. The main themes and subthemes are detailed on the thematic map 

shown in Figure 1.  

 
Figure 1. Thematic map of study themes and subthemes.  
  

Each of the themes and subthemes are discussed individually, supplemented with 

specific commentary from the fire service leaders involved in the study. 
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Buy-In 

 The main theme of programmatic buy-in was predominant throughout the 

interviewing process. Every interviewee mentioned buy-in, with 65 buy-in phrases coded 

over the 18 interviews. The leaders spoke of many situations involving buy-in, from the 

initial development of the program, to the implementation phases, through the ongoing 

maintenance and day-to-day participation. In these situations, various levels of buy-in 

were either a barrier or were positive and vital to the success of the program. Buy-in was 

described both positively and negatively, creating two general subthemes. From a 

positive perspective, the leaders interviewed described situations in which many 

firefighters fully embraced a change in culture, or employee engagement was high 

relative to the workplace wellness program. In the negative light, many interviewees 

discussed situations in which firefighters were trepidatious of buying into wellness 

programs. The firefighters expressed fear of their health information might not be kept 

confidential, or they might lose their job due to the health information. General apathy 

toward wellness was described in some situations, which adversely affected program 

success.  

Positive aspects of buy-in. In the subtheme of positive buy-in, leaders described 

situations in which a culture shift occurred in the fire stations. The culture shift resulted 

in exercise not only being encouraged in stations, but also being expected. Despite the 

lack of a formal wellness program, one leader, Participant B02, described the culture of 

wellness and fitness in the department: 

I don’t know if it’s a generational change or just through peer pressure, we have 

good participation as far as people being physically fit and physically active while 
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they’re on duty. I’d say probably upwards of 90% work out while they’re actually 

on duty. (Participant B02) 

In discussing an original wellness plan implementation with one leader from an 

organization with an active program, Participant F01 stated that culture was one barrier 

that had been overcome: 

[We overcame] the culture within the firehouse. Like I said, it just really wasn’t 

widely practiced within many of the firehouses. We weren’t doing a very good 

job of taking care of ourselves. Many of us were overweight. We’re unfit. Some 

of us had ongoing stress issues. There was probably alcohol-related or drug use in 

various firehouses throughout the area. We just didn’t do a very good job. Other 

programs have been put in place now to help us to do that. (Participant F01) 

Another element of the subtheme of positive buy-in was employee engagement. 

Leaders were clear that employees at all levels must be engaged in the process, from 

development through implementation. Two leaders spoke about programs that had begun 

as grassroots programs were potentially more effective than those that were simply 

recommended by leadership. One leader from an organization without a current wellness 

program stated, 

You can make all the policies you want or the chief could say, “Hey, I want to do 

this,” but you still need to get willing participants to participate. You need to get 

them to enjoy it and see the benefits for them to continue. (Participant C01) 

Negative aspects of buy-in. The negative aspects of buy-in, or a lack of buy-in, 

were as prevalent as the positive aspects of buy-in reported in the interviews. This lack of 

buy-in was represented in three main concepts in the interviews: through confidentiality 
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concerns, fear of job loss, and lack of interest or apathy toward the programs or wellness. 

Leaders stated that some firefighters feel threatened by wellness programs. In general, the 

leaders believed that some firefighters are fearful that the information obtained through 

the health screening components of the programs could be used against them. The 

requirements of what constitutes “fit for duty” from a healthcare perspective vary by 

department policy, but recommendations are made through NFPA 1582 (NFPA, 2013). 

When asked about the greatest barrier to implementation of a workplace wellness 

program, one leader responded, “I would say the rank-and-file misunderstanding what it 

is and feeling threatened by it” (Participant B01). 

A leader from a fire department with a successful program shared some of the 

barriers that programs may encounter with regard to these negative aspects of buy-in: 

We haven’t had a whole lot of issue with it, but I know some places do struggle 

with their own memberships and people maybe not wanting the health stuff to. . . . 

There’s a suspicion involved when you go to get these significant health tests 

done by the department. There’s a lot of, people really want to make sure that it’s 

going to be confidential, that it’s not going to result in a job loss, that they’re not 

going to find some little thing and all of a sudden use it to get rid of you. You 

really have to make sure that the safeties are in place in the beginning to make 

sure that a lot of this stuff is protected and confidential. That allows guys to be 

more willing to jump onboard . . . they want to make sure that their information is 

going to be used as a benefit to everybody and to keep them healthy, versus just a 

way to get rid of them. (Participant F03) 
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Lack of interest or apathy by department members is also a barrier to buy-in, 

discussed by the leadership interviewed. Some spoke of the many years of tradition in the 

fire department, which is difficult to overcome at times. One leader spoke about a lack of 

buy-in to health and wellness in general: 

Again, I think a part of it is that the people don’t want to buy into it. I will say 

about our department especially <deleted to protect confidentiality> Fire 

Department people’s mindset is so infringed [sic] in the past, and they refuse to 

move forward. New ideas, new trends, the whole traditional thing in the fire 

service, <deleted to protect confidentiality> got to be the worst departments that 

I’ve ever seen that in. (Participant A02) 

Another leader offered similar commentary about lack of interest: 

I think the worst thing any employer can do is come up with some type of health 

program or wellness and think that what they’ve done is nice and none of their 

employees are interested in any of the aspects of it. (Participant D01) 

The theme of buy-in and its positive or negative subtheme represented the largest 

component of discussion from the leaders interviewed in this study.  

Financial Matters 

 Matters of a financial focus were also noted by a number of the leaders 

interviewed. The financial matters fall into two main subthemes: appropriate funding for 

workplace wellness programs, and the savings these wellness programs can bring. 

Overall, the financial issues were mentioned with the second most frequency of all 

phrases, with 55 phrases coded across the 18 interviews. Leaders spoke generally about 

money as a barrier, but also the importance of demonstrating the overall financial impact 

of workplace wellness programs on fire service organizations. 
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 Appropriate funding. Thirteen of 18 leaders interviewed reported their belief 

that one of the major barriers to implementation of programs is the lack of appropriate 

funding for implementation, program maintenance, or incentives. This concern was 

especially evident when discussing the matter with leaders of departments that have not 

implemented a program. Most of these leaders cited the issue of budget or lack of money 

as a major concern or barrier. Participant A03, representing a department without a 

current workplace wellness program, was likely the most direct when answering my 

question about barriers to implementation in his organization. He said, “Money, money, 

money.” Another leader from a department with an active program answered my question 

about barriers by stating, “Funding is always one, Number 1. Funding, trying to find the 

money. It always seems to be a barrier, especially initially early on” (Participant F01).  

 Outside of the overall funding for a program, participants voiced concerns about 

funding for program maintenance. Leaders at four of the eight departments commented 

on the fitness equipment purchased for their staff, either as part of a formal wellness 

program or simply to offer an opportunity for exercise during work hours. Equipment 

was purchased, but requires maintenance and upkeep. Participant E01 spoke about the 

need to refresh fitness equipment in the stations sooner as it gets worn quickly, but from a 

budget perspective, prompt replacement is not an option. Another leader remarked about 

similar issues, “Just finding enough capital to provide the needed machines and items that 

we have is a little bit of a battle, in the cash-strapped environment that we all live and 

work in now” (Participant F03).  

 Leaders in seven out of the eight departments spoke about the need for financial 

incentives to get members involved in workplace wellness programs. Several of those 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

78 

departments with active programs already offer financial and other incentives (such as 

extra paid time off) for involvement. Those that do not offer them or do not have active 

programs commented in interviews that financial incentives were an option to increase 

buy-in. Leaders from three of the five departments with active programs mentioned they 

offer other types of savings incentives as an option, such as a discount on the firefighters’ 

health insurance premiums. A leader in an organization without an active program spoke 

about incentives being important to a successful implementation in that organization: 

[The wellness program] would have to be mandatory and probably even 

incentive-based would probably be something to get it implemented and get the 

most out of it. We shouldn’t have to be incentive-based but that’s what everybody 

here is, won’t do anything work-related unless you get paid for it. (Participant 

C01) 

One leader spoke specifically about the incentive program offered by the 

department, and how the incentive program was altered recently to maximize 

participation in implementing a health screening process. The program previously 

consisted of a simple physical agility test, for which participants received a financial 

incentive. If a firefighter passed the agility test, the firefighter received a financial 

reward. The leader explained that the department had allocated the same amount of 

funding and managed to give the firefighter a financial reward for successfully 

completing the physical agility test, as well as set aside a portion of that funding to 

conduct medical screening exams to benefit firefighter wellness. Although the firefighters 

receive a smaller cash award, the incentive is the added medical screening, which is also 

a benefit to the firefighter: 
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Another barrier could be money, although in our case, what we’ve been able to do 

to get it going this far is, in the past, when the firefighters would do that physical 

agility exam, they would get $600 at the highest level that they all scored at. So in 

the negotiations with the union, during contract negotiations, we were able to take 

that $600 and cut it back to $350. And then the discussion, the argument, was that 

other $250 would go toward paying for the medical evaluations for everybody, 

because the union recognizes that it’s a good thing to get medical evaluations 

every year. (Participant G01) 

The problem with financial incentives, which all of the participants mentioned, is 

overall funding. Funding is not available for programs overall, so funding is not always 

available for incentives. Leaders’ comments in the interviews revealed the departments 

often sought external grant funding to supplement internal budgets to purchase fitness 

equipment or start their wellness programs. Of the eight organizations included in the 

study, six received grant funding to purchase fitness equipment or start their wellness 

program. Two of those organizations do not have current active wellness programs, but 

offer fitness equipment in their stations for firefighters to use if they choose to do so. 

According to the leaders interviewed in this study, grants ranged from $57,000 to 

$500,000. One leader addressed the matter of funding as a barrier to implementation of 

the wellness program in his department as follows: “Well, it wouldn’t have happened if 

we didn’t win the grant. The biggest barrier, obviously, is finances, and convincing the 

town that this money would be of service and it’s going to serve you well” (Participant 

F02). Many of the leaders of organizations I interviewed seek grant funding for their 
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programs, and lack of grant funding can be a barrier, either when the grant ends or if it is 

not sought or obtained. 

Financial savings. Another subtheme of the financial area involves the financial 

impact a wellness program can have on an organization. Some organization leaders 

mentioned ways in which they sought to quantify the impact of potential programs. 

Others discussed the financial impact their programs have had on the department. One 

leader in an organization without an active program stated, 

Mostly these things boil down to money. Come up with some way to tell if we 

would save X number of dollars by doing this, this, and this. Nobody wants a 

firefighter to get hurt, injured, be off for 6 months. Less [sic] firemen, more time 

costs. Personnel, the city council, the politicians. Seems like a good program. 

(Participant A01) 

Another leader from an organization with an active program shared information 

about a significant decrease in injured-on-duty wages, which is defined as pay a 

firefighter receives when not working and being paid a regular salary because of an on-

duty injury. Participant F02 said his department realized a decrease of $300,000 in 

injured-on-duty wages for a span of 5 years after implementation of this program. 

Participant F03 also noted the decrease: 

We even got a couple internal awards from our insurance company because we 

had such a drastic reduction in on-duty injuries, which not only keeps us all here 

and functioning well, but saves a significant chunk of money for the department 

and the town as well. (Participant F03) 
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Four out of the five leaders with wellness programs reported that injuries and 

worker’s compensation costs decreased, as have on-duty-injury wages. These cost 

avoidances can help to support leaders’ arguments for additional funding for a workplace 

wellness program. Over time, these cost avoidances could obviate the need for grant 

funding.  

Leadership Support 

 Support from leadership, especially chief officers, was another barrier to wellness 

program implementation frequently reported by the leaders I interviewed. The theme of 

leadership support was coded 33 times in the 18 interviews, mentioned by 72% (13) of 

the leaders. The theme of leadership support was categorized into two main subthemes: 

general administrative support, and leading by example.  

General administrative support. Feedback from the leaders I interviewed in this 

study indicated that their organizations frequently called upon high-level leadership for 

support and leaders had high expectations for general administrative support for their 

programs. Lack of this general administrative support was considered a barrier, and 

positive administrative support is an advantage. Positive administrative support reported 

by leaders included being highly supportive of a wellness/fitness culture, fighting for the 

program at budget time, and helping to publicize the good work and benefits of the 

program for the community and external stakeholders. Participant D02 stated: 

We are lucky, our department’s lucky. We got support from Day 1 and, just a 

quick recap, I knew the chief of the department, he knew me, and ultimately our 

chief of the department believed in the program, supported it 100%, and was able 

to convince the whole department. (Participant D02) 
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Another leader mentioned other top leadership administrative activities that are 

important to the program to enable the program to remain active: 

Then you have to help to continue to justify it as well. Take the numbers that 

you’ve gathered and the evidence for it, and continue to support it in your budget 

when you go to your workshops. Work with human resources, insurance 

companies . . . I think your leader at the top needs to help do that. I think those are 

some of the things. (Participant F01) 

An additional important type of support noted by participants is leadership 

support in union negotiations. Labor management, another main theme of the study 

discussed later in this chapter, is also important to implementing and maintaining a 

wellness program. Study participants spoke about the need for labor and leadership to 

work together. In response to my question about whether an interviewee had any other 

thoughts about wellness programs or barriers, one participating leader said, “Well, we 

didn’t actually say the word, but it’s union and management has to come together, 

period” (Participant F02).  

Some leaders in the study whose departments have successful wellness programs 

spoke about working side by side with the labor union to move their plans forward. Two 

participants whose departments do not have a successful wellness program commented 

on the lack of support and communication between the labor and fire administration 

factions. Support from leadership to deal with labor management is an important part of 

any wellness program. General administrative support from leadership can be a barrier 

when that support is missing, and is a great benefit to programs when it is present.  
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Leading by example. Many of the leaders interviewed in this study stressed the 

importance of leading by example for the success of workplace wellness programs. Of 

the 18 leaders interviewed, 11, or 61%, specifically mentioned leading by example as 

important to overcoming barriers, encouraging buy-in from staff, or simply setting a 

specific tone from the highest ranks of leadership that a certain level of participation was 

expected. It was clear from the interviewees that fire department leaders need to not only 

provide guidance and leadership on the workplace wellness program, but also need to 

participate in the program. Participant B03 shared his thoughts on leading by example: 

I’m not gonna have administrators sit around and be set in a 40-hour work week 

and be overweight and demand that guys who work 24-hour shifts have to meet a 

certain fitness standard when they’re not as well. I would say, “If we do it, it’s 

everybody.” It’s top down, bottom up for sure. (Participant B03) 

Participant B02 expressed concerns similar to those Participant B03 shared, 

stating it was important that nothing was asked of firefighters that the leaders would not 

do or were not actively doing themselves. Participant D01 echoed a parallel sentiment: 

I would definitely say in the wellness and fitness program, probably the best thing 

is [to] lead by example. I think if the employees see the [leaders] . . . because 

typically, they think of the people in the office. . . . “That’s all they do is sit 

around the office all day, but they’re expecting us to do all this throughout the day 

while we’re on shift.” I think if you’re leading by example out there where they 

see you, maybe in the gyms, or seen where you’re eating healthier and things like 

that, or you’re making sure that they’re aware of what’s going on, they feel like 
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you’re kind of one of them, so to speak, where you’re going through the same 

things that they’re going through. (Participant D01) 

 Participant F01 is a leader in a fire department that has a formal wellness 

program. He mentioned the importance of leading by example, saying,  

Number 1, I think you have to set an example. You just can’t tell them, “This is 

what you need to do.” I would suggest that you go out there and actually do it 

with them. I’m involved in the program myself. I’ve been involved with some of 

the events they’ve had. I use the equipment. (Participant F01) 

Statements of this nature were made repeatedly through the interviews. They 

convey the importance of leadership not only showing support from a general 

perspective, as reflected in the subtheme of general administrative support, but also by 

being active and involved in the workplace wellness program themselves. 

Labor Management  

 Leaders from all of the departments interviewed operate in a unionized 

environment. Each department and the vast majority of the firefighters in those 

departments are represented by their Local of the IAFF. Although only 19 phrases across 

the 18 interviews were coded regarding labor management, one half of the participants 

(nine out of 18) mentioned labor either in a positive or negative way. Mentions of labor 

resulted in the creation of two subthemes within labor management. There was a positive 

aspect of labor in terms of representing leaders who spoke about unions and union 

leadership that favored wellness programs and were involved in promoting wellness 

programs. The negative subtheme reflected discussions about union disagreements or 

impediments toward effective wellness programs in the workplace.  
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Positive aspects of labor management. Labor management can be an important 

element in the implementation of workplace wellness programs, as reported by the 

participants in the study. In some instances, leadership in the labor union take a positive 

stance toward the program. For example, Participant A03, who is involved in union 

leadership at his organization, shared information about his experience with union 

negotiations with their city leadership: 

We put on the table different forms of wellness programs, but because there are 

dollars associated with it, and the general thinking of the city’s administration and 

the personnel director’s side anyways is that our job is physical. We should 

realize that as firefighters, we should be doing what we need to do [to stay] in 

shape. Hence, we’re <the city> not willing to give up anything—any sort of 

incentive—assistance with money to create a program, because you should be 

doing that on your own. (Participant A03) 

Although this stance reveals a positive approach toward the program by labor 

management in an attempt to get funding for the wellness program for the department, 

Participant A03’s program is facing other barriers in implementation, such as buy-in 

throughout the organization and financial support. The participant reported a positive 

relationship with the city management in general, but the city simply chose not to support 

the fire department and the union in this endeavor. The positive approach by labor 

management is however an important first step for overall support from the membership 

and progressing toward financial support of the program, be it through internal or 

external funding sources.  
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 Buy-in was discussed earlier in this chapter, but having union leadership support 

the wellness program is also vital. Study participants spoke about the need to involve 

union leadership from early in the process to obtain and retain their support. Participant 

F03, a leader whose department has a current active wellness program, stated, 

It’s obviously really important that the union’s on board with it. You can 

definitely fashion these programs in a way that they don’t conflict with any union 

ideals. We are a unionized fire department. I’m actually on the union executive 

board. In a couple years that I’ve done that, I can tell you it’s never really come 

up as an issue. It’s never been something we’ve had to deal with. It can be done, 

but I think getting them on board and making sure that you’re not conflicting with 

any of those parts of the job is extremely important. (Participant F03) 

The union and its leadership can be positive allies for workplace wellness 

programs in the fire service, when managed appropriately.  

Negative aspects of labor management. In some instances, participants reported 

that unions chose not to support the workplace wellness programs and were barriers to 

program implementation. From information provided by the leaders, it seems that some 

of their union locals echoed the fears reflected in the buy-in theme, such as lack of 

confidentiality and fear of job loss. Union leadership has the ability to stop these plans 

from moving forward from proposals to implementation. Participant B02 is a leader from 

a department that currently does not have a formal workplace wellness program. 

Speaking of the relationship between fire administration and the union he said, “The 

barrier will always be that labor management struggle.”  
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 Historically, the role of the union has been to provide collective bargaining 

support on behalf of union membership (Hagedorn, Paras, Greenwich, & Hagopian, 

2016). Labor unions have also been known to provide support to health, wellness, and 

safety activities on behalf of their constituents (Hagedorn et al., 2016). There was a lack 

of reported support in several of the departments whose leaders participated in this study. 

As a result of lack of union leadership support, a barrier to program implementation or 

program maintenance remains in place in these departments. Some participants reported 

unions providing resistance to discussion of health and wellness activities in collective 

bargaining. One leader in this study called the union leaders “blockheads.” Participant 

G01 described the situation in this way: 

The other impediment is the union, because while they want good firefighters, 

they don’t want anybody to lose their job, no matter how unfit they may be. The 

union is always worried about someone receiving punishment. If they didn’t pass 

the agility test, but if it was a mandatory physical agility test, if they didn’t pass it, 

what would happen to them? If something popped up in their medical evaluation 

that we found out about, what would happen to them? And those are good valid 

concerns, but they’re not unworkable. But so far, our union has been pretty 

resistant to any real discussion on how we can make the whole wellness better. 

(Participant G01) 

In some instances, lack of labor support results in lack of funding. When I asked 

Participant F01 about barriers with implementation or maintenance of the current 

workplace wellness program in his department, he reported, “Labor, initially labor was an 

issue. . . . The union didn’t want to purchase any of the equipment.” As leaders in the 
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study referred to, union support—particularly financial support—is vital for obtaining 

equipment or moving the wellness program forward.  

 Topics related to labor management were not raised as often as some of the others 

previously discussed, but there were numerous mentions. Labor management can either 

serve as a barrier to implementation, or can assist departments by ensuring barriers are 

overcome with membership.  

Analysis and Synthesis of Findings 

 In my discussions with these 18 fire service leaders, it became quickly apparent 

that most departments struggle with similar issues and face comparable burdens. There 

are multiple propriety programs available for fire service specific workplace wellness 

programs, or a department has the ability to develop their own if they choose. In 

discussion with the leaders in this study, I noticed the departments appeared to follow no 

specific standard. They are simply working within their own budgetary constraints, as 

well as the abilities and interests of their staff. Leadership from each department in the 

study shared that their goal would be to offer as much as possible in a workplace wellness 

program to make a positive impact on the firefighter’s health and wellness, be it through 

screenings, fitness options, nutrition services, mental health services, or other options 

most important to their organization. Many of the department leaders in this study stated 

they are doing as much as they can and are quantifying their achievements through 

decreased insurance costs and improved wellness overall.  

The two research questions for this study revolved around barriers to 

implementation and depended on whether the department has implemented a program or 

not. The main finding relative to these research questions is that there is no definitive 
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difference between the barriers noted by leaders of organizations that have implemented a 

workplace wellness program and those whose departments have not. Answers to 

questions across the continuum were generally similar.  

 The main barriers to both implementation success and maintenance success were 

implicit in the four themes revealed through thematic analysis: buy-in, financial matters, 

leadership support, and labor management. Of these barriers, the most critical barrier 

seemed to be buy-in, or a lack of buy-in from the staff of the organization. Contributing 

to the lack of buy-in were a fear of job loss, fear of confidential information being 

divulged, and overall lack of interest in the program. Leaders of those organizations with 

solid buy-in reported a culture shift in their organization. Staff was ready for change and 

was accepting of the innovations.  

 Financial matters were both a major barrier and a motivator. Lack of funding for 

workplace wellness programs is a major obstacle for departments trying to launch a 

program or to maintain operation. Many departments seek external grant funding to 

support their workplace wellness program, but at least one department represented in the 

study did not use the grant funding wisely and thus did not effectively implement a 

workplace wellness program. Finances can be used as a motivator to break down barriers 

when departments offer incentives to encourage firefighters to get involved in the 

wellness program, perform in fitness testing, or reach a certain goal in health screenings. 

Finances can break down barriers for leadership when chief officers and union leaders are 

able to show municipalities the positive financial impacts of wellness programs, such as 

reductions in worker’s compensation costs and health insurance costs. Quantifiable proof 
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of reductions in costs can help leadership to obtain additional funding for their workplace 

wellness programs.  

 Leadership is crucial to breaking down barriers to implementation of the 

workplace wellness program. They must offer support in many ways. Leaders must 

support the program from an administrative perspective by making policy and procedure 

and working with other administrators to achieve positive results. They also must be 

supportive by actively and visibly participating in the program. Many participants in the 

study mentioned that firefighters do not buy into a program if the “white shirts” do not 

participate, making reference to the color of uniform shirt that officers of the fire 

department wear. Leading by example will be essential to breaking down many of the 

cultural barriers common in the hierarchical domain of the firehouse.  

 Labor management can also be a barrier to effective implementation. If the union 

does not support the program, the program will not move forward. In contrast, if the 

union is supportive, then union leaders can assist in breaking down barriers and moving 

the program forward. Labor union leadership and fire department leadership need to work 

together on implementation and breaking down barriers for workplace wellness programs 

to be implemented and maintained effectively.  

 These four main themes were found throughout the data, and typically must be 

managed successfully for an effective implementation. In Chapter 5, I discuss best 

practices on how to manage some of these barriers to work toward effective workplace 

wellness program implementation.  
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Summary 

In this chapter, I examined barriers to workplace wellness programs in the fire 

service, uncovering four main themes: buy-in, financial matters, leadership support, and 

labor management. These themes can be used to inform best practices to enhance 

effectiveness of workplace wellness program implementation and maintenance. 
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CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

 This study was developed to inform the issues regarding barriers to 

implementation of workplace wellness programs in the career fire service. Many 

firefighters experience less than optimal wellness levels (Storer et al., 2014). This level of 

wellness, in conjunction with various occupational hazards has resulted in a high risk for 

lifestyle-related chronic illnesses and a high number of line-of-duty deaths associated 

with these illnesses (Fahy, 2005; Storer et al., 2014). Although research has proven the 

effectiveness of workplace wellness programs in increasing health and wellness in the 

fire service setting, the implementation rate for workplace wellness programs across the 

country is only approximately 30% (Storer et al., 2014). In this research, I explored 

barriers to implementation of workplace wellness programs with the objective of 

encouraging a higher level of implementation across fire departments nationwide.  

 In this chapter, I propose best practices for implementation of workplace wellness 

programs to overcome the barriers identified in this research study. The potential effects 

of implementation of these best practices are detailed, as well as the practical 

implications of those best practices and implications for future research and leadership 

theory/practice.  

Purpose of the Study 

The purpose of this exploratory qualitative study was to examine barriers to 

implementation of workplace wellness programs at small to midsized/large career fire 

service organizations in the United States. 
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Aim of the Study 

The aim of this study was to develop a set of best practice recommendations for 

fire service organizations to implement effective, sustainable workplace wellness 

programs. Identification of the current barriers to implementation of wellness programs 

and a determination of effective strategies to overcome them via an exploratory 

qualitative research study informed this aim. 

Evidence-Based Best Practice Solutions 

 Workplace wellness programs are effective for organizations, but best practice 

solutions are needed to overcome barriers to implementation of these programs 

(Schoenman, 2011; Storer et al., 2014). Identified best practices relate to workplace 

wellness program buy-in, financial matters, leadership support, and labor management. 

Figure 2 represents the best practice themes discussed in this chapter.  

 
Figure 2. Best practice solutions for workplace wellness programs in career fire service 
organizations. 
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Each fire service organization is different, and programs must be assessed and 

developed based on the needs of members in that organization. This was demonstrated by 

the effectiveness of the programs of the studied departments, yet they all operated vastly 

different programs. There is not a single approach that will work for all organizations. 

However, this set of best practices will provide leaders of an organization with a starting 

point for managing some of the most onerous barriers faced in the implementation 

process.  

The first step that must be taken is the decision for a fire department to undertake 

a wellness program. This could come from various levels in the organization. Department 

A has had union leadership suggesting movement toward attempted wellness program 

implementation. Department C has had a lieutenant making wellness programs an 

important point of discussion. It can be a grassroots effort as discussed in the Buy-In 

section below. Departments can make a conscious effort to change, either at the 

grassroots level or the leadership level. The crucial point is that the staff involved need to 

be engaged and passionate about moving the program forward and overcoming any 

barriers encountered. The best practices detailed below should assist in that process. 

Best Practices in Fire Service Workplace Wellness Programs 

The first best practice and the initial step leaders of an organization should take in 

the development of a workplace wellness program is to put together a team and develop a 

work plan. To maintain program longevity, there must be a plan in place, and the plan 

should be developed before the program has been implemented. Throughout this 

discussion of best practices, I focus individually on various items such as program buy-

in, financial matters, leadership, and labor management. None of these topics can be 

addressed independently, and an overall project plan should be developed to tackle how 
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the organization plans to proceed in each area of the program. A wellness coordinator 

should be appointed to assist in the overall management of the project planning, and a 

mission and vision for the program should be developed. This wellness coordinator can 

be anyone from the organization, although in departments studied it was often an officer, 

which may be required to have the authority to enforce policy. As with the programs 

themselves, each department’s structure is different, so this position may vary by 

department. The most important characteristic of the wellness coordinator is that he or 

she is engaged and enthusiastic about the wellness program. This person would serve as a 

project manager for the overall project during development and implementation, and help 

to develop the wellness team. This team should represent all levels of the organization. 

Rank and file firefighters, officers, union officials, and even representatives of any 

affiliated health care resources such as occupational medicine are recommended. Also, 

having a clear mission and vision for the program will help to give the program a 

definitive direction. This will continue to move the program forward and assist in 

continuing implementation. 

A lack of strategic program planning could undermine the effort, as noted in the 

following example from Department A. Applying for and receiving grant funding was 

their first action, but they were ill prepared to move beyond the grant award. The 

department had no plan for a sustainable wellness program outside of the initial funding 

source. Participant A03 shared information about his experience: 

It was a 1-year thing. The only thing that stayed was—that stayed around—was 

the gym equipment. That physical was done one time. That program was 

suggested and then the lady walked away. It was up to me to continue on a daily 
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basis doing what I should be doing. No follow-up, no supervision, no nothing like 

that. One-time thing. Like I said, they left gym equipment, probably a $500—I 

don’t know, probably a $400,000 or $500,000 grant. Most of it was the gym 

equipment. The physicals were pretty expensive. The time for the physical 

therapist—one less person to come in, evaluate, probably small, probably a small 

part of it. (Participant A03) 

Department A received a sizable grant, but had no program outside of an initial 

physical evaluation and fitness equipment, with no plan for sustainability. Having a solid 

strategic plan for future viability in conjunction with your funding is essential for 

successful implementation. Funding on its own will not purchase buy-in, leadership 

support, or union support. Funding a program will not purchase continued involvement 

by staff.    

The five important items Mattke et al. (2013, p. 95) suggested focusing on for 

strategic planning are “effective communication strategies, opportunities for employees 

to engage, leadership engaged at all levels, use of existing resources and relationships, 

and continuous evaluation.” This set of elements was echoed by many of the leaders who 

participated in this study. A sample outline project plan is included in Appendix D. The 

plan must be personalized to reflect organizational needs.  

Also important in the initial phases of plan development is the choice of the 

workplace wellness program plan itself. The goal of any program is to create a higher 

level of wellness for firefighters. In Chapter 2, I discussed how well firefighters show 

improvements in weight, prevalence of injury, and behavioral health treatment contacts, 

including substance abuse/smoking cessation (Poston et al., 2013). Progress toward 
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wellness goals may vary based on the firefighter, but the key is continuing to make 

forward progress toward those goals. In Chapter 4 I discussed that four of the five active 

workplace wellness programs involved in the study are based on noted established 

programs such as IAFF or NFPA. These programs are reported to be yielding positive 

results for those organizations. Based on participants’ comments, I recommend that 

department leadership, when developing a new workplace wellness initiative, should seek 

to follow a well-established program with proven effectiveness. The IAFF WFI program 

is one such program, developed by the IAFF in conjunction with 10 large fire 

departments across the United States (IAFF, n.d.-b). This program, a nonpunitive and 

holistic approach to wellness, takes into account all of the elements that leaders in this 

study said they sought in a wellness program, and also addresses many of the barriers that 

were discussed in Chapter 4, if implemented effectively.  

The IAFF WFI (n.d.-b) is a proprietary program, available to fire departments that 

operate with IAFF union firefighters. This program also involves the work of PFTs. PFTs 

are specially trained firefighters who obtain certification within their department to work 

with their peers in the implementation of the wellness program, improving the wellness 

and fitness level of the department membership. These firefighters go through specific 

training to gain expertise in the field of wellness and fitness specific to the fire service 

(IAFF, n.d.-c). PFTs are capable of assisting with wellness programs and development of 

fitness protocols for their peers, among other tasks related to the IAFF WFI (IAFF, n.d.-

c). The training courses, including the certification exam, are held at various departments 

across the country at the cost of approximately $1,000 per firefighter plus travel expenses 

(IAFF, n.d.-c). 
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 The standards of NFPA 1582 (NFPA, 2013), in conjunction with NFPA 1583 

(NFPA, 2015), would likely be perceived as the gold standard in workplace wellness for 

fire service organizations. However, as noted by leaders from Department G, these 

standards may also be perceived as prohibitively costly because of the stringent 

requirements for health examinations. The “essential job tasks” requirement of NFPA 

1582 is often a point of contention between union leadership and fire administration. 

Participant G01 said, “The other impediment is the union, because while they want good 

firefighters, they don’t want anybody to lose their job, no matter how unfit they may be.” 

A level of fitness, or lack thereof, to complete certain essential job tasks as evaluated by 

the fire department physician could place a firefighter in a position of restricted duty or 

have a firefighter noted as unfit for duty, depending on the firefighter’s current health 

(NFPA, 2013). Given the cost and potential restrictions, NFPA 1582 and NFPA 1583 

standards, although providing a high level of protection and wellness for firefighters, are 

not always the best option for departments.  

 The IAFF WFI (n.d.-b) can provide a more manageable option for departments 

that are affiliated with IAFF. Plan resources are available online for participating 

departments (IAFF, n.d.-b). There are costs, such as those associated with PFT courses 

and health evaluations (IAFF, n.d.-b, n.d.-c), but these programs are recommended to be 

optional/voluntary rather than mandatory, and nonpunitive. As such, issues related to the 

fitness for duty evaluations of NFPA 1582 (NPFA, 2013) might be more easily 

overcome.  

Also important to note with regard to program choice are any requirements for 

accreditation or external granting that an organization may be seeking. Accrediting 
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agencies such as the Commission on Fire Accreditation International or external granting 

agencies such as the Department of Homeland Security may require that departments 

meet certain requirements in their wellness programs, such as NFPA or other set 

standards. If these types of accreditations or grant applications are in the future of your 

organization, please be sure to investigate these requirements at the outset of program 

development, to avoid costly changes in the program or plan later on in the process.  

 Beginning with the program planning process and making a choice on the type of 

wellness program plan to follow will put an organization on the right path toward proper 

program development. Best practices in the four major areas of buy-in, finance, 

leadership, and labor management will inform the program planning and development 

process and help organizations attain and maintain an effective program. Also crucial to 

this process is the establishment of someone to manage the process, such as a wellness 

program coordinator. This leadership position can establish the stability for the future of 

the program.  

Best Practices Related to Buy-In Into Workplace Wellness Programs  

The next best practice solution relates to programmatic buy-in into workplace 

wellness programs. Many previous researchers reported on the need for change in the fire 

service (Fahy, 2005; Storer et al., 2014). Poor nutrition and low fitness levels, in 

conjunction with the regular occupational hazards of the work of a firefighter, can yield a 

lethal result (Fahy, 2005; Storer et al., 2014). As described by Participant C01, 

The tones go off louder than hell, you wake up [and] your heart’s going 100 miles 

an hour . . . your resting heart rate or sleeping heart rate is in the 50s, probably, 

and then when the tones go off, it’s in the 150s. That can’t be healthy. (Participant 

C01)  
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Researchers have repeatedly underscored the need to make firefighters healthier 

(Elliot et al., 2007; Mattke et al., 2013) but this change must be preceded by a change in 

the culture of the organization. There must be overall buy-in of workplace wellness 

programs before firefighters make the move to become healthier. There are several ways 

to accomplish this objective as will be detailed further below, but in examining the 

responses of the participants, many barriers still exist to buy-in. The details as provided 

below may be assistive in approaching change and combatting resistance.   

Lewin’s (as cited in Swanson & Creed, 2014) field theory and force field analysis 

may be helpful in preparing personnel in fire departments for acceptance of these new 

innovations. In examining Lewin’s (as cited in Dent & Goldberg, 1999) view of change 

management in successful situations, there are three phases: unfreezing, the adaptation of 

the change itself, and refreezing. Within these stages, there are two forces: a driving or 

enabling force toward the change to occur, and a constraining/restraining force or those 

that are resistant (Lewin, as cited in Swanson & Creed, 2014). Overcoming these 

constraining forces and capitalizing on driving forces are important to implementation of 

a well-received program. As mentioned in Chapter Four, leaders, or in this case wellness 

coordinators, can examine these types of driving or constraining forces to assess the 

situation and develop strategy and action plans to manage the situation. The team can 

brainstorm the situation and assess the strength of each force. For example, strong union 

support, existing exercise equipment in stations, and department chief buy-in are driving 

forces. Firefighters’ fear of lack of confidentiality or job loss and a lack of station officer 

buy-in can be detrimental constraining forces. A leader can look at the forces behind this 
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resistance and use tools such as self-awareness to problem-solve and make decisions 

about how to overcome the resistance (Swanson & Creed, 2014).   

Applying the diffusion of innovation theory (Rogers, 2003) is another way to 

examine resistance and perhaps understand the complex series of actions that need to 

occur to implement an innovation and understand decision making and buy in by leaders 

and constituents. According to this theory, information about the innovation is 

communicated or diffused throughout the system (Rogers, 2003). There is a five step-

process as members of the system learn about the innovation: 

1. knowledge, 

2. persuasion, 

3. decision, 

4. implementation, and 

5. confirmation (Rogers, 2003). 

There are five levels of adopter categories, indicating at what point the target 

population would be willing to try the specific innovation: 1) Innovators, 2) Early 

Adopters, 3) Early Majority, 4) Late Majority, 5) Laggard (Rogers, 2003). Although there 

is no measured data or study regarding how the fire service fares with regard to other 

adopters of innovations, an examination of the percentage adoption of workplace 

wellness programs in their setting as compared to the national data would drive their 

status as a laggard or late majority adopter (Mattke et al., 2013; Rogers, 2003). As noted 

by Rogers (2003), in the work of implementing a workplace wellness program, the 

decisions of others are often intertwined. Reliance of one person’s decision on another 

person is particularly pertinent in the fire service setting, given the team aspect of the 
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work and the common workspace firefighters share during lengthy shifts. Two different 

leaders in the study mentioned the element of peer pressure with regard to participation in 

the workplace wellness programs, noting they use positive peer pressure to encourage 

each other to work out and participate in the programs. Rogers also mentioned the 

importance of opinion leaders and change agents within a social system, noting that both 

agents informally and formally influence various types of change. As discussed in the 

next subsection on leadership buy-in, members and officers could be perceived as 

opinion leaders (more informal) and change agents (more formal) in implementation of 

the wellness program, given their various roles in the department. Creating buy-in often 

involves overcoming resistance. Additional details on best practices in leadership and 

firefighter buy-in as well as program transparency follow. 

Leadership buy-in. Many departments are fortunate to have positive leadership 

staff who support their wellness program. In situations where leadership is not supportive 

or are apathetic, it will be important to determine what leaders’ concerns are and why 

leadership is not supportive. If the concerns are of a financial nature, seek one of the 

financial solutions discussed later in this chapter. If the concerns involve the 

effectiveness of workplace wellness programs, seek other programs or departments in the 

area that have implemented programs, or share the data from studies such as PHLAME 

(Elliot et al., 2011), which help to demonstrate the effectiveness of firefighter health and 

wellness programs. It is important to provide leadership with as much detail on successful 

programs as possible, to encourage buy-in early in the development process. 

Getting leadership buy-in is an important first step to implementation of an 

effective workplace wellness program. Appointing a wellness coordinator to facilitate 
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these efforts is key to completing the tasks efficiently. In the studied departments that had 

wellness coordinators, this participant was typically an officer, but not a chief officer 

(e.g., lieutenant, captain). Be sure the person appointed has time to dedicate to this task, 

as well as an interest seeing the program succeed. 

Firefighter buy-in. As shared by the interviewees, it is important to get the rank-

and-file firefighters involved in the development and implementation of the workplace 

wellness program process. Leaders cannot simply tell firefighters to participate and 

expect the program to be well-received. Firefighter apathy with regard to wellness and 

wellness programs is a significant concern. Putting together a group of interested 

firefighters who can work with leaders to build a program from the top down and bottom 

up will help to overcome several of the constraining forces noted in Lewin’s force field 

analysis (as cited in Swanson & Creed, 2014). Create a grassroots initiative to the 

wellness program and invite everyone who is interested to become involved in 

developing the program. When developing your wellness team, invite all to be involved. 

Creating ownership at all levels will help to break down barriers between leadership and 

staff on these topics, and build a team atmosphere. Firefighters who buy into the program 

can serve as change agents, helping to create diffusion (Rogers, 2013). By involving all 

levels of firefighters in the process, it can help to fight firefighter apathy against wellness 

programs being developed.  

As noted in the PHLAME studies (Elliot et al., 2011), firefighters work well in 

team situations. Camaraderie is high among these groups. The importance of teamwork 

was corroborated in findings from the departments with wellness programs, where 

leaders discussed taking their fitness activities outside of the station to get involved in 
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community events. By getting the staff firefighters involved from the initiation of 

program development, the planning and implementation of these programs builds on this 

natural fire department camaraderie and will help to surmount apathy across the 

organization. This will help grow a stronger program and promote buy-in across the 

department.  

Program transparency. Full transparency of the program, especially during 

initial planning of a program, throughout the department is essential to program success. 

The program recommended by the IAFF WFI (IAFF, n.d.-b) is nonmandatory and 

nonpunitive. A firefighter cannot lose his or her job based on the results of any element 

of the program. It is vitally important that education occur throughout the department 

during early phases of program development. Education must include union leadership, 

so that union leaders are clear on which requirements are set and how the program would 

affect a firefighter’s job if a health abnormality was found.  

Prior studies have shown that there is sometimes fear and suspicion of workplace 

wellness programs in the fire service (Elliot et al., 2011; Winter et al., 2010). Participant 

B01 discussed the threat that some firefighters feel regarding programs, and importance 

of education, “educating the rank-and-file on why it’s a benefit, and give them examples 

of success stories in the fire service.” Educating firefighters on the benefits of a 

workplace wellness program can help to overcome or avert the barriers encountered in 

previous implementation efforts. Obtaining and maintaining buy-in from leadership, 

union leaders, and firefighting staff is imperative to the successful implementation of any 

wellness program. Contacting other departments that have successful programs in place, 

using data from existing workplace wellness studies, creating a grassroots wellness 
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initiative, being transparent, and providing education to staff firefighters along the way 

are all ways to ensure buy-in.  

Best Practices Related to Financial Matters 

 Concerns about financing must be overcome early in the process to advance 

successful implementation of a workplace wellness program. Several participants in the 

study stated that a workplace wellness program is an expensive undertaking to implement 

and maintain. There are costs associated with purchasing and replacing the equipment, as 

well as health screenings and financial incentives, health insurance premium reductions, 

and gift incentives to encourage participation.  

External funding. One mechanism for obtaining funding for workplace wellness 

programs is through external grants. Several leaders of departments interviewed in the 

study obtained external grants to either begin their workplace wellness program or simply 

purchase some fitness equipment. The U.S. Department of Homeland Security, Federal 

Emergency Management Agency ([FEMA] 2016) Assistance to Firefighter Grant 

Program is one program that many departments have used to seek and receive sizable 

funds for wellness and fitness programs. In federal fiscal year 2015, 2053 Assistance to 

Firefighter grants were awarded in the amount of $1,584,567 (FEMA, 2016). Some 

grants are specifically earmarked for use in funding wellness and fitness initiatives, 

whereas others are set aside for use in training, equipment, or modification of facilities, 

all of which could be related to a wellness initiative as well.  

Like other federal programs, the Assistance to Firefighter Grants Program is 

always subject to Congressional approval, so fire department leaders would be well 

advised to not rely solely on this single external funding entity. That said, many other 

external granting agencies exist. Possible sources of funding include the federal 
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government, state governments, municipalities, and private foundations. When working 

toward external granting applications, be sure to examine requirements closely. 

Government and other external granting agencies may expect that organizations meet 

certain requirements, such as having a Dun and Bradstreet registration number or 

developing wellness programs or health examinations based on specific requirements like 

NFPA 1582 and 1583. Working on an external grant application is a worthwhile 

endeavor. IAFF (2013) offers advice on how to fill out the grant application online and 

offers courses on grant writing for members.  

Secondary funding issues. Without external funding, a wellness program must 

be sustainable on its own merits through internal funding sources. Department F still 

maintains a successful wellness program many years after the initial external funding had 

been depleted. Leaders of Department F reported that continued collection of data on 

effectiveness of the program has been crucial to the longevity and success of the 

program. Prior to obtaining the grant, members of Department F were generally 

improving their own health and wellness. Leaders of Department F had collected data to 

share to indicate the wellness program was successful. Those data were used to obtain 

local budgetary support to fund the program.  

Many participants spoke about issues related to finance, and any evidence-based 

results that could be presented to improve the position of the fire department would likely 

improve chances of obtaining additional funding. Department leaders need to track 

program data on participation and participants in a confidential manner at the department 

level, so that they are able to maintain the program for the future. Departments can work 

with health service providers to de-identify the data appropriately and provide the health-



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

107 

related data that are needed in an appropriate format. Other needed information can come 

in a de-identified format from insurers.  

 Another element that may be important for certain organizations to consider is 

incentives. Incentives can be financial awards, cost avoidances, or gifts. In the interviews, 

many leaders reported that incentives were a required element of the wellness program. 

Without the incentives, there were difficulties in getting their firefighters involved in the 

program, or increasing firefighter involvement. Organizations must be sure their funding 

source can handle the cost of these incentives as well as other program costs, beginning 

with any grant funding and then moving forward to external funding sources from 

government agencies or private philanthropies. Fire department leaders are encouraged to 

budget effectively from the start, and include any and all costs for incentives if incentives 

are important to the program. 

 Well-functioning workplace wellness programs require considerable financial 

support. There are external funding sources such as granting agencies willing to assist 

departments, but the department must be organized with a plan in place to obtain the 

grant, as well as to implement and sustain the program. Programs must also plan for all 

expenses under the program, such as financial incentives which may be vital to program 

buy-in. Leaders of departments must be prepared to collect, analyze, and report data on 

program success on a periodic basis specified by the granting agency or entity. 

Best Practices Related to Leadership 

 Leadership is vital to the fire service industry, especially in the process of 

development and implementation of a workplace wellness program. Leadership cannot be 

apathetic. They must demonstrate support for the project. One way to work with leaders 

to overcome any apathy toward wellness programs and gain their support is to share data 
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about successful programs from other departments or from scholarly studies. Showing 

leaders how other programs have been successful from a financial perspective can 

promote this level of leadership support. Making available current data on how 

workplace wellness programs help save firefighters lives and reduce costs and lost work 

hours can be helpful in creating leadership buy-in.  

Those interviewed in this study described the importance of leaders providing 

administrative support for the program. This support needs to be quite broad, from fire 

administration and the chief’s office to important stakeholders in the department, such as 

the labor union, to external stakeholders outside the department, including the 

municipality, insurers, and others. Extensive support of this type can be referred to as 

tone from the top, or setting the tone for your program from the top of your organization. 

Tone from the top support shows that wellness and fitness are a priority for the 

organization, and can help to set the culture. 

 Another area that leaders interviewed identified as fundamentally important was 

leadership participation in the program itself. Leaders need to be involved in the program, 

working out in the group workout sessions, taking part in preparing and eating healthier 

meals, attending the educational sessions, and being involved in the group outings. 

Leaders cannot simply instruct the firefighters to perform under this program. They must 

also be active participants. Leaders’ active participation will help to create a culture of 

wellness within the organization, and again show that wellness is a priority.  

 Leaders from the chief of the department all the way to the lieutenants on the 

various fire apparatus need to show that they are supportive of the program to ensure and 

promote buy-in by rank-and-file firefighters. Participant D02 detailed the importance of 
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this support, saying, “I’ve got to convince the company officers to believe in this program 

because if they don’t, behind our backs, they’re going to cut this thing up.” Setting the 

tone from the top by having leadership at all levels within the organization support the 

initiative is critical to successful implementation, setting the culture, and ongoing 

maintenance of the program. Leaders at all levels of the department need to be involved, 

participating in the activities of the program to lead by example. 

Best Practices Related to Labor Management 

 The union in a fire department plays an important role with regard to workplace 

wellness programs. As was identified in interviews with several of the leaders in this 

study, when the union is not supportive, there will be problems with the program. A best 

practice solution regarding labor management is to include union representation 

throughout the process. Involve them in the initial discussions, and keep them involved 

and informed throughout the progression of development and implementation. Keep an 

open and honest relationship between department and union leadership on this topic.  

 One of the issues associated with lack of buy-in from firefighter staff is a lack of 

understanding and fear of the program. The union can assist if its leadership has a good 

understanding of and buy-in into the program. When union members have concerns or 

raise issues at a union meeting, union leadership can feel comfortable addressing those 

issues when there is an honest and open environment surrounding the program. By being 

involved in the implementation directly through committee work, union leadership can be 

aware and informed of program requirements and opportunities. They will be better 

equipped to manage questions and handle referrals to the leadership of the program 

comfortably. Engaging union leaders in program development and implementation will 

likely reduce the number and seriousness of grievances over wellness issues, as 
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Participant F03 noted. As a reminder, Participant F03 serves on the union executive 

committee of his department. He reported the workplace wellness program in place in his 

department had encountered no issues with the union, given the close relationship that 

exists between union and management. 

 Poor relations with the labor union can break a program, but positive relationships 

can be used to help educate staff and assist in creating the needed culture shift. A best 

practice for department leaders involves creating a positive relationship with union 

leadership from the start, involving them in any discussions about development of a 

workplace wellness program. This early and frequent engagement with union leadership 

will have positive ramifications on the program, staff education, and buy-in in the future.  

Factors and Stakeholders Related to Effective Workplace Wellness Programs 

 Throughout the interview process, I spoke with leaders about potential external 

stakeholders involved in the process of workplace wellness program implementation and 

maintenance. Many fire departments are part of a larger governmental organization, such 

as a city or county government, so these are essential stakeholders. Working with the 

political leaders in that environment, such as the mayor, city council, county legislators or 

executives, and others elected to work on behalf of the community is important to success 

and longevity of a workplace wellness program in the fire department. Often, these 

leaders are involved in the administration of funding for the fire department, or health 

benefits solutions, so having data available that demonstrate cost savings can help extend 

and expand a successful program.  

The community in which the fire department resides can be a stakeholder in the 

process of implementation of a program. Community members can provide a positive 
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boost when they see firefighters out in the city or town, working out as part of their 

program. As an organization, Department F takes part in several community events such 

as 5k races, stair climbs, obstacle course races, and other similar events. The IAFF WFI 

(IAFF, n.d.-c) also recommends that PFTs get involved in community events of this 

nature, helping to develop wellness and fitness in the community and get young people 

interested in a career in firefighting.  

On the other hand, one of the study participants noted they had community 

participants complain when firefighters were out for a run on “work time.” Community 

members interact with governmental authorities, and complaints to the city council, 

mayor’s office, or other governmental agency could be detrimental to future attempts to 

receive funding for wellness and fitness programs. Education for external stakeholders 

such as politicians, governmental employees, or even the community on the importance 

of firefighters’ fitness for duty can be important to the survival of departmental 

workplace wellness programs.  

Policies Influencing Effective Workplace Wellness Programs 

 Fire departments typically use sets of policies and guidelines known as standard 

operating policies (SOPs) or standard operating guidelines (SOGs). As discussed with the 

leaders of departments in this study that had active wellness programs, most did not have 

SOGs or SOPs for their wellness program. Lack of SOGs or SOPs for their wellness 

program was something leaders wanted to rectify for the future of the wellness program. 

Even for programs that are nonmandatory and nonpunitive, SOGs or SOPs should be put 

in place to describe in detail how the program will operate, what is expected from the 

participants, and what the participants might expect in return. Details on these policies 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

112 

should be provided to all involved, so decisions on participation can be made. 

Firefighters should be introduced to wellness program SOGs or SOPs well in advance of 

enrolling in the program. Staff firefighters should be involved in the program 

development process, not simply handed the program after development is completed.  

Many departments with active wellness programs offer incentives for 

participation or achievement of health goal milestones. The SOGs and SOPs should 

clearly state what firefighters must do to earn incentives. Without clearly stated 

requirements, award of incentives could be perceived as random, biased, and unfair, 

which could be detrimental to the program. In cases where the incentives are detailed in 

collaborative bargaining, these policies may change over time, and changes in policies 

must trigger staff re-education. 

Implementation of the Proposed Best Practices 

 The best practices described in this chapter are intended to serve as a set of 

guidelines for an organization to follow. They are not meant to be a comprehensive 

solution. Each individual organization must develop its own complete workplace 

wellness solution based on the needs of the organization and its members. Begin the 

process by putting together a group of staff including not just chief officers, but also 

firefighters, other officers throughout the ranks, and union representation to discuss the 

needs and wants of the department. Examine existing wellness programs such as the 

IAFF WFI (n.d.-b) and the NFPA 1582 (NFPA, 2013) NFPA 1583 (NFPA, 2015) 

guidelines to determine what can be implemented in the organization and what would be 

a best fit. Develop your organizational work plan (see Appendix D for an example) and 

establish what type of budget will be needed.  
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 Begin to seek out external funding sources for this program, if needed. The 

external grant funding process is typically a lengthy one, so during the time lag between 

submitting the grant application and receiving notification of an award, the other work 

can commence. Build program buy-in by educating the remaining staff and constructing 

policy and procedure around the upcoming program. Throughout the entire process, keep 

the best practices noted in Figure 2 in mind. These best practices can assist in advancing 

the program toward implementation and successful program maintenance. These best 

practices are based on the barriers noted or overcome by the departments studied.  

 Assuming a successful grant application and receipt of funding, members of the 

program team should progress forward with implementation of the program as developed 

in the work plan. See Appendix E for a sample timeline, which can be altered for use 

with any organization. Each organization will have a different timeline based on its needs 

and funding situation.  

Evaluation and Assessment of Program Implementation 

 Beginning with implementation and periodically thereafter, the program must be 

evaluated for effectiveness. This evaluation will need to involve multiple components. 

Data should be collected on program participants, such as differences in health-related 

matters (e.g., weight, BMI, wellness lab results), as well as financial data from health 

insurance, days lost from work for injury, worker’s compensation, and other similar 

areas. Differences in these data over time (e.g., between program launch and at the 1-year 

and 2-year points) can give program leadership a good view of how effective the program 

has been. Demonstrating effectiveness with data will promote trust in the program and 

allow those entrusted with program development to make changes to improve the 
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program, as needed. These data will equip leadership the ammunition needed to request 

additional funding to enhance program effectiveness. If the program is not completely 

effective or not effective at all, these data will provide clues of where adjustments should 

be made, or lead to the decision to discontinue the program completely. Continuing 

evaluation and improvement of these programs is essential for ultimate success. 

Implications 

Practical Implications 

 This study unified the disciplines of leadership, emergency services, and 

healthcare to help fire departments in protecting firefighters and their health for the 

future. Firefighters are at a high risk for heart disease and sudden cardiac death because 

of factors often related to occupational hazards and their lifestyle (Fahy, 2005). Previous 

studies indicated that workplace wellness programs are effective at improving health, but 

have a low implementation rate (Storer et al., 2014).  

 This research provided new insights into the barriers faced by career fire service 

organizations in the implementation of workplace wellness programs, as well as barriers 

encountered by those who have been unable to implement or sustain a program. Given 

the lack of previous research into this specific area, this increased level of knowledge can 

assist departments in future wellness efforts. Ideally, this additional information could 

improve the rate of implementation of workplace wellness programs in career fire service 

organizations, as well as extend the longevity of existing programs. 

Implications for Future Research 

 There are considerable opportunities for future research into this area. 

Researchers should consider expanding this study to larger departments, as well as 

include firefighting staff in the evaluation process. Testing the best practices proposed in 
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this study with a single organization to establish their effectiveness, or to enhance the 

study with additional qualitative data or quantitative data would be worthwhile. Such 

efforts could result in a tested, evidence-based comprehensive workplace wellness 

implementation program for future departments to apply. Additional studies on the 

effectiveness of behavioral health aspects of wellness programs could be helpful. Several 

leaders in this study expressed interest in that area.  

Implications for Leadership Practice 

 The leader plays a key role in implementation and maintenance of a workplace 

wellness program. Without the support of the chief officers and other leadership in a fire 

department, a wellness program will not be able to move forward. However, as 

demonstrated by the results of the study, their role is not just to approve the program or 

serve as a leader of the team. To create the culture shift needed to engage firefighters’ 

participation in these programs, leaders must actively participate at the same level as the 

firefighters. Leading by example is an important element of this culture shift in 

organizations. It assists in the buy-in process. Leaders serve as change agents in their 

organization, helping to better embed the wellness programs in their organizations culture 

(Rogers, 2013).  

Summary of the Study 

 The purpose of this exploratory qualitative study was to examine potential 

barriers to the implementation of workplace wellness programs in the career fire service. 

Eighteen leaders from eight different fire service organizations were interviewed using a 

semistructured format. Three of the departments did not have an active workplace 

wellness program in place. The remaining five departments had an active workplace 

wellness program. Four main themes of potential barriers/concerns emerged from the 
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data: buy-in, financial matters, leadership support, and labor management. Several 

subthemes emerged from those main themes.  

 From the collected data, I developed several best practices. There are six main 

segments of best practices: program planning, program choice, buy-in, finance, 

leadership, and labor management. Each segment has best practice suggestions, such as 

grassroots efforts in buy-in, or setting the tone from the top in leadership.  

 Upon implementation of any workplace wellness program, data must be collected, 

not only for evaluation of the plan itself, but also for budgetary requests. Workplace 

wellness programs are expensive to operate. Funding is typically based on program 

effectiveness of previous years. Capturing accurate evaluation data year to year is 

important for program longevity.  

 There has been little scholarly work conducted to date regarding the low 

implementation rate of workplace wellness programs in the fire service setting. This 

study helps to shed some light on how some fire departments have overcome 

implementation barriers. This information can assist departments in moving forward to 

building a healthier workforce for the future.   



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

117 

References 

Aikens, K. A., Astin, J., Pelletier, K. R., Levanovich, K., Baase, C. M., Park, Y. Y., & 

Bodnar, C. M. (2014). Mindfulness goes to work: Impact of an online workplace 

intervention. Journal of Occupational and Environmental Medicine, 56, 721–731. 

http://dx.doi.org/10.1097/jom.0000000000000209 

Anshel, M. H., & Kang, M. (2007). Effectiveness of motivational interviewing on 

changes in fitness, blood lipids, and exercise adherence of police officers: An 

outcome-based action study. Journal of Correctional Health Care, 14, 48–62. 

http://dx.doi.org/10.1177/1078345807308846 

Armenakis, A. A., Harris, S. G., & Mossholder, K. W. (1993). Creating readiness for 

organizational change. Human Relations, 46, 681–703. http://dx.doi.org/10.1177/ 

001872679304600601 

Baicker, K., Cutler, D., & Song, Z. (2010). Workplace wellness programs can generate 

savings. Health Affairs,29, 304-311. http://dx.doi.org/10.1377/hlthaff.2009.0626 

Baur, D. M., Christophi, C. A., Tsismenakis, A. J., Jahnke, S. A., & Kales, S. N. (2012). 

Weight- perception in male career firefighters and its association with 

cardiovascular risk factors. BMC Public Health,12(1). 

http://dx.doi.org/10.1186/1471-2458-12-480 

Bentley, M. A., & Levine, R. (2016). A national assessment of the health and safety of 

emergency medical services professionals. Prehospital and Disaster Medicine, 

31(S1), S96–S103. http://dx.doi.org/10.1017/s1049023x16001102 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

118 

Bjerke, W. (2011). Health and fitness programs for firefighters. Strength and 

Conditioning Journal, 33, 55–57. http://dx.doi.org/10.1519/ 

ssc.0b013e31820bc6f2 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 

Research in Psychology, 3, 77–101. http://dx.doi.org/10.1191/ 

1478088706qp063oa 

Bridges, W. (2009). Managing transitions: Making the most of change (3rd ed.). 

Philadelphia, PA: Da Capo Press.  

Bright, D. R., Terrell, S. L., Rush, M. J., Kroustos, K. R., Stockert, A. L., Swanson, S. C., 

& DiPietro, N. A. (2012). Employee attitudes toward participation in a work site-

based health and wellness clinic. Journal of Pharmacy Practice, 25, 530–536. 

http://dx.doi.org/10.1177/0897190012442719 

Carter, N., Bryant-Lukosius, D., DiCenso, A., Blythe, J., & Neville, A. J. (2014). The use 

of triangulation in qualitative research. Oncology Nursing Forum, 41, 545–547. 

http://dx.doi.org/10.1188/14.ONF.545-547 

Cherniack, M., & Lahiri, S. (2010). Barriers to implementation of workplace health 

interventions: An economic perspective. Journal of Occupational and 

Environmental Medicine, 52, 934–942. http://dx.doi.org/10.1097/ 

JOM.0b013e3181f26e59 

Cherniack, M., Morse, T., Henning, R., Seidner, A., & Punnett, L. (2010). Health 

promotion site selection blues: Barriers to participation and implementation. 

Journal of Occupational and Environmental Medicine, 52, 626–634. 

http://dx.doi.org/10.1097/jom.0b013e3181e138a4 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

119 

Cheskin, L. J., Abel, M. L., Bailey, M. M., Burnett, M., Frutchey, R., Goheer, A., Ram, 

A., & Pollack, K. M. (2014). Developing role models for health in the fire service: 

a pilot case study. JRSM Open, 5(10), Art. No. 1. http://dx.doi.org/10.1177/ 

2054270414536549 

Choi, B.-K., Schnall, P., Dobson, M., Israel, L., Landsbergis, P., Galassetti, P., . . . Baker, 

D. (2011). Exploring occupational and behavioral risk factors for obesity in 

firefighters: A theoretical framework and study design. Safety and Health at 

Work, 2, 301–312. http://dx.doi.org/10.5491/shaw.2011.2.4.301 

Coetzee, C. J. H., & Stanz, K. J. (2007). "Barriers-to-change" in a governmental service 

delivery type organisation. SA Journal of Industrial Psychology, 33(2), 76–83. 

http://dx.doi.org/10.4102/sajip.v33i2.380 

Colquitt, J. A., Lepine, J. A., Zapata, C. P., & Wild, R. E. (2011). Trust in typical and 

high-reliability contexts: Building and reacting to trust among firefighters. 

Academy of Management Journal, 54, 999–1015. http://dx.doi.org/10.5465/ 

amj.2006.0241 

Cowen, V. S. (2010). Functional fitness improvements after a worksite-based yoga 

initiative. Journal of Bodywork and Movement Therapies, 14, 50–54. 

http://dx.doi.org/10.1016/j.jbmt.2009.02.006 

Creswell, J. W. (2013). Qualitative inquiry and research design: Choosing among five 

approaches (3rd ed.). Los Angeles, CA: Sage.  

Delisle, A. T., Piazza-Gardner, A. K., Cowen, T. L., Huq, M. B. S., Delisle, A. D., 

Stopka, C. B., & Tillman, M. D. (2014). Validation of a cardiorespiratory fitness 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

120 

assessment for firefighters. Journal of Strength and Conditioning Research, 28, 

2717–2723. http://dx.doi.org/10.1519/jsc.0000000000000481 

Dent, E. B., & Goldberg, S. G. (1999). Challenging "resistance to change." The Journal 

of Applied Behavioral Science, 35, 25–41. http://dx.doi.org/10.1177/ 

0021886399351003 

Denzin, N. K., & Lincoln, Y. S. (Eds.). (2011). The Sage handbook of qualitative 

research (4th ed.). Thousand Oaks, CA: Sage. 

Deutsch, J. (2005). “Please pass the chicken tits”: Rethinking men and cooking at an 

urban firehouse. Food and Foodways: Explorations in the History and Culture of 

Human Nourishment, 13, 91–114. http://dx.doi.org/10.1080/07409710590915382  

Elliot, D. L., Goldberg, L., Duncan, T. E., Kuehl, K. S., Moe, E. L., Breger, R. K., . . . 

Stevens, V. J. (2004). The PHLAME firefighters' study: Feasibility and findings. 

American Journal of Health Behavior, 28, 13–23. http://dx.doi.org/10.5993/ 

ajhb.28.1.2 

Elliot, D. L., Goldberg, L., Kuehl, K. S., Moe, E. L., Breger, R. K. R., & Pickering, M. A. 

(2007). The PHLAME (promoting healthy lifestyles: Alternative models effects) 

firefighter study: Outcomes of two models of behavior change. Journal of 

Occupational and Environmental Medicine, 49, 204–213. 

http://dx.doi.org/10.1097/jom.0b013e3180329a8d 

Elliot, D. L., Kuehl, K. S., Goldberg, L., DeFrancesco, C. A., & Moe, E. L. (2011). 

Worksite health promotion in six varied us sites: Beta testing as a needed 

translational step. Journal of Environmental and Public Health, 2011, Art. no. 

797646. http://dx.doi.org/10.1155/2011/797646 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

121 

Elliot, D. L., Kuehl, K. S., Moe, E. L., Defrancesco, C. A., Goldberg, L., MacKinnon, D. 

P., . . . Favorite, K. C. (2010). The IGNITE (investigation to guide new insight 

into translational effectiveness) trial: Protocol for a translational study of an 

evidenced-based wellness program in fire departments. Implementation Science, 

5, Art. No. 73. http://dx.doi.org/10.1186/1748-5908-5-73 

Fahy, R. F. (2005). U.S. firefighter fatalities due to sudden cardiac death, 1995–2004. 

Quincy, MA: National Fire Protection Association. 

Flick, U. (2014). An introduction to qualitative research (5th ed.). Los Angeles, CA: 

Sage. 

Ford, J. D., Ford, L. W., & D'Amelio, A. (2008). Resistance to change: The rest of the 

story. Academy of Management Review, 33, 362–377. http://dx.doi.org/10.5465/ 

amr.2008.31193235 

Frattaroli, S., Pollack, K. M., Bailey, M., Schafer, H., Cheskin, L. J., & Holtgrave, D. R. 

(2013). Working inside the firehouse: Developing a participant-driven 

intervention to enhance health-promoting behaviors. Health Promotion Practice, 

14, 451–458. http://dx.doi.org/10.1177/1524839912461150 

Given, L. M. (Ed.). (2008). The Sage encyclopedia of qualitative research methods. Los 

Angeles, CA: Sage. 

Goren, E. (2007). Society's use of the hero following a national trauma. The American 

Journal of Psychoanalysis, 67, 37–52. http://dx.doi.org/10.1057/ 

palgrave.ajp.3350013 

Hagedorn, J., Paras, C. A., Greenwich, H., & Hagopian, A. (2016). The role of labor 

unions in creating working conditions that promote public health. American 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

122 

Journal of Public Health, 106, 989–995. http://dx.doi.org/10.2105/ 

ajph.2016.303138 

Hannon, P. A., Garson, G., Harris, J. R., Hammerback, K., Sopher, C. J., & Clegg-Thorp, 

C. (2012). Workplace health promotion implementation, readiness, and capacity 

among midsize employers in low-wage industries: A national survey. Journal of 

Occupational and Environmental Medicine, 54, 1337–1343. http://dx.doi.org/ 

10.1097/JOM.0b013e3182717cf2 

Hashim, M. (2013). Change management. International Journal of Academic Research in 

Business and Social Sciences, 3, 685–694. http://dx.doi.org/10.6007/ijarbss/v3-

i7/92 

Haynes, H.J.G., & Stein, G.P. (2016). U.S. fire department profile - 2014. Quincy, MA: 

National Fire Protection Association. 

Hill-Mey, P. E., Merrill, R. M., Kumpfer, K. L., Reel, J., & Hyatt-Neville, B. (2013). A 

focus group assessment to determine motivations, barriers and effectiveness of a 

university-based worksite wellness program. Health Promotion Perspectives, 3, 

154–164. http://dx.doi.org/10.5681/hpp.2013.019  

International Association of Fire Fighters (IAFF). (n.d.-a). IAFF behavioral health 

program: Behavioral health and wellness in the fire service. Retrieved from 

http://client.prod.iaff.org/#page=behavioralhealth 

International Association of Fire Fighters (IAFF). (n.d.-b). Fire service joint labor 

management wellness-fitness initiative. Retrieved from 

https://www.iaff.org/hs/Well/wellness.html 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

123 

International Association of Fire Fighters (IAFF). (n.d.-c). IAFF/IAFC fire service joint 

labor management wellness/fitness initiative's IAFF/IAFC/ACE peer fitness 

training certification program. Retrieved from http://www.iaff.org/hs/pft/ 

peerindex.htm 

International Association of Fire Fighters (IAFF). (2013). Wellness and fitness program 

grant guidance. Retrieved from http://www.iaff.org/hs/wfiresource/ 

implementation/pdf/wfi_pft_grant_guidance_2013.pdf 

Jahnke, S. A., Poston, W. S. C., Jitnarin, N., & Haddock, C. K. (2012). Health concerns 

of the U.S. fire service: Perspectives from the firehouse. American Journal of 

Health Promotion, 27, 111–118. http://dx.doi.org/10.4278/ajhp.110311-QUAL-

109 

Jørgensen, M. B., Faber, A., Jespersen, T., Hansen, K., Ektor-Andersen, J., Hansen, J. V., 

. . . Søgaard, K. (2012). Implementation of physical coordination training and 

cognitive behavioural training interventions at cleaning workplaces – secondary 

analyses of a randomised controlled trial. Ergonomics,55, 762-772. 

http://dx.doi.org/10.1080/00140139.2012.665946 

Kahn, S. A., Woods, J., & Rae, L. (2015). Line of duty firefighter fatalities: An evolving 

trend over time. Journal of Burn Care & Research, 36, 218–224. 

http://dx.doi.org/10.1097/bcr.0000000000000104 

Kales, S. N., Tsismenakis, A. J., Zhang, C., & Soteriades, E. S. (2009). Blood pressure in 

firefighters, police officers, and other emergency responders. American Journal of 

Hypertension, 22, 11–20. http://dx.doi.org/10.1038/ajh.2008.296 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

124 

Kane, R. L., Johnson, P. E., Town, R. J., & Butler, M. (2004). A structured review of the 

effect of economic incentives on consumers' preventive behavior. American 

Journal of Preventive Medicine, 27, 327–352. http://dx.doi.org/10.1016/ 

j.amepre.2004.07.002 

Kim, A., Kamyab, K., Zhu, J., & Volpp, K. (2011). Why are financial incentives not 

effective at influencing some smokers to quit? Results of a process evaluation of a 

worksite trial assessing the efficacy of financial incentives for smoking cessation. 

Journal of Occupational and Environmental Medicine, 53, 62–67. 

http://dx.doi.org/10.1097/jom.0b013e31820061d7 

Kniffin, K. M., Wansink, B., Devine, C. M., & Sobal, J. (2015). Eating together at the 

firehouse: How workplace commensality relates to the performance of 

firefighters. Human Performance, 28, 281–306. http://dx.doi.org/10.1080/ 

08959285.2015.1021049 

Kuehl, K. S., Elliot, D. L., Goldberg, L., MacKinnon, D. P., Vila, B. J., Smith, J., . . . 

McGinnis, W. (2014). The safety and health improvement: Enhancing law 

enforcement departments study: Feasibility and findings. Frontiers in Public 

Health, 2, Art. No. 38. http://dx.doi.org/10.3389/fpubh.2014.00038 

Kuehl, K. S., Elliot, D. L., Goldberg, L., Moe, E. L., Perrier, E., & Smith, J. (2013). 

Economic benefit of the PHLAME wellness programme on firefighter injury. 

Occupational Medicine, 63, 203–209. http://dx.doi.org/10.1093/occmed/kqs232 

Kuehl, K. S., Elliot, D. L., MacKinnon, D. P., O’Rourke, H. P., DeFrancesco, C., 

Miočević, M., . . . Kuehl, H. (2016). The SHIELD (safety & health improvement: 

Enhancing law enforcement departments) study: Mixed methods longitudinal 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

125 

findings. Journal of Occupational and Environmental Medicine, 58, 492–498. 

http://dx.doi.org/10.1097/jom.0000000000000716 

Kuehl, H., Mabry, L., Elliot, D. L., Kuehl, K. S., & Favorite, K. C. (2013). Factors in 

adoption of a fire department wellness program: Champ-and-chief model. Journal 

of Occupational and Environmental Medicine, 55, 424–429. http://dx.doi.org/ 

10.1097/JOM.0b013e31827dba3f 

Leffer, M., & Grizzell, T. (2010). Implementation of a physician-organized wellness 

regime (POWR) enforcing the 2007 NFPA Standard 1582: Injury rate reduction 

and associated cost savings. Journal of Occupational and Environmental 

Medicine, 52, 336–339. http://dx.doi.org/10.1097/JOM.0b013e3181d44d8d 

Leighton, F., Polic, G., Strobel, P., Pérez, D., Martínez, C., Vásquez, L., . . . Rozowski, J. 

(2009). Health impact of Mediterranean diets in food at work. Public Health 

Nutrition, 12, 1635–1643. http://dx.doi.org/10.1017/S1368980009990486 

Lovejoy, S., Gillespie, G. L., & Christianson, J. (2015). Exploring physical health in a 

sample of firefighters. Workplace Health & Safety, 63, 253–258. 

http://dx.doi.org/10.1177/2165079915576922 

Mabry, L., Elliot, D. L., MacKinnon, D. P., Thoemmes, F., & Kuehl, K. S. (2013). 

Understanding the durability of a fire department wellness program. American 

Journal of Health Behavior, 37, 693–702. http://dx.doi.org/10.5993/ 

AJHB.37.5.13 

MacDonald, A. B., Jensen, J. L., & Rossiter, M. D. (2013). Nutrition and shiftwork: 

Evaluation of new paramedics’ knowledge and attitudes. Canadian Journal of 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

126 

Dietetic Practice and Research, 74, 198–201. http://dx.doi.org/10.3148/ 

74.4.2013.198 

MacKinnon, D. P., Elliot, D. L., Thoemmes, F., Kuehl, K. S., Moe, E. L., Goldberg, L., . 

. . Ranby, K. W. (2010). Long-term effects of a worksite health promotion 

program for firefighters. American Journal of Health Behavior, 34, 695–706. 

http://dx.doi.org/10.5993/AJHB.34.6.6 

Mattke, S., Liu, H., Caloyeras, J. P., Huang, C. Y., Van Busum, K. R., Khodyakov, D., & 

Shier, V. (2013). Workplace wellness programs study: Final report. Retrieved 

from http://www.rand.org/pubs/research_reports/RR254.html 

McCarl, R. (1985). The District of Columbia fire fighters' project: A case study in 

occupational folklife. https://dx.doi.org/10.5479/si.Folklife.4 

McCown, D., Reibel, D., & Micozzi, M. S. (2010). Teaching mindfulness: a practical 

guide for clinicians and educators. http://dx.doi.org/10.1007/978-0-387-09484-7 

McDeavitt, J. T., Wade, K. E., Smith, R. E., & Worsowicz, G. (2012). Understanding 

change management. PM&R, 4, 141–143. http://dx.doi.org/10.1016/ 

j.pmrj.2011.12.001 

McDonough, S. L., Phillips, J. S., & Twilbeck, T. J. (2015). Determining best practices to 

reduce occupational health risks in firefighters. Journal of Strength and 

Conditioning Research, 29, 2041–2044. http://dx.doi.org/10.1519/ 

jsc.0000000000000839 

Moe, E. L., Elliot, D. L., Goldberg, L., Kuehl, K. S., Stevens, V. J., Breger, R. K. R., . . . 

Dolen, S. (2002). Promoting healthy lifestyles: alternative models' effects 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

127 

(PHLAME). Health Education Research, 17, 586–596. http://dx.doi.org/10.1093/ 

her/17.5.586 

Moffitt, J., Bostock, J., & Cave, A. (2014). Promoting well-being and reducing stigma 

about mental health in the fire service. Journal of Public Mental Health, 13, 103–

113. http://dx.doi.org/10.1108/jpmh-02-2013-0004 

Moran, L., & Roth, G. (2013). Humor in context: Fire service and joking culture. New 

Horizons in Adult Education and Human Resource Development, 25(3), 14–26. 

http://dx.doi.org/10.1002/nha3.20028 

Mujtaba, B. G., & Cavico, F. J. (2013). Corporate wellness programs: Implementation 

challenges in the modern American workplace. International Journal of Health 

Policy and Management, 1, 193–199. http://dx.doi.org/10.15171/ijhpm.2013.36 

National Fire Protection Association (NFPA). (2013). NFPA 1582: Standard on 

comprehensive occupational medical program for fire departments. Retrieved 

from http://codesonline.nfpa.org 

National Fire Protection Association (NFPA). (2015). NFPA 1583: Standard for health-

related fitness programs for fire department members. Retrieved from 

http://codesonline.nfpa.org 

National Fire Protection Association (NFPA). (2016). NFPA’s fourth needs assessment of 

the U.S. fire service. Retrieved from http://www.nfpa.org/news-and-research/fire-

statistics-and-reports/fire-statistics/the-fire-service/administration/needs-

assessment 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

128 

Person, A. L., Colby, S. E., Bulova, J. A., & Eubanks, J. W. (2010). Barriers to 

participation in a worksite wellness program. Nutrition Research and Practice, 4, 

149. http://dx.doi.org/10.4162/nrp.2010.4.2.149 

Pescud, M., Teal, R., Shilton, T., Slevin, T., Ledger, M., Waterworth, P., & Rosenberg, 

M. (2015). Employers’ views on the promotion of workplace health and 

wellbeing: A qualitative study. BMC Public Health, 15, Art. No. 642. 

http://dx.doi.org/10.1186/s12889-015-2029-2 

Ponti, M.-A. D. (2011). Why change fails. Nurse Leader, 9(4), 41–43. http://dx.doi.org/ 

10.1016/j.mnl.2011.05.004 

Poston, W. S. C., Haddock, C. K., Jahnke, S. A., Jitnarin, N., & Day, R. S. (2013). An 

examination of the benefits of health promotion programs for the national fire 

service. BMC Public Health, 13, Art. No. 805. http://dx.doi.org/10.1186/1471-

2458-13-805 

Poston, W. S. C., Haddock, C. K., Jahnke, S. A., Jitnarin, N., Tuley, B. C., & Kales, S. N. 

(2011). The prevalence of overweight, obesity, and substandard fitness in a 

population-based firefighter cohort. Journal of Occupational and Environmental 

Medicine, 53, 266–273. http://dx.doi.org/10.1097/jom.0b013e31820af362 

Poston, W. S. C., Jitnarin, N., Haddock, C. K., Jahnke, S. A., & Tuley, B. C. (2012). The 

impact of surveillance on weight change and predictors of change in a population-

based firefighter cohort. Journal of Occupational and Environmental Medicine, 

54, 961–968. http://dx.doi.org/10.1097/JOM.0b013e31825296e0 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

129 

Pucci, J. (2015, November 29). A night with the Syracuse fire department: The frat house 

that saves lives. Syracuse Post Standard. Retrieved from 

http://www.syracuse.com  

Rogers, E. M. (2003). Diffusion of innovations (5th ed.). New York, NY: Free Press. 

Schoenman, J. (2011, May). Building a stronger evidence base for employee wellness 

programs. Retrieved from https://www.nihcm.org/component/jifile/download/ 

ZjIxODY4ZGQzZTM4MjI2OTE2YWUxZWNjYTFiZjdmMjI=/wellness-final-

electonic-version-pdf 

Skeffington, P. M., Rees, C. S., Mazzucchelli, T. G., & Kane, R. T. (2016). The primary 

prevention of PTSD in firefighters: Preliminary results of an RCT with 12-month 

follow-up. Plos ONE, 11(7), Art. No. e0155873. http://dx.doi.org/10.1371/ 

journal.pone.0155873 

Smith, B., Tang, K., & Nutbeam, D. (2006). WHO health promotion glossary: new 

terms. Health Promotion International, 21, 340-345. 

http://dx.doi.org/heapro/dal033 

Staley, J. A. (2009). “Get firefighters moving”: Marketing a physical fitness intervention 

to reduce sudden cardiac death risk in full-time firefighters. Social Marketing 

Quarterly, 15(3), 85–99. http://dx.doi.org/10.1080/15245000903131384 

Staley, J. A., Weiner, B., & Linnan, L. (2011). Firefighter fitness, coronary heart disease, 

and sudden cardiac death risk. American Journal of Health Behavior, 35, 603–

617. http://dx.doi.org/10.5993/AJHB.35.5.9 

Storer, T. W., Dolezal, B. A., Abrazado, M. L., Smith, D. L., Batalin, M. A., Tseng, C.-

H., & Cooper, C. B. (2014). Firefighter health and fitness assessment: A call to 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

130 

action. Journal of Strength & Conditioning Research, 28, 661–671. 

http://dx.doi.org/10.1519/JSC.0b013e31829b54da 

Strijk, J. E., Proper, K. I., van der Beek, A. J., & van Mechelen, W. (2011). A process 

evaluation of a worksite vitality intervention among ageing hospital workers. 

International Journal of Behavioral Nutrition and Physical Activity, 8, Art. No. 

58. http://dx.doi.org/10.1186/1479-5868-8-58 

Studnek, J. R., Bentley, M., Crawford, J. M., & Fernandez, A. R. (2009). An assessment 

of key health indicators among emergency medical services professionals. 

Prehospital Emergency Care, 14, 14–20. http://dx.doi.org/10.3109/ 

10903120903144957 

Swanson, D. J., & Creed, A. S. (2014). Sharpening the focus of force field analysis. 

Journal of Change Management, 14, 28–47. http://dx.doi.org/10.1080/ 

14697017.2013.788052 

Tanigoshi, H., Kontos, A. P., & Remley, T. P., Jr. (2008). The effectiveness of individual 

wellness counseling on the wellness of law enforcement officers. Journal of 

Counseling & Development, 86, 64–74. http://dx.doi.org/10.1002/j.1556-

6678.2008.tb00627.x 

Tjoa, A., Ling, V., Bender, C., Brittenham, M., & Jha, S. (2012). Wellness programs. 

Journal of the American College of Radiology, 9, 894–899. http://dx.doi.org/ 

10.1016/j.jacr.2012.09.011 

U.S. Department of Homeland Security, Federal Emergency Management Agency 

(FEMA). (2016, November 9). Assistance to firefighters grants—Grantee award 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

131 

year 2015. Retrieved from https://www.fema.gov/assistance-firefighters-grants-

award-year-2015 

Van Berkel, J., Meershoek, A., Janssens, R. M. J. P. A., Boot, C. R. L., Proper, K. I., & 

van der Beek, A. J. (2014). Ethical considerations of worksite health promotion: 

An exploration of stakeholders’ views. BMC Public Health, 14, Art. No. 458. 

http://dx.doi.org/10.1186/1471-2458-14-458 

Venes, D. (2013). Taber's cyclopedic medical dictionary (22nd ed.). Philadelphia, PA: 

Davis. 

Verweij, L. M., Proper, K. I., Leffelaar, E. R., Weel, A. N. H., Nauta, A. P., Hulshof, C. 

T. J., & van Mechelen, W. (2012). Barriers and facilitators to implementation of 

an occupational health guideline aimed at preventing weight gain among 

employees in the Netherlands. Journal of Occupational and Environmental 

Medicine, 54, 954–960. http://dx.doi.org/10.1097/jom.0b013e3182511c9f 

Walker, J. L. (2012). The use of saturation in qualitative research. Canadian Journal of 

Cardiovascular Nursing, 22, 37–41. Retrieved from 

https://www.cccn.ca/content.php?doc=21 

Warren, P. (2016, May 1). When firefighters become patients. Firehouse, 72–73. 

Retrieved from http://www.firehouse.com/article/12186901/health-wellness-

when-firefighters-become-patients 

Weiner, B. J., Lewis, M. A., & Linnan, L. A. (2009). Using organization theory to 

understand the determinants of effective implementation of worksite health 

promotion programs. Health Education Research, 24, 292–305. http://dx.doi.org/ 

10.1093/her/cyn019  



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

132 

Williams-Bell, F. M., Villar, R., Sharratt, M. T., & Hughson, R. L. (2009). Physiological 

demands of the firefighter candidate physical ability test. Medicine & Science in 

Sports & Exercise, 41, 653–662. http://dx.doi.org/10.1249/ 

mss.0b013e31818ad117 

Wilmoth, J. A. (2014, May/June). Trouble in mind. NFPA Journal, Art. No. 5. Retrieved 

from http://www.nfpa.org/news-and-research/publications 

Wilson, M. G., Goetzel, R. Z., Ozminkowski, R. J., Dejoy, D. M., Della, L., Roemer, E. 

C., . . . Baase, C. M. (2007). Using formative research to develop environmental 

and ecological interventions to address overweight and obesity. Obesity, 

15(Suppl. 1), 37S–47S. http://dx.doi.org/10.1038/oby.2007.386 

Winter, F. D., Seals, N., Martin, J., & Russell, B. (2010). Implementation of the first 

wellness-fitness evaluation for the Dallas fire-rescue department. Baylor 

University Medical Center Proceedings, 23, 235–238. Retrieved from 

http://www.baylorhealth.edu/Research/BSWRI/Dallas/Proceedings/Pages/default.

aspx 

Yang, J., Teehan, D., Farioli, A., Baur, D. M., Smith, D., & Kales, S. N. (2013). Sudden 

cardiac death among firefighters ≤ 45 years of age in the United States. The 

American Journal of Cardiology, 112, 1962–1967. http://dx.doi.org/10.1016/ 

j.amjcard.2013.08.029 

Yang, J., Farioli, A., Korre, M., & Kales, S. N. (2014). Modified Mediterranean diet 

score and cardiovascular risk in a North American working population. PLoS 

ONE, 9(2), Art. No. e87539. http://dx.doi.org/10.1371/journal.pone.0087539 



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

133 

Yang, J., Farioli, A., Korre, M., & Kales, S. N. (2015). Dietary preferences and 

nutritional information needs among career firefighters in the United States. 

Global Advances in Health and Medicine, 4,(4)16–23. http://doi.org/10.7453/ 

gahmj.2015.050 

Yap, T. L., & James, D. M. (2010). Tailored e-mails in the workplace. AAOHN Journal, 

58, 425–432. http://dx.doi.org/10.3928/08910162-20100928-05 

  



BARRIERS TO IMPLEMENTATION OF WELLNESS PROGRAMS 

 

134 

Appendices 

Appendix A 
 

Interview Protocol: Barriers to Implementation of Workplace Wellness Programs in 

Career Fire Service Organizations: Leadership Interviews 

Time of Interview: 

Date of Interview: 

Location (live/Skype/telephone): 

Interviewee Code Number: 

Position of interviewee: 

Interviewee E-mail Address: 

Interviewee Age: 

Interviewee Sex: 

Script to explain study: 

“Hello, my name is Jillian Harrington. I am a student at Creighton University. As part of 

my doctoral studies in interdisciplinary leadership, I am conducting a research study 

about workplace wellness programs and their implementation in career fire service 

organizations.  

I would like to ask you a few interview questions that should take about 30 - 45 minutes 

of your time. Your participation is entirely voluntary; you may skip any questions that 

you don’t want to answer. Any personally identifiable information collected during the 

survey will be kept strictly confidential and in a locked file cabinet or in a password 

protected database. I will only use aggregated data in my final research study report. I 

have provided you with a letter of information regarding the study overall, as well as the 
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Bill of Rights for Research Participants. Do you have any questions about the research 

study or any aspects of research at Creighton University I might be able to answer? Also, 

with your permission, I would like to digitally record our conversation so that I am able 

to accurately analyze your responses. Do I have your permission to continue recording 

our conversation? 

Shall we begin our interview? 

Interview questions: 

1. Has your organization implemented a workplace wellness program? If so please 

tell me about it. 

2. If your organization has implemented a workplace wellness program, what 

positive effects has this program had on your organization? 

3. If your organization has implemented a workplace wellness program, what areas 

do you see for improvement within the program? 

4. Have there been any barriers or problems encountered with the implementation or 

ongoing operation of the wellness program? 

5. What advice would you have for those newly implementing workplace wellness 

programs? 

6. If the organization has not ever implemented a workplace wellness program, has 

it been considered in the past?  

7. If the organization has not ever implemented a workplace wellness program, are 

there concerns or issues regarding workplace wellness programs in your organization?  

8. What do you think is of greatest importance to the successful implementation of 

an effective workplace wellness program? 
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9. What role do the leaders in an organization play in the implementation and/or 

maintenance of a workplace wellness program? Do you have examples or anecdotes of 

how leaders like yourself can play or not play a role in these situations? 

10. Who are the stakeholders (such staff/leadership from inside or outside the 

organization) that are important to the implementation/maintenance of a workplace 

wellness program? How do you engage them? 

11. In thinking of the many possible options available in a wellness program 

(nutrition/exercise/health screenings, etc), what might be most important to your 

organization? 

12. What other thoughts might you have about workplace wellness programs in the 

fire service and your organization that you would be willing to share with me, such as 

advice for others in fire leadership or items you wish you had known prior to your 

implementation? 

13.  Is there anything else about workplace wellness programs or your departments 

that you would like me to know about that I have not already asked? 

Closing information: 

Thank you for your participation in this important research study. If you have any 

questions after we have completed our interview, you can reach me by email at 

JillianHarrington@creighton.edu or by phone at 607.427.1092. 
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Appendix B 
 

Research Study 
Creighton University 

 
 

Title: Barriers to Implementation of Workplace Wellness Programs in Career Fire 

Service Organizations: A Qualitative Study 

Principal Investigator: Jillian Harrington, Creighton University 

 

Number of Sites: 6-8 

 

Aim of Study: The aim of this study is to develop a set of recommendations for fire 

service organizations to utilize in moving forward and implementing effective, 

sustainable workplace wellness programs. An identification of the current barriers to 

implementation of wellness programs and a determination of effective strategies to 

overcome them via a comparative case study will inform this aim. 

 

Study Design: Short personal interviews with key departmental leaders. Interviews will 

be conducted in person or via telephone or Skype/online, per the preference of the 

organizational leader.  

 

Study Data: All study data will be held in the highest confidence, and all data published 

will be stated in the most anonymous manner possible. Highest level of detail in 

published study would be size of department and general geographic region (e.g. 

Northeast United States, Southwest United States). This study will be shared with all 

departments that participate so that they may share in the best practices developed 

relative to the study.  

 

Contact Info:  jillian.harrington@creighton.edu 

   607.427.1092 
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Appendix C 
  
 
 
 
 

 
 
September 6, 2016 
 
 
Dear Participant 
 
Hello, my name is Jillian Harrington. I am a student at Creighton University. As part of 
my doctoral studies in interdisciplinary leadership, I am conducting a research study 
about workplace wellness programs and their implementation in career fire service 
organizations.  
 
I would like to ask you a few interview questions that should take about 30 - 45 minutes 
of your time. Your participation is entirely voluntary and you may skip any questions that 
you don’t want to answer. Any personally identifiable information collected during the 
survey will be kept strictly confidential and in a locked file cabinet or in a password 
protected database. I will only use aggregated data in my final research study report.  
 
There is no risk expected to you from your participation in this study and there is no 
compensation to the research subjects for this study. Best practices will be developed at 
the completion of this study, which will be shared with participating departments.  
 
Any questions regarding the study can be directed to the principal investigator Jillian 
Harrington at 607.427.1092, or jillianharrington@creighton.edu. If the subject has 
questions about research subjects’ rights, please contact the Institutional Review Board at 
Creighton University at 402-280-2126. 
 
Sincerely 
Jillian Harrington 
Creighton University 

  

 

mailto:jillianharrington@creighton.edu
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Bill of Rights for Research Participants 
 
As a participant in a research study, you have the right: 

1. To have enough time to decide whether or not to be in the research 
study, and to make that decision without any pressure from the people 
who are conducting the research.  

2. To refuse to be in the study at all, or to stop participating at any time 
after you begin the study. 

3. To be told what the study is trying to find out, what will happen to 
you, and what you will be asked to do if you are in the study. 

4. To be told about the reasonably foreseeable risks of being in the 
study. 

5. To be told about the possible benefits of being in the study. 

6. To be told whether there are any costs associated with being in the 
study and whether you will be compensated for participating in the 
study. 

7. To be told who will have access to information collected about you 
and how your confidentiality will be protected. 

8. To be told whom to contact with questions about the research, about 
research-related injury, and about your rights as a research subject. 

9. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you 
have. 

b. To be told where treatment is available should you have a 
research-related injury, and who will pay for research-related 
treatment.  
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Appendix D 

Outline Project Plan – SAMPLE 

1. Create interdisciplinary team 

a) Staff needed from all levels to create comprehensive program 

• Firefighters 

• Lieutenants, Captains 

• Chief Officers 

• Current Occupational Health/Medical Resources 

b) Appoint a wellness coordinator, to manage and organize processes 

c) Set a mission and vision for the program 

2. Work to establish wants and needs of workplace community 

a) Get input to establish what are ‘must haves’ and what are ‘nice to 

haves’ based on budget availability 

3. Make program choices based on wants and needs of workplace community 

a) Best to choose a program based on an established, evidence based 

wellness program (IAFF, NFPA, etc) 

4. Develop budget based on wants/needs assessment and program choice 

a) Assess options for grant funding (Assistance to Firefighters grant 

program or other available through the Federal Government, or 

funding through state programs) 

5. Develop funding request (internal or external/grant) 

6. Communicate with external stakeholders, officers, and staff firefighters about 

upcoming program 
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a) Inform officers of program through Officers Meetings and other 

existing mechanisms in your department 

b) Develop education for staff firefighters on upcoming program to 

create buy-in 

c) Provide detail for other external stakeholders such as governmental 

entities (city, country government, community) through education 

sessions as needed 

7. Develop policy and procedures (SOP/SOG) on workplace wellness program 

 a) Wellness/fitness daily procedures 

 b) Health screening procedures 

c) Incentive procedures/requirements 

d) Collective bargaining requirements 

8. Look to develop relationships with potential vendors to fulfill obligations 

under the program 

 a) Health screening services 

 b) Nutrition services 

 c) Fitness services 

 d) Mental health services 

 e) Other needed services 

9. Develop monitoring program to be implemented under wellness fitness 

program (at the department level – not at individual level, for purposes of 

confidential of individual firefighters) 

a) Regular health data monitoring  
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b) Regular monitoring of rates of: 

• Injured on duty/Workers Compensation Pay/Claims 

• Disability Claims 

• PTO/Sick Time 

• Employee Satisfaction (if measured – if not, consider measuring) 

• Overall Health Insurance Claim data (if that is a statistic available fire 

department) 

c) Participant survey on wellness program elements 

9. Upon receipt of funding, move forward with definitive vendor contracts and 

setting implementation dates for program 

10. Develop comprehensive rollout education for the staff and officers not 

involved with the project team 

11. Implement workplace wellness program 

12. Begin data collection and post-implementation monitoring 

 a) Continuous feedback loop to improve program using participant 

survey data & statistical information 

 b) Monitor crucial health data to determine other areas for improvement 

(new additions to the program, focus on specific areas such as nutrition, 

exercise, etc) 
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Appendix E 
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