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Sent from my BlackBerry 10 smartphone on the Telstra Mobile network.

Hi Uma & Michelle,
To let you know I had a meeting this afternoon with Tracey Groom, Manager Ngukutharti Children &
Family Centre. Tracey informed me that there were over 30 parents with children that attended the
centre for the POCT on Friday, 

. The researchers ran out of time and did not test the remaining children,
.

There were several children that had elevated BLL, I do not have access to figures and levels. Tracey is
aware of a couple that had elevated levels and will follow up with the parents when they return to the
centre to see if they have seen their GP for follow up testing.
 

 
I will do up a full report of this POCT for the MILHMC meeting next month.
 
Kind regards
Toni
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Dear David,  

 

The preliminary results for the capillary testing are summarised below.  

• Between September and May 2017, there were 484 capillary blood tests were undertaken or 

attempted to be undertaken on Mount Isa children. This represents 26% of the Mount Isa 

population under five years;  

• Of the attempted tests, 438/471 (93%) produced a blood lead result; 

• Of the samples where a lead result is available, 26% percent of the tests were higher than 

the notifiable level; 

• Indigenous children represented 16% of the children tested. However, the percentage of 

results above the notifiable level (38%) and geometric mean was higher (4.6 µg/dl versus 4.2 

µg/dl) than for non-Indigenous children. 

 

In order to reach the target of 80%, approximately 1,000 more children need to be tested. It is 

unclear why more Mount Isa children have not been tested. The Alliance appears to have strong 

community support, testing is free (minimising accessibility barrier), integrated into immunisation 

appointments etc. Research indicates that additional strategies to optimise participation include 

reporting regularly on annual screening rates and undertaking a formal evaluation where evidence is 

lacking. It would be an interested mini project to undertake a basic evaluation of why more children 

have not been tested.  

 

See below for the results table. Please note this is a preliminary analysis only. It is unable to be 

determined if there are repeat results for individuals included. Including individual identifiers (e.g. ID 

number names) would overcome this. In addition to names can you please also ask for the sex 

variable in the next set of data?  
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I am leaving early today however can talk further regarding this on Monday.  

 

Regards, 

 

Cushla Coffey 

Master of Philosophy (Applied Epidemiology) Scholar  

Health Protection Branch, Department of Health 

p: 07 33289308 |   m:    

a: 3/15 Butterfield Street Herston QLD 4006 

w: Queensland Health  | e: cushla.coffey@health.qld.gov.au 
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18,000 kg in 2015/2016 as air releases [2]. The mining and smelting complex is also a significant source
for other toxic metals [3].
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Figure 1  Map of Mount Isa with percentage of residents of Indigenous status and the number of children 
tested for blood lead levels in this study by Statistical Area 1 (SA1). 
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of over 22,000 people, just over 8% of whom are children between the ages of 0 and 4, and 16% of whom 
are children aged 0–9 [4]. Mount Isa is an important service centre for several Indigenous communities 
spread across a very large region of the state  The city is situated on, and surrounded by, Indigenous land  
As a result, there is a higher than average Indigenous population in the city compared to the rest of the 
state  Almost 20% of the city is Indigenous, compared to the state average of 5% [5 6]. The ‘gap’ for 
Indigenous people in terms of social, economic and health and well-being observed in Australia is clearly 
seen in Mount Isa [7]. For example, the difference between Indigenous and non-Indigenous median age at 
death is 13 years (53 and 66 years, respectively) [6]. 

Childhood lead exposure in nonferrous mining and smelting communities worldwide has been an 
ongoing concern since its recognition by public health researchers in the early 1970s [8]. Decades of research 
have shown that children living near nonferrous mines and smelters are at risk of lead exposure and that 
proactive environmental and public health strategies are needed to monitor and reduce exposure [8–14]. 
Research in Mount Isa has documented elevated concentrations of lead in soil, dust and air as a result of 
mining and nonferrous metal smelting [15]. 

Both Australia and the US have lowered the blood lead level in children at which public health 
intervention should begin, from 10 to 5 μg/dL due to the accumulating body of scientific evidence on the 
effects of low-level lead [16,17]. A 2012 review of the scientific literature published by the US National 

Figure 1. Map of Mount Isa with percentage of residents of Indigenous status and the number of
children tested for blood lead levels in this study by Statistical Area 1 (SA1).

Starting with a handful of the early prospectors who found ore in 1923, Mount Isa has grown to a
city of over 22,000 people, just over 8% of whom are children between the ages of 0 and 4, and 16%
of whom are children aged 0–9 [4]. Mount Isa is an important service centre for several Indigenous
communities spread across a very large region of the state. The city is situated on, and surrounded
by, Indigenous land. As a result, there is a higher than average Indigenous population in the city
compared to the rest of the state. Almost 20% of the city is Indigenous, compared to the state average
of 5% [5,6]. The ‘gap’ for Indigenous people in terms of social, economic and health and well-being
observed in Australia is clearly seen in Mount Isa [7]. For example, the difference between Indigenous
and non-Indigenous median age at death is 13 years (53 and 66 years, respectively) [6].

Childhood lead exposure in nonferrous mining and smelting communities worldwide has been
an ongoing concern since its recognition by public health researchers in the early 1970s [8]. Decades
of research have shown that children living near nonferrous mines and smelters are at risk of lead
exposure and that proactive environmental and public health strategies are needed to monitor and
reduce exposure [8–14]. Research in Mount Isa has documented elevated concentrations of lead in soil,
dust and air as a result of mining and nonferrous metal smelting [15].
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Both Australia and the US have lowered the blood lead level in children at which public health
intervention should begin, from 10 to 5 μg/dL due to the accumulating body of scientific evidence
on the effects of low-level lead [16,17]. A 2012 review of the scientific literature published by the US
National Toxicology Program concluded that there is “sufficient evidence that blood Pb levels <10
and <5 μg/dL are associated with adverse health effects in children and adults” [18]. Health effects
associated with childhood lead exposure at blood lead levels <5 μg/dL include “increased diagnosis of
attention-related behavioral problems, greater incidence of problem behaviors, and decreased cognitive
performance” [18]. At blood lead levels <10 μg/dL, lead exposure is associated with “delayed puberty
and reduced postnatal growth” [18]. Among pregnant women, blood lead levels <5 μg/dL are
associated with reduced fetal growth, and blood lead levels <10 μg/dL are associated with increased
“spontaneous abortion and preterm birth” [18]. A recent US EPA Integrated Science Assessment
determined that there is a causal relationship in children between lead exposure and IQ decrements
and behavioral problems such as “attention and impulsivity and hyperactivity” [19].

There is a strong scientific consensus that exposure to low-level lead has serious adverse effects on
children’s health and development and should be prevented [17]. Nonferrous mines and smelters are
well-recognised sources of exposure [20]. Preventing and ameliorating childhood lead exposure near
these sources requires a strong regulatory framework and enforcement, monitoring and remediation
of pollution, and universal blood lead testing of children to identify children in need of public health
and/or medical intervention.

Concerns about childhood lead exposure in Mount Isa are long-standing. For example, a
Queensland Health report noted that a government testing effort in 2006–2007 was conducted in
response ‘to concerns about community exposure to lead’ [21]. Other concerns have centered on
low rates of testing [22,23], high blood lead levels in some children [24], perceived ‘complacency’
of governmental health leadership [25], disproportionate impacts on Indigenous children [26],
and the accuracy of health education information provided to the community and its cultural
appropriateness [27].

Despite these concerns, a large-scale, annual, and systematic screening program has not been
implemented in Mount Isa unlike in Port Pirie and Broken Hill. For example, in Broken Hill, blood lead
levels are tested annually in a significant proportion of the 1–4 population, and the results are published
in a detailed annual report. In 2015, 77% (n = 679) of all children ages 1–4 were screened in Broken Hill,
and the screening rates for Indigenous children exceeded 100% (potentially due to under-identification
of Indigenous status in the Census which serves as the denominator, or in-migration of Indigenous
child residents) [28].

South Australia Health publishes detailed reports on a quarterly and annual basis on children’s
blood lead levels in Port Pirie. In 2016, 641 children under the age of 5 were tested, including 113
children 24 months of age [29]. Because of limitations of census data, it is not possible to determine
precisely, but approximately two-thirds of the 0–4 population of Port Pirie is tested annually.

In Mount Isa, the proportion of children tested annually is much lower. For example, based
on testing and denominator data provided by Queensland Health, in 2012, only 2.2% of the under
5 population was tested. The highest rate of testing was in 2014 (8%), and in the most recent data
available (2015), 7.7% of Mount Isa children ages 1–4 were tested [22]. More recently, based on a media
report, it appears that approximately 25% of Mount Isa children were tested in the past year; however,
these data have not been publicly released [30].

The limited blood lead level data for Mount Isa children make it difficult to assess the dimensions
of the problem. Despite this, the data show a persistence of blood lead levels ≥5 μg/dL in the
community since the early 1990s when testing began. The earliest screening, conducted by the
Mount Isa Mines between 1992 and 1994, was based on a non-random sample of 101 children. More
than one-third (36.7%) of tested children had blood lead levels greater than 10 μg/dL, and 15.6% of
children tested had blood lead levels greater than 15 μg/dL [31] as can be seen in Table 1.
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Table 1. Reported blood lead levels for children in Mount Isa, 1992–2017.

Geometric Mean Blood Lead Levels, 95% CI (1–4 Year Olds); Children and
Family Centre Testing (This Study) Includes 1–6 Year Olds

Percent 5.0 μg/dL or
Greater

Percent 10.0 μg/dL or
Greater

Minimum Maximum
Blood Lead Level Values

All Children Non-Indigenous Indigenous All Children All Children All Children

Mount Isa Mines 1992–1994
10.9 (unspecified if geometric

or arithmetic mean)
(n = 101)

NA NA NA 36.7% 2–29

Queensland Health 2006/2007 5.0 (4.7, 5.2)
(n = 400)

4.5 (4.3–4.8)
(n = 315)

7.0 (6.2, 8.0)
(n = 83) NA 11.3% 1.3–31.5

Queensland Health 2010 4.27 (3.96, 4.61)
(n = 167)

3.98 (3.68, 4.32)
(n = 130)

5.44 (4.53, 6.53)
(n = 37) NA 4.8% 1.9–22.4

Queensland Medical Laboratory 2012 3.2 (n = 43) NA NA 21% NA NA
Queensland Medical Laboratory 2013 3.2 (n = 83) NA NA 23% 2.4% NA
Queensland Medical Laboratory 2014 2.6 (n = 98) NA 3.0 11% 0% NA
Mount Isa Hospital 2014 (Aug.–Dec.) 3.2 (n = 57) NA 3.5 16% 2% NA
Queensland Medical Laboratory and

other private labs 2015 3.0 (n = 49) NA 3.9 14% 6% NA

Mount Isa Hospital 2015 3.2 (n = 101) NA 3.7 16% 2% NA
Testing at Children and Family Centre

March & May 2017
3.8 (2.9; 5.0)

(n = 30)
2.4 (1.8, 3.1)

(n = 16)
6.5 (4.7, 9.2)

(n = 14) 40% 10% 1.6–17.3

Source: Data for Mount Island Mines was reported by Queensland Health [32]. All other data (excepting data from testing at the Children and Family Centre in March and May 2017)
was reported by Queensland Health [22]. Queensland Medical Laboratory testing is reported as ‘Children under 5’. The lowest possible value for Queensland Medical Laboratory and
Mount Isa Hospital is 2 μg/dL. The lowest value for Queensland Health 2006–2007 testing is 1.3 μg/dL. The lowest value for Queensland Health 2010 testing is 1.9 μg/dL. The lowest
detectable value in the Children and Family Centre testing is <3.3 μg/dL; 1.6 μg/dL used in our analysis for all values <3.3 μg/dL. The number of Indigenous children tested is not
available for Queensland Medical Laboratory and Mount Isa hospitals. Ninety-five percent confidence intervals reported where available. NA denotes data not available.

RTI 4432

Page 51 of 136

RTI R
ELE

ASE

DOH-DL 17/18-048



Int. J. Environ. Res. Public Health 2017, 14, 1567 5 of 15

The largest testing effort in Mount Isa occurred in 2006–2007 and was conducted by Queensland
Health. This screening included 400 children ages 1–4 who ‘were not randomly selected but were
invited to participate’ [31] but whose age, gender, and Indigenous status matched that of the overall
population of children in that age group in Mount Isa. Venepuncture was the method used for blood
collection in this study. Eighty-three of those tested were Indigenous children, 11.3% of whom had
blood lead levels ≥10 μg/dL and Indigenous children had a statistically significantly higher geometric
mean blood lead level (7 μg/dL compared to non-Indigenous children (4.5 μg/dL)) [31].

A smaller Queensland Health screening, again based on self-selection, in 2010, included
167 children, 37 of whom were identified as Indigenous. Blood samples were collected through
venepuncture. In this sample, 4.8% of children had blood lead levels ≥10 μg/dL and Indigenous
children were again found to have statistically significantly higher geometric mean blood lead levels
compared to non-Indigenous children (5.4 μg/dL compared to 4 μg/dL) [21].

Aside from these two detailed reports on children’s blood lead levels in Mount Isa [21,31],
more recent publicly available data are based on a limited number of children tested, and lack
important details such as the number of Indigenous participants, the distribution of blood lead levels
in Indigenous and non-Indigenous children, the highest blood lead level measured, and blood lead
levels by age and gender. No testing data were reported for 2011, but in each year of data since 2012,
the number of Indigenous children tested has not been reported, making it impossible to assess rates
of screening in this population. Geometric mean blood lead levels in these opportunistic samples have
ranged from 2.6 to 3.2 μg/dL in the overall population of children tested and from 3.0 to 3.9 μg/dL
among Indigenous children [22].

In the first seven months of 2017, two newspaper articles reported on blood lead level screening
results in Mount Isa. The first from February 2017 stated that according to Queensland Health, in
2016 the mean blood lead level was 2.4 μg/dL overall and 2.9 μg/dL among Indigenous children.
Five children (3% of those tested) were said to have blood lead levels >10 μg/dL and 25 (6.6%) were
reported to have blood lead levels >5 μg/dL [32]. From these data, we infer that the total number
of children tested in 2016 was 166. In July 2017, a North West Star article reported that Dr Jeanette
Young, Queensland’s Chief Health Officer, provided data for September 2016–June 2017. Five hundred
and seventy children were tested during this time period, approximately 25% of the 1–4 year old
population of Mount Isa. The mean blood lead level was reported as 2.3 μg/dL and no data were
provided for Indigenous children. One hundred thirty-one children (23%) were reported to have blood
lead levels >5 μg/dL, and no data were provided on children with blood lead levels ≥10 μg/dL.
We have been unable to find an official Queensland Health report on these recent data. Despite the fact
that nearly one-quarter of children tested were reported to have blood lead levels >5 μg/dL, the article
headline read “Good Results in Latest Round of Mount Isa Testing” [30].

There are four important problems with current blood lead level screening in Mount Isa: due to
the small proportion of the population of 1–4-year-olds tested and the lack of random sampling,
the approach does not allow for valid inferences to be drawn about whether or not children’s
blood lead levels are improving, staying the same, or worsening; Indigenous children appear to
be under-represented and there is evidence they are at highest risk of blood lead levels ≥5 μg/dL;
and, not all children with blood lead levels ≥5 μg/dL are being identified, which means that critical
intervention to reduce blood lead levels and prevent further exposure is not occurring. Finally, data are
not fully and publicly reported in detailed technical reports as they are in Port Pirie and Broken Hill.
Despite these problems with data, Queensland Health says blood lead levels in Mount Isa children are
‘falling’ [32,33].

A range of governmental and non-governmental representatives have called for increased blood
lead level testing in Mount Isa. In an annual report, the Living with Lead Alliance “recommends that
all Mount Isa residents children and adults know their BLLs” [34], and the Commissioner for Children
and Young People has also called for increased testing [22]. The recently published ‘Lead Pathways
Study-Air’ [35] also stressed the importance of increased screening, as have other public health and
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environmental experts [36]. Despite the reported increase in testing in the past year, an important
improvement over other years, testing rates in Mount Isa remain low.

The first aim of this study was to assess whether parents and children would participate in less
invasive, rapid capillary testing at a community location (a Children and Family Centre). The second
aim was to measure blood lead levels among a range of children that roughly reflected the percentage
of the Indigenous/non-Indigenous population.

2. Materials and Methods

Study Design

This pilot study tested blood lead levels in a convenience sample of children ages 1–6 years
who had lived in Mount Isa for at least three months prior to the time of testing. The study was
carried out at a community Children and Family Centre in Mount Isa which is located in an area
of the city with a large Indigenous population. We used capillary sampling and the LeadCare II
Point-of-Care testing system to provide rapid blood lead level results. LeadCare II is a US Food and
Drug Administration (FDA)-approved blood lead testing device waived by the Clinical Laboratory
Improvement Amendments (CLIA) of 1988. The CLIA waiver indicates that, due to its low complexity
and accuracy, it can be used at non-traditional testing sites [37,38]. LeadCare II uses anodic stripping
voltammetry to measure lead in blood samples. The limits of detection for LeadCare II are 3.3–65 μg/dL.
The reliability and validity of LeadCare II has been established in other studies, and it is used
worldwide for blood lead screening [37,38]. Prior to testing children, all study personnel completed
online training and earned the LeadCare training completion certificate.

Recruitment was conducted by Centre staff using word of mouth. Prospective parent participants
were told that blood lead testing would involve a ‘finger prick’ test, and results would be available
immediately. A $50 gift card would be given at the end of the test as compensation for their time.
Blood lead testing occurred on three mornings, one in March 2017 and two on days in May 2017.

Prior to testing, the study was explained to parents, and all parents provided written informed
consent. All tests took place in a clinical examination room. We took steps to minimise the possibility
of external lead contamination in the examination room. Surface areas on which blood lead testing
supplies were kept during testing sessions were cleaned, and a clean barrier cloth was laid down prior
to testing. Alcohol prep pads and gauze were unopened until use, and capillary tubes and sensor
strips were kept in the manufacturer’s containers with lids closed until use.

To minimise the possibility of external contamination from the children’s skin during capillary
sampling, all children’s hands were thoroughly washed with soap and water immediately prior to
puncturing the skin. After handwashing, a clean, disposable white paper towel was used to dry
the children’s hands. Then, the child’s finger was wiped with alcohol and dried with sterile gauze.
Non-reusable 1.8 mm lancets were used to puncture the skin, and the first drop of blood was wiped
away. Capillary blood was drawn by the same local doctor, wearing lead-free examination gloves
during all three testing sessions. Blood samples were collected in LeadCare provided capillary
tubes and were mixed by inverting the tubes multiple times in LeadCare reagent tubes. Once
the blood–reagent mixture turned brown, it was tested in the LeadCare machine. Only one lot
of testing supplies was used in this study. Two sets of controls were run three times to verify
that the machine was working properly and after the machine was moved prior to testing (twice).
Manufacturer’s instructions were followed for running controls; all three sets of controls were within
the manufacturer’s provided acceptable limits.

While the child’s blood sample was being tested, parents/guardians were asked a short set of
questions about: their child’s age, gender, Indigenous status, and history of previous blood lead
level testing, their type of residence, the time their children spent playing outdoors, and their garden
characteristics (grass, bare earth, etc.).
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The result of the child’s lead test was immediately reported to the parent by the doctor, recorded
for research purposes, and provided to the parent in writing along with lead health education resources.
The doctor answered any questions parents had about their child’s blood lead level at the time the
blood lead result was provided. Children with blood lead levels ≥5 μg/dL were advised to take their
child for confirmatory venous testing within a month. The doctor also kept a record of blood lead
levels ≥5 μg/dL and followed up with parents/guardians to recommend confirmatory testing or other
medical follow-up.

To calculate the percentage of residents of Indigenous status within each SA1, we downloaded
census data for Mount Isa from the most recent census. The total number of Indigenous residents in
each SA1 was determined by calculating the sum of people who were listed as ‘Aboriginal’, ‘Torres
Strait Islander’, or both in the census’ Indigenous status question. We calculated the total population
by summing the calculated Indigenous population with the population listed as ‘Non-Indigenous’ on
the Indigenous status question, and used this figure to calculate the proportion of the total population
in each SA1 that consisted of Indigenous residents.

Of the 50 geographic units in Mount Isa, only one did not have census counts for either Indigenous
or non-Indigenous residents and therefore, a percentage could not be calculated. This SA1 was not
categorised in the colour scheme used for all other SA1s in Figure 1 to designate the percentage of
residents of Indigenous status. Each SA1 also contained a number of people who did not answer the
Indigenous status census question. Since we could not determine their status, we did not include them
in our calculation.

Data were entered into Excel and then imported into SPSS and R for analysis. The analysis
consisted of descriptive statistics, calculating geometric mean blood lead level, and testing population
variables for statistical significance with blood lead levels. Levels below LeadCare’s limits of detection
were reported as <3.3 μg/dL. For the summary statistics, blood lead levels recorded as <3.3 μg/dL
were replaced with the value 1.6 (limit of detection/2), appropriate in this case, as our data are highly
skewed [39]. The geometric mean was calculated for the entire dataset of blood lead levels, as well as
for each categorical variable. The geometric mean is a better representation of the average value of a
dataset compared to the arithmetic mean when the dataset is highly skewed and therefore does not
follow a normal distribution.

This research was approved by the HREA Panel E: HC16398, University of New South Wales,
Australia and the Institutional Review Board of William Paterson University of New Jersey, USA.

3. Results

In three half-days of testing, we measured blood lead levels in 30 children. Sample characteristics
are described in Table 2. The majority of the sample (93%) was between 1 and 4 years of age; the
youngest child was 12 months and the oldest was 6 years. Sixty percent of children who participated
were female, and 47% were self-identified as Indigenous.

Thirty-six percent of those tested (11 children) had blood lead levels below the limits of detection
(<3.3 μg/dL), and 60% (18 children) had blood lead levels <5 μg/dL. However, 12 children, or
40% of the sample, had blood lead levels ≥5 μg/dL. Ten percent of those tested had blood lead
levels ≥10 μg/dL. The highest blood lead level measured in this study was 17.3 μg/dL. Of the
14 Indigenous children who participated, 9 (64.2%) had blood lead levels ≥5 μg/dL. Among
non-Indigenous children the percentage was lower, 18.8% had blood lead levels ≥5 μg/dL (see
Table 3).
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Table 2. Sample characteristics.

Age Distribution Percent n

1–2 20 6
2–3 30 9
3–4 26.7 8
4–5 16.7 5
5–6 3.3 1
6–7 3.3 1

Gender

Male 40 12
Female 60 18

Indigenous Status

Indigenous 46.7 14
Non-Indigenous 53.5 16

Type of Housing

House 90 27
Apartment 10 3

Other 0 0

Child Previously Tested for
Lead?

Yes 6.7 2
No 93.3 28

Length of Time in
Mount Isa (Months)

Mean 33.1 30
Min–Max 10–53 30

Regular Play Outdoors

Yes 90 27
No 10 3

The geometric mean blood lead level in the overall sample was 3.8 μg/dL (95% CI, 2.9, 5.0) and
was statistically significantly higher for Indigenous children (6.5 μg/dL (95% CI, 4.7, 9.2)) than for
non-Indigenous children (2.4 μg/dL (95% CI, 1.8, 3.1)). The majority of children who participated in
this study (93%) had not previously been tested for lead exposure.

With respect to the acceptability of capillary testing, the method was well received by parents
who appeared to appreciate receiving immediate results and having the opportunity to discuss them
with the doctor. Additionally, recruitment for the study was relatively easy—on the first morning of
testing, we had more participants than we could accommodate. Anecdotally, several parents reported
that they would not take children for venous sampling but appreciated the less invasive capillary
blood draw. The procedure also appeared to be well tolerated by most of the tested children.
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Table 3. Blood lead level results.

Blood Lead Level Distribution Percent n

<3.3 μg/dL 36.7 11
3.3–4.9 23.3 7

5.0–9.9 μg/dL 30.0 9
10.0–14.9 μg/dL 6.7 2
15.0–19.9 μg/dL 3.3 1

Blood Lead Level by Indigenous Status Geometric Mean (μg/dL)

Overall sample 3.8 (2.9, 5.0) 30
Indigenous 6.5 (4.7, 9.2) 14

Non-Indigenous 2.4 (1.8, 3.1) 16

Blood Lead Level by Gender Geometric Mean (μg/dL)

Male 3.8 12
Female 3.8 18

Children with Blood Lead Levels ≥5
μg/dL Percent

Overall 40 12
Non-Indigenous 18.8 3

Indigenous 64.2 9
Male 41.6 5

Female 38.8 7
Ages 1–2 66.6 4
Ages 2–3 33.3 3
Ages 3–4 12.5 1
Ages 4–5 80 4
Ages 5–6 0 0
Ages 6–7 0 0

Ninety-five percent confidence intervals reported where available.

4. Discussion

This is a small pilot study based on a convenience sample of children living in Mount Isa. The
geometric mean blood lead level among Indigenous children was nearly three-fold higher than that
among non-Indigenous children. Additionally, the overall geometric mean in our sample (3.8 μg/dL
(95% CI, 2.9; 5.0)) was higher than the geometric means reported by Queensland Medical Laboratory
(3.0 μg/dL) and Mount Isa Hospital (3.2 μg/dL) in 2015, the most recent sampling for which results are
available. Because our data are based on a non-representative convenience sample and a small number
of observations, the geometric means reported here should be interpreted with caution. A larger,
representative sample of Mount Isa children might find a higher or lower geometric mean blood lead
level. It should also be noted, however, that Queensland Medical Laboratory and Mount Isa hospital
data are also based on non-representative convenience samples and that the most recent Queensland
Medical Laboratory data from 2015 is also based on a small number of tested children (n = 49). It is also
not known how many Indigenous children have been tested in recent years, and a high proportion of
Indigenous children in our sample with higher blood lead levels increases the overall geometric mean.

Despite the limitations of our sample, our findings should be considered in the context of limited
information on blood lead levels in Mount Isa, particularly among Indigenous children. These findings
are important from a public health perspective as they indicate that there are likely a significant number
of children with blood lead levels ≥5 μg/dL in Mount Isa (40% in this sample), and most of these
children have likely not been identified due to the low rate of blood lead level screening. Notably, of the
30 children who participated, 93% (28) of our sample reported never having been tested for lead despite
many being, long-term residents in Mount Isa. All children with blood lead levels ≥5 μg/dL should
be identified and provided with targeted public health intervention to reduce their exposure to lead.
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There are also likely to be additional children in Mount Isa with blood lead levels ≥10 μg/dL—our
study identified three. These children urgently need to be identified so that public health intervention
can occur. Priority should be placed on outreach, testing and public health intervention for Indigenous
families as the majority of Indigenous children had blood lead levels ≥5 μg/dL.

The findings of this study support recommendations made by Forbes & Taylor [36] for a more
proactive approach to reducing environmental lead exposure in Mount Isa. This should include
the following elements: annual universal blood lead level testing of children followed by publicly
reported results; culturally appropriate follow-up and intervention for children who are identified
with blood lead levels ≥5 μg/dL; stack and fugitive emissions reductions; and other environmental
strategies to reduce exposure to lead including remediation of soil contamination in children’s play
and residential areas.

There is a compelling need to make annual universal screening of children standard practice in
Mount Isa. Though increasing screening has been called for in Mount Isa for at least a decade, progress
has been slow. The current approach to testing children (convenience sampling of a proportion of the
population) is not a valid method for determining whether or not blood lead levels are increasing or
decreasing in Mount Isa children. Ensuring that children’s health is being protected requires detailed
and scientifically valid data on blood lead levels. Detailed reporting of results from universal screening
would inform efforts to reduce environmental contamination and blood lead levels in the community.

Queensland Health leaders could look to the experience of Broken Hill where blood lead screening
was incorporated with immunisation visits in 2011. Since then, there has been a marked increase in
the proportion of children tested. Since 2012, approximately three out of four children in Broken Hill
are tested on an annual basis, and detailed annual data reports guide public health efforts to reduce
exposure [28].

The use of rapid point-of-care capillary testing, which is less invasive and provides immediate
results, may reduce parental concerns about the discomfort to children from venous blood lead testing.
Capillary testing can be used at clinic sites to screen all children annually at immunisation visits,
which has been a successful approach in Broken Hill [40]. Screening can also be conducted annually
at community daycare centres, and blood lead testing can be required for annual entrance to these
locations. In September 2016, Queensland Health invested in four point-of-care test machines in
Mount Isa (currently we understand these machines are in use at the Mount Isa Hospital, Gidgee
Healing, and the Queensland Medical Laboratory). They credit the use of point-of-care screening
for the increase in participation in blood lead testing in the past year. As the proportion of children
screened increases, Queensland Health should be able to publish detailed results that can contribute to
public health and environmental efforts to reduce children’s exposure.

Screening rates are likely to increase if parents do not feel stigmatised if their child has a blood lead
level ≥5 μg/dL, and if parents perceive that there is real benefit to having their child tested—that is, if
detection of blood lead levels ≥5 μg/dL is paired with tangible help. Stigma impeding testing has been
an ongoing issue in mining and smelting communities, particularly when parents feel that they are to
blame if their children have blood lead levels ≥5 μg/dL [41,42]. This may be attributable to health and
industry officials’ over-reliance on health education messages related to personal hygiene, diet, and
home cleaning, none of which have been shown to be efficacious in preventing lead exposure [43,44].

A concerted effort should be made to test all Indigenous children in Mount Isa as previous
screenings have consistently found that Indigenous children are more likely to have blood lead
levels ≥5 μg/dL, both in Mount Isa and in Broken Hill. In Broken Hill, the program partnered
with Maari Ma, an Indigenous community health provider, and integrated testing into immunisation
visits. These measures resulted in dramatically increased screening in the population with nearly all
Indigenous children being tested annually.

Our prior research [27] found that public health messages aimed at reducing environmental lead
exposure among children in Mount Isa do not have a strong focus on the Indigenous population and
are not tailored to Indigenous families’ social and cultural backgrounds. Indigenous parents may have
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difficulty implementing all of the recommendations regarding cleaning, garden maintenance, and
nutrition due to poverty and poor living conditions. Targeted and tangible assistance to Indigenous
families, such as remediating contaminated residential soil and reducing bare earth in gardens, should
be made available. Indigenous residents identified the lack of such tangible assistance as a barrier to
blood lead level screening in Broken Hill [45].

The current focus on testing children ages 1–4 years old is limited and may provide a false sense of
security to parents with younger and older children. While this is an at-risk age group, older children
may also have blood lead levels ≥5 μg/dL. For example, in Herculaneum, Missouri, (US lead smelting
city) in 2001, 8% of children ages 6–17 tested had blood lead levels >10 μg/dL [46]. Younger children
aged 6–12 months should also be included in universal screening. Pregnant women, and women who
intend to become pregnant, should also be tested.

Blood lead testing is secondary prevention—as it will not prevent lead exposure; however, it
will provide health and environmental officials with valid data on the scope of the problem and can
identify those at high risk so that assistance can be provided. Primary prevention approaches include
reducing emissions and remediating existing contamination. These approaches must underpin efforts
to reduce lead exposure.

Mount Isa’s lead emissions are considerable. Furthermore, allowable levels of lead in air exceed
health-based standards set nearly a decade ago in the US. The current lead in air standard in Mount Isa
is 0.5 μg/m3 averaged on an annual basis [47]. Annual averaging does not prevent short-term peak
exposures, and an air lead level of 0.5 μg/m3 does not provide a margin of safety for protecting
children’s health. For comparison purposes, after extensive scientific review, in 2008, the US EPA
adopted a new lead in air standard of 0.15 μg/m3 (based on a three month rolling average) to
protect children’s developing nervous systems and to prevent IQ loss, among other health effects [48].
In addition to an ambient standard for lead, in 2011 US EPA set an overall emissions limit for main stack
emissions from primary lead smelters of 0.97 pounds or 0.4 kg of lead per ton of lead produced [49].

Pollution control devices at the Mount Isa smelting complex include a baghouse installed in 1992
at the lead smelter and an electrostatic precipitator for the copper smelter installed in 1994 [2]. Lead
emissions in 2018 are projected to total as much as 83,544 kg or over 90 tons, with 93% coming from
stack sources [50]. Upgrades to current pollution controls to reduce stack emissions are needed.

With respect to fugitive emissions, a 2015 emissions inventory shows—in order of decreasing
contribution—that ore loading, unloading, and stacking, conveying transfer points, ore crushing, and
wheel-generated dust are the activities resulting in the most fugitive lead emissions at the site [50].
All could be further controlled using the best available technology [51].

To address children’s exposure in homes and gardens, remediation of contaminated soil in
residential areas, in children’s play areas and including school and daycare playgrounds is needed.
In the US, removal and replacement of contaminated soil in residential gardens and areas regularly
used by children is commonplace in communities near non-ferrous mining and smelting sites. For
example, over 7000 properties have been ‘cleaned up’ in the Silver Valley of Idaho around a now
disused lead–zinc mining and smelting complex. Clean-up has largely consisted of removing the top
6–12 inches of lead-contaminated soil and replacing it with uncontaminated soil [52]. Children’s blood
lead levels have been substantially reduced due to environmental remediation efforts, with success
attributed to cleaning individual gardens and neighbouring community properties [53,54]. In Broken
Hill, a remedial approach with a focus on Indigenous children is being piloted. The 2015–2016 project
plan dedicated $2.45 million toward a range of activities including remediation. The funding is part of
a five-year $13 million NSW government commitment to addressing environmental lead exposure in
Broken Hill [55].

5. Conclusions

This pilot study found that 40% of the children tested had blood lead levels ≥5 μg/dL. The
proportion with blood lead levels ≥5 μg/dL was higher among Indigenous children as was the
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geometric mean blood lead level of these children. While our small sample size and reliance on
convenience sampling do not permit extrapolation to the population of children in Mount Isa, it is clear
that children with blood lead levels ≥5 μg/dL and ≥10 μg/dL are not being identified due to low
rates of screening. Indigenous children appear to be at highest risk. Compared with other mining and
smelting communities in Australia and in the US, there is an over-reliance on behavioural strategies
(personal hygiene, diet, and in-home cleaning) that have not been found to be effective for preventing
lead exposure [43,44]. A multi-component program of primary prevention (emissions reductions and
environmental remediation) and secondary prevention (universal blood lead testing and culturally
appropriate public health intervention) will help to address the chronic problem of lead exposure in
Mount Isa.
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The following therapeutic goods information is released to the Chief Health Officers of 
States and Territories and the Australian Commission on Safety and Quality in Health Care 
by Dr Tim Greenaway, Chief Medical Adviser of the Therapeutic Goods Administration, 
and delegate of the Secretary to the Department of Health under subsection 61(7) of the 
Therapeutic Goods Act 1989 (Act). 

Subsection 61(7) of the Act relevantly provides that the Secretary, or her delegate, may 
release therapeutic goods information where that release is necessary to ensure the safe 
use of particular therapeutic goods or the information relates to the reasons for 
withdrawal of therapeutic goods from supply in Australia. 

The release of this information is necessary to ensure safe use due to the potential 
for false negatives, which could have an adverse impact on public health. 

The Magellan Diagnostics LeadCare II Blood Lead Testing System consists of the LeadCare 
II Blood Lead Analyzer and the LeadCare II Test Kits, and is supplied in Australia by Point 
of Care Diagnostics Australia Pty Ltd.  It is currently included in the Australian Register of 
Therapeutic Goods (ARTG) under entries 255472 and 255473 for use in both adults and 
children. 

The US Food and Drug Administration released a safety communication regarding 
Magellan Diagnostics LeadCare Testing Systems in May 2017.  The communication warned 
of inaccurate blood lead results obtained with venous blood using the various Magellan 
LeadCare Test Systems, including LeadCare II. 

Following the communication, the Therapeutic Goods Administration (TGA) conducted a 
post-market review of the LeadCare II Testing System.  The review revealed repeated 
underestimation of blood lead levels in venous blood samples, and insufficient evidence 
to support the accuracy of results in relation to blood lead levels with capillary blood 
samples.  

As a result, the TGA cannot confidently conclude that only venous blood samples are 
affected by the underestimation of blood lead levels and, due to the uncertainty of the 
accuracy of the device with respect to capillary blood samples, the TGA recommends that a 
precautionary position is taken regarding its continued use, both in relation to venous 
blood and capillary samples. 
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The relevant sponsor has been notified by the TGA of these findings and has been afforded 
the legislated opportunity to respond to the notification. The release of this information is 
provided as an early alert to the Chief Health Officers and the Australian Commission on 
Safety and Quality in Health Care, and further information will be provided as it becomes 
available. 

 

12 February 2018 
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From: Lisa Davies-Jones  
Sent: Tuesday, 22 May 2018 5:54 AM 
To: Jeannette Young <Jeannette.Young@health.qld.gov.au> 
Cc: .com 
Subject: FW: DOH children's lead levels Mount Isa 180530 
 

 

 
 

  
 

 
 

 

 

 

 
 
 

From:
Sent:
To:
Cc:

Subject:
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Dear Lisa

As your Public Health Physician, I must advise that I was not consulted on and do not support the 
attached media statement. 

The statement is inaccurate and misleading in several respects: 

857 is not the number of children, it is the number of tests claimed in 2017 (children often 
have repeat testing).  
Many of those tests (finger-prick ‘POCT’) were not valid and should not be counted. 
Claiming this represents a percentage covered of an age cohort implies a population 
screening program, which was neither practical, intended nor desirable (see below) 
Combining mixed testing sources and methods is not a true reflection of ‘average’ blood 
lead levels, as our report made clear 
Comparing a current ‘average’ with a previous, flawed community survey, does not show a 
statistically robust trend in the population 
‘Intervention and information strategies’ were almost certainly NOT responsible for a 
decline shown in the hospital data set (there is no evidence to show these methods work) 
No known cases of acute lead toxicity (ie. very high levels) are not the point – we have a 
population-wide, long-term, low-level exposure with known adverse effects. 
The Mt Isa Hospital testing is a routine addition – popularity is irrelevant 

The data my team have provided is about population surveillance – of which only the hospital 
dataset is a reliable indicator and shows an encouraging trend. 

The statement implies we are have a population – based screening program in Mt Isa (ie. diagnosis 
of ‘cases’ and individual treatment). This is not true - we cannot ‘screen and treat’ our way out of an 
environmental health problem. 

In particular, the fingerprick testing does not meet basic WHO criteria for an effective screening 
program: 

The natural history means most neurodevelopmental harm occurs before testing and is 
irreversible  
Early intervention (‘education’) is not shown to change prognosis at typical levels 
The test will be unreliable in this setting; even accurate BLL is a poor reflection of body 
stores and overall risk 
No clinical difference between results just above or below 5 μg/dL 
Unlikely to capture the highest risk groups (poor, Indigenous) 
Unlikely to be acceptable to the target population 

In addition, there has been inadequate management of the POCT project: 
Insufficient funding for staff 
Poor or non-existent training 
Unclear responsibility for ongoing quality control, maintenance and clinical supervision 
No guidance on notification, referral, re-testing and follow-up 
The ‘intervention’ for those above and below 5 μg/dL would be the same (so why test?) 
No plan for evaluation as a pilot project 

Even if the POCT machine were operated perfectly, it does not have sufficient accuracy for a local 
screening program at current levels. From in-the-field practice, the results have been wildly 
inaccurate. Where we have fingerprick and Laboratory BLL results on the same child, there is no 
relation between these numbers. 
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Untrained staff are giving wrong advice to parents. Lead levels are pronounced ‘normal’ or 
‘dangerous’, giving either false reassurance or false alarm around an arbitrary cutoff. This is 
frightening and often harmful. The PHU nurses have seen parents in tears over doubtful POCT results 
and inappropriate advice. 

The Public Health Unit does not have resources to deal with many worthless referrals. POCT test 
results are regarded as invalid and do not generate a notification. The finger-prick results are 
essentially meaningless and our only response to these would be to advise a Blood Lead test. 

I recommend the ill-advised POCT project be shut down. 

As things stand, I do not believe that government owned houses, with highly contaminated soils and 
exposed Lead paint, are safe places for children in Mount Isa.  
Rehabilitation of known contaminated environments is where we need to act, and this does not 
require testing of larger numbers of children. 

Dr Steven Donohue 
Director / Public Health Physician 
Townsville Public Health Unit 
Office (07) 44336900   
Fax (07) 44336901   
Mobile  

From: Jim Guthrie  
Sent: Friday, 18 May 2018 11:56 AM 
To: Lisa Davies-Jones <Lisa.Davies-Jones@health.qld.gov.au>; Steven Donohue 
<Steven.Donohue@health.qld.gov.au> 
Cc: Elizabeth MacIntyre <Elizabeth.MacIntyre@health.qld.gov.au>; Paul Woodhouse1 
(manfred8758@gmail.com) <manfred8758@gmail.com>; Paul Woodhouse2 
(woodhousepd@icloud.com) <woodhousepd@icloud.com> 
Subject: DOH children's lead levels Mount Isa 180530 

Hi Lisa and Steven, 

FYI: Attached statement has been approved by the CHO – and also cleared by the minister’s office – 
and Jeannette will be handing this to the North West Star and ABC Mount Isa when she does her 
normal interview with them immediately after the next Mount Isa Lead Health Management 
Committee meeting on 30 May. 

Regards, Jim 
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Response to comments from Townsville Public Health Unit 
 

857 is not the number of children, it is the number of tests claimed in 2017 (children often have 
repeat testing).  
 
857 is not the number of tests, it is the number of children tested separately in the venous and 
the POCT programs in Mount Isa during 2017. As stated in the media statement, this is made up 
of 604 children tested in POCT (with follow up venous testing if required) and 253 children 
tested in the venous testing program only.  The media statement has been amended to reflect 
this. 

 
Many of those tests (finger-prick ‘POCT’) were not valid and should not be counted. 

 
This comment is unclear. The NWHHS clinical staff undertake testing diligently and adhere to 
rigorous hygiene measures to ensure a valid result.  
 
The main issue with the Lead Care II device is the possible overestimation of blood lead results.  
Therefore, results above 8 μg/dL are followed by venous testing according to POCT protocol. 

 
Claiming this represents a percentage covered of an age cohort implies a population screening 
program, which was neither practical, intended nor desirable (see below)  

 
The comparison with the total number of children is purely to demonstrate the reach of the 
program and acceptance by the Mount Isa community. 

 
Combining mixed testing sources and methods is not a true reflection of ‘average’ blood lead 
levels, as our report made clear 
 
The media statement does not combine results from venous and POCT.  The average blood lead 
levels for both programs have been identified separately. 
 
Comparing a current ‘average’ with a previous, flawed community survey, does not show a 
statistically robust trend in the population 
 
Agree that the 2006/7 and 2010 community surveys were not random surveys and we should be 
cautious in comparing the data. These surveys were designed by Townsville Public Health Unit to 
identify lead risks in young children in Mount Isa. The media statement has been revised to 
remove reference to community surveys. 
 
In any case, there is a down trend in the venous blood lead testing results as seen from 2011 to 
2017 venous results.  
 
‘Intervention and information strategies’ were almost certainly NOT responsible for a decline 
shown in the hospital data set (there is no evidence to show these methods work) 
 
Agreed. However, the intervention and information strategies are contributing to raise 
awareness of the lead risks to the community and behavioural changes appear to be occurring. 
This is seen in the increased participation in the POCT program.  
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No known cases of acute lead toxicity (i.e. very high levels) are not the point – we have a 
population-wide, long-term, low-level exposure with known adverse effects. 
 
This statement is to assure the community that lead health risks are not acute in Mount Isa. 
 
The Mt Isa Hospital testing is a routine addition – popularity is irrelevant  
Agree. The media statement will be amended to reflect this. 
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Dear Steven, 

Thank you for raising your concerns regarding the draft media statement and Point of Care Testing 
(POCT) program in Mount Isa. 

I have reviewed the information you have provided and sought clarification from Dr Jeannette Young, 
about her media statement. A number of your comments were helpful and the media statement will 
be adjusted. 

Firstly, I want to reiterate to you that NWHHS strongly supports the point of care testing program 
introduced in September 2016 in Mount Isa and has no intention of discontinuing this critical service 
to the community. NWHHS has introduced the POCT program to address the poor uptake of blood 
lead testing in Mount Isa.  The venous blood testing program had low acceptance by the community 
due to its invasive nature and cost to the parents from needing to seek a medical appointment to 
obtain results.  

I am very pleased to note that POCT has addressed these issues.  It has been well accepted by the 
community as can be seen by the high participation of parents with young children. Since 
commencement till 13 February 2018, 1,028 blood lead tests have been conducted. Participation of 
Indigenous children has also increased.  

Environmental management of lead is the goal, it is however a slow and ongoing process. In the 
meantime, identifying children with elevated blood lead levels is a sound measure in the protection of 
public health of the community. 

I believe that the Mount Isa blood lead testing programs meets the World Health Organisation 
criteria for a screening program, in that it is part of an organised program that involves follow-up of 
at risk children. The main objective of the program is to improve and provide equitable and easy 
access to all parents of young children in Mount Isa.  

The decision to introduce the Lead Care II device was based on its widespread use in clinical settings 
both in Australia and overseas. This device has been shown to be appropriate for the identification 
and monitoring of children exposed to lead, as is our objective in Mount Isa.  The staff have 
implemented rigorous hygiene measures to prevent contamination of blood samples including quality 
assurance measures recommended by the manufacturer. I am also comforted that Townsville Public 
Health Unit is taking adequate steps to ensure that all children identified with elevated blood lead 
levels under the venous testing are followed up to assist in reducing their lead exposure. 

I am satisfied that the NWHHS POCT program is being appropriately resourced and implemented. It is 
a very useful addition to the suite of measures implemented by the Health Services to reduce lead 
risks in Mount Isa. I am therefore confident that the continuation of the POCT testing is beneficial to 
the Mount Isa community.  

Thank you again for raising your concerns with me. I have attached Dr Young’s response to your 
comments on her media statement.  
Regards  
Lisa Davies-Jones 
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From: HProt.corro
To: Uma Rajappa; Suzanne Huxley
Cc: environmentalhazards
Subject: FW: Proposed draft response - DOH children"s lead levels Mount Isa
Date: Friday, 25 May 2018 1:09:00 PM
Attachments: image011.png

image017.png
image018.png
image019.png
image020.png
image021.png

Hi Uma
 
FYI.
 
Regards
Gail
 

From: Lisa Davies-Jones 
Sent: Friday, 25 May 2018 1:07 PM
To: CHO CHO <CHO_CHO@health.qld.gov.au>
Cc: md22NWHHS <MD22-MtIsa-HSD@health.qld.gov.au>; HProt.corro <HProt.corro@health.qld.gov.au>; news
<news@health.qld.gov.au>; Elizabeth MacIntyre <Elizabeth.MacIntyre@health.qld.gov.au>; NWHHS.CE
<NWHHS.CE@health.qld.gov.au>
Subject: RE: Proposed draft response - DOH children's lead levels Mount Isa
 
Good afternoon
 
Thank you very much for the  draft response to Dr Donohue and the updated Media Statement. I am
happy with these and have made no changes.
 
Kind Regards
 
Lisa
 
Lisa Davies Jones
Health Service Chief Executive
Office of the Chief Executive
North West Hospital and Health Service | Queensland Government
 
p:   07 4744 4469
a:   30 Camooweal Street, Mount Isa, QLD 4825
w:   www.health.qld.gov.au
e:   Lisa.Davies-Jones@health.qld.gov.au

Queensland Health acknowledges the Traditional Owners of
the land, and pays respect to Elders past, present and future.

 
 
 
 
From: CHO CHO 
Sent: Friday, 25 May 2018 11:39 AM
To: Lisa Davies-Jones
Cc: md22NWHHS; HProt.corro; news
Subject: Proposed draft response - DOH children's lead levels Mount Isa
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Queensland Health acknowledges the Traditional Owners of
the land, and pays respect to Elders past, present and future.

 
 
 
 
From: Steven Donohue 
Sent: Monday, 21 May 2018 3:13 PM
To: Jim Guthrie; Lisa Davies-Jones
Cc: Elizabeth MacIntyre; Paul Woodhouse1 .com); Paul Woodhouse2 .com)
Subject: RE: DOH children's lead levels Mount Isa 180530
 
Dear Lisa
 
As your Public Health Physician, I must advise that I was not consulted on and do not support the attached media
statement.
 
The statement is inaccurate and misleading in several respects:
 

857 is not the number of children, it is the number of tests claimed in 2017 (children often have repeat
testing).
Many of those tests (finger-prick ‘POCT’) were not valid and should not be counted.
Claiming this represents a percentage covered of an age cohort implies a population screening program,
which was neither practical, intended nor desirable (see below)
Combining mixed testing sources and methods is not a true reflection of ‘average’ blood lead levels, as our
report made clear
Comparing a current ‘average’ with a previous, flawed community survey, does not show a statistically
robust trend in the population
‘Intervention and information strategies’ were almost certainly NOT responsible for a decline shown in the
hospital data set (there is no evidence to show these methods work)
No known cases of acute lead toxicity (ie. very high levels) are not the point – we have a population-wide,
long-term, low-level exposure with known adverse effects.
The Mt Isa Hospital testing is a routine addition – popularity is irrelevant

 
The data my team have provided is about population surveillance – of which only the hospital dataset is a reliable
indicator and shows an encouraging trend.
 
The statement implies we are have a population – based screening program in Mt Isa (ie. diagnosis of ‘cases’ and
individual treatment). This is not true - we cannot ‘screen and treat’ our way out of an environmental health
problem.

In particular, the fingerprick testing does not meet basic WHO criteria for an effective screening program:
The natural history means most neurodevelopmental harm occurs before testing and is irreversible
Early intervention (‘education’) is not shown to change prognosis at typical levels
The test will be unreliable in this setting; even accurate BLL is a poor reflection of body stores and overall
risk
No clinical difference between results just above or below 5 µg/dL
Unlikely to capture the highest risk groups (poor, Indigenous)
Unlikely to be acceptable to the target population
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In addition, there has been inadequate management of the POCT project:
Insufficient funding for staff
Poor or non-existent training
Unclear responsibility for ongoing quality control, maintenance and clinical supervision
No guidance on notification, referral, re-testing and follow-up
The ‘intervention’ for those above and below 5 µg/dL would be the same (so why test?)
No plan for evaluation as a pilot project

 
Even if the POCT machine were operated perfectly, it does not have sufficient accuracy for a local screening
program at current levels. From in-the-field practice, the results have been wildly inaccurate. Where we have
fingerprick and Laboratory BLL results on the same child, there is no relation between these numbers.
 
Untrained staff are giving wrong advice to parents. Lead levels are pronounced ‘normal’ or ‘dangerous’, giving
either false reassurance or false alarm around an arbitrary cutoff. This is frightening and often harmful. The PHU
nurses have seen parents in tears over doubtful POCT results and inappropriate advice.
 
The Public Health Unit does not have resources to deal with many worthless referrals. POCT test results are
regarded as invalid and do not generate a notification. The finger-prick results are essentially meaningless and our
only response to these would be to advise a Blood Lead test.
 
I recommend the ill-advised POCT project be shut down.
 
As things stand, I do not believe that government owned houses, with highly contaminated soils and exposed Lead
paint, are safe places for children in Mount Isa.
Rehabilitation of known contaminated environments is where we need to act, and this does not require testing of
larger numbers of children.
 
 
Dr Steven Donohue
Director / Public Health Physician
Townsville Public Health Unit
Office (07) 44336900 
Fax (07) 44336901 
Mobile 
 

From: Jim Guthrie 
Sent: Friday, 18 May 2018 11:56 AM
To: Lisa Davies-Jones <Lisa.Davies-Jones@health.qld.gov.au>; Steven Donohue
<Steven.Donohue@health.qld.gov.au>
Cc: Elizabeth MacIntyre <Elizabeth.MacIntyre@health.qld.gov.au>; Paul Woodhouse1 .com)
< .com>; Paul Woodhouse2 .com) .com>
Subject: DOH children's lead levels Mount Isa 180530
 
Hi Lisa and Steven,
 
FYI: Attached statement has been approved by the CHO – and also cleared by the minister’s office – and Jeannette
will be handing this to the North West Star and ABC Mount Isa when she does her normal interview with them
immediately after the next Mount Isa Lead Health Management Committee meeting on 30 May.
 
Regards, Jim
 

 
James Guthrie
Principal Media Officer, Rural and Remote Qld
Media Unit, Integrated Communications Branch, 
Corporate Services Division, Department of Health
Please note some of my contact details have changed:
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