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3 years of age who are at risk should be screened every 2
to 3 months during this period.

Screening. tests for undue lead sbsorption and lead
toxicity are essentially limited to various methods of
blood lead determination and measurement of erythro-
cyte protoporphyrins:!® 1552617 Blood lead, may. be
detarrmhed[ by 2 macro method or by one of many

mther [test cannot by 1tse1f estabhsh the nsk of
oning. It must be realized that a percentage of
ls mwy be due to:iron deﬁmency anemia

dye eiﬂle 7 to xtetnal contammatmn of the sample by
to atra Qx;tory elevation from lead ingestion.
th hiaohl lead, 2 test of lead absorptmn, and

[ 6f lead‘J, al:e necessary to fully eva.luate and
itor ch:ldren whp are positive on scréening by either
‘method. This aﬁows three possibilities for screening:

1. ImtmLscxeemng with EP — all posmve children
tested 'for bloed lead Ievel

2. Initial screening for blood Jead level — all
_ positive children tested for EP and repeat blood
lead level.

3. Initial testing with both tests simultaneously.

The Center recommends that an EP test be used for
screening for lead poisoning followed by blood lead level
tests for all chﬂdren with positive EP. This recommenda-
tion is made because of the greater ease and repro-
ducibility of EP measurement and the added‘ benef‘ t of

It must be noled that, in the case of EP, elevated
levels (60-189 ug/100 ml) may be due to iron deficiency
anertfia, but extremely elevated levels (=190 ug/100-mi)
are due almost exclusively to lead mtoxxcahon The only
exceptlon is the rare genetm dzsorder erythropoietic
protq)porphyna, which 1§ characterized by severe
cutafieous photosensxtmty

Interpretation of Results

The children tested may be divided into four major
lead poisoning categories, or classes, by combining the
results of these two fests, as shown in the table. These
categories indicate the degree of risk and, therefore,
urgehcy of medical and environmental management
based on both blood lead and EP measurement
(pg/ 100 ml whole bload).

“ChassTV

Class II ) Class iie
Class1 Minimally = Moderately ‘Extremely
Test Normal Elevated  Elevated  Elevated

Pb <29 3049  50-79 =80
EP =59 60-109  110-189 =190

The ranges of blood lead and EP were chosen to
represent an approximation of the equivalent degree of
risk to the child and to predict the probability of need
for medical management. Presently available experience
indicates that in the majority of cases, the résults of EP
and blood lead will fall in the corresponding range.
However, in a minority of cases, there will be dis-
crepancy between the results of the blood lead and of
the EP. In these cases, the result of the EP is most likely
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the basis -of their screening test results are given in the
follovring section.

Y. Pediatric Management

Screening, pediatric management, and hazard con-
‘trol are equally important in caring for children at risk
of lead pmscmmg Pediatric ‘management must include
treatiny g the child mth undue lead absorption, in
( n until the risk of further
Imes for the management of

;sectmn

Class IV
Class IV childr&n, regardless of the presence or

ﬁndmgs .should be cousidered an unequwocal case of
lead poisoning. Since the risk of acute lead encepha-
lopathy is great, its onset unpredictable, and its course
ﬁﬂmmant, these children should be hospltahzed
immediately for evaluation and chelation therapy
Seveae and permanent brain damage may occur.in as
many as 80 percent of the children that develop acute
encephialopathy. ?$ Treatment béfore onset of encepha-
lopathy will improve this grim prognosis.
Children in this group who are symptomahc, have
intercurrent, fever or dehydration, or are detected durmg
r months are at extremely high risk, This group of
childten, and in partmulax the younger child, should be
giver ‘hlghest priority.

Lumbar puncture i unwise due to the risk of

mcr«=asad intracranial pressure. If lumbar puncture is
nece*ssary to rule out meningitis or other serious dxsea$e,
it sh' yuld be performed cautiously. and -only after a
: gearch  for signs and symptoms of mc;eascd
-int’r‘:;d[q ranial pressure,
Chisolm, Coffin, and others?%?7:2%
desgrrbed appropnate protocoals for inpatient chelation
ther a;ln' of ichildren with lead poisoning. 1t is essential to
consult such references before treating children in order
to pmperly appreciate the inherent dangers, precautions,
and rationdle for such treatment.

Tfhe ch.lommty of lead poisoning and undue lead
absmrptlon as a medical problem for the individual child
must be emphasized. Children who require chelation
therapy. will also require long-term medical surveillance
and care. “Rebound” of blood lead levels resulting from
releas'e of. 1ead from tissue pools after an apparently
suwe;ssful course of chelation therapy should be antici-
patzd, The need for repeated courses of chelation in
some children — even after lead ingestion has ceased —
should be recognized.

Pemcdlamine though receiving increasing attention
for the treatment of lead poisoning in children, is not

have

licensed by the Food and Drug Administration (FDA)
for this purpose. Therefore, any physician or program
wishing to use this drug as a chelating agent for
lead-poisoned children should use it in accordance with
current FDA policy. In this manner, careful usage of the
drag will be -encouraged and useful data regarding its
efficacy and safety may be obtainted. In no case should it
be-used in children w;thout or in Hea of, control of lead
hazargl in theu- homes

Class IV are stﬂl at hlgh nsk‘
ith blood lead and/or ezythrof"
tions' at 1-2 week mter-

ing, such: & renal myocardlal and metabohc dmorders

Class HI

Class III children who have compatible symptoms
which g¢annot be explained otherwise or who have
abnoimal ALA-d, wurinary ALA, or urinary
coproporphyrin levels should be considered as having
lead poisoning and recognized as candidates for urgent
inpatient medical management. All children in this class
should be further evaluated by history for otherwise
unexplained symptoms or signs (pica, anorexia, vomit-
ing, abdominal pain, behavioral change, irritability,
speech disturbance, ataxia, seizures) with selected labo-
ratory tests (complete blood count, radiography of long
bones and intestinal tract, repeat EP and blood lead,
semi-quantitative 'ufine coproporphyrin, ALA-d quanti-
tative urinary ALA, or coproporphyrin). A thorough
physical and neurological examination is particularly
indicated to exclude other illnesses in symptomatic
children in this category.

As noted before, lumbar puncture is unwise due to
the risk of increased intracranial pressure. If lumbar
puncture is pecessary to rule out meningitis or other
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Summary of Recommended Follow-Up

Diagnostic Category

Frequency ‘ - ] B : _ 1 I
Ty r* I Ia b | Agel12-—-36) Age>36
‘ months | months

4 weeks ‘ XX ‘ X¥% -
6 weeks X ‘ X ‘ _ 1 :

(in summer) { (in summer)

: X ] Arrange treat- X
3months | (aftersix XX | mentofiron | (until blood XX
mos. stable) |1 deficiency | lead normal)
X : y _
1 year ] (after 1st yr. | Follow as X XX
of follow-up) Group |

* Symptomatic or treated patients in Group Uil should be followed as Group IV.
** After hospitalization has been completed. ’
X Minimal
XX Cptimal
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