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In recent years, the United States has faced an aging transportation infrastructure in serious need of
repair, rehabilitation, and replacement. This need has been particularl severe in the Northeast. In
the past, |ead-based paint had been applied to virtuall all of these structures nationwide and much
of the paint remains. As a consequence, there is growing concern about the risk of lead
contamination to the environment and to construction workers during rehabilitation activities. Both
nationall and state by state, departments of health, labor, and transportation have mounted efforts
to control these exposures. The National Institute for Occupational Safety and Health (NIOSH)
currentl hasaprogram known as Adult Blood Lead Epidemiolog and Surveillance (ABLES). The
program provides funding and technical support to states establishing surveillance and intervention
systems to document and prevent adult lead poisoning in high-risk industries and occupations,
including construction.

The Mount Sinai School of Medicine, Center for Occupational and Environmental Medicine, and
the New York State Department of Health, Division of Occupational Health and Environmental
Epidemiology, conducted a survey of 12 state agencies with jurisdiction over adult blood-lead
surveillance, in most casesthe department of health. The survey was designed to (1) examinetrends
in lead surveillance activities both in general and specific to construction, (2) explore the degree to
which cooperative efforts have emerged among state agencies to address construction- worker lead
exposures and the degree to which these efforts are aresponse to infrastructure work in that state,
and (3) document perceived barriers to program devel opment and implementation.

In a companion survey, the Alliance to End Childhood Lead Poisoning surveyed state departments
of transportation (DOTS) in the same 12 states. The purpose of that survey was to determine the
extent to which DOTs were using specificationsin their contracts for worker lead protection, and
to assessthe factors mitigating for or against their use. Thesetwo surveysare part of abroader study
being conducted by the Center to Protect Workers' Rights to assess the efficac  of using contract
specifications as atool to strengthen worker protection during industrial steel rehabilitation.

Background: L ead-Poisoning Registries

In the earl 1980s, states began developing surveillance systems for adult lead poisoning. States
established legal requirements mandatin the reportin  of elevated blood lead levels to a specific
state agency, usuall the department of health. (The definition of an “elevated” blood lead level
variesamong states.) Adult lead registriesrely on laboratory and/or physician reportin - of blood lead
levels. In some instances, states also require employers to report blood lead levels (BLLS). For
numerous states, these reportin  requirements also extended to other heavy metals like arsenic,
cadmium, and mercury. Among the states with heav metal registries, lead poisoning is the most
frequently reported poisoning.

Registries have adual purpose. First, registries serve a surveillance function. They collect and
analyze data to ook for trends in and distribution of adult lead poisoning. Categories examined
include industry, occupation, geographic location, and time period. Detecting such trends can be
useful for determining programmatic priorities for research and prevention initiativesand in

evaluating the effectiveness of intervention strategies. Second, registries serve a preventive and
intervention function by providing | ead-poisoned persons with information on the health hazards of



lead and methods to control exposures, as well as information on appropriate medical care. In
addition, registry staff ascertain whether other individuals, such as coworkers or famil members,
are similarl  exposed. Information may also be provided to the physician and/or employer,
depending onthe severit of the case. In someinstances, anindustrial hygieneinvestigation occurs.

Both surveillance and prevention/intervention are labor intensive, often requiring extensive
telephonefollow-upwiththe physician, employer, and |ead-poisoned individual to gather appropriate
information on the nature and extent of exposure and to initiate appropriate intervention activity. In
addition, at times onsite visits are required. Adult lead registries report poisonings from arange of
settingsincluding hobbies, homerepair, and work. However, most reportscomefrom theworkplace.

Survey Method

Currently, 23 states have blood lead registries (box 1). Nine other states are developing them. The
12 states in our sample were selected based on (1) geographic diversit (states from the Northeast,
Southeast, Midwest, and West Coast were chosen), (2)

diversit in program content_and development, and (3) Box 1. States with blood lead registries
extent of infrastructure repair. Eleven of the 12 states
surveyed require adult blood lead levelsto bereported | Alabam New Yor
(see annex A) Arizona North Carolina
' Cdifornia Oklahoma
Connecticut Oregon
The survey questionnaire (annex B) was developed to | !llinois Pennsylvania
. . lowa South Carolina
address the goals of the study. Trends in surveillance | paine Texas
were examined by asking questions related to registry | Maryland Utah
organization, data collection, and response protocols, M_as&_achusetts Vermont
. . o ichigan Washington
The surveyed agencieswere asked if they had initiated | New Hampshire Wisconsi
special lead-emphasis programs or programstargetin n
construction-related exposure. Where such programs | New Jersey

did exist, details were €licited on interagency

cooperation and enforcement, including theuse of contract specificationsinthese programs. NIOSH
and selected state department of health staff reviewed the questionnaire in order to ensure that
terminology and organization were clear and correct.

Study participants were representatives from state agenciesinvolved in lead surveillance. These
representatives were identified in consultation with NIOSH’s ABLES program and the Center to
Protect Workers' Rights. Oncethe appropriate persontointerview wasidentified, theindividual was
sent acopy of the questionnaire and aletter outlinin the purpose of the study. The survey wasthen
completed by telephone interview. Additional documentation, such as supporting laws and
regulations, and surveillance protocols, was requested from each survey participant. The
guestionnaireswere then summarized and forwarded to the individual interviewed for comment and
clarification.
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General Findings
Trendsin Survelllance

Eleven of the 12 states surveyed required blood lead levels to be reported to a state registry (table
1). (Georgiahasno reportin  requirement.) Eight registries are located in departments of health (or
the equivalent), two in departments of labor, and one in a department of environment. Of the 11
states surveyed that collect blood lead data, most have a strong emphasis on identifying and
intervening in work-related |ead poisoning cases.

Reportin  requirements about who must report and what must be reported affect reporting levels.
Some statesrequirethat all blood |ead levelsbe reported, while others havethreshold level sor other
reportin qualifications. Most states require clinical laboratories conducting blood lead analysisto
report BLLstothe stateregistry. In many instances, physiciansareal so required to report. In general,
laboratory compliance with reportin  appearsto be significantl  better than physician compliance.
For instance, in Connecticut where both physicians and |aboratories are required to report, lessthan
5% of thereportsreceived from |aboratorieswere al so received fromthe physiciansordering thetest.
Other states have reported similar experiences. In Michigan and Texas, laboratories and physicians
are required to report only what they determine to be occupationally related poisonings. This, too,
seems to adversely affect reporting levels.

Reporting and Intervention Thresholds

Mandated reporting thresholds vary from state to state, ranging from all blood lead levels (New
Y ork, Ohio, and Washington) toreportin thresholdsof 40 microgramsper deciliter (ug/dl) (Texas).
Severa states recentl lowered reportin  thresholds or indicated there were efforts under way to
reduce reportin  thresholds. In general, there appears to be atrend toward lowering the reporting
threshold. This trend is probably influenced by reductions in threshold limits for childhood lead
poisoning as recommended by the U.S. Centers for Disease Control and Prevention (CDC) and by
the fact that more states are moving toward electronic reportin by laboratories, enablin the states
to handlelarge quantities of dataat greater speeds. Additionally, some state agency staff have noted
that some laboratories alread report all BLLS rather than only those above a threshold level,
presumably for reasons of administrative ease.

Thetrigger level at which agenciesinitiateintervention activitiesalso variesfrom stateto state. This
variation seems largely dependent on staff resources. In the best circumstances, states initiate
intervention activitiesfor caseswith BLLsbetween 20 and 25 pug/dl. Theselevelsareinkeepin with
recommendationsissued by the U.S. Department of Health and Human Servicesin Healthy People
2000, which listsnational health promotion and disease prevention objectives.* In someother states,

U.S. Department of Health and Human Services, Public Health Service, DHHS publication # PHS 91-
50212, Washington, D.C., 1990.
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Table 1. Reporting of adult blood lead levelsin 12 states, 1995

Reporting Blood lead level
Legal Whoreports | threshold (no/dl)
State requirement? to state® (ug/dl) ® Action triggering state
taken? action
Cdlifornia Y (1986) L 25 Y 40
Connecticut Y (1973) L,P 10(L); 20 (P) Y 20
Georgia N — — — —
Louisiana Y (1988) None None specified None None specified
specified specified
Maryland Y (1988) L 25 Y Case by case
Y (1990) L 15 Y 40
M assachusetts
Michigan Y (1978) CEP None specified Y 50
New Jersey Y (1985) L;P 25 Y 40
New Yor Y (1981) L All levelsreported | Y 25
Ohio Y (1994) L,P All (L); 40 (P) Y —
Texas Y (1985) L,P 40 Y 60
Washington Y (1993) L All levelsreported | Y 25

a Year of the law’s passage is given in parentheses.
b. C= clinic; E=employer; L=laboratory; P=physician
Note: For details, seeindividual state summaries (annex A).

where staff resources are more limited, follow-up intervention begins at 40ug/dl. Other states, such

as Michigan and Texas, initiate intervention at much higher levels (50 - 60 pg/d!).

The nature of follow-up variesfrom state to state — again as a consequence of staff resources. Case
follow-up is alabor-intensive activity. Depending on the severit of the case, follow-up can consist
of (1) phone contact with the physician, employee, and employer; (2) provision of informational

material; (3) an industrial hygiene inspection; or (4) referral of a caseto state or federal OSHA for
inspection. Follow-up also requires departmental expertise in datamanagement and analysisaswell
asin occupational disease intervention.

L ead-in-Construction Programs

Thesurvey identified arange of surveillance and intervention programswithin departmentsof health

4
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or other state agencies designed to target construction-related activities (table 2). At one end of the

spectrum are states with more-devel oped construction-emphasis programs (Connecticut and New

Table 2. Programsfor worker lead protectionsin construction, 12 states, 1995

Special
funds
Constructio Contrac | separate
Adult blood I nter agency n-emphasis Structural | t specs from

State lead registry? lead program? | program? steel?° used? registry?
Cdlifornia Y (DHS) ? N N — — —
Connecticut Y (DPH) Y (DOT, DPH,

Yale, OSHA) Y Y Y %
Georgia N No N — — —
Louisiana Pending Pending (DEQ, — — —

OPH)*? N
Maryland Y (MDE)? N N — — —
Massachusetts| Y (DLI-DOH) @ Y (DLI-DOH, ?

Mass. Hwy Dept.) | Y Y Y N
Michigan Y (DPH) Y (DOT, DPH,

MIOSHA) Y Y N N
New Jersey | Y (DOH) Y (DOT, OSHA,

Dept. of Health) Y Y Y N
New Y ork Y (DOH) Proposed (DOH,

DOT, Mt. Sinai)® | Proposed Y Proposed | Proposed
Ohio Y (DOH) N N — — —
Texas Y (DOH) N N — — —
Washington | Y (DLI) N N — — —

a. DHS=Department of Health Services; MDE=Maryland Department of the Environment; DEQ=Department of
Environmental Quality; OPH=Office of Public Health, Department of Health and Hospitals; DL I-DOH=Division of Occupational
Hygiene, Department of Labor and Industries. Other abbreviations, used throughout thisreport, are spelled out on the inside front
cover.

b. “ Structural steel” coverstherange of structural-steel work in which lead exposure is possible, including construction,
demolition, and rehabilitation.

Note: The scope of each program is described in the state summary (see annex A).

Jersey ). At the other end of the spectrum are states that neither have programs nor are considering
the development of such programs. Within this range are states that either are involved in limited
programs (formal and informal) or are considering in the development of such programs. For

example, California has outreach programs to educate contractors and workers through forums and
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meetingsand provides onsite consultation services. Discussion with registry staff reveal ed that most
states recognize the benefits from and need for such focused programs and, given the resources,
would initiate such programs.

The Northeast appears to be a seminal region for the development of construction-emphasis
programs. Thisislikely, at least in part, to be due to the magnitude of infrastructure work under way
in the region. The Connecticut Road Industry Surveillance Project (CRISP), New Jersey's lead
control program for rehabilitation of steel structures, and New Y ork's proposed centralized
surveillance project are examples of ways to address the growing problem of lead exposurein
construction. Each of these programsfocuseson infrastructurework and isajoint interagency effort
between the registry agency and DOT. These states are using contract specifications as a tool to
ensure contractor compliance with features of the lead health and safety requirements, including
bloodleadtestin and review of theresults. A key feature of these programsisthe collection, review,
and use of blood |ead data by the DOT and theregistry asatool to identif overexposuresearl and
to initiate control measures.

Conclusions
Severa conclusions can be drawn from the information gathered in this survey.

1 Officialsin most of the states surveyed are aware of the problem of lead exposure in the
constructiontrades. Thisawarenessisundoubtedly fueled by the 1993 OSHA Lead Exposure
in Construction standard? and by the renewed focus on infrastructure repair in certain areas
of the country. In addition, apparently as a result of the standard, registries have noted an
increase in blood lead testing for construction workers.

2. More often than not, the extent of data collection and intervention (including the levels of
blood lead at which action istaken) is set on the basis of available resources, rather than on
prudent public health policy. Registries and related programs tend to be underfunded,
understaffed, and overextended.

3. The data collected suggest that the number of construction workers with blood lead levels
>40 pg/dl is underestimated because of poor contractor compliance with OSHA biological
monitoring requirements. The data suggest also that the proportion of workers with blood
levels of 40 pg/dl and above (including greeatly elevated levels of 60 pg/dl and above) is
greater in construction as compared to general industry.

4, It is difficult to determine work-relatedness of lead exposures. Accurate occupation and
industry information is not often recorded on the laboratory dlip or registry form. Tracking
this information then becomes labor intensive, difficult, and expensive.

5. Thereisnodirect way to account for the number of constructionworkerspotentiall exposed

2u.s. Occupational Safety and Health Administration. Lead Exposure in Construction; Interim Final Rule.
29 CFR Part 1926. Federa Register 58(84): 26590-649, May 4, 1993.



to lead and not tested. The effectiveness of laboratory-driven registry systemsis dependent
onindividuals beingtested. Clearly, theseregistries become moreeffectiveintracking trends
in disease where regulations requiring blood testing are enforced (for instance, by OSHA).

6. Interagency cooperative efforts appear to have been successful at controlling lead exposures
at bridge rehabilitation and demolition sites by using lead-specific contract specifications.
The Connecticut Road Industry Surveillance Project (CRISP), in particular, hasdocumented
areduction in BLLs as aresult of the program.

7. It isdifficult to compare the prevalence of elevated blood |ead levelsin construction among
the surveyed states. This is largely because of variations in reportin  requirements and
inadequate information about the occupation and industry of reported |ead-exposure cases.

8. The data suggest that there is significant underreporting of blood lead levels of 25 pg/dl or
greater in the construction industry. For instance, although Texas and California have
construction industry workforces that are, respectively, 42% and 78% greater than that in
New Y ork, Texasreported only 7 construction-related blood leads at that level and California
reported only 158. Thesenumbersaresubstantial lessthanthe 352 reportsreceived by New
Y ork. Also, given the sheer number of peopleworking in the construction industriesin these
states— 355,210 in Texasand 445,710 in California, compared with 250,140 in New Y ork
— it seemsreasonabl eto assumethat morethan, say, 6 or 158 construction workersin Texas
and Californiaare being overexposed to lead. This observation does not meanto impl that
thereis no underreporting in New Y ork. Registry staff from several of the states, including
New Y ork, suspect thereis substantial undertesting and underreporting of blood lead levels
among construction workers. However, we believe that reportin  levelsare increasing with
greater rates of compliance with the lead standard.

Recommendations
Uniform Data Collection

In order to develop abetter system for trackin blood lead |evelsfrom state to state and nationwide,
given the limited resources presently available, NIOSH should intensify its efforts to develop a
uniform data collection system. Specifically:

* All blood lead test results should be reported, regardless of level or work-relatedness.

* Actions should be taken to increase the reporting of occupation and industry with blood
lead level results.

* Registries — not physicians, employers, or laboratories — should be charged with
determining work-relatedness of a blood lead level. Additionally, registries, and not the
reporters, should assign standard industrial classification (SIC) codes, to improve the
completeness and accuracy of the data.

Blood L ead Surveillance of Construction Workers 7



Increased Funding

Becauseof thesignificanceof their publichealth function, the surveillance and intervention activities
of the registries should be funded at much higher levels. NIOSH support and development funding
through the ABLES program should be maintained (and even increased). Additionally, state
government resources must be sought. For instance, interagency cooperative efforts can help fund
registries. California has developed a unique user-fee assessed on industries within specifical
identified standard industrial classification codes where lead poisoning cases have previously
occurred. This fee supports California’ s entire occupational lead registry program.

I nter agency Cooper ation

State governments should foster interagency cooperation between transportation agencies and
agenciesinvolved inworker safety and health to devel op joint programsaimed at protectingworkers
from lead exposure. Because health agencies appear to be more proactive asfar asworker protection
is concerned, they should initiate interagency cooperative efforts. Buildin and construction trade
unions should be called upon to participate in such efforts.

8 Goldberg, Roelofs, Weiner, & Nagin



Annex A. State Summaries
California

Occupational Blood L ead Registry

In 1986 Californiapassed legidlation requiring all laboratoriesto report blood lead levelsfor adults
and children to the Department of Health Services. The adult occupational blood-lead reports are
entered into the Occupational Blood Lead Registry, which is managed by the Occupational Lead
Poisoning Prevention Programinthe Department of Health Services. Thecurrent reporting threshold
is 25 pg/dl, but regulations are in development to require reporting at all blood lead levels.

Blood Lead L evels

In 1993, the Occupational Lead Poisoning Prevention Program received 3,498 reports > 25 pg/dl in
1,688 individuals; in 1994 there were 3,114 reportsin 1,337 individuals. Theseindividualswere all
occupationaly exposed; cases identified as non-occupational are not entered into the registry.

Follow-up Protocol

BLL 40 pg/dl - 59 pg/dl

1. An educational packet is sent to the workers and permissionis requested to send
educational materials to the employer. The phone number for the Occupational Lead
Poisoning Prevention Program and other resources are provided if there are unanswered
guestions.

BLL 60 pg/dl and above

1. Telephone interviews are conducted with workers, employers, and physicians, and
educational packets provided to all.

2. Employersare provided with recommendationsand put on atimelineto correct identified
hazards. They must report, in writing, what has been accomplished, and BLLs arereviewed
periodicaly.

3. Employers who do not correct significant hazards are referred to CaOSHA for
enforcement.

Referralsto OSHA
The Occupational Lead Poisoning Prevention Program does not routinely report blood lead levels
to OSHA. However, employers are reported to CalOSHA who have refused to cooperateb

correcting significant hazards identified through follow-up of B > 60 pg/dl. Fewer than five
employers are referred per year.

Blood L ead Surveillance of Construction Workers 9



Special Construction Lead Initiatives

The current major activit of the Occupational Lead Poisoning Prevention Program that focuses on
the construction industry is the California Painters Project, an intervention research effort jointl
funded by the Department of Health Services and NIOSH. The project involves 21 residential and
commercia painting contractors and about 130 employees, union and non-union. The project was
initiated in June 1994 with pre-intervention blood lead level and zinc protoporphyrin (BLL/ZPP)
testin andinterviewsto assessexposurepotential andexistin  practices(thecompaniesdidnot have
lead safety programs in place). Intervention activities during the 1994 summer painting season
included 32 days of employer training, 8-hour worker training, and onsite demonstrations of paint-
chip and air sampling. The Occupational Lead Poisoning Prevention Program completed 11 site
visits, which included air monitoring workers using different surface preparation techniques and
paint-chip sampling. Follow-up BLL/ZPP testin was conducted in November 1994 and a final

evaluation phase was conducted during summer 1995 to determine the lastin  effects of the
intervention.

Work-related blood lead cases, California, 1993

(number)

Blood lead level Construction | General industry
(ng/dl)

25-39 107 1,167
40-59 42 311
60-79 8 31
80+ 1 4
Total 158 1,513

Note: The Occupational Lead Prevention Program received 3,498 reports
involving 1,688 individuals.

Connecticut
Adult Blood L ead Epidemiology and Surveillance Program

Connecticut legidation, originall passed in 1973 and revised most recently in 1992, requires
reportin  of all adult and child blood lead levels of 10 pg/dl and above. Blood lead levels are
reported to and tracked by the Adult Blood Lead Epidemiolog and Surveillance (ABLES) program,
located in the Connecticut Department of Public Health. All clinical laboratories are required to
report blood lead levels above 10 pg/dl in order to maintain their state license. Separate legislation
mandates that physicians report blood lead levels of 20 pg/dl and above.

10 Goldberg, Roelofs, Weiner, & Nagin



Blood Lead Levels

In 1994, 1,583 cases of adult blood lead levels over 10 pug/dl were reported. Because many of these
cases were not identified by SIC code and data on occupation were incomplete, it was not possible
to accuratel  determine how many of these were occupationaly related. However, of the 50 blood
lead levels of 40 pg/dl and above that were identified as construction or industry related, 35 (70%)
represented individuals working in construction.

Follow-up Protocol
Below is adescription of the protocol, based on blood lead level:

BLL 10-19 pg/dl - entered into ABLES data base

BLL 20 pg/dl and above - employee letter and survey

1. A letter and alead factsheet are mailed to theindividual. Theindividual is also requested
to complete a one-page survey with questions on occupation, hobbies, children, and so on,
and to return the survey to the registry. About 35% of the survey forms are returned.

2. If asurvey is not returned in 30 days, a follow-up survey is mailed.

BLL 40 pg/dl and above - employer letter/employee phone interview

1. The registry sends the employer one of two standard letters, depending on whether the
employer is in industry or is a construction participant in the Connecticut Road Industr
Surveillance Project (see Sructural Steel, below).

2. The registry conducts a phone interview with the employee if demographic information
isavailable.

3. If theregistry isunableto contact the employee and the cause of exposureisunknown, the
local health department director is notified and the local health department conducts an
epidemiological investigation.

Referralsto OSHA

If an employer does not respond to notification from the registry, the employer isreferred to federal
OSHA in accordance with a memorandum of understanding. Connecticut provides OSHA with
aggregate data on blood lead levels, but individual blood lead levels are not reported.

Special Construction Lead Initiatives

Residential deleading. Since 1992, Connecticut has had regulations regarding lead
abatement and inspection for residential projects. Certification for individual s doing | ead abatement
and licensure for companies and entities contracting to do abatement in residential buildings and
buildings frequented by young children are voluntary. Legislation to make these regulations
mandatory has been submitted. Under thislegislation, licensureand certification would come under

Blood L ead Surveillance of Construction Workers 11



theauspicesof the Connecticut Department of Public Health, Childhood L ead Poisoning Prevention
Program. The Department of Public Health would continue to approve all training courses, process
licensure and certification applications, audit training providers and abatement contractors, and
provide enforcement.

Structural steel .® In 1990, Connecticut began the Connecticut Road Industry Surveillance
Project (CRISP), a state-wide medical surveillance program designed to prevent lead toxicity in
bridge workers. The program focuses on bridge steel structure construction and rehabilitation and
involves the Connecticut Department of Transportation, the Connecticut Department of Public
Health, and Yae University.

The program has two basic components: (1) contract language requiring contractors to institute a
lead health protection program and (2) acentralized medical data management system designed and
run by health professionals, including amedical director and a certified industrial hygienist (CIH).
Thisspecialized registry monitorstheblood lead level sof all enrolled bridgeworkersto permit quick
identification of workerswith high blood |ead levels. The program also includesaqualit assurance
program to ensure that the companies involved act to reduce exposures.

As part of the lead health protection program, contractors must implement comprehensive lead
control measures where lead exposure islikely. A CIH or an individual under the supervision of a
CIH must be on site on a day to day basis to enforce these measures. The cost of the CIH isfunded
by the Connecticut Department of Transportation and passed through the contractor. Contractors
participatingin CRISP arerequired to send their employeesto CRI SP-authorized clinicsfor medical
examinations and evaluations. Workers are tested monthly for blood lead and zinc protoporphyrin
levels. Blood test results are sent to the Department of Public Health blood lead registry.

The Department of Public Health tracksblood |ead |evel sreported as part of CRISP and informsthe
CRISP CIH when ablood lead level of 20 pg/dl or aboveisreported. The CRISP CIH investigates
al such casesviatelephoneinterview with the onsiteindustrial hygienist and occasiondl conducts
anindustrial hygieneinvestigation of the worksite. The stepstaken by the company to deal with the
problems are evaluated by the CRISP CIH and CRISP medical director. The CRISP CIH aso
reviews the monthly reports that must be submitted by the industrial hygienists working on CRISP
job sites.

The Connecticut Department of Transportation is primarily responsible for enforcement viathe
onsite industrial hygienist. Assistanceis provided by the Department of Public Health and CRISP
through in-kind staff for data collection and/or intervention. Medical surveillance and intervention
protocols are agreed upon by the Department of Public Health and CRISP. If a company does not
respond to inquiries or suggestions made by the CRISP CIH, the company is referred to federal
OSHA asoutlined inamemorandum of understanding between OSHA, CRISP, and the Connecticut

3Structural steel” covers the range of structural-steel work in which lead exposure is possible, including
construction, demalition, and rehabilitation.
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Department of Transportation.

CRISP wasfunded by NIOSH through YaeUniversit on a5-year grant which ended in June 1995.
Although thisfunding is no longer available, the core functions of CRISP have been maintained by
the Connecticut Department of Transportation and Public Health. Yale Universit has received
funding through 1996 to assess the prevention effectiveness this program.

Work-related adult blood lead cases, Connecticut, 1994

number)

Blood lead level Construction, SIC 15-17 | General industry
(ng/dl)

Lessthan 25 pg/dl 141 176
25-39 75 76
40-59 25 11
60-79 9 3
80+ 1 1
Tota 266 267

Note: Of the 3,018 adult blood level reports received in 1994, 1,583 were separate
cases. Thirty-three percent of these cases were identified as occupationally related. This number
islow because if a caseis not identified by standard industrial classification (SIC) code, as man
are not, it is not recorded as occupationally related. Out-of-state laboratories are requested, but
not required, to report blood lead levels and are sent a copy of the Connecticut legislation.

L ouisiana
Adult Blood Lead L evel Reporting

In 1988, Louisiana adopted legislation defining lead poisoning as a reportable disease. After this
legislation wasunintentionall deleted, lead poisoningwasreinstated asareportablediseasein 1995
when House Bill 1838 was passed. No age limit, blood lead level, or reportin  entit was specified
inthe original or the current legislation. The Office of Public Health (OPH) within the Department
of Health and Hospitals receives all blood lead level reports, most of which involve children. Few
adult blood lead levels have ever been reported. OPH staff do not know if the low number of blood
lead level reports they receive for adultsis the result of alack of work-related activitiesinvolving
lead exposure, underreporting, or a combination of the two.

Blood L ead Cases

The Office of Public Health is notified of fewer than 200 |ead-related cases per year. Most of these
cases are children.

Blood L ead Surveillance of Construction Workers 13



Follow-up Protocol

Officeof Public Health activitiesinvolving lead poisoning involve mainly providing information on
lead and the names of resources (such aslaboratoriesthat perform lead testing) to concerned parties.
OPH hasoccasiondl madephoneinquiriestoreportin entitiesto determineif an exposureiswork-
related.

Referralsto OSHA
Blood lead levels are not reported to OSHA.
Planned Construction Lead I nitiatives

Legislation (House Bill 1442) mandatin blood lead level reportin  for those engaged in lead hazard
reduction activitiesfor al structures— residential and structural steel — was passed in 1995. This
legislation requires any health care provider to report the identit of persons engagedin lead
abatement activities whose blood test results are positive for the presence of lead. The definitions
for health care provider and the blood lead level considered positive for the presence of lead have
yet to be defined, however. The rulemaking to establish these definitionsisin process.

The Department of Environmental Quality (DEQ) and the Office of Public Health are cooperating
to work out the details. DEQ will be responsible for training, certification, licensing, and
enforcement and hasamemorandum of understanding with the Department of Health and Hospital s-
Office of Public Health for laboratory services to analyze environmental |ead samples. The Office
of Public Health will provide advice on medical guidelines and the blood lead-level reporting
threshold. The OPH director anticipates that this rulemaking will be consistent with the OSHA
regulations (seefootnote 2). Contractorsand laboratorieswill berequired to report to both DEQ and
OPH. A computerized occupational blood lead registry will be maintained by the OPH for blood lead
level reports mandated by the legidlation.

Maryland
Heavy Metal Poisoning Registry
In February 1988, Maryland adopted regul ations (COM AR 26.02.06) requiring laboratoriesto report
the results of tests showing elevated levels of arsenic, cadmium, lead, or mercury in the blood or
urineof adults(individual s 18 yearsold and above) to the Maryland Department of the Environment.
All laboratories licensed by the Maryland Laboratory Administration to conduct lead testin in the
state must report the results of tests showing blood lead levels equal to or greater than 25 pg/dl.

Theregistry is primarily responsible for data collection and referral. Cases involving occupational
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exposure in aworksite in the state are referred to MarylandOSHA. Other cases are referred to the
Environmental Lead Division of the state Department of the Environment or to the U.S. Occupational
Safety and Health Administration. The registry aso contacts health care providers to obtain case-
related information and provide technical and educational assistance.

Theregistry isstate funded. Through a cooperative agreement, theregistry receivesasmall grant from
NIOSH, which is used primaril for the production and distribution of educational materials. The
registry is staffed by an epidemiol ogist/program manager and a statistical assistant. These two staff
divide their time between the adult lead registry (50%), the childhood lead registry (30%), and other
duties (20%).

Blood Lead Levels

IN 1993, theadult registry received 557 blood |ead |evel sof 25 pg/dl and above representing 197 cases.
Of these, 189 caseswereidentified asoccupational related and 8 asnon-occupational. A total of 107
(56.6%) were related to construction.

Follow-up Protocol

Action for follow-up and case management is taken case by case, depending on blood lead levels,
source of exposure, potential exposure to other workers, and possibility of environmental
contamination. Cases involving occupational exposure in aworksite within Maryland are referred to
Maryland OSHA. Caseswith potential environmental contamination are sent to both Maryland OSHA
and the Environmental Lead Division of the state Department of the Environment. Cases involving
out-of-state worksites or those on federal government properties are referred to federal OSHA for
possibleworksite inspection and/or investigation. These agenciesinformtheregistry if any actionsare
taken and provide the registry with afinal report.

In all cases, theregistr attempts by telephone to contact the individual involved to obtain additional
information on sources of exposure, work practices, personal hygiene, and possibility of take-home
lead exposure. During the discussion, the registry providesinformation about lead exposure reduction
at work or at home and answers any lead-related questions. The individual is encouraged to have
famil members, especiall children under the age of six years and pregnant relatives, tested for lead.
In addition, an educational pamphlet on lead ismailed to theindividual. On occasion, individuals are
contacted more than once to check on their health status and that of their family members.

Referralsto OSHA
Referrals are handled case by case.
Special Construction Lead Initiatives

The Maryland Department of the Environment, in collaboration with the University of Maryland's
Occupational Health Center, has requested a grant from NIOSH to develop an intervention model to
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reduce lead exposure among construction workers, particularly minority workers.

Residential deleading. The Environmental Lead Division hasregulatory authorit for lead
abatement in residential property under COMAR 26.02.07. Referralsfrom the registry bring
improperl abated propertiesto the attention of Environmental Lead Division for investigation and
therefore broaden the base for Environmental Lead Division compliance activities.

Structural stedl. Intheearl 1980s, Maryland OSHA began what they term alocal-emphasis
program. Although this program coversall construction work where thereis occupational exposure
tolead, thechief concernsaredemolition and bridgerehabilitation. Maryland OSHA identifiescases
using OSHA definitions and tracks them by employer name. Early in the history of the Maryland
lead standard, Maryland OSHA used this tag list to develop a scheduled general investi ation
program. This aspect of the program has been discontinued because of limited resources. Now the
program ismainly for information gathering. Current investigations are instigated for the most part
in response to employee complaints.

Work-related blood lead cases, Maryland, 1993

number)

Blood lead level Construction | General

(ug/dl) industry

25-39 60 60
40-59 34 16
60-79 8 4
80+ 5 2
Total 107 82

M assachusetts
Occupational Lead Poisoning Registry

In 1990, M assachusetts passed alaw mandatin that all clinical 1aboratories report blood lead levels
of 15 pg/dl or greater to the Massachusetts Department of Labor and Industries. This appliesto all
casesinvolvingindividualsolder than 15 years. The Occupational Lead Poisoning Registry islocated
inthe DLI'sDivision of Occupational Hygiene. The Department of Labor and Industries has primar
responsibilit for datacollectionandfollow-up activities. Inaddition, the M assachusetts Department
of Public Health workswith the Department of Labor and Industries, assistin  with dataanalysisand
issuance of periodic statistical reports.

Thereportin requirement appliesto Massachusetts labs that perform onsite analysis of blood lead
samples as well asin-state laboratories that send blood lead specimens out of state for processing.
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The law also requires health care providers, upon written or telephone request, to help the DLI
Division of Occupational Hygieneto completeinformation that might be omitted fromthe laborator
report. Thisincludesinformation on the patient's address and phone number, race/ethnicity, date of
birth, exposure circumstances, occupation, and employer. The law also has a confidentiait
requirement, specifyingthat clinical |aboratory reportsand provider information be kept confidential
and not part of the public record. The one exception to this confidentialit clause is that the
Department of Public Health has full access to reports and provider information for research and
anaysis.

Blood Lead Levels

In 1991-93, 1,320 cases of adult lead poisoning (25ug/dl and above) were reported to the registry.
Of these cases, 381 had blood lead levels 40 ug/dl and above, with 86% determined to be
occupationdl related. Almost two-thirds (63%) of the work-related cases (40ug/dl and above)
occurred in construction.

Follow-up Protocol

Although the Massachusetts law requires reportin  of all blood lead levels at 15 pg/dl or above,
staffin limitations permit follow-up activities only for casesat 40ug/dl or above. Below is a
description of the protocol, based on blood lead level:

BLL 40 pg/dl and above - phone inter view/information sent

1. Thephysician orderingtheblood test iscalled and additional information isgathered about
the patient’ s address/phone, work-rel atedness of the blood lead level, and the employer. The
physician is sent information on lead poisoning.

2. Thepatientiscalled. If theblood lead level isbelieved to be work related, the Department
of Labor and Industries gathers more information on the exposure circumstance and
determinesif co-workers might be exposed. Information is sent on lead poisoning.

3. Unless the Department of Labor and Industries is considering doing an inspection, the
employer is not called.

BLL 50 pg/dl and above - case consider ed for inspection

Multiple casesat a BLL 40 pg/dl and above - consider ed for inspection

House painters - information sent

In the case of house painters, the Department of Labor and Industries sends a letter and
educational material, along with information on the OSHA 7(c)1 Consultation Program.

Referralsto OSHA

In genera, the Division of Occupational Hygiene does not report blood leadsto OSHA, because of
confidentiality requirements specified in the law.
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Special Construction Lead Initiatives

M assachusetts has two construction-emphasisinitiatives, onefocusing on residential deleadin and
the other on structural steel projects.

Residential deleading. In 1988, regulations governing residential lead abatement took
effect. The Massachusetts Department of Labor and Industries, Division of Asbestos and Lead
Inspection, is responsible for licensin  contractors involved in lead abatement, certifying training
providers, and enforcing minimum work standards to protect inspectors, deleaders, renovators,
rehabilitators, and the general public. The regulations also established medical monitoring
requirements for workers employed on deleading sites and required reporting of all blood leadsto
the DLI Division of Asbestosand Lead Inspection. A blood lead level of 40ug/dl or greater triggers
an inspection by DLI staff, as does a complaint. Blood lead level s 15ug/dl and above are also
reported to the Occupationa Lead Poisoning Registry as aresult of the 1990 |aboratory reportin
requirement described above.

Structural steel. In 1994 the Massachusetts Highway Department incorporated a
requirement in contract specifications requiring all contractors to report blood leads to the
Occupational Lead Poisoning Registry. Blood lead levels are reported indicating the name of the
worker and contractor. Although the work site is not reported, this can be determined through a
follow-up phone call. The program focuses on structural steel projects, such as bridges and
OVerpasses.

In thisinteragency initiative, the Massachusetts Highway Department enforces the contract and the
Division of Occupational Hygiene lead registry tracks lead levels. The Division of Occupational

Hygiene enters the blood lead levels and keeps arunning list of blood lead levels, by company and
person. If blood leads are not reported at expected intervals, the Division of Occupational Hygiene
callsaHighway Department staffer responsible for that particular project.

There is no specia staff funding associated with this project.

Proposed initiative. A memorandum of agreementisbeing discussedinvolving theDivision
of Occupationa Hygiene, the Massachusetts Highway Department, and OSHA. The memorandum
of agreement would lay out a framework in which the Highway Department automaticall would
refer blood leads of 50 pg/dl and above to OSHA. For blood lead levels below 50 pg/dl , cases
would be referred to the Division of Occupational Hygiene.
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Michigan
Occupational Disease Reporting

TheMichigan Occupational Disease Reporting Law, passedin 1978, requiresphysicians, clinics, and
employerstoreport all known or suspected casesof occupational diseaseto the Department of Public
Health, Division of Occupational Health. The reportin  of work-related |ead poisoning falls under
thisrequirement. Laboratories, however, are not required to report. The Bureau of Child and Famil
Health, which maintains a child and adult lead-poisoning registry, also refers cases determined to
be work-related to the Division of Occupational Health. The Occupationa Disease Reportin  Law
does not specify athreshold for reporting blood lead levels.

Michigan hasastate-run OSHA, known asMIOSHA. The Department of Public Health-Division of
Occupational Health and the Department of Labor share responsibilit for MIOSHA. The Division
of Occupational Health handles health investigations and the Department of Labor handles safet
investigations.

Blood Lead L evels

In 1994, the Division of Occupational Health received 60 reports of occupationally related lead
poisoning. Although these numbersare small, 60% of the cases occurred in construction, with more
than 94% of the construction reports at 40 pg/dl and above.

Follow-up Protocol

Blood |ead reportsof 50 pg/dl or greater trigger aMIOSHA complianceinvestigation by theDivision
of Occupational Health.

Special Construction Lead I nitiative

Beginning in the summer of 1994, the Division of Occupational Health initiated a program with the
Michigan Department of Transportation (DOT) to target steel structure rehabilitation on highways
and bridges. DOT providesalist of projectsoccurrin inthesummer. The Division of Occupational
Health, actin initscapacit asMIOSHA, does random compliance inspections looking arange of
problemsin addition to lead, such as violations of the OSHA hazard communication standard and
excess noise. Safety problems are referred to the Department of Labor. Thisprogram isbased on an
informal agreement with the state DOT and was repeated during the summer of 1995.

Proposed I nitiative
The Michigan Department of Public Health is proposing achangein administrative rulesthat would

requireclinical laboratoriesto report all venousblood lead levels 15 pg/dl or greater for children up
to 15 years of age to the Department of Public Health within 48 hours. In addition, the rule change
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would require clinical laboratoriesto report blood lead levels 30 pg/dl or greater for individuals 15
yearsor older within five days of analysis. Inthe case of adults, the physician ordering the test would
be required to provide basic patient information (name, address, phone, social securit number, and
so on), including employer and occupation.

New Jer sey
Occupational L ead Registry

In October 1985, New Jersey passed a law requiring all laboratories to report elevated blood lead
levels to the New Jersey Department of Health. The law was amended in 1990 to require that
physicians also report. Laboratories and physicians are required to report al blood lead levels 25
pg/dl or greater. The registry isadministered by the Department of Health, Occupational Health
Surveillance Program.

Blood Lead L evels

In 1994, the registry received 1,906 reports on blood lead levels of 25 pg/dl or above for 741
individuals. Eighty-eight percent of the cases were identified as occupationally related.

Follow-up Protocol

Because of staffing limitations, New Jersey isableto follow up only on blood lead level sof 40 pg/dl
or greater. However, data collection and analysis begin at 25 pg/dl. Below is a description of the
follow-up protocol, based on blood lead levels:

BLL 40 pg/dl and under - for new casesto theregistry only

1. Thelaboratory or referrin  physician is called to determineif the caseis work-related. If
itis, staff identifies the employer and workplace for follow-up.

BLL 40 pg/dl and above

1. Employee is interviewed by telephone to learn about exposure circumstances and to
discuss prevention. In addition, the employer is contacted. The employe€'s name is not
identified to the employer. The employer isreported to OSHA if certain criteria are met.
BLL 50 pg/dl and above

1. The physician is sent a self-administered questionnaire to gather information about
medical management.

2. The employer isreported to OSHA for possible investigation.

Referralsto OSHA

In 1991, the New Jersey Department of Health signed a memorandum of agreement with OSHA -
Region I, in which the Department of Health agreed to report blood lead levels of 50 pg/dl and
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aboveto OSHA for possible investigation. Recently, theagreement wasamended tolower the trigger
level for automatic referral to 40 pg/dl and above.

Special Construction Lead I nitiative

In 1992, the New Jersey Department of Health, the New Jersey Department of Transportation, and
OSHA initiated a lead control program focusing on the rehabilitation of steel structures (such as
bridgesand overpasses) owned by the state DOT. Theinitiativeinvolvesrehabilitation projectswith
morethan 500 tonsof steel. Ingeneral, thisincludesall projectsexcept small repair and maintenance
projects.

Thelead control program is established and enforced through state DOT contract specifications. The

New Jersey Department of Transportation requiresall contractorsto submit alead health and safety
plan to the agency for approval before work can start. DOT requirements for the lead health and
safety plan reflect requirements of the OSHA standard for lead exposure in construction, although
therearesomedifferences. First, contractorsmust perform monthly blood lead testin and useaNew
Jersey |aboratory. Second, thereare specific requirementsrel ated to theindustrial hygieneconsultant
and the health and safety officer (usuall this means the “competent person”).* Third, contractors
must submit monthly industrial hygiene reports to the state Departments of Transportation and
Health and to OSHA for review. Each monthly report should detail the nature of the work for that
period, identif exposure circumstances, and describe changes initiated to control exposures. The
report also includes blood lead results and reports on training activities.

Work-related blood lead cases, New Jer sey, 1994

number)

Peak blood lead level Construction | General industry
(Hg/dl)

25-39 102 372
40-59 37 127
60-79 5 8
80+ 2 1
Total 146 508

*0OSHA definesa* competent person” as someone “who is capable of identifying existing hazards... and
has the authority to take prompt corrective measures to eliminate them.”
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New York
New York State Heavy Metals Registry

In 1980, New Y ork State promulgated regulations requiring clinical laboratoriesto report cases of
heav metals poisoning to the New Y ork State Department of Health - Heav Metals Registry. The
registry receives reportson four heav  metals— arsenic, cadmium, lead, and mercury — with lead
being the most commonly reported of the four metals.

For lead, theregulationsrequirein-state and out-of-state |aboratoriesto report blood | ead test results
for specimens collected on New Y ork State residents. In 1986, thereportin  threshold was lowered
from 40 pug/dl to 25 pg/dl. In 1992, as part of amajor childhood |ead poisoning prevention initiative,
legislation was enacted which required the reporting of all blood lead levels.

Blood Lead L evels

In 1994, of the 1,136 cases of adult blood leads of 25 pg/dl and above reported to theregistry, 1,017
(89.5%) were occupationally related.

Follow-up Protocol

Under optimal circumstances, each person reported to the Heav Metals Registry would be
interviewed when the initial report isreceived. Thiswould enable registry staff to characterize the
nature and source(s) of exposures and advise individuals on methods to minimize exposures.
However, tofocuslimited staff on the most seriouspoisonings, follow-up activitiesareinitiated only
for blood leads of 25 pg/dl or greater. Below is a description of the follow-up protocol:

Telephoneinterview. Theindividual isinterviewed by telephone to determine the source
of the lead exposure, is advised about health effects of lead, and is told about appropriate control
measures. In cases of work-related exposures, information is gathered on the employer, work
location, lead protection measures in place, and whether co-workers are similarly exposed.

Employer contact. In casesinvolving work-related exposures, the employer is contacted.
If an employer has not previously been reported to theregistry, anindustrial hygienist contactsthe
company by tel ephone to determine exposure circumstances, whether other workersare at risk, and
whether appropriate lead control measuresarein place. The industrial hygienist makes all attempts
to protect the confidentiality of the individual reported to the registry. Where an employer
previously has been reported to the registry, the case is reviewed to determine whether
recommended controls have been instituted and whether blood lead levels are declining.

Site visit. Site visits are arranged, based on these factors: (1) the elevation of the worker’s

blood lead level, (2) risk to co-workers, (3) if the health and safety plan appears to be inadequate,
and (4) if there isinadequate exposure information about the work processin general.
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Follow-up employer contact. Followin atelephone contact or site visit, the Department
of Health sends a letter or report to the employer describing the findings and recommendations to
reduce exposures.

Referralsto OSHA

Although thereisno formal memorandum of agreement with OSHA, the state Department of Health

refers casesto OSHA ininstances of persistent and serious lead poisoning of employees, inwhich
an employer hasfailed to initiate recommended control measuresto protect employees from work-
related lead poisoning.

Special Construction Lead Initiatives

Residential painters. Asaresult of theincreasing number of residential painters reported
totheHeav MetalsRegistry, the Department of Health initiated an industrial hygiene study of lead
exposure among painters doing residential lead abatement work. The study included industrial
hygiene assessments using air, wipe, and bulk sampling. Control measures were reviewed and free
blood lead testing was offered to all workers in the study. (Seven contractors participated in the
study.) A report wasdistributed to participantsin the study, half-da training programswere offered
at variouslocations across the state, and an educational fact sheet— Residential Paintersand Lead
Exposure — was distributed.

Structural steel. The state Department of Health is working with the New York State
Department of Transportation and the Mount Sinai Center for Occupational and Environmental
Medicinetodevelop apilot project for centralized surveillanceof state DOT construction sites(steel
structures, primaril bridges) in order to monitor lead safety and health efforts among contractors
on state transportation projects. The general safety and health specifications state DOT contracts
would be amended to include participation in the pilot program. The specifications would require
adherence to program protocolsfor medical surveillance, industrial hygiene monitoring, and
submission of data. In addition, a centralized blood lead data bank would be developed in
cooperation with the Heav Metals Registry. The pilot project would be funded through the state
Department of Transportation.

Adult blood lead cases of 25 ug/dl or greater, New York State, 1994

number)

Blood lead level | Total cases | Work-related | Non-work- Not categorized
(ng/dl) related

25-39 902 817 49 36
40-59 217 190 21 6
60 and above 17 10 5 2
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Totd

1136

1017

75

Work-related adult blood lead cases of 25 pg/dl or greater,

New York, 1994
number)

Blood lead level | Construction | General
(no/dl) industry
25-39 274 543
40-59 74 116
60 and above 4 6
Tota 352 665
Ohio

Occupational Lead Poisoning Registry

Ohio'sHeav Metal Registry became law in March 1994 and took effect on December 31, 1994.
Conseguently, there islittle experience to sum up at this point. All laboratories performing testin
on a Ohio resident and any physician diagnosing lead poisoning must report results to the Ohio
Department of Health where the registry is located. The reporting level for labsisany level over 1
ug/dl or the lowest detectable level for the andytical method used. The level for physiciansisan
case over 40 pg/dl.

The Bureau of Occupational Heath administers the registry and has very limited resources.
Responsibilit islargely in the hands of the one industrial hygienist in the unit. Thisindividual’s
primar task isthe NIOSH-funded Silicosis/Dermatitis Program which payshissaary. Leadisonly
a secondary responsibility.

Blood Lead Levels

To date, collected data have not been summarized.

Follow-up Protocol

The Department of Health isimplementing a protocol modeled after Massachusetts's. The goal isto

mail educational information to those having levelsover 40 pug/dl and conduct sitevisits of facilities
that have severa casesin that range or one case over 50 pg/dl.
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Referralsto OSHA

The Department of Health does not routinel  report elevated blood |ead levelsto OSHA. However,
if extremely high cases are reported over an extended period of time and the employer can be
located, OSHA will be notified. This has happened once or twice.

Texas
Adult Blood L ead Epidemiology and Surveillance Registry

As of 1985, Texas law requires physicians and laboratories to report blood lead levels of 40 pg/dl
and abovetothe Texas Department of Health Blood lead Registry, if thereportin - sourcedetermines
that the blood lead exposure was occupationally related. The registry is in the Bureau of
Epidemiolog andisfundedthrough the Adult Blood Lead Epidemiology and Surveillance (ABLES)
program. The registry is responsible for data collection and follow-up and also mailslead
information to employersinindustrieswhere employeesareat risk for exposureto lead. Theregistry
staff comprises 10% of two office personnel and 10% of an industrial hygienist.

Follow-up Protocol

Follow-up begins when a blood lead level of 60 pg/dl or above is reported. New cases are given
specia attention. The registry contacts the employer within two days and the industrial hygienist

conductsan investigation within aweek. The employeeisalso interviewed. In an effort to find cases
of unreported elevated blood lead levels, the registry is beginning to work with the workers
compensation agency to track cases identified by specific standard industrial classification codes.
Referralsto OSHA

Any employer who is uncooperative in abating a lead hazard is referred to OSHA according to a
memorandum of understanding established in 1994. Only the name of the employer is given to

OSHA because individual blood lead levels are considered confidential information.

Special Construction-Lead Initiatives

Texas has no construction initiative specific to lead nor is one under consideration. Underreporting
of construction-related blood lead levelsis suspected by registry staff, however.

Blood L ead Surveillance of Construction Workers 25



Work-related blood lead reports and cases, Texas, 1993

number)
Blood lead level Construction General
(no/dl) industry

Reports | Cases | Reports | Cases
Lessthan 25 pg/dl 16 15 176 161
25-39 3 2 96 82
40-59 4 4 782 92
60-79 0 0 31 7
80 and above 0 0 2 2
Total 23 21 1087 344

Note: Levels below 40 pg/dl are reported voluntarily and thus such
reports are not considered a true representation of the number of people with these
blood lead levels. Out-of-state |aboratories are not required to report blood lead
levels of individuals who reside in Texas, although some do.

Washington
Safety and Health Assessment and Resear ch for Prevention

In 1993, Washington State promulgated legislation requiring all laboratories, as well as any entit
in Washington sending samples out of state for analysis, to report all blood lead test results to the
Washington Department of Health. Adult blood lead levels are then forwarded to the Safety and
Health A ssessment and Researchfor Prevention (SHARP) program in the state Department of Labor
and Industries (DL1) aspart of an agreement established between the Department of Healthand DLI.
SHARRP is responsible for gathering information and limited follow-up, but is not involved in
regulatory compliance. Lead surveillance comprises roughly 40% of al SHARP surveillance
activities, the balance of which are devoted to dermatitis and analysis of workers compensation and
other existing data. Staffing is limited to 50% of an epidemiologist and part of a
physician/epidemiologist. Industrial hygienists are also availablefor follow-up of lead surveillance
activities.

Blood Lead Levels
In 1994, SHARP received 3,526 blood lead level reports representing 2,987 cases. Of the 84 cases

received with blood lead levels at 39 pg/dl or above, 20 individuals were interviewed. Nineteen of
these cases were occupationally related.
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Follow-up Protocol

Below is a description of the current follow-up protocol, based on blood lead level. However,
protocols are being revisited in conjunction with agency reorganization:

BLL lessthan 25 pg/dl - no action taken

BLL 25 pg/dl and above - letter sent/interview

1. Physician/ provider ordering the blood lead test is contacted and additional information
is gathered regarding patient's address and employer.

2. The patient is sent a letter providing blood-test results (often this is the only way the
patient receivestheresults) and educational information, including information onthehealth
effects of lead.

3. The employer is not contacted.

BLL 40 pg/dl and above- phoneinterview/letter to employer, with employee's consent
1. Actions 1 and 2 above.

2. Physician/ provider ordering the blood lead test is contacted and additional information
is gathered regarding patient's address, phone number, and employer.

3. Thepatient iscalled and interviewed and his’her employment statusand local areverified.
The patient is sent aletter providing blood-test results (often thisis the only way the patient
receivesthe results) and educational information, including job-specific information on the
health effects of lead.

4. With the explicit consent of the patient, SHARP sendsaletter to the employer statin that
he/she has an employee with ablood lead level of at least 40 pg/dl. The employer issent a
pamphlet on lead hazards, health effects, and controlsin addition to a copy of the state lead
legislation.

5. Employers receive a follow-up phone call and are strongly encouraged to have an
industrial hygiene survey/consultation.

BLL 60 pg/dl and above - health care provider contacted

1. All of the above

2. The SHARP physician contacts the employee’ s health care provider to confirm that the
provider knows how to treat |ead poisoning.

Referralsto OSHA
Although the Washington State DLI protocol suggests that SHARP report blood lead levels over
80ug/dl to Washington OSHA, it has not done so. However, if an employer does not respond to a

written request for a consultation and take action to correct the problem, SHARP would refer the
matter to Washington OSHA’ s industrial hygiene compliance program.
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Special Construction Lead Initiatives

Washington State has no program for lead that is specific to construction and none is under
consideration. Elevated blood|ead level sfrom aconstruction setting arenot handled differently from

other occupationally related elevated blood lead levels.

Work-related blood lead level reports and cases, Washington State, 1994

number)
Blood lead level Construction General Not categorized
(ng/dl) industry

Reports | Cases | Reports | Cases | Reports Cases
Lessthan 25 pg/dl 455 301 481 442 2195 2056
25-39 96 57 118 94 46 42
40-59 31 19 80 45 8 7
60-79 1 1 8 6 2 2
80 and above 0 0 4 3 1 1
Total 583 378 691 590 2252 2108

Note: Out-of-state |aboratories are not required to report blood lead levels of Washington

State residents, although some do so voluntarily. However, if an in-state organization sends samples

out of state, it is required to report.
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Annex B: Questionnaire Sent to States

Y our name and title:

Phone number:
Fax number:
Construction Lead Surveillance Survey
I. Isthere alegal requirement for adult blood |leads to be reported to the DOH? If so,
1. When was the law passed?

2. Who isrequired to report?

3. Do you require out-of-state |aboratories to report blood lead levels of individuals who reside in
your State?

a. If so, how isthis enforced?

4. Is it a requirement toreport al blood lead levels or is there a threshold below which
labg/physicians are not required to report blood lead levels?

a. If so, what is the threshold?

5. Doesyour department report elevated blood lead levelsto OSHA?Isit doneroutinel  orisit done
on acase by case basis?

a If reporting to OSHA is done, what year did this go into effect?

6. What isthe total number of cases of adult blood |eads reported for the most recent year for which
you have complete data? What percentage of these are occupationally related?

7. What kind of action is taken by DOH upon receipt of reports of elevated adult blood leads (eg.
none, phoneinterviews, industrial hygiene evaluations, inspections)?

a. What triggers action?
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I1. We are particularly interested in blood lead levels reported for workers employed in the construction
industry and specia initiatives which have been developed to target thisindustry.

30

1. Do you know the number (n) of occupational blood lead cases reported fro  construction vs. al
other industries? Pleasefill out the followin tablefor the most recent complete year for which you
have information. For that year, please identif the pea blood lead level ug/dls/for each reported
case.

Month to Month

Blood lead level (ugldl) Construction (n) General Industry (n)

less than 25 ug/dl

25-39

40-59

60-79

80+

2. Isthere any centralized surveillance for lead specific to construction?
If yes, please answer the following questions. If no, please go to question 3.

a. When was the program started?

b. Doesthe pro%ram haveaspecial focusonsted structures, residential settings, commercial
buildings or other settings?

c. What agencies and/or institutions are involved (such as Department of Transportation,
Department of Health, Occupational Safety and Health Administration, Department of
Environmental Protection)?

- Describe the responsibilities of the agencies/institutions involved.

d. How is the program funded and what is the annual funding amount?
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e. Doesyour department have staff dedicated to this construction emphasis program? Please
specif jobtitleand timeallocated (i.e. clerk - part-time, industrial hygienistfull time, etc.)

f. Describe the reporting protocol for this program..

- What triggers action?

- What kind of action is taken, eg. none, phone interviews, industrial hygiene
evaluations, inspections?

0. Are contract specifications used to enforce the program or is some other mechanis  such
as a Memorandum of Agreement used? Please specify.

If your State does use contract specifications to enforce lead health and safety
programs, please answer the following:

- What type of work is covered?

- What agency is responsible for enforcement?

- How does this program interface with the DOH registry? for example:

- in-kind staff for data collection and/or intervention

- agreement on protocolsfor medical surveillance and intervention
- special reporting requirements to DOH

- use of DOH industrial hygiene staff
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h. In Part | ?/ou described the legal requirements mandating the reporting of occupational
blood lead levels. Has your State developed any additional mechanisms to enhance both
reporting and control measures in the construction industry?

If so, please specify which mechanism eg.

- Contract specifications
- I(\)/Ierz]morandum of Agreement with OSHA
- Other

3. Are elevated blood lead levels fro a construction settin  handled differently from other
occupationally related elevated blood lead levels?

- If yes, how are they handled?
4. If the DOH does not have a construction emphasis program for blood lead level surveillance and
intervention:

- Isone under consideration?

- What kinds of problems are you facing in starting such a program?

5. Did your State have a lead in construction standard which preceded the federal OSHA Interi
Standard of April, 1993?

- If yes, could you please send us a copy?

6. Do you have medical questionnaires and/or lead exposure occupational history questionnaires
used as part of your medical surveillance program? Could you send a copy to us?

7. Wouldyou beinterested in reviewing the report summarizing theinformation wecollect fro  this
survey?
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Annex C: State Agency Contacts

Cdlifornia

Barbara Materna, Ph.D., CIH

California Department of Health Services
2151 Berkeley Way, Annex

Berkeley, CA 94704

Phone: 510-450-2400

Fax: 510-450-2411

Connecticut

Carolyn Jean Dupu%

Occupational Health Surveillance Progra

Connecticut Department of Public Health

Division of Environmental Epidemiology and Occupational Health
150 Washington Street

Hartford, CT 06016

Phone: 203-240-9029

Fax: 203-566-3048

Georgia

Nancy Stroup, Director

Chronic Diseases

Office of Perinatal Epidemiology
Georgia Department of Health

2 Peach Tree Street, N.W., Room 519
Atlanta, GA 30303-3186

Phone: 404-657-6448

Fax: 404-657-7517

Louisiana

Eve Hood, RN, NTH

Genetic Diseases Section/Lead Progra

L ouisiana Department of Health and Hospital sOffice of Public Health
POB 60630

New Orleans, LA 70160

Phone: 504-568-7723

Fax: 504-568-7722

Jerome Freedman, Coordinator

Lead Progra

L ouisiana Department of Environmental Quality/Air Quality Division
POB 82135

Baton Rouge, LA 70884-2135

Phone: 504-765-0151

Fax: 504-765-0203

Blood L ead Surveillance of Construction Workers

33



Maryland

Ezatollah Keyvan, M.D., Dr. P.H.
Maryland Department of the Environment
L ead Poisoning Prevention Progra

2500 Broening Highway

Baltimore, Maryland 21224

Phone: 410-631-3987

Fax: 410-631-4112

Bill Grabau, CIH

Senior Industrial Hygienist for Technical Support

Maryland Occupational Safety and Health
501 St. Paul Place

Baltimore, Maryland 21202

Phone: 410-333-8426

Fax: 410-333-1771

M assachusetts
Richard Rabin, M SPH
Coordinator, Lead Registry

Massachusetts Department of Labor and Industries\Division of Occupational Hygiene

8 Sawin Street
Arlington, MA 02174
Phone: 617-969-7177
Fax: 617-727-4581

Michigan

James W. Del.iefde, MPH
DOH-MDPH

POB 30195

Lansing; M1 48909
Phone; 517-335-8185
Fax: 517-335-8761

Carol Hinkle

Bureau of Child and Family Health
Michigan Department of Public Health
3423 Martin Luther King Blvd.

POB 30195

Lansing, M1 48909

Phone: 517-335-9242

New Jersey

David Valiante MS, CIH

Occupational Disease Prevention Progra
New Jersey Department of Health

CN 360, John Fitch Plaza

Trenton, NJ 08625

Phone: 609-984-1863

Fax: 609-292-5677
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New Yor

Robert Stone, Ph.D.

New Y ork State Department of Health
2 University Place, Room 155
Albany, New Y ork 12203

Phone: 518-458-6228

Fax: 518-458-6434

Ohio

Keith Gromen

Safety and Health Coordinator
Ohio Department of Health
246 N. High Street

Columbus, OH 43215

Phone: 614-466-5274

Fax: 614-644-7740

Texas

Diana Salzman, MPH

Environmental Epidemiology Progra
Bureau of Epidemiology

Texas Department of Health

| 100 West 49th Street

Austin, TX 78756-3199

Phone 512-458-7269

Fax: 512458-7689

Washington

Joel Kaufman, M.D., MPH

Department of Labor and Industriess SHARP
POB 44330

Olympia, WA 985044330

Phone: 360-902-5669

Fax: 360-902-5672

Melanie Miller

Department of Labor and Industriess SHARP
POB 44330

Olympia, WA 985044330

Phone: 360-902-5669

Fax: 360-902-5672
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