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In the HUSKY Program, choice of health plan ensures that each family has an opportunity to select 
a health plan that best meets individual and family health care needs.1  Choice is particularly 
important because managed care enrollment is mandatory and because most low income families do 
not have other options for purchasing coverage.  Ideally, beneficiaries who select a health plan are 
well informed about the health plan features that will best suit their needs for care.    
 
Although HUSKY application and enrollment procedures have been greatly simplified in recent 
years, some families still find the process quite challenging, especially those with low literacy, limited 
English proficiency, or limited experience with a managed care delivery system.  Fortunately, 
applicants for HUSKY coverage can get information and assistance from the HUSKY Program’s 
enrollment broker, HUSKY Infoline care coordinators, and community-based groups.  However, 
there are still some newly eligible families who do not fully understand the importance of selecting a 
plan with which their providers are affiliated.  Despite efforts to assist them with plan selection, 
some fail to meet the enrollment deadline and are auto-assigned to one of the participating health 
plans.   
 
Predictably, some enrollees need to switch plans to correct problems with the initial choice or to 
address changing personal circumstances and health care needs.  Since the Medicaid managed care 
program began in 1995, enrollees have been permitted to change from one health plan to another 
for any reason, as often as every 30 days.   This program feature helps to ensure that low-income 
children, parents, and pregnant women can select providers and services that suit their needs.   
 
This protection for beneficiaries raises concerns about its impact on care, care coordination, and 
administrative costs, however. Voluntary switching jeopardizes continuity of care when patients 
change to managed care plans with which their providers are not affiliated.  Health plans find it 
difficult to manage and coordinate care over time when families disenroll.   Enrollees with special 
health care needs have perhaps the greatest incentives for changing plans but the most difficulty 
actually doing it, even when dissatisfied with the availability and quality of health care services.2   
Costs for disenrollment accrue at all levels: provider, plan, and agency.   
 
To introduce some stability into the Medicaid managed care program and with an eye toward 
controlling administrative costs, the Connecticut General Assembly passed legislation that will 
permit the Connecticut Department of Social Services (DSS) to “lock-in” Medicaid managed care 
plan enrollees for 12 months.3   Beneficiaries with good cause will be able to change plans.   DSS 
intends to implement lock-in when management information system support is fully operational.   
 
Purpose 
 
The purpose of this report is to bring together existing information about who changes plans and 
why in order to better understand disenrollment in HUSKY A and to inform development of lock-
in parameters and good cause exceptions.  Specifically, this investigation was conducted: 
 
 To determine the magnitude of plan change by children enrolled in HUSKY A; 
 To identify sociodemographic characteristics associated with plan change; 
 To determine whether plan change affects health care utilization; and 
 To examine self-reported reasons for plan change. 
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Methods 
 
Using linked enrollment and encounter datasets created for HUSKY A (Medicaid managed care) 
performance monitoring in the past five years (FY2000 to CY 2004), the sociodemographic 
characteristics were determined for children under 21 who changed plans at least once while 
continuously enrolled in HUSKY A for one year periods.4  Plan change rates for subgroups of 
interest were determined.  Using enrollment data for 2003 and 2004, the proportion that changed 
plans in each sociodemographic subgroup was compared to the distribution for all continuously 
enrolled children.   
 
Health care utilization rates for preventive care (well-child visit, dental visit) and emergency visits 
were determined for children who changed plans and compared with rates for all other children in 
HUSKY A.   Whether the plan change occurred before or after the health care episode was not be 
determined. 
 
Plan change reasons reported by HUSKY A members and compiled by the HUSKY A enrollment 
broker in a recent 6-month period were summarized.5    Plan change reasons were grouped by 
whether they pertained to providers, general dissatisfaction with the managed care plan, or other 
miscellaneous reasons.  Enrollment and disenrollment trends over the same 6-month period were 
summarized. 
 
Results 
  
Who changed plans:  The number and percentage of continuously enrolled children who 
changed plans each year from 2000 to 2004 is shown in Table 1.  On average, about 11,000 children 
or about 8 percent changed plans each year since 2000.  The actual number who changed plans 
increased over 200 percent during the five-year period, even though the number of children who 
were continuously enrolled each year increased just 30 percent.  Since parents and children are 
enrolled as a family unit and not split between health plans, the number of children who changed 
plans actually represents far more individuals who changed plans each year. 
 
Plan change rates and distribution are shown in Tables 2 and 3.  In 2003 and 2004, plan change was 
associated with age, race/ethnicity, and where children lived.  Compared with other children in 
HUSKY A, those who changed plans were disproportionately young (less than 5) and African-
American or Hispanic.  They were more likely to live in Bridgeport, Hartford and especially New 
Haven than in other towns.  Plan change rates for the South Central, North Central, and South 
Western Connecticut have been higher in recent years than the rates for North Western and Eastern 
Connecticut (Figure 1).   
 
Health care utilization: Children who changed plans received preventive care (well-child visits, 
preventive dental care) at rates that were generally similar to rates for all children in HUSKY A 
(Table 4).  However, children who changed plans were about 15 to 25 percent more likely to have 
had at least one emergency visit.   
 
Plan change reasons:  The leading reasons for plan change between July and December 2005 
and reported to ACS at the time of the request are summarized in Table 5.  On average, reasons 
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related to the provider network were cited by over half the individuals who reported a reason for 
plan change.  General dissatisfaction with the plan is not a big factor in plan change.   
 
Enrollment trends:  Between July and December 2005, total enrollment of adults and children in 
HUSKY A changed just one-tenth of one percent overall (Table 6).  However, the change in 
enrollment varied remarkably by health plan, from a decline of nearly 3 percent in Health Net, 
negligible change in BlueCare and CHNCT membership, to an increase of just over 6 percent in 
Preferred One.  
 
In the same six-month period, the number of persons who were assigned to health plans by default 
averaged over 1,500 per month or 21 percent of the total targeted enrollees (Table 7).6   By design, 
about 25 percent of them were auto-assigned to each of the plans.   
 
Despite sizeable differences in the overall distribution of enrollees across health plans, the average 
number of individuals who disenrolled was fairly evenly distributed across the health plans (Table 
7).7  However, the reasons for plan change related to provider network were not.   Plan change 
among those seeking preferred primary care providers, specialists, and hospitals or clinics was 
consistently higher among those who disenrolled from Health Net and Preferred One, compared 
with BlueCare and CHNCT.  The percentages that changed plans because dentists were not in the 
plans were relatively low for members who disenrolled from CHNCT and considerably higher for 
members who disenrolled from Health Net.  
 
Discussion 
 
Disenrollment rates:  Depending on viewpoint, disenrollment in HUSKY A is either high, 
administratively costly and disruptive of care, or low when considering that all HUSKY A members 
have the option to change plans as often as every month.  No matter how the disenrollment rate is 
characterized, however, the experience of children in recent years suggests that the rate has increased 
over time to where 1 in every 12 children (and their family members) changes plans during a one-
year enrollment period.  Since the early years of the Medicaid managed care program, most of these 
plan changes have been made by families who are reportedly seeking care from providers of their 
choice.8   
 
Plan change reasons:  Plan change rates and reasons varied geographically and by health plan.  
These differences, when taken together, suggest that new enrollees may not be well-informed about 
which providers are affiliated with which plans or that once enrolled they have difficulty finding 
conveniently located in-network providers to serve their health care needs.   According to DSS, 
many newly eligible families do not provide the enrollment broker with complete information about 
primary care and other providers, information that could be used to assist them with plan selection.   
In addition, providers can change affiliation with a health plan network and discontinue providing 
care for that plan’s members.   The extent to which providers move from plan to plan should be 
investigated prior to implementation of lock-in. 
 
Geographic differences in plan change may also be related to the ways in which health plans and 
providers negotiate and contract for HUSKY participation.  In North East and North West 
Connecticut, the relative lack of providers may act as an incentive for plans and providers to 
contract with each other to maintain adequate networks and attract as many patients as possible.  
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Higher plan change rates in North Central, South Central, and South West Connecticut may be 
related to increased provider options for enrollees but more selective contracting between health 
plans and the primary care providers, specialists, hospitals, and dentists in those areas.   The US 
General Accounting Office (GAO) recommends analysis of disenrollment data to identify problem 
areas, especially when disenrollment is concentrated in an area or is particularly high for some plans 
compared with others.9  Prior to instituting enrollment lock-in, these findings warrant further 
investigation.    
 
For those with chronic or special health care needs, the ability to switch plans is an important 
safeguard for access to specialty care.  However, research has shown that those with relatively 
greater health care needs, even when dissatisfied, may be least likely to disenroll.10  To better 
monitor program and health plan performance using disenrollment data, plan change dynamics and 
reasons reported by the mostly healthy disenrollees should not be grouped with data for the 
relatively few with special needs who switch plans.   Targeted quality monitoring should include 
special attention to disenrollment by children with special health care needs.11    
 
Role of default enrollment: About 80 percent of new enrollees select the plans in which they 
will be enrolled.  When families fail to select a HUSKY A health plan within 30 days after having 
been determined eligible, they are assigned to a plan on a rotating basis designed to evenly distribute 
these families among the four participating health plans.12  Prior to default enrollment, the HUSKY 
enrollment broker makes up to three outbound calls to offer assistance with plan selection.  Most 
families are informed in advance of plan to which they will be auto-assigned.   
 
Default enrollment in HUSKY A runs about 20 percent.  This rate is better than rates reported for 
some states (53% in Michigan, for example) but not as low as default rates in others (1% in 
Minnesota).13, 14 In fact, default assignment in one state (Oregon) almost never occurs because the 
application that triggers an eligibility determination is considered incomplete if a plan has not been 
selected.  The GAO studied disenrollment in four states and reported that these states try to keep 
assignment rates at 20 percent or less. 15   In addition to contracting with an enrollment broker to 
help newly eligible individuals with plan selection, states have successfully reduced default 
assignment with other methods, such as closer coordination of plan selection with eligibility 
determination; community-based educational strategies that complement state efforts; choice 
counseling of varying intensity; use of auto-assignment methods that take into account geographic 
proximity to providers generally and for current needs; and auto-assignment that is proportional to 
voluntary selection.  These additional methods warrant consideration prior to adoption of 
enrollment lock-in. 
 
Rotating auto-assignment results in approximately 25 percent of default enrollees assigned to each 
plan each month.  This distribution is not proportionate to the overall distribution of members 
(ranging from 11% in Preferred One to 42% in BlueCare), most of whom selected their plans.  This 
approach to assigning families may contribute to overall disenrollment and plan-specific differences.  
Research suggests that while families that are auto-assigned are at higher risk for plan change, the 
likelihood of plan change is less for families who live near a greater number of primary care 
providers. 16   Presumably, these families can take advantage of provider options within plans rather 
than switching plans.  These findings suggest that in addition to current reporting, disenrollment 
should be monitored according to whether families selected health plans or were auto-assigned.      
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Other factors that contribute to disenrollment:  Results of a recent telephone survey of 
246 HUSKY A households that changed plans shed light on additional factors that affect 
disenrollment. 17  As with plan change reasons reported to the enrollment broker, most respondents 
changed plans (59%) because their providers were not in their plans.  Most of those who changed 
plans had been enrolled at least 4 months in the old plan (57%) and most reported that the problem 
was resolved by changing plans (84% of 202 respondents).    
 
When asked about the source of information on which they based their plan change decisions, one 
in five respondents reported that they relied on information from a health plan representative, 
presumably a representative of the health plan in which they subsequently enrolled.   This finding, 
coupled with differences in plan-specific enrollment gains and losses in recent months, brings into 
question the role of marketing and possible violations of federal and contractual restrictions on 
marketing activities.18   DSS reports that marketing activities are under investigation and that 
sanctions have been issued in the past.19  DSS also argues that lock-in is a way to control prohibited 
marketing activities.   
 
Lock-in and good cause for disenrollment:  Because lock-in is not imminent, DSS has yet 
to determine what will constitute good cause for disenrollment once lock-in has been implemented.  
However, provisions of an earlier contract with managed care plans provide some indication of the 
department’s thinking.  In this earlier contract, DSS outlined parameters for good cause that were to 
have been implemented once automated support for lock-in was developed.  These problems 
included unresolved issues around long wait times for appointments or unresponsiveness on the 
part of the managed care plan; dissatisfaction due to discriminatory treatment; and pending lawsuit 
against the managed care plan.  Children in DCF guardianship were to have been assured of the 
opportunity to change plans if need be.  Additionally, DSS considered good cause to include 
maintaining continuity of care for members with primary care providers who were serving 
documented special needs (i.e. language or physical accessibility).    

 
Based on experience to date in HUSKY A, lock-in without good cause exceptions for continuing 
care with preferred providers will affect most of those who might otherwise change plans.  These 
findings point to the fact that the HUSKY enrollment broker needs up-to-date information on 
provider networks and appointment availability.  Good cause exceptions to lock-in should facilitate 
access to care and continuity of care, especially for those with special needs. 
 
Limitations of the data:  These findings are based on secondary analysis of HUSKY A 
enrollment and encounter data and should be interpreted with the following considerations in mind.  
First, the completeness and accuracy of enrollment and encounter data used to describe 
sociodemographic characteristics and utilization by children who changed plans were not evaluated.  
Second, disenrollment rates do not include children who had gaps in eligibility and coverage who 
subsequently re-enrolled in different health plans.  Third, the timing of health care visits and plan 
switching was not determined, so it is not possible to distinguish between those who changed plans 
to get needed care and those who changed plans after experiencing what the health plan had to 
offer.  Additionally, there was no information about health status with which to determine the health 
care needs of those who changed plans.  Fourth, data on plan change reasons reported by the 
HUSKY enrollment broker do not distinguish between those who were initially auto-assigned and 
those who selected their respective plans.  These data also do not include information about which 
family member’s provider was not participating in the health plan’s network.  Finally, not everyone 
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who changed plans reported a reason.  Nevertheless, these data provide valuable information about 
disenrollment in HUSKY A and suggest ways in which enrollment can be improved when lock-in is 
implemented.    
 
Conclusions 
 
 The proportion of children (and their families) who switch health plans has increased steadily in 

recent years. 
 
 Most individuals who switch plans reportedly do so to see a provider of choice. 

 
 Plan change rates vary geographically and by health plan. 

 
 Simple rotating default assignment may contribute to disenrollment.   

 
Recommendations 
 
Since the inception of the Medicaid managed care program in Connecticut, the Department of 
Social Services has actively facilitated enrollment choice and monitored disenrollment and marketing 
activities.   Prior to implementing enrollment lock-in, DSS should consider the following 
recommendations for enhancing plan selection and reducing the need to change plans: 
 
 Strengthen collaborative and community-based efforts to assist newly eligible 

families with plan selection 
 
 Reduce default enrollment in HUSKY A 

 
o Develop targets for increasing health plan selection and decreasing default enrollment in 

any new contract with a HUSKY enrollment broker; 
o Ensure the availability of up-to-date data on plan-specific provider participation and 

appointment availability for the HUSKY enrollment broker to use when assisting new 
enrollees with plan selection; 

o Report on disenrollment rates and reasons by whether members were auto-assigned or 
selected health plans; 

o Report on disenrollment rates and reasons for children with special health care needs; 
o Work with community-based organizations and HUSKY Infoline to assist families with 

plan selection. 
 
 Improve default assignment methods 

 
o Assign enrollees in a way that is proportional to voluntary selection of health plans 

statewide or in geographic proximity to where the enrollees live.   
 
 Investigate the extent to which providers change affiliation with health plan 

networks 
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 Investigate disenrollment in the geographic areas and plans with higher-than-
average disenrollment rates 

 
 Continue to monitor marketing activities, enrollment trends and disenrollment, 

and sanction plans for contract violations   
 
 Create broad exceptions to lock-in, especially for those with special health 

care needs  
 

o Allow members with out-of-network specialists or dentists to change plans if these 
providers are affiliated with other HUSKY health plans networks;  

o Allow members with special health care needs to change plans in order to maintain 
ongoing therapeutic relationships with primary care providers, specialists, dentists or 
hospitals. 
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Table 1.  Children in HUSKY A Who Changed Plans:  2000-2004

FY2000 FY2001 FY2002 CY2003 CY2004

Continuously enrolled children <21 131,207 130,998 140,395 163,615 170,937

Changed plans at least once 6,805 11,035 9,627 13,156 15,045
5.2% 8.4% 6.9% 8.0% 8.8%

Source: HUSKY A enrollment data from Connecticut Department of Social Services, analyzed by Connecticut 
Voices for Children. 

Prepared by Connecticut Voices for Children May 2006



Table 2.  Children in HUSKY A Who Changed Plans:  Sociodemographic characteristics, 2000-2004

CY2004 CY2003 FY2002 FY2001 FY2000

Total 8.8% 8.0% 6.9% 8.4% 5.2%

Age:
1 to 5 9.5% 8.9% 6.9% 8.8%
6 to 14 8.5% 7.8% 6.8% 8.3% a
15 to 20 8.3% 7.4% 6.9% 8.1%

Gender:
Female 8.9% 8.1% 6.9% 8.4% 5.1%
Male 8.7% 8.0% 6.8% 8.4% 5.3%

Race/ethnicity:
African American 11.3% 10.0% 9.5% 7.9% 5.9%
White 6.3% 6.4% 5.3% 10.6% 4.6%
Hispanic 10.0% 8.4% 6.4% 6.8% 5.2%
Other groups 5.2% 6.2% 5.9% 7.7% 4.2%

Children in state custodyb 6.6% 8.4% 9.2% 13.8% 11.8%

Residence by town:
Bridgeport 10.2% 10.7% 4.4% 4.2% 4.1%
Hartford 11.6% 11.5% 3.1% 2.7% 5.3%
New Haven 15.1% 11.1% 21.6% 12.7% 4.1%
Other towns 7.2% 6.6% 5.7% 9.7% 5.5%

Residence by region
Eastern 5.8% 5.9% 5.3% 4.9% 4.3%
North Central 9.7% 9.1% 3.2% 3.2% 6.3%
North Western 6.5% 5.8% 5.3% 8.2% 4.0%
South Central 10.3% 8.9% 14.1% 19.8% 5.1%
Southwest 9.0% 8.3% 5.5% 4.1% 4.7%

a Age grouping not comparable.
b Medicaid coverage groups D01, D02 only
Source:  HUSKY A enrollment data from Connecticut Department of Social Services, analyzed by Connecticut Voices for Children.

Prepared by Connecticut Voices for Children May 2006



Table 3.  Distribution of Children Who Changed Plans

Total 170,937 100.0% 15,045 100.0% 163,615 100.0% 13,156 100.0%

Age
Less than 5 52,322 30.6% 5,054 33.6% *** 50,092 30.6% 4,475 34.0% ***
6 to 14 84,150 49.2% 7,147 47.5% 81,303 49.7% 6,302 47.9%
15 to 20 34,465 20.2% 2,844 18.9% 32,220 19.7% 2,379 18.1%

Gender
Female 85,126 49.8% 7,541 50.1% 81,034 49.5% 6,562 49.9%
Male 85,604 50.1% 7,471 49.7% 81,803 50.0% 6,539 49.7%

Race/ethnicity
African-American 44,144 25.8% 4,979 33.1% *** 43,487 26.6% 4,351 33.1% ***
Hispanic 58,048 34.0% 5,810 38.6% 55,681 34.0% 4,693 35.7%
White 64,566 37.8% 4,040 26.9% 60,736 37.1% 3,881 29.5%
Other groups 4,179 2.4% 216 1.4% 3,711 2.3% 231 1.8%

Language
English 150,457 88.0% 12,947 86.1% *** 149,861 91.6% 12,046 91.6%
Spanish 12,722 7.4% 1,373 9.1% 11,940 7.3% 985 7.5%

Residence by town
Bridgeport 17,105 10.0% 1,746 11.6% *** 16,477 10.1% 1,758 13.4% ***
Hartford 20,758 12.1% 2,412 16.0% 20,991 12.8% 2,409 18.3%
New Haven 16,111 9.4% 2,435 16.2% 16,045 9.8% 1,773 13.5%
Other towns 116,963 68.4% 8,452 56.2% 110,102 67.3% 7,216 54.8%

Residence by region
Eastern 19,299 11.3% 1,118 7.4% *** 18,122 11.1% 1,073 8.2% ***
North Central 53,210 31.1% 5,186 34.5% 51,655 31.6% 4,720 35.9%
North Western 27,006 15.8% 1,758 11.7% 25,471 15.6% 1,468 11.2%
South Central 41,932 24.5% 4,315 28.7% 40,339 24.7% 3,579 27.2%
South Western 29,464 17.2% 2,665 17.7% 28,023 17.1% 2,316 17.6%

a Children under 21 who were continuously enrolled in HUSKY A between January 1 and December 31.
*** Factor is significantly associated with likelihood of having changed plans in the one-year period.
Source:  HUSKY A enrollment data from Connecticut Department of Social Services, analyzed by Connecticut Voices for Children.

Totala Plan Changers
20032004

Total Plan Changers

Prepared by Connecticut Voices for Children May 2006



 

 

Figure 1.  HUSKY A Plan Change Rates by Region 

2004 6.5% 
2003  5.8% 

2004 9.7%
2003 9.1%

2004 5.8%
2003 5.9%

2004 10.3%
2003  8.9% 

2004 9.0% 
2003 8.3% 



Table 4.  Health Care Utilization by Children Who Changed Plans:   2002--2004

All children Changed plan All children Changed plans All children Changed plans

CY2004 56.2% 58.0% 40.0% 41.4% 33.4% 38.8%***

CY 2003 51.0% 51.2% 39.7% 41.5% 33.1% 38.0%***

FY 2002 53.4% 44.7% 38.4% 41.1% 34.9% 37.7%***

*** Significantly higher than rate for all children:
Source:  HUSKY A encounter data from Connecticut Department of Social Services, analyzed by Connecticut Voices for Children.

Had Well-Child Care Had Preventive Dental Care Had Any Emergency Visits

Prepared by Connecticut Voices for Children May 2006



Table 5.  Why HUSKY A Members Change Plans

Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05

Primary care provider not in plan 592 677 683 703 594 552 539 620
Specialist not in plan 166 181 202 151 238 143 192 182
Hospital/clinic not in plan 197 178 142 158 263 119 172 176
Dental provider not in plan 137 127 152 221 220 164 152 168
Pharmacy not in plan 1 1 0 0 0 0 0 0
Primary care provider left plan 25 17 27 15 16 12 25 20
Can't find PCP or dentist taking new patients 18 7 18 29 34 21 16 20

Provider network subtotal 1,136 1,188 1,224 1,277 1,365 1,011 1,096 1,185 53.4%

Dissatisfaction with plan 161 121 88 73 125 106 84 108 4.9%

All other reasonsb 1,116 910 935 791 1,081 785 869 927 41.7%

TOTAL 2,413 2,219 2,247 2,141 2,571 1,902 2,049 2,220 100.0%

a ACS, Inc. reports to Connecticut Department of Social Services and Medicaid Managed Care Council, analyzed by Connecticut 
Voices for Children.  Note:  Reports run from end of month to end of the month for plan changes that are effective the first of the 
 following month (ex:  June 2005 report covers May 28 to June 28 for plan changes effective July 1, 2005).  May include
duplicates if individuals changed plans more than once in the 6-month period.  According to ACS, most but not all persons call to 
request a plan change and report a reason for the request.
b All other reasons:   trouble getting prescriptions, dissatisfaction with primary care provider, client chose after auto default started,
plan's providers or medical facilities too far away, denial of services, problem with plan's transportation, trouble getting durable 
goods, accidentally chose wrong plan, unsanitary office conditions, language barriers with providers, client moved out of service
area, unable to get specialist referral, longer than 2 month wait for visit, long waiting times DR office, denial of payment for medical
transportation, continuous inappropriate denial of care or payment for care, phone accessibility, longer than 3 day wait for non-
urgent visit, no reason given, and other reasons that amount to less than 5% each of reasons cited each month.

Reasons Cited by Individuals Who Changed Plansa

6 month average
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Table 6.  HUSKY A Enrollment Trends:  July through December 2005

Total BlueCare CHNCT Health Net Preferred One
Enrollment as of:

7/1/2005 302,427 125,483 55,822 89,107 32,015

1/1/2006 302,061 126,040 55,389 86,669 33,963

Enrollment change:a

Number -366 557 -433 -2,438 1,948

Percent change -0.1% 0.4% -0.8% -2.7% 6.1%

a Net enrollment change, including new members, members who lost coverage, and disenrollment.
Source:  HUSKY A enrollment data from Connecticut Department of Social Services,
analyzed by Connecticut Voices for Children
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Table 7.  Enrollment and Provider-related Plan Change Reasons by Health Plan:  July - December 2005

Total BlueCare CHNCT Health Net Preferred One

Total enrollment 302,217 125,845 55,570 88,033 32,770
100.0% 41.6% 18.4% 29.1% 10.8%

Number of individuals who changed plansa 2,188 504 517 654 513
100.0% 23.0% 23.6% 29.9% 23.4%

Provider-related plan change reasons:
Primary care provider not in plan 625 103 159 182 181

100.0% 16.5% 25.4% 29.1% 29.0%

Specialist not in plan 185 26 26 53 73
100.0% 14.1% 14.1% 28.6% 39.5%

Hospital or clinic not in plan 174 38 22 53 61
Percent 100.0% 21.9% 12.5% 30.3% 35.1%

Dentist not in plan 173 40 16 77 40
100.0% 23.2% 9.0% 44.3% 23.3%

a 6-month average number of individuals who called in requesting plan change and reported a reason.
Source:  ACS, Inc. monthly report for July to December 2005, reported to DSS and distributed to Medicaid Managed Care Council.
Note:  According to ACS, Inc. (HUSKY A enrollment broker), most but not all persons who change plans call in and report a reason for the change.

6 month average number and percent


