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Introduction

An enormous amount of information in some very good papers has been present-
ed at this meeting. I will try to highlight those points that have the most practical

impact on actual practice.

Case Finding versus Case Treatment

Dr. Lin-Fu pointed out that effective case finding is not enough; only a small
percentage of children identified as at high risk of lead poisoning actually end up
being treated appropriately (Chapter 1). There are at least two reasons for this.
The first is an understandable reluctance on the part of the child’s provider to
treat an asymptomatic patient or to refer him to the university medical center for
treatment. This is a problem particularly when rural cases are found and when
treatment facilities are distant. The second reason is that there is often poor
coordination between those responsible for case finding and those responsible for
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Thus Dr. Chisolm’s work (see p. 211) with homovanillic acid and vanillyl mandelic
acid excretion in mild lead intoxication is both exciting and promising.

Dr. Chisolm made another point that deserves emphasis. Of all current tests
available, FEP or ZPP is most useful for case finding or screening and blood lead
most useful for confirmation and follow-up. This simple scheme is the most
interpretable and is practical and productive even in middle class private practice
(Dine, 1979).

Pregnancy Outcome and the 1Q/Behavior Issue

Although not addressed specifically in a formal paper, the issue of lead and
pregnancy came up often enough to deserve attention. The following recommen-
dations seem reasonable, although they may not represent the consensus of the
faculty. First, prenatal care should include an occupational history from both
parents and also from any adults who come into the house. ‘‘Fouling the nest,”’
Dr. Chisolm'’s term for occupational chemicals brought home on work clothes or
other fomites (Chisolm, 1978), is a well described source of chemical intoxica-
tion of children. Second, habitual spontaneous abortion, or even a first spontane-
ous abortion, should call for an occupational history, and perhaps a ZPP, FEP or
blood lead if exposure cannot be ruled out. Again, both parents should be
questioned. The third issue is really more a question than a recommendation.
When is the appropriate time to educate parents about environmental and occupa-
tional hazards to their children? At some point, parents should be told about the
necessity of occupational hygiene, about paint hazards and about other environ-
mental problems in the same way that they are informed about prevention of
poisoning. Children are more susceptible to chemical intoxication than adults, so
the absence of illness in the parent is not proof that excess exposure to the child is
not taking place through work clothes, tools, paint or straightforward exposure
while in utero or lactating. I suggest prenatal visits as the appropriate time to talk
about this. |

There was also considerable discussion about the significance of the relatively
small changes in intelligence quotient (1Q) related to lead burden, reported by
Needlemen et al. (1979). Specifically, the discussion centered on whether more
frankly retarded children would be found because of this kind of exposure. There
are three salient points here. First, the severe mental retardation following lead
encephalopathy is very likely due to a mixture of the toxic effect of lead and the
nonspecific aftermath of any CNS disaster, and no one proposes that we simply
extrapolate arithmetically down the level/response curve to arrive at the effects of
low levels. Point two, however, is that any agent that shifts a population IQ mean
downward by an arbitrary amount will perforce increase the number in the
population found below any specific cutoff point, if the simplistic assumption 18


















