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TABLE 1—Children’s Blood Lead Levels,
Stratified by Age of House (Decade of
Construction)

Decade of Elevated Mean BLL,
Construction BLL, % n µg/dL

1900s 40.5 5479 7.76

1910s 30.7 2031 6.79

1920s 26.6 2842 6.37

1930s 16.1 1065 4.89

1940s 11.6 2365 4.67

1950s 8.6 4427 4.14

1960s 7.2 2783 3.86

1970s 6.9 1907 3.69

1980s 7.1 477 3.42

1990s 11.2 724 4.15

Note. BLL = blood lead level.

blood lead levels = 6.8 µg/dL vs 4.5 µg/dL;
OR = 3.43; 95% CI = 3.24, 3.63; Figure 1).
Housing value remained an independent
risk factor for an elevated blood lead level
(adjusted OR = 2.22; 95% CI = 2.08, 2.37)
after controlling for ages of children and of
housing.

DISCUSSION

In agreement with previous studies, ele-
vated blood lead levels were associated with
living in older housing. Furthermore, we
found a dose–response trend with higher
blood lead levels and older housing by dec-
ade built. However, the steady trend of lower
blood lead levels did not continue into the
1980s and 1990s, perhaps due to chance, al-
ternative exposure sources, or screening bias.
Houses built after 1978 are less likely to have
leaded paint because leaded house paint was
banned in 1978.4

Children living in lesser-valued houses
were at greater risk of having elevated
blood lead levels, suggesting that lesser-val-
ued homes are more likely to have dilapi-
dated paint. However, housing age does not
indicate the condition of the paint or reflect
recent remodeling that could increase a
child’s risk.5 Therefore, for a given house
age, a lesser-valued house is more likely to
represent a lead exposure risk to children.
Although low income is a known risk factor

for elevated blood lead levels, housing
value intuitively appears to be a better
marker of risk.

Our study had several limitations, including
missing information on children’s race/
ethnicity and the source of lead exposure.
Older houses may not have been the source
of exposure if they had received lead abate-
ment treatment or were in good condition. In-
formation on alternative sources of exposure,
such as parental occupation, nontraditional
medicines, and folk remedies, was not avail-
able. House values from the tax assessor data
might be incorrect. Finally, because we
grouped houses built before 1900 into 1 cat-
egory, those houses might require further
stratified analysis.

The Centers for Disease Control and Pre-
vention recommend targeted screening based
on housing age, especially for houses built be-
fore 1950 or before 1978 with recent renova-
tion.6 Our results suggested that screening
might be improved by considering the decade
the house was built or the house’s value. Geo-
graphic information systems technology can
be used to link tax assessor information to
better stratify children’s risk and might be
used further in strategic planning for lead
screening, helping local programs identify
high-risk areas to better target screening of
children.
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Asthma-Related
Limitations in Sexual
Functioning: An
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Area of Quality of Life
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Proper management of asthma aims at im-
proving health and well-being and reducing
limitation in daily living.1 However, despite
previous reports,2–5 sexual limitation remains
an area of asthma-related quality of life that is
often neglected in both research and clinical
practice. To evaluate the need for treatment
and counseling regarding sexual functioning
for patients with asthma, we assessed preva-
lence of self-reported sexual limitations
among adults with asthma and examined
their correlates.

We report the results of an asthma quality-
of-life questionnaire administered to 356 re-
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FIGURE 1—Importance of various areas of limitations due to asthma among emergency department users (n=247).

spondents who visited the emergency depart-
ment at the Harlem Hospital Center in New
York City.6 The mean age of the respondents
was 40 (SD=14). Sixty-four percent were fe-
male, 93% were Black or African American,
and 47% had an annual household income of
$9000 or less. We used 19 items from the
quality-of-life questionnaire7 to assess the ex-
tent to which respondents have been limited
in a variety of activities (Figure 1), measured
on a scale from 1 (“totally limited, couldn’t do
the activity at all”) to 7 (“not at all limited”).
To assess the importance of activities, we
asked respondents who reported limitations
in at least 5 activities which activities were
the 5 most important to them. Asthma sever-
ity was determined with National Asthma Ed-
ucation and Prevention Program 1997 guide-
lines that used criteria for self-reported sleep
disturbances caused by asthma symptoms.1

Of the 285 (80%) respondents who re-
ported sexual activity during the 2 weeks be-
fore the interview, 165 (58%) reported limita-
tions in sexual functioning caused by asthma,
and 120 (42%) reported no limitations. Of the
19 types of limitations due to asthma reported,

sexual limitation was the 15th most frequently
reported limitation, after activities such as jog-
ging, playing sports, climbing stairs, and even
carrying groceries. Despite the low ranking
among activities endorsed, when respondents
were asked to identify the 5 most important of
their limited activities, sexual limitation was the
third most often mentioned, after climbing up-
stairs and doing housework (Figure 1).

Sexual limitations caused by asthma were
more prevalent among people with moderate
or severe asthma compared with those with
mild asthma (odds ratio [OR]=2.5; 95% con-
fidence interval [CI]=1.5, 4.2), women com-
pared with men (OR=1.6; 95% CI=1.0, 2.7),
people older than 40 years compared with
those 40 years old or younger (OR=2.7;
95% CI=1.6, 4.3), people with an income
below $9000 as compared with those with an
income of $9000 or higher (OR=2.0; 95%
CI=1.1, 3.6), and those who reported indoor
exposures to mold and mice as compared with
those who did not (OR=3.6; 95% CI=1.7,
7.5; OR=1.8; 95% CI=1.1, 3.0, respectively).

This cross-sectional study of emergency de-
partment users was limited in its ability to as-

sess causal relationships and in its generaliz-
ability to other patient populations in which
asthma is better controlled. Nevertheless, with
about two thirds of the sexually active respon-
dents reporting limitations in sexual function-
ing because of asthma, our findings under-
score that asthma-related limitation in sexual
functioning represents an important aspect of
quality of life for people with asthma. Clini-
cians and patients need to discuss sexual
functioning as part of a quality-of-life assess-
ment. Limitations in an individual’s sexual
functioning, like other limitations on quality
of life, indicate that asthma is not well con-
trolled. Further research needs to examine
physiological correlates and causal mecha-
nisms and suggest treatment options for both
asthma-related sexual limitation and asthma
exacerbation due to sexual activity.
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