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Key Findings 

 
• Enrollment:  Many children (12%) and adults (22%) who were new to HUSKY A (not enrolled in the 

HUSKY Program in the previous 12 months) were not continuously enrolled in HUSKY A for even six 
months, despite having just completed the application, eligibility determination, and enrollment 
processes. 

• Health care utilization:  Many newly enrolled children and adults received well-care (48%) or dental 
care (20%) within six months of enrollment.  However, health care utilization by new enrollees did not 
improve from the previous year, despite program–wide and plan-specific efforts to enhance 
appointment availability and appointment scheduling assistance. 

• Emergency care:  Despite having new health insurance coverage, many new enrollees (28%) 
obtained care in emergency departments, including care for conditions that might have been averted or 
treated in primary care settings.    

 
 
Outreach to increase public awareness about the HUSKY Program has been an essential part of the 
program since it began in 1998.  State dollars and foundation funding have long supported community-
based information dissemination and application assistance for families with eligible children and parents.  
Enrolling the uninsured into HUSKY is just the first step in improving the health of low-income families in 
Connecticut.  It is even more important to ensure that those who are newly enrolled receive information 
about benefits and appropriate, timely health care services.    
 
During periods without insurance, many children and adults are unable to afford routine preventive care to 
keep them healthy.  Some rely on emergency departments for care that might otherwise have been provided 
in a primary care setting.  In order to help newly enrolled HUSKY members get the care they need, HUSKY 
health plans are contractually obligated to “[monitor] new members to ensure that a well-care appointment 
is scheduled within 6 months of enrollment.”1  HUSKY health plans are also responsible for “[educating] 
members about the importance of regular dental care…[including] age appropriate preventive care such as 
screenings and cleanings at least twice a year.”2  
 
One way of evaluating the effectiveness of coverage for improving access to care is to determine whether 
new enrollees receive care soon after enrolling.3 Examining trends in care received by new enrollees allows 
for tracking progress toward reducing problems in access to care identified by a “mystery shopper” study 
conducted in 2006.4   
                                                 
1  This provision applies to new members “whose last well-care visit does not fall within the recommended age and gender 
appropriate schedules.”     The provision appeared in DSS-MCO contracts that were in effect during the study period (effective 
December 12, 2003, Part II Section 3.22, p. 39) and in new DSS-HUSKY MCO contracts (effective July 1, 2008, Part II Section 
3.21, p.65).   
2 DSS-MCO contract, December 12, 2003, Part II Section 3.21, p. 38.  During the study period, HUSKY health plans were 
responsible for dental care.  In September 2008, dental care will be “carved-out” of managed care contracts. 
3 Mattaliano L, Lee MA., Langer S. Guidelines for evaluation of HUSKY outreach programs. New Haven, CT: Connecticut 
Voices for Children, September 2007. Report available at www.ctkidslink.org. 
4 Connecticut Department of Social Services.  Mystery shopper project.  Hartford, CT:  DSS, November 17, 2006.  Available at:  
www.cga.ct.gov/ph/medicaid. 
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PURPOSE 
 
To determine whether children and adults who were newly enrolled in HUSKY A received health 
care services within six months of enrollment.  
 

This report is the second in a series issued by Connecticut Voices for Children on health care for new 
enrollees in the HUSKY Program.  For the purposes of this report, newly enrolled children and adults were 
identified as those who were enrolled in HUSKY A (Medicaid managed care) between January 1 and June 
30, 2007, who had not been enrolled at any time in the previous 12 months, and who were continuously 
enrolled for at least 6 months following new enrollment. Encounter records corresponding to care they 
received in the 6 months after enrolling were used to describe their care.  Rates for new enrollees are 
reported by managed care plan, in part to show differences in performance and in part to show how 
incomplete encounter data for BlueCare members may have affected utilization rates.  For a complete 
description of methods, refer to the technical notes at the end of this report.  
 
FINDINGS 
 

Enrollment 
 

In the six-month period between January 1 and June 30, 2007, 32,778 children and adults were newly 
enrolled in HUSKY A; 27,553 (84%) were continuously enrolled for the next 6 months.   The proportion 
that was continuously enrolled remained unchanged from the year before.5   Twelve percent of newly 
enrolled children and 22 percent of adults were not continuously enrolled for six months. 

                                                 
5 Connecticut Voices for Children.  Health care for children and adults newly enrolled in HUSKY A.  New Haven, CT:  CT 
Voices, August 2008.  Available at:  www.ctkidslink.org. 

 
Table 1. New Enrollees in HUSKY A, January-June 2007 

  
Newly 

enrolled % Enrolled Blue Care CHNCT HealthNet WellCare 
Changed 

Plans 
Total  27,533 100.0% 37.0% 17.6% 30.2% 9.8% 5.5% 
         
Age Under 2 8,508 30.9% 32.3% 34.5% 27.4% 30.5% 29.4% 
 2 - 5 2,457 8.9% 8.5% 9.4% 9.4% 8.3% 8.7% 
 6 - 10 2,678 9.7% 9.3% 8.9% 10.2% 9.5% 13.0% 
 11 - 15 2,508 9.1% 8.5% 8.7% 9.7% 9.9% 10.1% 
 16 - 18 1,452 5.3% 4.8% 5.7% 5.4% 6.3% 4.9% 
 19 and over 9,930 36.1% 36.6% 32.9% 37.8% 35.5% 34.0% 
         
Gender Female 15,652 56.8% 56.5% 55.6% 57.6% 58.1% 57.1% 
 Male 11,756 42.7% 43.0% 44.0% 42.0% 41.6% 42.5% 
         
Race/ethnicityd Black 5,597 20.3% 18.1% 21.2% 19.7% 29.3% 20.3% 
 White 14,765 53.6% 57.4% 45.3% 58.2% 42.0% 50.6% 
 Hispanic 5,895 21.4% 19.4% 29.6% 17.3% 25.5% 24.2% 

 
Other 

groups 1,198 4.4% 4.9% 3.6% 4.5% 2.9% 4.6% 

         
Town Bridgeport 2,515 9.1% 3.5% 10.3% 13.7% 14.4% 9.0% 
 Hartford 2,641 9.6% 13.8% 7.9% 4.9% 10.7% 10.0% 
 New Haven 1,872 6.8% 4.2% 13.5% 3.9% 12.8% 8.2% 

 
All other 

towns 20,505 74.5% 78.5% 68.2% 77.5% 62.0% 72.8% 

         
Source: Analysis of HUSKY A enrollment and encounter data from the Connecticut Department of Social Services. 
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Among those who were continuously enrolled for six months, 31 percent were infants and young children 
under age 2 and 36 percent were adults (Table 1). The majority of new enrollees (75%) lived outside of 
Connecticut’s three largest cities. Most of the new enrollees were White (54%) or Hispanic (21%), which 
represents a shift in enrollment demographics from 2006 (40% White and 27% Hispanic).  Most were 
enrolled in Blue Care (37%) or HealthNet (30%).
 
 

Health Care Utilization 
 

Utilization rates by type of care are shown in Table 2.  Overall, the rates for any type of care were essentially 
unchanged from the previous year (despite incomplete data for BlueCare members).  Nearly half of new 
enrollees (48%) had well-care in the first 6 months after enrolling in HUSKY A; this rate varied considerably 
by age.  One in five (20%) had dental care. Twenty-eight percent of newly enrolled children and adults had 
emergency care; 40 percent of those who had emergency care were seen at least once for conditions that 
might have been treated in the primary care setting.   Among all new enrollees, one in five (22%) did not 
have any ambulatory care (office or clinic visit, obstetrical care, or emergency visit) in the first 6 months 
(although they may have received other types of care or services).  Adults were far less likely than children to 
have had well-care and less likely than school-aged children to have had any dental care.  Despite missing 
data, rates for BlueCare members were fairly consistent with utilization rates for CHNCT, Health Net and 
WellCare members. 
 
Compared to utilization reported for new enrollees in 2006, the rates for 2007 are essentially unchanged.  
Utilization rates for office visits (61.3% in 2006), well-care (47.2%), and dental care (19.1%) were virtually 
the same.  The percentage of new enrollees with any emergency care (29.8% in 2006) was about the same, 
although the percentage of them with emergency care for ambulatory care sensitive conditions was 
considerably lower (31.5% in 2006).   For 2006, the rates varied by age, race/ethnicity, and managed care 
plan in much the same direction and magnitude as seen in the data for 2007. 
 
   Table 2.  Health Care Utilization in First Six Months After New Enrollment 

    
Any office/clinic 

visit Any well care Any ED visit 
No well care, 

office, ob or ED Any dental care 
Total  59.2% 47.6% 28.3% 22.4% 20.2% 
       
Age Under 2 77.7% 94.1% 35.0% 3.7% 0.8% 
  2 - 5 54.3% 45.8% 22.8% 25.4% 27.4% 
  6 - 10 44.7% 30.6% 18.4% 35.7% 36.9% 
  11 - 15 41.3% 33.9% 16.6% 38.2% 35.8% 
  16 - 18 44.6% 25.1% 21.8% 36.6% 25.4% 
 19 and over 59.2% 19.4% 30.5% 28.1% 25.8% 
       
Race/ethnicity Black 56.3% 47.8% 27.8% 24.5% 17.7% 
 White 61.7% 50.2% 27.6% 20.6% 18.5% 
 Hispanic 56.0% 41.1% 32.7% 23.9% 26.9% 
 Other groups 57.4% 43.7% 16.5% 27.9% 20.3% 
       
Health plan Blue Care 56.9% 47.4% 23.9% 25.1% 21.3% 
 CHNCT 61.3% 49.9% 33.8% 20.3% 18.5% 
 HealthNet 62.3% 47.3% 28.5% 29.8% 20.2% 
 WellCare 54.3% 46.0% 32.9% 24.7% 16.7% 
  Changed plans 59.4% 45.1% 31.0% 21.2% 23.9% 
       
     Source: Analysis of HUSKY A enrollment and encounter data from the Connecticut Department of Social Services. 
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DISCUSSION 
 
The results of two successive studies of new enrollees in HUSKY A show that a surprising number of 
children and adults are not continuously enrolled for even 6 months, despite having just completed and 
submitted the application for Medicaid, been determined eligible, and selected a managed care plan.  
Certainly some enrollment turnover is expected, when families move out of state, children turn 19, or 
changes in employment lead to increased income or other coverage options.  However, discontinuous 
coverage of this magnitude is consistent with a report that characterizes Connecticut as a state with good 
uptake but poor retention in the Medicaid and SCHIP programs.6  Even short spells of uninsurance, such as 
those due to inadvertent administrative error, can have a deleterious effect on getting needed care.7   These 
findings certainly warrant further investigation into factors affecting disenrollment and retention.   
Conducting a desk review or a survey or both to determine why some people lose coverage so soon after 
enrolling might provide useful information about how to improve family support and administrative 
procedures in HUSKY A.   
 
With respect to access to care, the results of this study show that many children and adults obtain primary 
care soon after enrolling in HUSKY A.  Once again, the results are better than what might have been 
expected, based on the “mystery shopper” survey that was commissioned by the Department of Social 
Services and conducted in 2006.    However, there was essentially no improvement between 2006 and 2007, 
despite Department-supervised health plan efforts to improve appointment scheduling assistance and 
appointment availability.  While data problems may have affected these results overall and for BlueCare 
members, the plan-specific rates for the new enrollees in other plans were essentially unchanged from the 
previous year.  These findings underscore the importance of ongoing, intensive monitoring of health plan 
performance, using a variety of methods, to ensure compliance with contractual requirements for ensuring 
appointment availability and assisting all families with obtaining needed care.   
 

                                                 
6 Sommers BD.  Why millions of children eligible for Medicaid and SCHIP are uninsured:  poor retention versus poor take-up.  
Health Affairs, 2007; w560-w567. 
7 Cumming JR, Lavarreda SA, Rice T, Brown R.  The effects of varying periods of uninsurance on children’s access to health 
care.  Pediatrics, 2009; 123(3):  e411-e418. 

CONCLUSIONS 
• Enrollment:  Many children (12%) and adults (22%) who were new to HUSKY A (not enrolled in the 

HUSKY Program in the previous 12 months) were not continuously enrolled in HUSKY A for even six 
months, despite having just completed the application, eligibility determination, and enrollment 
processes. 

• Health care utilization:  Many newly enrolled children and adults received well-care (48%) or dental 
care (20%) within six months of enrollment.  However, health care utilization by new enrollees did not 
improve from the previous year, despite program–wide and plan-specific efforts to enhance 
appointment availability and appointment scheduling assistance. 

• Emergency care:  Despite having new health insurance coverage, many new enrollees (28%) 
obtained care in emergency departments, including care for conditions that might have been averted or 
treated in primary care settings.   

 



Connecticut Voices for Children 5

____________________________________________________________________________________ 

Source of Funding:  Connecticut Voices for Children is a non-profit organization that conducts 
research and policy analysis on children’s issues.  This report on new enrollees’ health 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. This report and earlier reports are available online at 
www.ctkidslink.org. 
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Technical notes 

 
Connecticut Voices obtained HUSKY A enrollment records from the Connecticut Department of Social 
Services and constructed a longitudinal enrollment database that was used to identify new enrollees. Using 
HUSKY A enrollment records from January 1, 2005 through December 31, 2007, CT Voices identified 
children and adults who were newly enrolled in HUSKY A (Medicaid managed care) between January 1 and 
June 30, 2007 and were continuously enrolled in any managed care plan for at least the following six 
months. HUSKY A encounter records were searched for records corresponding to care received during the 
six-month period following enrollment. The following diagnoses and procedure codes were used to 
determine utilization:  
 
• Well-care: Encounter records with CPT-4 codes for preventive care (99381-6, 9938R, 9938T, 99391-6, 

9939R, 9939T, 99431-2, 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 and 
management (99201-5, 99211-5, 99432) and clinic codes (510, 515) when accompanied by well-care 
diagnosis (v20 series, v70, v70.0, v70.3-v70.9).  

• Office/clinic visits:  CPT-4 codes (99201-5, 99211 - 99215, 99241 - 99245, 99354 - 99357, 99401 - 
99404, 99411 - 99412, 99432-3), clinic codes (510, 509, 510, 514, 515, 517, 519, 520, 521, 522, 523, 529, 
3000Y) with any diagnosis other than well-care.   

• Dental care: ADA codes 0100-09999; HCPC codes D100-D9999; including codes with “D” appended 
to rather than preceding the numeric code (children’s dental services).   

• Obstetric care: CPT-4 codes (59400, 59425, 59426, 59430, 59510, 59610, or 59618); obstetric care is 
not counted as a subset of office visits.  Note:  obstetric care is likely underestimated because care 
delivered in the 6 months after enrollment may not have been billed (encounter record submitted) until 
after the birth some months later.   

• Emergency care:  CPT-4 codes (99281 - 99285), clinic codes (450 - 452, 456, 459, 516, 526).  
• Ambulatory care-sensitive conditions:  090 (congenital syphilis); 033, 037 (immunization preventable 

conditions); 345, 780.3 (grand mal status and other epileptic convulsions); 493 (asthma); 382, 462, 463, 
465, 472.1, 20.01 (severe ear, nose, and throat infections); 481, 482.2, 482.3, 482.9, 483, 485, 486 
(bacterial pneumonia); 011-018 (tuberculosis); 250.0-250.3, 250.8, 250.9 (diabetes A, B, and C); 251.2 
(hypoglycemia); 681-683, 686 (cellulitis); 558.9 (gastroenteritis); 590, 599.0, 599.9 (kidney or urinary 
infection); 276.5 (dehydration); 280.1, 280.8, 280.9 (iron deficiency anemia); 260-262, 268.0, 268.1 
(nutritional deficiencies); and 783.4 (failure to thrive).   

 
The number and proportion of new enrollees who had any well-care, office visits, emergency care, obstetric 
care, and dental care, and those who had emergency care only or who had no ambulatory, emergency, or 
obstetric care were determined by age, gender, race/ethnicity, residence, and health plan. Encounter records 
for HUSKY B were unavailable for this study.   Data for Blue Care enrollees in the latter half of 2007 were 
incomplete, according to the Department of Social Services’ data vendor and our analyses of encounter 
record volume in 2007 and earlier years.   
 
 


