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Asthma and Asthma-Related Health Care in Children Enrolled in HUSKY A: 2005 
Executive Summary 

           January 2007 
This report is the eighth annual summary of asthma 
prevalence and asthma-related health care in HUSKY 
A (Medicaid managed care).1 
 

Purpose 
To describe the prevalence of asthma and asthma-
related health care among children enrolled in 
HUSKY A and to identify trends and factors 
associated with access to care. 
 

Methods 
Using HUSKY A enrollment data, children under 21 
years of age who were continuously enrolled from 
January 1 through December 31, 2005, were 
identified.  Encounter data were searched for records 
corresponding to outpatient, inpatient, and emergency 
care with a primary diagnosis of asthma (ICD-9-CM 
code 493.0-493.9) and related conditions2 or a 
prescription for any of the medications on a list 
developed by the National Committee for Quality 
Assurance for managed care performance 
monitoring.3  Beginning with CY 2005, the prevalence 
of pediatric asthma was estimated by determining the 
proportion of all continuously enrolled children who 
received any care for a primary diagnosis of asthma or any 
prescriptions for asthma medication.4  Asthma-related 
healthcare utilization and quality were determined. 
Because of the change in definition of asthma, these 
findings are not comparable to those reported 
previously.   
 
Children with persistent asthma as defined by the 
National Committee for Quality Assurance were 
identified.  Specifically, children had to meet the 
following criteria: (1) had at least one hospital 
admission for asthma; or (2) had at least one 
emergency visit for asthma; or (3) had at least four 
outpatient visits and two or more prescriptions for 
asthma; or (4) received at least four prescriptions for 
asthma. The percentage of these children who filled 
prescriptions for long-term control medications was 
determined. 

Results 
There were 169,580 children under 21 years of age 
continuously enrolled in HUSKY A in CY 2005. 
 
Asthma prevalence:  In 2005, 33,217 children 
(19.6%) received care for a primary diagnosis of 
asthma or a prescription for asthma. Asthma 
prevalence in 2005 was associated with age, gender, 
race/ethnicity, and residence (Table 1).  The 
prevalence of asthma was significantly higher among: 
• Children under 5, compared to all older children; 
• Boys, compared to girls; 
• Hispanic children, compared to African-American 

or White children; 
• Children living in Bridgeport, Hartford, or other 

towns compared with those living in New Haven. 
 
Among all continuously enrolled children, 7 percent 
(11,787) had persistent asthma, representing 36 
percent of the 33,217 children who received any care 
or any prescription for asthma. 
 
Asthma-related health care utilization:  In 2005, 
children with asthma made an average of three office 
or clinic visits for asthma care (Table 2).  Nearly one 
in five children (18%) with any outpatient visits made 
more than one visit, as recommended by national 
guidelines for asthma care.5  Among children with 
asthma, 3,250 children (9.8%) made 4,489 emergency 
room visits (average of 1.4 per child), and 24 percent 
were seen in the emergency room more than once.  
The percentage of children with emergency care was 
significantly lower for children in Health Net (7.9%) 
but higher for children in CHNCT (12.9%), 
compared with all other children. The proportions of 
children in BlueCare and Preferred who had 
emergency care for asthma (9.4% and 11.0% 
respectively) were not significantly different than rates 
for all other children. In 2005, 510 children (1.5% of 
those with asthma) were hospitalized at least once for 
asthma.   



 

Table 1.  Children with Treatment for Asthma 
 CY 2005 

(n=169,580) 
 Number Percent 
Total 33,217 19.6%
Gender:    

Female 14,624 17.7%
Male 17,979 21.5%*

Age (years):                 
                     <5 9,511 23.0%*

5-9 9,879 20.8%
10-14 8,278 18.3%
15-18 4,988 16.0%
19-20 561 12.7%

Race/ethnicity: 
African-American 8,134 18.7%

Hispanic 12,872 21.8%*
White 11,555 18.4%
Other 656 15.5%

Residence:                   
             Bridgeport 3,313 20.1%*

Hartford 4,228 21.2% *
New Haven 2,606 16.2%

Other towns 23,070 19.7%*
Language:                    

English 29,522 19.4%
Spanish 2,894 21.8%*

Other languages 182 17.3%
Unknown 619 19.0%

Health Plan:      
BlueCare 13,414 20.0%
CHNCT 5,401 19.1%

Health Net 9,006 19.2%
Preferred One 2,554 18.5% *
Changed Plans 2,842 20.9%

*Indicates significant difference (p<0.05) compared to all other 
children. 

Follow-up after emergency care and 
hospitalization:  Approximately one in four children 
who had emergency care for asthma in 2005 received 
follow-up care within 2 weeks of the visit, as 
recommended (Table 3).  Over half (55%) of children 
hospitalized for asthma were seen in the 2 weeks 

following discharge.  Rates were similar across 
managed care plans. 
 

Table 2.  Asthma health care utilization, CY 05 
Ambulatory care visits (average) 3.0 
Children with asthma who:  

Received any emergency care 9.8% 
Were hospitalized at least once  1.5% 

 
Preferred Medications: Among children with 
persistent asthma, 76 percent of children 5 to 9 and 
74 percent of children 10 to 14 filled prescriptions for 
preferred therapies for long-term control of 
symptoms.   
 
Table 3.  Follow-up Treatment for Asthma 

 Seen within 2 weeks a 
 After  

ED visit 
After 

discharge 
Total 24% 55% 
BlueCare 24%  54%   
CHNCT 21%  59% 
Health Net 26%   55% 
Preferred One 25%  60% 
Changed plans 23% 48% 

a Office or clinic visits for asthma or related diagnosis 
 

Conclusions 
• One in five children in HUSKY A received health 

care for asthma in 2005; 
• The burden of disease is highest among Hispanic 

children in HUSKY A; 
• The proportion of children who received timely 

follow-up care fell well below treatment 
guidelines; 

• Most but not all children with persistent asthma 
received appropriate medications for long-term 
control of symptoms.

 
                                                 
1 Connecticut Voices for Children is a non-profit organization that conducts research and policy analysis on children’s issues.  This report on asthma was 
prepared under a contract with the Connecticut Department of Social Services and a grant from the Hartford Foundation for Public Giving.  Performance 
monitoring in HUSKY A builds on work begun by the Children’s Health Council, which was created by the Connecticut General Assembly in 1995 and 
charged with evaluating the impact of Medicaid managed care on children’s health services. Connecticut Voices for Children contracts with MAXIMUS, 
Inc. for data management and data analysis.  This report was prepared under the direction of Mary Alice Lee, Ph.D., Senior Policy Fellow.  A detailed 
report is available at www.ctkidslink.org. 
2 Asthma-related diagnoses:  bronchitis (ICD-9-CM codes 466, 480), bronchioloitis (466.1, 487.1, 491.8), allergies (495.4-495.9, 995.3, 995.2, 995.1, 477.0-
477.9), viral and bacterial pneumonia (480.0-487.9, 483, 481, 482.2, 482.3, 482.9, 483, 485, 486) and chronic obstructive pulmonary disease (491, 492, 496).   
3 National Committee on Quality Assurance.  Use of appropriate medications for people with asthma—numerator, denominator (revised Dec. 20, 2004).  
Http://www.ncqa.org/PROGRAMS/HEDIS/2005/Volume2/NDC/FinalList/index.htm. 
4 This approach represents a change from the method used in earlier reports where prevalence was based on children who had a primary or secondary 
diagnosis of asthma, and children with prescriptions alone were not counted. This change was made to make these findings more comparable to results 
reported in other states.   
5 National Heart, Lung, and Blood Institute.  Guidelines for diagnosis and management of asthma.  Bethesda, MD: NHLBI, 1997. 


