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TABLE 1: Demographic characteristics of survey respondents TABLE 4: Logistic regression analysis of determinants associated with lower lead screening -
BaCkg rou n d Demographic characteristic All (n=72) Highe;z;(liiening Lowe:;iglie*ening p-valuef in 61 Vermont primary-care pediatricians Co n CI us I Ons
The pernicious effects of lead on the health of e o ) ars o3 367 A e e e s O b While survey data demonstrate that 50% of
children are well-documented. The severity of many % < SUDO0D people) 07 o et w089 vl 0 00307 839 | Liimee 2t 103 00 Vermont pediatricians disagreed with the VDH
of these effects directly correlates with increasing Practice in Chittenden County  37.5 T Saga] g5 Percevedlendlevelatwhich blood lead screening recommendations, the
e (i negative health outcomes begin : _ i
blood lead levels (BLLs). The current o sractice (% 153 267 0,68 s (0.08) <10 gl —Referent— majority of respondents (88%) reported using the
recommendation from the Centers for Disease Soiopracice 09 L 53 S5 w03 Proprteofpatientpopuintion ] B0 Ao 00w VDH as a primary source of information and
Control and Prevention (CDC) and the American Proportion of patient o b i guidance when establishing office policy.
- = - e 7 2007 1" tercile (0-39%) ~~Referent~~ - .
Academy of Pediatrics (AAP) is that BLLs 210 ng/dL Ist "Z”I‘;’Z;’e(%?g{% ) v 3 2t o0 ey 004 000410034  0.007 | 0000100131  -4.96 149 0,001 Therefore, the VDH has an opportunity to redesign
are dangerous.! However, new evidence 3rd tercile (54-100%) 36.2 533 12.9 — 3;@"?1@ T —— :-O,ld_ - 10-031:9,0-14 t_ 0000 O-SOOO(I‘_’:O-IOE’OLI r 'Z-gl - /dlL-)Sz — <d°~°°11 its physician education to convey the importance of
- % nforma iOIl on screenin rate iS unknown fOI’ respon den S oclIicients arce used to predict LOWEr vSs. nigner immdaiviaual pedia rician’s practice screening rate. dex 11 maic), L..€ad 1CVC if > ug . i edicaid tercile - .
demonStrates that there IS NO safe BLL and that T;—Vgluestcalcqlaj[ed to Cog.mptare participantsowlig hadphighertand lower screening rates. Bold type (1 if Yes); 3¢ Medicaid tercile (1 if Yes). P>0.5 suggests a 24 month year old screening rate <37.5% [Sensitivity=0.90, Specificity=0.83, Positive Predictive Value unive rsal Iead screenlng at 24 months through
children with BLLs <10 ng/dL exhibit neurological N, e o (PRYIOS Nesative Predictve Value (NPVY=0.59 emphasis on the significant health risks associated
and social deficits.? The Vermont Department of TABLE 2: Prevalence Odds Ratios (POR) for Vermont ped‘atr‘c‘a";;s('“d;;‘“’rs of l:'Vell; blood Sc':ee“z“gm*) . - with BLLs £10ug/dL. Multivariate analysis also
: n= igher screening (n= ower screening (n= : : = : - .=
Health (VDI-!) currently recommends unlve!'sal blood Descrintion of Pediatric Practices N % N % N % Prevalence Odds Ratio 95% CI+ |nd|cate_s that phys!ma_n_s with Ia_rger Medlcal_d
lead screening for 12 and 24 month-old children.? In Reported blood lead level at which risk for negative health 26 50 0 233 0 645 3 64 1.12-11.99|] Populations have significantly higher screening
2006, 79% of 12 month-old children and 41% of 24 outcomes begins (>10 pg/dL) | | rates. We recommend that the VDH further
_ i Reported routinely screen 12 month olds o1 Z 28 93.3 24 77.4 0.24 0.05-1.29 i . i e ] ]
month-old children were screened in Vermont. Reported routinely screen 24 month olds 37 51.4 20 66.7 12 38.7 0.32 0.11-0.90 investigate this association to determine strategies
Collected blood samples in Office 60 83.3 25 83.3 26 83.9 1.04 0.27-4.03 i i i -
Collected blood samples at hospital 43 59.7 20 66.7 16 51.6 0.53 0.19-1.50 to T blood lead screening rates in 24 month
- - Collected blood samples at public health/WIC clinic 61 84.7 26 86.7 26 83.9 0.8 0.19-3.32 old children.
Objectives
.l Reported adequate reimbursement for lead screening 38 52.9 14 46.7 18 58.1 1.58 0.58-4.35 . )
O To identify barriers preventing Vermont blond lead screening i VT children o rrantumiversal =g 84.7 23 83.3 27 87.1 135 LeE Limitations
004 1€eaqa screening in cniaren
pediatricians from performing blood lead Reported b of the VIDH's CuCHE e 64 88.9 30 100 25 30.7 S S O Respondents were assigned to screening groups
recommenaation . . -
screening on 24 month-old children. Reported agreement with the current VDH . 50 . 0 " 3 02 0.07-0.60 based on practice screening rates. Thus, while
O To identify specific predictors associated with recommeneatoiE. . ' : == pediatricians practicing independently are
) i *Information on screening rate 1s unknown for 11 respondents. . -
lower rates of screening using data from a TPRs calculated to compare participants who had higher and lower screening rates. Bold type indicates statistical significance (CI excludes the null). dCCU rately represented by these flgures, those In

§Variable predicts outcome perfectly.

group practice may have been assigned rates that
are not representative of their individual

descriptive population study.
TABLE 3: Percent of respondents reporting any influence of eight common

M eth O d S barriers on his/her blood lead screeninsg practices : screening.
Self-reported barriers to lead screening _ Higher Screening Lower Screening - - -

O A web-based survey was distributed to all iR ortin All 7(;1;72> =l 1 ESV(?ZZ O“ngher’_’ screenlong was deflneo! as a rate al_oove_
Currently licensed Vermont primary cdre No exposufele)/risk on assessment 58.3 66.7 51.6 ns (0:23) the median (375 A))’ thus many_ln(_hv'(!uals In this
pediatricians to obtain descriptive information Patent ol 97 s 16 250,14 I Ra far from achieving Ideal
regarding current lead screening practices. Staffing 186 633 87 o screening practices.

O Pediatricians were assigned to a higher, lower or Cost to physician 4T 33 353 ns (0.16) Lessons Learned
unknown Screening group based on bIOOd Iead *Information on screening rate is unknown forllre.:spondents. . . . W . .

Screenin g rates from the Verm Ont Immunizati on ;rgtxlfsellllclzf ;:iagl;;lf}lecl;e;icZo(;cz)ngﬁzfali)laergiggﬁgfsp V&j(l)OOI;E)ld higher and lower screening rates. Bold type indicates hlle data CO"GCtlon Often presents many
Registry and the Childhood Lead Poisoning - challenges, the use of a web-based survey was an
Prevention Program Registry_ ReSUItS effective and timely method for gathering

O Univariate and multivariate analyses were used to O 72 out of 98 pediatricians responded (~74%). recommendations, or reported routinely screening all 24 information regarding physician opinion. Data
assess factors associated with higher versus O Factors associated with lower lead screening rates month-old children for blood lead (Table 2). analysis and subsequent interpretation in light of
lower blood lead screening rates. included practicing in Chittenden County, belongingto a |© The three most-reported barriers to lead screening were public policy proved more difficult than anticipated.

e non-academic group practice and having a low self- parental opposition, difficulty obtaining samples and no
v, reported Medicaid population (Table 1). risk on assessment (Table 3).
y 0 52.8% of pediatricians believed that they are not O Multivariate analysis indicated that the most significant
adequately reimbursed for blood lead screening. The determinants of lower versus higher screening rates are
o ri reported mean cost of screening per patient was $22.30, gender of the pediatrician (contributes 9%), perceived
while the desired reimbursement amount was $27.30 (the dangerous BLL (contributes 28%) and self-reported
current Medicaid reimbursement rate is $4.00).4 Medicaid population (contributes 63%) (Table 4). References
O Pediatricians were more likely to be in the higher O The top two sources of lead screening information e
screening group if they reported that a BLL £10ug/dL is utilized by pediatricians in this study were the VDH (88%) o e o 7 oy g Vel and
associated with negative health outcomes, reported and the AAP (69%), 3 Campbell JR, Schaffer SJ, Szilagyi PG, O'Conner, KG, Briss P, Weitzman, M. Blood lead screening
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