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KEY FINDINGS 

 
• Preventive care utilization in HUSKY 

A increased in 2006; however, about one-
third of children did not receive well-child 
care and over half did not have preventive 
dental care.  

• Fewer children went the entire year 
without any health services; however, 
nearly one in ten did not receive any care in 
2006, despite being enrolled all year. 

• Children who had well-child care were 
significantly more likely to have had 
preventive dental care.   

• Preventive care rates continue to fall 
short of professional recommenda-
tions and expectations for HUSKY 
Program and managed care plan 
performance. 
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Health supervision for children is care 
that is aimed at “actively promoting the 
physical, emotional, mental, and social 
well-being of children, adolescents, and 
their families.”1  Well-baby and well-child 
visits at regularly scheduled intervals 
throughout childhood include interviews 
with children and parents, physical 
examinations, age-appropriate laboratory 
tests and immunizations, and 
developmental surveillance.   Each visit is 
also an opportunity for risk-appropriate 
health education and anticipatory 
guidance.   
 
Children in HUSKY A (Medicaid 
managed care) should receive regularly 
scheduled preventive care according to a 
schedule adopted by the Connecticut 
Department of Social Services and 
required under contracts with 
participating managed care plans.  The 
Early and Periodic Screening, Diagnostic 
and Testing (EPSDT) periodicity 
schedule2 calls for: 
 
• Well-child visits:  Ten well-baby exams between birth and 18 months of age; annual well-

child exams for children aged 2 to 5 and 11 to 19, with exams every other year for children 6 to 
10;   

• Developmental and behavioral assessment:  Developmental screening at each well-
baby and well-child visit throughout childhood, with specific objective developmental testing if 
screening results indicate the need for further investigation; 

• Preventive dental care:   Preventive dental care twice yearly at 6 month intervals for all 
children beginning with an initial exam at age 2. 

 
School requirements and professional guidelines and also influence receipt of preventive care.  The 
Connecticut Department of Education requires health assessments prior to enrollment in public 
school (children 5 years of age for kindergarten) and in either grades 6 and 7 (children 11 to 12) and 

                                                 
1 Green M, Palfrey JS, eds. Bright futures:  guidelines for health supervision of infants, children, adolescents (2nd 
ed., rev.).  Arlington, VA:  National Center for Education in Maternal and Child Health, 2002. 
2 Connecticut Department of Social Services.  EPSDT periodicity schedule of preventive health services (rev.) 
Hartford, CT:  DSS, 2006.  Available at:  www.ctkidslink.org under HUSKY Health/HUSKY Outreach Tools. 
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in either grades 10 or 11 (adolescents 15 to 16).3  The American Academy of Pediatrics (AAP) 
recently issued guidelines that call for standardized developmental testing for children 9-, 18- and 
24- or 30-months of age.4  Oral health professionals recommend dental sealants for children when 
their permanent molars erupt at age 6 and 12.5    
 
PURPOSE 
 
This report from Connecticut Voices for Children describes preventive care utilization in HUSKY A 
(Medicaid managed care). It combines reports previously issued separately on ambulatory care, 
including well-child care, and dental care.6  Rates for calendar year 2006 are compared with rates for 
previous years.  Specifically, the purpose of this study is: 
 
• To describe preventive care utilization by health plan and by selected factors that may affect 

access to care;  
 
• To evaluate utilization trends in order to identify improvements or problems with access to care; 

and 
 
• To determine whether children with well-child care are more likely than those without to have 

had preventive dental care as well. 
 
METHODS 
 
HUSKY A Enrollment:  Using HUSKY A enrollment data, children who were continuously 
enrolled (any plan) between January 1 and December 31, 2006 were identified.7   Depending on the 
type of care, children were grouped by age to determine utilization rates and trends. 
 
Well-Child Care:  HUSKY A encounter data were searched for records corresponding to annual 
well-child visits for children 2 to 19 during the one-year period.8  Utilization rates for well-child care 

                                                 
3 Conn. Gen. Stat. §10-206.   
4  American Academy of Pediatrics.  Identifying infants and young children with developmental disorders in the 
medical home:  an algorithm for developmental surveillance and screening.  Pediatrics, 2006; 118(1): 405-420. 
5 Casamassimo P.  Bright futures in practice:  oral health.  Arlington, VA:  National Center for Education in 
Maternal and Child Health, 1996.  Centers for Disease Control and Prevention.  National Oral Health Surveillance 
System.  Frequently asked questions:  dental sealants.  Available at:  http://www.cdc.gov/nohss/guideDS.htm. 
6 Connecticut Voices for Children is a non-profit organization that conducts research and policy analysis on 
children’s issues.  This report on preventive care utilization was prepared under a contract between the Connecticut 
Department of Social Services and the Hartford Foundation for Public Giving, with a grant from the Hartford 
Foundation to Connecticut Voices.  Connecticut Voices for Children contracts with MAXIMUS, Inc. for data 
management and data analysis.  This report was prepared by Mary Alice Lee, Ph.D., Karen M. Sautter, M.P.H., and 
Amanda Learned, B.A.  This publication does not express the views of the Department or the State of Connecticut.  
The views and opinions expressed are those of the authors. 
7 This report is based on health services utilization by continuously enrolled v. ever enrolled children for the 
following reasons:  1) all children had uniform periods of observation, 2) the utilization measure (percentage of 
children with care) is easy to calculate and easy to communicate to policy makers, 3) HUSKY Program and 
participating managed care plans can be held accountable for children who were enrolled for one entire calendar 
year and not those who may have lost coverage for part of the year or changed plans.  Utilization rates for 
continuously enrolled children are likely to be higher than rates for children with part-year coverage, especially 
those with unintended gaps in coverage. 
8 Well-child care (EPSDT screening exams): Encounter records with CPT-4 codes for preventive care (99381-5, 
9938R, 9938T, 99382, 99391-5, 9939R, 9939T, 99431, 9943R, or 9943T) when accompanied by any diagnosis 
code; UB-92 revenue codes (092, 093, 094) when accompanied by any diagnosis code; CPT-4 codes for evaluation 
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were determined by comparing the number of children who received well-child care to the number 
who were continuously enrolled.9  Utilization rates for well-child care were determined by age, 
gender, age, race/ethnicity,10 primary language, residence, and health plan.  Unadjusted rates for 
subgroups were compared to rates for all other children (rate ratio).   Trends in well-child care 
utilization were reported for the 1999-2006 period.  For this study, an annual well-baby visit rate for 
children under 2 was not determined because a simple annual rate would not capture adherence to 
EPSDT and professional recommendations for visits every few weeks and months during the early 
years of life.11 
 
HUSKY A encounter data were searched for records corresponding to developmental screening 
received by children under 6 in 2006.12  Utilization rates for developmental screening were 
determined by comparing the number of children who received a screen to the number who were 
continuously enrolled.  
 
Dental Care:  HUSKY A encounter data were searched for records corresponding to dental care 
received by children 3 to 19 in 2006 in the following categories: preventive dental care, dental 
treatment, and any dental care.13  Utilization rates for care were determined by comparing the 
number of children who received dental care to the number who were continuously enrolled.14   The 
proportion of children who received sealants was calculated.15  Utilization rates for any dental care, 
preventive dental care, and dental treatment were determined by age, gender, age race/ethnicity, 
primary language, residence, and health plan.16 Unadjusted rates for subgroups were compared to 
rates for all other children (rate ratio).   Trends in dental care utilization were reported for the 2000-
2006 period.   
 
                                                                                                                                                             
and management (99201-5, 99211-5, 99432) and clinic codes (510, 515) when accompanied by well-child diagnosis 
(v20 series, v70, v70.0, v70.3-v70.9).    
9 The annual visit rate for children 6 to 10 is expressed as a percentage of all continuously enrolled children 6 to 10 
who had a well-child visit and is not adjusted for the EPSDT schedule that calls for screening exams every other 
year.  For children 6-10, the timing of the visits probably varies from child to child, with some having had annual 
exams and others with less frequent visits at varying intervals.  Participating managed care plans report that they 
reimburse providers for well-child visits even if the visits occur more frequently than every other year.  
10 Other race/ethnicity groups include: Asian, Eskimo, Native American, and Pacific Islander. Children of unknown 
race/ethnicity were excluded from relative risk calculations. 
11 According to the EPSDT schedule, well-baby visits should occur at 2-4 days and 2 weeks, then 2, 4, 6, 9, 12, 15 
and 18 months of life.  Infant health care was described in a recent report based on HUSKY A enrollment and 
encounter data linked with birth certificate data. See Connecticut Voices for Children.  The impact of pregnancy-
related and maternal factors on well-baby care in HUSKY A for babies born in 2003.  New Haven, CT:  CT Voices, 
June 2007.  Available at:  www.ctkidslink.org. 
12 Developmental screening: Encounter records with CPT-4 codes for developmental examinations (limited testing--
96110 or extended testing--96111) when accompanied by any diagnosis code. 
13 Preventive dental care:  Encounter records with a HCFA Common Procedure Coding (HCPC) system code 
ranging from D1000 through D1999 or ADA codes 01000 – 01999; Dental treatment: Encounter records with a 
HCPC code ranging from D2000 through D9999 or ADA codes 02000-09999; Any dental care: Encounter records 
with a HCPC code ranging from D100 through D9999 or ADA codes 0100-09999.  This definition includes all 
preventive dental care and dental treatment codes outlined above plus additional HCPC codes between D0100 and 
D0999 or ADA codes 0100-0999.   
14 Despite the October 1998 change in the EPSDT periodicity schedule calling for an initial dental exam at age 2, 
very few children under 3 receive dental care. Among children under 3, dental care utilization continues to remain 
low although there have been improvements over the last five years. The rate of having any dental care in this age 
group has nearly doubled since 2001 (from 3.3% to 6.2% in 2006).  See:  Connecticut Department of Social 
Services.  Annual EPSDT report (CMS-416).  Hartford, CT:  DSS, 2007 and earlier years.   
15 Dental sealants: Encounter records with ADA code 01351 (sealant-per tooth). 
16 Dental care subcontractors in CY2006:  Wellpoint (BlueCare), Benecare (CHNCT, Preferred One), Doral (Health 
Net). 
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Did Children Who Had Well-Child Care Also Have Preventive Dental Care?   
 
The association between types of preventive care (well-child care, preventive dental care) was 
investigated (chi-square test).  The unadjusted likelihood of having had preventive dental care was 
determined by comparing children who did and did not have well-child care (rate ratio).  
 
No Care 
 
The percentage of children who did not receive any care at all in the one-year period (no encounter 
records for care in 2006) was also determined.  This rate was compared with numbers and rates 
from 2003 when reporting on this measure began. 
 
RESULTS 
 
Enrollment: In 2006, 268,327 children under 21 were enrolled in HUSKY A for one month or 
more.   There were 157,178 children (58.6%) who were continuously enrolled in HUSKY A for 12 
months in 2006.   
 
The number and percent of children who were continuously enrolled in HUSKY A in 2006 was 
down 7.3 percent from 2005 (12,285 fewer children).  This decline marks the first time since 
monitoring began in 1997 that the number of continuously enrolled children for these utilization 
reports has declined significantly.  Compared with continuously enrolled children in 2005, there 
were proportionately fewer African American and White children, with more children of unknown 
racial/ethnic groups.   The number of children enrolled in Preferred One increased, while the 
number of continuously enrolled children decreased in all other plans.  The proportion that changed 
plans during the year declined.  The distribution of other sociodemographic and enrollment 
characteristics remained essentially unchanged.  Recent policy changes that may have contributed to 
enrollment changes have been described elsewhere.17  
 
Well-child care: There were 143,423 children 2 to 19 who were continuously enrolled in HUSKY 
A in 2006.   Well-child care rates are described by sociodemographic and enrollment characteristics 
of these children in Table 1.   
 
Almost two-thirds of children (65.3%) received well-child care in 2006. This rate represents an 
increase of nearly 15 percent over the rate in 2005 (56.9%) and a 44 percent increase over the 
proportion of children who received well-child care in 1999 (45.2%) (Figure 1).   Even in a year with 
fewer continuously enrolled children, the number who had at least one well-child visit increased, 
albeit a modest 5 percent (to 93,655, up from 88,915 in 2005).  Since 1999, the number of 
continuously enrolled children with well-child care has increased 79 percent (up from 52,211 
children) (Figure 2). 
 

                                                 
17 Connecticut Voices for Children.  Covering Connecticut’s children:  how policy changes affect HUSKY Program 
enrollment.  New Haven, CT:  CT Voices, 2006. 
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Figure 1. Well-Child Care for Children 2 to 19 in HUSKY A: 
     1999-2006
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Figure 2. Children with Well-Child Visits 
in HUSKY A: 1999-2000
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Well-child care utilization rates in 2006 varied by sociodemographic and enrollment characteristics: 

• Age: Young children 2 to 5 were more likely to have had well-child care than children of other 
age groups (81.1% compared to 60.0% of all other children).18  In every age group, well-child 
care rates improved in 2006 over rates observed in 2005.  Since monitoring began in 1999, the 
greatest improvements in well-child care rates have occurred among adolescents 11 to 15 (38.7% 
to 66.0%) and 16 to 19 (27.6% to 55.0%) (Figure 3).     

                                                 
18 RR Age 2 to 5: all others = 1.35 (95% CI: 1.34, 1.36); RR Age 6 to 10: all others = 0.83 (95% CI: 0.82, 0.83); RR Age 11 to 15: all others 
= 1.01 (95% CI: 1.01, 1.02); RR Age 16 to 19: all others = 0.82 (95% CI: 0.81, 0.83).  
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Figure 3. Well-Child Care by Age in HUSKY A: 1999-2006
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• Gender:  Girls were slightly more likely than boys to receive well-child care.19  In fact, well-

child visit rates for girls and boys were nearly equal until age 14 (Figure 4).    

Figure 4.  Well-Child Care by Age and Gender in HUSKY A:  2006
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• Race/ethnicity: Well-child care utilization by Hispanic children was slightly higher than 

the rate for all other children combined (65.5% Hispanic children vs. 63.5% children of all 
other race/ethnicities).  African American children were slightly less likely than children of 
all other races/ethnicities to have had well-child care.  Children in Other racial/ethnic 
groups were no more or less likely than White, African American and Hispanic children 
combined to have had well-child care. 20 

                                                 
19 RR girls: boys = 1.05 (95% CI: 1.04, 1.06). 
20 RR African American: all others = 0.94 (95% CI: 0.93, 0.95); RR White: all others = 1.02 (95% CI: 1.01, 1.03); RR Hispanic: all others = 
1.03 (95% CI: 1.02, 1.04); RR Other racial/ethnic groups: White, African American, Hispanic = 1.01 (95% CI: 0.98, 1.03). 
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• Residence: As in 2005, well-child care utilization was slightly higher in Bridgeport, 
compared with Hartford and New Haven. Compared with 2005, well-child care utilization 
increased in all three cities.  However, children residing in these three cities were slightly less 
likely to have received well-child care in 2006 than children residing in less urban settings.21   

• Primary language: Well-child care utilization rates were very similar for children living in 
households whose primary language was English, Spanish, or another language.22 

• Health plan: Well-child visit rates increased across all health plans and among children 
who changed plans during the year (Figure 5).  Well-child care rates were statistically, but not 
meaningfully, different across the four managed care plans.23  Since monitoring began in 
1999, Preferred One experienced the most improvement in well-child care rates; however, 
this improvement could be due simply to Preferred One having addressed the data quality 
problems that they cited for low rates in earlier years. 

Figure 5. Well-Child Care by Health Plan in HUSKY A: 1999-2006
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Among 47,934 children birth to 6 who were continuously enrolled in HUSKY A in 2006, just 989 
(2.1%) had an encounter record for developmental testing (limited or extended).  Just 58 children 
under 1 (3.7%) and 931 children 1 to 5 (2.0%) were tested.    
 
Dental care:  There were 134,198 children ages 3 to 19 years continuously enrolled in HUSKY A 
in 2006.   Dental care utilization by sociodemographic and enrollment characteristics is shown in 
Table 2.   
 

                                                 
21 RR Bridgeport : all other cities and towns = 1.07 (95% CI: 1.06, 1.08) ; RR Hartford : all other cities and towns = 0.93 (95% CI: 0.92, 
0.94) ;  RR New Haven : all other cities and towns = 0.91 (95% CI: 0.90, 0.93) ; RR Bridgeport, Hartford, New Haven: other towns= 0.96 (95% 
CI: 0.95, 0.97). 
22 RR English: all others = 0.97 (95% CI: 0.96, 0.98); RR Spanish: all others = 1.03 (95% CI: 1.02, 1.05); RR Other language groups: 

English, Spanish = 1.01 (95% CI: 0.96, 1.06). 
23 RR BlueCare: all others = 0.98 (95% CI: 0.97, 0.98); RR CHNCT: all others = 1.01 (95% CI: 1.00, 1.02); RR HealthNet: all others = 
1.04 (95% CI: 1.03, 1.05); RR Preferred One: all others = 0.96 (95% CI: 0.95, 0.97); RR Changers: all others = 1.01 (95% CI: 0.99, 
1.02). 
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In 2006, over half of children (51.9%) had some dental care.  This rate represents an 8 percent 
increase over the rate for 2005 (47.9%).  However, the number of children who had any dental care 
(69,706) was essentially unchanged from the number who had care in 2005 (70,016).24   The 
preventive dental care and treatment rates have increased since 1999 when this monitoring began 
(Figure 6). 
 

Figure 6. Children with Dental Care in HUSKY A: 1999-2006
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Just under half (45.3%) of enrollees during 2006 had a record corresponding to at least one 
preventive dental visit—that is, dental prophylaxis, fluoride treatment, sealants, and oral hygiene—
compared to 41 percent the previous year (a 10.5% increase). However, the number of children with 
preventive care in 2006 (60,780) was essentially unchanged from 2005 (59,850).  Only 36 percent of 
children with any preventive care visits had two or more visits, in accordance with the EPSDT 
periodicity schedule.  Almost one in four children (23.4%) had any dental treatment (e.g., fillings), an 
8 percent increase over 2005 (21.6%).  However, the number of children who had treatment was 
essentially unchanged (31,401 in 2006, compared with 31,586 in 2005). 
 
Children who had preventive dental care in 2006 varied by sociodemographic and enrollment 
characteristics (Table 2): 
 

• Age: Children aged 6 to 11 were more likely than children of other age groups to have 
preventive dental care.25 Older adolescents were least likely to have had care.  The greatest 
improvement in preventive dental care rates from 1999 to 2006 occurred for children aged 9 
to 11, with a 39 percent increase (Figure 7). 

 

                                                 
24 Fewer children were continuously enrolled in 2006, compared with 2005.  Since a nearly equal number of 
children received care in 2006, the percent of continuously enrolled children who received care increased. 
25 RR Age 3 to 5: all others = 0.94 (95% CI: 0.93, 0.95); RR Age 6 to 8: all others = 1.27 (95% CI: 1.25, 1.28); RR Age 9 to 11: all others = 
1.24 (95% CI: 1.22, 1.25); RR Age 12  to 14: all others = 0.98 (95% CI: 0.97, 1.00); RR Age 15  to 19: all others = 0.68 (95% CI: 
0.67, 0.69). 
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Figure 7. Preventive Dental Care by Age in HUSKY A: 1999-2006
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• Gender: Girls and boys were nearly equally likely to have had preventive dental care in 
2006.26 This trend remains unchanged since 1999. 

• Race/ethnicity: Hispanic children and children from Other racial/ethnic groups were 
more likely than White and African-American children to have had preventive care in 2006.27 
Since 1999, the rate of preventive dental care among Hispanic children has increased more 
than any other racial/ethnic group—a 41 percent increase compared to a 33 percent increase 
among African American children and a 21 percent increase among White children. 

• Residence: Children living in Hartford were most likely to have had preventive dental 
care.28  This difference is most evident among the elementary and middle school-aged 
children  (Figure 8).   

• Primary language: Children residing in Spanish speaking households were more likely 
than English speaking households to have preventive dental care in 2006.29 Children in 
Spanish speaking households have improved preventive dental care utilization by 41 percent 
since 1999, compared to an increase of 31 percent among children in English speaking 
households. 

                                                 
26 RR girls: boys = 1.04 (95% CI: 1.02, 1.05). 
27 RR African-American: all others = 0.92 (95% CI: 0.90, 0.93); RR White: all others = 0.94 (95% CI: 0.93, 0.95); RR Hispanic: all others 
= 1.13 (95% CI:1.12, 1.15); RR Other racial/ethnic groups : White, African American, Hispanic = 1.09 (95% CI: 1.06, 1.13). 
28 RR Bridgeport : all other cities and towns = 0.91 (95% CI: 0.89, 0.93) ; RR Hartford : all other cities and towns = 1.16 (95% CI: 1.14, 
1.18) ;  RR New Haven : all other cities and towns = 0.97 (95% CI: 0.95, 0.99) ; RR Bridgeport, Hartford, New Haven: all other towns= 0.97 (95% 
CI: 0.96, 0.99). 
29 RR English: all others = 0.88 (95% CI: 0.86, 0.90); RR Spanish: all others = 1.14 (95% CI:1.12, 1.16); RR Other language groups: 

English, Spanish = 1.09 (95% CI: 1.01, 1.16). 
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Figure 8.  Preventive Dental Care for Children in HUSKY A:  2006
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• Health plan: Preventive dental care rates were statistically, but not meaningfully, different 
across the four managed care plans.30  Since 1999, the preventive dental care rate for children 
in BlueCare has increased by 51 percent, twice as much as the increase for the next most 
improved plan (HealthNet increased by 24 percent) (Figure 9). 

Figure 9. Preventive Dental Care by Health Plan in HUSKY A: 1999-
2006
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Similarly, children who had dental treatment in 2006 varied by sociodemographic and enrollment 
characteristics:  Those most likely to have had dental treatment were children 6 to 11 and Hispanic 
children.31  
 
In 2006, 8 percent of children aged 3 to 19 had at least one sealant placed, with an average of 3.37 
sealants per child.  Children aged 6 to 8 had the highest sealant rate (15.7%) followed by 9 to 11 year 
                                                 
30 RR BlueCare: all others = 1.06 (95% CI: 1.04, 1.07); RR CHNCT: all others = 1.03 (95% CI: 1.01, 1.04); RR HealthNet: all others = 
0.94 (95% CI: 0.93, 0.96); RR Preferred One: all others = 0.92 (95% CI: 0.90, 0.94); RR Changers: all others = 1.02 (95% CI: 1.00, 
1.05). 
31 RR 6-8: all others = 1.16 (95% CI: 1.14, 1.19); RR 9-11: all others = 1.20 (95% CI: 1.17, 1.23); RR Hispanic: all others = 1.16 
(95% CI:1.13, 1.18).   
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olds (12.8%).   The percentage of children with sealants has increased over previous years (7.0% in 
2005 and 7.1% in 2004.) 
 
Did Children Who Had Well-Child Care Also Have Preventive Dental Care?   
 
Children aged 3 to 19 years who had well-child care were significantly more likely to have had 
preventive dental care (p<.001).  The strength of this relationship increased with age of the child 
(Table 3).   
 
No Care 
 
In 2006, there 13,103 children—that is 9.1 percent of children enrolled for the entire year—who had 
no records for any care at all in HUSKY A in 2006.   This number represents a slight decrease from 
2005, when there were 15,849 (10.1%) who had no care at all, and a more substantial decrease from 
2004 when 17,191 children (11.0%) were without care.  The proportion without care increased 
steadily with age, from 3.7 percent of pre-school children to 12.7 percent of older adolescents 16 to 
19.   Children who did not receive any health care through HUSKY A were more likely to be older, 
male, African-American or Other racial/ethnic groups, residents of New Haven, and enrolled in 
Preferred One.32   
 
DISCUSSION 
 
Preventive care utilization rates in HUSKY A increased for the first time in recent years.  This trend 
could be due to any number of factors, including effective outreach by providers and plans, 
increased initiative taken by families whose children needed preventive care, or both.  Given the 
results of the “Mystery Shopper” report released by DSS in November 2006, however, the increase 
is not likely due to significant increases in provider participation and options for families seeking 
care.33  The impact of efforts on the part of DSS and participating managed care plans to address the 
access problems identified in this report will not be evident until 2007 data are ready for analysis. 
 
In addition to increased preventive care rates overall, several other trends are headed in the right 
direction.  Preventive care rates increased for children of all racial/ethnic groups and the gaps in 
utilization rates narrowed this year.  Also, fewer children went an entire year without any health care 
services at all.   
 
Importantly, the number of children who had well-child care increased by less than 5,000 and the 
number with preventive dental care did not increase at all.  These findings suggest that the increased 
rates are due at least in part to declining numbers of continuously enrolled children and 
undetermined differences in their propensity to seek care, compared to continuously enrolled 
children in previous years.   
 
The overall preventive care rates continue to fall short of professional recommendations and 
expectations for program and health plan performance.  Over one-third of children did not receive a 
well-child visit and less than half received preventive dental care.  Only 36 percent of children 
received both preventive services.  As in previous years, young children were most likely to have had 
well-child care and school-age children were most likely to have preventive dental care.  Those who 

                                                 
32 RR16-19: all others=1.50 (95% CI:  1.44, 1.56); RR male: female=1.24 (95% CI:  1.20, 1.28); RR African American: all others=1.43 
(95% CI:  1.38, 1.48); RR Other racial/ethnic groups: White, African American, Hispanic = 1.19 (95% CI: 1.08, 1.31); RR New Haven: all 

others=1.45 (95% CI:  1.39, 1.52); RR Preferred One: all others=1.32 (95% CI:  1.26, 1.38). 
33 Connecticut Department of Social Services.  Mystery shopper project.  Hartford, CT:  DSS, 2006. 
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were least likely to get any care at all were older adolescents, males, African American children, and 
children enrolled in Preferred One.    
 
Several trends bear watching.  Very few children received standardized developmental screenings for 
which a provider submitted a claim and was reimbursed.  New professional recommendations for 
testing and special initiatives to improve care may lead to increased developmental screening.  Fewer 
than one in five children 6 to 8 and 12 to 14 received dental sealants, though the percentage has 
increased in recent years.   
 
The association between well-child care and preventive dental care suggests that some families are 
more inclined, knowledgeable or capable than others, or receive more assistance than others, in 
obtaining preventive care for their children.  This finding indicates the importance of health 
promotion and outreach that take advantage of every opportunity to emphasize preventive care 
overall.  Managed care plans can remind families and offer assistance with obtaining both types of 
care when families seek help for well-child or dental care.  Health supervision by primary care 
providers should include information about the importance of obtaining preventive dental care.  
Linking services with school settings appears to be a very effective way of making sure that children 
get the services they need, as shown in Hartford for dental care for elementary and middle school-
aged children.  As children enter adolescence, health promotion and appointment assistance that 
address both primary care and dental care become increasingly important for ensuring receipt of 
recommended preventive care.    
 
Several recent reports suggest a need for study of the quality of primary care for children in HUSKY 
A.  Analyses of data from the National Survey on Early Childhood Health showed that there are 
significant gaps between recommended care and what parents report their children received in terms 
of preventive care and developmental services.34  Nearly all parents of young children who were 
surveyed reported unmet needs for care, especially anticipatory guidance and health education.   In 
another study, review of medical records for over 1,500 children nationwide revealed that less than 
half of children received all the recommended components of preventive care in a 2-year period.35  
This report showed deficits in preventive, acute, and chronic care that were characterized as 
“shocking” in the accompanying editorial.36  In HUSKY A, a study of the quality of EPSDT 
screening visits in HUSKY A, commissioned by DSS and reported in 2000, showed a comparable 
lack of comprehensive care and health promotion, especially developmental and behavioral 
assessment.37  
 
These findings are subject to several important limitations and should be interpreted with the 
following limitations in mind:  First, the findings are based on secondary analysis of HUSKY A 
enrollment and encounter data.  Second, the completeness and accuracy of enrollment and 
encounter data used to describe sociodemographic characteristics and utilization by children in 
HUSKY A were not evaluated.  Third, services received by children who were enrolled in HUSKY 
A for 1 to 11 months were not described, so the findings do not represent all services performed in 
2006.  Fourth, what may appear to be increases or decreases in utilization over time may be due in 

                                                 
34 Bethell C, Reuland CHP, Halfon N, Schor EL.  Measuring the quality of preventive and developmental services 
for young children:  national estimates and patterns of clinicians’ performance.  Pediatrics, 2004; 113(6): 1973-
1983. 
35 Mangione-Smith R, et al.  The quality of ambulatory care delivered to children in the United States.  New England 
Journal of Medicine, 2007; 357(15): 1515-1523. 
36 Perrin JM, Homer CJ.  The quality of children’s health care matters—time to pay attention (editorial). New 
England Journal of Medicine, 2007; 357(15): 1549-1551.  
37 Connecticut Department of Social Services.  A report on Early and Periodic Screening, Diagnosis & Treatment 
services for children enrolled in Connecticut’s HUSKY Plan Part A.  Hartford, CT:  DSS, October 2000. 
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part to changes in the quality of data submissions.  Fifth, quality of care cannot be assessed using 
administrative data alone. Nevertheless, analyses of readily available, uniformly coded encounter data 
for this large group of children provide valuable information about HUSKY A program outcomes 
and suggest ways in which access to preventive care can be improved.    
 
Preventive care is aimed at promoting healthy development and helping families avoid childhood 
injuries and illness; it is based on guidelines that are more “consensus based than evidence based.” 38   
The utilization trends reported here, while encouraging, also show that there is plenty of room for 
improvement in preventive care for the children in HUSKY A.   Utilization could increase 
substantially over the next year or two due to the combined effects of initiatives to increase provider 
reimbursement, improve appointment scheduling assistance, reward targeted areas of provider 
performance, and change administration of dental and pharmacy benefits (managed care carve-outs).   
These efforts to increase access to preventive care should be coupled with attention to the quality of 
children’s health care in HUSKY A.    
 
CONCLUSIONS 
 
• Preventive care utilization in HUSKY A increased in 2006; however: 
 

• One-third of children did not receive well-child care; and 
• Over half did not have preventive dental care.  

 
• Very few young children received developmental screening tests. 
 
• Fewer children went the entire year without any health services; however: 

 
• Nearly one in ten did not receive any care at all in 2006. 

 
• Children who had well-child care were significantly more likely to have had 

preventive dental care as well.   
 
• Preventive care rates continue to fall short of professional recommendations 

and expectations for HUSKY Program and health plan performance. 
 

RECOMMENDATIONS 
 
• New and existing initiatives aimed at increasing access to care, such as enhanced appointment 

scheduling assistance, pay-for-performance projects, service carve-outs, and increased provider 
fees, should be accompanied by careful planning for rigorous evaluation of their impact on 
utilization of preventive care and other needed services.    

 
• Study of the quality of care should be commissioned or supported by the Department in order 

to understand the full impact of increased utilization on child health outcomes.   

                                                 
38 Bethell C, Reuland CHP, Halfon N, Schor EL.  Measuring the quality of preventive and developmental services 
for young children:  national estimates and patterns of clinicians’ performance.  Pediatrics, 2004; 113(6): 1982. 



Table 1. Well-Child Care Among Children Who Were Continuously Enrolled in HUSKY A in 2006

% % % % % %
Total 93,655 65.3% 37,600 64.4% 16,073 65.7% 25,663 67.3% 8,843 62.8% 5,476 65.7%
Age

 2 - 5 29,294 81.1% 11,885 80.4% 5,282 83.0% 7,380 82.7% 2,909 77.2% 1,838 80.0%
 6 - 10 24,626 56.9% 9,668 54.4% 4,073 56.8% 7,020 60.9% 2,408 56.1% 1,457 58.8%
 11 - 15 27,185 66.0% 11,039 66.4% 4,564 65.1% 7,582 67.2% 2,500 62.7% 1,500 65.4%
 16 - 19 12,550 55.0% 5,008 54.5% 2,154 54.8% 3,681 57.5% 1,026 50.8% 681 53.5%

Gender
Female 44,299 65.9% 17,609 64.8% 7,726 66.3% 12,234 68.3% 4,125 62.6% 2,605 66.5%
Male 42,783 62.6% 17,226 61.9% 7,229 62.8% 11,844 64.4% 4,015 60.6% 2,469 62.5%
Unknown 6,573 83.9% 2,765 82.6% 1,118 84.8% 1,585 86.1% 703 81.6% 402 85.9%

Race/ethnicity
African-American 21,008 61.3% 7,593 60.4% 3,355 59.4% 5,122 64.0% 3,373 60.9% 1,565 61.7%
Hispanic 31,744 65.5% 12,059 63.4% 8,212 67.9% 6,229 68.2% 3,173 62.5% 2,071 65.6%
Other 2,254 64.8% 983 63.3% 364 65.2% 694 65.5% 122 68.9% 91 69.5%
White 32,076 65.0% 14,200 64.9% 3,024 62.3% 12,033 66.5% 1,472 60.9% 1,347 65.8%
Unknown 6,573 83.9% 2,765 82.6% 1,118 84.8% 1,585 86.1% 703 81.6% 402 85.9%

Primary Language
English 80,111 65.1% 31,888 64.3% 12,958 64.7% 23,002 67.4% 7,708 62.7% 4,555 65.3%
Other 578 65.8% 226 63.7% 107 66.0% 155 71.8% 63 61.2% 27 64.3%
Spanish 7,957 67.3% 3,257 65.2% 2,304 70.1% 1,079 71.0% 815 65.3% 502 64.8%
Unknown 5,009 64.8% 2,229 64.5% 704 69.5% 1,427 62.3% 257 59.8% 392 72.1%

Town
Bridgeport 9,466 69.4% 1,004 63.6% 1,761 71.3% 4,066 72.1% 1,927 65.3% 708 71.0%
Hartford 9,961 61.2% 6,437 60.8% 1,198 61.9% 739 56.7% 1,029 66.2% 558 62.6%
New Haven 8,127 60.2% 1,544 56.8% 3,254 62.3% 626 58.6% 1,918 59.6% 785 61.1%
All Other Towns 66,101 66.1% 28,615 65.8% 9,860 66.4% 20,232 67.1% 3,969 62.5% 3,425 66.3%

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

Changed PlanPreferred OneTotal BlueCare CHNCT HealthNet
# ## # # #
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Table 2. Dental Care Among Children Who Were Continuously Enrolled in HUSKY A in 2006

% % %
Total 134,198 100.0% 69,706 51.9% 60,780 45.3% 31,401 23.4%
Age

 3 - 5 26,918 20.1% 13,019 48.4% 11,601 43.1% 3,782 14.1%
 6 - 8 26,701 19.9% 15,886 59.5% 14,534 54.4% 7,033 26.3%
 9 - 11 24,623 18.3% 14,589 59.2% 13,221 53.7% 6,663 27.1%
 12 - 14 24,895 18.6% 13,198 53.0% 11,135 44.7% 6,658 26.7%
 15 - 19 31,061 23.1% 13,014 41.9% 10,289 33.1% 7,265 23.4%

Gender
Female 64,750 48.2% 34,510 53.3% 30,001 46.3% 15,914 24.6%
Male 65,749 49.0% 33,658 51.2% 29,427 44.8% 15,124 23.0%
Unknown 3,699 2.8% 1,538 41.6% 1,352 36.6% 363 9.8%

Race/ethnicity
African-American 33,236 24.8% 16,378 49.3% 14,167 42.6% 7,116 21.4%
Hispanic 46,359 34.5% 26,425 57.0% 22,826 49.2% 11,904 25.7%
Other 3,328 2.5% 1,859 55.9% 1,652 49.6% 966 29.0%
White 47,576 35.5% 23,506 49.4% 20,783 43.7% 11,052 23.2%
Unknown 3,699 2.8% 1,538 41.6% 1,352 36.6% 363 9.8%

Primary Language
English 115,085 85.8% 58,842 51.1% 51,375 44.6% 26,485 23.0%
Other 814 0.6% 457 56.1% 399 49.0% 199 24.4%
Spanish 10,864 8.1% 6,450 59.4% 5,521 50.8% 2,887 26.6%
Unknown 7,435 5.5% 3,957 53.2% 3,485 46.9% 1,830 24.6%

Town
Bridgeport 12,715 9.5% 6,741 53.0% 5,295 41.6% 3,058 24.1%
Hartford 15,236 11.4% 9,279 60.9% 7,863 51.6% 3,802 25.0%
New Haven 12,591 9.4% 6,265 49.8% 5,552 44.1% 3,037 24.1%
All Other Towns 93,656 69.8% 47,421 50.6% 42,070 44.9% 21,504 23.0%

Plana

BlueCare 54,625 40.7% 28,916 52.9% 25,531 46.7% 13,143 24.1%
CHNCT 22,711 16.9% 12,124 53.4% 10,521 46.3% 5,414 23.8%
HealthNet 35,989 26.8% 18,002 50.0% 15,615 43.4% 8,199 22.8%
Preferred One 13,127 9.8% 6,446 49.1% 5,523 42.1% 2,826 21.5%
Changed Plan 7,746 5.8% 4,218 54.5% 3,590 46.3% 1,819 23.5%

a Dental care subcontractors: Wellpoint (BlueCare), Benecare (CHNCT, Preferred One), Doral (Health Net).  

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

Total Any Dental
Type of Dental Care

Preventive Treatment
## ##%
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Table 3.  Well-Child Care and Preventive Dental Care by Age:  2006 
 

Age Rate ratio 
 

95% confidence interval 
 

 
All children 

 
1.34 1.32, 1.36 

3 to 5 1.10 
 

1.09, 1.11 
 

 
6 to 8 

 
1.23 1.20, 1.26 

 
9 to 11 

 
1.27 1.24, 1.30 

 
12 to 14 

 
1.38 1.33, 1.42 

 
15 to 19 

 
1.75 1.69, 1.81 

Interpretation:  A rate ratio greater than 1.00 and a confidence interval that does not include zero means 
that children who had well-child care were significantly more likely to have had preventive dental care than 
children who did not have well-child care.  For example, older adolescents who had well-child visits were 
75% more likely to have had preventive dental care than their peers who did not have well-child care.  The 
increasing rate ratio suggests that as children age, the association between well-child care and dental care is 
even stronger than it is for younger children. 
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