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ABSTRACT
Context: There are limited data on the nature of environmental lead hazards identified during residential inspections for
child blood lead levels (BLLs) of less than 10 μg/dL. We compare inspection findings for child BLLs of 5 to 9 μg/dL versus
10 μg/dL or more.
Design: We reviewed inspection reports in Maine from September 2016 to March 2018. We used continuity-adjusted or
Fisher’s exact test for categorical variables and Wilcoxon rank-sum tests for continuous variables to compare differences
in child, family, household, and lead hazard characteristics between BLL categories (5-9 μg/dL vs ≥10 μg/dL). We used
Spearman correlation coefficients to assess relationships between home surface lead dust measurements and BLLs.
Results: Of 351 residential inspections, 272 (77%) were for children with BLLs of 5 to 9 μg/dL. Children with BLLs of 5 to
9 μg/dL as compared with children with BLLs of 10 μg/dL or more were less likely to chew window sills and door frames
(8% vs 21%; P = .01), but otherwise were similar with respect to other established risk factors for lead poisoning. Children
with BLLs of 5 to 9 μg/dL tended to have fewer paint hazards inside their homes (64% vs 78%; P = .03), and they were
more likely to have dust-only hazards (8% vs 3%) or no identified lead paint hazards (23% vs 15%), though these differences
were not statistically significant. For children with BLLs of 5 to 9 μg/dL, BLL was weakly correlated with average window
sill dust level (Spearman r = 0.16; P = .01) and average floor dust level (r = 0.13; P = .03), but these correlations were not
observed for children with BLLs of 10 μg/dL and higher.
Conclusions: We have found that inspections of homes of children with BLLs of 5 to 9 μg/dL are nearly as likely to identify
lead hazards that require abatement as inspections of homes of children with BLLs of 10 μg/dL.
KEY WORDS: blood lead levels, childhood lead poisoning, environmental inspections, lead dust levels, lead paint
hazards
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T

here is a strong body of evidence that blood
lead levels (BLLs) below 10 μg/dL negatively affect cognitive ability and behavior in
children.1-4 Lead-contaminated home dust, to which
children are particularly vulnerable due to crawling
behavior and normal hand-to-mouth activity, is a major source of lead exposure.5,6 In 2012, the Centers
for Disease Control and Prevention’s (CDC’s) Advisory Committee on Childhood Lead Poisoning Prevention (ACCLPP) recommended CDC replace its recommended blood lead “level of concern” of 10 μg/dL
with a blood lead “reference level” of 5 μg/dL.1 The
ACCLPP further recommended that environmental
inspections to identify and remediate sources of lead
exposure should be conducted in the homes of children found to have a confirmed BLL at or above
the new reference level. In principle, CDC concurred
with all of the recommendations approved by the
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ACCLPP and adopted a blood lead reference level of
5 μg/dL.1
Few states or localities have adopted the ACCLPP’s
recommendation that environmental inspections be
performed at BLLs from 5 to 9 μg/dL. There are several reasons for this, including (1) limited resources
to support the substantial increase in inspections and
resulting lead abatement costs, (2) uncertainty about
whether environmental inspections at lower BLLs will
routinely identify hazards that can be mitigated, and
(3) uncertainty about whether interventions can reliably and consistently lower BLLs that are already less
than 10 μg/dL.
Maine is one of the first states to require environmental inspections at BLLs from 5 to 9 μg/dL (Maine
DHHS Rules, 10-144, Chapter 292).7 In this study, we
report environmental inspection results from nearly
2 years of performing inspections in homes of children younger than 6 years with venous BLLs of 5 to
9 μg/dL. We compare these inspection results in
homes of children with a BLL at or above Maine’s
previous intervention BLL of 10 μg/dL. The primary
objectives of this study were to determine (1) the
frequency with which lead hazards that warrant
abatement orders are identified in homes of children
in the lower blood lead category (5-9 μg/dL) than
in the higher category (≥10 μg/dL), (2) whether the
nature of the hazards differs between the 2 BLL
categories, and (3) whether other housing and child
characteristics differ between the 2 BLL categories. In
secondary analyses, we additionally investigated the
impact of using the higher Environmental Protection
Agency (EPA) lead dust standards versus the lower
(and recently revised) US Department of Housing and
Urban Development (HUD) lead dust action levels
on the frequency with which hazards are identified
in the homes of lead-poisoned children.8,9 We also
performed an exploratory analysis to investigate
whether existing lead abatement methods can lower
BLLs that are already less than 10 μg/dL.

Methods
Study population and design
All children reported to Maine’s Childhood Lead Poisoning Prevention Program (MCLPPP) case management system between September 1, 2016, and March
31, 2018, were evaluated for inclusion in the study
population. Children were excluded from the study
population for the following reasons: (1) they did not
have a completed environmental inspection at the primary residence or the inspection occurred prior to
the venous blood lead measurement; (2) the child’s
home had visual evidence of fresh painting prior to the

www.JPHMP.com

S77

inspection; (3) the family had already received guidance on remediating home lead hazards (Maine’s policy prior to 2016 for children with BLLs 5-9 μg/dL);
and (4) the child had another sibling included in the
study. This research was approved by the institutional
review boards of Harvard T.H. Chan School of Public
Health and Maine Medical Center Research Institute.

BLL measurement
By state law, all children in Maine with Medicaid insurance are required to have a blood lead test (either capillary or venous) at 1 and 2 years of age
and those without Medicaid insurance are required
to have blood lead testing if they are at risk. State law
and rules define lead poisoning as a confirmed (venous) BLL of 5 μg/dL or more and stipulate confirmation with a venous draw with state of Maine Health
and Environmental Testing Laboratory (HETL) analysis. Blood specimens were analyzed for lead using
graphite furnace atomic absorption (AAnalyst 600;
PerkinElmer Inc, Shelton, Connecticut). The Maine
HETL is CLIA certified and participates in the Wisconsin State Laboratory of Hygiene blood lead proficiency testing program.

Environmental lead inspections
For each child reported to the Maine Childhood Lead
Poisoning Prevention Unit (MCLPPU) with a venous
BLL of 5 μg/dL or more, the MCLPPP staff called
the legal guardian to confirm the child’s age, current address, insurance type (public, private, none),
age of home, and whether the home was singlefamily owner-occupied or rented. Next, licensed risk
assessors conducted environmental lead inspections
in accordance with agency rules to determine potential sources of lead exposure in the primary home
of each child (Maine DEP 06-096 Chapter 424,
Section 7).10
To identify lead-based paint, risk assessors used
x-ray fluorescence (XRF) and visual inspection. They
tested paint on the outside of the house and in each
room inside the home, including painted floors, walls,
window sills, and window troughs. The risk assessors
classified paint as a lead hazard if it (1) had a lead
level at or above 1.0 mg/cm2 by XRF and (2) was visually in a deteriorated condition (eg, painted surfaces
peeling, chipping, chalking or cracking, or otherwise
damaged or separated from the substrate). We considered the home to have a lead paint hazard if the risk
assessors determined at least one painted surface to be
a hazard.
To identify lead dust hazards, risk assessors sampled the highest-risk surfaces in the highest-risk rooms
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of the home. Risk assessors selected rooms for dust
sampling based on the guardian’s description of
child activity patterns. Rooms commonly included the
child’s bedroom, primary play area, kitchen, and principal entryway. In each room, risk assessors sampled
dust on sills and troughs of windows that were accessible to the child and/or reported by the guardian to
be opened and closed frequently and/or reported to
be areas where the child frequently played. In each
room, risk assessors sampled dust on areas of the
floor near friction (eg, windows, doors) or impact
surfaces (eg, stairs, floors) and/or high foot traffic.
In multifamily buildings, common area floor and/or
window sill dust samples were collected if risk assessors determined that the location was frequented
by the child. Risk assessors used a wipe technique
for dust sampling (Maine DEP 06-096 Chapter 424;
Appendix A).10 Maine HETL analyzed all dust samples according to USEPA Method 6010B using an
optical spectrometer (Optima 4300DV; PerkinElmer
Inc). A surface was classified as a dust hazard if
lead dust exceeded EPA regulatory standards (floors:
40 μg/ft2 ; window sills: 250 μg/ft2 ; window troughs:
400 μg/ft2 ). We considered the home to have a dust
hazard if the risk assessors determined at least one
surface to be a dust hazard. We additionally noted
whether dust hazards exceeded the HUD dust action
levels (floors: 10 μg/ft2 ; window sills: 100 μg/ft2 ; window troughs: 100 μg/ft2 ). We calculated the maximum and average lead dust levels for each surface type
in each home.
During the environmental inspection, risk assessors
also evaluated lead levels in water and soil. The methods for sampling and analysis of water and soil sampling are detailed in the Supplemental Digital Content
material (available at http://links.lww.com/JPHMP/
A521). Risk assessors also administered a questionnaire to the legal guardian to collect data on child
behaviors, housing characteristics, occupational and
hobby hazards, and toy and antique furniture hazards and only for immigrant families use of imported
cosmetics, canned food, herbal treatment, or home
remedies.

Statistical methods
We used continuity-adjusted or Fisher’s exact χ 2
test for categorical variables and Wilcoxon ranksum tests for continuous variables to compare differences in child, family, household, and lead hazard
characteristics between BLL categories (5-9 μg/dL vs
≥10 μg/dL). We used Spearman correlation coefficients to assess relationships between home lead level
measurements and BLLs. We used the EPA dust lead
standards for all primary analyses.

Lead Inspection Findings in Homes of Children With BLLs as Low as 5 μg/dL

In secondary analyses, we used Wilcoxon ranksum tests to compare the higher EPA dust lead standards versus the lower HUD dust lead action levels
among all children and between BLL categories. Finally, we performed an exploratory analysis to investigate whether existing lead abatement methods can
lower BLLs in children with preabatement BLLs of 5
to 9 μg/dL for a subset of children (n = 32) who had
a follow-up blood test 1 to 6 months postabatement
and who we could confirm lived in the same dwelling
pre- and postabatement.
All analyses were conducted in SAS version 9.4
(SAS Institute, Cary, North Carolina).

Results
Population characteristics
There were 482 children with an elevated venous BLL
(≥5 μg/dL) reported to the MCLPPP case management system between September 1, 2016, and March
31, 2018. We excluded 38 children who did not
have an environmental inspection at their primary
residence, 15 children for whom the environmental inspection occurred before the venous blood lead measurement, 1 child whose home had visible fresh paint
applied just prior to the inspection, 49 children who
had already received guidance on remediating home
lead hazards (Maine’s policy prior to 2016 for children with BLLs 5-9 μg/dL), and 28 children with a sibling already included in the study. Thus, our final sample included 351 children. As compared with those
excluded (n = 131), children included in the study
were younger but did not differ significantly with
respect to BLL, age of home, or receipt of Medicaid
insurance (see Supplemental Digital Content Table 1,
available at http://links.lww.com/JPHMP/A521).
Median (IQR; range) child age was 1.4 (1.1; 0.55.6) years. Seventy-three percent of children had Medicaid insurance. Thirty-one percent of homes were
owned, 87% were built pre-1950, and 38% had a renovation within the past 6 months. Child BLLs ranged
from 5 to 45 μg/dL, with 77% of children having
BLLs from 5 to 9 μg/dL (Table 1).
Children with BLLs of 5 to 9 μg/dL were less likely
to chew window sills and door frames than children
with BLLs of 10 μg/dL or more (8% vs 21%; P =
.002). These children also waited longer for an environmental inspection (4 vs 3 weeks; P = .001), reflecting the nature of how inspections are prioritized
by the state. Children in the lower BLL category were
less likely to exhibit mouthing behavior and spend
10 hours or more per week outside the home, although these differences did not reach statistical significance (Table 1).
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TABLE 1
Child and Housing Characteristics Overalla and by BLL Category
Child characteristics
BLL,c median (IQR), μg/dL
Age, median (IQR), y
Chews window sills, door frames,d %
Puts hands and/or objects in mouth, %
Spends ≥10 h/wk outside home, %
Medicaid insurance, %
Parental occupation with possible lead
exposure %
Time living in home at blood draw,
median (IQR), mo
Housing characteristics
Home owned (vs rented), %
Age of home, %b
Pre-1950
1950-1978
Post-1978
Renovation within past 6 mo, %

Overall (N = 351)

BLL 5-9 μg/dL (n = 272)

BLL ≥10 μg/dL (n = 79)

6.0 (4.0)
1.4 (1.1)
11
48
25
73
17

6.0 (2.0)
1.4 (1.1)
8
46
24
75
17

13.0 (8.0)
1.5 (1.0)
21
57
28
67
16

18.0 (38.8)

20.4 (39.5)

13.7 (28.7)

31

32

30

87
7
6
38

87
8
6
38

90
3
7
38

Abbreviation: BLL, blood lead level.
a Missing data for participants overall (N = 351): 3 participants missing Medicaid status, 3 housing status, 50 house year, 21 parental occupation, 35 child time out of home,
42 child chews surfaces, 39 child puts hands/objects in mouth, 57 time living in home.
b Because of rounding, the percentages may not sum to 100.
c Significant at a P value of .001.
d Significant at a P value of .01.

Inspection characteristics
Assessors obtained a floor dust sample in 100% of
homes: mean (SD) = 6.6 (2.5) samples per home; window sill dust sample in 97% of homes: mean (SD) =
3.6 (1.6) samples per home; and window trough dust
sample in 55% of homes: mean (SD) = 1.6 (1.4)
samples per home. Assessors tested the same number
of surfaces for lead dust regardless of BLL category:
mean (SD) floors 6.7 (2.6) vs 6.5 (2.3); window sills
3.7 (1.6) vs 3.5 (1.5); window troughs 1.6 (1.4) vs 1.6
(1.5), in the lower vs higher BLL category. The number of XRF lead paint measurements was not readily
available from the MCLPPU case management system. Assessors evaluated many surfaces for lead paint
in each home depending on the surface types they observed and the size of the home.

Lead hazard characteristics
Assessors identified lead paint or EPA standard dust
hazards that required an abatement in 79% of all
homes. They identified hazards almost as frequently
in homes of children with BLLs of 5 to 9 μg/dL as

compared with those with BLLs of 10 μg/dL or more
(77% vs 85%; P = .19). Children with BLLs of 5 to
9 μg/dL were less likely to live in homes with interior paint hazards (64% vs 78%; P = .03; Table 2)
and were more likely to live in homes with only dust
hazards or no detectable lead hazards, although these
differences were not statistically significant (global
P = .09; Figure).
Children with BLLs of 5 to 9 μg/dL as compared
with children with BLLs of 10 μg/dL lived in homes
with lower average window sill dust levels (medians
of 50 μg/ft2 vs 102 μg/ft2 ; P = .18), but there was no
difference in floor dust levels (medians of 8.4 μg/ft2
vs 7.3 μg/ft2 ) (Table 2). In the full cohort, BLL was
weakly correlated with average window sill dust level
(Spearman r = 0.14; P = .009), but not with average
floor dust level (r = 0.06; P = .29). When restricted
to children with BLLs of 5 to 9 μg/dL, correlations
between BLL and window sill lead dust level were
stronger (r = 0.20; P = .001) and BLL was weakly
correlated with average floor dust level (r = 0.13;
P = .03). BLL was not correlated with either floor
or window sill dust levels for children with BLLs of
10 μg/dL and above.
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TABLE 2
Severity of Lead Hazards by BLL Category
Higher exposure potential
Interior (vs outside or not at all) paint hazard,a %
Multiple surface types (floor, window sill, window trough)
with dust hazard,b %
Multiple surfaces with dust hazard,b %
Dust lead level
Window sill (dwelling average), median (IQR), μg/ft2
Floor (dwelling average), median (IQR), μg/ft2

BLL 5-9 μg/dL (n = 272)

BLL ≥10 μg/dL (n = 79)

P

64
31

78
34

.03
.86

43

46

.9

50 (222)
8.4 (26.3)

102 (258)
7.3 (17.5)

.18
.67

Abbreviationss: BLL, blood lead level; XRF, x-ray fluorescence.
a Paint hazard is defined as a paint surface that (1) tests positive for lead with an XRF gun and (2) is in poor condition (eg, peeling, chipping) as determined by the lead risk
assessor.
b Dust hazard is defined as a surface sampled by the lead risk assessor that meets or exceeds the Environmental Protection Agency lead threshold: floors ≥40 μg/ft2 ; window
sills ≥250 μg/ft2 ; window troughs ≥400 μg/ft2 .

Few homes had water lead hazards, and differences
in soil lead hazards between BLL categories were consistent with differences for paint and dust hazards between categories. We present detailed results of soil
and water testing in the Supplemental Digital Content
material (available at http://links.lww.com/JPHMP/
A521).

Secondary analyses
In our data set comprising inspections associated
with a sizeable number of children with BLLs of 5 to
9 μg/dL, we found that use of the lower HUD dust
lead action levels resulted in twice as many homes
with a “dust-only” lead hazard (14% using HUD
action levels vs 7% using EPA standards) and considerably fewer homes without any lead hazards (15%
using HUD action levels vs 21% using EPA standards). We identified both floor and window sill dust

hazards more frequently when we used the lower
HUD action levels as compared with the EPA standards (66% vs 38% floor dust hazards and 53% vs
38% sill dust hazards) (Table 3). When we compared
window sill dust hazards among children with BLLs
of 5 to 9 μg/dL versus children with BLLs of 10 μg/dL
or more, we found a greater discrepancy between BLL
categories when we used HUD action levels (49%
vs 69%; P = .01) versus EPA standards (36% vs
46%; P = .15). In contrast, differences between BLL
categories were minor and nonsignificant for floor
dust hazards. When we identified dust hazards with
the HUD action levels as compared with the EPA
standards, we identified more homes that required
abatement due to a paint or dust hazard (86% vs
79%; P = .03).
In a final secondary analysis, we explored the extent
to which lead abatement reduced BLLs in children

FIGURE Lead Paint and Dust Hazards by BLL Category. Global P Value of .09 Indicates Difference Across Categories by BLL; Fisher’s Exact Test
Reporteda
a
Dust hazard is defined as a surface sampled by the lead risk assessor that meets or exceeds the Environmental Protection Agency lead threshold:
floors ≥40 μg/ft2 ; window sills ≥250 μg/ft2 ; window troughs ≥400 μg/ft2 .
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TABLE 3
Comparison of US EPA Standards and HUD Action Levels
for Lead Dust Among All Inspected Homes
Dust Thresholds
Any dust hazard,b %
Floor dust hazard,b %
Sill dust hazard,b %

EPA

HUD

Pa

62
38
38

80
66
53

<.0001
<.0001
.0001

Abbreviations: EPA, Environmental Protection Agency; HUD, US Department of Housing and Urban Development.
a P value indicates significance of the difference between using EPA and HUD
dust standards to determine whether lead level is considered a hazard. Continuityadjusted χ 2 statistic is reported.
b Dust hazard is defined as a surface sampled by the lead risk assessor that meets
or exceeds the EPA lead standard: floors ≥40 μg/ft2 ; window sills ≥250 μg/ft2 ;
window troughs ≥400 μg/ft2 or the HUD lead action levels: floors ≥10 μg/ft2 ;
window sills ≥100 μg/ft2 ; window troughs ≥100 μg/ft2 .

with BLLs of 5 to 9 μg/dL. On average, a postabatement BLL was obtained 2.8 months after the abatement. Of the 32 children who met criteria for inclusion in this analysis, 1 (3%) had a BLL that increased
by 3 μg/dL postabatement, 4 had the same BLL postabatement (12.5%), 10 (31%) had a decrease in BLLs
of 15% to 40%, and 17 (53%) had a decrease of 40%
or more. Additional information and results are presented in the Supplemental Digital Content material
(available at http://links.lww.com/JPHMP/A521).

Discussion
We analyzed data from one of the first states to implement environmental lead inspections in homes of
children with BLLs of 5 μg/dL or more. While there
were fewer lead hazards in homes of children with
BLLs of 5 to 9 μg/dL, these homes required abatement 77% of the time, almost as frequently as homes
of children with higher BLLs. In a subset of our cohort, we show that following abatement, BLLs substantially decreased in the vast majority of children
with BLLs of 5 to 9 μg/dL. Among children with lower
BLLs, our data suggest that environmental lead inspections identify lead hazards that may benefit from
remediation.
We found that children with BLLs of 5 to 9 μg/dL
versus 10 μg/dL or more were less likely to have
self-reported chewing behavior but otherwise did
not significantly differ on established risk factors for
elevated BLLs (eg, hand-to-mouth activity, insurance
status, age of housing, recent home renovation).
This is in contrast to a prior analysis of NHANES
(National Health and Nutrition Examination Survey)
data that reported increased odds of higher BLLs
for children with public insurance or who lived in
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pre-1946 housing.11 The different results may be
because a majority of children in our study lived
in older homes and had public insurance, masking
potential variability between BLL categories.
The dominant sources of lead exposure for children
with BLLs less than 10 μg/dL have not been well characterized in prior research, and some have suggested
that no single exposure source is dominant.12 However, our study indicates that, while in a small proportion of cases the dominant exposure sources may
have been outside of the home, lead paint and/or dust
are found inside a vast majority of homes of Maine
children with BLLs of 5 to 9 μg/dL.
Lead hazards tended to be fewer and less severe in
homes of children with BLLs of 5 to 9 μg/dL versus higher BLLs (fewer interior paint hazards, more
dust-only hazards), suggesting that while abatement
was often necessary, costs should, on average, be
lower for children with BLLs of 5 to 9 μg/dL versus
10 μg/dL or more. EPA economic analyses indicate
that, on average, dust hazards are less costly to remediate than paint hazards and exterior paint hazards are less costly to remediate than interior paint
hazards.13
We observed an association between BLLs and window sill lead dust levels, consistent with the existing
literature.6,14-16 However, divergent from existing literature, we observed only an association between BLLs
and floor lead dust levels among children with BLLs of
5 to 9 μg/dL.14,17,18 Guardians of children in this study
were instructed to implement interim controls (eg, wet
mop cleaning) to reduce hazards while awaiting inspection, whereas in prior studies, measures were explicitly taken by researchers to prevent disturbing dust
before sampling occurred. The absence of a strong relationship between BLLs and floor dust levels in our
study is consistent with data suggesting that families
may adhere to interim control recommendations for
cleaning floors more readily than for cleaning window
sills, clean floors more often than they do sills, or that
lead dust on window sills returns more quickly than
on floors.18
Results from our study add to existing literature indicating that the current EPA dust hazard
standards are not stringent enough. In our data set
comprising inspections for a majority of children
with BLLs of 5 to 9 μg/dL, we found that the lower
HUD dust lead action levels identified twice as many
homes with a “dust-only” lead hazard and fewer
homes with no lead hazards. Our results are in line
with prior studies that have shown children with
elevated BLLs live in homes with detectable lead
dust at levels lower than current EPA standards and
HUD action levels.6,14,15,18 Specifically, in a nationally
representative cross-sectional study of children

Copyright © 2019 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

S82

Cluett, et al • 25(1 Supp), S76–S83

between 1 and 5 years old, Dixon et al14 found that the
probability of a child having a blood level of 5 μg/dL
or more at the EPA floor standard (40 μg/ft2 ) is 52%
and the probability of an elevated BLL of 5 μg/dL
or more at the HUD floor action level (10 μg/ft2 )
is 24%.
An outstanding question related to performing inspections at lower BLLs is whether existing lead
abatement methods and clearance standards can
lower BLLs that are already less than 10 μg/dL.1
Our exploratory secondary analysis in a small subset of children suggests that for children with BLLs
of 5 to 9 μg/dL, abatement activity was much more
likely to be associated with a lower BLL than either a higher BLL or no change in BLL. Our results are consistent with other studies that have compared pre- versus postabatement BLLs in children
with BLLs of 5 to 9 μg/dL.19-21 In this small analysis, we cannot rule out the possibility that the changes
in BLLs that we observe are attributed in part to season of blood draw or changes in child age and behavior (eg, age-related reduction in hand-to-mouth
activity).
Our study is limited by a small sample size, which
may have prevented some comparisons from reaching statistical significance despite potentially relevant
differences (eg, percentage of homes with dust-only
lead hazards). Furthermore, the generalizability of this
study may be limited to states with similar housing
stock (ie, Maine is one of 12 states with >25% of
homes built before 1950).22
Leveraging case management data from the
MCLPPU is a strength of our study, as it allows
results to be directly extrapolated to other state or
local lead poisoning prevention programs. However,
the MCLPPU has an ethical obligation to provide information on interim household cleaning to families
of children with elevated BLLs to reduce lead hazards
while awaiting inspection. While we excluded a case
where obvious changes to the home interior were
made before environmental inspection (eg, painting
over peeling paint), we could not control for the possibility that families and/or landlords may have taken
some actions to reduce lead paint and dust hazards
prior to inspections. Likewise, we cannot rule out the
possibility that results were influenced by the longer
inspection wait time for children with a lower BLL. A
longer wait time could reduce lead hazards by providing more time for families or landlords to take action
or worsen lead hazards by providing more time for
friction or impact on lead paint surfaces. The existing
literature indicates that dust control performed by
families has limited effectiveness in reducing child lead
exposure.4,23,24

Lead Inspection Findings in Homes of Children With BLLs as Low as 5 μg/dL

Implications for Policy & Practice
■ Maine is one of the first states to fully implement the AC-

CLPP’s recommendation to perform environmental inspections in homes of children with BLLs of 5 to 9 μg/dL.
■ We have found that inspections of these homes are nearly as

likely to find identifiable lead hazards that require abatement
as inspections of homes of children with BLLs of 10 μg/dL or
greater.
■ We have also found that lead abatement lowers BLLs further

in the vast majority of children with BLLs of 5 to 9 μg/dL.

■ Thus, our data suggest that performing environmental in-

spections in homes of children with BLLs of 5 to 9 μg/dL
is a public health imperative.

■ Results from our study add to existing literature indicating

that the current EPA dust hazard standards are not stringent
enough.
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