Lead Risks Overlooked in
Sandblasters?

Steenland, et al, reported that
sandblasters had the highest odds ratio
(3.83) for end stage renal disease of any
occupational group in Michigan.! Sand-
blasters were categorized as silica ex-
posed. Lead exposed workers were
considered as a separate category and
were also found to be at an elevated risk
for renal disease in reference to the area
populations, although their risk was
found to be lower than sandblasters
(odds ratio = 1.73).

Lead may be a more important
etiologic agent than silica in association
with the observed excess of kidney
disease in sandblasters. Sandblasting
surfaces painted with lead can cause
environmental contamination and lead
poisoning in sandblasters.2 Because of
this risk, Maryland has banned open
abrasive sanding (sandblasting) as a
method of lead abatement.3 According
to US census data, 20-30 percent of
Michigan housing was built before 1940
and is thus likely to contain high con-
centrations of lead paint.4 In the Detroit
area where 244/325 cases lived, the
majority of residential property was
built before 1970, and thus well before
lead content of new residential paint
was reduced to 600 ppm by the Con-
sumer Product Safety Commission.
Sandblasting is also used to clean non-
residential property such as bridges, for
which there is no current prohibition
against the use of leaded paint.

I would be interested to know if the
occupational histories obtained for the
sandblasters in the Michigan study con-
tain any indications of lead exposure,
such as blasting bridges or older build-
ings. Also, it should be possible to
determine if the sandblasters in the
Michigan study were construction
workers or manufacturing/general in-
dustry workers. If the “‘silica exposed”’
sandblaster cases with renal disease
worked in construction rather than
manufacturing, their disease could be
related to the weaker occupational
health protection standards available
for construction compared to general
industry workers. The US Department
of Labor OSHA permissible exposure
level (PEL) for lead is 200 micrograms
per cubic meter of air for construction
workers, compared to 50 pg/m3 for
manufacturing workers.5

By comparison, hand sanding for 5
to 22 minutes on lead painted surfaces
has generated concentrations of 510 to
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550 pg lead/m? air.¢ Sandblasting could
generate even higher concentrations.
Sandblasters’ risk of high dose lead
exposure is increased further because
typical respiratory protection used by
sandblasters had been reported to be
inadequate, especially in regards to re-
spirable particles.?

In order to evaluate the relative
contributions of silica and lead to sand-
blasters’ risks of end stage renal dis-
ease, it would be helpful to locate silica-
exposed sandblasters with less risk of
lead exposure.
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Drs. Steenland and Thun
Respond

We appreciate the suggestion from

Mr. Schirmer that lead exposure may

have contributed to the increased risk

of end-stage renal disease observed in
sandblasters in our study of end stage
renal disease. Sandblasting may indeed
involve exposure from leaded paint.

There are several factors, however,

which strengthen the case for silica as

an independent risk factor.

1. Inour study, sandblasting had an odds
ratio of 3.83, compared to 1.73 for lead
workers. The higher risk in sandblast-
ers, only some of whom are exposed
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to lead, suggests that an exposure
other than lead is responsible.

2. Our review of the work history of 8
renal cases and 3 controls in our
study who were exposed to sand-
blasting (Table 1) suggests that only
two (cases 2 and 4) worked in jobs
with probable exposure to leaded
paint.

TABLE 1—Cases and Controls with Exposure

to Sandblasting

Case 1, tooimaker, 35 yrs, 5 hrs/wk
sandblasting tools

Case 2, construction worker, 1 yr, 4 hrs/wk
sandblasting

Case 3, toolmaker, 5 yrs, 4hrs/wk sandblasting
tools

Case 4, brewery worker, 14 yrs, 5 hrs/wk
sandblasting trucks before painting

Case 5, meatworker, 2 yrs, 40 hrs/wk,
sandblasting meat container

Case 6, motor repairman, 1 yr, 10 hrs/wk,
sandblasting motors

Case 7, sandblaster, 3 yrs, 40 hrs/wk,
sandblasting caskets

Case 8, sandblaster, 10 yrs, 40 hrs/wk in

sandblasting company

Control 1, miller, 9 yrs, 1 hr/wk, sandblast parts

Control 2, auto repair, 12 yrs, 1 hr/wk sandblast
parts

Control 3, setup man (tools), 5 yrs, 40 hrs/wk,
sandblast parts

3. Rats and rabbits which have been
implanted or injected with silica gel
develop interstitial nephritis and glo-
merular lesions.!

4. Sandblasters with silicosis have an
unusually high prevalence of antinu-
clear antibody (ANA) positivity
without other stigmata of lupus
erythematosis,2 suggesting that sili-
ca-induced immunologic abnormali-
ties may provide a mechanism for
renal injury.

5. Cases of silica-associated nephrop-
athy, reported in the literature, have
all shown evidence of glomerulopa-
thy as well as interstitial disease.3
Similar data have been reported
from an autopsy series of silicotics.4
Glomerular involvement is not a
common feature of lead-induced kid-
ney disease.

In summary, the literature on silica
and glomerulonephritis suggests that
the occurrence of renal disease in silica-
exposed workers, particularly in those
with silicosis, should be examined fur-
ther.
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Hospital Policy, Practice
Re HIV Testing for
Pregnant Women and
Newborns

Hospitals with maternity services
may play an essential role in identifying
human immunodeficiency virus (HIV)
infection among women and children,
since the majority of HIV-infected
women are of childbearing age,! and
perinatal exposure is the most common
route of pediatric HIV infection.2 The
Centers for Disease Control recom-
mends HIV testing for ‘‘all women of
childbearing age with identifiable risk
factors for HIV infection.’’3 Other ex-
perts have begun to argue for expanded
HIV testing, including universal testing
of pregnant women.45 In order to define
current hospital practice regarding HIV
testing for pregnant women and new-
borns, we conducted a telephone sur-
vey of maternity hospitals between No-
vember 1988 and February 1989.

One-hundred and fifty urban hos-
pitals were randomly chosen for survey
by selecting every fifteenth hospital
from a list of all US hospitals with more
than 900 births per year.$ Eighty-four of
these hospitals were located in the 20
cities with the highest prevalence of
AIDS (acquired immunodeficiency syn-
drome) cases,” and 66 in cities with
lower AIDS prevalence. For each hos-
pital, an attempt was made to reach a
contact person knowledgeable about
that institution’s policies and practices
regarding HIV testing. Complete re-
sponses were obtained from 60 percent
of high risk and 79 percent of low risk
hospitals. Survey results are summa-
rized in Table 1.

The majority of responding hospi-
tals had written policies on HIV testing,
and required written consent for testing
both women and newborns. Hospitals in
cities with higher or lower AIDS preva-
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TABLE I—Survey Results

All High Low
Hospitals  Risk Risk
(n=102) (n = 50) (n=52)

R R R

Hospitals not

offering HIV

testing for

women and

newborns 6 1 5
Hospitals has

written a policy

on HIV testing 7 36 35
Hospital requires

written consent

for HIV testing

in women 93 47 46
Hospital requires

written consent

for HIV testing

in newborns 86 4 42
Hospital offers HIV

testing to all

pregnant

women in high

risk groups 89 45 4
Hospital offers HIV

testing for all

infants of

women in high

risk groups 80 45 35
Hospital offers HIV

testing for all

infants of

HIV-positive

mothers 92 50 42
Hospitals offers

HIV testing to

all pregnant

women 2 2 0
Hospital offers HIV

testing for all

newborns 4 2 2

lence were similar with regard to devel-
opment of written policies, use of writ-
ten consent, and use of HIV testing for
women in high-risk groups. Hospitals in
lower risk cities were less likely to offer
testing for newborns of HIV-positive
mothers and newborns of mothers at
high risk for HIV infection. Five of the
six hospitals not performing any HIV
testing were located in lower risk areas.

This survey suggests that HIV test-
ing is probably available to women and
newborns in the vast majority of US
urban hospitals with larger maternity
services. In areas of lower AIDS prev-
alence, however, 10 percent of the re-
sponding hospitals said they do not do
any HIV testing. In high risk areas, a
small number of hospitals have begun to
offer HIV testing for all pregnant
women, or for all newborns.
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Commitment to Quality
Care

The call for increased commitment
to quality improvement in health care by
Schoenbaum! in the April issue of the
Journal is already being answered. On
December 19, 1989, the Agency for
Health Care Policy and Research was
established in the Public Health Service
under the Omnibus Budget Reconcilia-
tion Act of 1989 (PL 101-239). The
agency’s mission is to enhance the qual-
ity, appropriateness, and effectiveness
of health care services and to improve
access to such services. This will be
accomplished through a broad base of
scientific research and through the pro-
motion of improvements in clinical prac-
tice and in the organization, financing,
and delivery of health care services.

Among a broad array of research
activities, a central element of the new
agency will be conducting and support-
ing research on the outcomes of health
care service and procedures, as well as
assessing the impact of those outcomes
on the US population. The long-term
goal of this program, known as the
Medical Treatment Effectiveness Pro-
gram, is to change the assessment of
health care services from a focus on
process (what was done) to outcomes
(what resulted) from those processes of
medical care. It will focus on data base
development and dissemination of re-
search findings, in addition to patient
outcomes research,2 becoming a major
source for collaborative governmental
and private efforts to develop clinical
practice guidelines.
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