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ASSOCIATION BETWEEN IRON DEFICIENCY AND BLOOD LEAD LEVEL IN A
LONGITUDINAL ANALYSIS OF CHILDREN FOLLOWED IN AN URBAN PRIMARY
CARE CLINIC

ROBERT O.WRIGHT, MD, MPH, SHRNG-WERN TsAIH, SCD, JOEL SCHWARTZ, PHD, ROSALIND J. WRIGHT, MD, MPH,
AND HOWARD Hu, MPH

Objective To determine if iron deficiency (ID) is longitudinally associated with lead poisoning.

Study design Blood lead levels, hemoglobin, mean corpuscular volume (MCV), red cell distribution width (RDW), insurance
status, and age were determined for 1275 children. ID was defined as MCV <70 fl and RDW >14.5 if age was <2 years and MCV
<73 fl and RDW >14.5 if age was >2 years. Logistic regression models were constructed by using the second-visit blood lead lev-
els dichotomized at 20.48 pm/L (10 ug/dL) as the outcome.

Results The odds ratio (OR) for baseline ID predicting lead poisoning at the second visit was 4.12 (95% CI, 1.96-8.65). In the
second model, using children who were iron-replete at both visits as the referent group, for children with ID at both visits, the
OR for predicting lead poisoning at the second visit was 5.54 (95% CI, 2.25-13.62). For children with ID at the first visit and iron-
replete at the second visit, the OR was 2.73 (95% CI, 0.90-8.27), and for children iron-replete at the first visit and ID at the sec-
ond visit, the OR was 0.81 (95% CI, 0.10-6.30).

Conclusions 1D is associated with subsequent lead poisoning. These data are consistent with a biological mechanism of in-
creased lead absorption among iron deficient children. (J Pediatr 2003;142:9-14)

oth iron deficiency (ID) and lead poisoning are detrimental to early development
and may have lasting and profound neurologic and developmental effects.!** Both
disproportionately affect children under 5 years of age, children from lower
socioeconomic groups, and children living in the inner city.>® Previous studies suggest a
link between ID and elevated blood lead levels,”"10 whereas other studies have disputed the

See editorial, p 3.

association.11-14 Because of these conflicting studies, it remains unclear whether ID has a From the Department of Pediatrics,
causal association with lead poisoning or whether it merely is a marker of high Children's Hospital, the Channing Labo-
. al lead. Wheth h .. . . . . £ ratory, Department of Medicine,
environmental lead. ether such an association is causative is an important factor to Brigham and Women's Hospital, Har-
consider when developing lead poisoning prevention programs. If the association is vard Medical School, and the Occupa-
causative, then preventing ID in targeted high-risk populations might prevent lead tional Health Program and Division of
X . 9101516 Environmental Epidemiology, Depart-
poisoning.”>=>"> ment of Environmental Health Sciences,
One strategy for assessing the causality of this relation would be to establish the Harvard School of Public - Health,
A . . . Boston, Massachusetts.
temporal effect of ID on subsequent lead poisoning. To determine whether an associa- Supported by grants from the National
tion between lead poisoning and preexisting ID exists, we conducted a longitudinal Institutes of Health NIEHS K23 0038-
Ivsis of data f hildren bei d for lead poisoni 41D i b . 01, NIEHS ES0002, and NIEHS P42-
analysis of data from children being screened for lead poisoning an in an urban pri ES05947, Projects 3 and 4
mary care clinic. Submitted for publication Jan 23, 2002;
revision received June 7,2002; accepted
Aug 23,2002,
Reprint requests: Robert O.Wright, MD,
The Channing Laboratory, 181 Long-
wood Ave, Boston, MA 021 I5.
CBC Complete blood cell count . -
CDC Centers for Disease Control Eezgry\:‘eggt © 2003, Mosby, Inc. Al rights
D Iron deficiency i
MCV Mean corpuscular volume 0022-3476/2003/$30.00 + 0
OR Odds ratio YMPD44
RDW Red cell distribution width 10.1067/mpd.2003 44




Table I. Selected demographic characteristics and
laboratory measures

Visit | Visit 2

Variable Mean = SD Mean = SD
Age (y) 1.7£0.8 26+08
Hemoglobin (g/dL) 11.4+£09 11.4+£09
MCV (fl) 75.6 £ 5.1 762+ 5.0
RDW 143+ 13 14.1 £1.0
Insurance status, n (%)

MassHealth (Medicaid) 837 (65.6) 780 (64.3)

Private insurance 268 (21.0) 288 (23.7)

Self-pay 170 (13.3) 146 (12.0)
Iron status n(%)

Not iron-deficient 1104 (88.7) 1099 (90.5)

Iron-deficient 141 (11.3) 115 (9.5)
Blood lead n(%)

0.48 mm/L (10 mg/dL) 1099 (86.2) 1097 (90.4)

>0.48mm/L (10 mg/dL) 176 (13.8) 117 (9.6)
Total n 1275 1214

Iron deficiency is defined as MCV <73, RDW >14.5 if age is <2 years
and MCV <70, RDW »14.5 if age is >2 years.
Thirty subjects did not have CBC data at visit 1.

METHODS

This study was approved by the Children’s Hospital,
Boston, Institutional Review Board. We retrospectively exam-
ined screening data from the hospital’s outpatient primary
care clinics from computerized records collected from April
1994 until December 1996. Children followed in this clinic
live primarily in an urban setting. During the study period,
measurements of venous whole blood lead and complete blood
counts were routinely performed to screen for both lead poi-
soning and anemia. Massachusetts state law mandates that all
children must be screened for lead poisoning beginning at 9 to
12 months of age and annually thereafter until 4 years of age.
Routine annual screening for anemia with complete blood
counts (CBCs) is also performed concurrently, providing us
with a measure of ID status. The study population consisted
of children followed for primary care (age range, 9-42
months) over a 3-year period. Children seen for 2 consecutive
visits whose blood was drawn simultaneously for screening of
blood lead and complete blood counts were included in the
study. If subjects were seen for more than 2 visits during the
study period, only the initial 2 visits were included.

Sample Analysis

A sample of venous blood for whole blood lead and
complete blood count determination was collected simulta-
neously. Samples were drawn into a 2-mL Vacutainer con-
taining lithium heparin (45 USP units) (Becton-Dickinson
Co, Franklin Lakes, NJ) for blood lead determination and a
2-mL Vacutainer containing EDTA (K3, 0.04 mL, 7.5%)
for CBC determination. All blood samples were analyzed in
the clinical laboratory of Boston Children’s Hospital with a
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Coulter Microdiff 16 (Coulter, Miami, Fla) to determine
hemoglobin concentration, red blood cell mean corpuscular
volume (MCV), and red blood cell distribution width
(RDW). Whole blood lead concentration was measured
with an atomic absorption spectrophotometer (Perkins
Elmer 5000 Zeeman HGA-500 spectrophotometer, Nor-
walk, Conn). By laboratory protocol, samples with blood
lead concentrations between 0 and 4 ng/dL are reported as
<5 ug/dL (0.24 umol/L). This laboratory participated in the
Centers for Disease Control (CDC) blood lead quality as-
surance program without any out-of-bounds measurements
during the study period. The intraclass correlation between
our laboratory measurements and the CDC standards was
R =0.999.

Information on insurance status and date of birth was
collected during registration for each clinic visit. Insurance
status was separated into 1 of 3 categories: MassHealth (IMed-
icaid), self-pay, and private insurance. Insurance status is com-
monly used as a marker of socioeconomic status,'® and prior
studies have demonstrated that it is associated with household
income.'”"1? ID was defined a priori at each visit by estab-
lished American Academy of Pediatrics (AAP) criteria for
MCYV and RDW.20 Children were classified as having ID if
MCV was <70 fl and RDW was >14.5 if age was <2 years and
MCV was <73 fl and RDW was >14.5 if age was >2 years.?%2
Such a definition is useful in identifying patients with early
ID who are not yet anemic and has been demonstrated to im-
prove the distinction between heterozygous thalassemia and
anemia of chronic disease from early ID.?1-23 Using these cri-
teria, the change in iron status was categorized into 4 groups:
iron-replete at both visits (referent group), iron-replete at the
first visit and iron-deficient at the second visit, iron-deficient
at the first visit and iron-replete at the second visit, and iron-
deficient at both visits. We also used iron-deficient at the first
visit without respect to change in ID status as an independent
variable in some analyses. Lead poisoning was defined as a
blood lead level of 20.48 um/L (10 pg/dL), the current CDC
screening standard.?*

Univariate and bivariate analyses were performed to ex-
amine covariate distributions and bivariate associations among
baseline age, blood lead level, ID status, insurance status, and
hemoglobin as predictors of subsequent lead poisoning. Cate-
goric variables were assessed by means of the % test, with con-
tinuity correction and continuous variables assessed by means
of the unpaired Student # test or 1-way analysis of variance as
appropriate. Analyses were performed both when including
subjects with baseline blood lead levels >10 pg/dL and when
excluding such subjects.

We determined the longitudinal effect of ID on subse-
quent lead poisoning as follows. First, a logistic regression
model was constructed to determine associations between
baseline ID in predicting lead poisoning at the second visit
controlling for appropriate covariates (baseline blood lead
level, baseline insurance status, baseline age, and concurrent
hemoglobin concentration). Next, a second logistic regression
model was constructed to determine the effect of change in
ID status in predicting subsequent lead poisoning, controlling
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Figure. Change in percentage of subjects with blood lead levels >0.48 mm/L (10 mg/dL) at visit 1 and visit 2 within each category of change
in iron deficiency status. Data are for all subjects with complete data at 2 visits (overall n = 1214).

for the same covariates. By using this dichotomized cut-point
for blood lead levels of 0.48 um/L (10 ng/dL), indicator terms
for ID (or change in ID status, depending on the model),
baseline insurance status (with private insurance patients as
the referent group), baseline blood lead level, baseline age, and
concurrent hemoglobin were entered into the logistic regres-
sion models. Because the baseline blood lead level was by far
the strongest predictor of subsequent lead poisoning at visit 2,
we repeated the analysis, excluding all subjects with baseline
blood lead levels >0.48 um/L (10 pg/dL) to avoid the prob-
lem of residual confounding. Finally, the mean “time between
visits” was also considered as a potential confounder of our re-
sults. That is, subjects with ID might be seen more or less fre-
quently than iron-replete subjects, and this might confound
our results as blood lead levels change with time as the result
of changes in child behavior and changes in environmental
lead levels. To evaluate this potential confounder, we calculat-
ed the mean time between visits for each of the 4 categories of
“change in ID status.” This variable was added to the models
to determine whether the ID coefficients were confounded by
differences in “time between visits.”

Association Between Iron Deficiency and Blood Lead Level in a Longitudinal
Analysis of Children Followed in an Urban Primary Care Clinic

RESULTS

During the study period, 1275 children of this age range
were seen in the primary care clinic for at least 2 well child
care visits (Table I). The overall mean time between the 2 vis-
its was 0.84 = 0.39 years (9.6 = 4.7 months). Of the 1275 sub-
jects with at least 2 visits, 1214 had complete data on CBC
values, blood lead levels, and covariates. After excluding all
subjects with baseline blood lead levels 20.48 wm/L (10
ug/dL), 1050 subjects were included in the final analysis. The
prevalence of ID and lead poisoning at each of the 2 visits is
shown in Table I. We categorized the change in ID status by
using MCV and RDW criteria, as outlined above at each visit.
Based on this difference, we calculated the number of subjects
with lead poisoning in each category.

Although the number of subjects with lead poisoning
who were iron-replete at each visit declined markedly (Table
II), the number of subjects with lead poisoning who were
iron-deficient at one or both visits was more stable over time
(Figure). Baseline blood lead concentration ranged from <5
ug/dL to 40 pug/dL (median <5 pg/dL [0.24 umol/L] and
range <0.24 to 2.10 pmol/L), and blood lead concentration at



Table Il. Comparison of baseline iron status with
blood lead concentration, patient demographics, and
laboratory measures

Iron-replete Iron-deficient

at baseline  at baseline

*Blood Pb visit | n= 1077 n=137%

<0.48 mm/L (10 mg/dL) 933 117

>0.48 mm/L (10 mg/dL) 144 20
1Blood Pb visit 2

<0.48 mm/L (10 mg/dL) 98l 116

>0.48 mm/L (10 mg/dL) 96 21
Baseline age (y) 1.75 (0.76) 1.79 (0.67)
Insurance status visit |

Private 239 (22.2) 19 (13.9)

Medicaid 687 (63.8) 102 (74.5)

Self-pay 151 (14.0) 16 (11.7)
Hemoglobin visit 2 11.5(0.8) 10.9 (0.9)

Data restricted to subjects with complete data on all variables (n = 1214).
*P =79, 2 for association of iron deficiency and blood lead at visit 1.
TP =.025, c2 for association of iron deficiency categories and blood lead
at visit 2.

$Four subjects with iron deficiency at baseline did not have complete
data on blood lead, insurance, and age at visit 2.

the second visit ranged from <5 pg/dL to 25 pg/dL (median
<5 png/dL [0.24 wmol/L] and range <0.24-1.38 umol/L).
Table II also shows the results of the crude association be-
tween baseline ID status and lead poisoning as experienced at
visit 1 and visit 2. The association between change in ID sta-
tus and lead poisoning was only significant at visit 2. When
the analysis was restricted to subjects with baseline blood lead
levels <10 pg/dL (0.48 wmol/L), the crude association be-
tween baseline ID and lead poisoning at visit 2 was still sig-
nificant (y—4¢ = 9.2; P = .002, n = 1050).

The mean time between visits were similar for all groups
and ranged from 0.76 + 0.33 years to 0.90 + 0.42 years (iron-
deficient/iron-replete and iron-replete/iron-deficient, respec-
tively). This difference was borderline significant in a 1-way
analysis of variance (P = .058). However, when the time be-
tween visits was entered into the logistic regression models as
a continuous covariate, none of the odds ratios for ID status in
any of the regression models changed by >10%, suggesting a
lack of confounding. We therefore dropped the variable “time
between visits” from the final regression models.

Univariate analysis of ID with respect to blood lead
concentration demonstrated that the crude odds ratio (OR)
for baseline ID predicting a subsequent blood lead concentra-
tion 20.48 pmol/L (10 pg/dL) was 2.77 (95% CI, 1.40-5.47).
This effect was even greater in the logistic regression model
(Table III). The ORs ratios for “change in ID status” (using
iron-replete at both visits as the referent group) in predicting
lead poisoning were similar in trend and effect size to the ORs
in the multivariate logistic regression model and are therefore
not shown. Results of the logistic regression modeling are pre-
sented in Tables III and IV. We also looked at a test of trend
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in which we looked at change in ID as an ordinal variable in
the logistic regression models. The order of this variable was
iron-replete to iron-replete, iron-replete to iron-deplete, iron-
deplete to iron-replete, and iron- deplete to iron-deplete,
scored from 1 to 4 as an integer. This variable was highly sig-
nificant in the logistic regression models (P = .001), suggest-
ing an increasing effect of combined decreased body iron
stores/dietary iron intake.

DISCUSSION

We are unaware of previous studies that have demon-
strated that laboratory evidence of baseline ID is longitudi-
nally associated with lead poisoning. All studies of which we
are aware have been cross-sectional and cannot determine
whether ID preceded lead poisoning or vice versa.”1* Not
only are these studies cross-sectional, but their results have
been mixed, with some finding associations between ID and
lead poisoning”~1%2> and others disputing the association.!!”
14,26 Of note, our results suggest that the risk of subsequent
lead poisoning associated with ID is quite large, with 4- to 5-
fold increases in baseline risk of lead poisoning.

With respect to nonobservational research, experimen-
tal studies have demonstrated that iron-deficient animals ab-
sorb a greater percentage of ingested lead than iron-replete
animals.?’?8 Barton et al?® suggested that the effects of ID on
lead absorption are mediated through a common absorptive
receptor. In contrast, at least one controlled clinical study?
has failed to demonstrate this effect, causing some investiga-
tors to argue that the association may be due to confound-
ing'1114 A second controlled study did find increased lead
absorption in iron-deficient subjects.?® Both diseases do occur
more frequently in lower socioeconomic classes; thus, the rela-
tion may be secondary to common environmental risk factors,
and ID may therefore merely be a marker of high environ-
mental lead levels. Previous clinical studies have been cross-
sectional; this study addresses that issue by looking at
pre-existing ID as a risk factor for subsequent lead poisoning.
The argument that ID is “causally” associated with lead poi-
soning is strengthened by our ability to demonstrate this tem-
poral relation between ID and lead poisoning. Subjects with
baseline ID have an increased risk of lead poisoning even if
they become iron-replete, but the risk does decrease relative to
subjects who remain iron-deficient. Subjects who are iron-re-
plete at baseline did not have a greater risk of subsequent lead
poisoning even if they became iron-deplete. However, the
mean time between visits of 8 months does not preclude that
prolonged ID did not increase eventual risk of lead poisoning.
The stepwise progression of the ORs demonstrates a dose ef-
fect, whereby there is an increased risk of lead poisoning asso-
ciated with both decreased dietary iron/decreased baseline
iron stores but that baseline iron stores have the greater effect.
Nevertheless, the results suggest that increasing body iron
stores can mitigate the risk of subsequent lead poisoning, as
the greatest risk was seen for subjects who remained iron-de-
ficient at both visits.

Bradman et al'® placed the potential association be-
tween ID and lead poisoning in biologic context. That is, ID
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Table Ill. Logistic regression modeling of the association between baseline iron
deficiency and subsequent lead poisoning

Adjusted OR (95% CI)
for blood lead >0.48 mm/L

Independent variable (10 mg/dL) at visit 2 P value
Baseline iron deficiency 4.12 (1.96-8.65) <.0001
Age at baseline visit (y) 0.43 (0.23-0.70) .001
Hemoglobin at visit 2 (g/dL) 1.53 (1.08-2.17) .02
Insurance status, SP¥ 0.81 (0.40-1.61) .55
Insurance status, PRt 0.58 (0.20-1.69) .32

SP, No insurance (self-pay); PR, private.

Lead poisoning was defined as blood lead level 20.48 mm/L (10 mg/dL). For multivariate analysis, n = 1050 as subjects with baseline blood lead level 20.48
mm/L (10 mg/dL) were excluded. There were 94 subjects with iron deficiency at baseline. Baseline iron deficiency is defined as MCV <73, RDW >14.5 if

age is <2 years and MCV <70, RDW >14.5 if age is 22 years at visit 1.
*Dichotomized as self-pay vs MassHealth.
fDichotomized as private insurance vs MassHealth.

Table IV. Logistic regression model of the association between change in iron

deficiency status and subsequent lead poisoning

Adjusted OR
(95% CI) for lead

Independent variable poisoning at visit 2 P value n*
Iron-replete both visits Referent group — 898
Iron-replete—iron-deficient 0.81 (0.10-6.30) .84 58
Iron-deficient—iron-replete 2.73 (0.90-8.27) .08 35
Iron-deficient—iron-deficient 5.54 (2.25-13.62) <.0001 59

OREs are adjusted for baseline age, insurance status, and concurrent hemoglobin level. Iron deficiency is defined as MCV <73, RDW >14.5 if age is <2 years
and MCV <70, RDW >14.5 if age is 22 years. Lead poisoning is defined as blood lead level 20.48 mm/L (10 mg/dL). Test for trend for increasing risk in
going from iron-replete both visits to iron-replete-iron-deficient to iron deficient—iron-replete to iron-deficient both visits; P = .001.

*Overall n for this model is 1050 because subjects with baseline blood lead level 20.48 mm/L (10 mg/dL) were excluded.

must be an effect modifier of the association between lead poi-
soning and environmental lead exposure. In a cross-sectional
analysis, Bradman et al demonstrated that within strata of
high, medium, and low lead exposure, iron-deficient children
had significantly higher blood lead levels than iron-replete
children. Our results, combined with those of Bradman et al,
suggest that dietary iron supplements may be an effective pre-
ventative measure against lead poisoning in targeted popula-
tions.

There are both limitations and strengths to our study.
We did not measure environmental lead levels and cannot
comment on effect modification between ID and environ-
mental lead. Therefore, a potential limitation is that our find-
ings may be due to the effect of residual confounding by actual
environmental lead exposure; that is, ID may still be a marker
of poverty and greater environmental lead levels. However, the
results of the change in iron status analysis in which subjects
with baseline ID but who are subsequently iron-replete had a
lower risk of lead poisoning than subjects with ID at both vis-
its suggests that this factor did not confound our results. Ex-
posure misclassification is a potential limitation and is always
possible in studies of ID. Serum ferritin levels, for example,

Association Between Iron Deficiency and Blood Lead Level in a Longitudinal
Analysis of Children Followed in an Urban Primary Care Clinic

may misclassify subjects who are iron-deficient as iron-replete,
given that it is an acute phase reactant.?! In addition, our clas-
sification scheme for ID, although more specific than serum
ferritin, may be less sensitive in detecting ID than serum
iron/TIBC or serum ferritin.2! However, it should be noted
that this type of misclassification is likely to be nondifferential
with respect to the null hypothesis of no association, as iron-
deficient children who were lead-exposed and non-lead-ex-
posed would be equally likely to be misclassified as
iron-replete. The same is true regarding iron-replete children
being misclassified as iron-deficient. Such a nondifferential
misclassification error will tend to drive the overall effect to-
ward a null finding (type II error) but will not drive a true null
finding toward an effect (type I error).??

Although previous studies of calcium supplementation
have not demonstrated efficacy in preventing lead poison-
ing,30 the role of iron supplements, possibly in conjunction
with calcium supplements, has not been explored. A recent
randomized, controlled trial of chelation therapy demonstrat-
ed no clear beneficial effect on cognitive outcomes,3! suggest-
ing that prevention is the only means by which the neurotoxic
effects of lead can be averted. Greater efforts at prevention are



needed.?? If nutrient deficiencies predispose to lead poison-
ing, then their supplementation might be useful treatment ad-
juncts in lead poisoning prevention. Although nutritional
supplementation is not a solution to lead exposure, the evi-
dence that ID is associated with subsequent lead poisoning
makes such an effect plausible. We would caution, however,
that any study should be done in conjunction with environ-
mental hazard reduction. The use of iron and calcium supple-
ments to prevent subsequent elevations in blood lead levels
may be a simple cost-effective strategy that could augment en-
vironmental remediation. A further public health impetus to
study this question is the well-established adverse effect of ID
on cognitive development.®* Given this factor, the conse-
quences of combined ID and lead poisoning on neurodevel-
opmental outcome may be potentially devastating.3334

REFERENCES

1. Lanphear BP, Dietrich K, Auinger P, Cox C. Cognitive deficits associ-
ated with blood lead concentrations <10 microg/dL in US children and ado-
lescents. Public Health Rep 2000;115:521-9.

2. Bellinger D, Leviton A, Waternaux C, Needleman H, Rabinowitz M.
Longitudinal analysis of prenatal and postnatal lead exposure and early cogni-
tive development. N Engl ] Med 1987;316:1037-43.

3. Lozoff B, Jimenez E, Wolf AW. Long-term developmental outcome of
infants with iron deficiency. N Engl ] Med 1991;325:687-94.

4. Lozoff B, Jimenez E, Hagen ], Mollen E, Wolf AW. Poorer behavioral
and developmental outcome more than 10 years after treatment for iron defi-
ciency in infancy. Pediatrics 2000;105:E51.

5. Yip R. Iron deficiency: contemporary scientific issues and international
programmatic approaches. ] Nutr 1994;14795-90S.

6.  Brody DJ, Pirkle JL, Kramer RA, Flegal KM, Matte TD, Gunter EW,
et al. Blood lead levels in the US population: phase 1 of the third national
health and nutrition examination survey (NHANES III, 1988-1991). JAMA
1994;272:277-83.

7. Yip R, Norris TN, Anderson AS. Iron status of children with elevated
blood lead concentrations. J Pediatr 1981;98:922-5.

8. Hammad TA, Sexton M, Langenberg P. Relationship between blood
lead and dietary iron intake in preschool children: a cross-sectional study. Ann
Epidemiol 1996;6:30-3.

9. Wright RO, Shannon MW, Wright RJ, Hu H. Association between
iron deficiency and elevated blood lead levels in an urban primary care clinic.
Am J Public Health 1999;89:1049-53.

10. Bradman A, Eskenazi B, Sutton P, Athanasoulis M, Goldman LR. Iron
deficiency associated with higher blood lead in children living in contaminat-
ed environments. Environ Health Perspect 2001;109:1079-84.

11. Hershko C, Konijn AM, Moreb J, Link G, Grauer F, Weissenberg E.
Iron depletion and blood lead levels in a population with endemic lead poi-
soning. Isr ] Med Sci 1984;20:1039-43.

12. Lucas SR, Sexton M, Langenberg P. Relationship between blood lead
and nutritional factors in preschool children: a cross-sectional study. Pedi-

atrics 1996;97:74-8.

14 Wright et al

13.  Wolf AW, Jimenez E, Lozoff B. No evidence of developmental ill ef-
fects of low-level lead exposure in a developing country. Dev Behav Pediatr
1994;15:224-31.

14. Serwint JR, Damokosh Al, Berger OG, Chisolm J]J Jr, Gunter EW,
Jones RL, et al. No difference in iron status between children with low and
moderate lead exposure. ] Pediatr 1999;135:108-10.

15. Mabhaffey KR. Environmental lead toxicity: nutrition as a component of
intervention. Environ Health Perspect 1990;89:75-8.

16. Wright RO. The role of iron therapy in childhood plumbism. Curr
Opin Pediatr 1999;11:255-8.

17.  Centers for Disease Control. Preventing lead poisoning in young chil-
dren. October 1991.

18. Muntaner C, Parsons PE. Income, social stratification, class and private
health insurance: a study of the Baltimore metropolitan area. Int ] Health
Serv 1996;26:655-71.

19. Newacheck PW, Hughes DC, Stoddard JJ. Children’s access to primary
care: differences by race, income, and insurance status. Pediatrics 1996;97:
26-32.

20. Saver BG, Peterfreund N. Insurance, income, and access to ambula-
tory care in King County, Washington. Am ] Public Health 1993;83:
1583-8.

21. Iron deficiency. In: Pediatric nutrition handbook. 2nd edition. Elk
Grove Village, Ill: American Academy of Pediatrics; 1985.

22. Oski FA. Iron deficiency in infancy and childhood. N Engl ] Med
1993;329:190-3.

23. Bessman JD, Gilmer PR, Gardner FH. Improved classification of ane-
mias by MCV and RDW. Am ] Clin Pathol 1983;80:322-6.

24. Monzon CM, Beaver BD, Dillon TD. Evaluation of erythrocyte disor-
ders with mean corpuscular volume and red cell distribution width. Clin Pe-
diatr 1987;26:632-8.

25. Flanagan PR, Chamberlain MJ, Valberg LS. The relationship between
iron and lead absorption in humans. Am ] Clin Nutr 1982;36:823-9.

26. Watson WS, Morrison ], Bethel MI, Baldwin NM, Lyon DT, Dobson
H, et al. Food iron and lead absorption in humans. Am ] Clin Nutr
1986;44:248-56.

27. Mabhaffey-Six K, Goyer RA. The influence of iron deficiency on tissue
content and toxicity of ingested lead in the rat. ] Lab Clin Med 1972;79:128-36.
28. Barton JC, Conrad ME, Nuby S, Harrison 1. Effects of iron in the ab-
sorption and retention of lead. ] Lab Clin Med 1978;92:536-47.

29. Rothman KJ, Greenland S, Precision and validity in epidemiologic stud-
ies. In: Rothman KJ, Greenland S, editors. Modern epidemiology. Philadel-
phia (PA): Lippincott-Raven Publishers; 1998. pp 27-130.

30. Sargent JD, Dalton MA, O’Connor GT, Olmstead EM, Klein RZ.
Randomized trial of calcium glycerophosphate-supplemented infant formula
to prevent lead absorption. Am J Clin Nutr 1999;69:1224-30.

31. Rogan WJ, Dietrich KN, Ware JH, Dockery DW, Salganik M, Rad-
cliffe ], et al. Treatment of lead-exposed children trial group: the effect of
chelation therapy with succimer on neuropsychological development in chil-
dren exposed to lead. N Engl ] Med 2001;344:1421-6.

32. Rosen JF, Mushak P. Primary prevention of childhood lead poisoning:
the only solution. N Engl ] Med 2001;344:1470-1.

33. Ruff HA, Markowitz ME, Bijur PE, Rosen JF. Relationships among
blood lead levels, iron deficiency, and cognitive development in two-year-old
children. Environ Health Perspect 1996;104:180-5.

34. Wasserman G, Graziano JH, Factor-Litvak P, Popovac D, Morina N,
Musabegovic A, et al. Independent effects of lead exposure and iron deficien-
cy on developmental outcome at 2 years of age. ] Pediatr 1992;121:695-703.

The Journal of Pediatrics ¢ January 2003



