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Key Points

RESIDENTIAL LEAD ABATEMENT
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Lead is highly toxic and is considered a serious environmental health threat to children under
the age of six.

Blood lead levels (BLLs) are used to measure the presence of lead in the body. The Centers
for Disease Control issues guidelines that recommend various treatment actions be taken at

specified blood lead levels equal to or greater than 10 meg/dL.

Under Connecticut law, property owners are liable for abatement of defective intetior and
exterior surfaces that contain toxic levels of lead and are in a residential dwelling where
children under the age of six reside, and if a child has a BLL of 20 meg/dL or greater, stricter
abatement requirements are mandated.

Of the children screened for elevated BLLs in Connecticut, 2,522 (4.6 percent) had a BLL
equal to or greater than 10 mcg/dL, and of those, 598 children’s BLLs were equal to or

greater than 20 meg/dL.

The major focus of Connecticut’s lead program is on identifying children who are already
lead-poisoned, inspecting their residences, and if lead hazards are found, requiring property
owners to abate any lead considered harmful to the child.

The state has spent about $11.5 million dollars and only 722 units have completed lead
abatement. The average cost of abating lead in a unit is greater than $15,000.

This focus has not been particularly successful in Connecticut -- during FY 98, a total of 275
abatements were completed, and approximately 1,200 abatement orders remained
outstanding throughout the year.

The cornerstone of the childhood lead program should be the prevention of lead poisoning.

The state needs to identify high-risk geographic areas or populations and develop a targeted
lead screening program,

A tax credit program for property owners who implement essential maintenance practices for
risk reduction of lead-based paint hazards is a relatively inexpensive way to encourage rental
property owners to manage or remove lead in their rental units.

Strong and clear regulatory action is necessary when prevention efforts are unsuccessful and
a child has a high blood lead level.

A successful regulatory program must be supported by a comprehensive database. The
department’s information systems are fragmented and contain too many discrepancies to

support adequate program management.







Executive Summary

RESIDENTIAL LEAD ABATEMENT

The harmful effects of lead hazards on children have been recognized for many years.
Since lead was banned in paint, gasoline, and food cans in the late 1970s, legislation at both the
federal and state level has been aimed at pre-1978 housing as the major cause of lead poisoning
among children. Childhood exposure to lead usually occurs in two ways:

e deteriorated paint (and resulting dust) in poorly maintained housing; and

e repainting and remodeling projects that disturb leaded paint without
appropriate safeguards to control, contain, and clean up lead dust.

All homes built prior to 1978 are considered to be potential sources of exposure to lead-
based paint, however housing built before 1950 generally contains the highest amount of lead-
based paint, since paint used at that time had a high lead content. In Connecticut, 35 percent of
the state's total housing units were built prior to 1950.

The Legislative Program Review and Investigations Committee voted to conduct a study
of Residential Lead Abatement in March 1999. The study examined Connecticut's law,
regulations, and programs for screening children for elevated blood lead levels, as well as
programs that provide financial assistance to property owners to abate hazardous lead from their

properties.

Under Connecticut law, property owners are liable for abatement of defective interior and
exterior surfaces that contains toxic levels of lead and are in a residential dwelling where
children under the age of six reside. The regulations do not require a child be diagnosed with an
elevated blood lead level in order for them to be applicable. However, if a child has been
identified with an elevated blood lead level, more extensive abatement of lead hazards is
mandated.

The Connecticut Department of Public Health operates the Childhood Lead Poisoning
Prevention Program, which oversees prevention and regulatory activities. The Department of
Economic and Community Development administers federal and state financial programs that
provide loans and grants to property owners for lead abatement activities. At the local level, 108
health departments/districts are responsible for conducting epidemiological investigations once a
child is identified with a blood lead level of 20 micrograms (mcg) per deciliter (dL} of blood or
greater, In addition, the local code enforcement agencies conduct environmental inspections,
issue abatement orders to property owners if lead hazards are present, and ensure compliance
with the order through re-inspection or referral to the courts.

Connecticut currently recommends, but does not mandate, all children between the ages
of one and six be screened for lead poisoning, Studies based on national data have shown the
risk for lead exposure remains disproportionately high for some groups. Age, income level,
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race/ethnicity, and age of housing are key factors in determining children's risk for lead
poisoning.

The Department of Public Health recommends universal lead screening tests be
performed on all children under the age of six. But screening data shows that only 20 percent
had a valid screen for lead poisoning during 1998. Of those, 4.6 percent had blood lead levels
equal to or greater than 10 meg/dL (and 1.1 percent at or above 20 meg/dL ). Further, the vast
majority of children with high blood lead levels are concentrated in five of Connecticut’s largest
cities. Bridgeport, Hartford, New Haven, Stamford, and Waterbury accounted for 72 percent of
children statewide with blood lead levels equal to or greater than 10 meg/dL and 76 percent with
levels at or more than 20 meg/dL. These cities, have the greatest number of children younger
than age six, high poverty rates, and a large portion of their housing stock was built prior to
1950.

By statute, local health departments/districts are required to submit lead inspection and
abatement activity fo the Department of Public Health. However, the committee found problems
with the way these inspection data are tracked, with numbers carried over from year to year.
The committee also found a low percentage of abatement orders are actually completed. There
were 1,200 orders outstanding throughout 1998, and only 275 were completed (23 percent)

As would be expected, given the geographic location of children with elevated blood lead
levels, the greatest inspection and abatement activity is reported by six of the states largest local
health departments (Bridgeport, Hartford, New Britain, New Haven, Norwalk, and Waterbury).
The six deparfments carried out 829 inspections (92 percent of the 903 total statewide
inspections). Finally, 228 abatements (83 percent of statewide total) were reported completed.

The Connecticut General Assembly created the Hazardous Materials Program in 1987.
The program is administered by DECD and operates as a consumer-oriented loan/grant program
for property owners who have been issued orders by local health departments to abate lead or
remove asbestos from residential dwelling units. As of June 30, 1999, lead had been abated from
722 residential housing units with total costs of $11,231,547, and an average cost-per-unit of
$15,556. An additional $2.5 million in state funding was allocated to the program in June 1999.

The committee found the major emphasis of Connecticut's lead program is on identifying
children who have high blood lead levels, requiring local health departments inspect the child's
residence and, if lead hazards are found, order the property owner to abate the lead. The effect
of this focus is that thousands of property owners face considerable financial risk if a child under
the age of six has a blood lead level thaf requires an environmental inspection of the residential
unit. This policy has not been particularty successful in Connecticut, especially when the high
number of lead abatement orders issued to property owners are compared to the low number of
actual abatements occurring,




The committee believes the cornerstone of the state's policy should be the prevention of
lead poisoning and recommended a number of strategies for increasing prevention activities so
fewer children will be exposed to lead hazards, These include:

¢ more widely distribute educational information on how to minimize or avoid
exposure to lead hazards;

o establish a targeted lead screening program so children most at risk for
elevated blood lead levels are identified early, provided with educational
information, and interventions can be taken; and

e establish voluntary essential maintenance practice guidelines for rental
propetties to control and eliminate lead hazards, and provide tax credits for
property owners that implement the guidelines.

The committee found the department’s information systems are fragmented and contain
too many discrepancies to supporl adequate program management. A successful regulatory
program must be supported by a comprehensive database. To accomplish this, the committee
recommended the department establish a single database for the program. The committee also
found the Department of Public Health needs to coordinate its information systems and ensure.
the validity of the data. The department must also strengthen its oversight of local health
departments' enforcement of abatement orders and ensure epidemiological investigations to
identify lead sources are being performed.

A major policy issue at both the federal and state level is how to protect children from
lead hazards. Although increasing prevention should reduce the number of children with
elevated blood lead levels, the committee found strong and clear regulatory action is still needed
when prevention efforts are unsuccessful and a child has a high blood lead level. Local health
departments must have the authority to order property owners to manage and abate lead hazards
to ensure children under the age of six are protected from continued exposure.

The department began a revision of its lead regulations in 1996. Achieving consensus
has been difficult, and the new regulations have yet to be adopted. The program review
committee believes several regulatory changes are necessary to more clearly define the program.
These changes, however, must be undertaken in conjunction with improvements in data
collection and analysis, as recommended above.

Recommendations

1. The Department of Public Health establish an Internet web site providing online
access to its Childhood Lead Poisoning Prevention Program. At a minimum, the web
site should contain Connecticut’s lead laws and regulations, general information about
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ways fo protect children from lead hazards, information on financial assistance
programs available to property owners to manage and/or abate lead hazards, statistics
on screening and incidence rates, and how to request further information. In addition,
the department could use the site to gather information on the impact of lead poisoning
on the citizens of the state.

C.G.S. §19a-110(d) be amended to require local health departments or districts that
receive a report of a child under the age of six with a blood lead level equal fo or
greater than 10 mecg/dL fo provide the owner(s) of the property with educational
materials on how to reduce lead hazards in housing. The Department of Public Health
shall develop and furnish the educational materials to be provided.

The commissioner of public health define in regulation the terms “elevated blood lead
level” and “lead-poisoning,” in conjunction with recognized professional medical
groups and the Centers for Disease Control, and the responses required in accordance
with guidelines issued by the Centers for Disease Control,

C.G.S. §19a-111 shall be amended to require an epidemiological investigation for a
confirmed concentration of lead in whole blood equal to or greater than 20 mcg/dL for
a single test or 15-19 mcg/dL on two tests taken at least three months apart,

The Department of Public Health adopt CDC’s interim policy recommendation until the
department establishes a permanent statewide health plan for lead screening. DPH
shall follow the steps recommended by CDC fo develop the state plan, The plan shall
include:

+ data demonstrating. the appropriateness of dividing the state into
targeted screening areas;
recommenduations for screening by geographic area; .
+dissemination of screening recommendations for each area; and
« a program evaluation component.

A draft plan shall be submitted to the Public Health Committee for comment by
January 1, 2001, and a final plan shall be adopted by June 1, 2001. The plan shall be
updated biennially and revised every five years, based on the latest screening data.

In addition, for both the interim plan and subsequent plans, DPH shall calculate
screening, incidence, and prevalence rates based on municipal birth rates for the year
rather than census data, :

As authorized under C.G.S. §19a-26, the commissioner of public health shall establish
a schedule of fees for lead screening analysis performed by the state laboratory. DPH
shall seek reimbursement for services performed by the state laboratory from Medicaid,




6.

HUSKY, and private health insurers for lead screenings and diagnostic evaluations for
lead poisoning for children under six years of age including, but not limited fto,
confirmatory blood lead testing. The state laboratory shall seek reimbursement
beginning no later than October 1, 2001. Beginning no lafter that October 2, 2001, the
state Department of Social Services shall pay for lead screenings and diagnostic
evaluation services where a child under the age of six is eligible for medical assistance
under the HUSKY plan. The Department of Public Health shall pay for lead screening
and diagnostic evaluations for lead poisoning where the child is not covered by any
health insurance.

The commissioner of public health develop voluntary guidelines establishing essential
maintenance practices in pre-1978 housing for risk reduction of lead-based paint
hazards that contain toxic levels of lead as defined in §19a-111-1 (59) (A) and (B) of
the Lead Poisoning Prevention and Control Regulations. In addition, the state shall
initiate a tax credit program to support essential maintenance practices as well as lead
abatement. The tax program — beginning in 2001 for the tax year 2001 — shall provide
a tax credit on payment of state income tax to:

« owners of rental properties built prior to 1978 who provide written
certification from a lead inspector, certified pursuant to C.G.S. §20-475 or
C.G.S. §20-476, that the property is safe from lead hazards; and

- owners of rental properties who have abated lead in pre-1978 rental
propetties, have received a certificate of clearance from a certified lead
inspector, and have not received public financial assistance for the
abatement. To receive the certificate, the level of lead dust cannot exceed
the levels defined in §19a-111-4(e)(2) of the Connecticut Lead Poisoning
Prevention and Control Regulations.

Only residential structures with six or fewer dwelling units will be eligible for the
credit. The amount of the tax credit shall be $1,500 annually per building, up to a
maximum of six buildings. Written certifications shall be submitted with the state
income tax filing. Tax credits shall be on the payment of state income tax. If no state
income tax is owed by the property owner, he or she shall not be eligible for a tax
credit. Written certification shall be valid for a period of two years, atf which time the
rental property owner would be eligible to recertify. '

The Department of Economic and Community Development shall amend the state
Huzardous Materials Program regulations fo give funding priority to rental property
owners who are under a lead order and have a valid certificate from «a lead inspector
certified under C.G.S. §20-475 or C.G.S. §20-476 that they have met the Essential
Maintenance Practices guidelines. ‘
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10.

11,

12,

The Department of Social Services explore the feasibility of extending Medicaid
reimbursement for lead prevention services not currently covered and report its
Sfindings by October 1, 2000, fo the public health, human services, and appropriations
commiltees,

The Department of Public Health establish a single database for its Childhood Lead
Poisoning Prevention Program. The database shall have the capability of integrating
case-specific screening, case management, and environmental data.

C.G.S. §19a-111 be amended to require local health departments to use a form
prescribed by the Department of Public Health for epidemiological investigations. The
department shall distribute the form and collect the necessary information from local
health departments concerning epidemiological investigations on its web site. The
department shall evaluate the results of the investigations conducted and report the
results of the evaluation to the Public Health Commifttee by January 31, 2001.

C.G.S. §19a-111b6(3) be modified and section 19a-111c-3(3)(d) of the proposed
regulations be clarified that reporting requirements do not apply when property owners
privately hire a lead inspector to inspect their property for lead-based paint or soil,

Section 19a-111c-2(d)(4) of the proposed regulations should be deleted and the
Jollowing language be substituted: “Chewable surfaces are required fo be treated only
if there is evidence that a child less than six years of age has chewed on the painted
surface or there is paint abrasion or damage.”

vi




Introduction

RESIDENTIAL LEAD ABATEMENT

The Legislative Program Review and Investigations Committee voted to
undertake a study of "Residential Lead Abatement” in March 1999. The study
focus was Connecticut's laws, regulations, and programs designed to reduce
elevated blood lead levels in children and financially assist property owners in
abating lead. Under Connecticut law, property owners are liable for abatement
of toxic levels of lead-based paint (LBP) if a child under the age of six resides in
the home. In addition, if a child has been identified with an elevated blood lead
level (BLL) of 20 micrograms per deciliter of blood (mcg/dL) or greater, stricter
requirements ensue.

As lead-based paint ages it can peel, chip or chalk, and form lead dust.
Ingestion of lead dust is a primary source of lead poisoning in children under six
years old and is considered a common pediatric problem. Blood lead levels are
used to detect the presence of lead and even low levels are associated with
decreased intelligence, reduction in attention span, reading and learning
disabilities, and behaviorial problems. In 1998, the state Department of Public
Health (DPH) identified 598 children under the age of six with blood lead levels
equal to or greater than 20 mcg/dL, the BLL which triggers an epidemiological
investigation, including an inspection of the child’s residence, be conducted by
local code enforcement officials.

Several levels of government are involved in funding and/or
administering lead prevention and/or abatement programs. At the federal level,
the Department of Housing and Urban Development (HUD), the U.S.
Department of Health and Human Services, through the Centers for Disease
Prevention and Control (CDC), as well as the Department of Labor (DOL) and
the Environmental Protection Agency (EPA) all have a role in implementing
laws and regulations related to lead poisoning prevention. At the state level, the
Department of Public Health operates the Childhood Lead Poisoning Prevention
Program which oversees prevention, lead inpection, and abatement activities, In
addition, the Department of Economic and Community Development (DECD)
administers a variety of grant programs that can be used by small property
owners for lead abatement activities. Finally, municipalities are responsible for
conducting epidemiological investigations which include inspections of
residences, issuing clean-up orders, and ensuring ,compliance through re-
inspection.

Report methodology. A variety of research methods were used in
conducting the lead abatement study. The general literature on lead poisoning
prevention was reviewed. Federal and state statutes, regulations, guidelines, and
budget documents were also examined. In addition, reports issued on the




program by the administering agencies, as well as statistical and abatement cost data were
analyzed. Extensive interviews were held with individuals in the Department of Public Health,
the Department of Economic and Community Development, child advocates, and representatives
of a rental property owners association, The program review committee also held a public
hearing to gather additional testimony from interested parties.

Report organization. This report contains six chapters. Chapter One describes common
risk factors for lead exposure, CDC guidelines for screening and treating children for lead
poisoning, and national and state statistics on lead screening. Chapter Two summarizes federal
law, regulations, and guidelines and identifies the role of the various federal agencies involved in
lead prevention activities. Chapter Three describes Connecticut’s lead laws and regulations.
The next chapter reviews the major activities of the Department of Public Health and the
Depariment of Economic Development, the two state agencies involved in overseeing and
funding lead prevention activities, Chapter Five contains the committee's findings and
recommendations. The last chapter compares childhood lead programs in selected other states
with Connecticut's lead program.

Agency Response

It is the policy of the Legislative Program Review and Investigations Committee fo
provide state agencies subject to a study with an opportunity to review and comment on the
recommendations prior to publication of the final report. The response from the Department of
Public Health is contained in Appendix A.




Chapter One

Overview

Introduction. Lead is highly toxic and is considered a serious
environmental health threat to children. The most common sources of lead
poisoning exposure for children are lead-based paint that has deteriorated into
paint chips and lead dust, and soil contaminated with lead, Lead dust settles
quickly, is difficult to clean up, and can be invisible to the naked eye. Young
children are often poisoned through normal hand-to-mouth activity after they get
lead dust on their hands and toys.

The sale of lead-based paint for residential use was banned in 1978.
Less common sources of exposure include lead gasoline (which was banned in
1978), lead in household pipes, food cans (banned in the U.S. in 1995), imported
ceramics and miniblinds, and some traditional folk remedies. In addition,
parents who work in certain high-risk occupations may bring lead dust into the
home.

Lead serves no purpose in the human body. Lead poisoning occurs
because the body cannot distinguish between lead and calcium, which is a
mineral that strengthens bones, When lead is absorbed into the body it remains
in the bloodstream for several weeks before it is absorbed info the bones, where
it can collect over a lifetime. Exposure to lead hazards is especially dangerous
for children under the age of six because their brains and nervous systems are
still developing, and, therefore, are particularly sensitive to the effects of lead.

Blood lead levels are used to measure the presence of lead in the body,
and even low lead levels are associated with decreased infelligence, reduction in
attention span, reading and learning disabilities, and behavioral problems. At
high BLLs, lead poisoning can cause seizures, coma, and death. Elevated BLLs
in pregnant women are also dangerous and are associated with an increased
chance of illness during pregnancy as well as causing harm to the fetus.

CDC Guidance

Although the CDC does not mandate states screen children for lead
poisoning, it issues guidelines, followed by most states including Connecticut,
on lead screening and treatment. As the adverse health effects of lead poisoning
have become known, CDC has decreased the level of lead in blood it considers
harmful. In 1985, CDC lowered the level for diagnosing childhood lead
poisoning by 40 percent from 40 to 25 micrograms (mcg) of lead per deciliter
(dL) of blood. (A microgram is a millionth of a gram; a deciliter is about one-
fifth of a pint.) In 1991, CDC moved away from a specific definition of lead-
poisoning and substituted the term "level of concern” for blood lead levels equal




to or greater than 10 meg/dL.

CDC screening policy. Current screening guidelines were published in November 1997
in a document called Screening Young Children for L.ead Poisoning: Guidance for State and
Local Public Health Officials. The 1997 policy recognizes that lead exposure is highly variable
across the country, with some children at high risk and others at very low risk. As a result, CDC
recommends state and local health departments assess local data on lead risks and develop lead
screening recommendations for health care providers in their jurisdictions, especially focusing on
one- and two-year old children. Depending on state and local risk data, in some places it is
appropriate to universally screen all children at ages one and two, and screen all children from 36
to 72 months of age who have not been screened previously. In other places, it is appropriate to
screen only some children based on specific risk factors (targeted screening).

The CDC’s document provides detailed guidance for state and local health departments
in establishing their state lead screening plans, including advice on assessing lead risks,
promoting the participation of affected constituents in developing recommendations, and
communicating the screening recommendations clearly. In its guidelines, the CDC recommends
states focus on three groups because of their high risk for lead poisoning. They are children:

o living in geographic areas with a high concentration of old housing;

s receiving public assistance under programs for the poor, such as Medicaid and
the Special Supplemental Nutrition Program for Women, Infants, and
Children (WIC); and

¢ with other identified individual risk factors.

However, if states do not have the necessary data needed to develop a statewide plan and target
screening, CDC recommends states adopt a CDC-developed interim policy or continuation of its
1991 policy of universal yearly screening for all children ages six months to 72 months.

Treatment policy, The CDC’s guidelines recommend all screening results equal to or
greater than 10 meg/dL be confirmed with a diagnostic test (venous) and various actions be taken
at specific elevated blood lead levels. These guidelines are enumerated in Table I-1. In general,
confirmed BLLs of 10 to 19 mcg/dL require monitoring the child by further testing and
providing family education on how to reduce ongoing lead exposure. More aggressive measures,
including a full medical evaluation and the need to have a complete environmental investigation
(which may require abatement of lead hazards from the child’s residence and are discussed in
Chapter Three), are recommended at BLLs of 20 mcg/dL and above,

National Statistics

Blood lead level trends. The CDC’s National Health and Nutrition Examination surveys
(NHANES), an ongoing series of national examinations of the health and nutritional status of the
civilian noninstitutionalized population, have been the primary source for monitoring BLLs in
the U.S. population. These surveys have shown a marked decline in the prevalence of elevated
BLLs in recent years, primarily atiributed to the ban on lead in: paint; gasoline; food and drink
cans; and plumbing systems in the United States during the 1970s.




Table I-1, CDC Recommended Follow-up Action Required

Blood Lead Level

Aection

<10 mecg/dL

Reassess or rescreen in 1 year. No additional action necessary unless
exposure sources change

10-14 meg/dL

Provide family lead prevention education
Provide follow-up testing
Refer for social services, if necessary

15-19 meg/dL.

Provide family lead prevention education

Provide follow-up testing

Refer for social services, if necessary

If BLLs persist (i.e., two venous BLLs in this range, at least three months
apart) or worsen, proceed according to actions for BLLs 20-44 mcg/dL.

20-44 meg/dl,

Provide coordination of care (case management)
Provide clinical management

Provide environmental investigation

Provide lead-hazard control

45-69 meg/dL

Within 48 hours, begin coordination of care (case management), clinical
management, environmental investigation, and lead hazard control

270 meg/dL

Hospitalize child and begin medical treatment immediately
Begin case management, clinical management, environmental
investigation, and lead-hazard control immediately

Source: CDC, Screening Guidelines, Nov. 1997, p. 106.

Comparison of the data contained in the NHANES II Figure I-1. Percent of U.S.
survey performed between 1976-1980, and Children under Age 6 with
NITANES III (1991-1994), indicates the percentage 100 - 1eyated BLL.

of U.S. children less than age six with elevated
BLLs dropped from 88.2 percent in the late 1970s to
4.4 percent in the early 1990s (see Figure I-1). In
addition, the overall mean BLL for children one to
five years old decreased from 15.0 to 2.7 meg/dL
during this time period.

Prevalence of lead poisoning in children, Despite
public health goals to reduce lead poisoning and
accompanying declines in lead poisoning, in 1997

Percent of
Children

L.
-

NHANES Il NHANES 1l
NHANES Survey

|l1976-1980 119881991 |

the CDC estimated 890,000 (4.4 percent) of U.S. children under the age of six still have BLLs
equal to or greater than 10 meg/dl.. Therefore, lead poisoning still remains a serious threat for
many children.! Recent studies conducted by the U.S. General Accounting Office (GAO)2 as
well as results of the NHANES I survey have found children who are poor, non-Hispanic
Black, and/or living in urban arcas where older housing is deteriorated have a greater prevalence

"In 1991,the U.S. Public Health Service called for a society-wide effort to eliminate childhood lead poisoning by

2011,

> GAQ/HEHS-98-78 and GAO/HEHS-99-18,




of lead poisoning. A discussion of these factors and their link to lead poisoning is discussed
below.

Age factors. Table I-2 shows the results of the NHANES III survey by age group.
Children in the one and two year age group are those most at risk from lead poisoning, and the
survey indicated almost 6 percent in that age group had BLLs equal to or greater than 10
meg/dL. This is somewhat higher than the prevalence in children overall, which is 4.4 percent.
In addition, among children age one fo five years, 1.3 percent had BLLs greater than or equal to
15 meg/dL, and only 0.4 percent had BLLs greater than or equal to 20 meg/dL.

Table 1-2. Percentage of U.S. Children with Elevated BLLs by Age Group.

Age Group Percent with BLL > 10 mcg/dL
1-2 years old 5.9%
3-5 years old 3.5%

Overall (1-5 years old) 4.4%

Source: CDC, Morbidity and Mortality Weekly Report, February 21, 1997/ 46(07); p. 141-146.

Race/Ethnicity factors. Information from NHANES HI (shown in Table I-3) depicts a
strong relationship between blood lead levels and race/ethnicity. For example, the table shows
the percent of Black children with elevated BLLs (11.2 petcent) is almost five times greater than
White children (2.3 percent).

Table I-3. Percentage of U.S. Children with Elevated BL.Ls by Race/Ethnicity.

Race Ethnicity % Children 1-5 with EBL > 10 mcg/dL
Black, non-Hispanic 11.2%
Mexican-American 4.0%
White, non-Hispanic 2.3%

Source: CDC, Screening Young Children for Lead Poisoning, Nov. 1997, p. 41.

Income factors. Figure [-2 depicts the
prevalence of children with elevated BLLs by Figure I-2. Percent of Children
family income (defined as the ratio of total family with Elevated BLL by Family
income to the poverty threshold for the year of the Income.
interview), Although all children are at risk for
lead poisoning, the NHANES III survey indicates 2
the prevalence of elevated BLLs for low-income %
children is much greater than for high-income o 1.9 .
children.  Furthermore, the percent of children I | =
with elevated blood lead levels for middle-income Low  Middle  High Al
children (1.9 percent) was almost double the high- Income Children
income children (1 percent). Source: COC.

Children receiving federal health care programs. A January 1999 study by GAO based
on NHANES III survey data, found the prevalence of elevated BLLs for children enrolled in
federal health care programs was 8.4 percent, neatly five times the rate for children not in these
programs, GAO analyzed the data by individual health programs for children ages one through
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five and found the prevalence of elevated’ BLLs for children receiving Medicaid was 8 percent
and WIC was almost 12 percent. In its report, GAO estimates 688,000 (77 percent) of the
estimated 890,000 children who have elevated blood lead levels nationwide are enrolled in
Medicaid or WIC, or are within the target population served by the Health Center Program
(targeted to uninsured and low-income families).

Age of housing stock. The age of housing stock is another important factor in
determining risk for exposure to lead hazards. Although the primary cause of lead poisoning in
children is lead-based paint in pre-1978 housing, the mere presence of lead-based paint is not a
hazard. Rather, childhood exposure to lead usually occurs in two ways: deteriorated paint (and
resulting dust) in poorly maintained housing, and repainting and remodeling projects that disturb
leaded paint without appropriate safeguards to control, contain, and clean up lead dust.

All homes built prior to 1978 are considered to be potential sources of exposure to lead-
based paint, however housing built before 1950 generally contains the highest amount of lead-
based paint, since paint used at that time had a high lead content. A 1990 report issued by the
Department of Housing and Urban Development (3HUD) estimated full removal of lead-based
paint in U.S. housing stock would cost $500 billion.

Table I-4 compares New England’s housing stock built before 1950 with the total
housing units in each state as well as with the United States. As shown in the table, New
England has a much higher percent of older housing stock compared to the U.S. total.
Massachusetts has the greatest percentage of housing units built before 1950 (47 percent of total
housing units), followed by Rhode Island (44 percent) and Maine (41 percent). In Connecticut,
35 percent of the state’s total housing units were built prior to 1950.

Table. I-4, Housing Built Before 1950.

Total Housing Units Percent Built

State Housing Units Built Before 1950 Before 1950
Connecticut 1,320,850 462,808 35%
Maine 587,045 242,858 41%
Massachusetts 2,472,711 1,157,737 47%
New Hampshire 503,904 162,201 32%
Rhode Island 414,572 181,215 44%
Vermont 271,214 109,780 41%
United States 102,263,678 27,508,653 27%

Source: CDC, Screening Young Children, Nov. 1997, p. 15

Connecticut Statistics

Screening, Blood lead screening of children is an important element in detecting lead
poisoning since most children display no obvious symptoms. The state Department of Public
Health maintains a childhood Lead Surveillance System (LSS) as part of the Childhood Lead

3 HUD, Report to Congress, Comprehensive and Workable Plan for the Abatement of Lead-Based paint in Privately
Owned Housing, Washington, D.C., U.S. HUD, 1990,




Poisoning Prevention Program. The system contains information on children under the age of
six who have been tested for lead poisoning. However, there are several limitations to the

database including:

¢ mandated reporting of all lead screening tests was not required until October
1998, thus data on the total number of children screened prior to that date are
incomplete;

e the system does not distinguish between new lead poisoning cases and those
carried over from a prior year;

e CDC guidelines do not mandate every child be screened annually up to age
six, therefore, lower screening rates for older children do not mean poor state
performance;

+ data are maintained on a calendar year (CY) basis rather than for birth cohorts,
and therefore calendar screening rates can be lower;

e no information is collected on children’s health insurers or family income,
therefore, comparisons to national data cannot be performed; and

e although required by statute, race/ethnicity data are incomplete, therefore,
incidence rates cannot be compared among various ethnic groups in
Connecticut.

Screening rates. Given these caveats, Table -5 shows screening rates for all children
under the age of six as well as the percent of children age one and two screened in CY 1998.
Based on 1990 census data, there were 272,294 children less than six years old in Connecticut, of
which 87,503 were age one or two. Twenty percent of children under the age of six (54,850) had
a valid screen for lead poisoning in 1998. Furthermore, 30 percent of children age one and two
statewide had a valid lead screen in CY 1998. Children living in Hartford had the highest
screening rate overall and those in Stamford the lowest.

Table I-5. 1998 Screening Rates for Top Five Towns and Connecticut (total).

Number of Percent of Percent of
Number of Children under | Children under Children Ages
Top 5 Towns & | Children under | the Age of Six the Age of Six 1 and 2 with
Connecticut the Age of Six | with Valid Screen | with Valid Screen Valid Screen
Hartford 14,245 6,122 43% 63%
Bridgeport 14,013 3,836 27% 42%
New Haven 12,076 3,699 31% 48%
Waterbury 10,139 3,187 31% 39%
Stamford 8,687 2,165 25% 32%
Connecticut 272,294 54,850 20% 30%
Source: DPH.

The program review committee recognizes 1990 census data are not the most accurate

population statistic to use in 1999, especially when measuring a segment of the population not
even born in 1990, However, 1990 census data are the population database DPH uses as its base
to calculate the percent of children screened for lead poisoning in each calendar year. The
committee compared the 1990 population with 1998 population estimates and birth statistics




statewide and calculated the number of children under the age of six in 1998 was approximately
263,000, This is a decrease of about 3.5 percent since 1990 but certainly not a significant
decline. Further, the variation between the 1998 estimates and the 1990 census data for any of
the individual towns cited did not exceed 5.5 percent in either direction.

Pilot project. The state Department of Public Health conducted a pilot project on lead
screening tates in Hartford to determine if Medicaid recipients had received a blood lead
screening in 1997 as required by Medicaid. The study examined children born in Hartford in
1995 who were Hariford residents and recipients of Medicaid managed care during all of 1997.
The results show 73.5 percent of the children meeting the study criteria were screened in 1997,
The percent of children screened increased to 93.2 percent when the study criteria were
broadened to include children in the study group who were screened at any time since birth. In
addition, the department tracked all Hartford residents born in 1995 and found 90 percent had
been screened at least once for lead poisoning. Similar pilots are being conducted in Bridgeport,
Montville, New Haven, Norwich, and Waterbury. Comparisons with national screening data
however, could not be made because of the difference in methodology between this study and

national surveys.

Incidence of lead poisoning, Table I-6 shows the number of children screened and
identified statewide with an elevated blood lead level in 1998 and by the top five towns. (A
complete listing for all towns is provided in Appendix B.}) Overall there were 54,850 children
less than age six with a valid lead screen -- 4.6 percent had a BLL equal to or exceeding 10
meg/dL and of those, 1.1 percent were equal to or greater than 20 meg/dL. Since CDC’s 1997
screening guidelines specifically recommend targeting children age one and two, incidence data
for this age group are also shown in the table. In terms of one- and two-year-old children, there
were 26,401 with a valid lead screen -- of those, 4.6 percent had BLLs equal to or greater than 10
meg/dL and 1.2 percent equal to or greater than 20 meg/dL.

Table 1-6. Lead Poisoning Incidence in 1998,

Sl0meg/dl | 220 meg/dL
Total Total
Top 5 Towns & Screened Screened Age I Age Age 1 Age

CT Overall Age 1 and 2 birth - 5 and 2 Birth - 5 and 2 | Birth -5
Bridgeport 1,905 3,836 331 670 88 160
Hartford 2,823 6,122 218 389 55 85
New Haven 1,715 3,699 269 547 79 148
Waterbury 1,308 3,187 66 163 23 49
Stamford 1,156 2,165 20 47 5 10
Connecticut 26,401 54,850 1,220 2,522 312 598
Source: DPH.

Of the 2,522 screening results with BLLs 10 or greater, 598 (23 percent) had levels equal
or greater than 20 mcg/dL — the level at which an epidemiological as well as an environmental
inspection must occur under Connecticut’s lead law. For one and two year olds, 1,220 had levels
of 10 meg/dL. or greater and 26 percent of those children had an elevated level of 20 meg/dL or

greater.
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As depicted in the table, Bridgeport had the greatest number of children with elevated
blood lead levels, followed by New Haven, and Hartford. These three cities, the largest in
Connecticut, have the greatest number of children younger than six years old, high poverty rates,
and a large portion of their housing stock was built prior to 1950.

Connecticut’s housing stock. As noted above, housing built prior to 1950 has the
greatest likelihood of containing lead paint, and thus, children residing in those housing units are
at a higher risk for lead poisoning. Thirty-five percent of Connecticut’s housing stock was built
prior to 1950 and 84 percent before 1980. Table I-7 shows those Connecticut towns with the
highest percentages of pre-1950 housing by county.

Table I-7. Towns with highest Percent of Pre-1950 Housing by County,

County Town Percent Pre-1950 Housing
Bridgeport 54%
Fairfield Darien 50%
Greenwich 46%
Hartford 52%
Hartford New Britain 49%
West Hartford 48%
North Canaan 55%
Litchfield Cornwall 52%
Norfolk 64%
Chester 51%
Middlesex Deep River 45%
Portland 42%
New Haven New Haven 57%
Ansonia 52%
Waterbury 46%
New London 62%
New London Sprague 58%
Norwich 55%
Stafford 45%
Toland Union 40%
Coveniry 35%
Putnam 49%
Windham Windham 44%
Killingly 43%
Connecticut 35%
United States 27%

Source: Report on the Status of Lead Poisoning in Connecticut, OHCA, DPH, March 1998, p.4.

Housing condition is strongly related to the economic status of the people who live in it.
Low-income households often cannot afford to adequately maintain and/or repair the units in
which they live. As a result, a large portion of Connecticut’s housing stock presents a potential
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hazard for lead-based paint poisoning, and the major portion of that stock is found in larger
municipalities where low- and very low-income persons are most likely to reside.

In its Consolidated Plan for Housing and Community Development (January 3, 1995), the
Department of Economic and Community Development estimated the number of Connecticut
housing units at high risk of having lead paint hazards. These estimates (shown in Table I-8)
indicate 17.7 percent of CT’s total housing units present a potential lead-paint hazard to the
families who live in them,

Table I-8. Estimated Number of Housing Units with Lead Paint by Year Built,

Pre-1940 1940-1959 1960-1980 Total Housing
Type of Housing Housing Units | Housing Units | Housing Units | Units
Total Housing 307,378 333,654 339,132 980,164
Affordable to low
income households 112,402 80,214 113,575 306,191
With lead paint (est.) 101,161 64,171 70,416 235,748

Source: Consolidated Plan for Housing and Community Development, January 3, 1995, p.52.

As shown in the table, there are 980,164 total housing units in Connecticut, with low-
income households occupying 306,191 units. Furthermore, the department estimates 77 percent
(235,748) of low-income housing units are potentially high risk for containing lead paint
hazards. Thus, a significant portion (24 percent) of Connecticut’s total housing stock presents a
potential lead hazard risk. It is important to note, however, the number of low-income units
occupied by children who are at the greatest risk for lead poisoning, is not estimated by the
department.

Summary

Although BLLs in the U.S. population have dramatically declined since the late 1970s,
the risk for lead exposure remains disproportionately high for some groups. As a result of the
decline in prevalence, and survey data showing age, income level, race/ethnicity, and age of
housing are key factors in determining children’s risk for lead poisoning, CDC revised its
guidelines in 1997. The guidelines recommend state health departments assess local data on lead
risks and develop either universal or targeted screening recommendations based on the data. In
addition, CDC recommends screening policy be focused on one- and two-year old children, since
this age group nationally proved to have the highest prevalence of elevated blood lead levels.

Connecticut currently recommends, but does not mandate, all children between the ages
of one and six be screened for lead poisoning, with particular focus on children ages one and
two. Connecticut’s policy of universal screening is based on the fact 35 percent of the state’s
housing stock was built before 1950 and prevalence data needed to develop a more targeted
screening guideline are not available.
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Chapter Two

Federal Law and Regulation

As the dangers of lead hazards to children have become more widely
known, federal and state laws aimed at preventing childhood lead poisoning
have grown more complex since legislation was first enacted in 1971, Multiple
federal agencies are responsible for administering laws passed by Congress,
providing funding to states, and developing regulations, policies, and guidelines
to assist states in administering their own lead programs. This chapter describes
the government structure in place to combat lead poisoning and the role of the
federal government in lead hazard prevention activities.

Government Organization

Introduction. Figure II-1 identifies federal, state, and local agencies
responsible for lead prevention and/or abatement activities, At both the federal
and state level, the focus is concentrated on two activities:

¢ ensuring primary and secondary lead prevention activities
occur to protect or treat the child (i.e., education,
screening, surveillance, and case/medical management,
and environment clean-up); and

e  establishing thresholds for abatement of lead hazards and
ensuring proper abatement methods are used.

Federal structure. At the federal level, the Department of Health and
Human Services, through the Centers for Disease Control, issues guidelines for
screening young children, details case management activities for children who
are lead poisoned, and provides funding for prevention and education programs.
As noted in Chapter One, CDC recommends state and local health departments
assess state and local data on lead risks and adopt a statewide lead screening
plan that recommends either universal or targeted lead screening. In addition,
CDC grants are available to states to conduct prevention activities.

Medicaid requirements. Under Medicaid, all children are considered at
risk and must be screened for lead poisoning. The Health Care Financing
Administration (HCFA) requires all Medicaid-eligible children to receive a
screening blood lead test at 12 months and 24 months of age. Children between
the ages of 36 months and 72 months of age must receive a screening blood lead
test, if they have not been previously screened for lead poisoning, If a state
adopts a statewide plan for screening children for lead poisoning (as
recommended by CDC) the plan must require lead screening for all Medicaid-
eligible children,
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Other federal agencies. The Department of Housing and Urban Development is the lead
agency responsible for federal efforts to eliminate lead-based paint hazards from housing in the
United States. Grants are available from HUD to state and local governments to provide
financial assistance to private property owners to abate lead hazards. In addition, a recently
adopted HUD regulation, described below, requires widespread lead hazard reduction occur in
federally owned and assisted housing. The Environmental Protection Agency coordinates and
uses its regulatory authority to reduce lead in the environment, and the Department of Labor
protects workers from lead dangers. The EPA offers grants to states to operate their lead
licensing and certification programs for lead contractors and workers.

State structure. At the state level, the Department of Public Health operates the
Childhood ILead Poisoning Prevention Program, which oversees prevention activities, and
ensures local health departments (LHDs) enforce Connecticut’s lead laws related to lead
inspections and abatement. The department also issues screening and treatment guidelines, funds -
two Regional Lead Treatment Centers (one at Saint Francis Hospital and another at Yale), and
promotes educational activities. In addition, the Department of Economic and Community
Development administers federal and state grant/loan programs that can be used by private
property owners to pay for lead abatement expenses.

Local structure, Finally, at the local level, 108 health departments/districts are
responsible for conducting epidemiological investigations once a child is identified with a BLL
of 20 mecg/dL or greater. In addition, health departments/districts or local code enforcement
agencies conduct environmental investigations, issue abatement orders to property owners if lead
hazards are present, and ensure compliance with the order through re-inspection or referral to the
courts. Educational activities focusing on the hazards of lead also occur at the local level.

Federal Law

Initial federal legislation. Concern about the hazards of lead prompted federal action in
1971 when Congress enacted the Lead-Based Paint Poisoning Prevention Act (LPPPA), The act
provided a definition of lead-based paint (any paint containing more than 1 percent lead by
weight) and also initiated programs to screen children and abate the sources of lead in residential
housing by providing funds to states to establish programs. Amendments to the act gave HUD
significant responsibility for lead-based paint hazards (1973) and lowered the standard for
allowable lead in paint from 1 percent to .06 percent (1977), the current standard. Specifically,
the LPPPA directed the Department of Health and Human Services to:

¢ prohibit the use of lead-based paint in residential structures constructed or
rehabilitated by the federal government or with any form of federal assistance;

e cstablish a national program to encourage and assist states and cities to
conduct mass screenings to identify children with elevated blood lead levels
and make sure they receive medical treatment;

¢ investigate children’s residences for sources of lead; and
o order abatement of lead from the residences if necessary.
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The CDC administered appropriations under the act, which provided for the
establishment of screening programs until 1981, when funding was incorporated into the
Maternal and Child Health Services Block Grant (MCH). Currently, states that receive MCH
grants may, but are not required to, use these funds for childhood lead poisoning prevention.

1988 federal legislation. The Lead Contamination Control Act (LCCA) was enacted in
1988, The act authorized CDC to provide grants to states and towns to administer a program for
preventing childhood lead poisoning. As part of the program, funding is available for screening,
referral of cases of elevated blood lead levels for treatment and environmental case management,
and for education to high-risk communities. Major provisions of the act regulate drinking water
to ensure it is lead safe.

The Residential Lead-Based Paint Hazard Reduction Act. The Residential Lead-
Based Paint Hazard Reduction Act of 1992 (Title X of the Housing and Community
Development Act) initiated major changes in the federal lead law. Prior federal policy
encouraged full abatement of lead-based paint, regardless of its condition or location, in federally
owned or subsidized housing. With the passage of Title X, the policy focus shifted from full
abatement to property maintenance and provided for resources to be focused only on lead-based
paint hazards. Under Title X, intact lead-based paint on most surfaces is not considered a hazard
until it has deteriorated, thus requiring it be monitored and maintained. Title X emphasizes
identification and control of lead hazards in federally assisted or owned housing and notification
to occupants of the existence of known lead hazards in all housing.

Agencies responsible for implementation. The act requires several federal agencies to
establish a coordinated effort to reduce lead hazards. Three main agencies are responsible for
implementation of Title X -- the Department of Housing and Urban Development; the
Environmental Protection Agency; and the Occupational Safety and Health Administration
(OSHA) of the U.S. Department of Labor. In general, the act:

e imposes detailed requirements and deadlines for lead hazard reduction on
federally owned, insured, and assisted housing;

e promotes lead hazard reduction in privately owned housing through the
provision of state and local grants;

o requires training and certification or licensure of abatement contractors, risk
assessors, and lead inspectors;

e ecstablishes a national task force to examine issues of lead abatement;

¢ requires disclosure of known lead hazards by private property owners;

¢ directs HUD to develop technical guidelines for hazard evaluation and control
practices and to overhaul its regulations related to lead-based paint;

o directs EPA to set standards for lead contaminated dust and soil hazards and
for states to accredit laboratories; and :

s provides for public outreach and education.

Defining lead hazards. Title X defines “lead-based paint” as paint on surfaces with a
lead concentration of 1.0 milligram per square centimeter (mg/em2) or 0.5 petcent by weight.
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The .06 percent threshold for the actual lead content in new paint, established in 1977, was not
changed.

The act focuses resources on situations believed to present lead exposure hazards, not just
on any lead paint, and defines the term “lead-based paint hazard” as any condition that causes
exposure to lead sufficient to cause adverse human heaith effects. Six situations are cited:

o deteriorated L.BP — any interior or exterior LBP that is peeling, chipping,
chalking, or cracking or located on any surface or fixture that is damaged or
deteriorated;

e LBP on any friction surface — an interior or exterior surface subject to
abrasion or friction, such as painted floors and friction surfaces on windows;

¢ LBP on any accessible surfaces — an interior or exterior surface painted with
LBP that is accessible for a young child to mouth or chew;

¢ LBP on any impact surface — an interior or exterior surface subject to damage
by repeated impacts, such as parts of door frames;

e lead-contaminated dust — surface dust in residential dwellings that contains an
area or mass concentration of lead in excess of the standard to be established
by EPA; and

¢ lead-contaminated soil — bare soil on residential property that contains lead in
excess of the standard to be established by EPA.

Title X requirements by type of housing., Title X addresses three types of housing —
private property, public, and federaily assisted or owned. The act’s requirements differ
depending on the type of housing. For example, in federally assisted or owned housing,
complete cvaluations of lead-based paint hazards must be conducted and corrected by specific
dates. A more detailed description of what the act requires, by type of housing, is provided
below.

Private property. Although interim controls and abatement are required in federally
owned and assisted properties, it is important to remember there are no similar federal mandates
for privately owned property. However, the act does impact private property owners in three
ways:

o Lead hazard disclosure for selling or leasing pre-1978 housing. Private
property owners of pre-1978 properties and their agents seeking to sell or
lease the property must provide prospective buyers and tenants an educational
pamphlet (developed by EPA, HUD, and the Consumer Product Safety
Commission) about lead hazards to children and disclose known information -
about the presence of lead-based paint and lead hazards in the particular
property. In addition, buyers have up to 10 days to hire a lead inspector or a
risk assessor to inspect the property at their own expense. Joint HUD and
EPA regulations implementing these provisions became effective in
December 1996, Civil penalties may be imposed on owners not complying,
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e Renovation activities. As of June 1, 1999, the EPA requires renovators,
working for compensation, to distribute a pamphlet to owners and occupants
of most housing built prior to 1978 before beginning renovation activities.
Renovation activities that disrupt more than two square feet of paint are
covered by this rule. The pamphlet discusses ways in which individuals can
protect themselves and their families from lead-based paint hazards.

o Grant funds to abate lead hazards in private property. Title X established a
grant program that authorized HUD to distribute funds to states and
municipalities to reduce lead paint hazards in privately owned housing built
before 1978 and occupied by low-income families. Connecticut received a $6
million grant award in 1995, and submitted a $4 million application for
another HUD grant in May 1999. However, Connecticut was not one of the
selected grantees when HUD announced the awards in November 1999,

Public housing. For public housing, Title X leaves intact the 1988 statute’s requirements
for inspections of all developments by December 1994, and abatement of all lead-based paint
(not just lead-based paint hazards) in the course of modernization projects.

Federally assisted and associated housing. Many of the key provisions of Title X are
designed to substantially expand the scope of lead-hazard evaluation and reduction activities in
federally owned and assisted housing. As of January 1995, the act requires, within available
appropriation, lead-hazard reduction (interim controls or abatement) in federally assisted or
owned housing, Interim controls temporarily reduce exposure to lead hazards and include such
measures as temporary containment, repairs, repainting, and specialized cleaning. Long-term
interventions include abatement measures such as paint removal, enclosure, encapsulation, or
component replacement (e.g., windows). This is to be accomplished by conducting inspections
to identify the presence of lead paint hazards, using the six criteria cited above.

The act allows LBP-hazard evaluation and reduction activities to be eligible for funding
under Community Development Block Grants, HOME grants, all HOPE programs, rural housing
programs, FHA Home Improvement and Rehabilitation Loans, and makes them eligible
rehabilitation activity under FHA Insurance for Multifamily Housing. Abatement requirements
also apply to federal agencies that own or control propetties that may eventually be transferred to
residential property.

Implementation of these requirements has been problematic according to DPH and
DECD staff, and HUD has not met the time frames established under the act, largely due to lack
of funding. However, the recently approved HUD regulation re-establishes time frames and
specifically defines the lead hazard reduction activities that must occur in federally owned and
assisted housing, and public housing.

Housing and Urban Development lead-based paint regulation.  Although Title X was
passed in 1992, it has taken seven years for HUD fo publish a final regulation, which completely
overhauls lead-safety requirements covering federal housing assistance and community
development programs. The new regulation -- “Requirements for Notification, Evaluation and
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Reduction of Lead-Based Paint Hazards in Federally Owned Residential Property and Housing
Receiving Federal Assistance” — was adopted in September 1999. It consolidates all of the
department’s lead-based paint regulations in one part of the Code of Federal Regulations and
becomes effective in September 2000.

The purpose of the HUD regulation is to protect young children from lead-based paint
hazards in housing financially assisted by the federal government or being sold by the
government. HUD cites the latest scientific research, as well as practical experience in its grant
programs and CDC guidelines, along with recommendations of a national task force, in
establishing the final rule.

The regulation will be a major force driving lead hazard reduction in federally owned and
assisted housing over the next several years. It strengthens the federal government’s
commitment to primary prevention -- reducing children’s exposure to lead hazards before they
are poisoned -- by requiring lead hazards to be addressed in housing supported by U.S.
government dollars. Accomplishment of the requirements in the rule will have a dramatic
impact on lowering children’s risk of lead poisoning, since most of the housing affected by the
rule is targeted to low- and moderate-income renters and usually located in urban areas. Studies
have shown low-income children, those who receive public assistance, and those who live in
urban areas are at high risk for lead poisoning,

Estimated benefits and costs. As with all federal regulations, HUD was required to
estimate the impact in terms of costs and benefits, The regulation will protect more than two
million children from lead exposure during its first five years, In addition, HUD estimates the
value of total benefits in the first five years at $2.65 billion with a cost of only $564 million.
Estimated benefits are derived from assumptions about increased lifetime earnings, savings from
medical care, and special education costs. It is estimated about 2.8 million U.S. housing units
will be affected by the regulation during its first five years. The average cost to implement the
regulation, according to HUD, is estimated at approximately $200 per unit (564 million divided
by 2.8 million units).

Types of housing affected. The regulation applies only to housing built before 1978, the
year lead-based paint was banned by the U.S. government, and covers all federal HUD housing
and community development programs from Section 8 to public housing, Table II-1 identifies
the types of housing covered and excluded under the regulation.

Regulatory requirements. HUD identifies four basic principles embodied by the new
regulation. First, regardless of the lead hazard reduction methods used, clearance is required.
(Clearance includes visual inspection and scientific testing of settled dust for lead after work is
performed)., Second, ongoing lead-based paint maintenance practices are obligatory in rental
housing whenever HUD has a continuing relationship with the property. Third, to ensure the
controls are still intact-and effective over time, reevaluation is required whenever a risk
assessment and interim controls are required and there is a continuing HUD subsidy or
ownership of rental housing. Fourth, whenever a child is identified with a blood lead level that
calls for an environmental assessment and intervention, special procedures are required in
programs with a continuing subsidy or HUD ownership of rental housing,.
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Table II-1. Types of Housin

Affected by New HUD Regulation,

Types of Housing Covered

Types of Housing Not Covered

Federally owned housing being sold
Housing receiving a federal subsidy
(project based)

Public housing

Housing occupied by a family receiving
a tenant-based subsidy (such as a
Section 8 voucher or certificate)
Multifamily housing for which
mortgage insurance is being sought
Housing receiving federal assistance for
rehabilifation, reducing homelessness,
and other special needs

Housing built since January 1, 1978

Hausing exclusively for the eldetly or people
with disabilities, unless a child under the age of
6 is expected to reside there

Zero-bedroom dwellings

Property found to be free of lead-based paint
by a certified lead-based paint inspector
Property where all lead-based paint has been
removed

Unoccupied housing that will remain vacant
until it is demolished

Nonresidential property

Any rehabilitation or housing improvement
that does not disturb a painted surface

Source of data: HUD, Requirements for Notification, Evaluation and Reduction of Lead-Based Paint Hazards in
Housing Receiving Federal Assistance and Federally Owned Residential Property being Sold, Questions and
Answers, September 16, 1999.

At a minimum, the regulation mandates:

¢ identification and correction of deteriorated lead-based paint before children

are lead-poisoned;

o use of safe work practices if lead-based paint is disturbed during rehabilitation
projects (only when the area of paint being disturbed is greater than 20 square
feet on exterior surfaces; two square feet in an interior room; or 10 percent of
a building component with a small surface area); and

¢ performance of clearance following paint stabilization to ensure clean up of
dust, paint chips, and other debris is satisfactory.

Lead reduction and abatement sirategies.

The scope of the lead hazard reduction

activities, their estimated cost of implementation, and their lasting effectiveness fall along a
continuum under the rule. Four factors determine the extent of the requirements:

o whether the housing is being disposed of or assisted by the federal

government;

o the type and amount of financial assistance provided;

o the age of the structure; and

¢ whether the dwelling is rental or owner-occupied.
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Housing receiving high amounts of federal financial assistance has the most stringent
requirements under the rule.

Specifically, there are seven evaluation and hazard reduction strategies for HUD housing
programs. All except the first two require the use of certified lead-based paint professionals for
risk assessments, inspections, and abatement, In addition, clearance examinations, which must
be performed for all methods listed below, must be done by a person who did not perform the
hazard control work and who is certified to perform lead-based paint inspections, risk
assessments or clearance examinations in the state. The strategies, in order from least to most
stringent, are:

o safe work practices during rehabilitation;

¢ ongoing lead-based paint maintenance practices to assure paint is maintained
so it remains intact and safe work practices are used (this is basically Essential
Maintenance Practices, as recommended by the national task force and by the
program review committee in Chapter Five);

e visual assessment and paint stabilization (which includes correcting the
underlying cause of paint deterioration and applying a new protective coating
of paint.);

o assessment of risk for lead-based paint and if found, interim controls;

e Lead-based paint inspection and risk assessment, and interim controls;

o Risk assessment and abatement of lead-based paint hazards; and

o Lead-based paint inspection and abatement of all lead-based paint.

The specific requirements by housing type are provided in Appendix C, and a glossary of
terms used in the rule is provided in Appendix D.

Relocation of residents, By regulation, occupants do not always have to be relocated out
of their dwelling unit during lead hazard control work., Many jobs may be performed without
relocation if the work area is contained so dust generated by the work does not migrate to the rest
of the living area during the work, cleanup, and clearance. However, the regulation states
occupants should never be permitted to enter a room or hallway while work is underway and it is
generally safer to relocate occupants until the work has been completed.

Elevated blood lead level. There are special regulatory protections for a lead-poisoned
child. A risk assessment of the child’s dwelling must be completed within 15 days after the
owner is notified of the presence of a lead-poisoned child by a health department. If lead-based
paint hazards are identified, corrective action must be taken within 30 days of the assessment,
The regulation does not define at what blood lead level a child is lead-poisoned, but instead
identifies an “environmental intervention blood lead level.” The environmental intervention
level is defined as when a child less than six years of age has a blood lead level of 20 mcg/dL or
greater for a single test, or 15-19 meg/dL in two tests taken at least three months apart.

Environmental Protection Agency. Title X also requires the U.S. Environmental
Protection Agency to take several actions. The agency has developed standards for states to
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follow to receive EPA-approval of state programs for certification of firms and individuals
performing lead-based paint activities and associated work practices. The EPA has established a
program for the accreditation of laboratories for analysis of lead in paint, dust, and soil.

The EPA is in the process of finalizing proposed standards (as required under Title X)
that identify the conditions and/or levels of lead in paint, dust, and soil that present risks to
young children. The rule will establish residential, lead-dust cleanup levels (i.e., what the
acceptable thresholds are for lead dust after abatement) and revises dust and soil sampling
requirements.

HUD has adopted the proposed standards in its regulation and will mirror the levels
established by the EPA once the EPA rule is finalized. In addition, HUD intends to link a state
and local government’s eligibility for the HUD Lead-Based Paint Abatement Grant Program for
private property owners to that state’s adoption of the EPA’s health-based standards (or one at
least as protective) once they are finalized.

Task force recommendations. Title X also established a national task force to examine
several issues including legal liability, insurance, and financing of lead abatement activities.
Task force membership had broad representation and included: property owners; tenants;
attorneys; lenders; insurers; contractors; and experts and advocates for lead poisoning
prevention. The task force’s final report Pufting the Pieces Together: Controlling I.ead Hazards
in the Nation's Housing was issued in July 1995 and contained numerous recommendations,
which are discussed below.

Essential maintenance practices. The recommendations called for the establishment of a
set of "benchmark standards," which identify the steps owners of rental property need to take to
control lead hazards. For well-maintained properties, which are considered low risk, a set of
"Essential Maintenance Practices" (EMPs) applies. EMPs are aimed at keeping paint intact and
thus preventing deterioration of leaded paint. EMPs are considered low-cost. They rely on
property maintenance staff having a one-day basic training session in lead safety, which
emphasizes the neced to control, contain, and clean up lead dust generated in repair, repainting,
and remodeling projects. In July 1997, HUD and EPA issued a one-day training course for rental
property maintenance workers.

For "higher priority" properties, the task force called for more aggressive measures,
including giving property owners the option of:

e hiring a certified risk assessor to determine if the paint contains hazardous
fead levels and whether soil is contaminated, or

s performing a prescribed set of "Standard Treatments," primarily when the
rental unit turns over. These include: repairing deteriorating paint; providing
smooth, cleanable surfaces to avoid trapping lead dust; covering or limiting
access to bare soil; specialized cleaning; and follow-up testing of floors and
window sills to ensure successful removal of lead-contaminated dust,

The task force also recommended that states pass legislation to provide incentives for
rental property owners to implement effective hazard controls, including limiting legal liability
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for those who can independently document compliance with maintenance practices. The task
force’s recommendations were drafted into model legislation by the National Conference of State
Legislatures (NCSL) in August 1996.

While no state has fully adopted the model law, several state and local governments have
implemented parts of if. For example, since Vermont's lead law was passed in 1996, more than
6,500 individuals, primarily rental property owners and managers, have received Essential
Maintenance Practices training.

Summary

Multiple layers of government are involved in the prevention of childhood lead
poisoning. The organizational structure in place at the federal level, responsible for
administering lead laws passed by Congress and developing regulations and guidelines, is
fragmented and involves several different agencies, each with a distinct area of expertise.
Agencies are split into two discrete groups: CDC and HCFA are concerned with lead prevention
and treatment of lead-poisoned children, while HUD and EPA efforts are targeted at ensuring
lead hazards in the nation’s housing are addressed. Title X attempted to coordinate the efforis of
the various agencies with limited success, since many of the mandates are directed only at certain
properties under the jurisdiction of federal control.

Much of the funding to deal with lead prevention and abatement comes from a variety of
federal government agencies, cach with their own concerns and requirements. The funding is
funneled to the states, and often down to the local level.

Title X, in conjunction with the new HUD regulation, clearly makes the federal
government the leader in preventing childhood lead poisoning by linking the reduction and/or
elimination of lead hazards to the receipt of federal financial assistance for housing programs.
The focus of the regulation is on requiring identification and correction of lead hazards before
children become lead poisoned. In addition, federal policy targets housing programs that assist
low- to moderate-income families whose children are at greatest risk for lead poisoning.

The regulation will have a major impact on the private rental housing market, since a
rental property owner will likely comply with the requirements for all units, rather than only
target those subsidized by federal dollars (such as in tenant-based Section 8 housing). The
recommendations made in this report will further enhance federal policy by applying similar
safeguards to areas not covered by federal law.
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Chapter Three

State Law and Regulation

The Department of Public Health is the lead agency for state lead
prevention activities and oversight of enforcement actions conducted by local
health department and code enforcement agencies. Connecticut’s law requires
property owners to abate defective interior and exterior surfaces that contain
toxic levels of lead and are in a residential dwelling where children under the
age of six reside. This chapter provides an overview of Connecticut's laws and
regulations requiring lead abatement.

History. Although Connecticut has required reporting of elevated blood
lead levels by physicians since 1971, it did not begin an aggressive lead program
until 1987, Public Act 87-304 established a Lead Poisoning Prevention Program
(LPPP) in the then Department of Health Services (currently the Department of
Public Health). The act required the health commissioner to:

¢ conduct educational and publicity activities on lead poisoning
prevention;

e establish an early diagnosis and detection program that would
routinely screen young children;

e attempt to identify dwellings and arcas with toxic levels of
lead;

¢ adopt regulations concerning certifying lead inspectors and
fead abatement and removal contractors; and

o adopt regulations on removal and abatement materials.

The act also required that property owners remove or cover toxic lead materials
if children under aged six resided in the dwelling,

Public Act 87-304 has been modified several times; each time the law
became more stringent. For example, following the guidelines issued by the
Centers for Disease Control two acts lowered the blood lead concentration that
defines lead poisoning, Public Act 87-304 substituted 25 mcg/dL for the
previous 40 mcg/dL as the reportable level for lead poisoning. Public Act 92-
192 again lowered the reportable blood lead level threshold (from 25 meg/dL to
10 meg/dLL — the threshold established by the CDC as the “level of concern”)
and specified the local health official must conduct an epidemiological
investigation of the lead source upon receiving a report of a blood lead level of
20 meg/dL. Most recently, legislation adopted in the early 1990s established
two regional lead poisoning treatment centers and directed the DPH
commissioner to establish guidelines for assessing the risk of lead poisoning,
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screening, and follow-up in accordance with CDC guidelines. (For a complete legislative
history, see Appendix E).

Current law and regulations. Regulations for the lead program became effective
September 1992 and, together with C.G.S. 19a-110 through 19a-111e, define Connecticut’s lead
policy. Under Connecticut law, property owners are liable for abatement of defective interior
and exterior surfaces that contain toxic levels of lead and are in a residential dwelling where
children under the age of six reside. The regulations do not require a child be diagnosed with an
elevated blood lead level in order for them to be applicable. However, if a child has been
identified with an elevated blood lead level, stricter requirements ensue.

Reasons for inspections. In most cases, an epidemiological investigation by a local
health department and an environmental investigation by either the LHD or code official is
triggered by a report of a child’s elevated blood lead level equal to or greater than 20 meg/dL. Tt
is important to note, that 20 mcg/dL is the state-mandated blood lead level, which then requires
health departments or code enforcement officials to conduct an inspection. A town’s municipal
ordinance or building code may have stricter requirements with lower thresholds. In addition,
inspections can occur in rental properties as a result of a complaint by a tenant or at unit
turnover. Inspection data are kept by DPH, but the data do not include the reasons for
inspections.

Abatement requirements. Figure III-1 shows lead abatement requirements under the most
common scenario (i.c., a child has a high lead level). As depicted in the figure, if a child is
tested and his or her blood lead level is under 20 mcg/dL, or the child is six years old or older,
the results must be reported to the Department of Public Health, but no further action is required.
However, if the blood lead level is 20 meg/dl. or greater, and the child is under the age of six,
then the law requires an epidemiological investigation and an inspection of the child’s residence.
The inspection includes testing representative samples of walls, floors, windows, exterior
surfaces, and soil for lead content, If no lead is found, no action is required by the property
owner, but the local health department will try to determine other sources of lead exposure.

Under current regulations, if lead is found, the local code enforcement agency must issue
an order to the property owner to correct all defective lead-based surfaces requiring abatement
and all soil areas identified as a source, or potential source for elevated blood levels. The
regulations require an owner who has been issued an order to carry out all of the following:

s abate all defective lead-based surfaces when a child under the age of six resides in a
dwelling unit;

e abate all defective exterior surfaces and all defective surfaces in common areas
containing toxic levels when a child under the age of six resides in a dwelling; _

e abate all lead-based chewable surfaces, whether or not that surface is defective, and all
lead-based movable parts of windows and surfaces that rub against movable parts of
windows when a child under the age of six has an elevated blood lead level;

¢ abate any soil around the dwelling found to be a source of lead,

¢ adequately manage all intact surfaces containing toxic levels of lead, which will remain
and not be abated at the time; and

26



I0s o peaj 35eqy

+

144 30 25mos [epuajod 10 30mog

L

poxmbal uooe ON

+

THH 3O 901005 0N

%

S30BJINS BAIR UOUIWO.
$3081INS JOLIAIXI PISEq-pes]e
JIUN G SI0BLINS PIseq-peal.
SATO9J9P [[B 93BQR ISNII JOUM(O)

f

puno} pesr|

1

I9UMO
Auadoxd Joodsa pue
\3 Uuhauou - punoy — mﬂﬁmﬁn— ur syun mqmmu ap
no&.om PEI[ ON I9G30 UI SpIsak g ade »
uoatm_m ON USIP[IYD IS0 JI ST

HdQ —

vo..ﬂM_ bar amuom 4— | o1 papodor je—— 9 38e < plyo
Py symnssy Jo 0z > 198

[1OS JOLISIXS JO JUSTUSSASSY

A

"SUOHRINSFY [ORU0)) PUE TONUSAIL]
3uruosiod pes] HAQ ‘BIEp JO 99108

SMOPUIM

Jo syred sjqeascm jsureSe gru Jey3 S90BLmS.

SMOpULA JO s1red 3]qQeaAOWI Paseq-pes] (B«
SIJBLINS J[qRMAYD Paseq-pes] [[e-
S30¥IMS BAJE UOUITIOI 3ALISJSPe

S3OBYINS JOLIJXD ATIS)3P.
Jan U $90BLINS Paseq Pes] SAN09J9p.
‘T[E SJeqe 1SN JoUMQ
A
<4 | punoy pes]
+ wumo Aredord
? Aq pasmbaz
Suramp syoadsug punoy
. —— N uonoe
e Wireay [e00] pea] ON 1ogumy ON
mﬂu%.“ww U Sopisal amsodxa pes]
PI 9> P JO $90m0s 1970 Jof
+ seqoreas Jopedsuy
02< 18
<——| PIISSL PIYD

IOLO3ULO]) WY s19UM() A)1edold 10 sjuswarmbay] Justuejeqy pea “[-IIII mSLy

™~
(]



¢ post a notice of toxic levels of lead on each entrance to the dwelling unit or
common area of the dwelling if affected, with the notice to remain until propet
abatement and clearance is completed.

In addition, if the building is multi-family, the inspector must determine if any other
children under the age of six live in the building, identify the units, and conduct an inspection. If
no lead is found in those units, no further action is required by the property owner. However, if
lead is found in any of those units, regardless of the blood lead level of the child, the property
owner must abate all defective lead-based surfaces in the units, lead-based exterior surfaces, and
common area surfaces. The reason for this is because defective lead is a potential source of lead
poisoning for the children residing in those units. The soil is also tested for harmful levels of
lead, and if found, it also must be abated.

Relocation. Finally, if a local director of health determines lead hazards will not be
abated within a reasonable time frame and continued exposure will harm a chiid, the local health
director is directed to use community resources to relocate the family. It is important to note, the
director has the authority to permit occupancy in the unit during abatement, if such occupancy
would not threaten the health and well-being of the occupants.

The regulations establish specific time frames for inspections, submission of management
and abatement plans by the property owner, and abatement work to begin, once an order is
issued. The time frames differ based on whether the inspection is a result of an elevated blood
lead level report (Appendix F) or for another reason (Appendix G). The requirements include:

o the local health department or code enforcement agency has five working days to
inspect a dwelling as a result of an elevated blood lead level and 30 days to inspect
other dwellings where children reside, if an elevated BLL child has been identified in
a multi-unit building;

e a property owner must submit a written lead abatement plan to the director of the
local health department within 15 working days of receipt of an order, Abatement
shall begin only after the director has received and accepted a plan in compliance
with the regulations,

¢ a property owner must prepare a lead management plan addressing intact lead-based
surfaces, which will remain and not be abated at the time, The management plan
must be prepared within 60 working days of the date that inspection results were
received. This plan, and responsibility for compliance, is transferred with ownership
upon transfer of title; and

» abatement must be initiated within 45 working days in dwellings where a child with
an elevated blood lead level resides, and 90 days in dwellings where children with
non-elevated blood lead levels reside.

The local health director has the authority to shorten any time frames stated in regulation.
In addition, the regulations require the property owner to provide a summary report of the
inspection and/or abatement plan and the post-abatement inspection to tenants.
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Older dwellings. When a dwelling unit is 50 years or older and requires lead abatement,
the owner must deliver a copy of the inspection report and a good quality photograph of the
property to the Connecticut Historical Commission within five working days of receipt of an
order. The commission has 10 days to certify whether the property is historic in order to provide
guidance as to which lead abatement techniques are appropriate for historic properties.

Proposed Regulations

As noted above, the existing regulations were adopted in 1992 and were the first
comprehensive statewide regulations to address lead prevention and abatement. In 1996, due to
perceived shortcomings, the department formed a broad-based work group to review the
regulations and recommend revisions. Several groups were represented on the work group,
including: medical providers; municipal associations; housing officials; realtors; bankers; and
property owners, The work group first met in October 1996.

The work group presented a report to the commissioner in April 1997 containing several
significant changes to the regulations. The recommendations were based on a work group
consensus, Although cach stakeholder group had specific concerns addressed by various
modifications, the proposed modifications were not entirely consistent with any one viewpoint.

The Department of Public Health reviewed the proposed recommendations and drafied a
proposal to amend the existing regulations. The proposal was presented at a public hearing held
by the department on November 16, 1997. Following the hearing, the proposal was revised with
minor changes and submitted to the Legislative Regulation Review Committee, The committee
rejected the proposal without prejudice in June 1998. Objections to the proposed regulations had
been raised by the Connecticut Association of Realtors, the Home Builders Association of
Connecticut, and the Connecticut Property Owners Association.

A meeting was held with representatives of the above groups, DPH, and Representatives
Arthur O’Neill and Alex Knopp in January 1999 to discuss the status of the proposed
regulations. Representative O’Neill requested the groups with concerns meet, identify one or
two items of greatest concern, and report back. For a list of the objections, see Appendix H.

Subsequently, the program review committee voted to undertake a study of Residential
Lead Abatement. As a result, the department decided not to resubmit regulatory changes to the
Legislative Regulation Review Committee until the program review committee study was
completed.

The most significant changes between the existing and proposed regulations are shown in
Table III-I. A noteworthy difference between the current and proposed regulations is the
establishment of a third paint classification, — “deteriorated fair” paint. Under the current
regulation, only two classifications exists, and if paint is classified as “defective,” abatement is
required. Under the proposed regulation, paint classified in “deteriorated fair” condition can be
repaired rather than abated, which is a less costly alternative.
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Table ITI-1. Comparison of Existing and Proposed Regulations.

Existing

Proposed

Two paint classifications: intact or deteriorated

Three  paint  classifications: intact,

deteriorated fair, and deteriorated poor

Abate defective components that contain lead-
based paint

Require repair for paint in fair condition and
abatement for deteriorated components in
poor condition

Local health departments (LHD) initiate
investigation within 5 days if child has elevated
BLL

LHD conduct visual examination within 3
business days if child has an elevated BLL of
35 meg/dL or greater

Encapsulants are incorrectly addressed within
another section of regulations

Use of encapsulants appropriately addressed
within encapsulation section of regulations

Interim conirols are not addressed

Interim controls are allowed temporarily to
reduce lead-based paint hazards

Written notice to LDH, DPH commissioner,
and residents 5 days prior to start of
abatement

Written notice to residents only, within 5 days
prior to the start of abatement

Discretion provided to LHD to permit intact

Intact lead-based paint on chewable surfaces if | chewable surfaces to be covered in a
child has an elevated BLL management plan
Requires residents be relocated during

abatement unless local health director
specifically permits occupancy, which must
be stated in the abatement plan; criteria to
permit occupancy must include: abatement
of limited scope, access to work area
adequately restricted, and lead dust contained

If abatement does not occur within a reasonable
time frame, LHD directed to use available
community resources to relocate family,

LHD may permit occupancy in unit during
abatement if occupancy would not threaten
health and well-being of occupants

Source of data: DPH proposed regulations.

Under the proposed regulations, discretion is also given to directors of local health
departments to permit intact chewable surfaces (such as window sills, baseboards, and trim) to be
placed in a management plan, rather than abated, if a child has an elevated blood lead level equal
to or greater than 20 meg/dL. Finally, the requirements on whether a family must be relocated
during abatement are somewhat vague under current statutes (i.e., if abatement will not be
completed in a reasonable time frame). The proposed regulations require the local health
director explicitly permit occupancy, but set out conditions that must be met before such
permission is allowed.

Hazardous Materials Program. Public Act 87-541 established the Hazardous Materials
Program, housed at the Department of Economic and Community Development. The program
was fo provide funding for eligible developers, community housing development corporations, or
any other person approved by the commissioner to obtain state financial assistance for lead
abatement or asbestos removal. In actuality, the program has been operated as a consumer-
oriented loan/grant program for property owners who have been issued orders by local health
departments to abate lead or remove asbestos. The administration of this program is described in
greater detail in the next chapter.
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Other Lead Laws

Consumer protection. There are several other laws that protect consumers from the
hazards of lead paint. Laws requiring licensing and certification of lead contractors and workers
are aimed at ensuring proper abatement methods are used when a consumer contracts for that
work to be done. Similar to the federal law, state law requires property owners or their agents,
at the time of sale, to disclose known lead hazards. :

Several laws also govern tenant/landlord relations and require landlords to: comply with
all applicable building and housing codes; make all repairs and do whatever is necessary to keep
the premises in a fit and habitable condition; and keep all common areas clean and safe. If
{andlords fail to comply with these conditions, by statute, tenants do not have to pay rent. In
addition, the law requires in certain rental housing that paint on accessible surfaces not be
chipped, blistered, flaking, loose, or peeling so as to constitute a health threat. Tenants also have
responsibilities including: complying with applicable building, housing, or fire codes affecting
health and safety; and keeping the premises that he or she occupies clean and safe.

Screening. Each local or regional board of education also has the authority to require a
child’s blood lead levels be tested prior to public school enrollment. Lead screening is mandated
for children entering Head Start programs.

Compliance with orders. There are no enforcement penalties specific to Connecticut’s
lead laws. Rather, local health departments and building code officials are given authority to
issue orders to enforce the Public Health Code. If these orders are not complied with under
C.G.5. §19a-206, the statute provides for health directors to institute a civil action for injunctive
relief in any court. Noncompliant property owners are also subject to a civil penalty of $250 per
day. In addition, C.G.S. §19a-220 provides for a Superior Court judge to issue a warrant
requiring the noncompliant individual to carry out the order. Another statute, C.G.S. §19a-230
provides for fines and penalties for any person who violates any legal order of a director of
health, with fines of $100 or imprisonment of not more than three months or both. Furthermore,
other sections of the statute provide for civil penalties if landlords fail to maintain their
properties.

Summary

Connecticut’s law focuses on ensuring housing is free of lead hazards. Beyond reporting
screening results to the Department of Public Health, no other state mandates exist to ensure
children are identified and, if found lead-poisoned, treated. The state performs primarily an
oversight role with no direct responsibility for administering Connecticut’s lead law. Rather,
local health departments/districts are the entities required to carry out investigations and ensure
compliance with any orders issued.

31







Chapter Four

State Organization, Resources, and Programs

The Department of Public Health has primary responsibility for lead
prevention activities and oversight of enforcement actions conducted by local
health department and code enforcement agencies. The Department of
Economic and Community Development, the lead agency for housing programs,
offers consumer loan/grant programs that private property owners may use to
abate lead hazards. This chapter describes the role of these agencies in
administering Connecticut's lead prevention and abatement laws.

Department of Public Health

The Department of Public Health is the lead agency for the state’s
Childhood Lead Poisoning Prevention Program (CLPPP). The organizational
structure for the program is depicted in Figure IV-1. As the figure shows, no
single division is responsible for all lead prevention activities. Rather, various
aspects of the program are split among the department’s three bureaus. As
shown in the figure, the department performs five major activities:

¢ education and outreach;

» testing of blood lead levels and analysis of paint and dust
samples through the state laboratory to determine if lead is
present;

¢ surveillance of the target population through the
Environmental Epidemiology and Occupational Health
Division (EEOH),

¢ oversight of the local health department’s enforcement of the
lead laws and regulations by the Lead Environmental
Management Unit; and

¢ licensing and certification of all lead contractors, and
personnel.

In addition, Figure 1V-1 shows the relationship between DPH and the
DECD in overseeing the administration of state and federal funds used to assist
property owners in abating lead hazards from their properties. The Department
of Economic and Community Development has primary responsibility for this
program and those activities are discussed later in this chapter. Selected
activities of DPH are described in more detail below.
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Environmental Epidemiology and Occupational Health Division. This division,
organized into three program uaits, is located under the Bureau of Community Health. Two of
the units, the Childhood Lead Poisoning Prevention Program and the Occupational Health and
Special Projects (OHSP) are responsible for lead prevention activities. The Childhood Lead
Poisoning Prevention Program: :

s maintains lead databases and reports quarterly to the CDC ;

¢ conducts surveillance for childhood lead exposure;

e performs primary (community outreach and education activities and
professional education for providers) and secondary (oversight of screening,
case management, and follow-up) prevention activities; and

* oversees:

- selected epidemiological investigations by local health departments;

- treatment by regional lead treatment centers of lead-poisoned children in
selected cases — those with blood lead levels greater than 35 mcg/dL; and

- contracts with eight local health departments to operate lead programs and
the state’s two Regional Lead Treatment Centers.

In addition, the department’s Occupational Health and Special Projects Unit conducts
surveillance for occupational diseases and adult lead-poisoning; and coordinates with DECD for
the HUD lead abatement project.

Lead Environmental Management Unit. The Lead Environmental Management Unit
(LEMU), located in the Division of Environmental Health, Bureau of Regulatory Services, has
primary responsibility for overseeing lead inspections carried out by local health departments.
The unit also is responsible for:

o analysis of quarterly lead reports submitted by LHDs required by statute;

e investigation of complaints involving lead-related issues and activities,
including those that involve licensed lead contractors and certified lead
abatement personnel and consultants;

e review and authorization of lead encapsulation products for use and
overseeing their use;

¢ conducting audits of the larger local health departments;

e maintaining seven X-ray fluorescence analyzers, which are available to
trained local health department staff for testing paint for lead content;

o developing department responses to federal lead related rule proposals; and

¢ managing the grant from EPA’s Office of Pollution, Prevention, and Toxics,
which provides for a licensing and certification program for lead consultants,
contractors, and workers.

Resources. The childhood lead program receives several federal grants to use for a
variety of purposes. Figure IV-2 shows the funding source, appropriated amounts, and
distribution of funds for 1998. Altogether, the lead poisoning prevention program received $1.1
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million in federal funds, with an additional $6 million in HUD funds. Federal funds are used to
pay DPH staff salaries, provide grants to local health departments to operate lead programs, and
to operate a licensing and certification program for lead abatement contractors, consultants, and
workers. State funds accounted for $876,558 and were used to support the two regional lead
treatment centers, DPH staff salaries, and some local programs,

Activities of the Department of Public Health., Selected highlights of EEOH and
LEMU activities are provided below. It is important to note, however, a major activity of EEOH
is collecting and analyzing screening data, which was already described in Chapter One.

Education. Education and outreach are major activities of the state’s lead program and
may be conducted directly by DPH or through local health districts. Responsibilities for
education and outreach are shared between EEOH’s Childhood Lead Poisoning Prevention
Program and LEMU. Generally, outreach and education are targeted to four groups with LEMU
responsible for providing information about interim controls and proper abatement methods, and
the CLPPP responsible for screening and medical management information. The four groups
include:

e families receiving outreach and education about lead hazards, interim
controls, and the importance of screening high-risk children;

¢ health professionals receiving guidelines on screening, case management and
treatment, and education on lead hazards;

» local health departments receiving a package of prepared responses from the
Childhood Lead Program, which may be used to inform property owners of
their responsibilities, and educational material to give to parents when a child
is identified with a BLL equal to or greater than 10 mcg/dL; and

e home remodelers, the focus of recent DPH educational efforts through a lead
awareness campaign at local hardware and paint stores,

The CLPPP recently issued a Comprehensive Guide on Prevention and Treatment, in
written format, The guide contains a wealth of information on screening, medical management
of children with elevated BLLs, responsibilities of local health departments, and advice for
parents on how to reduce the risk of lead exposure in their environment. Distribution of the
guide is targeted to a wide audience including health professionals, social workers, and local
health departments and code enforcement officials.

Oversight of environmental investigations and enforcement. The lead prevention
program maintains two methods for tfracking childhood lead poisoning cases. First, the
Surveillance Unit of the program maintains the Lead Surveillance System, which contains
information from screening reports from clinical laboratories and medical care providers. The
Lead Management Unit receives and compiles the statutorily required quarterly lead reports from
local health departments and districts. These reports track lead inspection and abatement
activities within each local health department or district. LEMU updates ifs records as each
quarterly report is received and compiles them into an annual summary. Currently the two
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tracking databases are separate, and a third database for CDC required reporting is also
maintained.

There are 108 health districts in Connecticut. Although statutorily required to submit
quarterly reports, only 327 of the 432 required number were received by LEMU from health
departments/districts in FY 98. Table IV-1 compares the reporting distribution for FY 97 and
FY 98, and as the results show, while compliance is basically good, some districts’ reporting are

spotty.

Table IV-1. Health Department Reporting of Inspection/Abatement Activity.

Number of Reports FY 97 FY 98

Reported all 4 quarters 58% 62%
Reported 3 quarters 18% 12%
Reported 2 quarters 6% 4%
Reported 1 quarter 7% 9%
No Reports Received 11% 14%
Total 100% 101%*
Adds to more than 100% due to rounding,

Source: DPH.

In FY 98, 15 local health departments (14 percent) did not submit any quarterly report,
while 93 submitted at feast one during the year. In addition, 68 of the 108 LHDs indicated they
had received no clinical reports of any children with an elevated blood level equal to or
exceeding 20mg/dL during that quarter. Of those 68 LHDs, 46 reported for all four quarters.

The program review committee found the database responsible for tracking local
inspection and abatement activities contained several limitations. First, the data are self-reported
by health departments/districts and are not audited by LEMU. Therefore, it is unknown if towns
that did not report for all four quarters did not have any lead inspections, or they just went
unreported. Second, discrepancies existed in the database between the number of inspections
that identified lead hazards and the number of properties requiring abatement. Third, screening
data maintained by EEOH could not be matched with LEMU inspection and order data, since
individual names and addresses are not reported to LEMU. Finally, since health departments or
districts report on inspection and abatement activities in the aggregate, it is impossible to know
the length of time it takes for an inspection to be
conducted and if lead is found, for abatement to Figure IV-3. Lead Inspection
be completed. Therefore, an inspection or Activity (FY 98).
abatement outstanding in one quarter may
continue to be outstanding without DPH being
aware of it. The database, however, does provide
a broad overview of lead activity and identifies
towns that perform a large number of inspections

and issue most abatement orders. :
istQtr 2nd Qir 3Ird Qtr  4th Qtr

Figure 1V-3 shows the number of lead [Dinspections Completed BiInspections Oufstanding
inspections completed and outstanding as
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reported by the 95 local health departments and districts for FY 98 by quarter. An outstanding
lead inspection is one where the residence has a child with a blood lead level equal to or greater
than 20 meg/dL, but the lead inspection of the dwelling has not yet been completed. There were
a total of 903 inspections completed in FY 98. The greatest number (379) were completed in the
first quarter of FY 98. The number of inspections decreased significantly to 192 in the second
quarter and then stabilized at that level in subsequent quarters, with 161 inspections in the third
quarter and 171 in the last. One possible reason for the high number of inspections in the first
quarter of FY 98 (7/1/98 — 9/30/98) is because more children are identified with elevated blood
lead levels in the summer because of increased access to exterior porches (a common source of
chipping lead paint) and lead dust created from opening and closing windows.

Figure IV-3 also shows the number of inspections that remain outstanding is fairly
constant from quarter to quarter. There were 302 inspections outstanding in the first quarter of
FY 98 and 306 in the last quarter.

LEMU also gathers aggregate

information on the number of abatements Figure IV-4. Abatement Activity in
outstanding and completed for each quarter FY 98.

(shown in Figure IV-4). During FY 98, a

total of 275 abatements were completed, 1400

1200
1000
800

only about 23 percent of the approximately
1,200 abatements orders outstanding
throughout the year. The number
outstanding increased 8 percent from the
first quarter (1,183) to the last (1,272).

460
200

# of Dwelling Unit:

ist Gir 2 Qir Srd Oir 4th Ol
Greatest activity. Six of the states O AbatementCompleted
largest local  health  departments @ Abatement Outstanding

(Bridgeport, Hartford, New Britain, New
Haven, Norwalk, and Waterbury) supplied complete information reports for all quarters of FY
98. Report highlights included:

o the six LHDs completed 829 inspections and reported 919 new dwelling units
requiring inspection

e 336 of the inspected dwelling units (41 percent) contained lead hazards;

s 493 of the inspecied dwelling units (60 percent) identified no lead hazards;
and

e 228 abatements (83 percent) were reported complete, out of a total of 275
completed statewide,

Licensing and certification of lead personnel. Through March 31, 1999, the
department had issued 272 licenses to lead abatement and consultant contractors and 1,620
certificates to personnel in the five lead abatement and consulting disciplines. Additionally, 373
license renewals and 1,291 certificate renewals had been issued as of that date.
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Summary. The Department of Public Health conducts a variety of activities in order to
implement Connecticut’s lead law. Two of the department’s major responsibilities are split
between different bureaus — one responsible for lead prevention activities; the other for
regulatory oversight of inspections and abatements carried out by local health departments. As a
result of the organizational structure, the program review committee found separate databases are
maintained by the two bureaus — one to track lead screening in children; the other to track lead
inspections and compliance with abatement orders.

Better information is needed by LEMU to oversee the regulatory requirements of the
state’s lead law. Self-reported data submitted from municipalities on lead inspections and
abatements are provided in the aggregate, and therefore, individual properties cannot be tracked
by LEMU to determine their inspection and abatement status. As a result, department staff was
unable to resolve discrepancies identified by the program review committee in FY 98 data
between the number of units inspected identified with lead hazards and the number of abatement
orders issued.

Department of Economic and Community Development

The Depattment of Economic and Community Development is the state’s lead agency for
housing related matters. The department administers state housing programs for citizens with
low and moderate incomes, coordinates federal housing and community development programs,
and develops and implements state housing policy. Although DECD offers several broad
programs for substantial rehabilitation of housing which may include lead abatement, this study
focused on programs specifically available to individual property owners (non-developer) for
lead abatement. The administration and funding of past, current, and future programs for lead
abatement are discussed below.

Hazardous Materials Program. In 1987, the Connecticut General Assembly created
the Hazardous Materials Program (C.G.S. §8-219(e)) funded with state bond money. Under this
program, DECD is authorized to make loans, deferred loans, and grants to eligible developers,
community housing development corporations, or any other person approved by the
commissioner for lead abatement or asbestos removal. In actuality, the program has been
operated as a consumer-oriented loan/grant program for property owners who have been issued
orders by local health departments to abate lead or remove asbestos from residential dwelling
units.

Program criteria:  Under the program regulations, the amount of state financial
assistance cannot exceed 100 percent of the total cost of the abatement or technical assistance.
DECD may provide loans to any owner of housing where a lead-based paint hazard exists,
regardless of the income of the owner or the tenant. Upon application, a property owner must
show that a lead-based paint hazard is present in the unit and evidence of an approved abatement
plan by the director of the local health department. The regulations require priority be given to:

e families with children having an elevated blood lead level; and

¢ owners of units containing lead-based paint hazards that are occupied by low-
and moderate-income families (incomes at or below 100 percent of state or
area median).
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The program’s priorities are addressed in two ways: through the allocation of available
funds and through the terms of the loan. Grant and loan terms established under the program are
shown in Table IV-2.

Table IV-2. Type of financing provided under the Hazardous Materials Program.

Category of Family Income As %
of Areq Median Income Type of Financing Term
0-80 % Grant 10 years*
81-100% 0% loan 15 years
101-150% 1% loan 15 years
151-200% 3% loan 15 years
201% and up 6% loan 15 years
*property lien

Source: Regulations, Conn. State Agencies, §8-219(e)-4a.

Eligible borrowers qualify for financial assistance on a unit-by-unit basis, based on the
category of the resident family’s income as a percentage of Area Median Income (as defined by
the U.S, Department of Housing and Urban Development). For median incomes exceeding 200
percent, property owners must show proof they sought a loan from a lending institution, but were

rejected.

All loans to owners of rental property occupied by low- and moderate-income families
carry a restriction prohibiting an increase in rental charges to cover loan payments, All loans are
subject to immediate repayment, if the property is sold prior to the end of the loan term. If a
grant is given, the grant amount is subject to a lien, which is decreased by 10 percent each year,
until the 10" year when the lien is released. Finally, owners participating in the program must
agree to continue to rent abated units to low- and moderate-income tenants for at least five years.

Funding. The state’s Hazardous Materials Program is funded through the sale of bonds,
supplemented by a variety of federal funding sources. Since the program’s inception, the bond
commission has allocated about $9.6 million, although not all of that amount has yet been
expended. Total state Hazardous Materials and federal expenditures as of June 30, 1999 for lead
abatement have been slightly more than $6.2 million and $5.3 million respectively. The
Housing and Community Development program has provided an additional $1.1 million in
funding. The program has resulted in lead being abated in 722 dwelling units.

Until 1995, DECD directly administered the Hazardous Materials program. According to
the department, under its administration, 340 units were abated and total expenditures were
$2,428,755, for an average lead abatement cost of $7,143 per unit. DECD discontinued direct
administration of the program when the department received a $6 million grant from HUD to
abate lead and contracted with five high-risk municipalities to administer lead programs in their
towns. In addition, the department entered into a $2.7 million contract in 1995 with the
Connecticut  Association for Community Action (CAFCA) to administer a lead
abatement/rehabilitation program using some of the state Hazardous Materials Program funding
and HOME funding. HOME is a federal housing program that provides funding to states to
develop and support affordable housing. Both programs are described below.
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Connecticut Association for Community Action Program. In 1995, the Connecticut
Association for Community Action received $1,424,489 in federal HOME funds and $745,000 in
state Hazardous Material funds for lead abatement in conjunction with the rchabilitation of rental
units for low- and moderate-income households. Although the money was committed in 1995,
actual abatement projects did not begin until 1996. The program was short-lived; the last project
began on May 13, 1998, and no more applications are being accepted. Table 1V-3 shows the
CAFCA program funding allocated by expenditure category.

Table 1V-3. Funding for CAFCA Program.

Category HOME Funds State Bond Total
Administration $140,000 $0 $140,000
Direct Project $1,284,489 $600,000 $1,884,489
Training/Tech Assist. $0 $145,000 $145,000
Total $1,424,489 $745,000 $2,169,489

Source: CAFCA.

Although CAFCA did not track dollars spent on rehabilitation versus lead abatement,
there was a per-unit cap of $4,000 for all rehabilitation. Hypothetically, since rehabilitation was
also a program goal, if each unit received the maximum dollar amount allowed for rehabilitation,
the average lead abatement cost per unit would have been $15,230. To date, project expenditures
are $1,561,567; however, some projects still have expenditures outstanding.

The program completed abatement on 98 units throughout the state. Almost all property
owners received grants to abate lead with only two owners receiving a combined grant and
partial loan. Table IV-4 shows the location of the properties and the number of units abated by
municipality. The city of Hartford had the most units abated under the program, followed by the

city of Waterbury.

Table IV-4, Location and Number of Units Lead Abated under CAFCA Program.

Town Units

Coventry

Danielson

Durham

East Hartford

Jewett City

Hariford

Meriden

Moosup

Norwich

Putnam

Southington

Plainfield

Waterbury

Willimantic

S|— |3 |w|u|a ool oo — | i—

Total

Source: CAFCA,
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HUD Lead-Based Paint Abatement Grant Program. The second program that
combines state Hazardous Materials money with federal funds became available in 1996, Under
Title X of the Housing and Community Development Act, the Department of Housing and Urban
Development is authorized to provide grants to states and municipalities to operate lead
abatement programs for private property owners. The state of Connecticut, through a joint effort
by the then Department of Housing and the Department of Public Health and Addiction Services
(DPHAS), received a $6 million grant award in 1995 under HUD’s Lead-Based Paint Abatement
Grant Program. The state augmented the HUD grant with a $6 million contribution from the
Hazardous Materials Program and $2.4 million from the Housing and Community Development
program. As part of the grant requirement, the five participating municipalities budgeted an
additional $1,866,102 of cash and in-kind services,

As a result of the HUD grant, major changes in the state’s administration of the
Hazardous Materials Program occurred. Using a risk index developed by DPHAS, based on: age
of housing stock; number of children below age five; and the percentage of those children below
the poverty level, the state identified the towns at highest risk for childhood lead poisoning.
Federal HUD and state Hazardous Materials funds were made available only to the five
municipalities with the highest-risk and interested in participating in the program: Hartford,
New Britain, Norwich, Waterbury, and Windham.

Program goals. In its 1994 grant application to HUD, the Department of Housing
projected abatement and relocation costs of $13,100 per unit thereby estimating 700 units (140
per municipality) could be abated under the grant/low interest loan finance program. In addition,
the grant was fo fund abatement activities to:

e establish 24 lead-safe houses;

e provide screening and case management for lead-poisoned children;

o conduct community education;

s develop and maintain a registry of “lead-safe” and “lead-free properties™; and
¢ monitor the health status of abatement and inspection personnel.

Under the HUD grant, data collection, inspections, abatement, education, ouireach and
administration could be funded. However, funds allocated to the state’s Hazardous Materials
Program could only be used for lead abatement.

Responsibility for grant administration was divided between the then DECD and
DPHAS. Through a Memorandum of Agreement, the Department of Economic and Community
Development assumed responsibility for all fiscal administration and issues that generally fall
within the expertise and jurisdiction of DECD. The Department of Public Health’s
responsibilities include oversight and coordination of all public health aspects of program
implementation -- screening and case management, risk reduction education, environmental
follow-up and abatement guidance, as well as data management and analysis.

Program design. Each municipality selected to participate in the grant program was
given broad latitude to design its own lead program including resource coordination, policies on
temporary relocation, recruitment of property owners, educational campaigns, medical and social
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service referral systems, and selection of abatement contractors. Also, each municipality
determined how to provide case management and environmental professional services (i.e., hire
new staff, subcontract, or use existing staff).

Although the state received the grant in March 1995, contracts with the towns were not
signed until January 1, 1996, because regulations requiring lead abatement consultants and
workers be licensed or certified were not in place until November 1995. This, along with the
decentralized program design and voluminous federal reporting requirements, resulted in a
noticeable lack of progress. By June 27, 1997, only 13 units had been cleared (i.e., abatement
had been completed, reinspected, and no lead hazards found).

As a result, HUD reviewed the program and streamlined reporting requirements in 1998,
In addition, HUD permitted DECD to decrease the original goal of lead hazard abatement in 700
units (140 in each municipality) to 610 units, In addition, the grant received three extensions. It
was originally supposed to be completed by March 1998, but it is now scheduled to end in June
2000.

Abatements. Figure IV-5 shows the number of units that have been cleared in each town
as of June 30, 1999. A total of 284 units have been given clearance during the four-year period
the program has been operational. (HUD has allowed the state to count an additional 101 units
abated with state funds toward the required federal match even though they were not part of the
HUD program, but these units are not included in the figure). As depicted, Norwich had the
greatest number of units cleared (85) and Windham the least (32). '

Figure IV-5. Number of Units Cleared
90 85

2 60
=
= 30

0

Hartford New Britain Norwich Waterbury Windham
Municipality

Source: DPH.

Costs. Table TV-5 shows financial data maintained by DPH on 322 lead abated units
under the HUD program. Included in the table are units that have not received final clearance.
Also depicted in the table is the amount of dolars spent on rehabilitation other than lead
abatement. The HUD grant program allows funds to be used for modest rehabilitation (such as
patching a leaky roof), but to ensure the viability of lead hazard reduction activities, grant funds
cannot be used to carry out major rehabilitation. According to the table, 212 of the 322 units (66
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percent) abated also needed some other type of rehabilitation. This ranged from 29 percent of
the units in Waterbury to 97 percent in Norwich,

Table IV-5, Expenditures of the HUD Lead-Based Paint Hazard Control Program.

# of Units Amounts Expended Unit Average Cost

Town Lead | Relab | Lead Rehab Lead Rehab | Total Cost
Hartford 27 20 $368,931 $108,123 $13,664 | $5,406 $477,054
New Britain 59 57 $815,544 $322,423 $13,823 | $5,657 $1,137.967
Norwich 86 76 $952,782 $152,954 $11,079 | $2,013 | $1,105,736
Waterbury 118 351 $1,586,720 $344,213 $13,447 | $9,835| $1,930,933
Windham 32 24 $922,548 $292,391 $28,830 | $12,183 | $1,214,939
Total 322 2121 $4,646,525 $1,220,104 | $14,430 | $5,755| $5,866,629
Souwrce: DPH

In terms of costs, lead abatement costs ranged from $11,079 per unit in Norwich to
$28,830 in Windham. The average cost per unit among the five municipalities was $14,430. It
is unclear why Windham’s per-unit costs are more than double those of the other four
municipalities. Possible reasons suggested by the Department of Public Health were that units
with more bedrooms, houses with historical significance, and single family homes all increase
lead abatement costs. In addition, more extensive rehabilitation may have been performed.

Table IV-6 shows the total amount budgeted and expended by funding source for lead
abatement (excluding administrative costs) as of March 31, 1999. Only about 54 percent of the
total amount budgeted for lead abatement has been expended. As noted above, the grant is
scheduled to end in June 2000.

Table IV-6 Federal and State Expenditures for Lead Abatement under the HUD Program

as of March 31, 1999,
Funding Source Budgeted Amount FExpenditures Available Balance
HUD Funds $4,119,355 $2,010,725 $2,108,630
State Hazardous Materials $6,000,000 $2,957,629 $3,042,371
Program
Housing and Community $2,400,000 $1,282,946 $1,117,054
Development Program
Local Cash and In-Kind** $1,866,102 $1,500,854 $365,248
Total $14,385,457 $7,752,154 $6,633,303

*$1,866,102 is the amount promised to HUD as a match to the federal lead grant. The actual
total of local cash and in-kind is $2,162,854
Source: Department of Economic and Community Development.

Municipal HUD grants. It is important to note, municipalities are eligible to apply
directly for HUD’s Lead-Based Paint Abatement Grant program and several in Connecticut have
been awarded a grant to administer their own lead abatement program. Table 1V-7 shows the
grant funding rounds and the municipalities that have been awarded grants, In the most recent
funding round, three of the municipalities that participated in the state-awarded HUD program
described above, submitted their own grant applications, but were not selected as grantees.
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Table IV-7. HUD Grant Awards to Connecticut Municipalities.

Grant Round Grant Start-up Date | Amount of Award Municipality
Round 2 1993 $3,000,000 New Haven
$2,000,000 Manchester
Round 3 1995 $2,171,363 Stamford
Round 5 1998 $2,000,000 Manchester
Round 6 1998 $1,100,000 New London
Round 7 Awards Announced $1,000,000 Manchester
Nov. 1999 $3,400,000 Norwich
Source: HUD.

Round Seven HUD funding. The Department of Economic and Community
Development, in consultation with the Department of Public Health, submitted a grant
application to HUD in May 1999 for the next funding cycle (Round Seven). The application
requested $4 million to conduct lead hazard control in 342 privately owned dwelling units, and
would give priority to housing units of low- and very low-income families. In its grant
application, DECD indicated it would change the program design from a municipal administered
program to a single statewide program administered by the Community Renewal Team (CRT), a
community action agency based in Hartford. However, HUD announced the awards in October
1999, and DECD was not selected as a grantee. Of the municipalities that applied for a HUD
grant for this funding round (Bridgeport, East Hartford, Hartford, Manchester, New Britain, New
Haven, and Norwich), only Manchester and Norwich were selected.

Community Renewal Team Program. The Department of Economic and Community
Development contracted with CRT in June 1999 to administer several rehabilitation programs
through a one-stop process for housing rehabilitation activities including:

o the Hazardous Materials Program;

e energy conservation improvements;

e septic tank system repair, removal, or enlargement; and

e senior citizen housing emergency repairs and rehabilitation projects.

Under the Hazardous Materials Program, only residential structures with six or fewer
dwelling units will be eligible for lead abatement funding; commercial units are ineligible. The
department intends to fund the program at $2.5 million. In addition, total funding for lead
abatement activity will be capped at $15,000 per unit. Finally, it is DECD’s intention to
encourage applicants that need to replace windows because they constitute a lead hazard to apply
under the Energy Conservation Loan program. Funding provided through this program would
not count toward the $15,000 cap under the Hazardous Materials program.

According to CRT, approximately 100 individuals are currently waiting for CRT’s
program to be funded. The vast majority of these individuals will be applicants for the
Hazardous Materials Program and are in need of financing to abate lead hazards.
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Summary

Connecticut’s lead abatement program available to property owners underwent a major
change in 1995 when the state received a HUD grant and targeted funding to only five
municipalities. Several problems with the program design became apparent when only 13 units
had received clearance by June 1997, 18 months after the program’s start-up. Further, even if
the program meets its revised goal abating lead in 610 units, that would mean lead abatement
was performed in only 152 units each year the HUD grant was operational. Average lead
abatement costs per unit are about $15,000. Given these abatement costs and DECD’s estimates
of 235,748 housing units in the state that potentially contain lead hazards, $3.5 billion would be
needed to abate lead in these units.
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Chapter Five

Findings and Recommendations

Background. The harmful effects of lead hazards on children have been
recognized for many years. Since lead was banned in paint, gasoline, and food
cans in the late 1970s, legislation at both the federal and state level has been
aimed at pre-1978 housing as the major cause of lead poisoning among children
today. The most common sources of exposure today are soil contaminated with
lead and lead-based paint that has deteriorated into paint chips and lead dust.
Lead-contaminated dust can come from lead-based paint that is chipping,
flaking or deteriorated or when such paint is scraped, sanded, or disturbed
during home improvement projects. Lead-contaminated dust can also be tracked
into a home from exterior sources such as lead-contaminated soil as well as
porches or stairs painted with lead-based paint. Children under the age of six are
the focus of the legislation, since they are most vulnerable to the effects of lead.

Connecticut established a Childhood Lead Poisoning and Prevention
Program (CLPPP) in 1987. Alihough the Department of Public Health has
carried out several prevention initiatives, the major focus of Connecticut’s lead
law is on identifying children who are already lead-poisoned, inspecting their
residences, and if lead hazards are found, requiring property owners to abate any
lead considered harmful to the child. This focus, as noted in Chapter Four, has
not been particularly successful in Connecticut -- especially when the high
number of lead abatement orders issued to property owners are compared to the
low number of actual abatements occurring -~ because it is a costly and difficult
law to enforce.

Prevention

The program review committee believes the cornerstone of the
childhood lead program should be the prevention of lead poisoning. Chapter
Two describes how the federal government shifted its policy focus towards lead
poisoning prevention in 1992 through the passage of landmark legislation and
the recent approval of comprehensive requirements in regulation form. The
intent of the committee’s recommendations presented in this chapter is to
provide a number of strategies for increasing prevention activities, thus lowering
the number of children with elevated blood lead levels. To accomplish this, the
committee finds the Department of Public Health needs fo:

e distribute more widely educational information on the
dangers of lead,

o establish a targeted lead screening program so children most
at risk for elevated blood lead levels are identified early,
provided with educational information, and interventions can
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be taken; and

e establish voluntary essential maintenance practice guidelines for rental
properties that include financial incentives to encour age property owners to
control and/or eliminate lead hazards.

Education. Educating groups about the reasons lead hazards are dangerous to children
and how to reduce their exposure to lead is a major activity of the state’s lead program.
Education and outreach efforts focus on four critical groups: 1) families; 2) health care
professionals; 3) local health departments; and 4) home remodelers. Education and outreach is
conducted directly by DPH staff, local health districts, and the Hartford and Yale Regional Lead
Treatment Centers.

The committee finds DPH has conducted several successful outreach initiatives over the
past year. These include holding quarterly lead conferences with local health departments, health
professionals, and invited child advocates; publishing and distributing a Lead Newsletter;
distributing a “Comprehensive Guide to Prevention and Treatment”; and providing local health
departments with a packet of form letters to send to parents and landlords to ensure consistency
among towns. In addition, several local health departments have had educational initiatives on
lead awareness. Since the educational materials produced are very useful to a wide variety of
parties, the program review committee believes DPH should provide wider access to this
valuable information.

Furthermore, Connecticut General Statute §19a-111b requires the commissioner of DPH
to institute an educational and publicity program informing the general public, teachers, social
workers and other human services personnel, owners of residential property, and health
personnel of the danger, frequency and sources of lead poisoning and the methods of preventing
such poisoning. To date, most DPH education efforts have been targeted to select groups rather
than the public at large. Therefore, the program review committee recommends:

the Department of Public Health establish an Internet web site providing
online access to its Childhood Lead Poisoning Prevention Program, At a
minimum, the web site should contain Connecticut’s lead laws and
regulations, general information about ways fo protect children from lead
hazards, information on financial assistance programs available to property
owners to manage and/or abate lead hazards, statistics on screening and
incidence rates, and how to request further information. In addition, the
department could use the site to gather information on the impact of lead
poisoning on the citizens of the state.

The program review committee finds Connecticut is the only New England state besides
Maine without a comprehensive web site devoted to the topic of lead poisoning. A web site
would widely disseminate Connecticut-specific information to many different groups and
promote a greater awareness of the harmful effects of lead hazards on children. In addition, a
web site could provide the names of persons within DPH or local health departments to contact
for additional information on the state’s lead laws, regulations, and guidelines. The site would
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also offer a conduit to the department to receive data from local agencies on the impact of lead
poisoning on the population. '

Finally, homeowners need to be provided with better information on the availability of
state or local financing to manage and/or abate lead from their properties. Information should
include the availability of financing, the name of the state or local agencies administering the
programs and their phone numbers, and general eligibility criteria.

Notification of landlords. Under C.G.S. §19a-110(d) any child who had a lead
screening test with results equal to or greater than 10 mcg/dL must be reported to the
commissioner of the public health and the local director of health in the town where the child
resides. The statute further requires the local health director to provide information concerning
the dangers of lead poisoning, precautions used to reduce risk, and state policy regarding lead
abatement to the parent or guardian of a reported child.

The program review committee believes the provision of this information is critical in
educating parents on steps they need to take to minimize their child’s exposure to lead hazards.
Landlords would also benefit greatly from similar educational materials when a child of a tenant
has a BLL equal to or greater than 10 mcg/dL. If notification were provided to landlords of
- tenants with elevated BLLs, it would allow the landlord to take measures that might prevent a
child’s blood lead level from rising, and, therefore, preclude more extensive lead abatement
requirements. Therefore, the committee recommends:

C.G.S. §1%9a-110(d) be amended to require local health departments ox
districts that receive a report of a child under the age of six with a blood lead
level equal to or greater than 10 meg/dL to provide the owner(s) of the
property with educational materials on how to reduce lead hazards in
housing. The Department of Public Health shall develop and furnish the
educational materials to be provided.

While this recommendation requires property owners be notified, it does not require any
action be taken. The intent of this recommendation is to provide property owners with an
opportunity to reduce a child’s exposure to lead hazards through simple preventative measures,
théreby reducing the possibility of a child’s BLL from rising and thus triggering the resultant
costly and restrictive order of lead hazard reduction.

Definition of Lead Poisoning

The program review commiltee finds there is a significant amount of confusion
surrounding the concept of “lead poisoned.” Prior to 1991, the Centers for Disease Control
(CDC) considered any child with a blood lead level equal to or greater than 25 mcg/dL to have
lead poisoning. After 1991, CDC moved away from a specific definition of lead-poisoning to
the term “level of concern” for individuals with a blood lead level equal to or greater than 10
meg/dL.  While this broadened the concept of lead danger, it has resulted in an imprecise
determination of lead poisoning.

The issue is further complicated by the fact the Department of Public Health’s Childhood
Lead Prevention Program recently issued guidelines that define lead poisoning as “a venous
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blood lead level equal to or greater than 10 meg/dL.”' Meanwhile, the regulations define an
elevated blood level as 20 mcg/dL; while the statutes do not include a definition of lead

poisoning,

The statutes call for the state to follow CDC guidelines for assessment of the risk of lead
poisoning, screening, and treatment and follow-up care for individuals with lead poisoning, but
the law does not define a blood lead level for lead poisoning. Under CDC guidelines (shown in
Chapter One, Table I-1), different blood lead levels require different responses from state and
local health departments. However, the committee finds Connecticut law does not provide a

clear explanation.

Connecticut General Statutes §19a-111 requires DPH to follow guidelines issued by the
CDC. Based on CDC’s 1997 guidelines, the committee finds the statutes need to be revised fo
be consistent with current CDC guidelines, Therefore, the program review commiftee

recommends:

the commissioner of public health define in regulation the terms “elevated
blood lead level” and “lead-poisoning,” in conjunction with recognized
professional medical groups and the Centers for Disease Control, and the
responses required in accordance with guidelines issued by the Centers for
Disease Control.

C.G.S. §19a-111 shall be amended to require an epidemiological investigation
for a confirmed concentration of lead in whole blood equal to or greater than
20 mcg/dL for a single test or 15-19 meg/dL on two tests taken at least three

months apart.

This recommendation requires DPH to explain terms that are commonly used, but are not
defined in statute or regulation and, therefore, can be misconstrued. In addition, as shown in
Chapter One, Table I-1 (page 5), CDC recommends an environmental investigation at blood lead
levels of 20 mcg/dL or greater, or two tests at least three months apart of 15-19 meg/dL. Thus,
the recommendation revises the statutes so the level at which an epidemiological investigation is
required, which includes an environmental investigation, is consistent with CDC guidelines.

Lead Screening

The Centers for Disease Control issues the primary federal recommendations on
screening young children for lead poisoning. The most current screening guidlelines were
published in November 1997 in a document called “Screening Young Children for Lead
Poisoning; Guidance for State and Local Public Health- Officials”. In its guidelines, CDC
recognizes lead exposure is highly variable around the country, with some children at
considerable risk and others at very low risk. Studies have shown children living in older
housing or who are poor are at higher risk of elevated blood lead levels and need to be screened.
If their blood lead levels are elevated, appropriate interventions should be taken. Not all of the

! Commecticut Department of Public Health, “Childhood Lead Poisoning, A Comprehensive Guide to Prevention and
Treatment” (April 1999), p.7.
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children living where risk for lead exposure has been demonstrated to be extremely low need to
be screened, thus saving valuable resources.’

To determine which children should be screeened, CDC recommends state and local
health departments assess local data on lead risks and develop a lead screening plan. The CDC
document provides detailed guidance for state and local health departments in establishing their
state lead screening plans, including advice on assessing lead risks, engaging affected
constituents in the process of developing recommendations, and communicating screening
recommendations clearly. Table V-1 shows the major factors that should be considered in

selecting a screening recommendation.

Table V-1, CDC Guidelines for Choosing an Appropriate Screening Recommendation

Percent of Children
Ages 12-36 Months Percent Housing Recommended
with BLLs =10 mcg/dL Buiit Before 1950 Screening
>12% - Universal
<12% >27 % Universal or Targeted (depending on data)
3-12% <27% Targeted
Other methods such as focused surveys,
. <3% <27% routine review of BLL lab data, and public
health alerts
Unknown 227% Universal
Unknown 27% Targeted

Source of data: CDC, Screening Young Children for Lead Poisoning, Guidance for State and
Public Health Officials, November, 1997, p.50.

For states in the process of collecting information and developing plans, CDC provides
an “interim policy” for use by state health departments, If states do not adopt CDC’s interim
policy or develop their own plan, CDC recommends continuation of its 1991 recommendation of
universal screening for all children ages six months to 72 months. If the interim policy is
adopted, CDC cautions it should only be used as a short-term measure until a plan based on local

data can be adopted.

Basic interim recommendation. CDC’s interim policy recommends child health-care
providers use a blood lead test to screen all children at ages one and two, and children 36-72
months of age who have not previously been screened, if children meet one of the following

criteria;

e they reside in a zip code where greater than 27 percent of the housing was built before
1950;

e they receive services from public assistance programs for the poor, such as Medicaid
or the Supplemental Food Program for Women, Infants, and Children (WIC); or

2 Centers for Disease Control, “Screening Young Children for Lead Poisoning; Guidance for State and Local Public
Health Officials” (1997), p. 10.
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¢ their parent or guardian answers "yes" or "don't know" to any question in a basic
personal-risk questionnaire consisting of these three questions:

L.

2.

3.

Does your child live in or regularly visit a house built before 19507

Does your child live in or regularly visit a house built before 1978 with recent or
ongoing renovations or remodeling (within the last six months)?

Does your child have a sibling or playmate who has, or did have, lead poisoning?

CDC’s 1997 screening policy sought to better identify poisoned children by devising
screening recommendations based on risk factors. The program review commitiee believes the
state needs to identify high-risk geographic areas or populations and develop a targeted lead
screening program. Therefore, the committee recommends:

the

Department of Public Health adopt CDC’s interim policy

recommendation until the department establishes a permanent statewide
health plan for lead screening. DPH shall follow the steps recommended by
CDC to develop the state plan. The plan shall include:

data demonstrating the appropriateness of dividing the state into
targeted screening areas;

recommendations for screening by geographic area;

dissemination of screening recommendations for each area; and

a program evaluation component,

A drafi plan shall be submitted to the Public Health Committee for comment
by January 1, 2001, and a final plan shall be adopted by June 1, 2001. The
plan shall be updated biennially and revised every five years, based on the
latest screening data,

In addition, for both the interim plan and subsequent plans, DPH shall
calculate screening, incidence, and prevalence rates based on municipal birth
rates for the year rather than census data.

The goal of screening is to identify children who need individual interventions fo reduce
their blood lead levels. Connecticut’s screening data indicate the highest incidence of lead
poisoning is concentrated in urban areas, with five towns (Bridgeport, Hartford, New Haven,
Waterbury, and New Britain) accounting for 76 percent of the children identified with lead levels
equal to or greater than 20 mcg/dL. A targeted screening policy would center efforts in areas
where they are most needed.

Reimbursement for blood lead testing. The program review commiftee finds the vast
majority of lead screens are analyzed by the state public health laboratory within DPH. Table
V-2 compares the number of lead screens analyzed by the state laboratory and private
laboratories for FY 97 and FY 98. According to the Department of Public Health, the cost to the
state lab is $18 per test. The total FY 98 cost was nearly $1 million.
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The state laboratory analyzes all lead screens free of charge, even though most children
- are covered by either the Medicaid program, the state IUSKY program, or private insurance.
Connecticut should seek third-party reimbursement for services that are a covered benefit by an
individual’s health plan. Connecticut General Statute §38a-535 requires mandatory coverage for
preventive pediatric care and the committee believes lead screening tests would be covered under

this provision.

Table V-2. Comparison of the Number of Lead Screening Tests Analyzed by the State
Laboratory versus Private Laboratories for Children Under the Age of Six.

Type of Laboratory FY 97 FY 98

Statc Laboratory 62,717 53,763
Private Laboratory 9,934 13,540
Total 72,651 67,303

Source of data: Department of Public Health

In addition, C.G.S. §19a-26 authorizes the commissioner of public health to establish a
schedule of fees dircctly related to operating costs or fair market value for such laboratory
services. The statute forbids the commissioner of DPH from charging local directors of health
and local law enforcement agencies for laboratory services and gives the commissioner the
discretion to waive charges for others if] in the determination of the commissioner, public health
requires such services be furnished without charge. Given that the potential source of revenue
for the state is almost $1 million per year if insurers were charged for lead screening tests, the
program review committee recommends:

as authorized under C.G.S, §19a-26, the commissioner of public health shall
establish a schedule of fees for lead screening analysis performed by the state
laboratory. DPH shall seek reimbursement for services performed by the
state laboratory from Medicaid, HUSKY, and private health insurers for
lead screenings and diagnostic evaluations for lead poisoning for children
under six years of age including, but not limited to, confirmatory blood lead
testing, The state laboratory shall seek reimbursement beginning no later
than October 1, 2001. Beginning no later that October 2, 2001, the state
Department of Social Services shall pay for lead screenings and diagnostic
evaluation services where a child under the age of six is eligible for medical
assistance under the HUSKY plan. The Department of Public Health shall
pay for lead screening and diagnostic evaluations for lead poisoning where
the child is not covered by any health insurance.

As state resources become more and more scarce, it is critical other funding sources be
identified and cost containment become a critical feature of the system.

Essential Maintenance Practices

As noted in the Chapter Two, the National Conference of State Legislatures (NCSL)
drafted a model lead law, based on recommendations of a national task force established under
Title X of the federal Housing and Community Development Act of 1992, The model law calls
for the establishment of “essential maintenance practices” (EMPs) for rental property owners.
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The maintenance practices are a set of “benchmark standards” that identify the steps rental
property owners need to take to control lead hazards. For well-maintained properties, which are
considered low risk, a set of EMPs would apply. They are aimed at keeping paint intact and are
considered low cost. The task force’s recommendation is included in the new HUD regulation as
one of the seven evaluation and hazard reduction strategies for federally owned or assisted
properties,

Although the program review committee believes the HUD regulation will drive much of
lead hazard control since all federal housing programs will be affected, the establishment of
voluntaty standards in Connecticut will help property owners reduce a tenant’s risk for lead
poisoning and provide rental property owners with guidance on how to ensure their properties
are lead-safe. Although the employment of essential maintenance practices is strictly voluntary,
the committee recommends:

the commissioner of public health develop voluntary guidelines establishing
essential maintenance practices in pre-1978 housing for risk reduction of
lead-based paint hazards that contain toxic levels of lead as defined in §19a-~
111-1 (59) (A) and (B) of the Lead Poisoning Prevention and Control
Regulations. In addition, the state shall initiate a tax credit program to
support essential maintenance practices as well as lead abatement. The tax
program — beginning in 2001 for the tax year 2001 — shall provide a tax
credit on payment of state income tax to:

¢ owners of rental properties built prior to 1978 who provide written
certification from a lead inspector, certified pursuant to C.G.S, §20-
475 or C.G.S. §20-476, that the property is safe from lead hazards;
and

e owners of rental properties who have abated lead in pre-1978 rental
properties, have received a certificate of clearance from a certified
lead inspector, and have not received public financial assistance for
the abatement. To receive the certificate, the level of lead dust cannot
exceed the levels defined in §19a-111-4(e)(2) of the Connecticut Lead
Poisoning Prevention and Control Regulations.

Only residential structures with six or fewer dwelling units will be eligible for
the credit. The amount of the. tax credit shall be $1,500 annually per
building, up to a maximum of six buildings, Written certifications shall be
submitted with the state income tax filing, Tax credits shall be on the
payment of state income tax. If no state income tax is owed by the property
owner, he or she shall not be eligible for a tax credit. Written certification
shall be valid for a period of two years, at which time the rental property
owner would be eligible to recertify. :

An emerging consensus over practical, cost-effective measures to protect children from
lead hazards in their homes further emphasizes the importance of responsible property
management and the need for enforceable housing quality standards. As an added incentive for
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rental property owners, the program review committee is recommending owners that implement
essential maintenance practices or abate lead from their properties be eligible for a tax credit.

Massachusetts and Rhode Island both offer tax credits as an incentive to manage or abate
lead in residential housing, In Massachusetts, the tax credit is up to $1,500 for the actual cost of
covering or removing lead and $500 for implementing interim controls, which are similar to
essential maintenance practices. The committee obtained data regarding the Massachusetts
program, For the 1995 tax year, the last year of available data, the Massachusetts program cost
about $2.8 million in fax revenue, The committee estimates the costs would be similar in
Connecticut, based on the following assumptions:

e Massachusetts has about three million tax filers, and Connecticut has about
1.2 million filers.

s Approximately 2,000 filers in Massachusetts file for the tax credit annually.

¢ The Massachusetts program is more restrictive than the program proposed for
Connecticut.

e Therefore, since Connecticut’s program would be less restrictive, the
committee estimates a similar number of filers as in Massachusetts will file
for the full credit in Connecticut.

e If2,000 filers claim the $1,500 credit, it would cost $3 miilion.

The committee believes a tax credit program is good public policy. Use of credits is a
relatively inexpensive way to encourage rental property owners to manage or remove lead in
their rental units, As shown in Chapter Four, other financial assistance programs have spent
millions of dollars to abate fewer than 1,000 units in Connecticut. This provides another way to
financially support lead prevention and abatement efforts.

Financial Assistance

Currently there are few programs available to assist property owners who are under an
order to abate lead from housing and/or soil. As noted in Chapter Four, the Department of
Economic and Community Development (DECD) had directed a 1995 HUD grant to five
municipalities. As of November 3, 1999, only 421 units had received clearance out of a total
goal of 700 units projected in the department’s initial grant application. HUD has extended the
grant time frame for the third time -- to June 2000 -- to allow the state more time to expend the
grant dollars. In addition, DECD also submitted another grant application to HUD in May 1999
for $4 million to conduct lead hazard control in 342 privately owned dwelling units. However,
HUD announced the awards in October and DECD was not selected as a grantee. Further, the
demand for assistance for the state-funded Hazardous Materials Program is high, with 100
individuals on the waiting list for program funding.

Thus, with the lack of HUD funding and limited state funding for lead abatement,
competition among property owners for financial assistance will be fierce. The program review
committee recognizes that rental property owners who have implemented Essential Maintenance
Practices and have obtained a valid certification from a lead inspector may still be at risk of a
lead order. If a child’s blood lead level is 20 mcg/dL or above, the regulations require more
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extensive abatement occur -- defective paint, lead-based paint friction surfaces, and moveable
parts of windows in the child’s dwelling. The program review committee believes rental
property owners who have voluntarily implemented Essential Maintenance Practices should be
given an extra level of protection by receiving priority funding for lead abatement, if they do
receive an abatement order, Therefore, the committee recommends:

DECD amend the state Hazardous Materials Program regulations to give
funding priority to rental property owners who are under a lead order and
have a valid certificate from a lead inspector certified under C.G.S. §20-475
or C.G.S. §20-476 that they have met the Essential Maintenance Practices
guidelines,

As will be discussed in the next chapter, some states are exploring or have already
implemented Medicaid waivers to obtain Medicaid reimbursement for lead prevention and
abatement activities not typically covered under the Medicaid program Several states have
implemented caser management activities under their Medicaid programs, and Rhode Island
received a Medicaid waiver that provides reimbursement for window replacement in eligible

units.

However, the program review committee believes receiving Medicaid reimbursement for
case management activities, environment inspections, or submitting a Medicaid waiver for
window replacement are complicated areas that need further exploration, including how a
program would need to be designed to receive HCFA approval. In addition, Connecticut already
operates a state program for window replacement under its Energy Conservation Loan Program,
However, the program review committee believes the possibility of obtaining additional
revenues should be pursued. Therefore, the committee recommends:

the Department of Social Services explore the feasibility of extending
Medicaid reimbursement for lead prevention services not currently covered
and report its findings by October 1, 2000, to the public health, human
services, and appropriations committees.

The financial incentives recommended by the program review committee encourages
prevention activities be implemented by rental property owners, but add focus by financially
assisting property owners who abate the lead in rental units. The intent is to create lead-safe
environments that minimize children’s exposures.

State Law and Regulation

A major policy issue at both the federal and state level is how to protect children from
lead hazards while ensuring an adequate supply of moderate- and low-income housing. Lead
abatement requirements can place sighificant financial burdens upon owners that can result in the
abandonment of property. The committee recognizes thousands of property owners face sizable
financial risk if a child under the age of six has a blood lead level that requires an environmental
inspection, For this reason, the program review committee recommended earlier in this chapter
that the state advocate and increase prevention activities so children are identified early, and low-
cost strategies can be used to manage lead hazards,
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However, the committee also finds a targeted, coherent, and comprehensive regulatory
program is needed to reverse the dangers of lead poisoning in children. Strong and clear
regulatory action is necessary when prevention efforis are unsuccessful and a child has a high
blood lead level. Local health departments must have the authority to order property owners to
manage and abate lead hazards to ensure children under the age of six are protected from
continued exposure. To adequately carry out its public health and safety mission, the state must
also collect information concerning the nature and degree of lead in the housing stock.

Management information systems. To properly carry out its public health and safety
responsibilities, the state must be able to identify and track the location and level of lead
poisoning found in residences. The state must also combine this information with the known
impact on children to adequately assess the strength of its regulatory policy. Both precise
regulations and detailed information are necessary to build and maintain a successful and
dynamic state lead prevention program.

As noted in Chapter Four, the lead prevention program maintains two methods for
tracking childhood lead poisoning cases. First, the surveillance unit of the program maintains the
lead surveillance system (LSS) as part of the Childhood Lead Poisoning Prevention Program.
The system contains information on children under the age of six who have been tested for
elevated blood lead levels. However, the committee finds there are several limitations to the
database. These include:

o the system does not distinguish between new lead poisoning cases and
those carried over from a prior year;

e data are maintained on a calendar year basis rather than for birth cohorts
and, therefore, screening rates for age-specific populations can be lower;

e no information is collected on children’s health insurers or family income,
therefore, making targeted screening more difficult; and

o although required by statute, race/ethnicify data are incomplefe,
therefore, incidence rates cannot be compared among various ethnic

groups.

Another unit in the department, the Lead Management Unit (LEMU) receives and
compiles the statutorily required quarterly lead reports from local health departments and
districts. These reports track lead inspection and abatement activities within each local health
department or district. Currently, the LSS and the database maintained by LEMU are separate
and distinct. The database used by DPH for tracking lead inspection and abatement activities
within each local health department or district has limitations, some of which were identified in
Chapter Four. The program review committee finds:

o data are reported in aggregate, so it is impossible to know the status of a
specific property, such as the length of time it takes for an inspection to be
conducted and if lead is found, for abatement to be completed;

o discrepancies exist in the database between the number of inspections that
identified lead hazards and the number of properties requiring abatement;
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e screening data maintained by the LSS could not be matched with LEMU
inspection and order data; individual names and addresses are not reported
to LEMU,; and

o data are self-reported by health departments/districts and are not audited.

DPH has recognized the limitations of its databases and hired a consultant to evaluate the
LSS. The consultant’s report was issued in September 1999, Overall, the report found the
database was inadequate, inflexible, and did not meet the needs of the department. As noted by
the consultant, the system is used, or should be used, to provide statistical data regarding the
geographic distribution and variance over time of high blood lead levels, monitor local health
departments to ensure they are doing proper follow-up of cases, that educational materials are
being disseminated, and that statutory requirements and timelines are being met. The
consultant’s report identified three things a system should do:

¢  maintain a comprehensive and accurate record of all blood lead tests
statewide including demographic and geographic information;

¢  link the blood lead tests to identifiable individuals for both initial and
follow-up screenings; and

¢  maintain environmental inspection and abatement information linked to
individuals with elevated blood lead levels,

It concluded the LSS in its curtent form is inadequate in supporting the missions of
public health, The program review committee cited similar shortcomings with the department’s
databases in Chapter Four and concur with the consultant’s findings. The committee, therefore,
recommends:

the Department of Public Health establish a single database for its Childhood
Lead Poisoning Prevention Program. The database shall have the capability
of integrating case-specific screening, case management, and environmental
data,

The committee finds there is also no system for DPH to routinely collect, aggregate, and
compare the results of epidemiological investigations performed by local health depariments.
Although the Department of Public Health recently issued a 10-page “model” epidemiological
form to the 108 health departments/districts in the state, its use is optional, and no information
has to be reported. Thus, for those local health departments that are performing epidemiological
investigations, the depth and breadth of the investigation varies among departments. Therefore,
the committee recommends:

C.G.S. §19a-111 be amended to require local health departments to use a
form prescribed by the Department of Public Health for epidemiological
investigations. The department shall distvibute the form and collect the
necessary information from local health departments concerning
epidemiological investigations on its web site. The department shall evaluate
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the results of the investigations conducted and report the results of the
evaluation to the Public Health Committee by January 31, 2001,

Information collected during the epidemiological investigation is important because it
contains child-specific information. It ensures local health departments are thorough in their
investigation, particularly if there are multiple sources of exposure. In addition, this information
could be used by DPH for planning purposes to improve the lead program by understanding what
is occurring in the community, for better target-screening, or for public education campaigns,

Both these new systems should be integrated into the department’s web site that was
recommended earlier in this chapter. The web site could provide the electronic conduit for the
management of data from local sources as well as provide for the distribution of forms necessary
to collect the data.

Regulatory program. In discussions with DPH and at the program review committee’s
October 1999 public hearing for this study, the Connecticut Property Owners Association
presented testimony regarding its opposition to the proposed regulations. (See Appendix H for a
list of all of their objections to the proposed regulations.) Concerns of the association included:

e C.GS $19a-111 requires an epidemiological investigation be conducted upon
a report of a blood lead level of 20 mcg/dL or greater. As part of the
investigation, rental properly owners believe the statute requires local health
departments lo conduct isotopic analysis to determine the source of the
abnormal burden of lead in the child’s body. If isotopic analysis indicates the
source of the lead is not the child’s residence, the property owners argue the
property should not come under the statute s requirements;

o A provision within the proposed regulations that required a lead inspector
privately hired by the property owner to report his or her findings to the local
health department or district. (After the Regulation Review Commilfee
rejected the proposed regulations, DPH revised this provision to state the
local health department or district must be notified an inspection was
performed, but the lead inspector would only have to furnish the lead report
upon request of the health department/disirict); and

o A provision that requires residents be temporarily relocated by the owner to
suitable accommodations during abatement activities, unless occupancy is
specifically permitted by the local director of health and stated within the
abatement plan. The rental property owners believe this provision contradicts
the statute (C.G.S. §19a-111), which states the local health director may
permit occupancy in said residential wnit during abatement if, in his
Judgement, occupancy would not threaten the health and well-being of the
occupants.
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A definition of an “epidemiological investigation” contained in current regulation states
the epidemiological investigation that local health departments/districts are required to perform
may include isotopic analysis of lead-containing items. However, according to a memo issued
by the Office of Legislative Research in 1996,

isotopic tracking is a technique for identifying the source of a material by
analyzing the isotopes (atomic weights) of its component chemicals, While
most lead has an atomic weight of 207 (i.e., it weighs 207 times as much as
hydrogen, the lightest element) it has other isotopes with different atomic
weights.  Scientists can sometimes identify the source of a sample by
comparing its isotopic ratios to those of a known source, such as a mine. The
CDC does not believe this technique is practical to identify the source of lead
poisoning because such analyses rarely produce definitive results as to the
source of the lead. Due to these difficulties, HUD does not use or endorse the
use of isotopic tracking to determine whether abatement is required, manage
lead poisoning cases, or determine liability for such poisoning,’

Under the new HUD regulations, when deteriorated lead-based paint is found in a child’s
residence, the presumption is that it is a lead hazard and a potential source of poisoning.
Furthermore, no states surveyed by the program review committee conducts isotopic analysis;
those states, like Connecticut, presume if a child has an elevated blood lead level, deteriorated
paint is the source or potential source of the elevated level and must be managed or abated.

Based on the opinion of CDC, the new HUD regulation, and other states’ lead programs,
the program review committee does not recommend isotopic analysis be performed on a child
with an elevated blood lead level. However, the committee is concerned epidemiological
investigations, as required under the law when a child has a blood lead level equal to or greater
than 20 mcg/dL, are not being done by all local health departments. In response to questions
raised at the committee’s public hearing in October, the state DPH indicated 28 percent of the 94
local health departments recently audited did not conduct epidemiological investigations. During
information-gathering interviews, the committee was told anecdotally that most local health
departments focus on the environmental aspects of the dwelling and do not perform the
epidemiological investigation.

The department began its efforts in 1996 to achieve broad consensus on a new set of
regulations that more clearly define its lead program. As noted earlier, achieving consensus has
been difficult, and the new regulations have yet to be adopted. The program review commitiee
believes several regulatory changes are necessary to more clearly define the program. These
changes, however, must be considered in conjunction with improved data collection and program
information. The regulatory changes, along with improvements in data collection and analysis,
will provide the state with a targeted cost-effective program that is fair to all parties and protects
the public’s health and well-being.

Privately contracted lead inspections. Connecticut General Statutes §19a-111b(3)
requires any person who detects a toxic level of lead to report such findings to the commissioner.

3Connecticut Office of Iegislative Research, 96-R-0660, 1996,
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As noted above, the proposed regulations require lead inspectors privately hired by a property
owner to notify the local health department/district if they are hired by a property owner to
conduct an inspection. The committee finds this requirement creates a disincentive for property
owners to voluntarily inspect their properties for lead hazards. In addition, the requirement
leaves too much discretion to local health departments/districts to decide whether or not to
request a lead report and creates potential for great variation among the 108
departments/districts. Therefore, the program review committee recommends:

C.G.S. §19a-111b(3) be modified and section 19a-111c-3(3)(d) of the
proposed regulations be clarified that reporting requirements do not apply
when property owners privately hire a lead inspector to inspect their
property for lead-based paint or soil,

The program review committee believes if a property owner voluntarily hires a lead
inspector to inspect his/her property for the presence of lead-based paint, it should remain a
private transaction. However it is important to note, both Title X and state law requires
disclosure of known LBP hazards upon sale or Iease of residential property. Thus, if a property
owner sells or rents the property, he/she would still be required to disclose known lead hazards to
the potential buyer or tenant.

Relocation. Current statutes allow local health departments/districts to permit occupancy
in a dwelling during abatement if occupancy would not threaten the health and well-being of the
occupants. The proposed regulations require residents to be relocated during abatement unless
the local health director specifically permits occupancy, which must be stated in the abatement
plan. Criteria to permit occupancy must include: abatement is limited in scope; access to work
area is adequately restricted; and lead dust is contained. '

The committee supports this provision of the regulation. It protects a child with an
clevated blood lead level by specifically requiring the local health director to use established .
criteria to determine if continued occupancy is safe during abatement. This provision does not
preclude families from being allowed to remain in their units; it only requires an active decision
by the local health department.

The committee finds the Departiment of Public Health does not collect information on:

o the number of families relocated from their residences because of abatement
orders;

o the reason(s) relocation was required;

o the length of time of the relocation;

e the cost of relocation; and

o who has borne relocation costs.

As noted earlier, a successful regulatory program must be supported by a comprehensive
database. Improvements in the department’s management information system addressed in this
section along with information on relocation of families are important factors for DPH’s lead
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program. A key role should be played by DPH in this area to ensure application of the regulation
is uniform among local health departments.

Intact LBP surfaces. Current regulations require all lead-based chewable surfaces,
moveable part of windows, and surfaces that rub against moveable parts of windows be abated,
when a child has a BLL of 20 mcg/dL or greater, even if the paint is intact, Under the proposed
regulations, discretion is given to directors of local health departments to permit intact chewable
surfaces (such as window sills, baseboards, and trim) to be placed in a lead management plan,
rather than abated, if no teeth marks are evident. HUD’s new regulation considers a chewable
surface a lead-based paint hazard only if there is evidence a child under the age of six has
chewed on the painted surface or there are signs of paint abrasion or damage.

The commitiee believes the proposal gives too much discretion to local health
departments to determine whether chewable surfaces need to be managed or abated. In addition,
implementation of this requirement would vary from town to fown and would make compliance
difficult. If a child does not exhibit mouthing behavior (i.e., young children tend to chew
surfaces and put their fingers in their mouths), regulations should not require unnecessary
treatments of intact lead-based paint on chewable surfaces. Therefore, the committee

recommends:

Section 19a-111¢-2(d)(4) of the proposed regulations should be deleted and
the following language be substituted: “Chewable surfaces are required to be
treated only if there is evidence that a child less than six years of age has
chewed on the painted surface or there is paint abrasion or damage.”

A more important factor, according to the results of research over the last 10 years cited
by HUD, is the finding that lead in house dust is the most common pathway of childhood lead
exposure. The measurement of the statistical relationship between levels of lead in house dust
and lead in the blood of children is significant. It is important, therefore, that resources be placed
where they will have the greatest impact, such as identifying and reducing lead dust where it
exists.

Summary

Given HUD regulations, CDC guidance, and other states’ lead laws, the program review
committee believes targeted prevention should be the focus of Connecticut’s efforts. However,
if that strategy fails, the state needs a precise and comprehensive regulatory program to protect
children with elevated blood lead levels from lead hazards. As recommended eatlier, allowing
property owners to institute essential maintenance practices and providing notification to
landlords on lead hazards before a child’s blood lead level reaches an actionable level could go a
long way in preventing lead poisoning. However, if prevention fails, property owners need to
address lead hazards to lessen a child’s exposure, and the state needs to impose the appropriate
regulatory remedies.
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Chapter Six

Other States

As part of this study, the program review committee examined lead
programs in other state fo compare their laws, regulations, and policies with
those in Connecticut. Most states have certain key components that are an
integral part of their lead programs. Those key components generally deal with
the following areas: condition of housing stock; lead screening and reporting
results; types of interventions; abatement requirements and enforcement orders;
and financial resources. These basic program elements can be found in some
form in every state’s lead program.

Information was gathered via phone surveys and reviews of applicable
statutes and regulations. All New England states were selected to be part of the
analysis, as well as Maryland because it operates an innovative program
considered a model at the national level.

Comparative Findings

Beyond the key components, several general themes among state lead
prevention programs emerged:

e governmental activities related to lead prevention and
abatement funding are fragmented and multi-layered -
usually housing and public health agencies are involved at the
state level, as well as counties and municipalities at the
regional and local levels;

o data collection on the number of children screened, public
health orders issued, and the amount of federal or state
financial assistance available to property owners for
abatement is problematic, and the program fragmentation
noted above makes program effectiveness difficult to
evaluate;

e staffing and financial resources vary among states, resulting
in public health orders to manage and abate lead hazards not
uniformly enforced, and oversight and follow-up to ensure
compliance not always performed; and

¢ interpretation of state lead statutes and/or regulations at the
local level are often conflicting because of the decentralized
nature of the program.

In addition, all states acknowledged the financial ability of property
owners to comply with the law has been spotty. Therefore, orders may linger, or
properties may be abandoned. As a result, many states have. recently begun to
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revise their programs by creating financial incentives for property owners and focusing on
increasing primary prevention activities, as has been recommended in this report, to reduce
children’s exposurc to lead hazards. This generally requires focusing on identifying and
correcting only lead hazards (not all lead-based paint) and promoting the concept of a lead-safe
environment. This chapter provides a comparative analysis of the states selected for review.

Housing stock. In order to understand the extent of the problems in abating lead from
housing and the associated costs, Table VI-1 shows the number of housing units built prior to
1950 in each state -- the category of housing considered most dangerous. Connecticut’s pre-
1950 housing units number nearly 500,000 or almost 35 percent of the housing stock. The
portion of the United State’s housing stock built before 1950 is 27 percent.

Table VI-1. Number and Percent of Housing Units by State.

Housing Units Built Percent Built Before

State Total Housing Unils Before 1950 1950
Connecticut 1,320,850 462,308 35%
Maine 587,045 242,858 41%
Maryland 1,891,917 473,984 25%
Massachusetts 2,472,711 1,157,737 47%
New Hampshire 503,904 162,201 32%
Rhode Island 414,572 181,215 44%
Vermont 271,214 109,780 41%
Total U.S. 102,263,678 27,508,653 27%

Source of data; CDC, “Screening Young Children: Guidance for State and Local Public Health
Officials,” Nov. 1997, p.15,

Housing stock targeted. Most state’s lead laws target housing built before 1978. the
year lead-based paint was banned from use in the United States. Table VI-2 identifies the
property year targeted by each state’s law. As the table shows, all New England states target
housing built prior to 1978, Maryland law focuses only on pre-1950 properties, when it is
assumed almost all paint contained high contents of lead,

Table VI-2. Property Year that Law Targets.

State Targeted Property

Connecticut Pre-1978 Housing
Maine Pre-1978 Housing & Child Care Facilities

Maryland Pre-1950 Rental Housing

Massachusetts Pre-1978 Housing
New Hampshire Pre-1978 Housing & Child Care Facilities
Rhode Island Pre-1978 Housing & Child Care Facilities
Vermont Pre-1978 Housing & Child Care Facilities

Source of data: LPR&IC telephone survey, July 1999,

Lead screening. Screening children under six years of age is considered critical in
detecting a child’s exposure to lead, since most of the signs of lead poisoning are not obvious.
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Screening is conducted by using a capillary (fingerstick) or venous blood test. The committee
examined state screening policies to determine if any states statutorily mandate the screening of
children for lead poisoning. Table VI-3 shows each state’s screening policy.

Table VI-3. Lead Screening Policy

State Policy
Connecticut Not mandated; recommended through age 6
Maine Not Mandated
Maryland Mandated for children under age 6
who enter a child care facility
Massachusetts Mandated through age 4;
screen up to age 6 if high risk
New Hampshire Not Mandated
Rhode Island Mandated for children up to age 6
Vermont Mandated for children at age 1

Source of data: LPR&IC telephone survey, July 1999.

In addition, it is important to note Medicaid’s Early and Periodic Screening, Diagnostic,
and Treatment (EPSDT) program mandates all Medicaid children be screened at ages one and
two regardless of state policy. Four states maintain a policy similar to Medicaid by mandating
lead screening at particular ages. Rhode Island and Massachusetts have the most comprehensive
policies, screening children through ages six and four respectively. Maryland’s policy differs
slightly in that it pertains only to those children entering child-care facilities and does not include
children who would be cared for at home.

Reportable blood lead Ievels. Some states mandate lead screening test results be
reported to the state public health department, while others only require reporting if lead in the
blood exceeds a specific level. Requiring all test results be reported provides a state with better
planning information regarding the extent and geographic location of lead screening, as well as
the incidence and prevalence rates of elevated blood lead levels within the population targeted.
Table VI-4 shows reportable BLLs for each state examined.

Table VI-4. Reportable Blood Lead Levels

State Blood Lead Level
Connecticut All Results
Maine 220 meg/dL
Maryland All results
Massachusetts All Results
New Hampshire All Results
Rhode Island All Resulis
Vermont 210 meg/dL

Source of data: LPR&IC telephone survey, July 1999,

All but two of the states examined by the program review committee mandate repotting
of lead screening tests. Maine only requires reporting if blood lead levels are at or above
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20meg/dL and Vermont for levels at or above 10 meg/dl., Connecticut passed legislation that
requires all results be tracked as of October 1, 1998, previously only levels at or above 10
meg/dL were reportable.

Intervention. The Centers for Disease Control recommend various actions be taken at
specific blood lead levels. These actions include: 1) education and nutrition counseling; 2) case
management; 3) environment inspections of a child’s residence; and 4) medical evaluations.
Table VI-5 compares the blood lead level at which each state requires a response, including the
minimum blood lead level that triggers an environmental inspection (i.e., the dwelling of a child
is inspected to determine if lead-based paint hazards are present).

Table VI-5. Blood Lead Levels Requiring Specific Responses.

Provision of Education and
State Nutrition Information Case Management | Environmental Inspections
CT 210 >20 >20
=20
MA >10 215 >25 allows warrant power
MD ) >10 215 220 or 2 tests 215
ME 220 =20 >20
NH >20 >20 =20
RI >10 215 >20)
VT >10 >15 >20

Source of data; LPR&IC telephone survey, July 1999.

Education and nufritional counseling. The provision of education and nutrition
information on ways to reduce children’s exposure to lead hazards is an important step in
preventing children’s blood lead levels from rising. If action can be taken early, less expensive
methods can be used to reduce exposure. Almost all states surveyed, except Maine and New
Hampshire, require education and nutrition information be provided to the parents or guardians
of children with BLLs equal to or greater than 10 mcg/dL.

Case management. Case management is defined to mean coordination, provision, and
oversight of the services to the family that are necessary to ensure lead-poisoned children
achieve a reduction in blood lead levels. Four of the seven states surveyed require case
management services to be provided to children with BLLs equal to or greater than 15 mecg/dL.
Connecticut, Maine, and New Hampshire do not require case management until a child’s BLL
reaches 20 meg/dL or more.

Environmental inspections. The CDC recommends an environmental inspection of a
child’s residence if a child has a BLL equal to or greater than 20 meg/dL or two tests within 3
consecutive months equal to or greater than 15 meg/dL. The environmental inspection is
“triggered” by a BLL at or above 20 mcg/dl, in five of the states surveyed, except for
Massachusetts and Maryland. In Massachusetts, an environmental inspection is conducted if a
child’s BLL is equal to or greater than 20 mecg/dL, however, the property owner can refuse
admittance. A BLL at or above 25 mcg/dl results in the ability of the State Department of Health
to obtain a warrant to inspect the child’s dwelling, In Maryland, inspections are conducted if a
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child has a BLL equal to or greater than 20 meg/dL or after two consecutive BLL’s at or above
15 meg/dL.

Management and abatement of lead. Table VI-6 outlines each state’s policy on
whether interim controls are allowed in dwellings where a lead poisoned child resides and
identifies the types of surfaces requiring abatement. Interim controls are generally defined as
temporary measures used to control urgent lead hazards immediately and reduce exposures. For
example, an interim control would be to install metal inserts in window wells, rather than
replacing the entire window. Connecticut and Maine do not allow interim controls in instances
where an abatement order is issued (although Connecticut’s proposed regulations would allow
their use).

Table VI-6. State Policy Regarding Allowing Inferim Controls

State Interim Controls Abatement
CT No Loose & friction surfaces
MA Yes, up to 2 years All lead
MD Yes Loose and friction surfaces
ME No Loose and friction surfaces
NH Yes Loose and friction surfaces
RI Yes Loose and friction surfaces
VT Yes No abatement required

Source of data: LPR&IC telephone survey, July 1999.

The committee examined the lead policy of each state in terms of whether the law
requires a property to be fully abated or allows abatement of lead hazards only. Most states
surveyed allow property owners to abate only lead hazards. Massachusetts is the only state
examined by the committee that requires property owners to eliminate all lead-based paint found
on the property, whether or not such paint is directly hazardous to the occupants. As shown in
the table, all states, except Massachusetts, require loose and friction surfaces to be abated.
Vermont’s lead law is preventative and mandates essential maintenance practices be conducted
on all rental properties and child care facilities to prevent lead exposure. The methods include
visual inspections, installing window well inserts, specialized cleaning, and stabilizing paint—in
many ways, similar to ongoing interim controls,

Enforcement of orders. A variety of methods are used to enforce compliance with lead
orders issued to property owners, Rhode Island and Maine use their states attorneys general to
bring contempt orders against noncompliant owners. Connecticut and Massachusetts rely upon
both state and local court processes in enforcing compliance. Maryland, meanwhile, leaves the
enforcement to the local health boards. Vermont’s law is strictly voluntary. It seeks a collegial,
collaborative approach, and although the Vermont Department of Health has the statutory
authority to issue health orders for correction of lead hazards, none have ever been issued.

Programs and financial resources. Almost all states have programs that financially
assist property owners to manage and/or abate lead from their propetties. Three states offer tax
credits of some sort to property owners:
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¢ Massachusetts provides a tax credit of $1,500 for full abatement and $500 if
interim controls are implemented;

o Rhode Island offers tax credits of up to $1,000 per unit to property owners
who abate lead; and

e Maine provides tax credits, but they are limited to owners of child-care
facilities under lead abatement orders.

Table VI-7 shows the type of financial assistance available by state, and Table VI-8
outlines the average loan amount issued by sclected states (those that had information).
Statewide loan and grant assistance is available from every state.

Table VI-7. Financial Assistance for Property Owners for Lead Hazard Management and

Abatement.

State Tax Credits Grants/Loans
Connecticut No Yes
Maine Yes Yes
Maryland No Yes
Massachusetts Yes Yes
New Hampshire No Yes
Rhode Island Yes Yes
Vermont No Yes

Source of data: LPR&IC telephone survey, July 1999,

Table VI-8. Average Loan Amount Issued by Selected States.

State Average Grant/Loan
Connecticut $15,000
Maine $10,000
Maryland $3,700-$5,000
Massachusetts $18,000
Vermont $9,000

Source of data: LPR&IC telephone survey, July 1999.

Medicaid Reimbursement

The program review committee also examined national survey data to determine the
number of states that receive Medicaid reimbursement for specific responses provided to a child
with an elevated blood lead level. Supplemental information regarding Medicaid reimbursement
was obtained from a survey conducted by the Alliance to End Childhood Lead Poisoning and the
National Center for Lead-Safe Housing. In addition, representatives from Rhode Island, as well
as the regional Health Care Financing Administration, visited Connecticut to discuss their
recently approved Medicaid waiver that allows window replacement in dwellings occupied by a
child who is lead poisoned,
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Studies have shown children who are Medicaid recipients are at a high risk for elevated
blood lead levels, Medicaid’s EPSDT program requires all Medicaid children be screened at
ages one and two for lead poisoning, regardless of a state’s lead screening policy. In addition,
children over the age of 24 months, up to 72 months, who have not been screened previously
should also be screened. Several states have established a mechanism for the Medicaid program
to reimburse for case management services and environmental investigations if a child has an
elevated blood lead level. By classifying these services as a Medicaid benefit, states have been
able to receive matching assistance from the federal government.

Case management. As noted above, case management is defined as the coordination,
provision, and oversight of services to a family that are necessary to ensure lead-poisoned
children achieve a reduction in blood lead levels. According to the survey conducted by the
Alliance to End Childhood Lead Poisoning, 20 of the 51 state programs (and the District of
Columbia) responding have a process in place for Medicaid reimbursement for case
management. Five of the 20 states that responded positively, however, indicated they had not yet
received any Medicaid reimbursement. Table VI-9 identifies the states that receive case
management reimbursement, Reimbursement ranged from $25 per visit in Wisconsin to $70 per
visit in Michigan,

Table VI-9. Medicaid Reimbursement for Case Management Services.

State Initial Visit Follow-up Visit Limits on Visits
Alabama $36/hr $36/hr No
California Varies Varies No
Colorado n/a /a Yes — 2 visits
Florida n/a n/a No Response
Towa Varies Varies Yes- prescribed by doctor
Maryland n/a n/a No
Massachusetts n/a n/a Yes — determined on case by case basis
Maine n/a n/a No
Michigan $70/Visit $70/visit Yes - 2 visits
Minnesota n/a n/a Does not know
Missouri $50 Visit $50/visit No
North Dakota n/a n/a No
New York Varies Varies Yes — varies case by case
Pennsylvania $30/hr $30/hr No
Rhode Island $200 to open case $185/month No
South Carolina $60/hr $60/hr No response
Tennessee $54/hr $54/hr Prior authorization from PCP in MCO
Texas $55/he $55/hr 5 visits, prior authorization for more
Vermont n/a n/a program only makes one visit
Wisconsin $25/visit no 1 nursing education visit only

Source of data: Alliance to End Childhood Lead Poisoning, “Another Link in the Chain, State Policies and
Practices for Case Management and Environinental Investigation for Lead-Poisoned Children,” June 1999, p.44.

Environmental investigations. The majority of states (35 of the 49 respondents to the
survey question) use 20 meg/dl, as the blood lead level that triggers an environmental
investigation. Of these, 13 also provide the service for a persistent or repeated level at 15
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meg/dL. A smaller number of states conduct environmental investigations at lower levels — nine
states at 15 mceg/dL, and two between 10 and 15 meg/dL.

Several states indicated on the alliance’s survey that they receive Medicaid
reimbursement for the environmental investigation, Of the 51 programs that replied, 22 states
have established a mechanism for the Medicaid program to reimburse for environmental
investigations to determine the source of lead exposure for a lead-poisoned child. Table VI-10
outlines which states receive Medicaid funding for environmental inspections. As shown,
Connecticut (as well as Maine, Massachusetts, and New Hampshire) does not receive Medicaid
funding for inspection-related costs.

Table VI-10. Medicaid Reimbursement for Environmental Investigations.

States with Medicaid Reimbursement States without Medicaid Reimbursement
Alaska
Arizona
Alabama Arkansas
California Connecticut
Colorado Delaware
Florida District of Columbia
Georgia Hawaii
llinois Idaho
TIowa Indiana
Louisiana Kansas
Michigan Kentucky
Missouri Maine
Nebraska Maryland
New Jersey Massachusetts
North Carolina Minnesota
North Dakota Mississippi
Ohio Montana
Pennsylvania Nevada
Rhode Island New Hampshire
Tennessee New Mexico
Vermont New York
Virginia Oklahoma
West Virginia Oregon
Wisconsin South Carolina
South Dakota
Texas
Utah
Washington
Wyoming

Source of data: Alliance fo End Childhood Lead Poisoning. “Anether Link in the Chain, State Policies and
Practices for Case management and Environmental Investigation for Lead-Poisoned Children,” June 1999, p.63.

Table VI-11 shows the amount reimbursed by Medicaid for an environmental inspection.
The reimbursement amount ranges from less than $50 to over $300. The amount of Medicaid
reimbursement for the majority of states is between $100 and $199.
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Table VI-11. Medicaid Reimbursement For Environmental Inspection,

Amount Reimbursed by Medicaid Number of States
For Environmental Investigation
< $50 2
$100 - $199 7
$200 - $299 3
> $300 5
Variable based on time/expense 5

Source of data: Alliance to End Childhood Lead Poisoning. “ Another Link in the Chain, State Policies and
Practices for Case management and Environmental Investigation for Lead-Poisoned Children,” June 1999, p.64.

It is important to note the Health Care Financing Administration (HCFA), in a letter to all
state Medicaid directors dated October 22, 1999, clarifies under what circumstances an
environmental investigation may be covered under Medicaid, First, a child must have an
elevated blood lead level. In addition, the scope of the investigation is limited. HCFA only
reimburses for a health professional’s time and activities during an on-site investigation of a
child’s primary residence. Medicaid funds are not available for the testing of environmental
substances such as water, paint, or soil.

Waiver for window replacement. Finally, Rhode Island received approval for a
Medicaid waiver that would provide Medicaid coverage for window replacement in a unit where
a child was a Medicaid recipient and had a blood lead level equal to or greater than 20 meg/dL.
Windows are not a medical service traditionally covered by Medicaid. The waiver was approved
by the federal Health Care Financing Administration in December 1998, During its first yeat,
Rhode Island anticipates spending an average of $1,830 per unit and providing window
replacements in 200 to 300 units. Total spending is estimated at $366,000 to $549,000.

Landlords and homeowners would not initially be required to contribute financially for
the new windows. However, after the state arranges to have the windows replaced, a lien would
be placed on the property for the same amount as the cost of the work. The property owner
would pay off the lien over time or wait until the property is sold.
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Appendix A

Department of Public Health (DPH)
Comments Regarding:
Legislative Program Review and Investigations Committee
Report on Residential Lead Abatement
(Response Date: February 4, 2000)

1. A Lead Poisoning Prevention web site was established on the Internet by the DPH in

late 1999. Currently the principal lead laws and regulations and a variety of
educational and outreach information regarding lead poisoning prevention are posted
on the site. The posted educational materials provide information on lead poisoning,
lead-safe renovation procedures, disclosure requirements during the sale and rental of
residential properties and licensing and certification of lead contractors and lead
activities professionals. Quarterly statistics on lead screening and prevalence will be
posted in the near future,

Additionally, DPH is considering posting information regarding financial assistance
programs that are available to property owners when such data is assembled in a
useful format. The Department of Economic and Community Development will be
contacted in this regard as many of the programs that are administered by that agency
could provide assistance for lead abatement and hazard management activities. A
private coalition, the Connecticut Lead Hazard Awareness Coalition (CHLAC), is
conducting a survey of local health departments to identify sources of financial
assistance that are utilized in various communities. It is anticipated that the survey
will provide useful information regarding this issue.

Development of the site as an interactive conduit to exchange information with local
health departments is more problematic as much of the information that is discussed
in this context within the Committee Report is confidential medical data. Adequate

safeguards to preserve that confidentiality would have to be developed.

. The Committee Report recommends that CGS §19a-110 be amended to require that
local health departments provide property owners with educational information
regarding the reduction of lead hazards when an occupant child has been identified
with a blood lead level 210 pg/dL. The educational information is to be developed
by the DPH. The DPH has information available that could be used to address this
proposed requirement and incorporated within the department’s existing standard
package of educational and outreach materials. This standard package has been
developed by DPH and provided to local health departments to assist local health
agencies with existing mandates regarding the distribution of educational and
outreach materials,

. The department supports the Committee Report recommendation to extend mandated
environmental intervention to those cases where children have been identified with
blood lead levels in the range 215 pg/dL to £19- pg/dL in successive. analyses that-:
were due to diagnostic testing,
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Due to less than complete screening data, the DPH Childhood Lead Poisoning
Screening Committee in 1997 - 1998 recommended that universal screening for all
children be implemented in accordance with current CDC screening guidelines. This
policy was to remain in effect until such time that more complete screening data was
available. The mandatory reporting of all blood lead laboratory test data became
effective October 1, 1998 . In January 2000, the department finished analysis on that
first year’s data based upon mandatory reporting. The Childhood Lead Poisoning
Screening Advisory Committee is about to be reconvened as the department proceeds
with developing and implementing an updated permanent statewide plan that is
consistent with CDC recommended practices.

The Committee is correct in concluding that Connecticut does not have a
comprehensive approach to identifying lead-burdened children and abating the
sources of their lead intoxication. It is less clear that charging private and public third
party payers will assist in testing children, thus reducing the overall problem in the
state. We believe that children are being missed because the present system to reach
them, screen them for lead, and follow-up with treatment/abatement activities is
fragmented at both programmatic and laboratory levels, There are at least seven
different childhood lead programs operating in the state. Medicaid has coniracted its
lead testing out to a commercial laboratory which may or may not be providing a
comprehensive data set necessary for tracking and follow-up, Health maintenance
and private organizations test their patients at several other laboratories. The Public
Health Laboratory provides free testing services, to grantees and local health
departments, for both blood lead in children and for environmental lead in dwellings.
It is significant that data from these various sources are not always linked and used
effectively for prevention activities.

The Public Health Laboratory’s information system is not currently structured to bill
third party payers. The implementation and operation of a system to bill third party
payers will be extremely expensive for the Public Health Laboratory. We estimate
first-year costs in the range of $175,000 to $200,000 to perform the necessary system
redesign and upgrade, to upgrade hardware, to cover increased operating costs, and to
cover personnel costs to enter billing data, to bill third party payers, to bill individuals
for required co-payments, and to process and deposit payments.

Revenue projections by the Committee would need to be reduced in light of those
services provided without fee. For example, lead testing is frequently petformed on
behalf of local health directors. By statute (see CGS, Section 19a-26), all services to
local health directors are mandated to be provided with a full waiver of fees.

Under the present budgeting system, revenues collected by the Public Health
Laboratory are deposited directly to the General Fund. These revenues in no way

increased costs would be incurred by the, Publlc Health Laboratory, withont oﬁ‘settmg -




funding; this change would most likely put the Laboratory’s budget in a deficit
situation.

The Public Health Laboratory did not participate in the Committee’s study. However,
as the Committee’s work moves forward, we would welcome the opportunity to work
with the Committee to explore ways in which the Public Health Laboratory can assist
in improving Connecticut’s lead prevention activities.

. The Committee Report recommends that the DPH establish “voluntary” essential
maintenance practices for rental residential properties (AKA; standard of care).

While the department supports this recommendation, the department believes that
enabling legislation that would authorize the department to develop a standard of care
would be an appropriate manner in which to proceed in this regard.

. The Committee Report recommends that the DPH establish a single database that
contains integrated case specific screening, management and environmental data.
Although the DPH concurs with the need to establish such a comprehensive database,
the current database structure does not support such a change. The department has
initiated an on-going analysis and review of the current lead surveillance system with
a goal of developing a comprehensive system that takes advantage of current
relational database technologies. A key facet of the new system will be a
comprehensive linkage between environmental investigation and case management

data.

. The Committee is correct in identifying problems with data quality and integration.
Much of the source data related to blood lead testing derives from laboratory
specimen submission forms. The submission forms are fraught with problems
associated with incomplete or illegible hand-written data, Data that are required for
case management, such as client social security number and date of birth, are often
not required by the laboratory on its specimen submission form, Unless the quality of
data derived through various laboratory systems is strengthened, the ability to link lab
data to current and previous program records will continue to be compromised.

The proposed new data system will require a totally redesigned data capture process.
This will effect when and where initial data capture happens, as well as how updates

get into the data system,

There needs to be detailed definition on how to relate housing identifiers to children
with elevated lead levels. As these children move from one residence to another,
there needs to be a history of where they have lived, as well as their current address.
How these addresses are correlated to the cause of one or more incidents of elevated
lead will be a major challenge to the system.

‘The Department suppotts the utilization of the Internet , but would recommend that

the data collectioxi portion of this recommendation be deferred for at least a year.
With the support'of new grant funding for bioterrorism preparedness, DPH is in the
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process of assisting all local health departments with internet access, and we could
capitalize on that effort, The client-specific data that would be transmitted by local
health departments to DPH is confidential and must be enctypted. An encryption
process will be developed with the bioterrorism grant funding,

In conclusion, this is a long overdue but complex project. A new system will be
costly and will take many months to define, design and implement. Other systems,
such as WIC or STELLAR, may also neced some funded enhancements to properly
provide data to the new Lead System.

The Committee Report recommends that CGS §19a-111 be amended to require that
local health departments use a standard form for epidemiological investigations.
DPH has a recommended form that was recently revised and distributed to all local
health departments,

Additionally, the Committee Report recommends that CGS §19a-111 be amended to
require that local health departments forward epidemiological investigation
information to DPH via the DPH web site. The issue of confidentiality must be
addressed before such data can be transmltted over the Internet (see Comment #1
above).

In general, the Committee Report appears to support the department’s proposed
amendments to the Lead Poisoning Prevention and Control regulations, §19a-111-1 et
sec. Changes have been drafted to the proposed amendments to satisfy the
recommendations in the Report regarding: (a) the reporting of lead inspections to
regulatory agencies by private sector inspectors who have been hired by property
owners, and (b) the abatement of intact chewable surfaces in the residences of
children who have elevated blood lead levels 220 pg/dL.
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Appendix C

HUD REQUIREMENTS
Summary of Requirements by Type of Housing.
Subpart Constructi
of Rule Program on Period - Requirements
' o LBP inspection and risk assessment
Disposition by e Abatement of LBP hazards
C Federal Agency Pre-1960 | e Notice to occupants of clearance results
other than HUD e LBP inspection and risk assessment
1960-1977 | « Notice to occupants of clearance results
Project-Based o Provision of lead hazard information pamphlet
Assistance by o Risk assessment
D Federal Agency Pre-1978 | & Interim controls
other than HUD ¢ Notice to occupants of clearance results
e Response to EBL child
HUD-owned
Single Family e Visual assessment
F sold witha HUD- | Pre-1978 | ¢ Paint stabilization
insured mortgage Notice t
Multifamily
G Mortgage
Insurance
o Provision of pamphlet
For properties o Risk assessment
that are currently | Pre-1960 | o TInterim controls
residential s Notice to occupants of clearance results
¢ Ongoing LBP maintenance
e Provision of lead hazard information pamphlet
1960-1977 | «  Ongoing LBP maintenance
o Provision of lead hazard information pamphlet
For conversions ¢ LBP inspection
and major Pre-1978 | e Abatement of LBP
renovations e Notice to occupants of clearance results
H HUD Project-

Based Assistance
Program

Multifamily
Property
Receiving more
than $5,000 per
unit per year

Pre 1978

Provision of lead hazard information pamphlet
Risk assessment

Interim controls

Notice to occupants of clearance results
Ongoing LBP maintenance and reevaluation
More stringent response to EBL child

C-1




Summary of Requirements by Type of Housing,

Subpart Constructi
Rul, Program on Period Requirements
Multifamily
property — ¢ Provision of lead hazard information pamphlet
receiving less s Visual assessment
than orequalto | Pre-1978 | o Paint stabilization
$5,000 per unit e Notice to occupants of clearance results
per year, and e Ongoing LBP maintenance
single family ¢ More stringent response to EBL child
propetriies
» Provision of lead hazard information pamphlet
o LBP inspection and risk assessment
HUD-owned ¢ Interim confrols
Multifamily Pre-1978 |4 Notice to occupants of clearance results
I Property ¢ Ongoing LBP maintenance
¢ Response to EBL child
Rehabilitation
Assistance
e Provision of lead hazard information pamphlet
Property ¢ Paint testing of surfaces to be disturbed, or

receiving fess Pre-1978 presume LBP
than or equal to e Safe work practices in rehabilitation projects
$5,000 per unit ¢ Repair disturbed paint
o Notice to occupants of clearance results
s Provision of lead hazard information pamphlet
Property o Paint testing of surfaces to be disturbed, or
receiving more presume LBP
than $5,000 and Pre-1978 | o Risk assessment
up to $25,000 o Interim controls
¢ Notice to occupants of clearance results
¢ Ongoing LBP maintenance if HOME or CILP
¢ Provision of lead hazard information pamphlet
e Paint testing of surfaces to be disturbed, or
Property presume LBP
receiving more | Pre-1978 o Risk assessment
than $25,000 per e Abatement of LBP hazards
unit ¢ Notice to occupants of clearance results
o  Ongoing L.BP maintenance
o Provision of lead hazard information pamphlet
Acquisition, e Visual assessment
Leasing, Support | Pre-1978 o Ppaint stabilization
Services, or ¢ Notice to occupants of clearance results




Summary of Requirements by Type of Housing.

Subpart Constructi
of Rule Program on Period Requirements
Operation ¢ Ongoing LBP maintenance
e Provision of lead hazard information pamphlet
e LBP inspection
¢ Abatement of LBP
L Public Housing Pre-1978 | o Risk assessment if LBP not yet abated
¢ Interim controls if LBP not yet abated
s Notice to occupants of clearance results
s Response to EBL child
Tenant-Based
M Rental Assistance | Pre-1978 | e Provision of lead hazard information pamphlet
(requirements ¢ Visual assessment
apply only to o Daint stabilization
housing occupied ¢ Notice to occupants of clearance results
by families with ¢ Ongoing LBP maintenance
children under e More stringent response to EBL child
age six)

Source of data: HUD, New HUD Lead-Based Paint Regulation, Questions and Answers,
September 16, 1999
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Appendix D

Glossary of Terms - HUD Regulation

Abatement — any set of measures designed to permanently eliminate lead-based paint or lead-
based paint hazards. Abatement includes: (1) the removal of lead-based paint (LBP) and dust-
fead hazards, the permanent enclosure or encapsulation of LBP, the replacement of components
or fixtures painted with LBP, and the removal or permanent covering of soil-lead hazards; and
(2) all preparation, cleanup, disposal, and post abatement clearance testing activities associated
with such measures.

Clearance examination — an activity conducted following I.BP hazard reduction activities to
determine that the hazard reduction activities are complete and no soil-lead hazards or settled
dust-lead hazards exist in the dwelling unit or worksite. The clearance process includes a visual
assessment and collection and analysis of environmental samples,

Environmental intervention bloed lead level — a confirmed concentration of lead in whole
blood equal to or greater than 20 meg/dL for a single test or 15-19 meg/dL in two tests taken at
least 3 months apart.

Evaluation — a risk assessment, a lead hazard screen, a LBP inspection, paint testing, or a
combination of these to determine the presence of LBP hazards or LBP.

Hazard reduction — measures designed to reduce or eliminate human exposure to LBP hazards
through methods including interim controls or abatement or a combination of the two.

Interim controls — a set of measures designed to reduce temporarily human exposure or likely
exposure to LBP hazards. Interim controls include but are not limited to repairs, painting,
temporary containment, specialized cleaning, clearance, ongoing LBP maintenance activities,
and the establishment and operation of management and resident education programs.

Lead-based Paint Hazard — any condition that causes exposure to lead from dust-lead hazards,
soil-lead hazards, or LBP that is deteriorated or present in chewable surfaces, friction surfaces, ot
impact surfaces, and that would result in adverse human health effects.

Lead-based Paint Inspection — a surface-by-surface investigation to determine the presence of
LBP and the provision of a report explaining the results of investigation.

Lead Hazard Screen — a limited risk assessment activity that involves paint testing and dust
sampling analysis, and soil sampling and analysis.

Paint Stabilization — repairing any physical defect in the substrate of a painted surface that is
causing paint deterioration, removing loose paint and other material from the surface to be
treated, and applying a new protective coating or paint.



Risk Assessment - (1) an on-site investigation to determine the existence, nature, severity, and
location of LBP hazards; and (2) the provision of a report by an individual or firm conducting a
risk assessment explaining the results of the investigation and options for reducing LBP hazards.

Soil-lead Hazards - bare soil on residential property that contains lead equal to or exceeding
levels promulgated by the U.S. Environmental Protection Agency pursuant to section 403 of the
Toxic Substantes Control Act or, if such levels are not in effect, the following levels: 400
meg/mg in play areas; and 2000 mcg/mg in other areas with bare soil that total more than 9

square feet per residential property.

Standard Treatments — a series of hazard reduction measures designed to reduce all LBP
hazards in a dwelling unit without the benefit of a risk assessment or other evaluation.

Visual Assessment — looking for, as applicable: (1) deteriorated paint; (2) visible surface dust,
debris, and residue as part of a risk assessment or clearance examination; or (3) the completion
or failure of a hazard reduction measure.
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Appendix H

CPOA (CT Property Owners Assoc.) Jan. 18, 1999 Follow-Up to the Legistative Regulations Review Committee
Jan. 4, 1939 Arbitration Session on the DPH Proposed Lead Poisoning Prev. & Control Regs :

A LIST of ONLY CHANGES REQUESTED WHICH CORRECT PORTIONS of the DPH PROPOSED LEAD REGS.
WE'RE CONCERNED ARE WITHOUT LEGISLATED AUTHORITY, CONTRAVENE LEGISLATIVE HISTORY/INTENT,
OR CONFLICT WITH EXISTING STATE OR FEDERAL STATUTES & CONSTITUTIONS

1.) Portions of these DPH Proposed Regulations are DPH’s latest mﬂulafory attempt to require, without
that private property owners of residential bullding (s) must hire and pay fora

private lead inspector:

From 1889 thru 1992, DPH kept trying by proposed regulation drafis to try to get regs to directly require
or order private property owners to hire private lead inspectors, without the benefit of legislation to that
effect. However, in lato 1992, the *CT Legislative Regulations Review Committee (hereinafter called
“Commiiftec™)'s 1892 actions clarified at thelr Arbitration Session that DPH had no authority to require
owners do e0, since by state statute it was local heaith department responsibility to conduct property
lead Inspections. Subsequently, at thelr September 1992 meeting, the Committee passed the regula-
tions minus sentences from sections where DPH had proposed directing the owners to hire inspectors.

Subsequently. the Gommittee's 1992 actions were confirmed as be!ng correct by *"‘Q]'_D.EH_ngmls_

Another attempt to shift some lead testing to owners Is where mjhemgadhexnmmmmnﬂimeﬂu
require: if the ownere don't hire a private inspector to test the majority of thelr bullding (s) surfaces
for lead content, all the property’s untested surfaces shall be considered In Sec.19a(a)(2) (D}, Page
9 and 8 of C.G.S., “as THOUGH confaining a toxic level of lead”, thus requiring abatement, repair or
management of them anyhow, needed or not. Current regulaﬂons' portlons containing some indirect

expmssfy authodze ordedng fo eonduet orhm leed lnspeedons be performed. The question then Is
whether one can Imply the authority to Issue such an order.... The legislative Intent to not allow such

an order is unquestionable...The Regulation’s explicit requirement placed on the owrners does not
nocessarlly suggest such authorization. On tho contrary, the history of the Regulation strongly argues
agalnst such a proposition. In the presonce of such cloar direction by the Committee, we cannot find an
implied authority to the contrary.... A review of the Regulations and Its history Indicates that the Appel-
lants {owners} are not responsible for the Inspection of the dwelling....The responsibllity must rest with

the Health District.”.

Thus, changes we request to make the Proposed Regulations conform to the law are:
Strike from Page 8, Soc. 19a-111-3(a) (3 ) (A ) & (B ) : the word “representative™ plus the last sentence of each;
Strike from Pago 9, Sec. 19a-111-3(a)(2)(D): theword *owner" whare it appears In the last sentence which
starts with the words * if deterforated” and replace it with the words “LOCAL HEALTH DIRECTOR";
Later In the same sentence, insert the words “owner shali” immediately following the words “that PAINT and just
before the words “abate OR REPAIR", and, noar the end of that same sentence, strike the words *as THOUGH

conttalning a toxic level of load”.

*See attached CT Regulations Review Committea's September 1992 actions (o strike portions of the proposed lead
regulations, based. upon the Regs. Review Committee Arbitration Session Input of member Rep. Bob Frankel.

**Seo attached DPH C




”
3 - v

2.) Since portions of these DPH Proposed Regulations force occupant relocation of occupants “as the rule
: g ] e: relocati par

while fead abatement is taking place, ontraven
islative int CT Gene tatute, Sec. -

H propg

Documented legislative history indicating clear legislative intent materially differs from DPH's proposal:
in the “C.G.S., Revised to 1997” edition, the- legislative History notation to Sec. 19a-111 actually states

that a P.A. 93 - 321 amendment to that section “added provision penmitting occupancy during abatement,”

The DPH's Proposed Regulations, contradictory to both such P.A. 93 - 321 law change and current
regulation 19a - 111 - 7(a ), ignore such legislative history & intent to clearly permit occupancy. They flip it
around, instead making high cost and relocation o ilies “the rule” during abatement and even simple
repalr projects, but the current regulation 19a - 1111 - 7( a ) allows occupation consistent with the law.

Thus, the simple changes we request to make the Proposed Regulations conform to the law are :
Strike Sec. 19a-111-4 (¢)(E), Sec. 19a-111-6(b), and, Sec. 19a-111-9(a), and, instead, rotain the

applicable current regulation [193-111-7(2)1. which implements the law by allowing occupied areas during
abatement, yet qualifies under what circumstances that continued octoupancy can occur by addressing safety

concerns by prohlblting residents from occupying a “room” or “work area” where lead abatement occurs,

3.) Portions of these Proposed Regulations: ( a ) contravene the legislative intent of Sec. 19a - 111b {3)of
C.G.S.; (b )are without legislative authority and violate US Constitutional Rights of private pro-
perty owners, when they order copies of private lead inspection reports which have been paid for by any
owners ( including landlords) of privately owned property must be sent by private inspectors or the
owner to the enforcement authorities, occupants, or anyone other than the property owner themselves :

( &) DPH Proposed Regs. blatantly contravene the legislative intent of the sentence contained in

Sec. 19a-111b (3) of the C.G.S. that consists of the wording :

“Any person who detects a toxic level of lead, as defined by the commissioner,

shall report such findings to the commissioner.”, which is the sentence that the DPH
representative present at the Jan. 4th, 1999 Committee Arbltration Session claimed gives DPH
authority to require private lead inspectors to send the property owners lead reports to enforcement
authorities, etc. However, DPH is misconstruing and taking that sentence out of context when they
do so, because that sentéence is clearly a part of (and limited In application to within) that section of
C.G.S. there, for which the C.G.S. Sec. 19a- 111 b { 3 ) topic heading states:

“Sec. 19a - 111h. Educational and publicity program. Early diagnosis program. Program for
defection of sources of lead polsoning. Within the lead poisoning prevention program established
pursuant to section 19a - 111a:” . Please take note of the fact that both of those sections are
ones with introductory sentences establishing governmental programs to be run “within
avallable appropriations”, and the Sec. 19a - 111b ( 3 ) in particular, goes on to state re-
garding the information the commissioner receives from inspection reports obtained with
monies of this program: "The commissioner shall Inform all interested parties, including
hut not limited to, the owner of the bullding, the occupants of the bullding, enforcement
officials and other necessary parties.”

Additionally, context requires the “any persons' referred to in the preceding sentence as not meant
to be private lead inspectors hired by a private property owner, since the very next sentence has the
commissioner informing the property owner, so, obviously, the DPH has taken vastly out of context
the very sentence from which they claim to have authority to require private property lead inspection
reports be turned over to them and other enforcement authorities; and,

( b ) DPH Proposed Regs. here exceed legislated authority: since no law was passed to delegate to DPH



or mandate regs. on this topic & they violate constitutional rights of property owners, there is no
tegislative authority for requiring that private lead inspection reports paid for by owners of rental
property be sent to the Director of Health. There's no CT law authorizing DPH to require so by
regulation. Even If there were such a law, CT Judge Raymond Nook's 1995 ruling in a case “attacked

a state law requiring insurance

departments that request information” calling the private investigators then “agents of the state
and as such their entry onto the defendant's business without his consent constitutes an illegal
search,” in CT v. David Smith. Thus the regs. violate a property owner's 4th Amendment U.S,
Constitutional Rights of no search without consent or a warrant (based upon probable cause), and
an owner’s 5th Amendment U.S.Constitutional Rights against self-incrimination. Note: See provided
article: Lawver ing’; Also see the provided articles:

(1994) and Highlights (Summer 1998, Vol. 2, No. 1) about owner-
favorable Federal court decisions similarly re: property inspection searches of rental properties without
owner consent,

Thus, changes we request to make the Proposed Regulations conform to the law are :
Page 11, Sec. 19a-111- 3(d): Inthe first sentence, immediately following the sentence’s first word “When-
ever”, sfrike the word “an” and replace it with the words “a municipal” immediately before the word “inspector”;

In the first sentence, immediately after the words “Inspector or”, insert the word “m unicipal” immediately before the
words “INSPECTOR RISK ASSESSOR";

Delete in entirety, the second sentence that begins with the words “HOWEVER, A PRIVATE INSPECTOR™ and
which ends with the words “DAY CARE SERVICES"; and, ’

In the fourth sentence which starts with the words “UPON REQUEST” and that ends with the words “OF THE
INSPECTION,"” immediately before the words “inspector” and “risk assessor”, and “inspection” Insert the word
“municipal™.

4.) Definition ( 38 ) “Epidemiological investigation” of these DPH Proposed Regulations Definitions
conflicts with what is mandated that it must consist of in the enabling statute, Sec. 19a - 111 of C.G.S.:

19a - 110 of the CT General Statutes directs the local director of health “shall make or cause to be

made an epidemiological investigation of the lead ‘causing’ the increased lead level or abnormal body
burden”, yet the DPH Proposed definition of ‘Epidemiological Investigation’ includes requiring no

applicable environmental or scientific method (Isotopic Analysis) be used that can determine such
cause. Instead, the Definition only includes wording that it “may” be used.
Note: See portion of the provided one-page information sheet that contalns Thomas M. Spitiler, Ph.D., of
New England Reglon | EPA Lab's description of applicable testing “Regarding Isotoplc Analysis”. as
belng akin to the commonly known and commonly done fingerprint identification testing process in
other types of prosecutable cases. :

The Proposed Regulation materially changes Definition ( 38 ) “Epidemiological Investigation regarding
the local health director's legal responsibility by CT Statutes to determine the source of the lead
lcausing’ an elevated blood lead level by making the proposed definition of “Epidemiological
Investigation” Include ianguage necessary to make mandatory the testing that can prove whether or
not environmental samples taken of lead are causing the particular lead poisoning case at hand. The
DPH's Proposed Regulation changes, by having the testing instead be optional, conflict with
C.G.S. 19a - 111 of the C.G.S,

Thus, changes we request to make the Proposed Regulations conform to the law are :
Page 3, Definition (38):In the first sentence, after the word “evaluation” insert the words, “including applicable sclentific
testing necessary,”; and, In the last sentence, after the word “investigation” strike the word “may” & replace with the

word “ghall”,



5.

7.

S

8.)

A portion of these Proposed Regulations exceed the scope of authority and DPH has no current legisiative
authority to promulgate any regs at this time on the topic that requires owners of housing units older than 50
years old must send private lead inspection reports to the CT Historical Commission, along with ‘a good
photo’. As a resuit, they add administrative confusion and unnecessary property owner lead abatement cost:

Thus, the simple deletion change we request to make the Proposed Regulations conform to the law is :
Strike on Page 12, Sec. 19a-111 -3 (g) In Its entirety.

i : i i ati : Are: namely
Sec. 4 167( b ), Sec. 4 -168 ( a y{d ). (e), (f h & {h) ofthe c G.S. w:th !anguage attempting to !eave'
the herein below listed items to be changed arbitrarily by the Public Health Commissioner at will without
public hearing & noticing requirements, a process that then arbitrarily triggers enforcement actions &
penaities :

Since any public agency’s written policy regarding the amount of considered toxic, testing methods and
testing protocol(s) of a substance such as lead, is considered regulation(s) per Sec. 4 - 166, Definition
13: “Regulation” of the C.G. 8., clearly a public agency's changes of such testing methods and
protocol(s) are proposed regulations per Sec. 4 - 166, Definition (12): “Proposed Regulations” of the
C.G.8. fHtclearly follows that it is the legislative Intent that a public agency's proposed changes to
regulations regarding its testing methods and protocols are subject to the public noticing and hearing
requirements detailed in Sec, 4-168 through 4-173 of the C.G.S.

Thus, changes we request to make the Proposed Regulations conform to the law are:
From Page 2, Definition (24) “Confirmatory testing”,
Page 5, Definition (69) “Toxic levels of lead”, subsections (A) & (B);
Page B, Sec. 19a- 111 -3 (a) “Methods FOR INSPECTION AND TESTING OF LEAD - BASED PAINT", and,

Page 9, Sec. 19a - 111 - 3 (a) (2) (D), strike the following phrases In their entirety:

“OR ANOTHER PROTOCOL, DEEMED ACCEPTABLE BY THE COMMISSIONER", “OR
ANOTHER TESTING PROTOCOL, DEEMED ACCEPTABLE BY THE COMMISSIONER", and
“ANOTHER TESTING PROTOCOL DEEMED ACCEPTABLE" - where these phrases occur.

Portions of these DPH Proposed Regulations are without DPH legislative authority to propose regula-
tions on, since no law has authorized or mandated them to promulgate new regulations on the topic:
Indeed, it appears to exceed the scope of DPH authorify to be proposing new regulatory requirements to
order an owner to transfer abatement , management or repair plans at time of transfer of title, without

the benefit of a law change. The phrase “but.nof [imifed fo" added to this list of items the property owner
has to keep and transfer with title turns the EPA Disclosure Rule requirement into an open-ended, arbifrary
quagmire of a rule, difficult then for an owner on any given closing day to determine they've complied with.

Thus, the simple deletions we request to make the Proposed Regulations conform to the law are :

From Page6, Sec.18a-111-2(a){5): Strike the words ;: “and transferred with ownership upon transfer of title.
In sentence 3, strike the words “and transferred with ownership upon transfer of title” Immediately following the
words “kept by the owner”.

From Page 12, Sec. 19a-111-3 (k) & Page 16, 19a - 111 -4 { £} : Strike the words “but not limited to"
Additionally, Strike the last sentence of both sections in their entirety.

In the second page issue items of Atty. Phll Block’s “Comments to the Regulations Review Committee on
the Lead Regulations, per 19a-111 and 10a-111¢c, Jan. 4, 1999"” we also support the concerns he'’s
described in his list with respect to Enforcement Procedures and his list of Recommendations .

H-4
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