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On September 7, 2006, Governor Rell announced 
over $1 million in new funding for community- and 
school-based outreach and for public information to 
increase the number of children and families enrolled 
in the HUSKY program.1 These new outreach 
programs were implemented in mid-to-late 2007. 
These new efforts build upon a long history of 
outreach in Connecticut by both public and private 
organizations to increase enrollment of low-income, 
uninsured children and their parents/caregivers in the 
HUSKY program. Concurrent with increased 
outreach, Connecticut expanded income eligibility for 
parents from 150 to 185 percent of the federal 
poverty level, bringing parents’ income eligibility in 
alignment with their children’s eligibility.2  By 
covering low-income parents, Connecticut adopted a 
proven strategy for increasing enrollment of 
uninsured children.3 
 
Monitoring outcomes of outreach initiatives is 
essential to evaluating whether these projects achieve 
their long-term objective.4  Examining trends in total 
enrollment alone does not capture the true impact of 
outreach because of the historical instability of 
Medicaid coverage, or “churning.”5 Examination of 
trend in new enrollment—that is, counting persons 
who have not been enrolled for some specified period 
of time—provides a far better picture of the 
effectiveness of HUSKY outreach.  
 

Purpose 
To identify trends in new enrollment among 
children and adults in the HUSKY A program 
(Medicaid managed care) and children in the 
HUSKY B program (SCHIP).  
 
This report is the first report issued by Connecticut 
Voices for Children describing new enrollment in the 
HUSKY Program.6  Newly enrolled children and 
adults are those who were not enrolled at any time in 
the 12 months before they first appear in the HUSKY 
enrollment database.7 

FINDINGS 
 

Net increase in enrollment: Between January 1, 
2006 and December 31, 2007, HUSKY program 
enrollment overall increased modestly by 11,355 
individuals. This increase was driven by a nearly 9 
percent increase in the number of adults in HUSKY 
A (from 90,070 to 98,075) over the two-year period.  
The total enrollment of HUSKY A children increased 
by one percent over the two-year period (from 
211,991 to 214,044). HUSKY B enrollment increased 
by nearly 9 percent overall, though the increased 
number of children in the program was relatively 
small (16,460, up from 15,163 two years earlier). 
 
Number of new enrollees:  In the 24-month 
period, there were 141,291 newly enrolled individuals 
in the HUSKY Program. Nearly 95 percent of the 
newly enrolled were in HUSKY A, including 79,542 
(56.3%) children and 54,062 (38.3%) adults.  About 5 
percent were children in HUSKY B children (7,687) 
(Table 1).  The average number of newly enrolled 
children per month was about 3,300 for HUSKY A 
and just over 300 for HUSKY B.  There were an 
average of 2,300 new adult enrollees in HUSKY A 
each month over the two-year period. 
 
Table 1. Total number of new enrollees in the 
HUSKY Program by six-month intervals, 2006-2007 

 
 

Jan-Jun 
2006 

Jul-Dec 
2006 

Jan-Jun 
2007 

Jul-Dec 
2007 

 
Total 

All HUSKY 32,049 34,251 35,039 39,952 141,291 
HUSKY A: 30,491 32,353 32,778 37,982 133,604 

Children 17,792 19,889 20,006 21,855 79,542 
Adults 12,699 12,464 12,772 16,127 54,062 

HUSKY B 
children 1,558 1,898 2,261 1,970 7,687 

 
In HUSKY A, the number of new enrollees per 
month increased overall among both children and 
adults (Figure 1).8   After the income eligibility level 
for adults increased in July 2007, the number of newly 
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Figure 1. Newly Enrolled Children and Adults in 
HUSKY A, 2006-2007
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enrolled adults increased by about 30 percent over the 
previous 6-month period.   The increased number of 
children in HUSKY A paralleled the increase in adult 
enrollment.   
 
The number of new enrollees in HUSKY B did not 
increase appreciably over 2006-2007 (Figure 2).  
Overall, there was a slight increase in the number of 
new enrollees in coverage Band 1, most noticeably in 
late 2006 to early 2007, and little to no meaningful 
increase in new enrollees in coverage Bands 2 or 3.9 

Figure 2. New Enrollees in HUSKY B by Coverage 
Band, 2006-2007
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Limitations of the data: On November 16, 2007, 
Governor Rell directed the Commissioner of the 
Department of Social Services to discharge the 
responsibilities of all four HUSKY A managed care 
contractors because of compliance problems with 
public accountability standards under the Freedom of 
Information Act.10 This program change appears to 
have affected HUSKY A enrollment data quality in 
December 2007.11  The drop in numbers of new 
enrollees that is evident in December 2007 in 
HUSKY A was driven almost entirely by a sizeable 
drop (53%) in the number of records for newly 
enrolled infants under 3 months in the HUSKY A 
enrollment database.12 During this same period, the 
number of records for newly enrolled adults in 

HUSKY A also decreased, though to a lesser extent.  
In contrast, the number of records for newly enrolled 
children 2 to 18 declined just 2 percent, while the 
number of records for newly enrolled children in 
HUSKY B remained steady.  Therefore, it is possible 
that the actual number of newly enrolled children and 
adults in HUSKY A increased in December 2007, 
continuing the trend observed in the preceding 
months.   
 
DISCUSSION 
Many of the nation’s uninsured children qualify for 
coverage in the Medicaid or State Children’s Health 
Insurance Program (SCHIP).13  Experience in 
Connecticut and elsewhere has shown that families 
want to insure their children but are either unaware 
that they are eligible or find the application process 
and program requirements daunting.  Since creation 
of SCHIP (HUSKY B in Connecticut), efforts to 
reach these families, provide them with application 
assistance, and simplify the administrative procedures 
for getting and keeping coverage have resulted in a 
significant decline in the number of uninsured 
children in low income families nationwide.14  
Community-based outreach and application 
assistance, combined with simplification of 
application procedures, have proven effective in 
getting children enrolled.15  Certainly Connecticut’s 
experience in recent and past years has shown this to 
be true. 16   However, in Connecticut, as in other 
states, the majority of uninsured children are eligible 
for Medicaid (HUSKY A).17   
 
The results of this study show a great difference 
between net enrollment increase (11,355) and the 
number of new enrollees (141,291) for the 2-year 
period 2006-2007.  This finding suggests that 
retention is a problem in the HUSKY Program.  
Some enrollment turnover is to be expected when 
family income increases or children turn 19, move out 
of state, or obtain other coverage.  However, there is 
evidence that retention is a long-standing problem in 
Connecticut, as in other states.18  Results of a recent 
study showed that over 40 percent of eligible-but-
uninsured children nationwide had been covered by 
Medicaid or SCHIP in the previous year; this rate was 
up significantly from just over 25 percent in 2001.19  
In this report, Connecticut was identified as a state 
with poor retention, rather than poor take-up, based 
on the percentage of eligible-but-uninsured children 
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who had dropped out of Medicaid or SCHIP in the 
previous year.  Our findings and this national study 
point to retention as a problem warranting increased 
efforts on the part of policy makers, state agencies 
and community-based outreach providers.   
  
CONCLUSIONS 
• In 2006-2007, the net increase in HUSKY 

program enrollment was relatively modest in 
relation to the amount of statewide attention 
and resources focused on problems of the 
uninsured and the need for outreach. 

• The number of new HUSKY A enrollees far 
exceeded the net increase in enrollment and 
increased steadily in HUSKY A over the two-
year period. 

• Expansion of income eligibility for parents 
led to increased enrollment among adults and 
children.   

• The large difference between the net 
enrollment increase and the number of new 
enrollees indicates that there are ongoing 
problems with retention of eligible children in 
the program. 

• The effect of new state-funded outreach 
programs, separate and apart from the effect 
of expanding parent eligibility, cannot be 
determined at this time.
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