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INTRODUCTION 
 
Well-baby care is a critical part of ensuring that infants grow into healthy adults. Regularly 
scheduled visits afford providers an opportunity to: (1) assess whether growth and developmental 
milestones are met, (2) address acute conditions in a timely manner, (3) administer life-saving 
immunizations, and (4) provide education and anticipatory guidance to parents.  Well-baby visits 
are recognized by several health care organizations as being an important component of an 
infant’s first few years of life.  The American Academy of Pediatrics recommends routine well-
baby visits at 2 to 4 days of age, two weeks of age, and then at 2, 4, 6, 9, 12, 15, 18, and 24 
months of age, with annual visits thereafter.1  
 
Studies have shown that factors such as low socioeconomic status and lack of health insurance 
affect access to well care among infants and young children.2 Connecticut’s Medicaid program 
for children and their parents provides needed health insurance and enables access to health care 
services for pregnant women and infants.3  This program provides a vital safety net for thousands 
of babies born to low-income women enrolled in HUSKY A (Medicaid managed care). 
 
Improving children’s access to preventive services such as well-baby care is one of the primary 
goals of the national Medicaid program.  Recognizing the unique health care needs of children in 
low-income families, Congress established Medicaid’s Early and Periodic Screening, Diagnosis, 
and Treatment (EPSDT) program.4  Through EPSDT, individuals under age twenty one are 
ensured access to regular, comprehensive health care services.  The rationale for providing this 
care is to screen, diagnose, and treat physical and mental health problems before these problems 
evolve into more complex conditions requiring extensive and costly interventions.  The EPSDT 
program serves nearly 21 million children covered by Medicaid throughout the United States, 
including about 200,000 children 18 and under in Connecticut.5 
 
Under EPSDT, state Medicaid programs are required to: (1) establish a periodicity schedule for 
screening, dental, vision, and hearing services; (2) inform families about EPSDT and assist them 
with appointment scheduling; and (3) report performance in attaining EPSDT goals to the 
Centers for Medicare and Medicaid Services.  In compliance with EPSDT, Connecticut’s 
Department of Social Services (DSS) adopted the American Academy of Pediatrics’ periodicity 
schedule governing the preventive health care services children receive through the state’s 
Medicaid program.6  In 1995, Connecticut switched from a fee-for-service to a managed care 
system for providing EPSDT and other mandated Medicaid services.  Although the state 
Medicaid agency remains legally responsible for the provision of all mandated services to 
enrollees, it contracts for the provision of these services with four managed care organizations 
(MCOs). These health plans report on EPSDT participation and service utilization to DSS on a 

                                                 
1 Recommendations for Preventive Pediatric Care, Committee on Practice and Ambulatory Medicine. Available at: 
http://www.aap.org/policy/periodicity.pdf. 
2 Committee on the Consequences of Uninsurance, Institute of Medicine. Health Insurance is a Family Matter. 
Washington, DC: National Academies Press, 2002. 
3 In Connecticut, a pregnant woman with a family income of less than 185 % of the federal poverty level is eligible 
for coverage in HUSKY A during pregnancy and for 60 days postpartum. 
4 1967 amendment to the Social Security Act (PL 90-248). 
5 Connecticut Department of Social Services. HUSKY A enrollment: July 2006. Hartford, CT: DSS, 2006. 
6 Connecticut’s EPSDT periodicity schedule is available at: http://ctkidslink.org/media/other/cov05epsdtref.pdf. 
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semi-annual basis.  In addition, Connecticut Voices for Children, a nonprofit organization that 
conducts research and policy analysis on children’s issues, independently monitors children’s 
health care in HUSKY A.7  Connecticut Voices for Children regularly reports on HUSKY A 
utilization rates and trends to inform recommendations to health plans under contract with DSS 
and child health advocates, and to improve access, utilization, and quality of care for children in 
HUSKY A. 
 
This report examines the relationship between well-baby care and specific pregnancy-related and 
maternal characteristics (e.g., low birth weight, adequacy of prenatal care, maternal education).8 
A dataset with birth certificate data linked with maternal HUSKY A enrollment data and infant 
enrollment and encounter records was developed.  Using these linked data, this study sought to 
accomplish the following objectives: 

• Describe enrollment patterns of babies born to HUSKY A mothers in 2003;  

• Describe well-baby care utilization;  

• Explore the relationship between selected pregnancy-related and maternal 
sociodemographic characteristics and well-baby care utilization; and  

• Estimate the effect of well-baby care on the likelihood of babies receiving emergency 
care. 

 
This report fills an important gap in our understanding of how maternal and prenatal factors are 
related to preventive well-care utilization in the early childhood period for the Medicaid 
population.  Whereas previous work has examined the impact of prenatal care and maternal 
characteristics and behaviors on pregnancy outcomes such as birthweight, no published studies 
using Medicaid administrative data have looked at the association with infant health care.  In this 
study, Connecticut Voices for Children reports the success of a novel linkage strategy that 
matches maternal Medicaid administrative data to infant birth certificate data which in turn are 
matched to infants’ enrollment and medical encounters during the first 15 months of life.  
Achieving this linkage enables Connecticut to follow infants enrolled in HUSKY A at birth 
longitudinally. Evaluation of these data allows Connecticut to obtain a more complete picture of 
the early childhood period among children covered by the HUSKY A program.   
 
Although the MCOs report on well-baby care, their reports do not include information about risk 
factors for less than adequate well-baby care nor any link to maternal health during pregnancy 
and prenatal care. In addition, the plan-specific reports do not include data for infants who 
changed plans during the first 15 months of life.  

 
 
                                                 
7 The Children’s Health Council was established in 1995 by Connecticut’s General Assembly, charged with 
monitoring performance and evaluating the impact of Medicaid managed care on children’s health services.  
Funding for the Council was eliminated in 2003.  Connecticut Voices for Children resumed performance monitoring 
of HUSKY A in 2004 through a state appropriation and a grant from the Hartford Foundation for Public Giving.  
Connecticut Voices for Children contracts with MAXIMUS, Inc., for data management and analysis. 
8 Previous reports issued by the Children’s Health Council and Connecticut Voices for Children have described 
either well-baby care or birth outcomes in the HUSKY A program from 2000-2002. 
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METHODS 
 
This report examines well-baby care for babies born to HUSKY A mothers in 2003 who were 
continuously enrolled for the first 15 months of life.  In accordance with National Committee on 
Quality Assurance’s (NCQA) Health Plan Employer Data and Information Set (HEDIS) 
specifications, babies who received at least six visits within their first 15 months of life were 
compared with babies who received fewer than six visits.  This section describes the data and 
matching algorithm used to construct the sample, an explanation of the well-baby care HEDIS 
measure used to categorize care for babies in the sample, and the analytic approach.   
 
Data Sources: This study relies on three datasets: (1) birth certificates for 2003, compiled by 
the Connecticut Department of Public Health (DPH); (2) HUSKY A enrollment files for mothers 
and infants obtained from DSS; and (3) HUSKY A encounter data files maintained by DSS and 
released to Connecticut Voices for Children.9,10 To identify births to women enrolled in HUSKY 
A managed care, an analytic file was constructed by first matching birth certificates to maternal 
HUSKY A enrollment data. These linked records were then matched to infant HUSKY A 
enrollment and encounter data.11  The importance of linking birth and enrollment data for 
performance monitoring has been described elsewhere.12  Briefly, because payer source is not 
reported reliably on vital records, it is not possible to distinguish births in managed care and fee-
for-service Medicaid using birth certificate data alone.  Conversely, HUSKY A enrollment data 
cannot be used to identify all pregnant women and births in the program for two reasons.  First, 
any pregnant women who were enrolled prior to becoming pregnant are in Medicaid coverage 
groups for parents or adolescents rather than in coverage groups for low-income pregnant 
women.  Second, analyses of HUSKY A encounter data have shown that, depending on whether 
pregnant mothers’ or their babies’ claims are counted, estimates of the number of births differ 
from MCOs’ reports to DSS.13  In order to fulfill reporting requirements, MCOs must gather data 
manually by contacting providers, a process that results in a sizeable number of missing records. 
 
Matching Algorithm and Sample Construction: The study team developed a matching 
algorithm to identify babies born in 2003 and continuously enrolled in HUSKY A for the 15-
month period.  Birth records for all 42,826 births to Connecticut residents in 2003 were matched 
against records for all the 366,601 individuals who were ever enrolled in HUSKY A in 2003.  
Several steps were used for linking birth records and HUSKY A data, as shown graphically in 
Figures 1 and 2.   

 
 
 

                                                 
9 Birth certificate data were released for linkage with Medicaid data with the approval of the Connecticut 
Department of Public Health’s Human Investigations Committee. 
10 The Connecticut Department of Social Services contracts with EDS and William M. Mercer, Inc., to collect and 
maintain enrollment data for the HUSKY A program and with the Hartford Foundation for Public Giving for the 
conduct of performance monitoring by Connecticut Voices for Children. 
11 The analytic sample excludes babies born to mothers covered by fee-for-service Medicaid because babies born to 
these mothers may experience a delay in enrollment, making encounter data unavailable for these babies during the 
study observation period. 
12 Children’s Health Council, Births to HUSKY A Mothers: 2000. February 2003. Technical Notes. 
13 Ad hoc report to DSS staff and Children’s Health Council from the Connecticut Children’s Health Project, 
October 2001.  Estimate based on HEDIS 3.0 coding specifications. 
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Figure 1. Linking maternal HUSKY records and births  
 

 
To link birth data and maternal enrollment data, we used the algorithm shown above in Figure 1. 
Mother’s social security number on the birth certificate was matched to the head of household 
social security number in the HUSKY A enrollment file.  Records with an exact match were 
checked to verify that mothers were enrolled in HUSKY A in the month their babies were born. 
Records that did not link on Social Security Number were matched using exact name and exact 
date of birth and then checked to verify that the mother was enrolled in the month that the baby 
was born.  This match produced 9,561 birth record matches.   
 
To link the 9,561 birth matches with infant enrollment records, we used the following algorithm 
shown in Figure 2. The first step matched mother’s Medicaid identification number plus the 
child’s date of birth in the birth record with the head-of-household identification number and 
child’s date of birth in the enrollment file, producing 5,600 matches.  In the next step, records 
that did not match on both the mother’s identification number and the child’s date were 
processed to identify records that matched on the mother’s identification number and the child’s 
exact first and last name.14  This step matched an additional 2,279 records.  Unmatched records 
were next matched on mother’s Medicaid identification number and the child’s first name, 
producing 274 additional matches, and then on child’s exact first and last names and date of 
birth, producing 521 additional matches.  Finally, the remaining birth records were matched to 
the enrollment file using the child’s last name and date of birth, yielding 75 matches.   

 
A total of 8,749 birth records of the 9,561 records matching a mother’s HUSKY A enrollment 
record were matched successfully to an infant’s HUSKY A enrollment record (92.0% total match 
rate).  To assess the quality of the data match, a member of the study team checked randomly 
selected records that did not match in the first match to ascertain whether the birth record 

 
 
 
 
 

                                                 
14 A manual review of non-matching records revealed that date of birth was almost always transposed. 

All Births to Connecticut 
Residents in 2003 

42,826 births 

Mothers in HUSKY A who gave 
birth in 2003 
9,561 births 

HUSKY A ENROLLMENT 
RECORDS 

366,601 ever enrolled 

1. Match mother’s Social Security Number and 
verify mother’s enrollment on baby’s date of birth

2. Match mother’s name and date of birth and 
verify mother’s enrollment on baby’s date of birth

9,103 matched

458 matched

+
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Figure 2.  Linking births and infant enrollment in HUSKY 
 

 
 
matched the infant enrollment record correctly based on the criteria applied during the additional 
matching steps. 
 
Among the 8,749 matched infant enrollment records, babies who were continuously enrolled for 
a 15-month period were identified for inclusion in the sample.15 Continuously-enrolled babies 
were considered those who remained covered by HUSKY A for the 15-month period, including 
those babies who had a single gap in coverage of no more than 1 month, consistent with HEDIS 
specifications.  This step produced a sample of 7,054 infants.  Finally, HUSKY A encounter data 
records were matched to the babies selected for our sample, completing the preparation of the 
analytic file.   
 
Measure Definition: To describe well-baby care among continuously-enrolled babies born to 
HUSKY A mothers in 2003, the sample (n = 7,054 babies) was searched for records 
corresponding to well-baby visits that occurred between birth and the end of month 15 in 
accordance with HEDIS specifications.16  The timeliness of the well-baby visits with respect to 

                                                 
15 Through March 31, 2004 for babies born on January 1, 2003 up to March 31, 2005 for babies born on December 
31, 2003 
16 Codes for well-baby care: a) CPT-4 codes 99381-99386, 9938R, 9938T, 99391-99396, 9939R, 9939T, 
99431,9943R, 9943T; b) hospital revenue codes 092, 093, 094; and c) CPT-4 codes 99201-99205, 99211-99215, 

Babies born to Mothers in HUSKY A 
8,749 babies 

7,054 continuously enrolled babies 

Mothers in HUSKY A who 
gave birth in 2003 

9,561 mothers 

HUSKY A INFANT 
ENROLLMENT RECORDS 

1. Match mother’s ID and baby’s date of birth + head of 
household ID and date of birth in enrollment file

2. Match mother’s ID and baby’s first & last name + head of 
household ID and first & last name in enrollment file

5,600 matched 

2,279 matched 

+ 

=

3. Match mother’s name and baby’s first name + head of 
household ID and first name in enrollment file 274 matched 

521 matched 

75 matched 

4. Match baby’s first & last names and date of birth + first & last 
names and date of birth in enrollment file 

5. Match baby’s last name and date of birth + last name and 
date of birth in enrollment file 

+ 

+ 

+ 



 
 

Connecticut Voices for Children  
August 2006   

7

professional guidelines or the EPSDT periodicity schedule was not taken into account for in this 
search. 
 
HEDIS specifies that MCOs report the proportion of babies who receive well-baby care in the 
first 15 months of life corresponding to whether a baby had no visits, 1 visit, 2 visits, 3 visits, 4 
visits, 5 visits, and 6 visits or more, without respect to timeliness of the visit.17 Babies are 
counted only once per category.   
 
Our numerator is defined as the number of babies continuously enrolled from birth through 
month 15 who received well-baby visits in each visit count category.  Our denominator includes 
the number of babies continuously enrolled from birth through month 15.  For the purposes of 
analysis, babies with six or more visits were categorized as having met the HEDIS criteria for 
having had well-baby care in the first 15 months of life.  This is the same definition used by 
Connecticut’s four Medicaid MCOs to report well-baby care to the state.    
 
The encounter record file was also searched for records of any emergency room visits that 
occurred 31 days post-birth through month 15.18  The effect of well-baby care on reducing 
emergency room visits was determined by comparing emergency visit rates for babies who had 
six or more well-baby visits to those babies with fewer visits.  Leading diagnoses for emergency 
room use were also identified. 
 
Variable Definitions and Analysis: Selected prenatal and maternal characteristics and 
behaviors were examined for their value in predicting well-baby care utilization in the first 15 
months of life.  All variables included in this analysis were categorical variables of no more than 
5 levels.   Variables included in the analysis were as follows:  

• Race/ethnicity (Black non-Hispanic, Hispanic, White non-Hispanic, or Other non-
Hispanic); 

• Maternal residence (Bridgeport, Hartford, or New Haven residents versus all other 
residents); 

• Maternal age (teenaged mothers versus mothers older than age 19); 

• Maternal education, among mothers older than 19 years of age (fewer than 12 years’ 
education versus 12 years or more education); 

• Maternal primary language (English versus not English); 

• Health plan (BlueCare, CHNCT, HealthNet, Preferred One, or changed health plans); 

• Prenatal care initiation (first trimester initiation versus late initiation); 

• Prenatal care adequacy (adequate versus inadequate); 
                                                                                                                                                             
99432, or clinic codes 510, 515 when accompanied by a well-child diagnosis (V20 series, V70, V70.0, V70.3-
V70.9).  
17 National Committee on Quality Assurance. HEDIS 2004: Technical Specifications. Washington, DC: NCQA, 
2004.  
18 Codes for emergency room care: a) CPT-4 codes (99281, 99282, 99283, 99284, 99285); and b) UB-92 revenue 
codes (450, 456, 459) with any diagnoses other than well-child care (v20 series, v70, v70.0, v70.3-v70.9) or 
pregnancy and childbirth (ICD-9 CM codes 630-677). 
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• Maternal smoking (smokers versus non-smokers); 

• Gestational age (pre-term versus full-term); and 

• Birthweight (normal, low, and very low). 

 
Late prenatal care initiation refers to prenatal care initiated in the second or third trimesters. 
Adequacy of prenatal care was defined by the Kotelchuck (or APNCU) Index.   The Kotelchuck 
index measures the adequacy of prenatal care utilization. It is based on two data elements from 
the birth certificate: when prenatal care began and the number of prenatal visits, taking into 
account weeks of gestation at birth and comparing observed to expected number of visits. Pre-
term gestational age refers to a pregnancy of fewer than 37 weeks.  Birthweight categories were 
defined as follows: “normal” refers to babies weighing 2,500 grams or more; “low” defines 
babies of 1,500 - 2,499 grams; and “very low” refers to babies weighing less than 1,500 grams. 
 
Descriptive statistics of the sample for the variables defined above were tabulated, along with 
well-baby care utilization rates corresponding to each HEDIS visit category.19  Chi-square 
analysis (χ2) was employed to determine the association between the variables of interest (e.g. 
race/ethnicity, prenatal care adequacy, maternal smoking, etc.) and having six or more well-baby 
visits.  Statistically significant relative risk values at the p < 0.05 level were reported.  

 
RESULTS  
 
Sample Description: In 2003, there were 42,826 births to Connecticut residents, including 
9,561 births to mothers enrolled in HUSKY A, or approximately 1 in 5 Connecticut births.20  In 
total, Medicaid managed care covered 22.3% of all Connecticut births in 2003, compared with 
23.7% in 2002, 22.8% in 2001, and 22.4% in 2000.21 
 
Maternal sociodemographic and birth characteristics are presented in Table 1. Compared with all 
mothers in 2003, mothers who gave birth while in HUSKY A were disproportionately younger, 
Black non-Hispanic or Hispanic, urban residents of Bridgeport, Hartford, or New Haven, and 
smokers.  Specifically: 

• Approximately 1 in 5 HUSKY A mothers gave birth while a teenager, compared to 
almost 1 in 15 mothers statewide.   

• Among births to HUSKY A mothers, 23.8% and 34.1% were among Black non-Hispanic 
and Hispanic mothers, respectively, compared to 11.0% and 17.6% of all Connecticut 
births in 2003.  

                                                 
19 Consistent with previous reports, sociodemographic and enrollment characteristics were taken from the birth 
certificate.  For the purpose of analysis, records of unknown characteristics were not included in the denominator. 
20 CT Voices for Children. Births to Mothers in Medicaid: 2003,2004. New Haven, CT: CT Voices, 2006. 
21 An additional 2,620 babies were born to mothers covered in fee-for-service Medicaid in 2003 (6.1 % of all births). 
These records were not included in the linking algorithm because these babies were not immediately enrolled in 
Medicaid managed care at birth so we did not have access to their claims data. In total, Medicaid (both managed 
care and fee-for-service) covered just over 28 % of all Connecticut births, compared with 29 % in 2002, 28 % in 
2001, and 27 % in 2000. 
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• A third (33.0%) of the babies born to HUSKY A mothers in 2003 resided in three 
Connecticut towns—Bridgeport, Hartford, and New Haven—compared to 15% of all 
babies born in Connecticut in 2003.   

• The proportion of HUSKY A mothers who smoked during their pregnancy was more 
than double the proportion reported for all mothers in 2003.   

• The proportion of HUSKY A mothers who received adequate prenatal care was lower 
compared to all other mothers.  75.9% of HUSKY A mothers received adequate prenatal 
care, compared to 81.9% of all mothers.  Similarly, only 79.2% of HUSKY A mothers 
initiated prenatal care in their first trimester, compared to 87.5% of all mothers.  

 
Importantly, the HUSKY A mothers whose babies were continuously enrolled for 15 months 
were very similar in their sociodemographic characteristics to the entire population of HUSKY A 
mothers whose babies were born in 2003.   
 
Among mothers of the continuously-enrolled babies in the study sample, as shown in Table 2, 
the majority spoke English (92.5%) and had a high school education or better (73.2%).  The 
greatest percentage of infants were covered at birth by BlueCare Family Plan (41.7%), with the 
fewest covered by Preferred One (5.9%).  Strikingly, more than 1 in 5 families with infants 
(21.2%) continuously-enrolled in HUSKY A changed health plans during the 15-month period.   
 
Enrollment: Among 9,561 births to mothers in HUSKY A in 2003, 7,054 babies (81%) were 
continuously enrolled in HUSKY A for the 15-month period following birth.  Continuity of 
enrollment in HUSKY A decreased steadily over time within the two-year period following 
birth, as shown in Figure 3, with a two-fold drop-off in enrollment between months 18 and 24.  
This decrease in enrollment is not unexpected, as attrition is typical in Medicaid programs during 
the re-determination period. Attrition can also be attributed to failure to re-enroll and to changes 
in family income that affect family eligibility and that result in babies losing coverage.  
 
Well-Baby Care: Connecticut’s EPDST schedule calls for at least six well-baby visits in the 
first 15 months of life, not including visits for the first 31-day period following birth. However, 
just over half (55.3%) of Connecticut babies born to HUSKY A mothers in 2003 received six or 
more well-baby visits in their first 15 months of life (Table 2); the balance received fewer than 
six visits and 129 babies (1.8%) did not receive any well-baby care during the first 15 months of 
life.  This percentage was only slightly higher if the sample was limited to babies of normal 
birthweight (56.7%) or babies born full term (57.3%), that is, those who were less likely to have 
had extended hospital stays post birth.  
 
Black Non-Hispanic and Hispanic babies born to HUSKY A mothers in 2003 were less likely 
than White babies to receive six or more well-baby visits (48.6% and 51.1%, respectively, 
compared to 63.4% among White babies).  Similarly, babies whose mothers resided in the three 
largest urban communities in Connecticut—Bridgeport, Hartford, and New Haven—were less 
likely to receive six or more well-baby visits (49.1% compared to 58.5% of babies residing in all 
other towns).   
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Figure 3.  Enrollment Continuity among Babies Born to HUSKY A Mothers 
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Babies born to teenaged mothers on HUSKY A also were less likely to receive six or more well-
baby visits than babies born to mothers over the age of 19 (51.9% of babies born to teenaged 
mothers, compared to 56.0% born to mothers over age 19). Education also appeared to have an 
effect on receipt of well-baby care, as babies born to mothers over age 19 with fewer than 12 
years’ education were less likely to receive six or more well-baby visits (50.4% compared to 
58.0% among mothers with 12 or more years of education). Notably, the mother’s primary 
language appeared to have no effect on whether babies received six or more well-baby visits.  
 
The proportion of babies with six or more well-baby visits varied by MCO, ranging from 40.1% 
to 61.0%. Babies enrolled in the Preferred One health plan at birth were much less likely to 
receive six or more well-baby visits than babies covered by the three other health plans.  Babies 
covered by HealthNet were more likely than babies covered by other MCOs to receive six or 
more well-baby visits in the first 15 months of life.  Babies who changed health plans during the 
first 15 months of life were less likely to receive six or more well-baby visits than babies whose 
families did not change health plans (46.5 % compared to 57.6% among those who did not 
change plans).   
 
Specific prenatal and pregnancy-related characteristics were associated with having had six or 
more well-baby visits (Table 3):   

• Prenatal care: Babies whose mothers did not initiate prenatal care in their first trimester 
were less likely to receive six or more well-baby visits in the first 15 months of life than 
babies whose mothers initiated prenatal care in the first trimester (52.9% with late 
prenatal care compared to 56.0% of babies whose mothers received early prenatal care).  
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• Gestational age at birth: Infants born pre-term (that is, prior to 37 weeks of gestation) 
were less likely to receive six or more well-baby visits compared to full-term infants 
(42.6% compared to 57.3% of full-term infants).   

• Birthweight: Babies of low birthweight were less likely to receive six or more well-baby 
visits than their normal birthweight counterparts. In fact, very low birthweight infants 
were half as likely to receive six or more well-baby visits as compared to babies born 
with normal birthweight (27.6% of very low birthweight babies compared to 56.7% of 
normal birthweight babies), perhaps due to prolonged hospitalizations after birth.   

 

No relationship was found between maternal smoking and receiving six or more well-baby visits.  
Similarly, having had adequate prenatal care as defined by the Kotelchuck Index was not 
associated with receiving six or more well-baby visits. 

 
Emergency Room Use: In 2003, more than half (55.7%) of babies had at least one 
emergency room visit in the period between 31 days after birth and 15 months of age.  A total of 
3,929 babies made 9,175 visits (an average of 2.3 visits per baby).  As shown in Figure 4, the 
leading reasons for emergency room visits were respiratory conditions, ill-defined conditions, 
and nervous system conditions (87% of which were visits for treatment of otitis media and acute 
conjunctivitis). Overall, 28% of all visits were for diagnosis and treatment of upper respiratory 
infections, otitis media and conjunctivitis. 
 
Among babies who received any emergency care, 55.6% received six or more well-baby visits 
(Table 4).  Chi-square analysis revealed that having six or more well-baby visits was not 
statistically associated with reduced emergency care use.  Babies who had received six well-baby 
care visits were no more or less likely than those with less well-baby care visits to have received 
emergency care. 
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conditions, 10%
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Respiratory system, 
27%

Digestive system, 
5%

Ill-defined 
conditions, 25%
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Figure 4.  Leading Diagnoses for Emergency Room Visits 

*Includes visits for otitis media and conjunctivitis 
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DISCUSSION 
 
The switch in payment systems from fee-for-service to managed care for Medicaid services 
provided to pregnant women has caused concern among policymakers and health advocates 
nationally regarding its impact on covered women and their infants.  A review of the literature 
reveals that the majority of studies on the impact of managed care on pregnant women and their 
infants focus on maternal risk factors and the immediate outcomes associated with birth—
prenatal care, maternal smoking, birthweight, and pre-term birth—and not utilization of the 
recommended health care services needed by those infants in their first year of life.22,23 Because 
nearly a quarter of births in Connecticut occur to mothers covered by Medicaid managed care, it 
is important to understand whether providing pregnant women with Medicaid coverage through a 
managed care model improves access to and continuity of well care among their infants.  
Monitoring well-baby care longitudinally, as begun by the Children’s Health Council and 
continued by Connecticut Voices for Children, will enable the state to identify problems and 
implement solutions for quality improvement effectively and early.  Longitudinal monitoring of 
health in infancy and into early childhood will inform efforts to improve child outcomes in many 
domains, including school readiness. 
 
A recent study reports disparities in access to preventive care among children in the United 
States, with state well-child utilization rates ranging between 37% and 81%.24 When looking 
only at children covered by Medicaid, Connecticut babies fare better than the national average.  
Compared to national Medicaid HEDIS rates for 2003, Connecticut babies are more likely to 
receive adequate well-baby care within the first 15 months of life than are babies covered by 
Medicaid in other states.25  As shown in Figure 5, in 2003, 55.3% of Connecticut babies in 
Medicaid received six or more well-baby visits, compared to only 42.3% of babies covered by 
Medicaid nationally (in managed care plans that report to NCQA).  
 
Averages, however, are deceiving.  This report found disparities in well-child care among 
Medicaid beneficiaries in Connecticut, with certain subgroups of babies covered by HUSKY A 
being less likely to receive six or more well-baby visits specified under EPSDT in their first 15 
months of life than other groups.  

• Maternal Characteristics. This report identifies disparities in receiving six or more 
well-baby visits associated with maternal characteristics.  Younger maternal age and 
lower educational status were found to be associated with lower utilization of six or  

                                                 
22 For example, R. Kaestner, L. Dubay, and D. Kenney. 2005. “Managed care and infant health: an evaluation of 
Medicaid in the US.” Social Science and Medicine 60: 1815-1833; A. Levinson and F. Ullman. 1998. “Medicaid 
managed care and infant health.” Journal of Health Economics 17: 351-368; and G. Kenney, A. S. Sommers, and L. 
Dubay. 2005. “Moving to mandatory Medicaid managed care in Ohio.” Medical Care 43(7): 683-690.   
23 Infant immunization has been well studied in the literature.  See E.A. Alessandrini, K.N. Shaw, W.B. Bilker, D.F. 
Schwarz, and L.M. Bell. 2001. “Effects of Medicaid managed care on quality: childhood immunizations.” Pediatrics 
107(6): 1335-1342. 
24 P.J. Chung, T.C. Lee, J.L. Morrison, and M.A. Schuster. 2006. “Preventive care for children in the United States: 
quality and barriers.”  Annual Review of Public Health 27: 491-515. 
25 National HEDIS rates for 2003 are available on the National Committee for Quality Assurance website: 
http://www.ncqa.org/Programs/HEDIS/Audit/2003MPR.htm.  
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more well-baby visits, a finding that is consistent with the scientific literature.26,27  Thus, 
outreach and parenting education may need to be heavily targeted to these mothers. Two 
maternal characteristics were found not to be associated with utilization of six or more 
well-baby visits, despite evidence to the contrary in the literature demonstrating an 
association—maternal language and maternal smoking.  There was no evidence that if the 
mother’s primary language was other than English that her infant had inadequate well-
baby care, even though there is evidence in the literature that non-English speaking 
parents have difficulty in accessing pediatric preventive care.28   
 
Additionally, the literature has reported that maternal smoking is positively correlated 
with underutilization of infant health services, most recently immunization.29  However, 

                                                 
26 For example, in one study, younger, less educated mothers were less likely to remember learning about well-baby 
care and were less likely to schedule appointments.  See L.K. Grossman, A.J. Humbert, and M. Powell. 1996 
“Continuity of care between obstetrical and pediatric care: indicators of nonattendance at the first well-child 
appointment.” Clinical Pediatrics (Philadelphia) 35(11): 563-569. 
27 An analysis of the National Survey of America’s Family revealed that children who had a parent with less than a 
college education were less likely to meet well-child care recommendations.  See S.M. Yu, H.A. Bellamy, M.D. 
Kogan, J.L. Dunbar, R.H. Schwalberg, and M.A. Schuster. 2002. “Factors that influence receipt of recommended 
preventive pediatric health and dental care.” Pediatrics 110(6): e73. 
28 A.L.Cohen and D.A.Christakis. 2006. “Primary language of parent is associated with disparities in pediatric 
preventive care.” Journal of Pediatrics 148(2): 154-157. 
29 S.J. Hambridge, S.L. Phibbs, A.J. Davidson, C.W. Lebaron, V. Chandramouli, D.L. Fairclough, and J.F. Steiner. 
2006. “Individually significant risk factors do not provide an accurate clinical prediction rule for infant 
underimmunization in one disadvantaged urban area.” Ambulatory Pediatrics 6(3): 165-172.  

Figure 5. Connecticut Well-baby Care Compared to National HEDIS Rates 
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in this report no relationship was found between maternal smoking and receipt of six or 
more well-baby visits.  The sample is likely to be representative of Connecticut’s 
Medicaid maternal smokers who had given birth in 2003 (16.2% of all mothers) since 
15.6% of all Medicaid mothers in 2003 were smokers as compared with 16.2% in this 
sample.30,31 

 
• Prenatal and Pregnancy-related Characteristics. Certain birth characteristics were found 

to be associated with having six or more well-baby visits.  Our findings indicate that 
initiating prenatal care in the first trimester is an indicator of increased likelihood of 
infant receipt of six or more well-baby visits. This finding may simply be due to maternal 
health seeking behavior including compliance with prenatal care and well-baby care 
recommendations. Providers may play a role in educating mothers about the importance 
of timeliness of these visits and the coverage HUSKY A provides for these services.  Our 
results also indicate that low birthweight and pre-term gestational age are associated with 
a decreased likelihood of receiving six or more well-baby visits.  One explanation for 
these observations is that these infants may have complex health problems requiring 
hospitalization for prolonged periods, reducing the likelihood that they would have had 6 
outpatient preventive visits in the 15 month time period.  

 
• Race/Ethnicity. Black and Hispanic infants were less likely to receive well-baby care than 

White babies, a finding that is both consistent with a previous report on timely well-baby 
care and with other studies that report differences in compliance with well-child care 
guidelines among racial and ethnic minorities, especially among Black children. 32,33  In 
Connecticut, this disparity is particularly significant in view of the fact that Black 
children are less likely to receive any ambulatory care than Hispanic and White 
children.34  Together, these data suggest that racial and ethnic disparities begin early 
among Connecticut’s youngest Medicaid beneficiaries and persist through their early 
childhood and adolescence. 

• Health Plans. Our analysis also demonstrates differences in the receipt of six or more 
well-baby visits across health plans.  Although the differences may be due to client 
factors, they may also be due to plan specific provider mix (e.g., private versus 

                                                 
30 Births to mothers in HUSKY A: Smoking during pregnancy, 2002. Connecticut Voices for Children. August 
2005. 
31 B.K. Nishimura, E.K. Adams, C.L. Melvin, R.K. Merritt, P. J. Tucker, G. Stuart, and C.C. Rivera. The State 
Prenatal Smoking Databook.  Atlanta: Centers for Disease Control and Prevention, 1999. Available from: 
http://www.cdc.gov/reproductivehealth/PrenatalSmkbk/index.htm. 
32 Well-baby care in HUSKY A.  Children’s Health Council. April 2002. 
33 For example, a study analyzing data from the Medical Expenditure Panel Survey showed that children under the 
age of 6 born to Black mothers were significantly less likely to receive preventive care than children of White 
mothers.  See A.P. Alio and H.M. Salihu. 2005. “Maternal determinants of pediatric preventive care utilization 
among blacks and whites.” Journal of the National Medical Association 97(6): 792-797.  Similarly, in another study 
of Medicaid enrollees in North Carolina, Black children under the age of 4 were significantly less likely to receive 
well-child care than their White counterparts.  See P.A. Buescher, S.J. Horton, B.L. Devaney, S.J. Roholt, A.J. 
Lenihan, J.T. Whitmire, and J.B. Kotch. 2003. “Differences in use of health services between White and African 
American children enrolled in Medicaid in North Carolina.” Maternal and Child Health Journal 7(1): 45-52.  
34 Child Health and Health Care Disparities in HUSKY A in 2004.  Connecticut Voices for Children. March 2006.  
See also: Ambulatory care utilization by children enrolled in HUSKY A in 2004.  Connecticut Voices for Children. 
September 2005.  
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community), and geographic distribution of providers and enrollees. Our results also 
show that changing health plans disrupts continuity in receipt of well-baby care.  

 
Limitations: Conclusions drawn from these findings might be limited by some of the following 
factors.  First, the data were collected for administrative purposes and thus were not evaluated 
for completeness or accuracy.  Second, it is not possible to determine whether infants included in 
this study had third-party coverage during the study period.  If some infants had third-party 
coverage and received well-baby visits through that payer, then the results may underreport the 
actual number of babies receiving six or more well-baby visits during the study period.  Finally, 
our analyses describe the health care experiences of continuously enrolled children. Any 
significant changes in enrollment, access to care, and quality of care can affect utilization 
estimates.  Despite these limitations, these data provide valuable information regarding 
utilization of well-baby care and help us to better understand how infants covered by HUSKY A 
use health services. 
 
In the course of this research, we found that the HEDIS methodology counts six visits from birth 
to 15 months of age as optimal, despite AAP recommendations of six visits between 31 days and 
15 months. Had we counted only visits between 31 days and 15 months, the proportion of babies 
with recommended care would have been much lower (23% with six or more visits compared to 
55% using the birth to 15 months of life period) but not comparable methodologically to the 
HEDIS measure nor to the MCO reporting measure. Connecticut Voices for Children intends to 
bring this discrepancy to the attention of NCQA. 
 
CONCLUSIONS 
 
• Nearly half of all babies born to HUSKY A mothers in 2003 received less than the 

recommended number of well-baby visits in the first 15 months of life. Babies at 
greatest risk were those born to: 

• Teen mothers 

• African American and Hispanic mothers 

• Urban residents 

• Mothers with low education 

• Mothers with late prenatal care 

• Mothers who changed managed care plans 

 

• Well-baby care was not associated with decreased utilization of emergency care. 

• Despite automatic eligibility for coverage in Medicaid in the first year of life, a 
significant number of babies do not remain enrolled in this critical early period of life, 
putting them at risk for adverse outcomes. 
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Recommendations 
 
• Pregnancy risk management provided by MCOs should be tied to ongoing education and 

support for infant health care, targeted especially to teens, minority mothers, and mothers 
who delay prenatal care. 

• Reasons for loss of coverage for infants and very young children during the first year of life 
warrant further investigation. 

• Continued linkage of birth data and HUSKY A data to monitor infant health is vitally 
important for the Medicaid program.  
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    Boston University School of Public Health 
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Table 1. Description of Sample 
 All Connecticut 

Births in 2003 a 
Births to HUSKY 

A Mothers b 
Infants in HUSKY 

A c 

 
Total 42,826 (100.0%) 9,561 (100.0%) 7,054 (100.0%) 
Race/Ethnicity:    

Black, Non-Hispanic 4,720 (11.0%) 2,272 (23.8%) 1,726 (24.5%) 
Hispanic 7,535 (17.6%) 3,257 (34.1%) 2,405 (34.1%) 

Other, Non-Hispanic 2,447 (5.7%) 446 (4.7%) 307 (4.4%) 
White, Non-Hispanic 27,574 (64.4%) 3,586 (37.5%) 2,616 (37.1%) 

Unknown 550 (1.3%) 0 (0.0%) 0 (0.0%) 
Maternal Residence:    

Bridgeport/Hartford/New Haven 6,385 (14.9%) 3,158 (33.0%) 2,413 (34.2%) 
All other towns 36,437 (85.1%) 6,402 (67.0%) 4,641 (65.8%) 

Unknown 4 (<0.1%) 1 (<0.1%) 0 (0.0%) 
Maternal Age:    

19 or younger 2,881 (6.7%) 1,862 (19.5%) 1,268 (18.0%) 
Older than 19 39,689 (92.7%) 7,698 (80.5%) 5,786 (82.0%) 

Unknown 256 (<0.1%) 1 (<0.1%) 0 (0.0%) 
Prenatal Care Initiation: d    

First trimester care 37,454 (87.5%) 7,568 (79.2%) 5,640 (80.0%) 
Late prenatal care 4,723 (11.0%) 1,862 (19.5%) 1,327 (18.8%) 

Unknown 649 (1.5%) 131 (1.4%) 87 (1.2%) 
Prenatal Care Adequacy: e    

Adequate 35,074 (81.9%) 7,214 (75.4%) 5,351 (75.9%) 
Less than adequate 6,519 (15.2%) 2018 (21.1%) 1,476 (20.9%) 

Unknown 1,233 (2.9%) 329 (3.4%) 227 (3.2%) 
Maternal Smoking Status:     

Smoker 2,712 (6.3%) 1,495 (15.6%) 1,145 (16.2%) 
Non-smoker 39,834 (93.0%) 8,060 (84.3%) 5,905 (83.7%) 

Unknown 280 (<1.0%) 6 (<0.1%) 4 (<0.1%) 
Gestational Age: f    

Pre-term 3,951 (9.2%) 873 (9.1%) 625 (8.9%) 
Full-term 38,411 (89.7%) 7,740 (81.0%) 5,744 (81.4%) 
Unknown 464 (1.1%) 948 (9.9%) 685 (9.7%) 

Birthweight: g    
Normal 39,338 (91.9%) 8,636 (90.3%) 6,385 (90.5%) 

Moderately Low 2,592 (6.1%) 742 (7.8%) 571 (8.1%) 
Very low 637 (1.5%) 181 (1.9%) 98 (1.4%) 
Unknown 259 (<1.0%) 2 (<0.1%) 0 (0.0%) 

Plurality:    
Singleton 40,924 (95.6%) 9,255 (96.8%) 6,812 (96.6%) 
Multiple 1,901 (4.4%) 306 (3.2%) 242 (3.4%) 

a All births to Connecticut residents between January 1 and December 31, 2003.  
b A subset of babies born between January 1 and December 31, 2003 to mothers covered by HUSKY A managed care. 
c A subset of babies born between January 1 and December 31, 2003 to mothers covered by HUSKY A managed care and 
continuously enrolled for the first 15 months of life. 
d Late prenatal care refers to prenatal care that began in second or third trimester. 
e Adequate prenatal care as defined by the Kotelchuck (or APNCU) Index.  “Adequate” prenatal care category includes 
“intensive” prenatal care category. “Inadequate” prenatal care category includes “intermediate” prenatal care category. 
f Pre-term gestational age: < 37 weeks.   
g Normal birthweight: ≥ 2,500 grams ; Low birthweight: 1,500 - 2,499 grams; Very low birthweight: < 1,500 grams. 
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Table 2. Well-Baby Care in HUSKY A for Babies Born in 2003 by Selected Sociodemographic Characteristics 
 Babies with Well-baby Care b 

 Percent with fewer than 6 visits  
Relative Risk  

(95% CI)* 
 

Babies in 
HUSKY A a 0 visits 1 visit 2 visits 3 visits 4 visits 5 visits  

Percent with 6 or 
more visits  

Total 7,054 (100.0%) 1.8% 2.0% 4.4% 7.3% 11.5% 17.8%  55.3%  
Race/Ethnicity:           

Black, Non-Hispanic 1,726 (24.5%) 2.1% 2.7% 5.0% 9.1% 12.7% 19.9%  48.6% 0.85 (0.80, 0.89)*** 
Hispanic 2,405 (34.1%) 1.3% 1.9% 5.2% 8.0% 13.4% 19.2%  51.1% 0.89 (0.85, 0.93)*** 

Other, Non-Hispanic  307 (4.4%) 2.0% 2.9% 5.2% 8.8% 7.8% 16.9%  56.4% 1.02 (0.92, 1.13) 
White, Non-Hispanic 2,616 (37.1%) 2.1% 1.6% 3.1% 5.2% 9.3% 15.3%  63.4% 1.26 (1.21, 1.31)*** 

Maternal Residence:           
Bridgeport/Hartford/New Haven 2,413 (34.2%) 1.3% 1.9% 4.8% 9.7% 12.9% 20.3%  49.1% 0.84 (0.80, 0.88)*** 

All other towns 4,641 (65.8%) 2.1% 2.1% 4.2% 6.0% 10.7% 16.5%  58.5% 1.19 (1.14, 1.25)*** 
Maternal Age:           

19 or younger 1,268 (18.0%) 1.9% 2.2% 5.0% 7.3% 12.3% 19.3%  51.9% 0.93 (0.87, 0.98)** 
Older than 19 5,786 (82.0%) 1.8% 2.0% 4.2% 7.2% 11.3% 17.5%  56.0% 1.08 (1.02, 1.14)** 

Maternal Education: c           
Fewer than 12 years 1,538 (26.8%) 1.1% 1.8% 5.4% 8.8% 13.2% 19.3%  50.4% 0.87 (0.82, 0.92)* 

12 or more years 4,200 (73.2%) 2.1% 2.0% 3.8% 6.7% 10.5% 16.8%  58.0% 1.06 (1.02, 1.09)*** 
Maternal Primary Language: d           

English 6,518 (92.5%) 1.9% 2.0% 4.4% 7.2% 11.2% 17.7%  55.6% 1.08 (0.99, 1.18) 
Not English 530 (7.5%) 1.1% 2.5% 4.0% 7.9% 14.2% 19.1%  51.3% 0.92 (0.85, 1.01) 

Health Plan:            
BlueCare  2,938 (41.7%) 2.2% 2.2% 4.6% 7.1% 12.1% 18.6%  53.2% 0.94 (0.90, 0.98)** 
CHNCT 1,360 (19.3%) 1.0% 1.6% 3.5% 9.3% 12.4% 17.8%  54.6% 0.98 (0.93, 1.04) 

HealthNet 2,342 (33.2%) 1.3% 1.5% 3.5% 5.9% 9.6% 17.1%  61.0% 1.16 (1.12, 1.21)*** 
Preferred One       414 (   5.9%) 4.6% 4.6% 10.6% 9.7% 14.0% 16.4%  40.1% 0.71 (0.63, 0.80)*** 

Changed health plans 1,493 (21.2%) 1.6% 2.5% 6.0% 9.0% 13.5% 20.8%  46.5% 0.81 (0.76, 0.86)*** 
*Note: Bold indicates a statistically significant association between the noted characteristic and having six or more well-baby visits compared to all other strata for that 
characteristic.  Association p levels are denoted by * (p<0.05), ** (p<0.01), and *** (p <0.001). 
a A subset of babies born between January 1 and December 31, 2003 to mothers covered by HUSKY A managed care and continuously enrolled for the first 15 months of life.  
Proportions for individual subcategories exclude unknown values from the denominator. 
b Well-baby care includes visits made from birth through the end of month 15.  Babies were characterized as receiving adequate well-baby care if they had six or more well-baby 
office or clinic visits, according to HEDIS specifications. 
c Includes only mothers over the age of 19 with known educational attainment status (n = 5,738).  Educational attainment for 48 mothers > age 19 was unknown. 
d Non-English language is coded as “Spanish” or “Other” on the birth certificate. Maternal language for 6 mothers was unknown. 
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Table 3. Well-Baby Care in HUSKY A for Babies Born in 2003 by Selected Prenatal and Birth Characteristics 
 Babies with Well-baby Care b 
 Percent with fewer than 6 visits  
 

Babies in 
HUSKY A a 0 visits 1 visit 2 visits 3 visits 4 visits 5 visits  

Percent with 6 or 
more visits 

Relative Risk  
(95% CI)* 

Total 7,054 (100.0%) 1.8% 2.0% 4.4% 7.3% 11.5% 17.8%  55.3%  
Prenatal Care Initiation: c           

First trimester care 5,640 (81.0%) 2.0% 1.9% 4.4% 7.0% 11.1% 17.6%  56.0% 1.06 (1.01, 1.12)* 
Late prenatal care 1,327 (19.0%) 1.1% 2.4% 4.3% 8.3% 13.0% 18.1%  52.9% 0.94 (0.89, 1.00)* 

Prenatal Care Adequacy: d           
Adequate 5,351 (78.4%) 2.0% 1.9% 4.1% 7.1% 11.2% 17.5%  56.3% 1.05 (0.99, 1.11) 

Inadequate 1,476 (21.6%) 1.4% 2.2% 5.1% 7.6% 12.1% 17.9%  53.7% 0.95 (0.90, 1.01) 
Maternal Smoking Status: e           

Smoker 1,145 (16.2%) 1.4% 1.6% 5.2% 8.1% 11.0% 16.9%  55.9% 1.01 (0.96, 1.07) 
Non-smoker 5,905 (83.8%) 1.9% 2.1% 4.2% 7.1% 11.5% 18.0%  55.2% 0.99 (0.93, 1.04) 

Gestational Age:            
Pre-term f 625 (9.8%) 3.5% 2.9% 5.8% 8.0% 14.9% 22.4%  42.6% 0.74 (0.68, 0.82)*** 
Full-term 5,744 (90.2%) 1.7% 1.8% 4.1% 7.1% 11.0% 17.0%  57.3% 1.35 (1.23, 1.48)*** 

Birthweight: g           
Normal 6,385 (90.5%) 1.8% 2.0% 4.3% 7.1% 11.2% 17.0%  56.7% 1.35 (1.24, 1.48)*** 

Moderately Low 571 (8.1%) 1.8% 2.1% 4.7% 8.8% 14.0% 24.3%  44.3% 0.79 (0.72, 0.87)*** 
Very low 98 (1.4%) 6.1% 4.1% 8.2% 10.2% 15.3% 28.6%  27.6% 0.50 (0.36, 0.68)*** 

*Note: Bold indicates a statistically significant association between the noted characteristic and having six or more well-baby visits compared to all other strata for that 
characteristic.  Association p levels are denoted by * (p<0.05), ** (p<0.01), and *** (p <0.001). 
a A subset of babies born between January 1 and December 31, 2003 to mothers covered by HUSKY A managed care and continuously enrolled for the first 15 months of life.  
Proportions for individual subcategories exclude unknown values from the denominator. 
b Well-baby care includes visits made from birth through the end of month 15.  Babies were characterized as receiving adequate well-baby care if they had six or more well-baby 
office or clinic visits, according to HEDIS specifications. 
c Began prenatal care in second or third trimester.  Trimester in which prenatal care was initiated was unknown for 87 mothers. 
d Adequate prenatal care as defined by Kotelchuck  (or APNCU) index. “Adequate” prenatal care category includes “intensive” prenatal care category. “Inadequate” prenatal care 
category includes “intermediate” prenatal care category.  Prenatal care adequacy for 227 mothers was unknown. 
e Maternal smoking status was unknown for 4 mothers. 
f Pre-term gestational age: < 37 weeks.  Gestational age for 685 mothers was unknown. 
g Normal birthweight: ≥ 2,500 grams ; Low birthweight: 1,500 - 2,499 grams; Very low birthweight: < 1,500 grams. 
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Table 4. Well-Baby Care in HUSKY A for Babies Born in 2003 by Emergency Care  
 Babies with Well-baby Care  b 
 Percent with fewer than 6 visits  
 

Babies in 
HUSKY A a 0 visits 1 visit 2 visits 3 visits 4 visits 5 visits  

Percent with 6 or 
more visits 

Relative Risk  
(95% CI)* 

Total 7,054 (100.0%) 1.8% 2.0% 4.4% 7.3% 11.5% 17.8%  55.3%  
           
Received Emergency Care 3,929 (55.7%) 0.9% 1.3% 3.6% 6.9% 12.3% 19.3%  55.6% 1.01 (0.97, 1.06) 
Note: Bold indicates a statistically significant association between the noted characteristic and having six or more well-baby visits compared to all other strata for that 
characteristic.  Association p levels are denoted by * (p<0.05), ** (p<0.01), and *** (p <0.001). 
a A subset of babies born between January 1 and December 31, 2003 to mothers covered by HUSKY A managed care and continuously enrolled for the first 15 months of life.   
b Well-baby care includes visits made from 31 days post-birth through the end of month 15.  Babies were characterized as receiving adequate well-baby care if they had six or 
more well-baby office or clinic visits, according to HEDIS specifications. 
 
 
 


