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Keep It Simple:
Reduce Gaps in Children’s Health Coverage

Gaps in health coverage are costly to
Connecticut. Gaps in health insurance coverage for
Connecticut residents increase health care costs, as
uninsured residents rely on hospitals and safety net
providers for care.! When large numbers of children
cycle on and off the HUSKY health insurance
program it drives up the administrative costs of
running HUSKY and undermines efforts to provide
quality pediatric health care. Children who experience
gaps in insurance may also delay or forego care.

Continuous eligibility can reduce gaps in
children’s health care. Continuous eligibility (CE)
can address the “churning” that is common in
HUSKY, as families cycle on and off the program due
to temporary changes in their income. It allows
children a year of continuons eligibility for up to one
year after enrollment or renewal, regardless of
fluctuations in family income or changes in family
structure.

Low-income families experience more changes in
family structure, mobility, and wage fluctuations than
do those with higher incomes. For example, if a
parent worked extra hours during the holiday rush,
her child might become over-income for HUSKY A
for a month or two. Without CE, the family would
have to switch the child’s coverage to HUSKY B, and
then back to HUSKY A. Such transitions often result
in gaps in coverage. Recent studies have found that
such needless gaps are more common and are
growing longer:

» A national study found that 40% of those who
spent any time in Medicaid/SCHIP left but then
re-enrolled in one of these programs. 2

= In New York, 66% of the children who lost
coverage for Medicaid/SCHIP returned within 12
months. Less than 10% remained ineligible
because of income or family structure changes.?
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To combat this churning, 27 states have adopted
continuous eligibility in Medicaid, SCHIP, or both
programs.* In 2000, the State of Washington
reinstated CE in Medicaid and SCHIP after those
programs experienced a large decline in enrollment
due to the loss of CE.

There is evidence that CE, when combined with

notices to families encouraging them to renew their

children’s coverage?, helped more eligible children to

stay enrolled in HUSKY:

=  Between 2001 and 2003, enrollment in HUSKY A
increased by 15%.6

* During this time, an average of over 6,500
children who would otherwise have lost coverage
were kept enrolled in the CE coverage group each
month.

= A Connecticut Office of Health Care Access
survey found that children were less likely than
adults to experience fluctuations in health care
coverage during the time when CE was in effect.”

The elimination of CE in 2003 resulted in over 7,000
children losing their HUSKY coverage.®

Continuous eligibility should be restored as it

saves state dollars. Maintaining continuous

HUSKY coverage for families is cost-effective.

= Research shows that the monthly cost of
providing health care drops as individuals are
enrolled for longer periods.”

= A national study found that 12-month continuous
eligibility could /ower state administrative costs by
reducing the staff effort needed to process
applications. Reinstating CE for children could
reduce such costs between two and twelve
percent.!0

»  Children without continuity of care are more
likely to visit the emergency room and be
hospitalized, costing the state more money. One
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study found that these risks were higher for
children on Medicaid.!!

Continuous eligibility reduces provider costs and
improves care. Interruptions in coverage are costly
for managed care organizations and providers
struggling to maintain eligibility records.

* Recent studies of pediatric and dental providers
have found that provider participation in
HUSKY /Medicaid decreases as paperwork
concerns increase.

= Almost a quarter of Connecticut pediatricians
cited concerns with paperwork in HUSKY.!?

* The Connecticut Hospital Association estimated
that the loss of CE and self-declaration of income
could cost member hospitals $2.8 million.!3

Continuous eligibility prevents interruptions in
children’s health care. Children with continuous
coverage are more than four times as likely to have a
primary care provider (PCP) as children who go on
and off Medicaid. Furthermore, having both
continuous coverage and a PCP significantly
improves treatment for ear infections.!

Reinstating continuous eligibility: a cost-effective
strategy. Currently, the state legislature is
considering a variety of bills that would bring added
stability to the HUSKY program. Several bills
propose restoring continuous eligibility. The
legislature’s Office of Fiscal Analysis has estimated
the cost of reinstating this simplification strategy as
$2.8 million, with half the cost reimbursed by the
federal government.!>

Reinstating CE could decrease administrative costs,
increase provider satisfaction, and prevent
interruptions in children’s health care. Current gaps
in HUSKY are unnecessarily increasing administrative
costs and eligible children remain without the health
services they need.
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