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He says he has “done time in every

prison in the State.” As an addict on the

street, he has been shot five times, done his

share of armed robberies, OD’d more than

20 times, lived for months at a time in the

back seat of an abandoned car, lost his

trucking business and his wife and three

children. “But,” Israel Cason says, at age

51 and seated at his desk in his office at

2901 Clifton Avenue, “there comes a time

in an addict’s life, as I told The Sun in an

interview in 1999, when if he’s lucky and

lives long enough, he says, ‘I’m tired.’” It

seems to have taken all of those life expe-

riences and losses to bring Israel Cason to

where he is today—a recovering addict

who is founder and chief operating officer

of  “I Can’t We Can” (ICWC)—a program

that takes in a complex of  transitional

houses, apartments, and businesses (with

gross sales in excess of $250,000). ICWC

has provided treatment to approximately

7,000 addicts since 1997 and has a high

rate of success in assisting addicts in their

goal of becoming productive citizens.

The “I Can’t We Can” community is

made up of 20 transitional houses scat-
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Baltimore City children remain

woefully unprotected from lead

poisoning and its long-lasting

harmful effects. Thousands of City chil-

dren live in dangerous rental properties

out of compliance with State law. Thou-

sands are not identified, despite laws

which require a routine blood test. If iden-

tified, available services are overburdened

and fail to address the most serious of

lead poisoning’s effects - developmental

delays and cognitive impairment. 

• At the current pace of cleaning up

lead-laden rental properties, it will

take at least 45 years to address only

the most dangerous portion of the

housing market - private rental units

constructed before 1950 and not in

compliance with State lead laws. 

• Federal requirements to perform a

blood test to identify lead poisoning

in young children on Medical Assis-

tance are violated for nearly half of

eligible children in the City.  Recent

City and State laws extend this test-

ing requirement to every City resi-

dent at ages 12 and 24 months. Penal-

ty provisions in these laws are weak

and unlikely to be enforced. 

• Services available to children who

have been lead poisoned do not

include educational interventions

aimed at improving outcomes in

school. 

Background: A Generation
Poorly Served

Lead poisoning is a persistent and elu-

sive enemy endangering an entire genera-

tion of Baltimore City’s children.  Because

of historically lax enforcement of existing

laws and insufficient funding of remedial

programs, at the present rate of progress, at

least 45 more years will elapse before the

scourge of lead poisoning is conquered,

and during those decades of inadequate

action thousands of Baltimore City’s chil-

dren living today, and thousands yet

unborn, will be its victims. Effects are

insidious; costs of the delay are high.  Lead

attacks the soft tissues in children’s bodies,

especially their developing brains; it can

cause learning and behavioral disabilities

and lower intelligence; it can damage kid-

neys and other internal organs.1

For the layman looking to understand

Childhood Lead Poisoning in Baltimore:
A Generation Imperiled As Laws Ignored

continued on page 2

It is the chief environmental disease affecting
Baltimore City’s children, and it is entirely pre-
ventable. Three recommendations to avoid mak-
ing our children victims of 45 years of catch-up.
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the problems of lead paint in Baltimore as

discussed in this report, definitions are in

order: a common “blood lead test” meas-

ures the concentration of lead in the

bloodstream. The result of the test (as

expressed by the testing laboratory) is

defined in “micrograms of lead per

deciliter (about three ounces)” of whole

blood. Lead levels in this report refer to

this measurement. Negative effects on

health and development have been docu-

mented at levels below 10.  The federal

Center for Disease Control recommends

interventions at this level and considers

children with a blood lead level above 10

“poisoned.” The Health Department

tracks City children under age six whose

blood level is 15 or higher.2

Childhood lead poisoning is the chief

environmental disease afflicting children

in Baltimore, yet it is entirely preventa-

ble.3 The problem: Tens of thousands of

old, poorly maintained rental units in Bal-

timore’s distressed neighborhoods remain

untouched by State and local law enforce-

ment efforts aimed at abating or com-

pelling the clean-up of hazardous lead

dust.4 Over the last two and a half years

new government initiatives of abatement

grants, court-ordered enforcement and

consent agreements have produced plans

for abatement of about 1,700 rental units.

Of these, repair work is complete for

about 200 units. This progress pales

against the more than 32,000 rental units

most likely to contain lead hazards. 

The most common cause of lead poi-

soning is inhalation of lead dust that is

released into the atmosphere when lead-

based paint chips or deteriorates. Lead

paint was used almost universally in resi-

dential construction until 1950, when the

industry began the phase-out of lead addi-

tives. It is notable that Baltimore City

banned the use of lead paint in residential

construction in 1951. Baltimore was the

first U.S. municipality to enact such a law,

though enforcement was weak at best.

This law did, however, effectively keep

lead-based paint out of public housing

units, most of which were built after 1951. 

The Odds Are Against 
Baltimore’s Inner-City Children 

The key to preventing lead poisoning

is to contain or remove the hazards that

can expose a child to lead dust. 

In Baltimore, one in every five chil-

dren under the age of six is likely to be

living in a rental unit built before 1950,

the type of residences most likely to har-

bor dangerously high levels of lead-based

paint dust. For children in the City’s poor-

er residential neighborhoods, the likeli-

hood of living in low-income rental units

built before 1950 increases to one in four.

The risk is especially grave in 11 ZIP

Code areas targeted by the City and State

as having the highest concentrations of

lead hazards.5

Since 1994, rental property owners

have been required to pay a registration

fee to the State for all rental units owned

of pre-1950 construction. Landlords are

also required to perform specific periodic

maintenance procedures to ensure mini-

mum levels of lead safety. The mainte-

nance is required at every tenant turnover

and is to be verified by a State sanctioned

inspection.6 Determining the extent to

which Baltimore City property owners are

compliant with the law is difficult. Many

property owners registered but never had

an inspection. The State reports the num-

ber of inspections performed but not how

many units have been inspected multiple

times, as is required in the case of

turnover. Forty-eight percent of Baltimore

City pre-1950 rental units have been reg-

istered with the State, and 34% of rental

units built between 1950 and 1978 have

been voluntarily registered.  The second

step, maintenance and inspection, is most

important to protecting children. The

State reports 39,000 inspections to date

for units in the pre-1950 and 1950-1978

categories.  Of these 14,000 are for public

housing units, leaving 25,000 inspections

among a total of 106,000 private rental

units of pre-1978 construction.  At most

25,000 private rental units are fully com-

pliant – registered and inspected.

Bottom line: A conservative estimate

is that 32,000+ units of the City’s 57,000

pre-1950 private rental housing remain

untouched by Maryland’s lead law and

City abatement efforts. 

In January 2000, Governor Glenden-

ing announced a new investment of $15
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million over three years for increased

enforcement of State and City laws

designed to help abate the lead paint

threat in Baltimore City.  The City made

additional funding available as a match,

including a $3 million commitment from

the Empowerment Zone program.

City and State agencies, focusing on

Baltimore’s lead paint crisis, project that

over the three-year life of the initiative

750 housing units will be improved

through grants and loans for rehabilita-

tion, blood-lead testing rates will rise, and

enforcement actions resulting in clean-up

of rental properties will increase. Progress

on the goals of the initiative by two City

agencies and three State agencies is

reviewed at bi-weekly meetings under the

purview of the Baltimore City Health

Commissioner. 

The City/State initiative is focused on

the 11 ZIP Code areas7 selected by the

State Department of Health and Mental

Hygiene (DHMH). These areas comprise

a ring around the central downtown dis-

trict and include 148,000 occupied hous-

ing units, of which approximately half are

owner-occupied and half renter-occupied.

In these targeted ZIP Code areas, over 60

percent of the housing units were built

before 1950 and 52 percent of the rental

units have a rent below the median for

Baltimore City.8 Over 7,000 children

under the age of six live in the oldest,

most poorly maintained rental housing in

the target areas.9 They are the prime

potential victims of lead poisoning. 

From mid-2000 through mid-2002,

the first two years of the State and City

lead initiative, treatment procedures have

been completed or initiated in 1,720 units.

Fifty-two housing units were treated for

lead removal or containment (“abated”)

with public financing and 123 had loans

approved.  Seventy-six City enforcement

actions resulted in treated units, and City

enforcement attorneys filed an additional

267 complaints seeking lead treatment.

The enforcement staff of the Maryland

Department of the Environment (MDE)

obtained consent agreements from prop-

erty owners covering the treatment of

approximately 1,200 units. This total

reflects the optimistic assumption that

property owners who signed consent

agreements with the MDE will comply

promptly and fully. This estimate also

counts properties that have rehabilitation

loans settled but work not underway or

incomplete. If all units cleaned up or

ordered to be repaired were pre-1950

rental housing (they are not), then the

total would represent, at most, 5 percent

of the City’s pre-1950 rental housing not

yet touched by State lead laws. If the City

and State continue to address the problem

at their current rate of progress (approxi-

mately 700 units a year over the last two

and a half years), it will take more than 45

years to remove the lead poisoning threat

in just those Baltimore City rental units

built before 1950, and not already inspect-

ed by the State for compliance with the

laws requiring maintenance and repairs to

reduce lead exposure.

These figures indicate a marked

improvement on past efforts, yet they can

only be seen as a glaringly inadequate

response to the crisis.  

State officials have not said what will

happen when the current initiative ends in

2004.

Problem: Identifying Victims
According to the latest figures, there

are approximately 3,000 known cases of

elevated blood-lead levels among children

ages birth to six in Baltimore City, and

State officials report decreases in the per-

cent of children tested who are found to

have an elevated blood-lead level.  In

2000, 12.2 percent of City children ages

birth to six who were tested had an elevat-

ed blood-lead level, compared with 26.4

percent in 1994, a reduction of 53 percent.

This is encouraging news, but testing of

children during those same years also

went down to just 35.8 percent in 2000,

compared with the 50 percent of eligible

youngsters who were tested in 1994. This

represents a 39 percent drop in the propor-

tion of children tested, even while the laws

requiring such testing were toughened.10

But because mandates to test children

are not met, however, only some affected

children are identified.

• Federal law requires that all children

enrolled in Medicaid receive a blood-

lead test at the ages of 12 and 24

months as part of the Early Periodic

Screening, Diagnosis and Testing

(EPSDT) service.  State Medicaid

agencies are required to report the

number of Medicaid-eligible children

who have received a blood-lead test

to the Centers for Medicare and Med-

icaid Services.11

• The 2000 Maryland General Assem-

bly passed House Bill 1221 to

explicitly require a blood-lead test

for all 12- and 24-month-olds in at-

risk ZIP Code areas, not just those on

Medicaid.12 By September 2003,

children living in designated high-

risk areas, including all of Baltimore

City must have a blood-lead test to
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enter pre-kindergarten, kindergarten,

or first grade.

• A Baltimore City ordinance passed in

2000 while the State bill was pending

requires universal blood-lead testing

for children at 12 months and 24

months of age.13

• MDE maintains a Childhood Lead

Registry of all blood lead tests in the

State. All laboratories are required to

submit test results to the registry.  

Only about one-third of Baltimore

City children from birth to six and just

over half of one- and two-year-olds were

tested in 2000.  Data from 1998 through

2000 show an increase in testing rates for

one- and two-year-olds from 42.8 percent

in 1998 to 57 percent in 2000.  

In 2000, 2,189 Baltimore City chil-

dren under age six had elevated blood lead

levels and 775 had a result of 15 or more.

Of these, 200 were new cases of lead poi-

soning. The remainder had had previous

reports of blood lead levels requiring a

referral to the Baltimore City Health

Department. However, since only a por-

tion of City children have been tested,

there are children with lead poisoning

who are not identified and included in

these numbers. We do not know how

many.   Also in 2000, there were over 500

City children under the age of two, with a

reported blood lead levels of 10 to 14.

These young children are not referred for

services and will not be counted as new

cases until they have a test with result of

15 or higher.  Data show that toddlers with

a blood lead level of 10 to14 are very like-

ly, later on, to have a test result of 15 or

more.  

Very simply, federal requirements to

test for lead all children on Medicaid are

not being met for Baltimore City children.

The responsibility lies with managed care

organizations who serve those who are

Medicaid eligible under a State contract,

State monitoring of performance of those

contracts and with lack of awareness on

the part of pediatricians and parents. 

In areas with a high rate of poverty,

where the housing stock is predominantly

older and renter-occupied, DHMH esti-

mates that 16 to 20 percent of children

from birth to age six have been exposed to

dangerous levels of lead dust, enough to

result in a blood-lead test result of 10 or

greater.  For the City census tracts with

high homeownership and low poverty, the

risk of lead exposure is much lower (less

than 5 percent). DHMH has classified

census tracts and ZIP Codes as areas of

high, moderate, low, or negligible risk for

exposure to lead hazards.  The classifica-

tions are based on known prevalence of

elevated blood-lead levels, age of housing

stock, amount of rental housing and

poverty rates.

When the DHMH’s projected preva-

lence of childhood lead poisoning for

each census tract is multiplied by the pop-

ulation of children under six years old, the

result is that over 5,000 children are at

risk due to elevated blood-lead levels –

more than double the number of children

actually identified in 2000 (2,189).  

The Response: Evaluating the
Preventive Measures

The Baltimore City Health Depart-

ment’s Community Lead Poisoning Pre-

vention Program (CLPPP) is responsible

for responding to every report of a lead

level 15 or greater in a child six years of

age or younger.  The same level triggers

initiation of enforcement actions.  Upon

receiving the report, CLPPP environmen-

tal health inspectors investigate condi-

tions in the residence where the child lives

and cite the property owner if housing

violations creating lead hazards are found.

If the owner fails to comply with a CLPPP

work order, the City can and usually does,

take further legal action.  The State can

also initiate an enforcement action trig-

gered by an actionable blood lead report

or a landlord’s noncompliance with

requirements to register with the MDE

and maintain safe housing conditions. 

A staff of five CLPPP employees—

three community health nurses and two

lead paint investigators — responds to an

estimated 200 to 300 new cases each year

and monitors more than 1,500 open cases.

Each nurse has an open caseload of 400 to

500 children. Initial home visits are com-

pleted for more than 90 percent of the new

cases referred, often requiring several

attempts.  In many cases, though not all,

educational materials are provided to the

family about nutrition and cleaning meth-

ods designed to reduce lead dust. The staff

also monitors subsequent lead tests.

CLPPP case records do not indicate

a significant number of referrals for

additional services. CLPPP clients are

not aided directly with housing reloca-

tion, nor does the Health Department

systematically refer children for devel-

opmental assessments. The volume of

CLPPP cases inhibits the agency’s pro-

viding more than minimal contact with

most families. One reason the CLPPP

caseload is so large is the agency’s prac-

continued from page 3
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Percentage of all Baltimore City children having a blood lead test,
ages 0-6 and ages 1 and 2, 1998-2000

1998 1999 2000

Percent tested, ages 0-6 31.5 31.4 35.8 

Percent tested, ages 1-2 42.8 47.0 57.0
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tice of keeping a child’s case open until

he or she turns six years old. 

While most of the 200 children with

new cases of lead poisoning in the year

2000 received a home visit from the Health

Department, follow up with ongoing cases

(estimated to be 1,500) was inconsistent.

An overlapping group of about 200 chil-

dren were served by lead clinics at two hos-

pitals and/or the Coalition to End Child-

hood Lead Poisoning. Without even assess-

ing the quality of these services, capacity

alone is inadequate to meet the needs of the

2,000 reported cases of lead poisoning

(level of 10 and over) in the year 2000.

None of the agencies serving lead poisoned

children are providing intervention servic-

es designed to improve the educational and

social development of these youngsters.  

Impact 
Children with lead poisoning are

likely to experience developmental or

cognitive impairment that will impede

their education and add to Baltimore’s

special education rolls. Substantial and

compelling research has established a

strong association between the exposure

of a young child to lead and later, in that

same child, delinquent and criminal

behavior.14 Today, well over 3,000 Balti-

more City children have a history of ele-

vated blood lead levels and as a result

may be experiencing serious, life-altering

learning problems.  Every year several

hundred new cases are found. Their num-

bers are contributing to Baltimore’s

swelling population of youngsters requir-

ing Special Education.

Data for a group of Baltimore City

school-aged children with reported histo-

ries of lead exposure who had received

housing services show a correlation

between having had an “elevated” blood

lead level15 (10 and over) and being

enrolled in Special Education services.

The records were of 334 children whose

birth dates placed them in grades 1

through 6 in the last three school years

(1998-2001).  As the first reported blood

lead level increases, the percentage of chil-

dren receiving Special Education services

more than doubles, from 17% for children

with an initial report of under 15, to 38%

among children with an initial report of 30

or higher.  For a group of 50 children who

were in first grade in the 1998-1999 school

year, the correlation was stronger. Four-

teen percent of children with blood lead

levels under 15 received Special Education

services compared to 56% for children

with reports of levels at 30 or higher.16 The

Citywide percentage for all elementary

school children enrolled in Special Educa-

tion is 14.5%.17

In 2000, the Kennedy Krieger Institute

began a small pilot program of intensive

academic and behavioral remediation for

10 children who at enrollment were com-

pleting first or second grade and who had

previously been seen at Kennedy Krieger

because of a documented blood-lead level

of 20 or greater.  The intention was to

assess the children fully, conduct an inten-

sive summer program, continue with a fol-

low-up program several afternoons per

week during the school year, and re-evalu-

ate the students after these interventions. 

continued from page 4
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Mean Percentages of Students receiving Special Education Services According to 
Lead Level, grade 1, school year 1998/99, 50 cases in the analysis

Range of initial blood lead level Percentage receiving special education services

< 15 14%

16 – 20 24%

21 – 29 31%

≥ 30 56%

Mean Percentages of Students Receiving Special Education Services According to Lead Level, 
all grades, 1999/2000, 334 cases in the analysis

Range of initial blood lead level Percentage receiving special education services

< 15 17%

16 – 20 22%

21 – 29 21%

≥ 30 38%

Citywide percentage of elementary school students receiving special education services = 14.5%
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Testing at the start of the program

showed that all of the children had Atten-

tion Deficit Disorder, and three-quarters

suffered from Attention Deficit-Hyperac-

tivity Disorder. Initial testing showed low-

er than average IQs overall, below-average

reading comprehension, and several other

developmental deficits.  Modest (statisti-

cally insignificant) gains were noted dur-

ing the post-testing period on specific pre-

reading skills. As a group, these children

remained developmentally below average

for their age.  More consistent improve-

ments were documented in behavioral and

“readiness-to-learn” measures.

The preliminary data from this small

yet comprehensive study demonstrate the

enormous challenges of implementing

effective remediation for children who

have completed first through third

grades. By the time they reached elemen-

tary school, these children had developed

significant and persistent barriers to

learning that were immensely difficult to

overcome.  This unhappy circumstance

brings up the question of whether earlier

intervention could make a difference for

lead-poisoned children as it does for

children whose learning deficits are

linked to other causes. 

Upon review of this pilot program,

Kennedy Krieger Executive Director Dr.

Gary Goldstein recommended that all

children with a blood-lead level above 20

be referred to the Baltimore Infants and

Toddlers Program of the Baltimore City

Health Department for evaluation, and

that a model program be established in

one of Baltimore City’s preschools that

would be available to young children

with lead poisoning. 

The data on lead exposure and spe-

cial education enrollment and the experi-

ence of Kennedy-Krieger’s pilot program

reveal lead to be a risk factor contributing

to the children’s high rate of attention and

learning problems.  In addition to citing

lead as a contributor to these problems,

the strong association suggests that a pos-

itive blood lead test is reliable marker of a

child at high risk for learning difficulties.

Lead interferes with neurological devel-

opment and it is often present with other

factors that increase a child’s vulnerabili-

ty.  By finding more of the children with

lead poisoning, we will find an increased

number of children at risk for learning and

behavior problems that will later require

costly special education services.

Early Intervention:
The Missing Piece?

The potential of early intervention to

mitigate the learning difficulties experi-

enced by lead-poisoned children is not

being tested. 

Research on child development

underscores the importance of the first

years of life, when neurological growth

and advancement—the development of

the body’s own biological tools for learn-

ing—is most rapid.  A developmental

delay or disability will impede the child’s

ability to learn and interact with his sur-

roundings fully.  Unaddressed deficits can

result in lifelong learning problems. Stud-

ies have shown that early intervention

programs can mitigate learning and atten-

tion problems and improve the odds of

success. The key is early identification

and intervention with the right type and

intensity of services.18

Awareness of this “key” has led to the

creation of federal and State-funded pro-

grams that aim to identify developmental

problems as early as possible and provide

services to minimize the impact of exist-

ing learning difficulties and prevent future

ones. When a developmental delay, from

whatever unexplained origin, is suspected

in a child less than three years of age, a

referral can be made to the Baltimore

Infants and Toddlers Program of the Bal-

timore City Health Department—a valu-

able resource but one that currently is not

being used in the battle against childhood

lead poisoning.  When a youngster is

referred to the Baltimore Infants and Tod-

dlers Program, he or she is evaluated by a

developmental pediatrician and therapists

in several disciplines, such as speech

pathology and physical therapy.  If the

child needs remedial services, an Individ-

ualized Family Service Plan, or IFSP, will

be created with specific goals for the

child, services to be delivered, and a serv-

ice location. The child’s needs and the

IFSP are reviewed regularly to assess

progress and make adjustments. 

The State has the discretion to enroll,

monitor and serve children it considers at

risk for developmental problems in order

to study the value of providing early inter-

vention services.  If the State mandates,

lead-poisoned toddlers could be enrolled

in the Infants and Toddlers Program; they

would then be assessed regularly. Early

diagnosis would be made of problems

with cognitive, motor or social develop-

ment. Such prompt implementation of

remedial services might improve the long-

term outcomes for these children.  

Baltimore Infants and Toddlers staff

reports that children found to have a

blood-lead level of 40 can be referred

without meeting other criteria for evi-

dence of delay, but it is not clear that all

medical providers are aware of this.  At

the present time, referrals based on blood-

lead level are not made routinely.  

Given the scale of the lead hazards

present in the City’s housing stock and the

slow pace of current abatement efforts,

primary prevention of lead poisoning will

arrive too late for thousands of Baltimore

children trapped in substandard housing.

They will be exposed to dangerous

amounts of lead over the next few

decades.  It is imperative that case man-

agement services are improved in reach

and quality and that the potential of early

continued from page 5
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intervention services to improve the aca-

demic outcomes of lead-poisoned chil-

dren be tested. 

Recommendations
These specific steps should be con-

sidered for finding and treating lead poi-

soned children more efficiently:

I.  Increase the number of children
under the age of six who receive a
blood-lead test, particularly one-
and two-year-olds, as required by
law.  Hold managed care organiza-
tions (MCOs) serving children on
Medicaid accountable for making
progress on testing. 
• DHMH should produce a list for

each MCO of children eligible for

medical assistance from birth to age

six who have not been screened, so

that targeted outreach efforts can be

undertaken to find them. DHMH

has succeeded in matching its

enrollment records to the Lead

Registry. MCOs and providers need

to be held accountable for

improved performance with sanc-

tions for unmet goals and/or incen-

tives for improved performance.

• Routine blood-lead screening

should be done for all pregnant

women in high-risk areas.  Educa-

tion and training should be provid-

ed to ob/gyn providers. 

• The City should develop a program

of opportunistic screening, obtain-

ing parent/guardian permission to

run a blood-lead test on any patient

in a pediatric emergency room or

clinic that needs to have blood

drawn for any reason.

II. Decrease the number of children
exposed to dangerous amounts of
lead by improving housing condi-

tions in the lowest end of the rental
market where lead hazards are con-
centrated and expanding options
for relocation to safe housing.  
• Enforcement efforts, significantly

improved with the City-State lead

initiative, should continue. Addi-

tional public funding is needed to

increase capacity. More units will

have been addressed through State

enforcement action, about 1200,

than by any other aspect of the cur-

rent initiative.  The commitment

and efficiency of the State enforce-

ment should be recognized and

strengthened with additional fund-

ing. Continued vigilant monitoring

of agreements already reached

with property owners is crucial. 

• The City must find ways to

improve the process of distributing

grants and loans for lead abate-

ment. As of early 2002, the average

time for processing a grant applica-

tion was more than five months,

and the pace of spending new State

funds was significantly below pro-

jections.  Privatization of the loan

process should be considered.

• The need for relocation resources

to shorten the length of exposure to

dangerous conditions cannot be

overemphasized.  More direct help

with finding safe housing should

be made available so more families

can receive relocation assistance. 

• The Housing Authority of Balti-

more City should provide Section 8

rental subsidy certificates to enable

families with very young children

to move from unsafe housing. 

III. Improve coordination of services
to children with elevated blood-
lead levels.  Develop a pilot project
to refer children with elevated
blood-lead levels to the Baltimore
Infants and Toddlers Program and

Baltimore City Public School Sys-
tem (BCPSS) Office of Preschool
Services.
• The State Department of Health

and Mental Hygiene and Depart-

ment of the Environment should

lead an effort to convene all agen-

cies, public and private, that serve

City children with elevated blood-

lead levels.  Standards should be

established for improving the

process for identifying youngsters

with elevated blood-lead levels and

for providing a more comprehen-

sive set of services, including a for-

mal relationship with the Baltimore

Infants and Toddlers Program.  

• The Baltimore City Health Depart-

ment should evaluate its case man-

agement services for effectiveness.

Consideration should be given to

changing its practice of following

children until age six in order to pro-

vide more services to younger chil-

dren over a shorter period of time.   

• Baltimore Infants and Toddlers

should pursue development of a

project in which young children

with elevated blood-lead levels are

regularly and comprehensively

evaluated with respect to all

aspects of their development.  The

project should include an evalua-

tion to determine the effectiveness

of any interventions provided and

the cost effectiveness of providing

services to this group. The project

should be developed with the input

of local expertise at Mt. Washing-

ton Pediatric Hospital, the

Kennedy Krieger Institute, the

Maryland State Department of

Education, and the Baltimore City

Public School System Office of

Preschool Services.  
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tered throughout the City where actual recov-

ery programs are carried out; each is open 24

hours a day. “And sometimes suddenly,”

Cason says. “Guys come in stabbed and

bleeding, women come in pregnant and cry-

ing. We turn nobody away. Everybody is per-

sonally assessed and assigned.”

A day in a transitional house consists of

three meals and three meetings a day. The

meetings are 10:00 a.m., 2:00 p.m, and 7:00

p.m., and it is at the meetings where the

addict become part of what Cason calls “our

therapeutic community.” “I teach from a text

book, ‘Learning to Live Again,’ by Terrance

Gorski, but the addict is expected to commit

him or herself to our way—which is to under-

stand that there must be an active relationship

with the life force itself.  It’s that force that

gives one’s life meaning and purpose. The

idea of ‘divine intervention’ is bound up with

‘I Can’t We Can’ treatment. An addict must

have something larger than him or herself to

believe in. We’re about saving lives by win-

ning souls.”

ICWC is able to add a very practical

dimension to its treatment program. It provides

work opportunities for its residents in busi-

nesses that it owns and operates—in trucking,

catering, moving and hauling; it also maintains

a barbershop and a recording studio.

But if ICWC is about lives and souls, it is

also about answers. “I know what it took to

save my soul,” Cason says. “It wasn’t people. It

was, it is, divine intervention.”

Abell salutes the “I Can’t We Can” pro-

gram for many reasons—its unique approach,

grass roots orientation, been-there-done-that

leadership; but mainly because it’s working.
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