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PROTECTING CHILDREN FROM LEAD POISONING
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G. G. Berg 

A Study in Empowerment

by David J. Wilson

By 1967 it was becoming evident that the RCSI had won as far as water pollution was concerned, and a few of us were looking for new dragons to slay. At a SIPI meeting George Berg and I heard a pediatrician (David Elwyn) speak about lead poisoning among young children in Chicago's inner city as a result of the kids eating chips of lead-containing paint that were peeling off the walls. This sounded as though it might be a problem in Rochester's inner city, too. George dug out a report done in 1964 by a couple of pediatric residents (Evan Charney and Arthur Kopelman at Strong Memorial Hospital) on a series of cases of pediatric lead poisoning, all of which had originated in one apartment house in Rochester. Their small screening survey for pediatric lead poisoning found 4 children out of 61 showing evidence of lead poisoning. J.D. Hare and George Berg edited this report and the RCSI published it in August, 1967, as our initial salvo in what turned out to be a rather savage fight over pediatric lead poisoning. 

In December, 1967, Dr. Hare published a second report dealing with recent cases of pediatric lead poisoning; he reported that 9 children were being treated at that time at Strong Memorial Hospital, all from Rochester's inner city. Lead poisoning is a particularly insidious type of poisoning in that the early symptoms are diffuse and non-specific, lead poisoning can be fatal, it is cumulative, it can cause very severe neurological and kidney damage, and even at relatively low dosages it can cause mental impairment.

We badly needed a cheap, quick, simple screening test for testing paint chips for the presence of lead. I developed one, based on the fact, known to everyone who remembers freshman chemistry, that lead sulfide is jet black and extremely insoluble. The test simply involves picking up the paint chip with tweezers and partially dipping it into a solution of sodium sulfide. One then examines both sides and the edges of the paint chip with a magnifying glass to see if any layer of paint in the chip has been blackened by the treatment. This very simple technique saved us a great deal of time, money, and effort, and was our principal paint screening tool. Dr. Jim Sayre and I published an article on this method in American Journal of Diseases of Children, and I still get an occasional reprint request.

The next problem was to get samples of paint chips from dwellings in Rochester's inner city. On one embarrassing Saturday afternoon I discovered that a strange white man does not just casually knock on the door of an inner city home and get admitted, to pick paint off the walls. I was stymied. However, I then thought to call Walter Cooper, a black chemist friend at Eastman Kodak, and ask for advice. Walt was president of the Urban League of Rochester at the time. Through him I met David Anderson, the deputy director of the Urban League, and he heard me out as I gave him a hard sell on lead poisoning, its impact on black kids in Rochester's inner city, and what I hoped he'd be able to help me do. He gave the paint chip collection project to a group of teenagers in the Urban League, and they were awesome. By January 15, 1968, the Urban League, the County Public Safety Laboratory, and the RCSI had published a report on the results obtained on 112 samples of paint chips; 27 of these were found to contain lead. We were indebted to Dr. Luville Steadman (of the University of Rochester Atomic Energy Project) and Mr. John Temmerman (director of the county public safety laboratory) for spectrographic verification of 10 of our positive samples, all of which turned out to be loaded with lead, as expected. 

The City Council of Rochester, the county health director, and the mayor of the city were underwhelmed by our arguments about the seriousness and the source of pediatric lead poisoning in Rochester. A proposed bill making the presence of loose lead paint on the interior of a dwelling an emergency under the city building code was soundly defeated. We were furious. In the next election, however, lead poisoning in children was one of the major issues. The Urban League made a massive effort to educate voters in the black community, and was evidently quite successful. The newly elected city council and the new mayor passed the lead paint bill within a month of taking office, as I recall.

In 1969 I left the University of Rochester to move to Vanderbilt University. Before I left, I had the privilege of writing up RCSI's Lead Poisoning Project for the Scientist and Citizen magazine. And five years later (1994) the lead poisoning project served me as the basis for an educational videotape on scientists in action. 

Protecting Rochester Children from Lead Poisoning

by George G. Berg 

Scaling up the campaign against lead poisoning

David Wilson’s account tells how in the 1960s the RCSI was still working to eliminate the kind of lead poisoning that brought a young child in convulsions to the emergency ward. This is classified as acute poisoning. By the end of that period, however, we were dealing with an enormously greater problem: not just acute poisoning of a few, but chronic lead poisoning and brain damage to whole groups of young children, especially in inner cities. 

In 1973, Congress funded a national program to control lead poisoning of children. In Rochester, the program gave a grant to a neighborhood group in the inner city called SPAN (Student and Parents Advisors to the Neighborhood). SPAN had a program of outreach, and included people who had worked on the control of lead hazards with Dave. I was invited to represent RCSI on the advisory committee. It was a good program, but in the following year the County Health Department applied for the same grant and SPAN could not compete with the Department's weight of professional expertise and trained personnel. 

In 1974, Monroe County's Childhood Lead Poisoning Prevention Program took over the grant. The Health Department's Program was well designed and ably led. It produced results: year after year, fewer of the screened children were found with abnormally high levels of lead. This is how it worked.

 1) Sampling. Blood samples were collected from children brought to neighborhood clinics (most prominently the Anthony Jordan Center) and to hospitals. Also, the Program had a nurse on the staff who also took samples from children in schools. The County Health Department Laboratory tested the samples. 

2) Follow-up. Four outreach workers made home visits to assure the care of children who showed elevated lead levels. 

3) Cleanup. Where resident children were found with high levels of lead in blood, two inspectors from the program tested the paint in the apartments and served cleanup orders on landlords. 

4) Education. The Program had a portable exhibit and held meetings for people in problem neighborhoods. 

Other Federal Government actions helped to protect the children. The EPA started to phase out lead from gasoline. This cleaned up city air so well that airborne lead was cut back to less than half by 1977, and kept coming down in the years that followed (RCSI Bulletin No. 288). Cleaner air also meant less exposure to lead from dust on the floor and on the playground. There was more money for neighborhood health clinics. Eventually, lead was banned from interior house paint and from solder used in water pipes. In Rochester's inner city one third of screened children showed abnormally high exposures to lead in 1974; fewer than one in ten still tested high in 1979. That was also bad news, of course, showing that an intolerable 9% of the children in the neighborhood were still poisoned with dangerous levels of lead. This was the problem I returned to when I was appointed to the Health Department's Environmental Health Advisory Committee in 1979, and again when I was appointed to the County Board of Health in 1985. 

Tracking “poison houses.” 
I wanted to find out why all the work of the Lead Poisoning Control Program had not yet eliminated lead poisoning of children, but when I tried to track how the system worked, I was mired in paper. There were individual children's health records, records of blood tests, family social services records, apartment inspection records, all in different formats and different files. For example, l could not even find out whether the hazard was linked to families (so that siblings of a poisoned child would be at high risk) or to apartments (so that occupants who followed a poisoned child would be at high risk). 

I proposed, on behalf of the RCSI, to turn all the records of lead poisoning into a computerized data base, and in 1983 we were fortunate to get a grant for that purpose from the Daisy Marquis Jones Foundation. We bought time on the mainframe computer at the University Computing Center, and engaged an excellent programmer, who put in more time than he ever charged for. He designed the data base (using the SAS program), and the County Health Department arranged to have all the data keypunched for the years 1974 through 1983. I then spent evenings at the Computing Center learning to how to extract information out of this huge pile of numbers without running out of grant money, because computer time was expensive.

The program produced clear evidence of a bad situation. There were more than a dozen addresses where children were poisoned repeatedly during all the ten years of operation of the Health Department's Childhood Lead Poisoning Prevention Program. When the family of an exposed child was moved out and new families moved in, in a year or two another child would become a victim of exposure. I printed out the record of what I called “poison houses,” and a friendly reporter turned it into a feature article in the newspaper. How it happened was clear: more peeling paint, more exposure to lead. How to stop it was the next question.

One remedy was to give the Health Department's Program a better way to spot and track the danger. The tool was in hand, since the software we developed to track lead poisoning on a computer proved to be easy to use and time saving, especially when compared to the existing paperwork. The Program office had a computer terminal connected to the County's mainframe computer for accounting. I thought that all we needed was to transfer our reel of tape with the forms and the data base from the University machine to the County machine, and arrange for Program personnel to access it from the office. I was wrong.

Our programmer and I wasted a couple of afternoons in meetings with the clerk in charge of the County's computer. It finally dawned on me, that the man was stonewalling, and would never let into his machine a program he was not competent to run. Thoroughly annoyed, I went straight to the top and knocked at the door of County Manager Lou Morin. He heard me out, and showed what a good executive can do. Instead of overriding a subordinate, he put the County Health Department at the top of the list for getting one of the new, independent desktop computers. The machine came, the data base and software were installed, and the Lead Poisoning Control Program entered the information age. I was happy to advise the Foundation that the project it sponsored was a success. 

Connecting the system.
The job of preventing lead poisoning was supported in large part by Federal funds, but it was staffed by three local government organizations: the County Health Department, the County Department of Social Services, and the City Housing Bureau. In 1979, I saw civil servants working hard at their assigned jobs, and yet children were still picking up the poison. To understand this, I used systems analysis, a technique I had learned years earlier at the Institute for Man and Science in Rensselaerville. I found that although the components of a control system were in place, they were not connected to do the job. In technical terms, the agencies were process oriented but not product oriented. The social workers at the Department of Social Services would dutifully relocate the family of a poisoned child, but their priority was to find very scarce housing for low income tenants. They could scarcely afford to let the vacated apartment stay vacant. The housing inspector of the County Health Department did identify the source of the poison and the Department ordered the landlord to make the place safe, but the health officer had no real power to enforce the order. The City Housing Bureau had the power to deny a certificate of occupancy for the residence, but cleaning up peeling paint just did not have priority compared to such fundamentals as toilets that flush, lights that do not short out, windows that can be closed in winter and roofs that do not leak.

The action to mend the system was led by Olga Berg for the RCSI and Alice Young for the League of Women Voters. They brought the information (summarized in RCSI Bulletin No. 289) to public officials and legislators. A county legislator, Nan Johnson, took charge of the problem, and called to a meeting at her office the key people from all the government agencies involved, as well as the RCSI and the League. Once the government officials met face to face to deal with the same problem ( getting the poison out of apartments ), all kinds of impossible tasks turned out to be feasible. Nan Johnson scheduled periodic meetings and demanded results. In the same period of time, however, other events threatened the existence of the entire program. 

Rescuing the program from destruction.

The Federal Government funded local programs to protect children from lead poisoning, on the principle that the programs would show how to do the job, and then state governments would take charge of completing the job. Accordingly, in 1983, all the Federal funds for projects in New York State were given to the State Department of Health as a block grant.

The State opened programs in additional communities, as expected, but it did not add the needed funding. Instead, it spread out the Federal grant so that no local program got the amount of money it needed. The staff of our program was cut back from twelve to six, which meant that essential services were lost. There was no one to check children for lead poisoning unless the parents brought them to a clinic, and no one to follow up the care of a child found with high levels of lead. The number of inspections for lead hazards had to be cut, and the ability to use inspections for prevention of poisoning would have been crippled if our inspector followed the rules established by the State Health Department. For example, one rule made home inspection mandatory only after a child was tested and found with a high level of lead in blood two times in a row at the same address. The test that was conveniently done on one drop of blood (the ZPP test) now had to be confirmed by a test on a blood sample sent to a laboratory. Another rule took the test for lead in paint away from the local program. Our inspector used an optical device that could be held against any surface to read the concentration of lead in paint directly. The State Health Department required that samples be taken only where paint was already chipped, and that they be mailed to the State laboratory for analysis.

The year 1985 was a crisis year in two ways. The percentage of children found with lead poisoning went up, rather than down, for the first time in ten years. The State Health Department did not pass on the money from the Federal grant, leaving the Project unfunded. The fate of the effort to protect children from lead poisoning was now in the hands of the County Legislature.

A rescue movement was mounted by civic groups, spearheaded by Alice Young of the League of Women Voters. Olga Berg of the RCSI turned out informational flyers that showed graphically how the Project protected the children from poisoning, and how the loss of each function of the Project caused more children to be exposed to damage, and left damaged children unfound and uncared for. All the information was summarized in two RCSI Bulletins (Nos. 288 and 289) written by George Berg, Olga Berg, and Heather Booth. Heather was Olga's graduate student, who also wrote RCSI Bulletins (Nos. 282 and 283) on hazards to children from soil polluted with lead.

The rescue succeeded. Money to restore and continue the Project was found. In September, 1988 the RCSI had the satisfaction of publishing a Bulletin (No. 301) with the title “Improved Action Against Lead Poisoning in Rochester.” I departed from Rochester a few months later. 

