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Introduction
Childhood lead exposure is associated with lower cognitive function,1 which leads to children’s underperformance in school and later in the workplace. Yet, children
in an estimated 4 million households are currently
exposed to high levels of lead.2 Due to lead’s adverse
long-term consequences, addressing lead hazards today
can yield future economic benefits and improved health
outcomes. Remediating lead paint hazards in homes of
children from low-income families built before 1960 is
estimated to generate $3.5 billion in future benefits—
which include earnings, health and education savings,
and quality-adjusted life years—for 311,000 low-income
children.3 Because Medicaid covers many low-income
children who may be at high risk of lead exposure,4
failing to address lead hazards and exposure can generate significant long-term costs for Medicaid and a lost
opportunity to promote children’s healthy development.
The National Academy for State Health Policy (NASHP)
recently released a 50-State Scan of State Health Care
Delivery Policies Promoting Lead Screening and Treatment that highlights various Medicaid and non-Medicaid strategies that states use to improve lead screening
rates and reduce lead hazards. This case study explores
several Medicaid and Children’s Health Insurance Program (CHIP) levers and highlights Indiana’s strategies,
including a managed care organization performance
metric, data sharing, coverage of lead abatement, and
an additional provider guideline for screening.

What is the long-term value
of lead remediation?
Remediating lead paint hazards in homes built
before 1960 is estimated to generate $3.5 billion
in future benefits, which includes earnings,
health, and education savings, and qualityadjusted life years for 311,000
low-income children.
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How States Can Address Lead Through Medicaid and
CHIP
Below are state Medicaid and CHIP levers used to address lead poisoning. Screening identifies individuals
with elevated blood lead levels, but diagnoses must be followed by appropriate remediation to prevent future
exposure and treatment to improve health outcomes.

•

Metrics: Many states require managed care organizations (MCOs) to report lead screening as part of their
performance reports. Some states use Healthcare Effectiveness Data and Information Set’s (HEDIS)5 lead
screening in children measure.

•

Incentives: States can reward MCOs and primary care providers with financial and non-financial incentives

•

Performance and quality improvement projects: States can include lead screening and treatment as

•

Coverage for abatement: Under Section 2105(a)(1)(D)(ii) of Title XXI that authorizes CHIP, states with

•

to screen for and treat lead exposure, such as using bonus payments or auto-assignment algorithms.6
Alternatively, states can also sanction or withhold payments if providers and/or MCOs do not perform a
satisfactory level of lead screening.

one of the performance improvement projects (PIPs, also known as quality improvement projects in some
states) in which MCOs participate annually.7

available funds can submit a state plan amendment (SPA) to develop Health Services Initiatives (HSIs),
which cover direct services and public health initiatives designed to improve the health outcomes of
low-income children using CHIP administrative funding.8 HSI expenditures count toward the 10 percent
administrative expenses cap of CHIP funding match that states receive from the federal government.
A few states have received approval for HSI SPAs that allow those states to use a portion of their CHIP
administrative funds for lead abatement services in the homes of low-income children.9

Provider guidelines: In addition to the federal requirement that all children enrolled in Medicaid and CHIP

receive blood lead tests at ages 12 months and 24 months, states can recommend that providers perform
additional risk assessments or blood lead tests for beneficiaries at high risk of lead exposure.

•

Reimbursement: Some state Medicaid programs reimburse home environment inspections and case

•

Data sharing: State health departments, Medicaid agencies, MCOs, and Special Supplemental Nutrition

management for children with elevated blood lead levels.

Programs for Women, Infants, and Children (WIC) can share data to allow clients’ lead test status to be
reviewed when routine health services are accessed.

To learn more, read State Strategies to Improve Childhood Lead Screening and Treatment Services under
Medicaid and CHIP and view this Lead Screen & Treatment in Medicaid & CHIP infographic.
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Indiana’s Strategies
The US Environmental Protection Agency has designated East Chicago in Lake County, Indiana, as a
Superfund site since 2009 due to lead and arsenic contamination in its soil.10 Lead-based paint is the most
common source of lead exposure in Indiana because more than 63 percent of the state’s housing stock
was built before 1978, the year lead-based paints were banned in housing.11 Indiana’s Medicaid agency
has a high stake in promoting lead screening and treatment because Medicaid-enrolled children have a
disproportionately higher rate of lead poisoning compared to other children.12 In 2014, of the 40,811 children
up to age six tested for lead, only 26 percent were reported to be enrolled in Medicaid, yet about 45 percent
of children with blood lead levels of 10 µg/dL and higher were covered by Medicaid.13 This blood lead level
is significant because it was used by the Centers for Disease Control and Prevention (CDC) to define a blood
lead “level of concern” in children until 2012 and was the trigger for case management according to Indiana
Administrative Code (410 IAC 29-1-6). Indiana Medicaid has utilized the following statewide strategies to
identify and treat children with elevated blood lead levels.

Metric: Starting in 2018, Indiana implemented an MCO performance metric based on HEDIS that is tied to
incentive payments.14

Data sharing: MCOs receive monthly information from Indiana State Department of Health’s (ISDH) registry
showing lead test results for their members. Managed care entities use the registry data to track outreach to
families and coordinate follow-up care, such as additional lead tests and environmental home inspections.

CHIP coverage of abatement: Indiana operates a

combination program and receives federal funding for
both a Medicaid expansion and a separate CHIP program.15
Indiana submitted a SPA to implement a HSI to enhance
and expand the state’s existing lead abatement program on
June 30, 2017. The SPA is effective starting July 1, 2016, and
continues for five years or until all eligible homes have been
abated for lead. The SPA permits Indiana to use up to $3
million of the state’s CHIP administrative funding annually to
provide “coordinated and targeted” lead abatement services
in the homes of low-income children and pregnant women,
especially in the homes of beneficiaries with elevated blood
lead levels of ≥ 5 µg/dL and/or living in affected areas such
as East Chicago.
Only professionals licensed by ISDH can perform lead
abatement services. After the completion of abatement
work, a lead inspector or risk assessor licensed by ISDH
conducts a visual inspection and takes dust wipe samples
inside the property to ensure that identified lead hazards
have been abated. The state will track and report the
number of homes that have received lead abatement
services, the actual services provided, and clearance testing
results to the Centers for Medicare & Medicaid Services (CMS).

Indiana’s SPA defines abatement services
as the removal of lead hazards, including:
•

•
•

•

The permanent removal, or enclosure,
or encapsulation of lead-based paint
and lead dust hazards from an eligible
residence.
The removal or replacement of surfaces
or fixtures within the eligible residence.
The removal or covering of soil lead
hazards up to the eligible residence
property line, and
All preparation, lab-sampling analysis,
clean up, disposal, and pre- and
post-abatement paint, dust, soil, and
clearance testing activities associated
with such measures.

Indiana’s HSI funds cannot be used to address soil contamination. The HSI does not cover assessment of lead
hazards in drinking water or water pipe replacements. However, the state can use HSI funds to install water
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filters in the homes of beneficiaries exposed to lead through water.

Case management reimbursement: Indiana Medicaid covers targeted case management for children with
elevated blood lead levels at or above 5 µg/dL.

Additional provider guidelines: Indiana does not require all children in the state—regardless of health

coverage—to be tested for elevated blood lead levels, but the state requires an initial blood lead test at the
six-month visit for high-risk children enrolled in Medicaid in addition to the blood lead tests that all Medicaidenrolled children should receive at the 12-month and 24-month well-child visits.16
In addition to monitoring the policies outlined above, Indiana is working to ensure that case management
services will include nutritional and developmental assessments, a home visit, and risk assessment of the
child’s primary address.
It is important to note that other state agencies, such as public health and environmental protection, also
play vital roles in addressing lead hazards. For example, ISDH’s Lead and Healthy Homes Program (LHHP)
tracks lead testing rates and compiles annual childhood lead surveillance reports. Beginning in 2015, LHHP
began recommending that all local health departments follow CDC’s new reference level in providing case
management to individuals with blood lead levels of 5 µg/dL and higher.17 Formal adoption of 5 µg/dL
as the elevated blood lead level in Indiana Administrative Code is currently underway. In 2017, ISDH also
created a lead risk map where residents can enter their addresses to discover the risk of lead exposure in their
communities. The map uses age of housing stock and child poverty as weighted risk factors in determining
risk.
Outside Indiana, some states require or recommend that all providers perform blood lead tests for all
children, or all children living in high-risk zip codes, and conduct risk assessment for all children regardless
of their risk level and insurance type. These statutory mandates are usually administered by the state public
health agency.18
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