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EXECUTIVE SUMMARY:

In 2007, Rhode Island will celebrate its 30th anniversary since the first time that federal funding came from the Centers for Disease Control and Prevention (CDC) for the establishment of a Lead Program in the state in 1977. The RI Childhood Lead Poisoning Prevention Program (RI CLPPP), has gone through several phases to initially control and later prevent childhood lead exposure and poisoning in young children. As required by the CDC, the RI CLPPP formulated in 2004 a Plan to Eliminate Childhood Lead Poisoning by the end of 2010, which made a significant shift from secondary prevention efforts to put greater emphasis in primary prevention strategies. This important movement made the RI CLPPP move towards the analysis and better understanding of the housing situation in the state, given that poisonings are primarily occurring due to lead hazards that exist in old homes where lead-based paint was used before 1978. 

It became evident that RI CLPPP needed to have a housing surveillance tool that would increase understanding, inform others and measure progress in the efforts to eliminate lead poisoning in the state. In early 2006, the RI CLPPP signed a Memorandum of Understanding (MOU) with the state’s housing agency, the RI Housing Resources Commission (HRC) to jointly work towards the elimination goal. Using primarily a staff member from RI CLPPP, the partnership established the “Healthy Housing Collaborative” and prepared the “Healthy Housing: Why RI should invest in the vision” report that documents the housing vision for the state. Meanwhile, the housing data that resided in several locations at different entities needed to be collected to build the housing surveillance tool, and needed to be compiled in one place. The RI CLPPP worked with a group of interested parties to begin this data gathering, without which measuring the elimination of lead would have been unfeasible.  

By January 2007, data have been collected from 17 (43%) of Rhode Island’s 39 cities and towns.  All but two of the 17 datasets represent tax roll year 2002 or later.   While there are still 22 municipalities to incorporate into the housing database to achieve statewide coverage, the 17 towns already submitting data are home to 69% of all addresses where a child has been screened for lead, and 82% of all addresses where a child had a blood lead level ≥10 µg/dL.  In addition, there are over 240,000 unique addresses in the database that have a plat-lot identifier, and therefore can be linked to more detailed tax assessor information
. Additionally, the RI CLPPP worked with other housing agencies and has been able to collect data for low and moderate income housing (from RI Housing) that meet RI’s definition of affordable housing
, properties that have a Certificate of Conformance (from the HRC, RI’s housing agency responsible for the enforcement of the Lead Hazard Mitigation Law passed in 2002), and units that have received lead hazard removal funding from the Housing and Urban Development (HUD). 

All these datasets contain information that will be useful in describing the housing stock in Rhode Island and will allow RI CLPPP to track the number of lead safe, affordable housing units over time, and to evaluate the association between lead safe affordable housing and childhood lead poisoning. In the future, this database would likely be maintained by the HRC, and a strategy for its long term life needs to be formulated. Meanwhile, a report using these available data is being prepared and will be published in May 2007, the month in which RI annually celebrates “Lead Poisoning Prevention Month”. 

INTRODUCTION/BACKGROUND:

Childhood lead poisoning is considered “one of the most common pediatric health problems in the US today
”, and it is entirely preventable.  Lead is a relatively soft, naturally occurring metal that can be found in all parts of our environment. Much of the lead in the environment comes from human activities including burning fossil fuels, mining, and manufacturing
. 

The Lead Contamination Control Act of 1988 authorized the Centers for Disease Control and Prevention
 (CDC) to initiate program efforts to eliminate childhood lead poisoning in the United States. As a result of this Act, the CDC Childhood Lead Poisoning Prevention Branch was created, with primary responsibility to:  

· Develop programs and policies to prevent childhood lead poisoning, 

· Educate the public and health-care providers about childhood lead poisoning, 

· Provide funding to state and local health departments to determine the extent of childhood lead poisoning by screening children for elevated blood lead levels, helping to ensure that lead-poisoned infants and children receive medical and environmental follow-up, and developing neighborhood-based efforts to prevent childhood lead poisoning, and,

· Support research to determine the effectiveness of prevention efforts at federal, state, and local levels. 

In 1977, the Rhode Island Department of Health was awarded for the first time federal funding from the CDC to create a Lead Program, which adopted federal guidelines with a focus on children between the ages of 1 and 5, and a framework under which to carry out follow-up recommendations
. In 2007, 30 years after federal dollars came to the state for the first time to alleviate this public health problem, RI continues to make strong efforts and work with statewide partners to achieve the elimination of childhood lead poisoning by 2010, as promoted by the Healthy People 2010 goal. 

An incredible amount of research and resources have been invested to better understand the effects of lead poisoning, to educate the public about ways to prevent it, and to find the most effective approaches to eliminate this disease. The myriad of studies and publications that have been issued throughout the years indicate that the most common source of lead poisoning is created by disturbing lead based paint which was routinely used in interior and exterior of the homes until 1978, when the use of lead paint in the homes was banned. It is estimated that about 38 million homes have lead-based paint, and 20 million homes have lead-based paint both on interior and exterior surfaces.
  In Rhode Island, it is estimated that 30,000 units
 throughout the state are considered high risk and in urgent need of lead hazard reduction.  

With all the research and data collected over the years, in February 2000 the President’s Task Force on Environmental Health Risks issued a strategy
 to promote the elimination of lead poisoning, and subsequently the CDC asked all Lead Programs to put in place a Plan to Eliminate Lead Poisoning by 2010. Rhode Island prepared and published its Plan in 2004, which primarily focused on the formulation and implementation of primary prevention
 strategies (educate the public and find ways to remediate lead hazards in housing), while still maintaining secondary prevention
 efforts. 

Problem Statement:  

RI’s Plan to Eliminate Childhood Lead Poisoning (available at www.health.ri.gov/lead) includes a number of efforts to make the strategic shift from a secondary prevention/early intervention approach to an environmental/healthy homes approach.  As required by the CDC, progress toward elimination of lead poisoning must be evaluated and reported annually. The RI Childhood Lead Poisoning Prevention Program (RI CLPPP) set a specific goal
 and milestone to eliminate lead poisoning and proposed to measure elimination efforts using two factors: the incidence of lead poisoning, and the availability of lead safe, affordable housing.  While data to measure the incidence of lead poisoning is readily available, it became clear that the lack of comprehensive, quality, housing data made measuring the housing component unrealistic at this time.  To address the need for the collection of housing data, in 2006 the RI CLPPP began a formal, collaborative effort through a Memorandum of Understanding (MOU) with Rhode Island Housing Resources Commission (HRC) to develop a statewide “healthy housing” strategy, which included the development of a vision statement, conducting a literature review, and analyzing existing strategic housing plans.  

The long-term goal is to create a statewide housing database, accessible to multiple users, which is comprehensive enough to meet the needs of the various agencies throughout the state, and become the tool that can help inform stakeholders and officials about the status of housing in the state, as well as to measure the elimination of lead poisoning. 

The creation of a statewide housing database was motivated by the interest in linking health data, such as childhood blood lead test results, with property attributes, neighborhood demographics, and ownership information.  With a statewide housing database, the RI CLPPP could conduct research related to the association between lead poisoning and housing factors, such as year of construction, housing type, and proximity to pollution point sources.  

In addition to signing the MOU with the HRC, RI CLPPP contracted The Providence Plan, a private, nonprofit organization to jointly collect electronic tax assessor data that would contain address information, plat/lot information, state tax classification, number of residential units, year of construction, and land use code to develop a statewide housing database. However, the data fields submitted by each municipality vary, and depend on several factors, including: what information the town collects, what information the town is comfortable sharing, and what information is convenient to export from the Computer Assisted Mass Appraisal (CAMA) software.  Jointly with the RI CLPPP, The Providence Plan is compiling the available data, standardizing the format across cities and towns, and merging them into one database. 

 
The present report describes the steps and strategy taken to engage multiple partners in Rhode Island to participate in efforts that can take the state to a feasible “healthy housing” approach, how resources for the project were identified and used, and the partial success that has been achieved so far, in the space of a little over a year. 

Behavior Over Time Graph:

The graph below illustrates the main factors that had an impact on the need to have a housing surveillance tool, as follows:

· The Centers for Disease Control and Prevention required that states prepare and implement a plan to eliminate lead poisoning by 2010;

· Public awareness of lead poisoning issues in RI has increased tremendously over time, especially due to the RI lawsuit against the lead paint industries;

· Incidence of lead poisoning in RI has been decreasing over time, reaching a very low rate in 2005 (2% of the children under the age of six who were tested for lead had a blood lead level greater than or equal to 10  µg/dL for the first time in their lives). Improved screening efforts and also a variety of interventions now in place may have had an impact on the decrease in incidence.

· The interest in the collection of housing data in a centralized method has fluctuated over the years, and has been moved to a higher priority most recently given the need to measure the efforts to eliminate lead poisoning, and given that the recognition of the importance of a healthy environment has a critical impact on the health of children and families. 
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Causal Loop Diagrams and applicable archetypes:
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10 Essential Environmental Health Services:

The table below outlines how efforts to develop a statewide housing database in Rhode Island are seeking to enhance the Essential Environmental Health Services
 and the corresponding core public health function:

	Core Public Health Function:
	Essential Environmental Health Service:
	How this project is enhancing this service:

	ASSESSMENT
	Monitor environmental and health status to identify and solve community environmental health problems 
	The database will serve as a tool to monitor the status of the housing in the state, and will be used to identify ways to solve childhood lead poisoning, an environmental health problem, which is mostly affected by lead based paint in children’s homes.

	
	Diagnose and investigate environmental health problems and health hazards in the community 
	The database will help diagnose communities where childhood lead poisoning may be a deeper problem, because the housing characteristics (age of housing, housing with lead hazards, lead safe housing, housing occupied by lead poisoned children, etc.). 

	POLICY DEVELOPMENT
	Inform, educate and empower people about environmental health issues 
	The database will be used to inform stakeholders and state officials about the situation of housing that is affecting children and pregnant women exposed to lead hazards

	
	Mobilize community partnerships and actions to identify and solve environmental health problems 
	Using the database will help to further mobilize and engage community partnerships, especially housing agencies in the identification of communities affected by lead hazards and in need of environmental interventions. 

	
	Develop policies and plans that support individual and community environmental health efforts
	With the knowledge of the status of housing in the state, the Healthy Housing Collaborative will be enabled to develop policies and design housing interventions to ameliorate the problem.

	ASSURANCE
	Evaluate effectiveness, accessibility and quality of personal and population based environmental health services
	Having the housing database will enable the RI CLPPP to evaluate and measure progress of efforts made to eliminate childhood lead poisoning in the state.


National Goals Supported 

The tables below detail how the development of a housing database for the state supports the:  

· CDC Health Protection Goals
: 

	CDC Health Protection Goal


	How this project supports the Goal:

	Healthy people in every stage of life: All people, and especially those at greater risk of health disparities, will achieve their optimal lifespan with the best possible quality of health in every stage of life. 
	Start Strong: Increase the number of infants and toddlers that have a strong start for healthy and safe lives. (Infants and Toddlers, ages 0-3 years).


	Understanding and informing the state about the situation of housing would help prevent lead poisoning and therefore increase the number of infants that are no longer exposed to lead hazards in their homes. 

	
	Grow Safe and Strong: Increase the number of children who grow up healthy, safe, and ready to learn. (Children, ages 4-11 years).
	Assessing the status of housing in the state and eliminating lead in the homes would increase the number of children living in a safe environment.

	Healthy People in healthy places: The places where people live, work, learn, and play will protect and promote their health and safety, especially those at greater risk of health disparities.

	Healthy Communities: Increase the number of communities that protect, and promote health and safety and prevent illness and injury in all their members.


	Through partnerships with housing agencies and the use of the housing data,  communities highly affected by unsafe housing will be empowered to design interventions to remediate the problem.

	
	Healthy Homes: Protect and promote health through safe and healthy home environments.


	The housing database will be the tool to better understand the situation of housing and promote healthy home environments for children.


· Healthy People 2010 Objectives http://www.cdc.gov/nchs/about/otheract/hpdata2010/abouthp.htm
	Healthy People 2010 Objective
	How this project meets this objective:

	Environmental Health: Toxics and Wastes. 8-11. Eliminate elevated blood lead levels in children. Target: Zero percent. Baseline: 4.4 percent of children aged 1 to 6 years had blood lead levels exceeding 10 µg/dL during 1991–94. Target setting method: Total elimination.
	The initiative of developing a housing database came from the need to measure the progress in the Rhode Island’s Plan to Eliminate Childhood Lead Poisoning, as mandated by this objective. 

	Environmental Health: Healthy Homes and Healthy Communities. 8-22 Increase the proportion of persons living in pre-1950s housing that has been tested for the presence of lead-based paint.  Target: 50 percent. Baseline: 16 percent of persons living in homes built before 1950 in 1998 reported that their homes had been tested for the presence of lead-based paint (age adjusted to the year 2000 standard population). 
	Through the use of the database, efforts can be made to ensure the increase of RI people living in housing that have been tested for lead and/or to measure the proportion of Rhode Islanders who are occupying units where lead has been assessed. 

	Environmental Health: Infrastructure and Surveillance. 8-25.c (Developmental) Reduce exposure of the population to pesticides, heavy metals, and other toxic chemicals, as measured by blood and urine concentrations of the substances or their metabolites.
	By assessing housing conditions, implementing primary prevention strategies, and remediating lead hazards will reduce children’s exposure to lead

	Environmental Health: Infrastructure and Surveillance. 8-27.a. Increase or maintain the number of Territories, Tribes, and States, and the District of Columbia that monitor diseases or conditions that can be caused by exposure to environmental hazards. 2010 Target: 51 jurisdictions; 1997 baseline: 51 jurisdictions
	  RI continues to maintain its lead poisoning surveillance system, which tracks all blood lead tests conducted in the state. 

	Public Health Infrastructure: Data and Information Systems. 23-5. (Developmental) Increase the proportion of Leading Health Indicators, Health Status Indicators, and Priority Data Needs for which data—especially for select populations—are available at the Tribal, State, and local levels. 
	Having a statewide housing database would help RI CLPPP to measure progress in the elimination of lead poisoning in children. 


· Goals from the National Strategy to Revitalize Environmental Public Health Services http://www.cdc.gov/nceh/ehs/Docs/nationalstrategy2003.pdf 

	Goal/objective
	How this project supports this goal:

	Goal I. Build Capacity. Objective I-B: Support, evaluate, and disseminate the results of new demonstration programs, best practices, and CDC-supported projects designed to improve livability and to prevent and control environmentally related illness. 

Activity I-B-1: Evaluate currently funded environmental public health service projects and disseminate results to strategic partners and other stakeholders. 

Activity I-B-2: Support the development of science based strategies for state and local public health agencies to improve health and well-being through improved land-use decisions. 

Activity I-B-3: Promote institutional and strategic changes to foster ongoing coordinated efforts with strategic partners (e.g., Department of Housing and Urban Development, EPA, state and local health departments) and other stakeholders to implement and evaluate environmental interventions to improve health and well-being for urban and rural residents.
	This project involves measuring elimination of lead poisoning in Rhode Island, which is a CDC-supported project. 

The project is primarily an effort to gather housing data from a number of partners, with the goal to make it available to other housing stakeholders and state officials. 

Data collected in the housing database would become another tool to use in land-use decisions efforts in the state in the future. 

Development of this project involves participation from other important partners and federal agencies, such as HUD, since data from housing that has used HUD-subsidized funding is included. 

	Goal II. Support Research. Objective II-B: Engage community support for community-based environmental public health research. Activity II-B-I: Define and evaluate a process to elicit community involvement in environmental public health research.
	One of the potential uses of the housing database involves the ability to conduct research, share findings and engage RI stakeholders and officials in the development of appropriate action plans. 

	Goal IV. Communicate and market. Objective IV-B: Support educational approaches and models of best practices to gain community support and participation in addressing environmental public health service issues, concerns, and best models to organize, deliver, and market environmental public health services. 

Activity IV-B-1: Support activities and projects that demonstrate effective methods for interacting with environmental public health stakeholders.

Activity IV-B-2: Recommend and disseminate the best environmental public health service models to engage and empower local communities. 

Activity IV-B-3: Support activities that demonstrate effective methods for marketing environmental public health services to policy makers and the public.
	This project began with the partnership formed between the RI CLPPP and the HRC. This is a genuine partnership that can be considered a best practice that not only facilitated resources for the development of a healthy housing initiative, but also involved convening the “Healthy Housing Collaborative” formed by a number of housing stakeholders in the state. 

With the use of the data, RI CLPPP intends to prepare reports and share it widely to empower local jurisdictions to participate in efforts to improve housing, through the development of appropriate housing policies to enhance the overall environment in which RI children live. 

	Goal VI. Create strategic partnerships. Objective VI: Coordinate and promote activities that identify critical stakeholders, and foster communication and interaction among agencies, organizations, and interests that influence environmental public health services. Activity VI-AI-1: Identify stakeholders who influence all components of the environment (built and natural) that have an impact on environmental public health services. 

Activity VI-AI-2: Support activities (e.g., conferences, meetings, seminars, etc.) that influence stakeholders to work together to improve environmental public health. 

Activity VI-AI-3: Develop mechanisms for regular communication and coordination among stakeholders.
	This project has only been possible and got initiated because of the strategic partnership that was formed between the RI CLPPP and the HRC. Both parties are separate state agencies and need each other to reach their goals of eliminating lead poisoning and improve the housing situation in the state.  

Once the MOU between the two state agencies was signed, the establishment and maintenance of the “Healthy Housing Collaborative” served as the one strong mechanism to keep stakeholders involved, all of whom have an impact on the housing efforts. Additionally, through the preparation of the statewide vision for healthy housing the stakeholders became a unified group to support the goals and activities formulated by the Collaborative. 


· Environmental Health Competency Project: Recommendation for Core Competencies for Local Environmental Health Practitioners http://www.apha.org/ppp/Env_Comp_Booklet.pdf
	Core competency for Environmental Health Practitioner:
	How this project uses the Environmental Health Practitioner core competency:

	A. Assessment. A1. Information Gathering: The capacity to identify sources and compile relevant and appropriate information when needed, and the knowledge of where to go to obtain the information.

	The project required the ability to discern the data needed to help measure the elimination of lead poisoning, and to decide the portions of data that are most critical to begin such evaluation. 

	A3. Evaluation: The capacity to evaluate the effectiveness or performance of procedures, interventions, and programs.

	The project was initiated as a means to evaluate progress made in the efforts to eliminate Childhood Lead Poisoning in RI. 

	B. Management. B1. Problem Solving: The capacity to develop insight into and appropriate solutions to environmental health problems. B3. Organizational Knowledge and Behavior: The capacity to function effectively within the culture of the organization and to be an effective team player.

	Lack of resources and collaborative leadership were the main barriers to the collection of housing data in the state, and it required the formulation of a problem solving strategy, knowledge of the organizations involved and becoming an effective team player by offering a resource from RI CLPPP to conduct the major work that the Healthy Housing Collaborative needed. 

	B4. Project Management: The capacity to plan, implement, and maintain fiscally responsible programs and projects using skills and prioritize projects across the employee’s entire workload.


	Signing the MOU and forming the Collaborative would have been marginal steps towards the goal of eliminating lead in RI without having the capacity and drive to execute and implement the steps needed for the effort of collecting the data. 

	B5. Computer/Information Technology: The capacity to use information technology as needed to produce work products.


	The collection of housing data also required knowledge and use of the information technology to produce the reports needed, once the data becomes available. 

	B6. Reporting, Documentation, and Record-Keeping: The capacity to produce reports to document actions, keep records, and inform appropriate parties.
	This project required the preparation of a vision document and now that the data is available, is being used to generate reports that will be disseminated to others to document progress in the elimination of lead poisoning. 

	B7. Collaboration: The capacity to form partnerships and alliances with other individuals and organizations to enhance performance on the job.


	RI CLPPP took the lead to engage partners in the MOU as well as in the Healthy Housing Collaborative and later on the preparation of reports using the housing data already available.

	C. Communication. C1. Educate: The capacity to use the environmental health practitioner’s front-line role to effectively educate the public on environmental health issues and the public health rationale for recommendations.


	This project has gotten thus far because of the front-line role that has been taken to approach partners to initiate the work, task by task. Now that the data is available, it will be used to further educate state partners and officials in the environmental health issue of lead poisoning and its dangers. 

	C2. Communicate: The capacity to effectively communicate risk and exchange information with colleagues, other practitioners, clients, policy-makers, interest groups, media, and the public through public speaking, print and electronic media, and interpersonal relations.


	Effective communication has been the key in the success of this project. Communication with colleagues, as well as external and internal partners, in writing, verbal and through many meetings and other forms has been and will continue to be critical for the continuation of the project.  

	C3. Conflict Resolution: The capacity to facilitate resolution of conflicts within the agency, in the community, and with regulated parties.

	Given the number of parties involved, the project had run with no absence of potential conflict at several levels, all of which have been successfully dealt with, either immediately or over time.  



PROJECT OBJECTIVES/DESCRIPTION/DELIVERABLES:
Program Goal: To develop a statewide housing database that can inform the status of the housing stock in Rhode Island over time and be used to measure the elimination of childhood lead poisoning. 
Health Problem: Rhode Island has approximately 70% of its housing stock built prior to 1978 and therefore contains lead based paint. In 2005, 620 children had an elevated blood lead level (>= 10 µg//dL) in RI for the first time in their lives. Most poisonings occur due to exposure to lead paint hazards in their home. RI has a Plan and measures to Eliminate Childhood Lead Poisoning, but housing data are not readily available to assess its plan’s progress. 
Outcome Objective:  To compile housing data that currently resides in different places in one database. 

Determinant: In Rhode Island, several agencies are involved in the collection and maintenance of housing and property data to meet their own requirements. All those agencies need to collaborate and participate in a statewide effort to share their data that can be used for multiple purposes. 
Impact Objective: To convene state housing entities in the “Healthy Housing Collaborative” and develop a common healthy housing vision that they can share and support and jointly prepare the groundwork that leads us to formulate steps to develop a statewide housing database. 

Contributing Factors: 

· Competing priorities that have made the formulation of a statewide data effort a challenge.

· Lack of resources committed to this purpose has been the one most critical challenge that prevented participation in the vision of having a statewide housing database. 

· Leadership changes in the partner agencies and the perceived no-immediate need to have this database.  

Process Objectives: To work with a few of the entities to share housing data that they collect, use such data to demonstrate the value of a statewide housing database to all partners and develop a long term strategy to maintain such database. 

METHODOLOGY:

Events and Activities

1. To establish a formal relationship with the state housing agency, the RI Housing Resources Commission. 

Event: To sign a Memorandum of Understanding (MOU) between the RI CLPPP and the Housing Resources Commission for the joint development of a healthy housing strategy in the state. 

Activities:

· Design the content of the MOU and deliverables; 

· Assign a significant portion of one staff from the RI CLPPP to be the liaison between the agencies for the execution of the MOU and preparation of deliverables.

2. To convene a group that can participate and support the MOU between the RI CLPPP and the Housing Resources Commission. 

Event: To form and convene the “Healthy Housing Collaborative” as an Advisory Board that supports the development of a common, statewide vision for healthy housing. 

Activities:

· The Liaison convenes the ongoing efforts with the Healthy Housing Collaborative;

· The Healthy Housing Collaborative provides input and supports the Statewide Vision for Healthy Housing.

3. To identify a mechanism to begin collecting the data. 

Event: To establish a contract with The Providence Plan to gather and collect property data.  

Activities:

· Contract with The Providence Plan;

· The Providence Plan provides property data for some cities and towns in GIS format;

· Contact other jurisdictions for further data release;

· Obtain approval from RI Housing, Housing Resources Commission and HUD to release their housing data;

· To merge the released data in one place.

4.  To demonstrate the value of the housing database already collected. 

Event: To compile the housing data from the 17 of the 39 cities and towns and begin development of a report with input from the Healthy Housing Collaborative. 

Activities:

· Convene a workgroup to advise on the strategy to use the data; 

· Design a list of reports to use the already available housing data;

· Design a report and share with partners;

· Use the reports to begin measuring progress in the efforts to eliminate childhood lead poisoning in Rhode Island.

RESULTS:

As a result of this project, the RI CLPPP made significant strides in the mechanism to gather housing data for the purpose of measuring the elimination of childhood lead poisoning. The results can be summarized in the following items:

1. The Memorandum of Understanding with the RI Housing Resources Commission signed for calendar year 2006 was successful in its first year, and the document “Healthy Housing: Why Rhode Island should invest in the vision” has been completed and shared with the group for final approval. It is expected that the document will become public by the end of January 2007.  The MOU for calendar year 2007 has been prepared and has been signed as well, as evidence of continued partnership. 

2. A workgroup with representatives from the “Healthy Housing Collaborative” has been formed and discussions have already taken place to share the following data:

a. Low and Moderate Income housing, from Rhode Island Housing;

b. Certificates of Conformance, with addresses of units that have been mitigated for lead thereby meeting the requirements of the Lead Hazard Mitigation Law (2002);

c. Addresses of properties that have received funding from local HUD programs;

d. Lead screening and environmental inspections, from the RI CLPPP. 

3. The same workgroup is involved to provide input on the reports that will be designed and used to share with the large Collaborative group. Initial reports are currently being prepared and it is expected that they will be published for Lead Poisoning Prevention Month in Rhode Island, which is celebrated in May. The publication will be issued in May 2007.

4. Ideas that have already been discussed for future implementation include the collection of housing data from the remaining 22 cities and towns by the end of 2007, and the preparation of a housing report that will be issued jointly by the RI CLPPP and the Housing Resources Commission for May 2008. Additionally, the Healthy Housing Collaborative will continue to be convened and be involved in further steps to move RI towards becoming a “healthy housing” state, as encouraged by the CDC. Finally, a long term strategy must be developed for the ongoing maintenance of the housing database.  

CONCLUSIONS:

A statewide effort of such magnitude to allow the compilation of housing data was only possible with the support of partners involved in housing, their leadership and the strong motivation and the resources put forth by the RI CLPPP through the MOU with the HRC and offering a staff member from RI CLPPP to perform the tasks. While it is true that RI is a small state that greatly facilitates the collaboration and connection between partners, it is also true that efforts pay off handsomely if the will exists. 

As a lesson learned, starting small and showing the value of a larger effort opens the doors to a great movement that can have unlimited impact. RI now counts with a database that perhaps in other places could take years to achieve, but it is now a reality. It is our hope that this reality will facilitate safe and healthy homes for many young children and families in the state. 

LEADERSHIP DEVELOPMENT OPPORTUNITIES:

Magaly C. Angeloni, MBA

Attending EPHLI has been a tremendously valuable experience at the professional and personal level, which will always be in my heart. It has been already a year and it seems that it was just yesterday when we were putting together the application and getting the support from the agency for approval in the participation of EPHLI. 

At the beginning, none of us ever imagined the richness of experiences, learning, friendships and networking that we were going to accomplish through this leadership institute. We have formed strong friendships that will last for a long time. We have learned from each other’s work in many ways, and confirmed –once again- that our employment is more than a place where we spend the day, but it is also a place where we can make significant contributions to environmental health. We have learned about tools that we can use in the future for other projects. We have learned about ourselves, as leaders, as individuals, as professionals, and how to use our strengths and work with our weaknesses. We have learned that the institute demands commitment, work and dedication, which is in the end another valuable way to achieve professional growth.  

Selecting and working on the project was no trivial task. We were given specific deadlines and timeframes to complete each portion of the project. We were offered assistance every step of the way, and I felt that there was always an open door where to find that sounding board where to run ideas by and get input from others who have more knowledge in certain areas. We could use a coach for the Individual Development Plan, we had the assistance of Bridgeway Partners and the Innovation Associates Organizational Learning for the Systems Thinking tool, and received strong, steady support from the EPHLI Faculty and staff to further discover the challenges of leadership and work through them. The final report made us look back and see how each component of the class was put together in such a way that each part fit perfectly into the next one and became a comprehensive paper that we can share with others in our agencies and other colleagues. The Institute required hard work, more than we ever expected, but it was well worth the effort. 

The learning that took place in the training was invaluable, and I wish that in the future there were other opportunities to further refine and/or refresh the skills that we obtained in the training that can help us become even stronger leaders in our fields. 

In closing, I just want to thank everyone in EPHLI for the opportunity that we were given to participate in the institute. I really hope that many others are also rewarded with the opportunity to attend EPHLI in the future, for the benefit of environmental health.  

ABOUT THE EPHLI FELLOW

Magaly C. Angeloni has been managing the Rhode Island Childhood Lead Poisoning Prevention Program for almost 10 years and is Assistant Chief of the Office of Children’s Preventive Services in the Division of Family Health in the Rhode Island Department of Health. 

Ms. Angeloni has thirteen years of experience in public health programs, including the Women, Infants and Children Program and RIte Care, the state’s managed care program, Lead and KIDSNET, the integrated child health information systems in Rhode Island.  She also serves as a voting member of the Advisory Committee on Childhood Lead Poisoning Prevention for the Centers for Disease Control and Prevention, and is a guest lecturer for the Training Center for Childhood Lead Poisoning Prevention Programs, sponsored by the National Center for Healthy Housing. Ms. Angeloni is also the Corporate Secretary and member of the Board of Directors for Healthy Housing Solutions, a subsidiary of the National Center for Healthy Housing. She holds a Master’s degree in Business Administration from Providence College, Rhode Island.
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Long term solution: Develop


a consolidated database;


begin with one practical example


of using statewide housing data





Side Effect: Data collection


in multiple locations 


and formats doesn’t allow a 


statewide measure





Decrease incidence


of lead poisoning





Awareness of dangers


of lead poisoning





Resources identified


for a consolidated


housing database





Quick Fix: Collect housing 


data in multiple forms,


Locations and 


for different purposes





Reporting mechanism


Report using the data available to assess and inform partners about the situation of housing in the state to be published in May 2007














Developing/nurturing partnerships


Continue partnerships with the Healthy Housing Collaborative


Develop additional partnerships internal to the Department of Health


Take steps for the preparation of the annual report for May 2007





Meetings with the Healthy Housing Collaborative


Meetings with the Healthy Housing “data group” for the use of the data and report design 


Meetings with the Healthy Housing internal group in DOH to engage internal partners


Develop a design for the annual report








Data collection


Collect available data from the HRC,  The Providence Plan, RI Housing, HUD and the RI CLPPP (lead data).





Develop measures for progress


Develop measures for affordable housing


Coordinate with TPP and HRC to collect addresses with plat/lot and tax assessors’ data 


Obtain an electronic version of HUD subsidized housing, (mitigated) units with a Certificate of Conformance, low and moderate income housing





Partners


RI Housing Resources Commission


RI Housing


HUD


RI Department of Administration/Planning


The Providence Plan





Developing a structure 


Establish a MOU with the housing agency (RI Housing Resources Commission)


Complete the deliverables as part of the MOU


Engage other partners (internal and external) in the statewide healthy housing vision


Develop long term strategy








Committees


Healthy Housing Collaborative (with external partners)


Healthy Housing data group (a subgroup from the Collaborative)





Behavior


Partnerships in the sharing and collection of housing data are established and interested in participating in the long term housing vision





Work with HRC and The Providence Plan for the collection of the data from cities and towns and Certificates of Conformance


Successful contact and work with the HUD grantees in RI for the collection of the data


Contact with RI Housing for the low and moderate income housing data














Staff


Lead Program Manager/staff


Lead Program Medical Director








Funding


CDC/Lead [in the form of staff and other minor resources]














Statewide healthy housing vision completed and adopted by all partners


Deliverables from the MOU completed and shared with the Healthy Housing Collaborative


Continue with the Healthy Housing internal group in the Department of Health to develop a long term strategy 








As a result:





A report of lead and housing is available for 17 of the 39 RI cities/towns





Structure


Comprehensive assessment of the housing situation in the state


Improved understanding of the several partners in housing issues about the needs and situation of housing


Integrated approach to housing issues in the state


Enhanced interest by the groups to continue participating in long term efforts 


High levels of the Department of Health involved and engaged in the same goal














Outputs 








Short & Long Term Outcomes, Impacts


                     


                     





Resources/Inputs








Activities








Incidence of lead in RI





Time















































Project Logic Model:











� The greatest limiting factor in the data provided by municipalities thus far is the absence of a residential unit count by property.  Eleven of the 18 towns did not supply this data field.  However, with several municipalities due for a physical revaluation and others planning to implement a detailed land use code, better unit counts should be available in coming years.





� Affordable Housing is defined as residential housing that has a sales price or rental amount that is within the means of a household that is moderate income or less. In the case of dwelling units for sale, housing that is affordable means housing in which principal, interest, taxes (which may be adjusted by state and local programs for property tax relief), and insurance constitute no more than thirty percent (30%) of the gross household income for a moderate income household. In the case of dwelling units for rent, housing that is affordable means housing for which the rent, heat, and utilities other than telephone constitute no more than thirty percent (30%) of the gross annual household income for a household with eighty percent (80%) or less of area median income, adjusted for family size. Affordable units must remain affordable for not less than 30 years, enforced though a land lease and/or deed restriction enforceable by the municipality and the state of Rhode Island. 


Source: HOUSING PRODUCTION AND REHABILITATION, RI Gen. Laws §  42-128-8.1  (2004)


� “Preventing Lead Poisoning in Young Children, a statement by the Centers for Disease Control, October 1991.


� � HYPERLINK "http://www.cdc.gov/lead/basics.htm" ��http://www.cdc.gov/lead/basics.htm�





� � HYPERLINK "http://www.cdc.gov/nceh/lead/about/program.htm" ��http://www.cdc.gov/nceh/lead/about/program.htm� 


� Rhode Island Department of Health’s report, 1977-1978. 


� HUD. National Survey of Lead and Allergens in Housing Volume I: Analysis of Lead Hazards. Westat, Inc. 2002.


� Comprehensive Strategic Plan, Lead Hazard Mitigation Act of 2002, prepared by the Housing Resources Commission


� “Eliminating Childhood Lead Poisoning: A Federal Strategy Targeting Lead Paint Hazards”, issued by the President’s Task Force on Environmental Health Risks and Safety Risks to Children. 


� Primary prevention reduces or eliminates lead hazards in the environment before a child is exposed.


� Secondary prevention includes universal screening, case management, environmental inspections and other measures that take place after a lead poisoning is identified. 


� The goal, milestone and measures proposed by RI CLPPP are as follows. Goal: To eliminate childhood lead poisoning in Rhode Island by the end of 2010. 


Milestone: To decrease the number of new cases of lead poisoning (BLL ≥ 10 µg/dL) in children under six years of age in all Rhode Island communities without displacing children, decreasing screening rates or decreasing access to affordable housing.   


Four measures that will jointly determine progress in the elimination goal:


Decrease in the number of new cases of lead poisoned children (BLL ≥ 10 µg/dL) in the state from 621 at the end of 2005 to: 520 by the end of 2006; 420 by the end of 2007; 320 by the end of 2008; 220 by the end of 2009; 120 by the end of 2010�


Maintenance of screening rates� as follows: Maintaining the number of 18 month old children screened for lead at least once, at 70% or more; Maintaining the number of 36 month old children screened for lead at least twice, minimum of 12 months apart at 40%or more


Availability of affordable housing, to be measured by: Developing proxies to measure affordable housing by the end of 2006 [Potential measures may include the number of subsidized housing units by city and town, and the progress made by cities and towns on achieving affordable housing goals]; Utilizing those proxy measures by the end of 2007; Refining measures of affordable housing by the end of 2008, and continuing  to use these measures through 2010


Displacement of children to be measured by public data sets (e.g., KIDSNET data, free school lunch).


� The Environmental Health Services include: 1. Monitor environmental and health status to identify and solve community environmental health problems; 2. Diagnose and investigate environmental health problems and health hazards in the community; 3. Inform, educate and empower people about environmental health issues; 4. Mobilize community partnerships and actions to identify and solve environmental health problems; 5. Develop policies and plans that support individual and community environmental health efforts; 6. Enforce laws and regulations that protect environmental health and ensure safety; 7. Link people to needed personal environmental health services and assure the provision of healthcare when otherwise unavailable; 8. Assure competent environmental health and personal healthcare workforce; 9. Evaluate effectiveness, accessibility and quality of personal and population based environmental health services; and, 10. Research for new insights and innovative solutions to environmental health problems. 


� � HYPERLINK "http://www.cdc.gov/about/goals/goals.htm" ��http://www.cdc.gov/about/goals/goals.htm�; goals as follows. 


Healthy People in Every Stage of Life: All people, and especially those at greater risk of health disparities, will achieve their optimal lifespan with the best possible quality of health in every stage of life. 


Start Strong: Increase the number of infants and toddlers that have a strong start for healthy and safe lives. (Infants and Toddlers, ages 0-3 years); Grow Safe and Strong: Increase the number of children who grow up healthy, safe, and ready to learn. (Children, ages 4-11 years);  Achieve Healthy Independence: Increase the number of adolescents who are prepared to be healthy, safe, independent, and productive members of society. (Adolescents, ages 12-19 years); Live a Healthy, Productive, and Satisfying Life: Increase the number of adults who are healthy and able to participate fully in life activities and enter their later years with optimum health. (Adults, ages 20-49 years); Live Better, Longer: Increase the number of older adults who live longer, high-quality, productive, and independent lives. (Older Adults, ages 50 and over).


Healthy People in Healthy Places: The places where people live, work, learn, and play will protect and promote their health and safety, especially those at greater risk of health disparities. Healthy Communities: Increase the number of communities that protect, and promote health and safety and prevent illness and injury in all their members; Healthy Homes: Protect and promote health through safe and healthy home environments; Healthy Schools: Increase the number of schools that protect and promote the health, safety and development of all students, and protect and promote the health and safety of all staff. (e.g. – healthy food vending, physical activity programs); Healthy Workplaces: Promote and protect the health and safety of people who work by preventing workplace-related fatalities, illnesses, injuries, and personal health risks; Healthy Healthcare Settings: Increase the number of healthcare settings that provide safe, effective, and satisfying patient care; Healthy Institutions: Increase the number of institutions that provide safe, healthy, and equitable environments for their residents, clients or inmates; Healthy Travel and Recreation: Ensure that environments enhance health and prevent illness and injury during travel and recreation.


People Prepared for Emerging Health Threats: People in all communities will be protected from infectious, occupational, environmental, and terrorist threats. Preparedness goals will address scenarios that include natural and intentional threats. The first round of these scenarios will encompass influenza, anthrax, plague, emerging infections, toxic chemical exposure, and radiation exposure. 


Healthy People in a Healthy World: People around the world will live safer, healthier and longer lives through health promotion, health protection, and health diplomacy. Health Promotion: Global health will improve by sharing knowledge, tools and other resources with people and partners around the world; Health Protection: Americans at home and abroad will be protected from health threats through a transnational prevention, detection and response network; Health Diplomacy: CDC and the United States Government will be a trusted and effective resource for health development and health protection around the globe. 
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