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Questions

❖ How did Maryland decide that it would move from targeted testing to 

universal testing?

❖ What factors, including epidemiology and data, played a role in the 

decision process?

❖ Implementation and outreach strategies

❖ Evaluation
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Background

❖ Maryland and Lead

➢ History

➢ Legal/regulatory

➢ Testing requirements
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Analysis

❖ 2012 CDC Decision on ACLPP

❖ 2012 – 2013: CDC/CSTE Environmental Epidemiology 

Fellow

➢ Analysis of blood lead testing strategies
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Updating the Targeting Plan and Regulations

❖ 2013 – Internal/external discussions 

on development of revised testing 

strategy

❖ 2014 – Update to Targeting Plan

➢ Extensive stakeholder and public input

❖ October, 2015 – Release of revised 

Targeting Plan
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Lead Testing Strategy

❖ Testing of all children age 12 and 24 months

❖ Re-evaluation of strategy after 3 years and review of 

surveillance data

❖ Clinical guidelines for health care providers
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Outreach and Communications

❖ Kickoff – 2015 Lead Poisoning 

Prevention Week

❖ Regulations – COMAR 10.11.04

➢ Key decision – “phasing in”

❖ Clinical Guidelines

➢ Mailed to all health care providers
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Issues

❖ Insurance Coverage

❖ “I thought we’d taken care of lead?”

❖ Flint, Michigan
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Evaluation

❖ In CY 2016, a total of 118,619 children aged 0-72 months were tested, 

a 7.1% increase in the number tested at age 0-72 months when 

compared with the average during CY 2010-2015 (110,706)

❖ The percent of children aged 12 and 24 months tested in CY 2016 

(44.5%) was increased by 12.1% relative to the mean percentage of 

children tested over CY 2010-2015 (39.7%) 
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Source:  Maryland Childhood Lead Registry 2016 Annual Report
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First Year of the Initiative

Source:  Maryland Childhood Lead Registry
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Lessons Learned

❖ Data counts

❖ Change takes time

❖ Timing is everything

❖ Partners are critical
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LEGAL REQUIREMENT

• In 1996, NJ statute adopts universal screening for all children with health insurance carriers 

providing coverage (N.J.S.A. 26:2-130 to 137)

• This decision was based on a CDC recommendation that if a state’s percentage of pre-1978 

housing was above 27% that universal screening should be used

• Universal screening was achieved by statute and regulation

• Health insurance carriers are required to provide coverage for group policies of 50 or more 

persons

• A co-pay or co-insurance deductible may be required

• Local Health Departments are required to provide testing for uninsured/underinsured 

households using filter paper or a Leadcare II analyzer



EDUCATION  AND ENFORCEMENT

• Initially, NJ disseminated hard copy folders of information

• Information about the law’s requirements

• Sample risk assessment forms

• Sample follow-up communication with parents/legal guardians

• “Lead Lami” 

• Risk reduction

• Retesting

• Contacts for medical consultation



EDUCATION AND ENFORCEMENT (CONTINUED)

• NJ Physicians Lead Advisory Committee (NJPLAC)

• Developed materials for distribution to health care providers

• Provided guidance to NJ DOH on outreach and education

• Partnered with American Academy of Pediatrics, NJ Chapter, in providing continuing 

medical education opportunities through webinars and conference topics



COMPLIANCE WITH UNIVERSAL SCREENING

• Municipal screening rates correlate to areas with high-risk geographic areas 

and other indicators of risk (low-to-moderate income; population of children 5 

years or younger; recent immigration to the United States)

• New deliverables to current grantees includes 10% increase in screening rates 

in geographic service area



TESTING TRENDS

 

Testing trends in New Jersey for the percentage of all 

children screened at least once by their 6th birthday

Testing trends in New Jersey for the percentage of 

Medicaid children at least once by their 6th birthday



RECOMMENDATIONS FOR STATES THINKING OF 
CHANGING FROM TARGETED TO UNIVERSAL TESTING

• Must have enforcement ability for health care provider non-compliance

• Must have means to assess screening rates for high-risk geographic areas and 

populations

• Health care provider outreach should not be limited to pediatricians  

• Outreach and education plan should include targeted messages for 

parents/guardians, schools, and child care centers
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Lead Poisoning in Rhode Island

❖ Rhode Island (RI) is a small state with a big childhood lead poisoning problem. 

❖ One in twelve RI children who have been tested have or have had elevated blood lead levels 

(EBLLs) when they enter kindergarten.

❖ Rhode Island’s high lead poisoning rate comes as no surprise, since at least 82% of renter 

occupied homes and 77% of owner occupied homes in RI were built before 1978.

❖ 87% of extremely low-income families   who rent and 

who have children under  the age of 6 years live in homes built 

prior to 1978. 



Lead Poisoning in Rhode Island

❖ RI designates cities with a child poverty rate greater than 25% as Core Cities. These cities 

also have the oldest housing stock in the State. 

❖ 94% of housing in the Core Cities were built prior to 1978.

❖ 61% of residences in the Core Cities were built prior to 1940, thus are at highest risk for lead 

paint.  

❖ The percentage of pre-1940 housing in the Core Cities is approximately twice the statewide 

rate. RI’s pre-1940 percentage is higher than all other states except for Massachusetts and 

New York.



Core Cities

Lead poisoning is a statewide issue, but rates are highest in 
sections of the Core Cities.



Legislative Mandates

❖ Rhode Island General Law 23-24.6 The Lead Poisoning Prevention Act 

(LPPA), enacted in 1991, established the Rhode Island Department of 

Health (RIDOH) as the lead agency for lead poisoning prevention in RI.

❖ RIDOH’s responsibilities include overseeing:

❖ Training and licensing of inspectors and renovators

❖ Blood lead testing of children less than six years old

❖ Follow-up services for children with elevated lead levels

❖ Case Management

❖ Comprehensive Environmental Lead Inspections

❖ Inspections of lead hazard removal projects

❖ Certification of lead safe conditions

❖ Public awareness/education

❖ LPPA requires RIDOH to promulgate Lead Poisoning Preventing Regulations 

(216-RICR-50-15-3 )



Regulated Persons

❖ RI law and the Rhode Island Department of Health (RIDOH) lead regulation mandate 

statewide universal lead screening for all children under the age of 6. 

❖ Healthcare providers are required to  conduct blood lead screening tests in accordance with 

the universal screening guidelines 

❖ Administrators of Schools and Child Day Care Centers must require written verification of 

blood lead screening completed by the child's health care provider, or other individual who 

conducted the screening, on forms approved by RIDOH. 



Universal Blood Lead Screening Requirements 

Screen all children from 9 months to 6 years of 

age(9 to 72 months) for lead poisoning at least 

once annually

For a child between 9 and 36 months of age:

❖• Screen once between 9 and 15 months of age, and

❖• Screen again 12 months later, between 21 and 36 months 

of age.



Universal Blood Lead Screening Requirements 

If the child has an elevated blood lead level, follow the 

recommended actions.

For a child between 36 and 72 months of age:

❖ • If a child was screened at least twice prior to 36 months of age, and any test was greater than or equal to 
5 μg/dL, continue to order a blood lead test at least once a year until the child turns 6 years of age.

❖ • If a child was screened at least twice prior to 36 months of age, and ALL tests were less than 5 μg/dL, the 
Risk Assessment Questionnaire below can be used instead of a blood lead test, to screen for lead.

❖ • If a child was NOT screened at least twice prior to 36 months of age, order a blood lead test. If the blood 
lead level is greater than or equal to 5 μg/dL, follow the Recommended Actions and screen annually.

Note: Children who are developmentally delayed should receive blood lead screening tests at intervals 
appropriate for their developmental age.



Risk Assessment Questionnaire

If the answer to ANY of these questions is YES, order a blood lead test. If the answer to ALL of these questions is NO, 
blood lead testing can be discontinued, but the Risk Assessment Questionnaire should be administered annually until 
the child turns 6 years of age.

1. Does your child live in or regularly visit a house built before 1978 with peeling or chipping paint (day-care center, 
pre-school, home of babysitter, friend, or relative)?

2. Does your child live in or regularly visit a house built before 1978 that has been renovated or remodeled in the last   
6 months?

3. Does your child have a brother, sister, housemate, or playmate who has or did have lead poisoning?

4. Does your child live near an active smelter, battery recycling plant, or other industry likely to release lead?

5. Does your child live with an adult whose job (i.e., construction, painting) or hobby (i.e. pottery, stained glass,
furniture refinishing, automotive bodywork, and boat refinishing) involves exposure to lead?



Screening Rates

❖ RI’s universal screening requirement consistently yields high quality data that serve as a 

credible basis for policy and regulatory decisions.

❖ In 2016, 56% of RI children < 36 months old received two lead screenings and 76% 

received one screen before 15 months of age, leading to the identification of 842 new 

cases of BLLs > 5 µg/dL. 

❖ Given that screening rates are not 100%, the actual number of cases is likely to be higher.  

A recent analysis of children whose initial screen was below 5 µg/dL, showed that failure to 

conduct a second screen resulted in the under-reporting of 

about 260 new cases.

(References: RI Public Health Association 2013). 



Screening Rates
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Screening Rates
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Screening Rates



Screening and Insurance

❖In 2016, 24,725 Rhode Island children under the age of 6 years old were 
screened for lead poisoning. 50% of those screened were Medicaid-
eligible and 47% were privately insured.

❖ The tests identified 842 children who had EBLL > 5 µg/dL for the *first* 
time. 

❖A total of 1,200 children tested in 2016 had elevated  BLLs > 5 µg/dL. 
❖67% of those children were Medicaid-eligible,       

❖30% were privately insured

❖ 3% insurance was not reported for



Screening and Insurance

Rhode Island Children 

have had 1st time Blood Lead Levels > 5 mcg/dL

in the last 10 years



An action level is the threshold at which blood lead levels can be reduced if effective, evidence -based 
interventions exist and resources are available. 

Lead Action Level

Lead Action Levels in Rhode Island 

Revised November 2017

Blood Lead Level (BLL) Interventions Offered

0-4 g/dL ▪ BLL within acceptable range.

>5 g/dL Capillary test
▪ Primary Care Providers receive a letter recommending venous 

test confirmation.

5-9 g/dL Venous test 

▪ The family is referred to Lead Center for an educational home 

visit about lead poisoning, nutrition, and cleaning practices 

that can protect them from further lead exposure. 

▪ The family is referred to the Neurodevelopmental Center at 

Memorial Hospital of Rhode Island.

> 10 g/dL Venous test

▪ Follow same intervention for 5-9 μg/dL venous test.

▪ The property is referred to a certified lead inspector for a 

Comprehensive Environmental Lead Inspection if the child is 

Medicaid eligible

▪ The Primary care provider receives a letter with the blood lead 

result and the contact information of the Lead Center to which 

the family was referred. 

>15 g/dL Venous test for children not 

Medicaid Eligible
▪ Follow same intervention for> 10 g/dL venous test.

Lead Action Level 



. 

Lead Action Level
Next Steps to Increasing Compliance

RIDOH is launching campaigns to increase screening compliance

❖ Identifying best practices for medical providers

❖ Encouraging in office capillary tests 

❖ Lead screening in WIC Centers



Center for Healthy Homes & Environment

Division of Environmental Health

Rhode Island Department of Health

Michelle.Kollett@health.ri.gov

401-222-7794


