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INTRODUCTION 
 
In 2008, Connecticut made significant changes in the HUSKY Program that were designed to improve access to 
dental care for children.  The changes came about as the result of the settlement agreement in the case of Carr v. 
Wilson-Coker.1  This case was brought in 1999 by Greater Hartford Legal Assistance on behalf of children in the 
Medicaid program who were unable to obtain the preventive dental services and treatment guaranteed to them 
under federal law in Medicaid’s Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) program.2 
  

KEY FINDINGS 
 
In 2008, Connecticut made significant changes in the HUSKY Program that were designed to improve 
access to dental care for children.  The results of this report show that in 2009 and 2010, the number and 
percentage of children who receive dental services increased over previous years when the HUSKY 
Program was delivered through a program of risk-based managed care.  Key findings: 
 

 About 60 percent of children in HUSKY A (Medicaid) had preventive dental care and about 33 
percent had treatment, significantly more than in previous years; 

 Nearly 70 percent of children in HUSKY B (CHIP) had preventive dental care, significantly more 
than in HUSKY A; however, dental treatment occurred at roughly the same rates for children in 
HUSKY A and HUSKY B; 

 In HUSKY A, about four in ten children with any dental care had two or more preventive visits, as 
recommended by pediatric and dental care professionals; the rate was even higher for children in 
HUSKY B; 

 Among children under age 3 in HUSKY A, the percentage who were seen for preventive care 
increased, as did the percentage of children under 3 who received treatment;   

 As in previous years, Hispanic children were most likely and Black children were least likely to have 
received preventive care.    

 
Based on these findings, we recommend maintaining provider fee increases and oversight provisions 
established by the Carr legal settlement beyond the expiration date of August 2012.  We recommend 
continuing to monitor differences in access and utilization associated with race/ethnicity and investigating 
ways to reduce disparities.   
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Conditions of the settlement included a significant increase in provider reimbursement for children’s services 
(effective April 1, 2008) and carve-out of dental care from the HUSKY Program’s managed care contracts (effective 
September 1, 2008).   These changes and others were designed to increase the number of providers willing to 
participate in the program and to increase the number of children who obtain dental care.  The settlement 
agreement will expire in August 2012. 
 
The results of this report show that the program changes resulted in significant improvements in access to and 
utilization of children’s oral health services.  The number and percentage of children who receive dental services in 
the HUSKY Program increased over previous years when the program was risk-based managed care.  
 
METHODS 
 
Using a retrospective cohort design, we described children’s dental care utilization in the HUSKY Program in 2009 
and 2010.  For investigation of trends, utilization was compared to rates under managed care going back to 2000.  
 
This report on children’s dental care utilization is the thirteenth in a series issued since 1997 by Connecticut Voices 
for Children and its performance monitoring predecessor, the Children’s Health Council.  This report on children’s 
dental care utilization builds on many years of state-funded independent performance monitoring in the HUSKY 
Program.3   Connecticut Voices for Children obtains HUSKY Program data directly from the Department of Social 
Services.4  This report is based on the most recent data provided by the Department of Social Services, and for the 
first time, includes utilization data for children in HUSKY B. 
 
Data and Analytic Approach 
 
Using HUSKY A and B enrollment data, children who were continuously enrolled in the HUSKY Program 
between January 1 and December 31 in 2009 and in 2010 were identified.5  Those who were enrolled in HUSKY A 
for 12 months and those who were in HUSKY B for 12 months were included in the sample; those who changed 
between A and B at any time during the calendar years were not.   For the purposes of this report, utilization for the 
relatively small number of children who were enrolled in Primary Care Case Management in 2009 or 2010 is 
counted with utilization for all other children in HUSKY A.6 
 
Dental services claims were obtained from the Department of Social Services for utilization analyses. The methods 
used to determine utilization rates in 2009 and 2010 were the same as methods used by Connecticut Voices to 
report on dental care each year since 2000.   Dental services data for children in HUSKY A and B were searched for 
claims with selected procedure codes corresponding to dental care, including sealants, received by children 3 to 19 
and children under 3 in 2009 and 2010.7,8,9    The procedure code set is the same as that used by state Medicaid 
agencies to report annually to the Centers for Medicare and Medicaid Services (CMS).10  These results include far 
more detail about other factors associated with utilization (age, race/ethnicity, residence) than the data reported by 
the Department to CMS or to the plaintiffs’ attorneys.  In addition, 10-year trend data allow for detecting 
improvements.  
 
The results are reported in terms of unadjusted utilization rates, calculated by comparing the numbers of children 
with care to the numbers who were continuously enrolled during the period.   Differences between 2009 or 2010 
and utilization in recent years were determined by comparing utilization rates for services (rate ratios); differences 
that were highly significant (p<.001) are reported as either higher or lower than rates for previous years.    Because 
the sample size is so large, differences that were both statistically significant and meaningful in program terms are 
highlighted in the discussion section.  The number of children served in 2009 and 2010 is shown by type of service 
in the data tables that are posted with this report.11 
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The findings are subject to certain limitations associated with secondary analysis of administrative data and 
availability of data for this study:  The data were not audited for completeness or accuracy.  To the extent that the 
counts and rates reported herein might differ from counts and rates in other reports, the differences may be due to 
difference in the methods (i.e., continuously enrolled v. ever enrolled, calendar year v. federal fiscal year) and/or 
when the dataset was created by the Department for the analyses.   It was not possible to determine which if any of 
the children had dental services that were covered by third party payers or delivered by providers who did not 
submit claims.  The experience of children who were continuously enrolled may not be representative of all children 
who were ever enrolled that year.  In addition, utilization by continuously enrolled children may have been different 
than utilization by those who changed between HUSKY A and B.  Managed care encounter data were unavailable 
for counting oral health screenings and fluoride varnish applications provided by pediatric primary care providers in 
2009 and 2010.  Encounter data for dental emergency visits were also unavailable. Despite these limitations, the 
findings provide policy makers, agency staff, and child health advocates with data for assessing the effect of 
program changes on access to dental care and utilization.   
 
RESULTS 
 
HUSKY Program Enrollment Trends 
 
The findings in this report are based on utilization of health services by children who were continuously enrolled in 
the HUSKY Program.  In 2009 and 2010, the number of continuously enrolled children (155,155 and 175,658 
children 3 to 19, respectively) increased, compared with previous years.    In HUSKY A, the number of 
continuously enrolled children increased by almost 28,000 (18.8%) from 2008 to 2010.  The same enrollment trend 
was evident in HUSKY B (5,132 in 2009 and 6,043in 2010 were continuously enrolled).  Thus, for utilization rates 
to have increased, the program and provider network must have served many more children. 
 
Utilization Trends in HUSKY A 
 
Overall, utilization of children’s dental services in HUSKY A increased significantly.  In 2009 and 2010, the number 
and percentage of children 3 to 19 who had any dental care, preventive care, and/or treatment were significantly 
higher than the 2008 rates that occurred prior to the fee increase and carve-out from managed care (Table 1).   
 
Utilization of preventive care and treatment increased in every age group, every racial/ethnic group, and every 
language group in 2009 and 2010, compared with 2008.  Utilization increased in Bridgeport, Hartford and New 
Haven.  As in previous years, the highest preventive care rates were for school-aged children age 6 to 8 and 9 to 11, 
and for Hispanic children, relative to other age and racial/ethnic groups.   
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Table 1.  Children’s Dental Services in HUSKY A, 2009 and 2010 
 
 Children 3 to 19 with Dental Carea 

 2010 2009 2008 2007 b 2006 
       
Any dental care 68.1%* 68.0%* 56.3% 55.7% 51.9% 
      

Preventive care 59.2%* 62.7%* 48.4% 48.7% 45.3% 
      
Dental treatment 33.3%* 32.3%* 24.3% 24.6% 23.4% 
      
Sealantsc 22.1%* 22.9%* 17.6% 16.3% 16.1% 
      
aPercent of continuously enrolled children who had at least one service or visit. 
bEncounter records for 2007 were incomplete for HUSKY members enrolled in BlueCare Family Plan. 
cPercent of those with any dental care who had sealants placed. 
*Rate in 2009 or 2010 is significantly higher than the rate in 2008 (p<.001). 
 
After years of steady but largely unremarkable improvement since performance monitoring began, dental utilization 
increased dramatically for the first time (Figure 1).   In fact, in a two-year period when the number of continuously 
enrolled children increased about 19 percent, the number of children with preventive care increased over 45 percent 
and the number with treatment increased over 62 percent.   Over 32,000 more children had preventive care and 
over 22,000 more had treatment in 2010, compared with 2008.  
 
Figure 1.  Children’s Dental Care Utilization in HUSKY A Increased 
 
 

 
 

Utilization in HUSKY A Compared to HUSKY B 
 
Data for children in the HUSKY B Program were available for independent analyses for the first time since the 
HUSKY Program began in 1998.  The rates for any dental care and for preventive care were significantly higher in 
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both years than the corresponding utilization rates for children in HUSKY A (Table 2).  Dental treatment occurred 
at roughly the same rates for children in HUSKY A and HUSKY B. 
 
 

Table 2.  Comparison of Dental Utilization in HUSKY A and B, 2009 and 2010 
 
 Children with Dental Carea

 2010 2009 
 HUSKY A HUSKY B HUSKY A HUSKY B 
     
Any dental care 68.1% 72.8%* 68.0% 69.8%* 
     

Preventive care 59.2% 69.8%* 62.7% 68.9%* 
     
Dental treatment 33.3% 31.5% 32.3% 32.2% 
     
Sealantsb 22.1% 23.6% 22.9% 24.2% 
     
aPercent of continuously enrolled children who had at least one visit. 
bPercent of those with any dental care who had sealants placed. 
*Rate for children in HUSKY B in 2009 or 2010 is significantly higher than the rate for children in HUSKY A (p<.001). 
 
Pediatric and dental care professionals recommend that children have dental exams every 6 months.  In 2009 and 
2010, children in HUSKY A were more likely to have had two or more visits for preventive care than they were in 
previous years (Table 3).  The rates for recommended care in HUSKY B were significantly higher in 2009 and 2010 
than rates for children in HUSKY A. 
 
Table 3.  Children with Recommended Preventive Care, 2009 and 2010 
 
  Children with Two or More Visitsa 

 2010 2009 2008 2007 b 2006 
      
HUSKY A 39.6%* 44.7%* 30.9% 30.3% 31.0% 
      

HUSKY B 57.0%† 53.9%† NA NA NA 
      
aPercent of children with any dental care who had two or more preventive visits.  Data for HUSKY B prior to 2009 were not available. 
bEncounter records for 2007 were incomplete for HUSKY members enrolled in BlueCare Family Plan. 
*Rate in HUSKY A in 2009 or 2010was significantly higher than the rate in 2008 (p<.001). 
†Rate for children in HUSKY B was significantly higher than the rate for children in HUSKY A (p<.001). 
 
Dental professionals recommend placement of sealants to protect the biting surfaces of permanent molars from 
decay.  To achieve the greatest benefit, sealants should be applied soon after the teeth have erupted, at age 6 or so 
and around age 12, before the teeth decay. 
 
Overall, the percentage of children in HUSKY A that had sealants applied increased in 2009 and 2010, compared 
with 2008 (refer back to Table 1).   A comparison of age-specific rates for children in HUSKY A and HUSKY B 
shows that sealants were applied at about the same rates (Table 4).   
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Table 4.Sealants for Children in HUSKY A and B, 2009, 2010 
 
 Children with Dental Sealants a 

 2010 2009 
 HUSKY A HUSKY B HUSKY A HUSKY B 
     
6 to 8 31.2% 32.2% 32.6% 36.7% 
     
9 to 11 32.4% 27.8% 33.0% 31.6% 
     
12 to 14 33.3% 35.7% 34.6% 29.2% 
     
aPercent of continuously enrolled children with any dental care who had at least one sealant placed. 
Note:  Age-specific rates for children in HUSKY A and HUSKY B were not significantly different in 2009 or 2010 (p<.001). 
 
Dental Services for Children Under Age 3 in HUSKY A 
 
Historically, utilization of dental services by children under 3 has been low, despite the EPSDT schedule in the 
HUSKY Program that calls for an initial dental visit at by age 2.   Beginning in 2009, utilization increased 
significantly (Table 5).  In 2010, over 9,000 very young children had any dental care, more than double the number 
of very young children seen in 2008 (4,337).  The preventive care rate increased considerably for young children in 
Spanish-speaking households (48.3% with care, up from 19.5% in 2008).  The number and percentage of very 
young children who had dental treatment also increased dramatically. 
 
Table 5.  Dental Utilization by Children Under 3 in HUSKY A, 2009 

 Children Under 3 with Carea 

 2010 2009 2008 
    
Any dental care 37.3%* 29.3%* 21.1% 
    
Preventive dental care 32.3%* 24.1%* 13.7% 
    
Treatment 3.3%* 2.6%* 1.5% 
    

aPercent of continuously enrolled children who had at least one service or visit. 
*Rate in 2009 or 2010 is significantly higher than the rate in 2008 (p<.001). 
 
Racial/ethnic differences in utilization of needed health care suggest disparities in access to care.  Utilization 
differences are evident in dental care in the HUSKY Program.  In recent years, preventive care utilization rates in 
HUSKY A have been highest for Hispanic children and lowest for Black/African American children, with the 
largest difference (9.5 percentage points) evident in 2008 (Figure 2).   In 2010, the difference narrowed, but 
Black/African American children were still significantly less likely than Hispanic, White, or other non-Hispanic 
children (mainly Asian) to have had preventive care. 
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Figure 2.  Racial/Ethnic Differences in Utilization of Preventive Care Persist  
 

 
 
DISCUSSION 
 
Recently, the Institute of Medicine convened a committee of experts to develop strategies for improving oral health 
care nationwide, especially care for vulnerable and underserved populations. 12   Based on the principle that “good 
health requires good oral health,” the Committee formulated recommendations that include: 
 

 Integrating oral health care and overall health care, by expanding the role of non-dental health care 
professionals in oral health education, risk assessment, screening, a delivery of preventive services like 
fluoride varnish application; 

 Increasing provider participation in publicly funded programs, by setting Medicaid and CHIP 
reimbursement rates high enough to enhance provider participation, streamlining administrative processes, 
and supporting case management services; 

 Promoting research, including studies of measures of access, quality, and outcomes; and 
 Expanding the capacity of federally qualified health centers to deliver essential oral health services, with 

support for a variety of oral health care professionals and off-site dental care projects. 
 
In Connecticut, these strategies for expanding access to oral health care are already underway or within reach. 
 
Beginning in 2008, Connecticut took steps to improve access to dental care for children in the HUSKY Program.  
The combination of significant fee increases and fundamental changes to the administration of dental benefits led to 
increased utilization of preventive care and treatment in 2009 and 2010.  The number and percentage of children 
who received services in HUSKY A (Medicaid) increased significantly for the first time in years.    
 
Despite utilization trends that appear to be headed in the right direction, one of every three children did not receive 
preventive dental care.  There is definitely room for further program improvement.   
 
The Carr settlement included a multi-faceted approach to addressing long-standing problems with dental care access 
in Connecticut’s Medicaid program.  First, the state invested $80 million over four years to increase provider 
reimbursement for child dental services.  This fee increase was the first since 1993.  Second, the settlement required 
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the Department of Social Services to “carve-out” dental care from its risk-based contracts with managed care plans.  
After a competitive bidding process, the Department contracted with Benecare, Inc., for administration of customer 
services and provider network development under the Connecticut Dental Health Partnership.   The Department 
established a Dental Advisory Committee, with representatives from the Connecticut State Dental Association and 
subspecialty groups, the Connecticut Oral Health Initiative, the Connecticut Health Foundation, the Connecticut 
Dental Hygienists Association, the University of Connecticut School of Dental Medicine, and several state agencies.  
An additional $4.5 million funding was awarded to school-based and non-FQHC community-based dental clinics.13  
The settlement included stringent reporting requirements to inform plaintiffs’ counsel about progress made toward 
ensuring access to dental care for children.  In addition to reporting to the oversight council and the plaintiffs, 
researchers from the University of Connecticut School of Dental Medicine, with funding from the Connecticut 
Health Foundation, will conduct a comprehensive independent evaluation of the impact of the Dental Health 
Partnership.  The settlement agreement will expire in August 2012. 
 
In reports to the Medical Care Management Oversight Council, the Department has shown that provider outreach 
and recruitment resulted in a three-fold increase in dental practitioner participation in the Medicaid program.14  As 
of March 2011, there are over 1,200 participating dental practitioners (general dentists, pediatric dentists, dental 
hygienists, endodontists, and oral surgeons) in 732 dental service locations statewide.  Less than ten percent of 
providers report closed panels (not accepting new patients).  All HUSKY members have access to at least two 
providers within 20 miles (98.5% within 10 miles).  The Department also reported that the average wait time for an 
appointment has decreased steadily and is now less than 13 days.  In early 2010, the Department commissioned a 
telephone mystery shopper survey to determine the availability of primary dental care for HUSKY members.  The 
survey was conducted by United Way/2-1-1.  Results showed that nearly 90 percent of calls resulted in 
appointments for routine care in less than four weeks (11.2 days on average).    
 
According to the Department, the Connecticut Dental Health Partnership also ramped up customer service and 
community-based outreach.15  In the first 30 months of operation, the Partnership handled 180,000 client phone 
calls.  Dental Health Care Specialists contacted community agencies, faith communities, primary care providers, and 
hospital emergency departments with information about oral health care and how to get services.  The Partnership 
focused on outreach to pregnant women and work with community-based providers in Norwich to increase oral 
health care for pregnant women.   In addition, the Partnership offered assistance to families of over 1,000 children 
with special health care needs.    While the Connecticut Dental Health Partnership has not specifically targeted 
specific racial and ethnic communities, individualized outreach to non-utilizers and community-based outreach may 
have contributed to narrowing the utilization gap somewhat.    
 
The Department also addressed access to oral health care for very young children.  Effective November 1, 2008, 
pediatric primary care providers who complete a continuing education course can provide and bill for oral health 
evaluations and topical fluoride varnish applications for children under three.16  The course is offered by the 
University of Connecticut School of Dental Medicine, in partnership with the Connecticut chapter of the American 
Academy of Pediatrics and the Child Health and Development Institute’s EPIC program.   Encounter data for 
evaluation of this service expansion were not available for these analyses. 
 
Several findings warrant further investigation.  While the lawsuit settlement provisions pertained to services for 
children in the Medicaid program (HUSKY A), it is likely that the benefits of increased provider participation also 
affected access to care for children in HUSKY B (CHIP).  The reasons for higher utilization rate in HUSKY B, 
compared with rates for children in HUSKY A, warrant further investigation.  In addition, the persistence of 
utilization differences associate with race and ethnicity are troubling and should be monitored to determine whether 
the narrowing of differences observed in 2009 and 2010, relative to 2008, continues.   Emergency care utilization 
trends warrant further investigation when data become available.  In addition, trends in adult care utilization should 
be studied, in part to determine whether program improvements for children benefitted entire families. 
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RECOMMENDATIONS 
 

 Maintain the Medicaid dental reimbursement rates for children’s dental services that 
were established in the lawsuit settlement.    

 
 Continue oversight provisions beyond the lawsuit settlement expiration date in 2012. 

 
 Investigate reasons for higher utilization rates in HUSKY B. 

 
 Continue to monitor racial and ethnic differences in access to care and utilization and to 

investigate ways to reduce disparities. 
 

 Evaluate the impact of expanding pediatric primary care to include oral health 
assessment and prophylaxis for very young children. 
 

 Investigate trends in adult dental care utilization, including care for pregnant women 
before and after the special outreach initiative. 
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1Carr v. Wilson-Coker, No. 3; 00CV1050(D.Conn., Aug. 26, 2008). 
242 U.S.C. §§ 1396D(r)(3). 
3 Independent performance monitoring is state-funded in the line item “Children’s Health Council” in the Department of Social Services 
budget.  This label is a clear reference to the state-funded, Hartford Foundation-sponsored oversight council that monitored program 
performance from 1995 to 2003.  In 2004, state-funding and independent performance monitoring resumed under a new contract between 
the Department of Social Services and the Hartford Foundation, with a grant to Connecticut Voices for Children for conduct of the 
performance monitoring. 
4Contract #064HFP-HUO-03/10DSS1001ME-A1between the Connecticut Department of Social Services and the Hartford Foundation 
for Public Giving, April 1, 2010 to June 30, 2013.  With a grant from the Hartford Foundation, Connecticut Voices for Children conducts 
the HUSKY Program performance monitoring described in this state-funded contract. Annual reports on enrollment, preventive care 
(well-child and dental), emergency care, asthma prevalence and asthma care, and births to mothers with HUSKY Program or Medicaid 
coverage can be found at www.ctkidslink.org. 
5 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 relatively simple 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. 
6Beginning in February 2009, families had the option of enrolling in Primary Care Case Management (PCCM) (v. insurance company-run 
managed care), depending on where the family resided.  Enrollment in PCCM grew to 515 persons statewide by January 1, 2011, including 
384 in New Haven County (mainly in the Waterbury area). 
7 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 and T1015 codes for clinic visits.   
8Dental sealants: Encounter records with ADA code 01351 or state codes D1351 or 1351D (sealant-per tooth). 
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9Despite the October 1998 change in the EPSDT periodicity schedule calling for an initial dental exam at age 2, dental care utilization by 
children under 3 remains relatively low although there has been significant improvement in recent years. According to the CMS-416 reports 
submitted to the Center for Medicare and Medicaid Services, 8.0% and 8.5% of young children 1 to 2 received preventive dental care in 
federal fiscal years 2007 and 2008.  That rate increased to 15.9% in federal fiscal year 2009.   
10Centers for Medicare and Medicaid Services.  Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Report (Form CMS-
416).  Available at:  http://www.cms.hhs.gov/MedicaidEarlyPeriodicScrn/03_StateAgencyResponsibilities.asp#TopOfPage. 
11 Available at:  www.ctkidslink.org under Publications—Health and Mental Health. 
12 Institute of Medicine Committee on Oral Health Access to Services.  Improving access to oral health care for vulnerable and 
underserved populations (pre-publication copy).  July 2011.  Available free at:  http://www.nap.edu/catalog.php?record_id=13116. 
13 These grants ended September 30, 2010. 
14Connecticut Department of Social Services report to the Medicaid Care Management Oversight Council, April 8, 2011.  Available at:  
www.cga.ct.gov/ph/Medicaid under minutes for the meeting April 8, 2011. 
15 Personal communication, Donna Balaski DMD, Medicaid dental care director 
16Connecticut Department of Social Service policy transmittal 2008-20, October 2008.  As of September 2011, over 1,000 clinicians and 
staff have been trained;  254 physicians and mid-level clinicians have registered to provide and bill for children’s oral health services.  
(Personal communications, Joanna Douglass, BCS, DDS, UCONN School of Dental Medicine).   


