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Figure 1. Five themes emerged from the Roundtable #1 discussion.  Each theme suggests policy changes that 

might increase the effectiveness of lead poisoning testing and decrease the incidence of lead poisoning 

in Milwaukee. 
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Corrections. 10.1.19:  1. The Milwaukee Health Department collects data from all blood tests - 

whether a capillary finger prick or venous blood draw - and sends a letter to parents if the 

threshold for poisoning is met.  However, due to the unreliability of the capillary test, a 

confirmatory venous blood draw is required for further responses by the Milwaukee 

Health Department.  2. The next Roundtable will be held on October 22, 2019.  

 

I. INTRODUCTION 
 

The Lead Issues in Milwaukee Roundtable Series hosted by the League of Women Voters of 

Milwaukee County has been created to provide a platform for productive discussion and the sharing of 

resources regarding issues surrounding lead poisoning in Milwaukee. Each Roundtable discussion poses 

a series of questions designed to unpack issues regarding one of three aspects of this issue.  This first 

roundtable focused on Testing Children for Lead Poisoning (Figure 1).  A Roundtable scheduled on 

October 22, 2019 at Summit Place in West Allis will address Testing for Sources of Lead and Preventing 

Lead Poisoning.   

A key to a productive discussion is having knowledgeable participants at the table who are 

differentially affected by the problem and who can therefore provide insights from different 

perspectives. This first discussion was attended by representatives of the Milwaukee Health Department 

(MHD), Children’s Hospital of Wisconsin, Aurora Health Care, the 16th Street Community Health Centers 

(SSCHC), CDI (Community Development Institute) Head Start serving Milwaukee County, the Zilber 

School of Public Health at UWM, the Department of English at UWM, the Coalition on the Lead 

Emergency, the Benedict Center, the Interfaith Earth Network, Renew Environmental Public Health 

Advocates and the League of Women Voters of Milwaukee County. 

 

Figure 2.  TESTING RECOMMENDATIONS FOR CHILDREN LIVING IN THE CITY OF MILWAUKEE.   The 
Milwaukee Health Department (MHD) provided our roundtable with a document, “Lead 
Testing Recommendations” Effective Date: February 1, 2019.  This document included the 
above update.  
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Detailed agenda questions first stimulated small group discussion and then consensus 

discussion. Four topics were considered: Policy, Coverage in Testing Children, Practice in Testing 

Children and Research Needed.  Within each topic discussion, “Burning Questions” were evoked. These 

questions are intended to highlight critical issues and insights and stimulate further action by 

responsible parties. 

Participants were also asked to bring materials relevant to the agenda questions and these 

materials are posted on the League website at lwvmilwaukee.org.  The Milwaukee County Health 

Department (MHD) provided a February 1, 2019 update on its policies regarding the recommended 

testing of all children in Milwaukee (Figure 2), the recommended testing of pregnant women and 

lactating mothers in Milwaukee (Figure 3) and the recommended follow-up by parents and the 

 

 

 
 

Figure 3.  Screening questions recommended by the MHD for pregnant or lactating women.  From 

2.1.2019 policy brought to the Lead Issues in Milwaukee Roundtable #1 by representatives 

from the MHD.  Please see resources posted at lwvmilwaukee.org for entire document. 
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Milwaukee Health Department in the event of findings equal to or above 5 micrograms/deciliter in 

venous blood draws. 

Others provided a state recommendations pdf taken from the MHD website and 

recommendations from the CDI Head Start serving Milwaukee County formatted in both English and 

Spanish. (Please see resources posted at lwvmilwaukee.org.) 

In addition, the MHD provided graphs from their website page Childhood Lead Poisoning 

Dashboard1 depicting coverage and the frequency of lead poisoning in Milwaukee by year.  One of the 

graphs is shown in Figure 4 below: 

 
The MHD data (Figure 4 and in resources posted) indicate that about 60% of children in 

Milwaukee received at least one test for lead during the last year for which data is available, 2016. 
However, a representative from the MHD said that only about 30% of children received the required 
three tests before the age of three.  Approximately 10% of those tested in 2016 surpassed the lead 
threshold for poisoning of 5 micrograms/deciliter. (Please see the resources posted at 
lwvmilwaukee.org for details.) A participant noted that “while 25% of children in Wisconsin are black, 
50% of those found to be poisoned are black.” This statement  is borne out on page 10, Table 4 in the 
2016 Report on Childhood Lead Poisoning in Wisconsin, which can be found at 
(https://www.dhs.wisconsin.gov/publications/p01202-16.pdf). It indicates that of the children under 6 
tested in Wisconsin in 2016, 50.0% of those with Blood Lead Levels of greater than or equal to 5 
micrograms/deciliter were black. However only 21% of those tested under age 6 in 2016 in Wisconsin 
were black. 

 
1 https://city.milwaukee.gov/health/Lead-Poisoning-Prevention-Data/Childhood-Lead-Poisoning-
Dashboard.htm#.XORIH6ROn_U 

Figure 4.  Blood Lead Testing Penetration, 12- 35 months by year from MHD Childhood Lead Poisoning 

Dashboard.  From https://city.milwaukee.gov/health/Lead-Poisoning-Prevention-Data/Childhood-

Lead-Poisoning-Dashboard.htm#.XORIH6ROn_U 

https://www.dhs.wisconsin.gov/publications/p01202-16.pdf
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II. RESULTS OF ROUNDTABLE #1 – Testing Children for Lead Poisoning 
 

Five themes emerged from the discussion about testing children for lead poisoning, which 

suggested needed policy changes at the state and local level, and by government, private entities and 

government/private partnerships.  The five themes are represented in Figure 1 above and are discussed 

in detail below. Each emergent theme suggests possible policy changes that might increase the testing 

of children for lead poisoning. 

A. Technological Solutions 
B. City/Community Partnerships 
C. Health Care Provider Incentives and Prompts for Testing for Lead Poisoning 
D. Housing Regulations 
E. Overcoming Barriers for Parents 
 

A. Technological Solutions 

  A burning question often repeated during the discussion was: “How do we normalize lead 
testing?” Consensus formed around the idea that technological solutions could increase the number of 
children tested, the frequency with which they are tested, and that such changes could educate parents 
and practitioners regarding the need for lead testing.   

Changing Electronic Medical Records (EMRs) to include a patient’s lead testing history and to 
prompt medical providers when tests are recommended could improve patient outcomes. It was noted 
that practitioners currently must purposefully access information about a patient’s lead testing history 
separately from their EMR. Participants repeatedly called for a way to merge extant databases so that 
prompts for lead testing of children could be provided within their EMR.  Participants urged that the 
Wisconsin Immunization Registry (WIR), any lead registry and the EMR be merged to allow a clinical 
reminder to appear automatically when a child comes in for a wellness check or a visit with a physician 
or other health care provider.  Besides the expected immediate impact on the frequency with which 
children in Wisconsin would be tested for lead levels, this change would educate both practitioners and 
parents regarding the need for children to be tested for lead. One participant said that she is talking 
with colleagues to see whether such a request is feasible at Aurora Health Care.   

While the meeting’s focus was primarily on children, practices regarding pregnant women and 
lactating mothers were also discussed.  The MHD provided several screening questions that should be 
asked of all such women (Please see Figure 3 and resources posted at lwvmilwaukee.org), but the 
consensus was that such questions are not regularly part of pre-natal visits or visits to the mother’s 
physician after the birth.  The group asked that such screening questions might become part of 
technological prompts for obstetricians.  

There was also interest in researching the extent to which screening of pregnant and nursing 
women already takes place. One participant suggested accessing billing information or EMR records as a 
way of determining the frequency with which this population is assessed for lead exposure. It was noted 
that several health care systems conduct in-house research on health care practices. 

A representative from the SSCHC said that a very large percentage of health care outcomes are 
determined by environmental and social factors.  While questionnaires assessing such factors are a 
regular part of primary care physician visits at the SSCHC, she suggested that such factors become part 

“How do we normalize lead testing?” 
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of regular screening by primary care physicians outside the SSCHC network. That would allow the 
detection of possible environmental sources of lead poisoning beyond the three or four screening 
questions recommended in Wisconsin. These items could record changes in lead exposure in the 
environment beyond those encountered through remodeling of old housing stock.   

Finally, it was pointed out that there should be some way for parents to easily access 
information about their children’s lead testing results.  The recommendation was to remove barriers to 
such information so that such a registry was easily available when parents plan doctor visits or attend 
events where capillary blood draws are possible. After the meeting a representative of the MHD said 
that the results of both venous and capillary blood draws are recorded by the MHD. 

 
Burning Questions regarding Technological Solutions (Burning questions have been edited for 
clarity. Those marked with “*” were added either from other questions listed during the meeting 
or are based on analyses discussed here that were prompted by the meeting.) 
A1. How do we normalize lead testing? 
A2. Can technological prompts be added for the timing of recommended lead testing of children 

when they come in contact with the health care system? Is it possible to merge Epic EMR, 
WIR and lead registries within local health care delivery systems and at the state level?  
While such changes can be made locally, should a way to effect such change at the state 
level should be explored?  Should such a technological merger be used to automatically 
prompt physicians through a clinical reminder regarding the need for lead testing and its 
frequency in the same way that immunizations are prompted? 

A3. Can technological prompts be added for the lead screening questions for physicians during 
pre-natal visits of pregnant women and visits after delivery by lactating mothers? 

A4. Can physicians be given technological prompts to screen patients using social and 
environmental surveys that increase the likelihood that they will capture environmental 
hazards for lead poisoning outside the recommended screening questions?  Can these 
prompts, already practiced by the SSCHCs be replicated in all healthcare systems? 

A5.  Is research on the practices of OB doctors needed regarding the screening and testing of 
pregnant women and nursing mothers? Would access to billing records and EMR data within 
health care systems provide such information? 

A6. *Can technological barriers be removed so that parents can easily access lead testing results 
for their children?   

 
 
 

 

B. City/Community Partnerships  
Discussion centered on the various ways that families can be reached in order to provide them 

with access to lead testing, whether at the preliminary level of a finger prick (capillary blood draw) or 
through further confirmatory capillary or venous blood draws. While finger pricks can generate false 
positives, they are reported to the MHD and they can alert families to the need for further testing.  The 
MHD accepts both capillary and venous blood tests as proof of lead poisoning but prefers that detected 
levels are confirmed with a venous blood draw.2 The MHD does not do any blood testing at its facilities, 

 
2 An MHD representative corrected the misperception that only venous draws were recorded by MHD.  She said 
that the MHD records both capillary and venous tests and that capillary tests can be used as a confirmatory test to 
trigger an MHD response. However, please see the correction on page 2. Only a venous blood draw will trigger all 
responses of the MHD.  A capillary test can trigger only a letter from the MHD. 
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but it oversees the follow-up protocols triggered by blood lead levels that are elevated beyond critical 
thresholds. 

When children are tested, the primary medical provider may do a capillary test in his or her 
office that then may prompt the venous blood draw in a laboratory. Unfortunately, access to a primary 
medical provider may not be possible for some parents, and some parents may not be able to follow up 
with lab work immediately because of having the child’s siblings in tow or because they lack the 
transportation required to go to another facility for the venous blood draw.  In addition, there are 
several reasons why children might not consistently access the same primary physician, such as after a 
move or when in the care of grandparents or other primary caregivers.  In this case, continuity of care 
and access to records becomes problematic because records remain within a health care system. 

Children can be tested at community events or in their home with the finger prick (capillary 
blood draw) technique, by a person who is merely trained in that procedure without any medical 
credential. Similarly Screening at the SDC (Social Development Commission) and WIC (Women, Infants 
and Children) Program is done with a finger prick and should be followed up with preferably a venous, 
as opposed to capillary, blood draw.  It is important that parents have easy access to facilities where 
venous blood draws can provide confirmation for capillary tests because they are more reliable. 

The SSCHC, which has a history of going into nearby neighborhood homes to conduct capillary 
tests with family members, currently has a grant from the MHD to go into homes in neighborhoods on 
the north side to test children.  In addition, a representative from COLE, the Coalition for the Lead 
Emergency, said that COLE is starting to go around to clinics on the north side to see what they are 
already doing.  She said that we really don’t know how families are accessed there.  It was reported that 
the AMANI neighborhood is also a model for such a door-to-door outreach program.  A health care 
participant, who reviewed an earlier draft of this report, noted that health care facilities in the north 
don’t have access to the community, just to individuals. 

Unfortunately, a representative from the SSCHC reported that some residents will deny entry to 
homes unless staff are there to address the lead lateral issue.  She noted that trust is essential when 
they go into homes and that it is necessary for them to establish that trust with community 
organizations when they are going beyond the SSCHC neighborhoods. 

The bottom line is that while it is clear that the SSCHC has a productive model for increasing the 
coverage of children tested with the capillary test (which presumably prompts families to follow up in 
the case of indicated poisoning), it is not at all clear the extent to which neighborhoods outside of the 
SSCHC service area are receiving such interventions. 

In addition, it was noted that community events can provide a venue for capillary testing in an 
area that affords some privacy. COLE was planning such an event - the Lead Education and Community 
Celebration at the Hephatha Lutheran Church in collaboration with the MHD on May 21, 2019. However, 
it is not clear whether just a handful of children are tested at such events, which require a somewhat 
private space for this to occur. Others suggested that libraries and churches might provide venues for 
such testing.  While school age children are beyond the young ages desired, K-3, Head Start and day care 
facilities may provide venues for such testing. It was suggested that the question about whether or not a 
child has been tested for lead (not the result of that test) – currently present on K-3/Head Start forms - 
become mandatory. A reviewer noted that question is completed by the health care provider. 

The consensus was that representatives of clinic outreach efforts need to go into homes to 
provide the initial lead-poisoning test that anyone can administer, and that parents should be provided 
with multiple such opportunities at community events and locations. However, it is necessary that trust 
be established for parents to be receptive to such overtures.  Perhaps partnerships between community 
organizations, the MHD, the SDC, and local outreach health centers, such as the COLE event described 
above, can help to build such trust.  How can such efforts to empower productive and trusted outreach 
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by SSCHC, neighborhood health facilities, the SDC and community organizations in partnership with the 
MHD be funded? 

 
 
Burning Questions regarding City/Community Partnerships: 
B1. What is the area distribution of those who have access to testing?  Can the Environmental 

Public Health Tracking Tool provide some answers?  Can we map out areas which have 
access to community outreach resources for lead testing and those that do not? 

B2. Can the City/Community Partnership between the SSCHC and MHD be expanded to other 
community health centers on the north side and other areas in need? 

B3. Should there be greater outreach to K-3/head start programs, day care in terms of screening 
and capillary testing? 

B4. *Can a response be mandated for the lead-testing question on K-3/Head Start applications, 
so as to prompt follow-up education for parents who have not had their children tested?   

B5. Can community partnerships with the MHD at daycare centers, churches or libraries be 
expanded to allow for greater capillary testing of children, for building trust and for 
providing educational materials for parents?  

B6. Can MHD/ SSCHC/SDC and neighborhood health care outreach partnerships inspire the trust 
required for capillary testing of children at home? How can such partnerships be funded? 

B7. Can the MHD secure funding for trusted neighborhood outreach health facilities to work 
with the MHD to replicate the Sixteenth Street Community Health Centers’ lead outreach 
program?  

 
 
 
 

 

C. Health Care Provider Incentives and Prompts for Testing for Lead Poisoning  
Participants in the discussion focused on a variety of incentives for health care providers to 

increase their likelihood of testing children and pregnant women and nursing mothers for lead.  An MHD 
representative noted that the testing rate of Milwaukee children tested increased, starting in 2010 and 
continuing over several years, when the State was providing a report card to practitioners about their 
lead-testing coverage (Figure 4).  Ideas broached during the discussion included the following: 

• Should some type of report card for physicians or health care facilities be reinstated to 
increase coverage? 

• Should new insurance or practice thresholds provide such incentives? 

• Could State Medicaid regulations advocate for stronger recommendations regarding 
screening and testing of pregnant women and nursing mothers? 

• Might managed care system thresholds be established to drive lead-testing coverage? 

• Could HEDIS (Healthcare Effectiveness Data and Information Set) or NCQA (National 
Committee for Quality Assurance) measures be created that are dependent on lead-
testing practice? 

• Might reimbursement to Health care facilities for lead testing be made dependent upon 
a certain threshold of testing? 
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As discussed above, various technological solutions offer promise to increase the frequency of 
testing and screening for lead poisoning by prompting health care providers. Such prompts when 
merged with the EMR and WIR could provide the patient’s history of testing, provide screening 
questions to ask, and generate expected dates for upcoming tests.   

The discussion highlighted the fact that little is known about physician knowledge of and 
compliance with recommended screening and testing of pregnant women and nursing mothers (Figure 
3). It was noted that this is a “data problem” and one participant asked if pulling billing data and EMRs 
might provide some answers, especially at health facilities that conduct their own research.  Some felt 
state Medicaid recommendations for testing pregnant women and nursing mothers should be made 
stronger; others said that such recommendations should be updated. 

Burning Questions regarding Health Care Incentives and Prompts for Testing for Lead Poisoning 
C1. Should some type of report card for physicians or health care facilities be reinstated to 

increase coverage? 
C2. Can insurance and practice thresholds though healthcare system, HEDIS or NCQA standards 

be put in place? Is there a way to withhold reimbursement until a Heath Care system has 
reached a certain threshold of testing? Might this stimulate greater compliance with 
recommendations for screening/testing children, pregnant women and lactating mothers?   

C3. Should state recommendations for testing pregnant women be updated? 
C4. How are OB providers utilizing guidelines for lead testing?  Do we know or can we collect 

data regarding how OB providers are utilizing guidelines for lead testing? 
C5. Could stronger State Medicaid regulations increase screening and testing of pregnant 

women and nursing mothers? 
C6. Can one pull billing data and check the EMR for lead-testing data for pregnant women or 

nursing mothers to assess the extent to which these women are screened and tested for 
lead within health care systems that conduct their own research? How can we find out how 
often these women are screened and tested? 

C7. Note that almost all of the burning questions (1-4) regarding technological solutions address 
ways that physicians could be prompted during examinations to screen for or provide 
testing records and expected dates for testing for lead poisoning for children, pregnant 
women and nursing mothers.  These technological solutions hold promise for systemic 
improvement in health care’s lead-testing practice. 

 
 
 

 

D. Housing Regulations   

The roundtable conversation revealed areas of concern and promise regarding the intersections 
of city housing policy and testing for lead poisoning.  Discussion centered on the fact that when tenants 
of neglected rental properties are found to be lead-poisoned, they face possible eviction by 
unscrupulous landlords, perhaps because Wis. Stat. ch. 254 provides some enforcement options for local 
health departments to force abatement of such homes.3 A consultant with the MHD said they’re 
preparing to collaborate with community advocates on renters’ rights. 

Alderman Perez in Milwaukee will introduce legal protections for tenants who report high lead 
levels and such efforts should be supported.  Should landlords have to disclose if previous tenants have 
had elevated blood lead levels? [Do they need to disclose lead-related conditions (paint, soil, laterals) 

 
3 2016 Report on Childhood Lead Poisoning in Wisconsin by Wisconsin Department of Health Services, p. 16. 



LWVMC – Lead Issues in Milwaukee Roundtable #1 Report
  
 

10 
 

now?] How could this affect the privacy of the tenant? Should homeowners have to do the same before 
selling properties?  Could a lead-safe properties Registry be initiated? 

It was noted that some changes in State laws could improve abatement using the housing 
inspections policy of Rochester, NY, as a model to ensure certified lead-safe properties.  In Rochester, 
lead inspection and certification of abatement were added to certification requirements for various 
types of structures, including for rental properties.  (For the City’s lead ordinances, see: 
https://www.cityofrochester.gov/lead/ )  

When a similar ordinance was proposed in Syracuse, the Syracuse.com website stated that 
Rochester had seen an 85% decrease in the number of childhood lead poisoning cases since 2006 after 
requiring code enforcement officer to include lead paint problems as part of their routing interior and 

exterior inspections of rental units. The article titled, “Syracuse sees Rochester as role model to tackle 
lead paint problem”4 provided the above quote. 

One participant noted that Medicaid administrative funds have provided for lead paint, water 
and soil programs in Michigan and that a similar program has been proposed in Wisconsin. According to 
www.crainsdetroit.com, in November of 2016  Michigan won approval to spend $119 million dollars 
over five years for lead abatement:5   

Roundtable participants wondered how city/community partnerships can access Medicaid lead 

abatement funds. Others noted that the State and local budgets need to be examined for their 

priorities.   While the time for discussing State allocations on May 29th at the Capitol has passed, would it 

be possible to generate a large turnout to advocate for an increase in the MHD budget in the fall?  

Currently the city budget allocates only a small amount within the city’s $25 million Health Department 

budget for lead issues.  But perhaps more importantly, the city allocates 12 times the entire Health 

Department budget for the Police Department.  Given that even violence prevention is funded by the 

Health Department budget, is it time to reset the city’s priorities?  

 
4https://www.syracuse.com/health/2017/03/syracuse_sees_rochester_as_role_model_to_tackle_lead_paint_pro
blem.html 
5 https://www.crainsdetroit.com/article/20161114/NEWS01/161119887/michigan-gets-federal-ok-to-spend-119-
million-on-lead-abatement 

Rochester enacted a law in 2006 requiring code enforcement 

officers to look for lead paint problems during routine interior and 

exterior inspections of rental units. Since then the city has 

conducted more than 129,000 inspections and cut the number of 

childhood lead poisoning cases by 85 percent. 
 – www.syracuse.com 

The Centers for Medicare and Medicaid Services authorized an 

amendment to Michigan's Children's Health Insurance Program, or 

CHIP. The state will spend $333,000 this fiscal year to obtain a 

nearly $23.5 million federal match.  
  - www.crainsdetroit.com 

https://www.syracuse.com/health/2017/03/syracuse_sees_rochester_as_role_model_to_tackle_lead_paint_problem.html
https://www.syracuse.com/health/2017/03/syracuse_sees_rochester_as_role_model_to_tackle_lead_paint_problem.html
http://www.crainsdetroit.com/
https://www.crainsdetroit.com/article/20161114/NEWS01/161119887/michigan-gets-federal-ok-to-spend-119-million-on-lead-abatement
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 A participant noted that the economic and racially disproportionate costs of lead poisoning in 

terms of its educational, behavioral, incarceration, and earning potential effects - on impoverished 

people within the oldest parts of the city - are not often discussed when comparing the cost-

effectiveness of decreasing the number of children poisoned within the city.  Consensus formed around 

the idea to advocate for an increase in the city’s Health Department Budget, which will be considered in 

the fall.  

 

Burning Questions regarding the Impact of Housing Regulations on Lead Poisoning 
D1. *Alderman Perez in MKE will introduce legal protection for tenants who report high lead 

levels. Can this be supported politically? 
D2. How do policies regarding renters and housing intersect with BLL (blood lead levels)? 
D3. Should landlords have to disclose if previous tenants have elevated blood lead levels? 

Should homeowners have to make disclosures before selling their homes? (Added after the 
meeting: How might privacy laws intersect with such disclosures?) 

D4. Can we create a Lead-safe Housing Registry as has been done in other cities? 
D5. Can laws be enacted to require lead-abatement inspections of housing for certification or 

for resale?  Would this create a Lead-safe Housing Registry? 
D6. How can city/community partnerships access lead abatement funds? 
D7. *How can we get a large turnout to advocate for an increase in the MKE Health Department 

Budget in the fall? How can we change the city’s budget priorities which currently allocate 
only a small amount for lead issues within the $25 million Health Department budget and  
~$300 million for the Police Department? 

 
 
 
 

E. Overcoming Barriers for Parents   

As noted above, the MHD data provided at the roundtable indicated that about 60% of children in 
Milwaukee received at least one test for lead during the last year for which data is available, 2016. But a 
representative from the MHD said that only about 30% of children received the required three tests 
before the age of three.   While the MHD only becomes involved after a child has had a positive venous 
blood draw over the 5 microgram of lead/deciliter threshold, parents typically gain access to this system 
through a referral for venous testing from their primary health care provider.  

A variety of barriers create difficulties for parents in getting their children tested according to 
the recommended schedule of tests and subsequent follow-up recommended for Milwaukee.  Barriers 
for parents noted included:  

• Parental unfamiliarity with the need for testing, timing and venous follow-up tests 

• No automatic prompts for health care providers for lead testing  

• Lack of access to a primary care physician 

• Inconsistency in visiting the same health care provider 

• Educational materials in an unfamiliar language 

• A relative lack of city/community health care outreach efforts in the north 

• Unfamiliar health care providers refused entry into the home for testing  

• Transportation barriers for following a positive capillary test with a venous blood draw  

• Parents having difficulty accessing their children’s lead-testing records when needed 

• Possibly a lack of access to insurance and funding 
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To what extent parents are aware of the recommended “3 before 3” testing of children in 
Milwaukee and the recommendations for later testing?  The assumption that many parents are 

currently unaware of the need for testing children in Milwaukee for lead poisoning is fundamental to 
the burning question posed above, “A1. How do we normalize lead testing?” 

It appears that instituting automatic prompts for health care providers might serve two purposes:  
making lead testing and screening automatic for the physician during an office visit and educating 
parents regarding the need for testing.  However, many families do not have a regular provider and 

Figure 5.  A comparison of (A) the number of children tested and (B) the frequency of childhood poisoning 

between 2013 and 2016 by census tract invites a question that should be investigated regarding the 

detection of childhood lead poisoning, “Are children being tested to the same extent in high and 

low incidence areas?” Data needed to answer this question are missing in Map A because the actual 

numbers of children RESIDING within each census area over the three-year period is not given.  

Nonetheless, the high incidence of lead poisoning within the poorest areas of the city warrants a laser-

like focus. The same census tract (91) is highlighted in gold in each map.  Please note that there is an 

error in the state website’s legend in Map B.  The state website has excluded the highest percentage 

of poisoning (up to 31% - the deepest blue) as determined by the underlying data tabulated by census 

tract on the state website.  Data and images are from Wisconsin Department of Health Environmental 

Public Health Tracking Tool at https://www.dhs.wisconsin.gov/epht/index.htm . 

A 

B 

https://www.dhs.wisconsin.gov/epht/index.htm
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access different health care workers depending upon who is taking care of the children. For some 
families who move often or come from other states, their health records may not be complete.  A 
participant asked, “Who will assume ownership of patients who see multiple providers within treatment 
systems?” [Prompts within a treatment system should “pop-up” regardless of provider.] 

 Perhaps data regarding the number of children tested for lead poisoning by zip code or census 
tract within Milwaukee can indirectly provide some information regarding the combined effect of 
parental awareness of the need for testing and access to such testing.  A representative of the MHD said 
testing data is available at the Wisconsin Department of Health Environmental Public Health Tracking 
Tool at https://www.dhs.wisconsin.gov/epht/index.htm . Data can be accessed by “census tract” within 
Milwaukee county.  

Figure 5 provides information on the number of children tested within Milwaukee census tracts 
and the percent of those tested who were found to be poisoned.6  Unfortunately, it does not provide 
the percent of children residing in each area who were tested.  Part A of Figure 5 shows the number of 
children under 6 years of age who were tested for lead within each census tract in Milwaukee from 2013 
to 2016.  Part B shows the percent of children under 6 who tested positive for lead poisoning (at >=5ug 

lead /dL) within each census tract during that three-year period. The inverted relationship of the 
locations of where more children are tested and those where children are most likely to be found 
poisoned is visually striking. However, these maps might be misinterpreted to indicate that relatively 
fewer children are tested where the need is greatest. Given that these maps do not provide the 
numbers of children living within these areas and cannot provide the percent of eligible children 

 
6 Wisconsin Department of Health Environmental Public Health Tracking Tool at 
https://www.dhs.wisconsin.gov/epht/index.htm . 

Figure 6. Boundaries of Census Tracts 1854 (A) and 163 (B).  2016 census data indicated that Tract 1854 had 
fewer children under 6 – only 27% as many as in Tract 163 (Table 1).  But the margin of error is quite 
large.  In contrast, only about 19% as many children were tested in Tract 1854, indicating possible 
undertesting (Table 1). But this is only one comparison. One of the roundtable participants noted in 
reviewing this report that determining the actual numbers and relative testing rates for ALL the census 
tracts is important. 

A B 

https://www.dhs.wisconsin.gov/epht/index.htm
https://www.dhs.wisconsin.gov/epht/index.htm
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tested, one cannot draw this conclusion.  However, this question of relative numbers tested within each 
area needs to be investigated. 

  For example, fewer children were tested in the northern areas where a higher percentage of 
children, up to 31% in certain census tracts, were found to be poisoned. (Please note that the highest 
range of poisoning indicated by the darkest blue, 24.92% to 31.14%,7 is missing from the legend.)  
However, the number of children actually living within these areas is not provided by this database. 

Within the “northern” Tract 1854, which is bounded on the west and east by 24th and 16th 
Streets and by W. Wright and W. Brown streets on the north and south (Figure 6A), only 254 children 
under 6 were tested between 2013 and 2016 (Figure 5A, from associated tabulated data).8 However, 70 
or 27.6% of those children were found to be poisoned at or above the 5 microgram per deciliter 
threshold (Figure 5B, from associated tabulated data). In contrast, in Tract 163 in the southern half of 
this map (See its location in Figure 6B), 1362 children under 6 years of age were tested during that same 
three-year period and 181 or 8.6% of them were found to be poisoned (Figure 5 and associated 
tabulated data).9 

A check on the census data from these tracks for the year 2016 shows that indeed, fewer 
children aged 5 and under were counted in Tract 1854 than in Tract 163 (Table 1).10 In 2016, only 185 
children under 6 were counted in Tract 1854 while 675 children under 6 were counted in Tract 163. 
[Please note that these numbers have extremely large margins of error at each age counted (Table 1) 
and are considerably smaller than the number of children actually tested within these tracts over a 
three-year period.]  

 

Table 1.  Comparison of Milwaukee Census Tracts 1854 and 163 

 Census Tract 1854 Census Tract 163 

Children Residing within Milwaukee Census Tracts in 2016 

2016: Children under 3 years old 56    +/- 38 369   +/-112 

2016: Children 3 and 4 years old 104   +/- 62 208   +/-114 

2016: Children 5 years old 25    +/- 23 98     +/- 59 

2016: TOTAL Under 6 years old 185     +/- ??? 675    +/- ?? 
Children Under Age 6 Tested or Found Lead Poisoned in 2013 – 2016 by Census Tract 

Number Tested 254 1362 

Number Found Poisoned 70 181 

Percent Poisoned 27.6% 8.6% 
Source for census data: 
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_5YR_B09001&prodType=table 
Source for Testing/Lead Poisoned Data: 
https://www.dhs.wisconsin.gov/epht/index.htm . 

 

 
7 Source for lead testing and poisoning frequency data by tract in geospatial and tabulated form: 
https://www.dhs.wisconsin.gov/epht/index.htm . 
8 Ibid. 
9 Ibid. 
10 Source for census data: 

https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_5YR_B09001&prodType=table 

 

https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_5YR_B09001&prodType=table
https://www.dhs.wisconsin.gov/epht/index.htm
https://www.dhs.wisconsin.gov/epht/index.htm
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_5YR_B09001&prodType=table
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If one uses the ratio of these two populations as an estimate, Tract 1854 has only 27% the 
number of children of Tract 163.  However, the ratio of the children tested in Tract 1854 to those tested 
in Tract 163 is only 19%.  Therefore, it appears that children in Tract 1854 were undertested compared 
to those in Tract 163, missing approximately 119 children of which about 30 could have been poisoned. 
One needs to examine the data in a larger sample of census tracts to see if children in the northern part 
of the city are relatively undertested.  This should be done in order to prioritize efforts and resources. 

While it is crucially important to determine the actual population of children under 6 in each 
area, this back-of-an envelope estimation of undertesting in the north suggests a need. We already 
know from Figure 1 that only 30% of Milwaukee’s children have the required three tests before the age 
of three and Figure 5 shows that inner city children are most affected.  Together these data present an 
opportunity for targeted intervention and the prevention of childhood poisoning in these northern 
neighborhoods. Testing positive for lead poisoning initiates intercession and at times abatement 
according to MHD protocols; for example, treatment might lower the elevated blood lead levels of 
highly poisoned individuals through chelation. But it is more likely that knowledge of lead poisoning and 
subsequent home abatement might prevent additional poisoning of affected individuals over time and 
the poisoning of other children within the home.  Therefore, these data might be used to persuade 
policy makers and funding agencies of the need to fund such testing.  

How can increasing the “3 by 3” testing in high prevalence neighborhoods be addressed?  Might 
child testing data be examined in conjunction with the location of neighborhood health centers to 
determine whether there are pockets of residents who need greater access to both capillary and venous 
testing? As noted above, a representative from COLE indicated that their members were already going 
around to clinics on the north side to see what lead outreach to families had already been initiated.  The 
partnerships between the MHD and SSCHC, and perhaps the outreach in the AMANi neighborhood, 
provide models both in terms of educating parents regarding the need for lead testing and for 
administering capillary tests in the home.  Should the results of current partnerships be assessed to 
provide models for optimal expansion? Within our discussion, it appeared there was already consensus 
that such efforts hold promise, as long as trust can be established between provider and resident. One 
provider indicated that doors were literally closed to her colleagues because the residents were only 
interested in the removal of lead laterals. Might providers or the MHD enlist the help of groups 
advocating for lead laterals to educate community members about the need to allow home access for 
capillary testing and abatement? 

As one roundtable participant noted, parents need to be educated in order to serve as their 
children’s best advocates within the health care system. It appears that city/community partnering for 
health events at churches, schools, libraries or daycare centers might provide a venue for dissemination 
of information and initial capillary testing of children. Are such events primarily useful as venues that 
provide education and build trust? Someone from COLE indicated that only a few people had taken 
advantage of the capillary testing at an earlier such event.  One participant asked if such events might 
enhance access to capillary testing by providing a location that gives some privacy. The question remains 
regarding the extent to which such events are numerous enough, effective enough, and appropriately 
located to carry the burden of educating parents about testing children.  Will funding help to increase 
their reach and effectiveness at the locations suggested during the roundtable – libraries, schools, 
churches and daycare centers?  As discussed in Section A above, can a technological solution allow 
parents to access their child’s lead testing records at such community events as needed? 

 As prompted by a brochure provided in Spanish and English by Rachel Lecher, participants 
concluded that educational materials should be bi-lingual, whether accessed in a doctor’s office or at 
neighborhood health fairs.   Are materials at such events or online from the MHD currently provided in 
Spanish and English?  If not, with appropriate funding, can they be revised in this way?   
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As discussed above, some logistical issues regarding accessing venous testing were reported for 
parents who come to primary care providers with other children in tow, or when the laboratory is 
located at a distance from the primary provider.  One participant asked if funds to address 
transportation needs could be made available.  Another asked if educational materials that describe the 
location of laboratories that do venous testing might be created for parents.   

Roundtable participants also wondered if funding is an issue for some parents accessing health 
care. An MHD representative noted that the department has a website - CHAP or Community Healthcare 
Access Program - that can provide some assistance at 
https://city.milwaukee.gov/health/medassist#.XOW5XI9On_U .  The MHD also helps people get 
insurance through Badger Care or Medicaid. It was noted that the cost of venous testing is not high. 

The SSCHC outreach efforts that are currently being replicated in underserved neighborhoods 
may provide parents with both ways to learn about lead-related issues and capillary testing of their 
children at home. It will be important to see to what extent data about the testing efforts and coverage 
through the SDC, the SSCHC and local health care facilities in collaboration with the MHD is collected, 
and the extent to which these efforts become a high priority for those making policy decisions.  Funding 
reflects priorities. The will to fund mechanisms that increase parental access to lead testing in the most 
vulnerable areas of Milwaukee is crucial – given the lifelong social, educational, economic, behavioral 
and health costs to individuals whose poisoning goes underreported. 

Burning Questions regarding Barriers for Parents 

E1. To what extent are parents aware of the recommended “3 before 3” testing of children in 
Milwaukee and screening for testing at later ages?  (See A1.) How do we normalize lead 
testing? 

E2. Besides making lead testing and screening automatic during an office visit, might electronic 
prompts for lead testing also serve to educate parents regarding the need for testing? (See 
A2.)   

E3.  Who will assume ownership of patients who see multiple providers within treatment 
systems? [Clinical reminders are at the system level, so that should help when people are 
seeing multiple providers within the same system.] 

E4.  Should health events co-sponsored by city/community partnerships enhance access to 
capillary testing by providing a location that gives some privacy? Can such events help to 
educate parents and develop trust with providers? (See B5.) 

E5.  Should all materials for parents regarding testing be available in Spanish as well as in English? 
With appropriate funding, can existing materials be revised in this way? 

E6.  *Can technological barriers for parents to easily access information about lead testing be 
removed? (See A5.) 

E7.  *Might community groups be enlisted to help educate community members about the need 
to allow home access for capillary testing and abatement? (See B5.) 

E8.  Can health care facilities in the north partner with the SSCHC, the MHD and other community 
organizations to increase education and capillary lead testing in homes? (See B6.) 

E9. *Should capillary testing at home in northern neighborhoods and later venous testing in 
laboratories be given the highest priority and therefore highest possible funding by policy 
makers? (See B7.) 

 

 

 

https://city.milwaukee.gov/health/medassist#.XOW5XI9On_U
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III. CONCLUSIONS OF ROUNDTABLE #1 – Testing Children for Lead Poisoning 

  The roundtable brought together a variety of stakeholders whose collective expertise provided a 
rich discussion of the difficulties in testing children, pregnant women and nursing mothers for lead 
poisoning in Milwaukee. Although lead testing is recommended for all children in Milwaukee by (“3 
before 3” with follow-ups before the age of 6, Figure 2), the Milwaukee Health Department (MHD) does 
not perform lead testing itself.  The MHD becomes involved only after a 5 microgram per deciliter 
threshold for lead poisoning has been reached. While the state mandates that all lead test results be 
reported, only about 30% of Milwaukee’s children in 2016 had the three required tests and only about 
60% of Milwaukee children in 2016 had at least one test. The population most disproportionately 
affected by lead poisoning is black children living in poverty. 

Given this undertesting of Milwaukee’s children, the emerging theme of the entire discussion 
was, “How do we normalize lead testing?”  Burning questions regarding possible solutions arose from 
that discussion and are summarized below according to five emergent themes: 
 A.  Technological Solutions.  Consensus emerged that databases should be merged so as to 
provide clinical reminders for lead testing of children and screening of women who were pregnant or 
nursing.  Currently providers must open a separate database to access this information and it is 
unknown to what extent pregnant women and nursing mothers are even screened.  Given that a large 
percentage of health outcomes depend upon social and environmental factors, it was suggested that 
screening prompts for such factors might alert providers to lead hazards outside of the recommended 
screening questions about old housing stock and remodeling. 

B.  City/Community Partnerships.  The Sixteenth Street Community Health Centers (SSCHC) 
provides a model for educating parents and administering preliminary capillary tests of children at 
home. Such tests are reported to the MHD and can prompt parents to get venous testing in a 
laboratory.  In neighborhoods outside the reach of the SSCHC Centers, it is not clear where there are 
efforts by local clinics to conduct such preliminary tests and educate parents. The MHD has partnered 
with the SSCHC and others to go into neighborhoods in the most affected zip codes that may currently 
be underserved (Figures 5 and 6 and Table 1); but without trust, entry into homes is often prevented.  
Perhaps city/community partnerships can help to build that trust. 

To educate parents, community groups like the Coalition for a Lead Emergency (COLE) have 
partnered with the MHD to provide information about lead testing and abatement at neighborhood 
health fairs. While commendable, the coverage and effectiveness of such uncoordinated local efforts is 
not known. How can education of parents become a priority of the city? Although such community 
fairs also offer finger prick (capillary) testing for lead, it appears that very few families take advantage of 
this.  Some capillary tests are administered at the Social Development Commission (SDC) and at Women, 
Infant and Children (WIR) sites.  The consensus emerged that capillary testing and education about 
lead should be made available at venues where families gather – churches, Head Start, k-3 daycare 
facilities and libraries.   

How can such efforts to empower productive and trusted outreach by SSCHC, other 
neighborhood health facilities, and community organizations in partnership with the MHD be funded?  
How can comprehensive coverage of currently underserved and vulnerable neighborhoods be 
assured?   

C.  Health Care Provider Incentives and Prompts. A variety of incentives to drive lead testing 
were discussed. These included report cards for physicians that have increased lead testing coverage in 
the past, and insurance and health care facility reimbursement thresholds based on HEDIS (Healthcare 
Effectiveness Data and Information Set) or NCQA (National Committee for Quality Assurance) measures. 
Given that so little is known about the level of screening of pregnant women and nursing mothers, data 
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mining within health care facilities’ billing records and patient records was suggested.  All agreed that 
electronic prompts or clinical reminders should be instituted to drive testing of children, pregnant 
women and nursing mothers for lead poisoning, and screening for social and environmental hazards as 
described in Section A above. 

D.   Housing Regulations. Policy changes are needed to replicate the success of cities like 
Rochester, N.Y. that saw lead poisoning plummet after structure certification regulations were 
changed to include testing for lead contamination. Lead abatement of contaminated properties in 
Rochester is required for certification.  It is not clear whether such a policy exists in Milwaukee.  Tenants 
in poorly maintained properties in Milwaukee are fearful of being evicted if lead poisoning of family 
members is reported.  However, an ordinance sponsored by Alderman Perez, Common Council File 
#181759, was passed July 9, 2019 by the City Council.  It protects tenants living in a property being 
investigated for lead-exposure from landlord retaliation.  

In a discussion outside of the mandate of this roundtable, participants wondered how Medicaid 
lead abatement funds could be accessed by city/community partnerships to address soil, paint and 
water contamination in lead contaminated homes. Questions were also raised regarding access to 
advocates who can help tenants living in poorly maintained properties.  The city’s budget for lead issues 
is a very small part of the $25 million Health Department budget. The public needs to be made aware of 
the 12-fold disparity between the Health Department and Police Department budgets (~$300 million) in 
order to advocate for an increase in the MHD budget in the fall. Such budget changes are required to 
address the funding needs highlighted in this report. 

E. Overcoming Barriers for Parents.  The census tract data recommended by a participant in this 
discussion provides evidence that the areas where children are most frequently poisoned are also the 
areas where fewer children are tested (Figure 5), but this may reflect the fact that fewer children reside 
in these areas. Census data should be accessed to see whether this means that disproportionately 
fewer children are tested in these areas (Table 1). Regardless of the proportionality, we know that 
only 30% of children in Milwaukee receive the “3 before 3” recommended tests and that children in 
the poorest areas of the city are also those who have the highest rates of poisoning (Figure 5). As 
described in Section B. above, the MHD indicated that they are funding and partnering with SSCHC and 
others to provide access and education for parents in underserved neighborhoods. Supporting such 
outreach and testing in homes is a critical priority for addressing the disparity in poisoning in the inner 
city, where some census tracts have a rate of poisoning as high as 30% (Figure 5).  This denotes an 
emergency - given the lifelong social, educational, economic, behavioral and health costs to individuals 
whose poisoning goes undetected.   

 It appears that more testing occurs in areas better served by the SSCHC.  While the Coalition for 
a Lead Emergency (COLE) is trying to determine what outreach is already available through local 
community health centers in the northern parts of the city, perhaps a more centralized approach is 
needed to determine where there is an absence of outreach in northern areas where there is a high 
frequency of poisoning. Roundtable participants noted the difficulties for many parents in getting 
children to laboratories where blood is drawn; funding solutions were proposed. The provision of 
materials in Spanish as well as English should be a priority.  Also, parents need access to a central 
database in order to determine whether their children have been tested and the results of such tests.  
However, all these measures require funding.  The huge disparity in funding between the Milwaukee 
Health Department and its Police Department reflects the city’s priorities.  Those priorities need to 
change in order to protect many of our city’s children from lifelong impairment. 

After the Roundtable.  A roundtable participant commented that the participants were able to 
gain insights during the roundtable precisely because of the unusual mix of interests and expertise 
present.  She asked, “How can we create a platform to have in-depth conversations to identify barriers 
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to parents getting their children tested and provide possible solutions?  How can such conversations 
occur that welcome stakeholders to the table who are affected?  How can effective conversations 
about barriers - that include the Health Department, practitioners, local health facilities, interested 
parents and community leaders take place? It is important to have a productive mix of stakeholders 
present so that discussion can lead to effective action.” 

 A representative from the Health Department indicated that the MHD was putting together a 
community lead task force.  She said that this roundtable discussion can inform what they are going to 
be asking stakeholders and that the organizers might use the “Burning Questions” above as the starting 
point for their conversation. 

It is hoped that all participants will look over the questions raised to see if their expertise 
allows them to make a difference in advancing the solutions broached. We hope that the enthusiasm 
and generosity evidenced by all the participants can be maintained as you work within your 
organizations to advocate for the changes suggested.  Given that there was not time to revisit all of the 
burning questions, everyone is asked to respond by email to Ann Batiza if you would like to share any 
information in response to the burning questions posed in this report.  A list of contact information was 
made available by participants.  It is hoped that you will use that to collaborate as you work toward the 
solutions suggested by this roundtable.  Please keep us informed of your progress and any upcoming 
events we can promote in a non-partisan way on our website. 

 

IV. ANNOUNCEMENTS 

o Lead Education and Community Celebration sponsored by COLE and the MKE Health 
Department at Hephatha Lutheran Church, 1720 W. Locust on Tuesday, May 21, 4 – 7 pm. 

o Rally on May 29th regarding Medicaid expansion at the State Capital - educating legislators 
on lead. We need to advocate for the Governor’s $40 million budget on lead. 

o We should consider organizing advocacy for the city budget allocation for the Health 
Department when that discussion comes up in the fall. 

o An ordinance sponsored by Alderman Perez, Common Council File #181759, was passed July 
9, 2019 by the City Council.  It protects tenants living in a property being investigated for 
lead-exposure from landlord retaliation. 

o Governor Evers created a lead pollution czar position on Monday, July 29, 2019 at the state 
Department of Health Services to coordinate efforts to reduce lead poisoning. While widely 
reported as pertaining only to drinking water, the executive order mentions both water 
contamination and lead-paint based hazards and instructs this czar to “facilitate cross-
department efforts to implement solutions and identify ways to promote collaboration 
among local health departments and community organizations to accelerate more robust 
lead prevention, treatment, removal, abatement and surveillance efforts.” Executive order: 
https://content.govdelivery.com/attachments/WIGOV/2019/07/29/file_attachments/12563
70/Lead%20EO.pdf 

o Sen. LaTonya Johnson, D-Milwaukee, and Rep. Kalan Haywood, D-Milwaukee are circulating 
a standalone bill to provide bonding for lead service line replacement. 
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