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AUDIT OBJECTIVE 
 
Our objective was to determine whether the 
Department of Health (Department) has 
provided effective oversight of the Childhood 
Lead Poisoning Prevention Program 
(Program) to ensure that children under the 
age of six years are properly screened, that 
pregnant women are assessed for elevated 
blood lead levels, and that proper follow-up 
actions are taken when warranted.  
 

AUDIT RESULTS - SUMMARY 
 
We determined the Department and each of 
the counties we visited have developed 
outreach and education programs in the areas 
of screening, as well as pre-natal care and day 
care.  For example, program information is 
presented at local health fairs and day care 
centers, and distributed via educational 
materials throughout the community.  
However, we conclude the Department can 
make better use of the resources available to 
it, to ensure that all children are screened for 
lead poisoning, as required.   
 
We identified that 133,477 children (out of a 
population of 380,933 children) were not 
screened for lead poisoning.  We also found 
approximately 99,000 children who were at 
least two years old and had received only one 
lead screening, although two screenings are 
required by age two.  In addition, we found 
the screening rates reported by the 
Department are overstated and do not 
accurately reflect the number of children 
screened.  [Pages 4-8] 
 
We identified about 201,000 children whose 
blood lead results were not reported to the 
Department by the laboratories within five 
business days, as required.    [Pages 8-9] 

Overall, we found children identified as 
having high blood lead levels are receiving 
required follow-up activities.    However, we 
did identify some instances in which specific 
activities were missing or were not conducted 
in a timely manner.  [Pages 10-11] 
 
Record reviews are conducted for Department 
programs targeting lower income women.  
However, no reviews are conducted of private 
providers and as a result, the Department has 
no assurance that these providers are risk 
assessing women for elevated lead blood 
levels as required.  [Pages 11-12] 
 
While the Department is responsible for 
overseeing the Program, county health 
departments play a major role in 
implementing the Program.  We found the 
Department needs to better monitor county 
activities to ensure the Program is functioning 
as intended at the local level.  [Pages 12-16] 
 
We found the State Council on Lead 
Poisoning Prevention has not met its 
responsibilities as required under the Public 
Health Law.  [Pages 16-17]  
 
Our report contains 18 recommendations to 
improve the Program.  Department officials 
generally agreed with our recommendations 
and indicated actions either planned or 
already taken to implement them. 
 
This report, dated June 14, 2007, is available 
on our website at: http://www.osc.state.ny.us.  
Add or update your mailing list address by 
contacting us at: (518) 474-3271 or                  
Office of the State Comptroller 
Division of State Government Accountability 
110 State Street, 11th Floor 
Albany, NY 12236 
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BACKGROUND 
 
Lead is the leading recognized environmental 
poison for children in the State.  Because of 
their normal hand-to-mouth behavior, 
children six years old and under may ingest 
lead from their environment and are at 
greatest risk for lead poisoning.  Despite the 
elimination of lead from most gasoline and 
paint, children continue to be exposed to 
environmental lead from past uses.  The 
principal source of lead exposure today is 
lead-based paint and the contaminated dust 
and soil it generates, principally in older 
dwellings.  The irreversible effects of lead 
poisoning include lower IQ, growth problems, 
kidney damage, behavioral problems, hearing 
loss, anemia and death.  In addition, lead 
poisoning in pregnant women has been linked 
with pregnancy-induced high blood pressure, 
miscarriage, preterm birth, and low birth 
weight.   
 
Studies have also shown that immigrants to 
the United States, including foreign-born 
adopted children, appear to have an increased 
prevalence of elevated lead levels, reflecting a 
variety of environmental exposures in their 
countries of origin and/or a variety of cultural 
practices.  The continued use of traditional 
folk medicines, cosmetics, ceramics, and 
foods all have been noted as sources of lead 
exposure among immigrant populations.   
 
According to the State’s Public Health Law, 
the Department is responsible for establishing 
and coordinating activities to prevent lead 
poisoning and to minimize the risk of 
exposure to lead.  Specifically, the 
Department is required to: promulgate and 
enforce regulations for screening children and 
pregnant women and to follow up on those 
with elevated blood lead levels; coordinate 
lead poisoning prevention with other federal, 
State, and local agencies; and establish a 

statewide registry of children with elevated 
blood lead levels.   
 
The Department’s Bureau of Child and 
Adolescent Health, Bureau of Community 
Environmental Health and Food Protection, 
and Bureau of Occupational Health, as well as 
the Department’s four regional offices, are 
responsible for overseeing the Program.  
County health departments (counties) play a 
major role in implementing the Program.  In 
addition, community-based organizations and 
regional lead poisoning prevention resource 
centers (resource centers) play an important 
role.  Resource centers provide education and 
outreach to providers, hospitals and the 
public.   
 
The Federal Centers for Disease Control and 
Prevention (CDC), along with the President’s 
Task Force on Environmental Health Risks 
and Safety Risks for Children, have called for 
the elimination of childhood lead poisoning, 
defined as blood lead levels at or above 10 
micrograms per deciliter (mcg/dl) among 
children aged six years and younger, by the 
year 2010.  In June 2004, the Department 
issued “Eliminating Childhood Lead 
Poisoning in New York State by 2010” (Lead 
Elimination Plan).  The plan has three priority 
focus areas: Surveillance, Targeting High 
Risk Populations, and Primary Prevention.  
This plan covers upstate New York.  A 
companion strategic plan covering New York 
City was developed and issued in December 
2005 by the New York City Department of 
Health and Mental Hygiene.   
 
According to Department officials, in 
implementing the Program, they take a 
population based approach with an emphasis 
on education and cooperation.  In 1994, 1995 
and 2005, the Department sent letters to 
providers outlining their responsibilities 
pertaining to lead poisoning.  Attached to 
each letter was a contact list of county health 
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departments and resource centers, and a list of 
available educational materials with an order 
form.  According to Department officials, 
providers were also sent a Physicians 
Handbook on Lead Poisoning Prevention, 
which outlines a physician’s responsibilities 
as they pertain to lead poisoning.  Department 
officials also indicated that this and other lead 
poisoning prevention information is available 
free of charge on their website.  In November 
2004, the Department held a statewide lead 
screening roundtable discussion to identify 
challenges to achieving universal screening 
and promising strategies for improving 
screening rates.   
 
The Department also has developed the 
Healthy Children New York program.  Local 
county health nurses and other officials 
voluntarily attend a six-day training course to 
become child health promotion specialists in 
their communities.  Lead poisoning is a core 
element of this training curriculum.   
 
Each of the counties we visited has also 
developed outreach and education programs 
in the areas of screening as well as prenatal 
care and day care.  Some examples of these 
programs are media campaigns, presentations 
at local health fairs and day care centers, and 
the distribution of educational materials at 
various locations throughout the community 
including libraries, hardware stores and 
pharmacies.  Additionally, Onondaga County 
has a “Lead Bus” that visits neighborhoods 
identified as high risk.  Officials go door-to-
door to provide information about lead 
poisoning and will screen any child that has 
not had a lead screening.   

AUDIT FINDINGS AND 
RECOMMENDATIONS 

 
Screening of Children for Lead Poisoning 

 
Public Health Law Section 1370-a requires 
the Department to set, distribute and enforce 
regulations for the screening of children for 
lead poisoning, the reporting of the results of 
laboratory analyses, and to follow up on 
children who have elevated blood lead levels.   
 

Screening 
 
Department regulations require primary 
health care providers to do the following as 
part of routine child care of children who are 
at least six months but less than six years old: 
 

• Assess children for high dose lead 
exposure and arrange lead screening 
for high risk patients; 

 

• Provide parents or guardians with 
guidance on lead poisoning 
prevention; 

 

• Arrange lead screening or refer each 
child for blood lead screening at or 
around one and two years of age, 
preferably as part of routine well child 
care; and 

 

• Contact the county in cases involving 
high lead levels and coordinate 
follow-up activities with the county.   

 
To record and track results of blood lead level 
testing, the Department operates and 
maintains two databases: the Electronic
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Clinical Laboratory Reporting System 
(ECLRS) and Leadtrac.  Most clinical labs 
upload lead poisoning test results to ECLRS.  
(Some labs manually report test results to the 
counties.)  Each county downloads its 
county’s blood lead results from ECLRS on a 
daily basis using the LeadWeb system 
(formally the Leadtrac system).  Counties 
access LeadWeb to obtain blood lead levels 
for children within their county and to carry 
out their Program activities.   
 
We obtained downloads of ECLRS and 
Leadtrac databases for all children screened 
for lead poisoning between April 1, 2002 and 
December 31, 2004.  We also obtained 
downloads of two other Department 
databases, the Medicaid Management 
Information System (MMIS) and the 
Statewide Immunization Registry1, and 
identified 380,933 children born between 
June 1, 2001 and October 31, 2003.  Children 
born between these dates would have required 
at least one lead screening during the period 
covered by our download of the ECLRS and 
Leadtrac databases.  We matched the MMIS 
and the Statewide Immunization Registry 
databases against ECLRS and Leadtrac 
databases.  We concluded that any children 
who appeared on either MMIS or the 
Statewide Immunization Registry, but not on 
either of the lead poisoning databases, were 
not screened for lead poisoning.   
 
We then selected a statistical random sample 
of children we initially identified as not being 
screened.  We verified this sample to the 
Department’s lead poisoning databases to 
further determine whether these children had, 
in fact, been screened for lead poisoning but 

                                                 
1 MMIS contains all Medicaid claim payments for 

recipients in the State.  The Statewide Immunization 
Registry contains immunization records for children 
in the State, except for New York City.  Participation 
in this registry is voluntary by the provider and the 
parent.  

were not matched in our analysis due to 
differences in their names or dates of birth 
such as misspellings and data entry errors.  
Based on our sample results, we projected 
with 95 percent confidence, that between 
113,704 and 153,249 children (with a mid- 
point of 133,477 children), or 35 percent, 
were not screened for lead poisoning.   
 
Department officials expressed concern that 
children who may not have been in the State 
at the time a lead screening was required, and 
children who may have had their lead 
screening early or late, did not appear in our 
database downloads.  To address the 
Department’s concerns, we adjusted our 
analysis to include only children with dates of 
birth between June 1, 2001 and October 31, 
2003.  By adjusting the dates of birth within 
this range, we should have captured those 
children who may have had their screenings 
early or late.  We believe the steps we took to 
ensure accurate results, minimize any such 
omissions and, therefore, have no material 
effect on the results of our analysis.  Further, 
since the MMIS and Immunization databases 
contain limited populations of children, and 
not the total population of children statewide, 
the range of children not screened is 
conservative.   
 
Currently the Department does not conduct 
data matches to identify specific children who 
are not screened for lead poisoning.  Instead, 
in their most recent data report, released May 
2004, Department officials calculated a 
percentage of children who receive at least 
one screening.  The report breaks down the 
number of children who received screenings 
by age ranges ending with sixteen months, 
two years, three years and six years.  
According to Department officials, this 
screening rate is 66.1 percent for children 
born in 2001.  Department officials stated 
that, as part of its methodology to complete 
this calculation, duplicate records are 
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removed based on an exact match to last 
name, first name and date of birth.  However, 
there is no analysis to identify and remove 
records that are not exact matches but still 
represent duplicates.  As a result, these 
duplicate records are included in the 
Department’s calculation, thereby overstating 
the screening rate.   
 
As part of our calculation of children who 
were not screened, we eliminated duplicates 
based on the same exact last name, first name, 
date of birth algorithm used by the 
Department.  However, because we 
recognized that many additional duplicates 
existed in the data provided, we used software 
(WizSame program) to identify and remove 
records that are potential duplicates.  
Additional duplicates exist in the data due to 
transposition errors, spelling errors, the use of 
a middle initial or name suffix in one record 
and not in another and records containing 
lowercase letters.  The WizSame program is 
used to identify and remove records that are 
potentially the same child but there are slight 
differences in the data records.  When we 
used this program in our analysis, we 
identified and removed 7,215 potential 
duplicates.   
 
Additionally, despite the requirement that 
children be screened at age one and two, 
Department officials do not routinely 
calculate screening rates for this mandate.  
Also, the Department’s screening rates are not 
up-to-date, since the vital records data used to 
determine these rates is two years old.  In 
August 2006, the Governor signed into law a 
mandatory immunization registry.  This 
registry will be able to serve as a more 
comprehensive matching tool.   
 
Our data matches were done using 
Department databases.  If similar matches 
were conducted at the county level, thousands 
of children could be identified and screened 

as required.  For example, in August 2004, 
Onondaga County officials matched their 
Leadtrac database with the database of the 
County’s Immunization Program and 
identified approximately 3,000 children who 
had no record of lead screening in their 
County.  The County sent a letter to each 
provider explaining the importance of lead 
screening, and attached a listing of children 
identified in the match who were past or 
present patients of the provider.  The 
Department could also use such data matches 
to monitor screening activity statewide and 
identify providers who are not screening 
children as required.   
 
We also used the Department’s lead 
poisoning databases to identify children who 
had received only one of their two required 
lead screenings.  We identified approximately 
99,000 children (out of a population of 1.4 
million children) who were at least two years 
old and had received only one lead screening.  
The Department’s Lead Elimination Plan 
shows that eight percent of the State’s 
children who had non-elevated blood lead 
levels (<10 mcg/dl) on their initial screening, 
were found to have a newly elevated blood 
lead level at their second screening.  This 
illustrates the importance of a second 
screening test even when an initial screening 
is negative.  Despite the importance of this 
second screening, Department officials do not 
routinely conduct analysis to identify children 
who received only one of their required lead 
screenings.   
 
The Department’s Office of Managed Care 
collects managed care performance measures 
for commercial and Medicaid managed care 
plans.  Lead screening measures are included 
in the report on a rotating basis to evaluate 
plan performance, not compliance with the 
law.  These measures, based on a statistical 
sample, show the percentage of two-year olds 
who were screened for lead poisoning at least 
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once.  As such, they are of limited use for 
overseeing the Program as they include only a 
measure of children who receive one lead 
screening by age two.   
 
As part of our audit, we sent questionnaires to 
a random sample of 100 pediatricians (out of 
a population of 4,023 pediatricians) statewide 
to determine whether they were screening 
children as required.  Of the 59 responses, 
four pediatricians stated they do not treat 
children in this age group or have recently 
retired; 53 stated they do complete these 
screenings; and two providers stated they do 
not screen children at ages one and two.  In 
addition, 15 pediatricians stated they do not 
assess children six years of age or younger for 
the risks of lead poisoning, while 40 stated 
they do complete this assessment.  Four 
pediatricians stated they do not test 
potentially exposed siblings, two do not 
contact their county for high lead levels, and 
three do not coordinate follow-up activities 
with their county.  Three pediatricians also 
stated they practice in a low risk area and 
therefore feel screening should not be 
mandatory.   
 
Under the Department’s Provider Based 
Immunization Initiative (PBII), county lead 
and immunization officials review the files of 
health care providers to determine 
immunization and lead screening rates and 
identify missed opportunities.  While this is a 
valuable means to ensure providers are 
screening children as required, provider 
participation is voluntary, and visits by county 
officials are done on a limited basis.  
According to Department statistics, from 
April 2003 through March 2006, a total of 
782 PBII visits to providers were completed 
outside of New York City.  However, in 12 of 
the 57 counties (21 percent), five or fewer 
providers were visited during this period.  
Additionally, in 22 of the 57 counties (39 
percent), between 5 and 10 were visited.  New 

York City did not begin conducting PBII 
visits until July 2004.  Between July 2004 and 
September 2005, only ten PBII visits have 
been completed in New York City.  These 
visits should be further increased to include 
more providers.   
 
According to Department officials, there are 
many challenges to achieving universal 
screening including: 
 
• Beliefs among providers and/or parents 

that children are not at risk for lead 
exposure or lead poisoning, especially 
those children living in newer housing or 
generally low prevalence communities; 

 

• Beliefs among providers and/or parents 
that lead exposure, particularly at low 
levels, is not associated with meaningful 
harmful clinical outcomes; 

 

• Differences between the State’s 
requirements for universal screening and 
national guidance from the American 
Academy of Pediatrics, which until 
October 2005, recommended targeted 
rather than universal screening for most 
children; and 

 
• Parents do not take their child for lead 

screening after their provider gives them 
a prescription for lab testing.   

 
While we recognize these challenges, the 
Department is nevertheless responsible for 
ensuring all children are screened for lead 
poisoning.  We suggest the Department work 
with the counties to improve compliance with 
lead screening regulations. 
 
In their June 2004 Lead Elimination Plan, 
Department officials state that in 
collaboration with New York professional 
medical academies, the Department “will 
establish a protocol for enforcing regulations 
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related to lead screening.  Enforcement 
strategies will emphasize provider education, 
with targeted auditing, citation, or other 
penalties as needed in cases of significant 
non-compliance.”   
 
Department officials stated they “do not have 
the authority to routinely access private 
physician medical charts without a subpoena 
or court order compliant with Health 
Insurance Portability and Accountability Act 
(HIPAA) and State Law related to patient 
confidentiality.  Moreover, such a broad 
enforcement would be administratively and 
financially impractical in the context of finite 
resources dedicated to this and other public 
health priorities and thus is not the 
Department’s choice of methods to increase 
screening rates.”  However, HIPAA would 
not require a subpoena or court order for the 
Department to review medical charts.   

 
Timeliness of Lab Reporting 

 
Department regulations require laboratories to 
report the results of blood lead analyses to the 
Department within five business days.  If 
blood lead levels are excessively high (equal 
to or greater than 45 mcg/dl), and the child is 
up to 72 months of age, labs must notify 
providers within 24 hours.  The Department is 
responsible for monitoring compliance with 
these regulations. 
 
We did analyses using the Department’s 
ECLRS database to identify children whose 
blood lead results were not reported in a 
timely manner.  We identified approximately 
201,000 children (out of a population of 
2,041,983 children) whose blood lead results 
were not reported to the Department within 
five business days, as required.  To be 
conservative, we eliminated all results that 
took six and seven days to complete, as these 
tests would have included a weekend.  We did 
not consider a result reported late unless it 

took eight days or more to be reported.  Lab 
results for 69 percent of the 201,000 children 
took between 8 and 20 days to be reported.  
The remaining results (31 percent) took 21 
days or more.   
 
Currently the Department cannot determine 
whether labs are reporting blood lead results 
for children with lead levels of 45 mcg/dl or 
higher, to providers within 24 hours as 
required. While laboratories are required to 
report results to the Department, they are not 
required to report within 24 hours. Without 
information showing when providers are 
notified, the Department cannot determine 
whether the timeframe for reporting to 
providers is being met. Children with these 
high lead levels require immediate medical 
attention due to the severity of the blood 
levels and potential health risks. As a result, it 
is imperative that providers be contacted with 
these results in a timely manner and that the 
Department is able to determine whether the 
timely notification occurred. The Department 
can obtain the needed information for 
monitoring laboratory timeliness by requiring 
laboratories to report results to them at the 
same time they provide the results to the 
providers.   
 
We analyzed the data that is available to the 
Department and found 169 children (out of a 
population of 332 children) with blood lead 
levels equal to or greater than 45 mcg/dl were 
not reported to the Department within 24 
hours of the analysis.  As a result, the 
Department has no assurance that the provider 
was notified in a timely manner.  To be 
conservative in our analysis, we eliminated 
those results that did not meet the timeliness 
test because the time period included a 
weekend.   
 
According to Department officials, quality 
assurance activities related to laboratory 
reporting were developed and implemented in 
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2004.  Officials stated the basic elements of 
this analysis include examining gaps in 
reporting, timeliness of reporting and 
completeness of reporting.  Specifically 
related to timeliness, on a quarterly basis, the 
Department identifies those laboratories that 
report around 50 percent or more of their total 
submissions beyond nine business days from 
the analysis date.  Laboratories identified as 
late reporters are sent a letter notifying them 
of reporting deficiencies.  While we feel the 
quality assurance activities developed by the 
Department are a valuable tool, a laboratory 
has to report almost 50 percent of their tests 
late before they are contacted.  In addition, as 
reflected above, our results show a number of 
laboratories do not comply with the reporting 
requirements.  As a result, we feel the quality 
assurance activities should be expanded to a 
lower threshold of non-compliance.   
 
Department officials advised us that labs that 
are repeatedly found to not report blood lead 
tests in a timely manner should be referred to 
the Department’s Clinical Laboratory 
Evaluation Program, which oversees clinical 
laboratories.  Staff from this program visit the 
laboratories to determine, among other things, 
why delays are occurring.  When deficiencies 
are identified, program staff may issue 
citations and require a plan of corrective 
action.  Chronic problems can result in 
administrative fines being imposed and/or the 
laboratory’s permit being revoked.   
 

Recommendations 
 
1.  Use available databases and/or other 

resources to identify children who have 
not been screened for lead poisoning and 
refer these children to their provider or 
county health department for screening.   

 
2. Develop a process to enable counties 
 to use the databases available to identify

 children who have not been screened and 
 to refer them to their providers. 
 
3. Enforce lead screening and risk 

assessment requirements.   
 
4.  Require providers to follow up on those 

children for whom they do not receive 
lead screening results.   

 
5.  Work with the counties to expand the use 

of PBII visits statewide and increase these 
visits to reach more providers.  

 
6. Identify laboratories who do not report 

results of blood lead analysis to the 
Department within five business days as 
required and follow-up to ensure the 
laboratories comply in the future. 

 
7.   Obtain necessary information to 

determine whether laboratories report the 
results of blood lead analysis equal to a 
greater than 45 mcg/dl to providers within 
24 hours.  

 
8. Lower the threshold of non-compliance 

used in its quality assurance analysis and 
refer those laboratories repeatedly 
identified as not reporting timely to the 
Clinical Laboratory Evaluation Program 
for follow-up.   
 
Follow-Up for Children with High Lead 

Levels 
 
Department regulations require counties to 
identify and track children with elevated 
blood lead levels to ensure appropriate 
follow-up.  There are nine follow-up activities 
the county must ensure are completed.  These 
activities include follow-up testing to confirm 
the child’s blood lead level, explanation of 
test results to the family with information 
about risk reduction, nutritional counseling, 
developmental screening, advice on relocation 
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while lead hazards are removed, and testing 
of siblings under six years old.  The other 
three follow-up activities are done as needed: 
medical treatment, environmental 
management, and referral to other agencies.  
It is up to the county to coordinate these 
activities with the primary care providers to 
determine how follow-up will be completed, 
as well as to develop policies and procedures 
for completion of these activities.  
Timeframes for completion of environmental 
inspections have been established by the 
Department.   
 
Additionally, timeframes for confirmatory 
screening, follow-up screening, and initial 
contact with families have been developed by 
the CDC.  No timeframes have been 
established for the remaining follow-up 
activities; therefore, it is up the counties to 
determine these timeframes.  For example, 
there is currently no regulatory requirement 
for re-inspections to ensure lead hazards have 
been abated.  However, each of the counties 
we visited includes this as a step in their 
follow-up process.  As a result, each county 
must determine how long after the initial 
inspection to conduct a re-inspection.   
 
According to the Department, as of July 2006, 
case management guidelines including 
timeframes, have been developed but have not 
yet received final approval or been distributed 
to the counties.  However, it is unclear 
whether these guidelines will contain 
timeframes for the remaining activities.    
 
We visited five counties (Onondaga, Erie, 
Monroe, Schenectady and New York), and 
reviewed the documentation of follow-up 
activities for a sample of 25 children in each 
county.  Each of the counties we visited has 
chosen to conduct all or almost all of the 
follow-up activities on their own, with input 
from health care providers.  In determining 
whether a child received appropriate follow-

up activities in a timely manner, we measured 
against the Department’s standards and those 
set by the counties.   
 
Overall, we found that children identified as 
having high blood lead levels are receiving 
required follow-up activities.  However, we 
found 38 specific activities (relating to 25 
children) were missing or were not conducted 
in a timely manner.  Thirty-one (relating to 19 
children) of these 38 activities in Erie County.   
 
During our visit to Monroe County, officials 
told us that as soon as children reach six years 
of age, they are discharged from case 
management unless otherwise requested by 
their provider, even if a child has been 
continuously receiving case management 
services. Monroe County was the only one of 
the five counties we visited that used this 
practice. Currently, regulations require 
screening and assessment for children six 
months to six years of age. However, follow-
up is required for “each child with an elevated 
blood lead level.” There is no age limit for 
follow-up included in the regulations. 
Additionally, according to the CDC’s case 
management guidelines the case should be 
closed when the environmental lead hazards 
have been eliminated, the child’s blood lead 
level has declined to below 15 mcg/dl for at 
least six months and the other objectives of 
the case management plan have been 
achieved. Further, the guidelines state that it 
often takes an extended period of time to 
complete all the elements in a case 
management plan. As a result, no child should 
be dropped from receiving case management 
services, simply for reaching their sixth 
birthday. Additionally, in some instances, 
children may not have health care providers to 
advocate for them. In other cases, they have 
been receiving case management for an 
extended period of time and have been unable 
to attain an acceptable blood lead level. 
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Dropping them from case management cannot 
provide any benefit to the child. 
 
According to Department officials, each 
county is required to create and update a 
policy and procedure manual for 
implementing the Program, including the nine 
required follow-up activities.  Officials stated 
these manuals are reviewed and approved as 
part of the regional office site visits to the 
counties.  However, officials do not determine 
whether the counties are meeting the specific 
timeframes and steps set forth in their 
manuals.  Instead, officials review children’s 
files to determine whether or not follow-up 
was provided. 
 

Recommendations 
 

9.  Require counties to follow up on children 
with elevated blood lead levels until levels 
fall to an acceptable level.   

 
10. Monitor county performance toward 

meeting the specific timeframes for 
follow-up activities set forth in their 
policy and procedure manuals. 

   
Prenatal Care 

 
Public Health Law Section 1370-a  requires 
the Department to set, distribute and enforce 
regulations for screening pregnant women for 
lead poisoning, and for following up in 
instances of elevated blood lead levels.   
 
According to Department officials, a lead 
exposure risk assessment is completed for all 
women served by the Prenatal Care 
Assistance Program (PCAP) and the Women, 
Infants and Children Program (WIC).  Both 
programs serve lower income pregnant or 
post-partum women.  Neither the Department 
nor any of the counties we visited ensure all 
prenatal providers, including private 
providers, are risk assessing women as 

required.  As previously indicated, officials 
also stated they “do not have the authority to 
routinely mandate access to private physician 
office medical charts without a HIPAA 
compliant subpoena or court order.”  
However, HIPAA allows a covered entity, 
including a physician, to disclose protected 
health information upon the request of the 
Department for purposes of enforcement or 
oversight of the Program without a HIPAA 
compliant subpoena or court order.  In 
addition, we question why site visits similar 
to the PBII visits for children’s providers are 
not conducted to provide some assurance risk 
assessments are being completed.   
 
We sent questionnaires to a random sample of 
100 prenatal care providers statewide (out of a 
population of 2,171 providers), and received 
38 responses.  Nine of the responses stated the 
provider was no longer practicing or was not 
currently practicing obstetrics.  Twelve 
providers stated they do not risk assess 
pregnant women, and 17 stated they do 
complete this assessment.  Of the 12 that do 
not risk assess, 2 providers stated they do not 
have any risk assessment materials, and 3 
stated more literature is needed.  In addition, 
of the 29 providers practicing obstetrics, 14 
stated lead poisoning prevention is not 
discussed at the postpartum visit as required, 
13 stated lead poisoning prevention is 
discussed, and 2 did not provide an answer.   

 
Recommendation 

 
11. Develop an initiative similar to PBII to 

ensure all prenatal care providers, 
including private providers, are risk 
assessing women as required.   
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Day Care Facilities 
 
Department regulations state prior to or 
within three months of a child’s initial 
enrollment, each day care provider must 
obtain and retain a copy of a certificate of 
lead screening for that child.  When there is 
no documentation of lead screening, the child 
should not be excluded from attending.  
However, the facility must provide the parent 
or guardian with information on lead 
poisoning and lead poisoning prevention, and 
refer the parent or guardian to a primary care 
provider or to the county to obtain a blood 
lead test for the child.   
 
Oversight of day care facilities outside of 
New York City is the responsibility of the 
State’s Office of Children and Family 
Services (OCFS).  In New York City, this 
oversight is the responsibility of the New 
York City Department of Health and Mental 
Hygiene’s Bureau of Day Care.  Officials 
from both agencies stated they visit day care 
centers on a regular basis, and as part of these 
visits they determine whether certificates of 
lead screening are being obtained.  They also 
stated that they look for chipping paint or 
other possible lead hazards.  However, OCFS 
officials stated they do not provide education 
and outreach regarding lead poisoning 
prevention because this is the Department’s 
responsibility.   OCFS officials also stated 
they expect to have more involvement with 
Department officials in the near future as a 
result of the Department’s plan to eliminate 
lead poisoning by 2010.  New York City 
Bureau of Day Care officials stated that if 
someone came to their office, they could get 
lead brochures.  However, they have never 
done a mass mailing of brochures to day care 
facilities.   
 
According to officials at two of the five 
counties we visited, Schenectady and Erie, 
they review children’s files at day care 

facilities to ensure certificates of screening 
have been obtained.  Officials from all five 
counties we visited stated they provide 
outreach and education to day care facilities.  
However, Monroe County officials stated this 
outreach and education is only provided when 
specifically requested.   
 
We sent questionnaires to a random sample of 
100 day care facilities statewide (out of a 
population of 18,956 facilities) to determine 
whether the facilities were obtaining 
certificates as required, and received 36 
responses.  Four facilities indicated they 
either are no longer open, are not open yet, or 
do not serve children under the age of six.  
Fourteen facilities responded they do not 
require certificates of lead screening, while 18 
indicated they do require these certificates.  
Six facilities requested information on the 
Program, including one facility that 
responded it did not know about the Program.  
Copies of these six questionnaires were 
provided to the appropriate county so that the 
requested information could be provided.  In 
addition, one facility responded that obtaining 
the certificates of lead screening was 
recommended but not required, and six 
indicated that if a child did not have a lead 
test they do not provide information or 
education to the parents.   
 

Recommendations 
 
12.  Work with officials from OCFS and the 

New York City Department of Health 
and Mental Hygiene’s Bureau of Day 
Care to determine whether day care 
facilities are obtaining certificates of 
screening as required.   

 
13.  Provide each day care facility with 

educational materials pertaining to lead 
poisoning to be used for their own 
knowledge and to be given to parents.  
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Oversight Provided to Counties 
 
The Department provides oversight to the 
counties in a number of ways including 
regional and statewide meetings, 
teleconferences and local coalitions.  We 
found improvements need to be made in some 
of their additional oversight methods 
including work plans and quarterly reports 
and regional office site visits to counties.  
 

Work Plans and Quarterly Reports 
 
Each county must complete and submit an 
annual work plan to the Department and its 
regional office to outline planned activities 
for the coming year.  These work plans 
consist of goals in areas such as outreach and 
educational activities to be completed, target 
screening rates, the number of PBII visits to 
be conducted, and follow-up activities to be 
completed according to blood lead level.  We 
found goals are often not quantified, 
especially in the area of outreach and 
education.  For example, Schenectady County 
identified one of its goals as the “inclusion of 
lead pamphlets/information at health fairs or 
other community events attended by local 
health unit staff.”  However, the work plan 
does not identify an approximate number of 
health fairs or other community events to be 
attended or the approximate number of 
pamphlets/information to be distributed.  In 
contrast, for each item listed in the Onondaga 
County work plan, officials identify the 
number of possible encounters to be made, 
brochures to be distributed or presentations to 
be completed.  In addition, county officials 
are not required to show the time frames in 
which the nine follow-up activities will be 
completed.  
 
To show progress in relation to the work plan, 
each county is required to complete and 
submit quarterly reports to the Department 
and its regional office.  These reports contain 

a data and a narrative section.  The data 
section includes statistical information such as 
the number of addresses requiring inspection, 
the number of those for which an inspection 
was completed, and the number at which lead 
hazards were found.  During their site visits, 
regional office staff review case files to 
determine whether the counties are 
performing required follow-up activities.  
However, since Department officials 
indicated that work plans and quarterly 
reports are major monitoring tools, the 
information on these documents should be 
specific enough to be useful in assessing 
whether goals are being accomplished.  For 
example, the data section does not show that 
all addresses for which lead hazards were 
found, were remediated.  Including the above 
information in quarterly reports could assist 
regional office staff in focusing their site 
visits.  The narrative section describes the 
steps the county has taken toward meeting the 
goals contained in the work plan.  Each 
quarter, Department officials review the 
narratives against the work plans and reports 
from prior quarters to determine whether 
progress is being made toward each of the 
county’s goals.  We found the counties are 
allowed considerable flexibility in meeting 
their goals.  When Department officials 
cannot see progress being made, we noted 
that they will contact the county.  

 
Regional Office Oversight 

 
Regional offices are required to conduct site 
visits at each of the counties within their 
catchment area to ensure the Program is 
functioning as required at the local level.  
These site visits include interviews with 
county lead officials, a review of children’s 
files primarily for the purpose of determining 
whether children are receiving required 
follow-up activities, as well as a review of 
outreach and education materials and the 
policy and procedure manual required of each 
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county.  Regional office staff also 
occasionally accompany inspectors on home 
visits.  We determined the Department has not 
developed standardized, written procedures 
for regional office site visits to the counties.  
As a result, we noted inconsistencies in the 
way the regions conduct their site visits, and 
in some cases, county activities are not being 
adequately monitored.  
 
Department officials have verbally 
recommended that regional offices perform 
site visits every one to three years.  However, 
the regional offices determine the actual 
frequency of these visits since the Department 
has not set a formal, minimum requirement.  
Officials from each of the regional offices 
stated that each county is put on a site visit 
schedule of every one to three years, 
depending on the county.  Using the criteria 
of each regional office, we found site visits 
were not conducted in a timely manner for 13 
of the 57 counties outside of New York City.  
In addition, Department officials conducted a 
site visit to the New York City Department of 
Health and Mental Hygiene in October 2005.  
Regional office and Department officials 
could not document that a prior site visit had 
been conducted at the New York City 
Department of Health and Mental Hygiene 
since 1995, even though this agency is 
responsible for overseeing the lead screening 
and follow-up for all children in New York 
City.  
 
At the end of each site visit, regional office 
staff are required to complete a report 
identifying areas where a corrective action 
plan is required.  Department officials have 
provided only verbal guidance to the regional 
offices on the completion of these reports and 
state that many factors affect the timing of 
issuing the reports, such as the need to 
compile findings from multiple visits.  Three 
regions, Capital District, Metropolitan Area 
and Western, indicated these reports are 

completed within 30 days of the site visit.  
Central indicated it completes site visit 
reports within 60 days of the visit.  We 
reviewed the completion of these reports 
according to each region’s standards and 
found reports for 39 of the 58 counties were 
not completed in a timely manner, ranging 
from 33 to 983 days for completion.  While 
we acknowledge there could be delays in 
producing these reports, 6 of the 39 reports 
took over two years to be completed and an 
additional 8 took over one year.  Each of 
these 14 delays occurred in the Western 
region.  It is important that site visit reports be 
completed in a timely manner so that counties 
can prepare their corrective action plans as 
needed.  
 
The Department also does not have written 
guidelines for the timely completion of 
corrective action plans.  Officials from three 
regions, Capital District, Metropolitan Area 
and Western, stated corrective action plans 
are required within 30 days of the receipt of 
the site visit report.  The Central region 
requires corrective action plans be submitted 
within 60 days.  Of the 21 counties required 
to complete a corrective action plan based on 
their most recent site visit, we found five 
instances in which corrective action plans 
were not completed in a timely manner, 
ranging from 61 to 196 days for completion.  
In one additional instance, the Central 
regional office could not provide us with a 
corrective action plan.  According to officials 
from the Western regional office, corrective 
action plans are not always required because 
in general, anything found are “things that 
need to be tweaked, not deficiencies.” 
However, during our review we found that 
counties in the Western region were cited for 
untimely lead inspections, incomplete or lack 
of documentation of follow-up activities (8 of 
17 counties), a passive stance taken in the 
home visit process, and policies and 
procedures that need to be updated, revised or 
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have specific items added (15 of 17 counties).  
Yet, only one county (which needed to revise 
its policy and procedure manual) was required 
to complete a corrective action plan.  We 
identified instances in the other regions where 
counties were cited for similar deficiencies 
and a corrective action plan was required.  
 
The Department requires regional offices to 
follow up with the counties with regards to 
the deficiencies identified in their corrective 
action plans.  There are no required methods 
or timeframes for this follow-up.  According 
to Capital District, Central and the 
Metropolitan Area regional office procedures, 
follow-up visits are made only if major 
problems are found during the site visit; 
otherwise, follow-up is conducted by phone 
or email.  According to officials from the 
Western regional office, follow-up is 
conducted with the next quarterly report.  Of 
the 21 counties that were required to complete 
a corrective action plan, no evidence of 
follow-up could be provided for 14 counties.  
Additionally, 15 counties from the Western 
region were cited for deficiencies, but no 
corrective action plan was required.  Evidence 
of follow-up to ensure deficiencies were 
corrected could not be provided for any of 
these counties.  
 
Overall, we noted that the Western regional 
office needs to be more proactive.  Some 
areas that specifically should be addressed 
include: physicians not screening children; 
parents refusing inspections; obtaining work 
plans and quarterly reports; the development 
of a standardized site visit tool and report; 
understanding the data section of quarterly 
reports; and obtaining a clear, comprehensive 
understanding of the Program.   
 
We did not find similar issues in the other 
regions we visited.  As a result, we conclude 
Western regional office officials should 
consult with the Department and possibly 

other regional office officials to resolve these 
issues.  In response to our preliminary report, 
Western regional office officials agreed that 
they “will consult with Central office and 
other regional office staff to resolve these 
issues.”   

 
Recommendations 

 
14.  Require that work plans include 

quantifiable goals and that counties 
make substantial progress toward 
meeting their goals.  

 
15.  Revise the data section of the 

quarterly reports to require more 
specific information that will allow for 
determining whether follow-up 
activities were completed for all 
addresses.  

 
16.  Develop and implement standardized 

written procedures for site visits to 
counties to be used by all regions.  

 
17.  Work with Western regional office 

officials to ensure Department 
expectations are clear and regional 
officials are meeting those 
expectations.  

 
New York State Advisory Council on Lead 

Poisoning Prevention 
 
In 1992, Public Health Law Section 1370 (b) 
created The New York State Advisory 
Council on Lead Poisoning Prevention 
(Council) within the Department.  The 
Council is to be chaired by the Commissioner 
of Health or his or her designee.  

 
Council Responsibilities 

 
The Council is required to meet as often as 
necessary to fulfill its responsibilities which 
include, among other things, to: develop a 
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comprehensive statewide plan to prevent lead 
poisoning and minimize the risk of exposure; 
recommend the adoption of policies regarding 
detection and elimination of lead hazards as 
well as the identification and management of 
children with high lead levels; and report on 
or before January first of each year to the 
Governor and the Legislature concerning the 
development and implementation of the 
statewide  plan  and  operation  of  the  
Program, together with recommendations as 
necessary.  
 
We found that the Council does not issue the 
required annual reports.  The last annual 
report was issued in 1998 covering the 1995-
1996 accomplishments of the Program; 
recommendations made by the Council, status 
of recommendations made in 1994; extent of 
lead poisoning in the State; progress in 
developing a State plan to prevent lead 
poisoning; and the future direction of the 
Council.  Since that time, the Department has 
issued three public lead poisoning reports.  
However, these reports were not completed 
by the Council and do not contain the same 
types of information as the report issued in 
1998.  
 
The Council had not been holding meetings 
on a consistent basis.  Six meetings were held 
during our audit scope: June 22, 2004, 
September 22, 2004, April 18, 2005, July 28, 
2005, October 20, 2005 and March 13, 2006.  
However, the last meeting prior to these 
meetings was held on September 23, 1997.  
Department officials could not explain why 
meetings had not been held during this time 
period.  In addition, the period of lack of 
activity from the Council caused some 
regional and county officials to question 
whether the Council still exists.  

 

Membership 
 
Section 1370-b of the Public Health Law 
states the Council shall consist of the 
Commissioners of the following agencies, or 
their designees: Health; Labor; Environmental 
Conservation; Housing and Community 
Renewal; and Social Services.  In addition, 15 
public members are to be appointed by the 
Governor.  
 
The Council members currently consist of 6 
required commissioned members and 11 of 
the 15 required public members.  Since the 
Council’s inception, the New York State 
Department of Social Services has been 
dissolved and the Office of Temporary and 
Disability Assistance and the Office of 
Children and Family Services have taken its 
place, bringing the required commissioned 
members up to six.  The Local Housing 
Authority and Environmental Group 
designees for the public members are 
currently vacant and there are two other non-
specific public member positions that are 
vacant.  Of the 11 public members currently 
in the Council, the Hospital member term has 
been expired since 1999 and the existing 
member continues to serve in this position.  In 
addition, completion of the reappointment 
process for the Community Group member 
took a year and five months and it took eight 
months for the Professional Medical 
Organization member.   
 
When vacancies are not filled in a timely 
manner, there is a loss of input from member 
agencies during meetings, including ideas and 
recommendations for implementing the 
Program.  Department officials explained the 
appointment and reappointment process can 
be lengthy in nature, involving determinations 
of any conflicts of interest and a review of a 
candidate’s qualifications.   
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Recommendation 
 
18.  Monitor Council activities and 

membership to ensure all Council 
obligations are being met.  

 
AUDIT SCOPE AND METHODOLOGY 

 
We conducted our performance audit in 
accordance with generally accepted 
government auditing standards.  We audited 
the Department’s oversight of the Program for 
the period April 1, 2002 through March 13, 
2006.  To accomplish our objective, we 
reviewed applicable laws, rules, regulations, 
policies and procedures, and we interviewed 
Department, regional, and county officials.   
 
We obtained downloads of the MMIS and 
Immunization Registry databases and 
identified 380,933 children born between 
June 1, 2001 and October 31, 2003.  We also 
obtained downloads of ECLRS and Leadtrac 
lead poisoning databases for the period April 
1, 2002 through December 31, 2004.  We then 
determined if any of the 380,933 children 
appeared on the ECLRS and Leadtrac 
databases.  Based on our analysis, we initially 
concluded that 194,082 children were not 
screened for lead poisoning.  This number 
was further reduced using the WizSame 
program, which identifies possible duplicates, 
resulting in 186,867 children not screened.  
From this population, we selected a statistical 
random sample of 70 children, using a 95 
percent confidence level.  We verified this 
sample to the Department’s lead poisoning 
databases to further determine whether these 
children had, in fact, been screened for lead 
poisoning.  The Department’s lead databases 
were also used to identify children who had 
only been screened for lead poisoning once 
and to determine the timeliness of lab 
reporting.  
 

We visited the Department’s four regional 
offices, as well as the local health 
departments (referred to as “counties”) in 
Erie, Monroe, Onondaga and Schenectady 
Counties, and New York City.  These 
locations were selected based on geographic 
location, incidences of high lead levels in 
children and their use of the Leadtrac system.  
At each of the counties, we reviewed work 
plans, quarterly reports and a random sample 
of 25 files for children under the age of six 
with elevated blood lead levels equal to or 
greater than 15 mcg/dl (the blood lead level at 
which the counties we visited perform follow-
up activities).  The total population of 
children at the counties we visited was 2,767 
and ranged from 39 to 1,300 children per 
county.  Our file review focused on the 
documentation of follow-up services provided 
to children including: the timeliness of initial 
contact by the county with the family and 
health care provider, environmental 
inspections, letters to property owners and re-
inspections, educational services provided, 
reminders for follow-up screening, and the 
screening of possibly exposed siblings.  The 
education and outreach provided by the 
Department and each county was also 
reviewed.  We also reviewed the membership, 
meetings and reports produced by the 
Council.  
 
In addition to being the State Auditor, the 
Comptroller performs certain other 
constitutionally and statutorily mandated 
duties as the chief fiscal officer of New York 
State, several of which are performed by the 
Office of Operations.  These include 
operating the State’s accounting system; 
preparing the State’s financial statements; and 
approving State contracts, refunds, and other 
payments.  In addition, the Comptroller 
appoints members to certain boards, 
commissions and public authorities, some of 
whom have minority voting rights.  These 
duties may be considered management 
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functions for purposes of evaluating 
organizational independence under generally 
accepted government auditing standards.  In 
our opinion, these management functions do 
not affect our ability to conduct independent 
audits of program performance.  

 
AUTHORITY 

 
The audit was performed pursuant to the State 
Comptroller’s authority as set forth in Article 
V, Section 1 of the State Constitution and 
Article II, Section 8 of the State Finance Law.  
 

REPORTING REQUIREMENTS 
 
A draft copy of this report was provided to 
Department officials for their review and 
comment.  Their comments were considered 
in preparing this report, and are included as 
Appendix A.  Appendix B contains State 
Comptroller Comments which address certain 
matters in the Department’s response.  
Department officials generally agreed with 
our recommendations and indicated actions 
either planned or already taken to implement 
them.    However, they took issue with the 
methodology and manner in which we 
developed the data matching results, and 

conducted our survey of health care providers.  
We maintain that our data matching and data 
analysis was a valid methodology to 
determine the number of children not 
screened for lead poisoning.  Regarding our 
survey, we did not use the results as a basis 
for making any recommendations but only as 
a means to validate our audit findings.  
 
Within 90 days of the final release of this 
report, as required by Section 170 of the 
Executive Law, the Commissioner of the 
Department of Health shall report to the 
Governor, the State Comptroller, and the 
leaders of the Legislature and fiscal 
committees, advising what steps were taken to 
implement the recommendations contained 
herein, and where recommendations were not 
implemented, the reasons therefor.  
 

CONTRIBUTORS TO THE REPORT 
 

Major contributors to this report include 
William Challice, David R. Hancox, Albert 
Kee, Sheila Emminger, Todd Seeberger, 
Vicki Wilkins, Andrea Inman, Dennis 
Buckley, Doug Abbott, Michael Asencio, 
Michael D’Amico, Jennifer Mitchell, Amanda 
Strait, John Karwacki, and Paul Bachman.  
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1. We note that the 43 percent screening 
rate referred to by the Department is 
from a 1999 report issued by the U.S. 
General Accountability Office.  
Therefore, it is misleading to use it as 
a comparison to 2005 data. 

 
2. To address the Department’s concerns, 

we added some of the positive aspects 
of the program to the audit summary. 

 
3. In addition to the matching of the 

databases, our testing included three 
rounds of analysis. We first cleansed 
the data provided by the Department. 
We then used WizSame software to 
eliminate potential duplicates. From 
the resulting population of children 
identified as not being screened, we 
selected a statistical sample. We 
conducted a manual review of this 
sample to validate that they were, in 
fact, not screened and projected the 
results to our findings.  Despite the 
Department’s objections, our results 
show almost the same screening rate 
as theirs, 65 percent verses 66.1 
percent. 

 
4. We did not restrict our sample to 

children continuously enrolled in 
Medicaid because a lack of continual 
Medicaid enrollment does not indicate 
that a child has left the State and does 
not eliminate the requirement for lead 
screening.  Additionally we note that 
these children would have had to leave 
the State within a very small window 
(within the first year) to avoid the 
need for a lead screening and the 
probability of a large number of 
children leaving within this timeframe 
is low.   

5. There are reasons for the differences 
between the rates calculated by OSC 
and the QARR reports. First, in 
addition to the Medicaid database, we 
used the Statewide Immunization 
Registry.  This resulted in us 
identifying many non-Medicaid 
children as not being screened. Also, 
QARRs include only children who 
were continually enrolled in Medicaid 
for 12 months or more.  The Registry 
includes all children, including those 
enrolled in Medicaid, even for less 
than 12 months.  As a result, there are 
children who would have been 
included in our match but not in the 
QARR. 

 
6. Contrary to the Department’s 

contention, we did not make any 
recommendations based on the results 
of the survey.  The results of the 
survey were used to confirm our 
finding that some doctors are not 
screening children for lead poisoning, 
as required.  

 
7. The description of the matching 

algorithm provided in the 
Department’s response is not 
consistent with that provided to us 
during the audit.  At that time, 
Department officials stated that 
duplicates are removed using an exact 
match to last name, first name and 
date of birth. When we questioned 
how additional duplicates were picked 
up (such as those with spelling errors), 
Department officials stated “that 
would be really hard.”  As indicated in 
the Department’s response, its new 
Lead Web data system should 
decrease the occurrence of duplicate 
records. 
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8. The cited report represents the only 
time the Department calculated these 
rates.  

 
9. We, on several occasions, offered the 

Department the listing of children we 
identified as not being screened.  They 
were not interested in receiving it.  It 
seems to us, that as a public health 
body, the Department would want to 
follow through on the list, and ensure 
that the children on it, even though 
some have aged out, would be 
screened and treated if necessary.  It 
should also be noted that the 
timeliness of our data analyses was 
impacted by the Department not 
providing us with the data until nearly 
one year after it was requested. 

 
10. We revised the body of our report and 

Recommendation 3 to reflect 
additional information provided in the 
Department’s response.  We are 
pleased that the Department has 
outlined a series of actions it plan to 
take to improve compliance of lead 
screening regulations.  We urge the 
Department to carry out these planned 
actions timely.  Although the LEP 

referred to was released in 2004, the 
protocol has still not been completed 
over two and one-half years later.   

 
11. We revised this recommendation 

based on additional information 
provided in the Department’s 
response. 

 
12. Our point was that the record reviews 

test only whether or not follow-up was 
completed but not whether all of the 
follow-up steps were taken as 
prescribed in the manual.  

 
13. The statement by the Department that 

the Advisory Council report released 
in July 2006 covering 2004 activities 
is partially accurate.  The Council did 
issue a report labeled, “Annual Report 
2004”, however, this report did not 
meet the Council’s reporting 
requirements, as outlined in our report.  
It is, instead, primarily a reissuance of 
the Department’s report entitled 
“Eliminating Childhood Lead 
Poisoning in New York State by 
2010.”   




