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Dear Senator Crisco, Representative O’Connor, and Members of the Insurance and Real Estate 
Committee: 
 
Sharon Langer is a Senior Policy Fellow, Mary Glassman is Director of Legislative Affairs, and Shelley 
Geballe is President of Connecticut Voices for Children, a research-based public education and advocacy 
organization that works statewide to promote the well being of Connecticut's children, youth and families. 
We are here today to testify on behalf of the sister lobbying organization – Advocates for Connecticut’s 
Children and Youth (ACCY), a statewide, independent, citizen-based organization dedicated to speaking 
up for children, youth and families. 
 
We support the goals of H.B. No. 6652, An Act Establishing the Healthy Steps Program, H.B. No. 7284, 
An Act Establishing the State Health Insurance Pool Program, and S.B. No. 1371, An Act Establishing the 
Connecticut Saves Health Care Program, and commend members of the Legislature for recognizing the 
need to provide all Connecticut children and families with access to quality, affordable health care and 
making health care a priority for the 2007 Legislative Session.  Two recent public opinion polls provide a 
resounding endorsement of lawmakers’ efforts this session to improve our state’s health care system for all 
residents of the state.1   
 
There is no dispute that uninsured children and families who do not have access to preventative care are 
often forced to forego needed care or seek more costly emergency room medical care – shifting health care 
costs to providers and taxpayers. So it not only makes medical sense to provide access to health care to 
these children and families, it makes economic sense as well.  
                                                 
1 Children’s Health Coverage Survey sponsored by the New England Alliance for Children’s Health, available on the 
website of CT Voices for Children at www.ctkidslink.org     According to the Survey, conducted Jan. 26 through February 
8, 2007, CT voters are in overwhelming favor of state elected officials doing more to make health care coverage available 
to state residents who cannot get coverage through their jobs or afford it on their own.  Also, see national New York 
Times/CBS New Poll conducted Feb. 23-27, findings summarized in Most Support U.S. Guarantee of Health Care, The 
New York Times (Mar. 2, 2007).  In both polls, majorities of those surveyed expressed their willingness to pay additional 
taxes to provide coverage to the uninsured.   
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We applaud efforts to create a universal, single-payer system in Connecticut as we believe, based on 
evidence from other developed countries, that better health outcomes at lower cost for all residents would 
result from such a system.  We also appreciate, however, the unique challenges of an individual state 
moving to such a system, particularly given the legal constraints of ERISA preemption.  We urge the 
General Assembly to create a formal process that takes the time needed, and brings in the expertise 
necessary, to fashion the best plan possible given current federal constraints.   
 
However, recognizing the difficulty of creating such a system at the state level does not prevent application 
of some of the principles of such a system to our current problems.  For example, some of the health care 
purchasing advantages of a single payer system can begin to be realized if the State of Connecticut pooled 
the many lives it currently covers (e.g., state employees, state retirees, teachers, persons on 
Medicaid/HUSKY, inmates and other confined persons) and bargained collectively for health care on their 
behalf.  In addition, while the General Assembly considers and addresses the complexities of adopting a 
universal, single payer system, other improvements to the current system can be more quickly made.  
 
For example, in crafting a health care plan for Connecticut this session, legislators can address 
improvements to the HUSKY system to keep children healthy and insured. Indeed, legislators can 
consider HUSKY coverage for low-income families as the base upon which to build efforts to improve 
coverage for higher income uninsured persons.  It makes sense to restore trust and stable coverage in this 
important program and to address the problems of the neediest as a first step toward the solutions needed 
to help others.   
 
As you know Connecticut HUSKY program provides low cost or free health care coverage to more than 
300,000 children, parents and pregnant women. Although HUSKY has a record of being successful in 
reducing the number of uninsured families in the state, recent cutbacks and confusion about program rules 
have threatened its success. Since June 2005, HUSKY enrollment has dropped by 19,000 persons; about 
15,000 of them are children under the age of 19.  
 
While there is no magic solution to the health care problem in Connecticut, focusing on improvements to 
HUSKY would have a significant impact on reducing the number of uninsured children and families in 
our state. Nationally, it is estimated that more than 70% of uninsured children are currently eligible for 
Medicaid or the State Children’s Health Insurance Program (SCHIP) which help fund our HUSKY 
program in Connecticut.2    
 
H.B. 6652 seeks ways to improve HUSKY.   Specifically, we support restoration of “continuous 
eligibility”, increased funding for outreach to enroll all children eligible but not receiving HUSKY, 
increasing HUSKY A income limits for parents and relative caregivers to match the income limits for 
children, and increased reimbursement for HUSKY health care providers.  
 
We have the following comments about specific sections of H.B. 6652: 
 
Continuous Eligibility (Sec. 21):  We applaud the restoration of “continuous eligibility” which permits 
children to retain HUSKY eligibility for twelve months regardless of fluctuations in income.  It is a proven 
strategy for bringing stability to the program3 and has been supported by HUSKY administrators, HUSKY 
managed care plans, and health advocates.  We suggest, however, the following revision if the state 

                                                 
2 See, for example Kaiser Commission on Medicaid and the Uninsured, Enrolling Low-Income Uninsured Children in 
Medicaid and SCHIP, Jan. 2007.  
3 See, Keep It Simple: Reduce Gaps in Children’s Health Coverage, (Mar. 2006), CT Voices for Children, available at www.ctkidslink.org  
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Department of Social Services is to obtain federal matching funds for individuals covered by continuous 
eligibility rules.  Federal law applies continuous eligibility to children only.4  The current wording of this 
section would extend it to adults, as well as children.  We therefore recommend that the following 
language be substituted:   
 
“A child who has been determined to be eligible for benefits under either the HUSKY Plan, Part A or Part 
B shall remain eligible for such plan for a period of twelve months from such child's determination of 
eligibility unless the child attains the age of nineteen or is no longer a resident of the state. During the 
twelve-month period following the date that a child is determined eligible for the HUSKY Plan, Part A or 
Part B, the department shall not require the family of such child to report changes in family income or 
family composition.” 
 
Increased Funding for HUSKY Outreach (Sec. 18):  We support the allocation of additional funding 
for community-based HUSKY outreach.  The Governor has recently restored some but not all of the 
monies for outreach that have been cut since 2002, and has targeted needy communities and school 
districts.  H.B. 6652 would specify that 50 grants be awarded to community-based organizations at no 
more than $10,000 per grant (for a total of $500,000).  We suggest that the Committee allow the 
Department of Social Services to allocate the additional funds in the most efficacious manner, and not to 
limit the individual grants to $10,000.  We also suggest that the funding for outreach be increased by $1 
million to $2 million, instead of $500,000.  When money for outreach was drastically cut, enrollment 
declined as well.  We also believe that improving outreach and application assistance should be targeted to 
all new and expecting mothers and parents.    
  
Alignment of parent and children income limits in HUSKY A (Sec. 19).  We wholeheartedly support 
aligning the income limits of parents with the current income limits for children and pregnant women in 
HUSKY A at 185% of the federal poverty level (FPL).  We urge the Committee to go farther and increase 
the income limits for parents and pregnant women to 300% of the FPL. (Currently, children are eligible 
for subsidized coverage up to 300% of FPL in HUSKY B, but parents and pregnant women are not.)    
 
Smoking Cessation (Sec. 23):  This section establishes a “Quit for Good” Program within the 
Department of Public Health.  We would urge the Committee to allocate Medicaid funds for smoking 
cessation as contemplated by a state statute passed five years ago.5  To date, the Department of Social 
Services has not required that the HUSKY health plans pay for this service even though it is a covered 
benefit under Medicaid.  While three of the four HUSKY A (Medicaid) managed care plans will pay for 
some smoking cessation services, the health plan serving the largest number of HUSKY enrollees (Blue 
Care) does not offer this service.  In 2005, Medicaid programs in 38 states and the District of Columbia 
covered at least some smoking cessation services for all Medicaid recipients.6   It is time for Connecticut to 
pay for this life-saving benefit in the Medicaid program.   
                                                 
4 42 USC Sec. 1396a(e)(12). “At the option of the State, the plan may provide that an individual who is under an age specified by 
the State (not to exceed 19 years of age) and who is determined to be eligible for benefits under a State plan approved under this 
subchapter under subsection (a)(10)(A) of this section shall remain eligible for those benefits until the earlier of - (A) the end of 
a period (not to exceed 12 months) following the determination; or (B) the time that the individual exceeds that age.”  
5 Sec. 17b-278a. Coverage for treatment for smoking cessation. The Commissioner of Social Services shall amend the Medicaid 
state plan to provide coverage for treatment for smoking cessation ordered by a licensed healthcare professional who possesses 
valid and current state licensure to prescribe such drugs in accordance with a plan developed by the commissioner to provide 
smoking cessation services. The commissioner shall present such plan to the joint standing committees of the General 
Assembly having cognizance of matters relating to human services and appropriations by January 1, 2003, and, if such plan is 
approved by said committees and funding is provided in the budget for the fiscal year ending June 30, 2004, such plan shall be 
implemented on July 1, 2003. 
6 Births to Mothers in HUSKY A:  Smoking During Pregnancy, 2004 (Jan. 2007), CT Voices for Children, available at 
www.ctkidslink.org   
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Medicaid Reimbursement Rates for Providers (Sec. 17):  This section rightly recognizes the need to 
raise provider rates in both the fee-for-service and HUSKY managed care program in Medicaid.   It is 
crucial that the Medicaid program reimburse health care providers at a level that encourages participation 
by primary, specialty, and ancillary care providers.  We would urge the Committee to adopt the 
Connecticut Health Foundation’s recommendation that dental provider rates be increased to the 70th 
percentile of customary and usual charges7, and to increase rates of all providers, not just physicians, as this 
section contemplates.  We remind the Committee that nurse practitioners, for example, perform many of 
the same functions as physicians and should be reimbursed accordingly. 
 
Other ideas legislators should pursue: 
 

o Coverage during pregnancy for undocumented pregnant women since these children will be 
HUSKY A eligible U.S. citizens; 

o Coverage of undocumented children under HUSKY; 
o Centralize the administration of the HUSKY eligibility process to reduce administrative costs and 

to expedite coverage; 
o Ensure state-funded coverage for applicants who make a good-faith effort to obtain documents to 

prove their citizenship and identity, but are unable to do so within the required federal timeframe; 
o Reverse plans to require low-income HUSKY parents to pay new premiums and co-pays; 8  
o Create a more graduated premium structure in the HUSKY B program.  Eliminate the “cliff” that 

occurs when family income exceeds 300% of FPL. Over 300% of FPL, the cost of health 
insurance for children in HUSKY B is not subsidized by the State, so the cost of premiums rises 
dramatically, making it unaffordable for many families. 

 
We also would caution against expanding some of the problems of the current system to new populations, 
such as this bill’s proposal to expand managed care to other Medicaid populations.  After a decade of 
experience with managed care in the HUSKY program, we are not convinced that this is the best model for 
ensuring access to high quality care.  The financial incentives of this system work at cross-purposes to the 
goals of providing timely and high quality care.  
 
The recent carve out of behavioral health services for children and youth, with an Administrative Services 
Organization that is not at financial risk involved in key administrative tasks, is both a reflection of the 
deficiencies of the current managed care system, and also an alternative model that should be considered 
for all care being provided to all persons on Medicaid.  The addition of targeted care management as a 
covered service, particularly for persons with more complex health care needs, would be an important 
addition.   
 
Thank you for the opportunity to share these recommendations with you. While the HUSKY program has 
helped reduce the number of uninsured children and families since its inception in 1997, it is now time for 
some much needed improvements to the HUSKY system which will enable even more children and 
families to get the cost effective and health care they need most.  

                                                 
7 HUSKY A Dental Care:  Avoiding the Repercussions of Poor Dental Care for Children on Medicaid (Feb. 2007), CT Health Foundation, 
available at www.cthealth.org   This brief explains that significant numbers of providers will participate in Medicaid if fees are 
raised to the 70th percentile -- meaning that 70 percent of Connecticut’s private dentists charge this fee or less as their normal 
and customary fee. In South Carolina, for example, the number of participating providers increased by 43 percent when 
reimbursement rates were raised to the 75th percentile.  
 


