Health Update
March 4, 2016

Ordway Elementary School Water Lead Testing Update
Actions Requested





Be aware that the Bainbridge Island School District issued a second letter to parents (available at www.bisd303.org/)
providing additional details on the water sampling process and data. This, along with a lengthy article in the Kitsap Sun
today, may prompt additional calls to your clinics/facilities from parents.
Be aware that critical review of sampling methods revealed inconsistencies, making it scientifically inappropriate
to draw conclusions about student exposure to lead based on the resulting test data.
Help us in monitoring this situation at the community level by reporting any blood lead level tests performed in
association with the Ordway situation. Please share these data by faxing any results to our confidential notifiable
conditions reporting fax at 360-337-5241.
Follow routine blood lead screening guidelines. (See attachments).

For questions, healthcare providers may contact our Health Officer, Dr. Susan Turner, at 360-337-5250.

Background
Today, the Bainbridge Island School District (BISD) is distributing an update to parents about elevated lead levels detected
from water fixtures at Ordway Elementary School. On March 2, 2016, after an extensive interview of BISD staff by KPHD
and DOH, it was determined that different people collected the December and February water samples using inconsistent
procedures that varied from EPA sampling guidelines. It was further determined that water sample results were not
representative of the water that students and staff would typically consume.
Per WAC 246-101, laboratories have 2 days to send any elevated blood lead level test results >=5 ug/dL to the Washington
State Department of Health and 30 days to send results below that cut-off level. Given the current situation at Ordway, we
would like to have an idea of both any elevated and non-elevated results earlier than that. Reviewing and assessing these data
on a community-based level will help us better understand the situation.
A community meeting is being scheduled for next week. Details will be available early next week on the BISD’s
website (www.bisd303.org/).

Resources
Resources: Lead page on KPHD website: http://www.kitsappublichealth.org/information/lead_resources.php
Attachments: (1) Washington State Department of Health’s ‘Clinical Algorithm for Targeted Childhood Lead Testing’ for
assessing risk factors of lead exposure
(2) “Recommendations on Medical Management of Childhood Lead Exposure and Poisoning” from Pediatric
Environmental Specialty Units (PEHSU) and the American Academy of Pediatrics (AAP)
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RECOMMENDATIONS FOR BLOOD LEAD TESTING OF CHILDREN IN WASHINGTON STATE
The Department of Health recommends screening children using the below algorithm at 12 and 24 months of age.

Does the child have any of the following risk factors:

LEAD RISK EXPOSURE
EXAMPLES:

•

Lives in or regularly visits any house built before 1950.*

•

Lives in or regularly visits any house built before 1978 that has recent or ongoing renovations or remodeling.

•

From a low income family (defined as incomes <130% of the poverty level.)**

•

Known to have a sibling or frequent playmate with elevated blood lead level.

•

Is a recent immigrant, refugee, foreign adoptee, or child in foster care.

•

Has a parent or principal caregiver who works professionally or recreationally with lead. (See sidebar for examples.)

•

Uses traditional, folk, or ethnic remedies or cosmetics (such as Greta, Azarcon, Ghasard, Ba-baw-san, Sindoor or Kohl.)

** Apple Health in Washington Medicaid covers children with family incomes up to 300% of the federal poverty level. If family income
is unknown, testing should be offered.

• Work or visit gun range
• Mining, smelting,
battery recycling
• Making lead fishing
weights or ammunition
• Stained glass
• Soldering and welding
Consumer Products:

UNK

Perform lead testing

• Remodeling and
demolition
• Painting

* Screening may not be indicated if the home has previously undergone lead abatement or tested negative for lead after remodeling.

YES

Occupations and
Hobbies:

NO

Healthcare providers should consider testing child per clinical judgment, if:
•

Parents have concern or request testing (including older children that have risk of exposure.)

•

Child lives within a kilometer of an airport or lead emitting industry or on former orchard land.

•

Child with pica behavior.

•

Child with neurodevelopmental disabilities or conditions such as autism, ADHD, and learning delays.

• Pottery or porcelain
with lead glaze
• Informally imported
foods, candies and
spices
• Antique furniture and
inexpensive jewelry

Healthcare providers are encouraged to use the Department of Health’s Lead Risk Index Map to better understand which
areas in their community are at higher risk for lead exposure. See https://fortress.wa.gov/doh/wtn/WTNIBL/
Interpretation and Medical Management of Blood Lead Levels:
If blood lead level is ≥5 mcg/dL: See PEHSU Recommendations on Medical Management of Childhood Lead Poisoning
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Recommendations on Medical Management of Childhood Lead Exposure and Poisoning
No level of lead in the blood is safe. In 2012, the CDC established a new “reference value” for blood lead levels
(5 mcg/dL), thereby lowering the level at which evaluation and intervention are recommended (CDC).
Lead level
< 5 mcg/dL

5-14 mcg/dL

15-44
mcg/dL

>44 mcg/dL

Recommendation
1. Review lab results with family. For reference, the geometric mean blood lead level for
children 1-5 years old is less than 2 mcg/dL .
2. Repeat the blood lead level in 6-12 months if the child is at high risk or risk changes during the
timeframe. Ensure levels are done at 1 and 2 years of age.
3. For children screened at age < 12 months, consider retesting in 3-6 months as lead exposure
may increase as mobility increases.
4. Perform routine health maintenance including assessment of nutrition, physical and mental
development, as well as iron deficiency risk factors.
5. Provide anticipatory guidance on common sources of environmental lead exposure: paint in
homes built prior to 1978, soil near roadways or other sources of lead, take-home exposures
related to adult occupations, imported spices, cosmetics, folk remedies, and cookware.
1. Perform steps as described above for levels < 5 mcg/dL.
2. Re-test venous blood lead level within 1-3 months to ensure the lead level is not rising. If it is
stable or decreasing, retest the blood lead level in 3 months. Refer patient to local health
authorities if such resources are available. Most states require elevated blood lead levels be
reported to the state health department. Contact the CDC at 800-CDC-INFO (800-232-4636)
or the National Lead Information Center at 800-424-LEAD (5323) for resources regarding lead
poisoning prevention and local childhood lead poisoning prevention programs.
3. Take a careful environmental history to identify potential sources of exposures (see #5 above)
and provide preliminary advice about reducing/eliminating exposures. Take care to consider
other children who may be exposed.
4. Provide nutritional counseling related to calcium and iron. In addition, recommend having a
fruit at every meal as iron absorption quadruples when taken with Vitamin C-containing
foods. Encourage the consumption of iron-enriched foods (e.g., cereals, meats). Some
children may be eligible for Special Supplemental Nutrition Program for Women, Infants and
Child (WIC) or other nutritional counseling.
5. Ensure iron sufficiency with adequate laboratory testing (CBC, Ferritin, CRP) and treatment
per AAP guidelines. Consider starting a multivitamin with iron.
6. Perform structured developmental screening evaluations at child health maintenance visits,
as lead’s effect on development may manifest over years.
1. Perform steps as described above for levels 5-14 mcg/dL.
2. Confirm the blood lead level with repeat venous sample within 1 to 4 weeks.
3. Additional, specific evaluation of the child, such as abdominal x-ray should be considered
based on the environmental investigation and history (e.g., pica for paint chips, mouthing
behaviors). Gut decontamination may be considered if leaded foreign bodies are visualized
on x-ray. Any treatment for blood lead levels in this range should be done in consultation
with an expert. Contact local PEHSU or PCC for guidance; see resources on back for contact
information.
1. Follow guidance for BLL 15-44 mcg/dL as listed above.
2. Confirm the blood lead level with repeat venous lead level within 48 hours.
3. Consider hospitalization and/or chelation therapy (managed with the assistance of an
experienced provider). Safety of the home with respect to lead hazards, isolation of the lead
source, family social situation, and chronicity of the exposure are factors that may influence
management. Contact your regional PEHSU or PCC for assistance; see resources on back for
contact information.

Document authored by Nicholas Newman, DO, FAAP, Region 5 PEHSU, Helen J. Binns, MD, MPH, Region 5 PEHSU, Mateusz
Karwowski, MD, MPH, Region 1 PEHSU, Jennifer Lowry, MD , Region 7 PEHSU and the PEHSU Lead Working Group.

Recommendations on Medical Management of Childhood Lead Exposure and Poisoning
Principles of Lead Exposure in Children
• A child’s blood lead concentration depends on their environment, habits, and nutritional status. Each of these
can influence lead absorption. Children with differing habits or nutritional status but who live in the same
environment can vary on blood lead concentration. Further, as children age or change residences, habits or
environments change creating or reducing lead exposure potential.
• While clinically evident effects such as anemia, abdominal pain, nephropathy, and encephalopathy are seen at
levels >40 µg/dL, even levels below 10 µg/dL are associated with subclinical effects such inattention and
hyperactivity, and decreased cognitive function. Levels above 100 µg/dL may result in fatal cerebral edema.
• Lead exposure can be viewed as a lifelong exposure, even after blood lead levels decline. Bone acts as a
reservoir for lead over an individual’s lifetime. Childhood lead exposure has potential consequences for adult
health and is linked to hypertension, renal insufficiency, and increased cardiovascular-related mortality.
• Since lead shares common absorptive mechanisms with iron, calcium, and zinc, nutritional deficiencies in
these minerals promotes lead absorption. Acting synergistically with lead, deficiencies in these minerals can
also worsen lead-related neurotoxicity.
Principles of Lead Screening
• Lead screening is typically performed with a capillary specimen obtained by a finger prick with blood blotted
onto a testing paper. Testing in this manner requires that the skin surface be clean; false positives are
common. Therefore, elevated capillary blood lead levels should be followed by venipuncture testing to
confirm the blood lead level. In cases where the capillary specimen demonstrates an elevated lead level but
the follow-up venipuncture does not, it is important to recognize that the child may live in a leadcontaminated environment that resulted in contamination of the finger tip. Efforts should be made to identify
and eliminate the source of lead in these cases. Where feasible, lead screening should be performed by
venipuncture.
Principles of Iron Deficiency Screening
• The iron deficiency state enhances absorption of ingested lead.
• Hemoglobin is a lagging indicator of iron deficiency and only 40% of children with anemia are iron deficient.
• Lead exposed children (≥ 5 mcg/dL) are at risk for iron deficiency and should be screened using CBC, Ferritin,
and CRP. Alternatively, reticulocyte hemoglobin can be used, if available.
• Children with iron deficiency, with or without anemia, should be treated with iron supplementation.
Resources
• Pediatric Environmental Health Specialty Unit
(PEHSU)Network
• Poison Control Center (PCC)
• Centers for Disease Control and Prevention
• U.S. Environmental Protection Agency

•

www.pehsu.net or 888-347-2632

•
•
•

www.aapcc.org/ or 800-222-1222
www.cdc.gov/nceh/lead/ or 800-232-4636
www.epa.gov/lead/ or 800-424-5323
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