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Health Care Bureau

The Health Care Bureau (HCB) is part of the Division of Public Advocacy in the Office of the
New York State Attorney General. The HCB’s principal mandate is to protect and advocate
for the rights of health care consumers statewide, through:

" Operation of the Health Care Helpline. This toll-free telephone hotline provides
assistance to New York health care consumers by employing staff who provide helpful
information and referrals, investigate individual complaints, and attempt to reach a
resolution that will help to ensure that each consumer obtains access to the health care
to which the consumer is entitled.

" Investigations and enforcement actions.  These activities target health plans,
providers, and other individuals and entities that engage in fraudulent, misleading,
deceptive or illegal practices in the health care market.

" Consumer Education.  Through education initiatives, the HCB seeks to acquaint New
Yorkers with their rights under the Managed Care Consumer Bill of Rights and other
health and consumer protection laws.

" Legislation and policy initiatives.  Such projects are aimed at enhancing the rights of
health care consumers and their ability to obtain good, affordable health care in New
York State.

Health Care Helpline
Tel: (800) 771-7755 — option 3
Fax: (518) 402-2163

New York Office
Mailing address: 120 Broadway, 25th Floor, New York, NY 10271-0334

Albany Office
Mailing address: The Capitol, Albany, NY 12224-0341

This report was primarily written by Paul Beyer, Assistant Attorney General.



EXECUTIVE SUMMARY 

The toxic legacy of lead paint continues to affect New York’s children.  In

order to control lead poisoning, New York law requires health maintenance organizations,

health care providers and certain health facilities to ensure that all children are screened, or

referred for screening, for lead poisoning at the ages of 1 and 2.  Yet, several Medicaid and

Child Health Plus managed care plans in New York have consistently failed to adhere to the

lead screening mandate.  Additionally, the average statewide rate of compliance with the

statute, as measured by the percentage of children in each plan screened for lead poisoning by

age 2, has actually declined over the past three years among Medicaid plans and has remained

stagnant for Child Health Plus plans.  Medicaid and Child Health Plus plans, which are the

focus of this inquiry, serve the population at greatest risk of exposure to lead in the home.   

In this report, the Attorney General reviews the public policy behind the lead

screening requirement and presents a Managed Care Childhood Lead Screening Compliance

Profile, based upon health plan data reported to and published by the New York State

Department of Health.  The profile shows the plans that consistently screened for lead at a

rate significantly below the statewide average,  the plans that consistently performed

significantly above average, and the plans that consistently performed at or near the average. 

Simultaneous with the release of this report, the Attorney General has written to the health

plans to request that they provide specific information about their compliance with the state’s

lead screening mandate.
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CHILDHOOD LEAD POISONING   

Exposure: How and Who

Children are most commonly exposed to lead in the home through lead-based

paint.1  Although the sale and manufacture of lead-based paint was banned by Congress in

1978 (lead-based paint in subsidized housing was banned in 1970), many older homes still

contain lead-based paint.2  When disturbed, either through chipping, wear or renovations, lead

is released into a child’s environment through lead paint chips or dust containing lead.3 

The Centers for Disease Control and Prevention (CDC) estimates that 2.2% of

children in the United States under 5 years of age, or approximately 434,000 children,

currently have lead poisoning, which is defined as levels of lead in their blood that exceed the

acceptable threshold of 10 micrograms per deciliter (:g/dL) set by the CDC. 4  Elevated blood

lead levels are disproportionately higher in low-income minority urban populations living in

older, poorly-maintained housing:  5.4% of children in urban centers, 8% of low-income

children and 11.2% of African-American children have lead levels in their blood that exceed

the acceptable CDC threshold.5  The greatest percentage of lead-poisoned children, 21.9%,

occurs among African-American children living in pre-1946 housing.6 

These disparities are particularly pronounced in New York.  95% of lead-

poisoned children in New York City in 2001 were African-American, Hispanic or Asian.7  

African-American children make up 29% of the New York City population under 18, but

represent 42% of the children with elevated blood lead levels.8  Caucasian children constitute

23% of New York City children, but comprise just 5% of children with elevated blood lead

levels. 9    
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In Monroe County, which includes the City of Rochester,  90% of children

referred to the County Department of Health between 1995 and 1999 for environmental lead

management in the home due to high blood lead levels were children of families on public

assistance.10  (All children found to have elevated blood lead levels over 20 :g/dL are referred

to county health departments for environmental lead management in the home.)  

Additionally, 95% of lead-poisoned children in Monroe County were from the City of

Rochester,11 which correlated statistically with more poverty, greater prevalence of poor

housing conditions and older housing stock.12

Health Effects of Lead Poisoning

Lead-poisoned children can experience a variety of deleterious physical,

mental, behavioral and social effects that can last well into adulthood, depending on the

severity of the poisoning and the point at which it is detected and treated.  Because lead

directly affects the neuro-cognitive system, the most prevalent effects of lead poisoning at

moderate blood lead levels (10-25 :g/dL) can be impaired mental capacity, learning

disabilities, behavioral problems, growth delays and hearing loss.13 

Lead poisoning has been directly tied to a decline in IQ scores of 2.5 to 3.0

points for every incremental increase of 10 :g/dL of lead in the blood (or 0.25 to 0.30 IQ

points per 1 :g/dL).14  Although the CDC considers a child with a blood lead level at or above

10 :g/dL to be lead-poisoned for regulatory purposes,15 recent research suggests that impaired

intelligence resulting in reduced IQ scores is found even at levels below 10 :g/dL.16   Indeed,

one researcher found that the neurological damage caused by an increase of blood lead level

from 0 to 10 :g/dL results in an average IQ drop of 7.4 points, which is nearly three times the
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estimated IQ deficits for the same incremental increases over the CDC “safe” level of 10

:g/dL.17 

When blood lead levels remain elevated for a prolonged period of time in

young children, brain damage and IQ loss can become permanent and irreversible.  At higher

blood lead levels (over 25 :g/dL), lead poisoning can cause anemia, kidney malfunction,

osteoporosis, hypertension (high blood pressure) and, in some severe cases, encephalopathy

(disruption of normal brain functioning).18  

While the health effects of lead poisoning on children and the trauma to their

families are certainly of paramount concern, the economic costs to society, including medical

care, rehabilitative care and remedial education, are also significant.  Nationally, the annual

cost of disease related to childhood lead poisoning is estimated at $43.4 billion.19  

Based on a national cost estimate methodology,20 direct medical care costs

resulting from lead poisoning in New York State comprise a significant portion of lead-

related costs, amounting to an estimated $3 million annually.21  Since many lead-poisoned

children receive health care through Medicaid or Child Health Plus (CHP), these health care

costs are borne largely by the state’s taxpayers.

Researchers at the University of Rochester estimated that 20% of children

nationwide with blood lead levels over 25 :g/dL require special education for three years to

address neurological impairment.22  In New York State, special education costs for such

children, including remedial reading, psychological testing and other specialized care, total an

estimated $7.7 million.23   These services are generally provided by local school districts,

which rely on local school taxes.  The outlay can be significant for already fiscally strained

urban school districts, where the problem is most pronounced.  
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Lead Screening

Importance of Early Detection

Younger children are most vulnerable to neurological damage from lead

poisoning because their nervous systems are in a critical stage of development in which brain

cells are still making important neurobiological connections.24  Additionally, their body

weight results in a greater proportional absorption of lead in the blood.25  Because pre-school

children do not typically exhibit any overt symptoms of lead poisoning, reading, attention,

behavioral and motor coordination impairments may not become obvious until they attend

school.26   For this reason, many states, including New York, require children to be tested for

lead during their pre-school years.27  

Early detection of lead poisoning through routine screening allows treatment to

begin before more severe and irreversible damage is done.  Treatment involves eliminating

further exposure to lead in the home and removing lead from the body.28  At low blood lead

levels, lead poisoning can be treated with dietary modifications and nutritional counseling. 

For example, a child’s diet can be supplemented with foods high in iron and calcium, two

minerals that help cleanse the body of lead.  At higher levels of lead poisoning, a child may

need to undergo chelation therapy, i.e., the use of oral or intravenous drugs that bind with the

lead and allow it to pass through the urine.29

Lead Screening in New York State

In 1992, New York State enacted a comprehensive lead screening law that

states: 

Every physician or other authorized practitioner who provides
medical care to children or pregnant women, shall screen
children or refer them for screening for elevated blood lead
levels at the intervals and using the methods specified in such
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regulations. Every licensed, registered or approved health care
facility serving children including but not limited to hospitals,
clinics and health maintenance organizations, shall ensure, by
providing screenings or by referring for screenings, that their
patients receive screening for lead at the intervals and using the
methods specified in such regulations.30 

As noted above, early detection of lead allows treatment to begin before more

severe and irreversible damage is done.  Therefore, New York State Department of Health

(NYSDOH) regulations require screening of all children for elevated blood lead levels at age

1 and 2, preferably as part of routine well-child care visits.31  If a child’s blood lead level

exceeds the CDC threshold, steps must be taken to address the child’s condition and, if

necessary, abate the lead contamination in the home.32 

Medicaid and CHP managed care plans, as well as commercial managed care

plans, are required to submit statistics to NYSDOH documenting the number of children

screened each year by the plan for lead poisoning by age 2 compared with the total number of

children age 2 or younger enrolled in the plan.33   Lead screening statistics for each plan are

reported as a rate, for example, the percentage of enrolled children who were screened for

lead poisoning by age 2.  Statewide averages for lead screening are also calculated each year

to determine which plans are performing significantly below, significantly above or near

average for each year.34   The Attorney General’s Health Care Bureau has relied on these

reports to evaluate plan compliance with the lead screening mandate.35 

Based on figures from the NYSDOH Managed Care Plan Performance Reports

from 2000 to 2002, the Health Care Bureau has developed a Managed Care Childhood Lead

Screening Compliance Profile that shows: (i) the plans that consistently screened for lead at a

rate significantly below the statewide averages; (ii) those plans that consistently performed
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significantly above the statewide averages; and (iii) those that consistently performed at or

near the statewide averages.36  (See Appendix A.) 

The Compliance Profile demonstrates that overall average lead screening rates

have declined for Medicaid plans and remained stagnant for CHP plans for the past three

years.  Among Medicaid plans, average screening rates were 76% in 2000 and 2001, and then

declined to 74% in 2002.  Similarly, average CHP plan screening rates were 68% in 2000,

70% in 2001, and then declined to 68% in 2002.37

Several health plans have consistently reported lead screening rates

significantly above the statewide averages; namely, Buffalo Community Health (Medicaid

and CHP), Community Premier Plus (Medicaid and CHP), Excellus-Rochester (Medicaid),

MetroPlus (Medicaid and CHP), New York-Presbyterian CHP (Medicaid and CHP),

Preferred Care (Medicaid) and Suffolk Health Plan (Medicaid).  (See Table 1 below.)  

Table 1

˜ TOP PERFORMERS (2000 - 2002) ˜
Plan 2002 2001 2000

STATEWIDE AVERAGE
  

  Med.
74

CHP
68

Med.
76

CHP
70

Med.
76

CHP
68

Buffalo Community Health (Med. &
CHP)

88 81 88 84 83 82

Community Premier Plus (Medicaid  &
CHP)

86 83 86 79 86 80

Excellus-Rochester (Medicaid) 80 88 88

Metro Plus (Medicaid & CHP) 86 85 88 80 86 83

NY Presbyterian CHP (Medicaid) 82 86 82

Preferred Care (Medicaid) 81 80 83

Suffolk Health Plan (Medicaid) 86 90 87



-8-

At the other end of the spectrum, some plans have regularly performed

significantly below average; namely, ABC Health Plan (Medicaid), BSNENY-Health Now

(Medicaid), Community Blue (Medicaid), Community Choice (Medicaid), Empire BC and

BS (CHP), Health First (CHP), HIP (Medicaid and CHP), United HealthCare (Medicaid),

Vytra Health Plans (Medicaid) and WellCare (Medicaid and CHP).  (See Table 2 below).  

Table 2

˜ LOW PERFORMERS (2000 - 2002) ˜
Plan 2002 2001 2000

STATEWIDE AVERAGE
  

Med.
74

CHP
68

Med.
76

CHP
70

Med.
76

CHP
68

ABC Health Plan (Medicaid) 62 63 72

BSNENY (HealthNow) (Medicaid) 65 58 N/A

Community Blue (Medicaid) 68 70 74

Community Choice (Medicaid) 64 63 66

Empire (BC & BS)  (CHP)* 65 * 65 60

Health First (CHP) 62 55 60

HIP (Medicaid & CHP)* 67 65 * 66 63 72 63

United HealthCare (Medicaid)**

          UHC - NYC (Medicaid)
          
          UHC - Upstate NY (Medicaid)

63 **

** 39 63

** 46 79

Vytra Health Plans (Medicaid) 62 55 60

WellCare (Medicaid & CHP) 56 47 61 62 58 59
*  Although Empire and HIP’s CHP lead screening rates were only slightly below average in 2002, they rated significantly below average in the two prior years.
**United HealthCare-New York City and United HealthCare-Upstate merged into one entity, United HealthCare of New York, and began reporting as such in 2002.

The expansion of health care coverage to high-risk populations through

Medicaid and CHP managed care plans, which promote early detection of illness and

preventive medicine, presents an increased opportunity to screen for lead poisoning at an

early age.  Indeed, among Medicaid managed care plans in New York, the rate of well-child

visits (rated as more than five before 15 months), at which lead screening should take place,
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has risen over the past three years from 55% to 72% - a dramatic 30% increase.38  In contrast,

Medicaid lead screening rates have actually declined from 76% to 74% during that same

period.  This may indicate that the plans are not taking advantage of the increased opportunity

to screen for lead at well-child visits, even though NYSDOH regulations state that it is

“preferable” that lead screening occur during these visits.   

The patchwork of compliance with the lead screening mandate suggests that

many high-risk children are at an unnecessary risk of lead poisoning because they are not

being screened and treated at an early age.  Additionally, the wide disparity of screening rates

among plans within the same region creates a situation in which the chances of a child being

screened for lead early are dependent upon the plan in which the family chose to enroll.  For

example, both MetroPlus and WellCare include New York City in their service areas, yet

MetroPlus reported some of the highest lead screening rates, while WellCare demonstrated

among the lowest.39  This dangerous inequity leaves a child’s health to the luck of the draw. 

The Attorney General’s Inquiry

The Attorney General’s office has previously addressed the issue of childhood

lead poisoning in a variety of contexts.40  This report demonstrates that average statewide lead

screening rates have dropped over the past three years among New York’s Medicaid managed

care plans and have remained stagnant for Child Health Plus plans.  Furthermore, a number of

plans have consistently reported lead screening rates significantly below the statewide

average, thus placing children at greater risk that lead poisoning may not be detected until

significant, and possibly permanent, harm has been done.  
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Consequently, with release of this report, the Attorney General’s Health Care

Bureau has sent letters to each of the managed care plans to request that they provide specific

information about their compliance with the state’s lead screening mandate. This inquiry is

designed not only to determine whether there is non-compliance with the state mandate, but

also to identify specific strategies that the consistently high-performing plans employ to

promote effective lead screening efforts. 
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APPENDIX A

MANAGED CARE CHILDHOOD LEAD SCREENING COMPLIANCE PROFILE
(MEDICAID AND CHILD HEALTH PLUS PLANS • 2000 - 2002)

Plan 2002 2001 2000

STATEWIDE AVERAGE Med.
74

CHP
68

Med.
76

CHP
70

Med.
76

CHP
68

ABC Health Plan 629 N/A 639 N/A 72 N/A

Affinity 798 66 78 72 N/A N/A

AmeriChoice 77 N/A 679 N/A 659 N/A

BSNENY (Health Now) 659 65 589 69 N/A 70

Buffalo Community Health 888 818 888 848 838 828

Care Plus Health Plan 73 67 80 67 79 77

CDPHP 71 69 689 64 679 62

CenterCare 70 72 828 74 75 70

Community Blue 689 70 709 69 74 70

Community Choice 649 71 639 818 669 70

Community Premier Plus 868 838 868 798 868 808

Empire (BCBS) N/A 65 N/A 659 N/A 609

Excellus-Rochester (Blue Choice Option) 808 66 888 69 888 589

Fidelis Care New York 78 69 77 73 79 70

Health Plus 76 71 898 798 79 66

Health First 689 629 73 559 76 609

Health Source/HHP 798 798 709 74 73 N/A

HIP 679 65 669 639 72 639

IHA/MediSource (Buffalo) 76 N/A 629 N/A 709 N/A

MetroPlus 868 858 888 808 868 838

Neighborhood Health Providers 76 70 76 68 828 738

New York Presbyterian CHP 828 878 868 68  828 788

Partners in Health 76 N/A 858 N/A 699 N/A

Preferred Care 818 N/A 80 N/A 838 N/A

Suffolk Health Plan 868 68 908 898 878 818

Total Care 78 70 79 76  76 77  

United Health Care of New York
        
          • UHC - NYC
          • UHC - Upstate

639* 629*       

N/A N/A 399 73 639 489

N/A N/A 469 71 79 72

Vytra Health Plans 629 N/A 559 N/A  609 N/A

WellCare 569 479 619  629  589 599 
9 Significantly below average.
8 Significantly above average.
* United Health Care-New York City and United Health Care-Upstate  merged into one entity, United Health Care of New York, and began reporting as such in
2002.
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