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The Governor’s recent decision to end contract 
negotiations with the four managed care plans that 
provided services in the HUSKY Program has created 
an unexpected and unprecedented opportunity for 
redesign of HUSKY A (Medicaid) and B (SCHIP).   
In the upcoming months, Medicaid agency staff, 
policy makers, providers, and family health advocates 
can come together in an effort to identify what 
aspects of the program worked and did not work well 
in improving care for children, parents and pregnant 
women in the HUSKY Program.  A comprehensive 
review should include examination of the impact of 
the program on outreach and enrollment, provider 
participation, access to care, utilization and quality of 
health services, member services, program oversight 
and accountability, and the state budget.  The findings 
can be used for thoughtful redesign of the health care 
financing and delivery system that currently serves 
over 325,000 Connecticut children and their parents 
and other caretaker relatives.   
 
Background on HUSKY Managed Care  
In 1995, Connecticut changed the way Medicaid 
services for low-income families are financed and 
delivered.  To try to achieve cost savings for the state  
while increasing access to primary care, Connecticut 
created a Medicaid managed care program for 
children and families whose care previously had been 
covered on a fee-for-service basis. Medicaid benefits 
to which enrollees were entitled did not change, but 
the way in which families accessed care did.  
 
In 1997, children covered under the State Children’s 
Health Insurance Program (SCHIP)1 also were 
enrolled in managed care.  For HUSKY A (Medicaid 
managed care) and HUSKY B2 (SCHIP managed 
care), the Connecticut Department of Social Services 
(DSS) contracted with managed care organizations, 
paying them a fixed amount per member per month 
(capitation) to provide all medically necessary 

services, including medical and behavioral health care, 
dental care, vision and hearing care, and prescription 
drugs; assistance with appointment scheduling; 
transportation as needed; and case management.  
Under the contract, participating health plans were 
able to negotiate reimbursement with providers, to 
determine whether care was “medically necessary,” 
and, within Department guidelines, approve or deny 
requests for prior authorization of some services, 
including the dispensing of certain medications.     
 
In January 2006, behavioral health services were 
“carved” out of the managed care program.  These 
services are now provided on a fee-for-service basis, 
with support for beneficiaries and mental health care 
providers from an administrative services 
organization (ASO) that contracts with the 
Department of Social Services but has no financial 
risk for providing services.3  The ASO is paid a flat 
fee per member per month to perform administrative 
tasks, such as linking clients with providers and 
community-based services, arranging for 
transportation, and coordinating care for those with 
multiple service needs.  
 
In June 2007, the Connecticut General Assembly 
appropriated well over $100 million to increase 
Medicaid reimbursement for physicians, clinics, dental 
care, and acute and chronic disease hospitals.4 
However, efforts to determine just what the managed 
care plans pay their network providers, and what they 
would pay them once the new fee schedule was 
adopted, were thwarted by the claim by several of the 
managed care plans that their fee schedules were 
proprietary and not subject to Connecticut’s Freedom 
of Information Act (FOIA).  The FOIA Commission 
disagreed, as did the Superior Court.5  On November 
19, 2007, the Governor suspended any further 
contract negotiations with the managed care plans 
based in part on their refusal to make disclosures 
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about their fee schedules and their prior authorization 
rules.  The managed care plans maintain that their 
guidelines for determining whether care is medically 
necessary are proprietary in nature and therefore 
exempt from governmental freedom of information 
rules. 
 
Effective January 1, 2008, the four managed care 
plans are no longer responsible for health care 
decision-making in the HUSKY Program.  Under 
their current no-risk contracts, the health` plans are 
administering the program according to policies and 
procedures that apply in the Medicaid fee-for-services 
program that covers the elderly and disabled whose 
care is publicly financed by the state and federal 
governments.  This change means that provider 
reimbursement will be at or higher than the rates 
established by the Department; that provider 
credentialing will correspond to procedures required 
for Medicaid participation; and that managed care 
plans cannot deny, terminate, or reduce care without 
Department review. 
 
Pharmacy benefits were carved out of managed care 
effective February 1, 2008, so coverage for 
prescription medications will correspond to the 
Department’s Preferred Drug List.  Dental care will 
be carved out of managed care effective July 1, 2008.  
Two of the four participating health plans exited the 
program entirely on March 31, 2008.  The remaining 
two have no-risk contracts with the state through 
June 30, 2008, the end of the state fiscal year.6  
 
Problems with Access to Care 
Despite some improvements in health care utilization 
in the past 10 years, access to care under managed 
care has remained problematic, especially for dental 
care and specialty care.7  In 2006, just 65 percent of 
children 2 to 19 who were enrolled for the entire year 
had a well-child visit.  Less than half (45%) of 
children 3 to 19 had preventive dental care.8   Nine 
percent of children 2 to 19 who were continuously 
enrolled in 2006 (13,000 children) did not have a 
single health service during the year.  While some 
managed care plans perform slightly better than 
others, depending on the measure, no plan has shown 
dramatic improvements in preventive care that could 
be cited as best practices. 
 
Further, results of a “mystery shopper” survey 
commissioned by DSS in 2006 showed system-wide 
problems with obtaining appointments for care.9   

Just 26 percent of 1,851 calls to pediatricians, dentists, 
dermatologists, neurologists, and orthopedists 
resulted in timely appointments for newly enrolled 
“children” in HUSKY A. 
 
Problems with Provider Reimbursement 
A factor contributing to poor access to care is that the 
Medicaid fee-for-service reimbursement schedule has 
not been increased since the early 1990s.  While 
managed care organizations can, and reportedly do, 
negotiate with providers to pay fees that are higher 
than the fee schedule (especially in relatively 
underserved geographic areas or specialties), 
problems of access to providers,  particularly 
specialists, persist in certain geographical areas of the 
state.10, 11 
 
In addition, managed care organizations are at 
financial risk for all the care that a member might 
need, even when it exceeds the amount paid up front 
per member per month.12  Likewise, if the cost of the 
health care that is provided is less than the amount 
the managed care plans are paid, they keep the 
difference.  For this reason, under managed care there 
is a financial incentive to limit or deny care, either by 
erecting administrative barriers such as prior 
authorization or deciding against a provider’s 
determination that the care is medically necessary.  In 
short, the managed care plans can make money by 
denying care, not by providing it. The lower their 
“medical loss ratio,” i.e., the amount they pay for care 
and services,13 the more money they make.  This fiscal 
incentive can undermine efforts to improve access to 
timely care. 
 
In January 2008, DSS issued a Request for Proposal 
(RFP) inviting health plans to bid on HUSKY and a 
new program for uninsured adults, Charter Oak.  
Under new contracts expected to take effect July 1, 
2008, the program will return to a risk-based model 
where managed care plans make medical decisions 
about whether to provide coverage and bear the 
financial risk . 14 15  
 
Preserving the Best of the HUSKY Program 
While the past 12 years have revealed the 
shortcomings of managed care, experience with the 
HUSKY Program has also shown that families need 
more than traditional Medicaid fee-for-service 
coverage can offer.  In particular, advantages of the 
managed care model as it evolved for the HUSKY 
Program included: linking members with primary care 
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providers, dedicated member services staff and call 
center coverage; ability to negotiate increased 
provider reimbursement in relatively underserved 
areas and for specialty services; investment in safety 
net providers as partners; continual input from 
providers, families and other stakeholders; quality 
improvement projects and initiatives; external multi-
disciplinary oversight; and independent program 
performance monitoring.  While a return to fee-for-
service Medicaid may enable the state to provide 
financial incentives to providers to improve access to 
care, any major overhaul of managed care should 
preserve and enhance these useful features to ensure 
program success. 
 
Recommendations 
Termination of the HUSKY managed care contracts 
provides an opportunity for policy makers to reflect 
and gather input from providers, families, advocates, 
insurers, and other states that can be used to shape 
development of an alternative to a risk-based system 
of managed care for families in Connecticut’s 
Medicaid program.  The following recommendations 
are key to success of a new program: 
 
1.  The Medicaid fee-for-service reimbursement rates 
for medical services were raised effective January 1, 
2008.  Pending settlement of a lawsuit, the pediatric 
dental rates will be raised April 1, 2008.  All health 
care providers in Connecticut should be notified 
about the fee increases and where to locate the fee 
schedule on the Department’s web site.  The 
Department should monitor and report on provider 
participation (by provider type:  number of Medicaid 
providers, geographic distribution, number of 
HUSKY clients seen at least once in the past 12 
months) and trends.  Fees should be increased as 
needed to maintain the vitality and 
comprehensiveness of the provider network. 
 
2.  The HUSKY Program should adopt a uniform 
health provider credentialing process across all health 
plans as was established for dental providers in order 
to remove a potential barrier to provider 
participation.  
  
3.  The HUSKY Program should be centered around 
care managed by primary care providers, especially 
those who can demonstrate a willingness and capacity 
for providing high quality primary care, working with 
families to reduce their reliance on emergency 
departments for non-urgent conditions, helping 

families obtain other needed services, and 
coordinating care with specialists.  Providers who 
offer enhanced services should be paid either an 
enhanced care management fee (per member per 
month in addition to fee-for-service reimbursement) 
or at enhanced rates for primary care services.    
 
An example of this approach is the development of 
enhanced care behavioral health clinics that receive 
increased reimbursement for providing additional 
access (e.g., longer hours of operation) and services to 
HUSKY families needing mental health and 
substance abuse services.  The enhanced care clinics 
receive funding from the Behavioral Health 
Partnership.16   
 
It cannot be emphasized too much that the success of 
such a managed care alternative is dependent on 
increased provider reimbursement and increased 
provider participation.  
 
4.  The Department of Social Services should contract 
with an administrative services organization (ASO) as 
a single point of access for assisting families with 
information, referrals, and support service needs; 
building adequate primary care and specialty care 
provider networks; monitoring utilization; screening 
requests for services that require prior authorization 
under Department procedures; and coordinating 
complex care.  The ASO should be responsible for 
assisting HUSKY families with obtaining outpatient 
and inpatient services, dental care, behavioral health 
care, pharmacy, and ancillary services (transportation, 
disease management) either directly or by direct 
referral to other entities charged with benefit 
management.  
 
5.  The Department of Social Services, working with 
the legislature and key stakeholders, should design 
and implement a plan to evaluate the impact of 
program change on access, utilization, and satisfaction 
with services. 
 
6.  The Connecticut General Assembly should work 
with the Medicaid Managed Care Council to design 
and implement an ongoing plan for program 
oversight and independent performance monitoring. 
 
                                                 
1 Title XXI of the Social Security Act; 42 USC Sec. 1397aa, et seq.  
2 Conn. Gen. Stats., Sec. 17b-289, et seq. 
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3 Conn. Gen. Stats. , Sec. 17a-22h, et seq.; information about the 
Behavioral Health Partnership is available on line at 
www.ctbhp.org.    
4 Appropriation for Medicaid fee increases, SFY 2008:  $27 
million for physician services, $10 million for clinic services, $20 
million for dental care, $1 million for vision care, and $46 million 
for hospital services.  
5 Hartwig v. Commissioner of DSS, Freedom of Information 
Commission, Docket No. FIC 2005-025 (Dec. 14, 2005); Hunt et 
al. v. Commissioner of DSS,  Freedom of information Commission, 
Docket No. FIC 2005-284 (April 12, 2006); Health Net of 
Connecticut  v. FOIC, et al., 2006 WL 3691796, 42 Conn. L. Rptr. 
441 (Conn. Super., November 29, 2006) (Levine, J.). 
6 Wellcare/Preferred One and Health Net are exiting the 
program at the end of March 2008; Anthem Blue Care Family 
Plan and CT Health Network of CT (CHNCT) will continue to 
participate in HUSKY at least until June 30, 2008.   
7 Connecticut Voices for Children.  How Is the HUSKY 
Program Performing?  New Haven, CT:  CT Voices, 2007. 
8 Connecticut Voices for Children.  Preventive Care for Children 
in HUSKY A:  2006.  New Haven, CT:  CT Voices, 2007. 
9 Connecticut Department of Social Services.  Mystery Shopper 
Project.  Hartford, CT:  DSS, November 2006. 
10 For some office-based procedures, the Medicaid 
reimbursement rate under the fee schedule is just 40 to 45 
percent of the Medicare reimbursement rate for a visit of 
comparable length and complexity.  Source:  Connecticut Voices 
for Children analysis of Medicaid reimbursement rates for 
problem-oriented evaluation and management services provided 
in a physician’s office for a new patient.  Data available upon 
request. 
11 Dental reimbursement rates on the fee schedule are generally 
less than the 10th percentile of the fees paid in New England.  
Source:  Beazoglou T, Douglass J.  HUSKY A dental care:  
financial strategies (policy brief).  New Britain, CT:  Connecticut 
Health Foundation, January 2006.  Available at:  
www.cthealth.org 
12 Weighted average HUSKY A capitation rate for 2007 (not 
including behavioral health services:  $188.59 (range:  high 
$677.37 for infants to low $110.16 for children 1 to 14).  Source:  
Starkowski M.  Health Care Contracting Opportunities:  Charter 
Oak—HUSKY A—HUSKY B (presentation October 2007). 
13 A medical loss ratio of 85% means that eighty five percent of 
the plans’  cost went to pay for medical care.  Fifteen percent 
includes administration and profit. 
14 Charter Oak would offer coverage to uninsured adults and the 
state would subsidize the premiums for lower-income 
individuals.  Information about Charter Oak is available at 
www.ct.gov/dss. 
15 The Connecticut General Assembly is considering legislation 
that would separate the HUSKY and Charter Oak contracting 
and would delay implementation of the new HUSKY contract 
until at least January 2009. See, An Act Concerning Revisions to the 
HUSKY Plan is available at www.cga.ct.gov/2008/FC/2008HB-
05618-R000338-FC.htm   If enacted, this delay will provide an 
opportunity to evaluate the costs and effectiveness of utilizing a 
non-risk based ASO model, as well as Medicaid fee-for-service 
in the HUSKY program.  
16 In January 2006, behavioral health services were “carved out” 
of HUSKY managed care.  Those services are now overseen by 
the Connecticut Behavioral Health Partnership (BHP), a joint 

                                                                                     
effort of the Departments of Social Services and Children and 
Families. The BHP is administered by an administrative services 
organization, currently Value Options. 


