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According to the US Census Bureau, an estimated 
303,000 persons in Connecticut (8.6%) were 
uninsured for the entire year in 2011, including 43,000 
children under 18 (5.3%).1  The two-year average 
uninsured rate for children (5.8% in 2010-11) was 
essentially unchanged from the previous two-year 
period.2  An estimated 20,000 uninsured children 
under 19 lived in families with household income less 
than 200 percent of the federal poverty level.3  While 
Connecticut’s uninsured rate for children is far less 
than the national rate (9.4%), the number is high 
given that nearly all uninsured children in 
Connecticut are elig ible for coverage in the 
HUSKY Program.4

 
  

Eligibility and Affordability 
 
Eligibility and affordability affect health insurance 
enrollment decisions.  The following eligibility rules 

and cost-sharing apply to coverage for low income 
families that reside in Connecticut: 
 
HUSKY A (Medicaid): 
• Children under 19 who are US citizens or 

qualified immigrants (no waiting period) and live 
in families with income less than 185 percent of 
the federal poverty level (% FPL);5

• Parents and relative caregivers who are US 
citizens or qualified immigrants in the US for five 
years or more and live in families with income less 
than 185% FPL; 

   

• Pregnant women who are US citizens or 
qualified immigrants (no waiting period) and live 
in families with income less than 250% FPL.6

 
    

 
 
 

KEY FINDINGS 
 

Connecticut has been largely successful in enrolling children and their families in the HUSKY Program, especially 
during the recent economic downturn.   However, many children and families have difficulties staying enrolled, 
even when eligible and in need of coverage.  Key findings for 2011:  
 
• An estimated 76,000 children and adults were newly enrolled in the HUSKY Program.  This number was 

similar to the count in 2010, but down somewhat from previous years.  
 
• The number of new enrollees far exceeded the net increase in enrollment.  On average, net enrollment 

increased by just 11 for every 100 newly enrolled children and adults in 2011.  
 

Growth in Medicaid and CHIP is a function of both new enrollment and staying enrolled.  Eligibility and program 
cost affect a family’s decisions about applying and renewing coverage.  In addition, enrollment is affected by 
general economic conditions that affect employment and the availability of affordable coverage alternatives.  After 
having adopted strategies for simplifying applications, it is time for Connecticut to address the limitations of the 
eligibility management system, procedures, and staffing that make timely renewal of coverage possible.  As 
Connecticut builds its health insurance exchange, the eligibility management systems, policies and procedures must 
be fully integrated to ensure continuous, well-coordinated coverage for children and families in the HUSKY 
Program.    
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HUSKY B (CHIP): 
• Children under 19 who have been uninsured for 

two months or more, are US citizens or qualified 
immigrants (no waiting period), and live in 
families with income that exceeds the HUSKY A 
levels:7

− Band 1:  Family income 185-235% FPL:  No 
monthly premium, with copayments for some 
services;

   

8

− Band 2:  Family income 235-300% FPL: 
Premiums $30/child/month ($50/family/ 
month maximum), with copayments for some 
services;

  

9

− Band 3:  Family income at or above 300% 
FPL: unsubsidized premiums $270.36/child/ 

  

month, with copayments for some services.10

 
   

Strategies for Improving Coverage 
 
Outreach is an important strategy for reducing the 
number of uninsured children in Connecticut.  
However, state funding for outreach ended in 2009 
and federal funding for outreach ended in September 
2011.11  Fortunately, Connecticut families can still rely 
on the HUSKY application center, 2-1-1/HUSKY 
Infoline and community-based social service 
providers for information and HUSKY application 
assistance.  Community-based providers rely in turn 
on the Covering Connecticut’s Kids and Families 
coalition for up-to-date information on HUSKY 
Program developments.12

 
   

Connecticut has adopted strategies aimed at helping 
families get coverage and keep coverage.13  These 
policies and procedures that facilitate application 
processing and renewal include elimination of in-
person interviews, elimination of assets tests, use of a 
single application for Medicaid and CHIP, 
presumptive eligibility for all children, and 
administrative redeterminations (pre-filled renewal 
applications).   Based on adoption of these strategies 
and increased Medicaid enrollment, Connecticut was 
awarded a performance bonus of nearly $5.2 million 
in December 2011.14

 

  Connecticut has applied for a 
performance bonus for FY12. 

In recent years, several policy and program changes 
have affected HUSKY enrollment trends.  Eligibility 
was expanded for parents in 2007 and for pregnant 
women in 2008.15  Since 2006, applicants have been 

required to prove US citizenship and identity at the 
time of application or within a reasonable period after 
an application is filed; in most cases, this proof is now 
obtained electronically after the application is filed.16  
Premiums for some families with children in HUSKY 
B were increased mid-year in 2010, though the 
increase was later rescinded.17  Premiums for families 
with children in HUSKY B Band 3 were increased 
significantly in 2010 and will increase again on January 
1, 2013.18

 
 

The purpose of this study was to describe trends in 
new enrollment among children and adults in 
HUSKY A and children in HUSKY B.  This report 
on new enrollment in 2011 is part of a series on 
HUSKY Program enrollment dynamics issued by 
Connecticut Voices for Children.   For the purpose of 
this study, newly enrolled children and adults (parents, 
relative caregivers, and pregnant women) were 
defined as those who were not enrolled at any time in the 
12 months before they first appeared in the HUSKY 
enrollment database in 2011.19

 

  A crude “retention ratio” 
was calculated by comparing new enrollment to net 
enrollment changes from the end of one year to the 
end of the next.   

RESULTS 
 
Figure 1.  HUSKY Enrollment January 1, 2006-2012 

 
Source:  Department of Social Services’ reports to Medicaid oversight council.  

 
Overall, enrollment in the HUSKY Program grew 
steadily in recent years (Figure 1).  All of the 
enrollment growth has been in HUSKY A (Medicaid), 
not in HUSKY B (CHIP).  As of January 1, 2012, 
there were 271,093 children under 19 and 145,535 
adults in HUSKY A; there were 14,379 children 
under 19 in HUSKY B.20
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New enrollees:  In 2011, there were an estimated 
76,000 newly enrolled children and adults in the 
HUSKY Program (not enrolled in the previous 12 
months) (Table 2).   
 
Table 2. New Enrollees in the HUSKY Program 
 
 2011 

  

HUSKY A (Medicaid)  69,000 
Children under 19 40,500 

Adults 19 and over 28,500 
  
HUSKY B (CHIP)  6,925 

                Band 1  3,398 
                Band 2  2,444 
                Band 3  1,083 

  
HUSKY totala 76,000 

  

Note:  2011 estimate for HUSKY A is an actual count of new enrollees for 
January-November, plus an estimate for December that was based on 11-
month average number of new enrollees. 
 
The estimated number of new enrollees in 2011 was 
down somewhat from actual counts in the previous 
two years (Table 3).   However, the number of new 
enrollees in HUSKY B was up considerably from 
previous years, even though HUSKY B enrollment 
did not increase over this time period.   
 
Table 3. New Enrollment Trends, 2006-2011 
 
 HUSKY A HUSKY B HUSKY 

Total 
    

2011 69,000a 6,925 76,000a 

2010 79,469 1,507 80,976 

2009 89,281 5,594 94,875 

2008a 72,010 3,680 75,690 

2007b 70,760 4,231 74,991 

2006b 62,844 3,457 66,301 
a  2011 estimate for HUSKY A is an actual count of new enrollees for January-
November, plus an estimate for December that was based on 11-month 
average number of new enrollees. 
 
Net increase in enrollment: In 2011, the net 
increase in enrollment was less than in previous years 
and far less than the number of new enrollees in the 
HUSKY Program (Table 4).  Put another way, for 
every 100 new enrollees in 2011, HUSKY Program 

enrollment increased by just 11 children and adults 
over the one-year period. This “retention ratio” is a 
crude measure of whether enrolled children and 
parents keep coverage.  After increasing fairly steadily 
between 2006 and 2010, this ratio dropped 
precipitously in 2011.21

 
  

Table 4. Retention in the HUSKY Program, 2006-2011 
 
 

New 
HUSKY 

enrollees 

Net 
enrollment 
change a 

“Retention  
ratio” 

 
   

2011 76,000b   8,224   10.8 

2010 80,976 31,501   38.9 

2009 94,875 27,997   29.5 

2008 75,690 17,148   22.7 

2007 74,991 19,267   25.7 

2006 66,301 -9,096 -13.7 
“Retention ratio”:  Net increase (decrease) in enrollment for every 100 new 
enrollees in the calendar year.  
a Net enrollment = difference between total enrollment in December of that year 
minus total enrollment in December of the previous year.  For 2006-10, the net 
enrollment change was based on managed care enrollment reported by the 
Department of Social Services’ enrollment broker.  In 2011, the Department of 
Social Services did not report managed care enrollment in December.  Therefore, 
the net enrollment change was based on the difference between HUSKY A 
Medicaid enrollment (all coverage groups) in December 2011and HUSKY A 
Medicaid enrollment (all coverage groups) in December 2010, including some 
who were in fee-for-service Medicaid.   Because managed care enrollment was 
mandatory through 2011, net enrollment gains based on coverage groups were 
similar to the changes in managed care enrollment reported above. 
b 2011 estimate for HUSKY A is an actual count of new enrollees for January-
November, plus an estimate for December that was based on 11-month 
average number of new enrollees. 
 
DISCUSSION  
 
Growth in Medicaid and CHIP coverage for children 
is a function of both new enrollment (take-up) and 
staying enrolled (retention).22  Connecticut has long 
been successful in enrolling children and their families 
in the HUSKY Program, especially during the recent 
economic downturn.   However, the results of this 
study and earlier reports have shown that retention is 
problematic, especially for those renewing coverage.23

 
   

In addition to income eligibility levels and cost-
sharing, other factors affect whether families enroll 
and stay enrolled in publicly-funded programs:    
 
• Economic conditions:  During an economic 

downturn, demand for coverage and incentives 
for keeping coverage increase as jobs and 



 

Connecticut Voices for Children    
  

4 

employment-based health insurance are harder to 
find.  Trends in new HUSKY enrollment are 
consistent with an increased need for coverage 
during Connecticut’s recession (officially March 
2008-January 2010 in Connecticut) and slow 
economic recovery.    

• Outreach:  Community-based outreach and 
application assistance can help to ensure that 
eligible families know about publicly funded 
programs and enroll their children.  Just when 
there is increased need for publicly funded 
coverage, states like Connecticut are reluctant to 
invest public dollars in outreach campaigns that 
will increase enrollment and drive up program 
costs. 

• Problems with coverage renewal:  Connecticut 
has taken significant steps to simplify the 
application process.  However, similar attention 
has not yet been devoted to streamlining the 
annual renewal process.  Children and adults are 
at increased risk for gaps or loss of coverage at 
the time of renewal.24   Calls to HUSKY Infoline 
reveal that some gaps in coverage arise from 
administrative and procedural problems.25  
Renewal notices are difficult for families to 
understand and read at above the state’s 
guidelines.26  While some states have streamlined 
the renewal process so that it is entirely 
automated and seamless, Connecticut has not.   
One CHIPRA-funded outreach project was very 
successful in helping Connecticut families renew, 
with automated telephone reminders, timely 
verification of ongoing coverage, and 
personalized outreach to families who did not 
renew coverage.27

  

 Since funding for that project 
ended in September 2011 however, neither 
Connecticut’s Medicaid agency nor any 
community-based organization has adopted those 
effective methods for helping families stay 
enrolled.   

Urgent Need to Upgrade Eligibility 
Management 
 
Coverage continuity is an important dimension of 
quality in health care.  Gaps in coverage and loss of 
coverage disrupt ongoing care, result in unmet needs 
for care, contribute to poor health outcomes, and 
shift health care costs to families and providers.   
 

The Department of Social Services is struggling to 
manage its Medicaid eligibility system.28  The 
electronic eligibility management system (EMS) is 
almost 25 years old.   In May, efforts to modify EMS 
destabilized the system, with the result that EMS was 
down for 72 hours.   Many of the processes required 
to determine renew coverage require manual work-
arounds.  Notices to clients are embedded into this 
antiquated eligibility management system.   While the 
Medicaid and SNAP caseloads have increased 
significantly in recent years, the number of eligibility 
workers is currently less than the number employed in 
2002.29   Meanwhile, application volume is high:  In 
October alone, the Department received 47,468 
applications for services, including 18,000 for food 
stamps and nearly 34,000 for Medicaid coverage.30  
The Department has taken steps to address the 
problem. Repeatedly, the Commissioner has 
reminded eligibility staff about timely processing 
requirements for applications and renewals. The 
Department recently contracted with Xerox, Inc., the 
HUSKY enrollment broker, to manage timely 
processing of spend-down cases.  The Department 
has obtained verbal approval from the Centers for 
Medicare and Medicaid Services for replacement of 
EMS.  Meanwhile, lawsuits on delays in SNAP and 
Medicaid application and redetermination processing 
are pending.31

 
   

Integrating Eligibility Management Systems 
 
The Affordable Care Act calls for development of an 
integrated eligibility management system that will 
facilitate continuous coverage and seamless 
transitions between Medicaid, CHIP and insurance 
products available through the state health insurance 
exchange.  Lessons learned in monitoring enrollment 
and retention in Medicaid and CHIP are useful for 
anticipating and addressing the potential for gaps or 
loss of coverage.  Fluctuating income and changes in 
family composition will affect eligibility for health 
insurance options available beginning in 2014.  
Analyses of national data for low income adults 
suggest that more than 50 percent of low income 
adults may experience a change in program eligibility 
within a year, including a sizeable proportion that will 
lose and regain Medicaid coverage.32  To the extent 
that new eligibility determination functions are built 
on existing systems that will not be upgraded and 
fully integrated until 2015, it is critically important to 
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address the systemic problems that currently 
contribute to disenrollment and uninsured eligible 
children. 
 
RECOMMENDATIONS 
 
• Eligibility management system:  Invest 

NOW in upgrading the existing system and 
ensuring full integration with the eligibility 
management system that will support the health 
insurance exchange.  Ensure that health insurance 
exchange call center staff and Department of 
Social Services staff are cross-trained in eligibility. 

 
• Notices: Revise notices and electronically-

generated renewal forms NOW to ensure that 

families understand what they need to do to 
maintain coverage.  

 
• Staffing: Invest NOW in hiring, training, and 

accountability in the Department’s eligibility staff.  
Develop training materials that can be used to 
train both Medicaid eligibility workers and health 
insurance exchange call center staff  

 
• Outreach and application assistance:  

Invest NOW in the community-based programs 
that work with families and individuals who 
depend on Medicaid and CHIP coverage and will 
be likely to “churn” on and off the health 
insurance exchange products.   
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