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Connecticut is a small state with about 3.5 million residents. Despite a reputation of 
having a wealthy and highly educated population, Connecticut has thousands of families 
who are working but unable to make ends meet. This income disparity crosses ethnic, 
racial and geographic lines, making prosperity, education and health elusive, at best, for 
most of these families. Some examples: The median family income in Stamford is 
$88,492 as compared to Hartford’s $31,287.1 The cumulative four-year high school drop-
out rate in Bridgeport in 2006 is 22.4; the rate in West Hartford is 4.1.2 African 
Americans in Connecticut are twice as likely to die prematurely of heart disease as 
compared to whites, and 2.6 times more likely to die prematurely of cerebrovascular 
disease. Premature death due to stroke in black females is almost three times higher than 
white females. Puerto Rican teenagers are 3.5 times more likely to give birth than 
teenagers of all races and 7.3 times more likely to give birth than white teenagers.3 There 
are geographic cost of living disparities, too--based on Connecticut’s Self Sufficiency 
Standard, it costs a family of four about $57,000 to live in Stamford as compared to 
$44,000 to live in Windham.4 
 
THE CONNECTICUT ECONOMY 
 
Connecticut has been slowly recovering from an economic recession which began in 
2000.  Job growth in 2003 marked the beginning of recovery; between 2005 and 2007, 
there was an increase of 48,844 jobs.5 In 2008, the national housing crisis, high energy 
costs and fluctuating financial markets marked the end of a recession recovery as 
unemployment in Connecticut rose by one percentage point (July 2008, 5.4%).6 Median 
wage earners had a 1.4% increase in real wages from 2006 and a 2.7% increase from 
2000. The gap between the very rich and very poor continues to widen as very high 
wages pays 4.8 more than very low wages. Wage disparities in race/ethnicity are wider in 
Connecticut than in the United States overall, with the median wage that African 
American workers in Connecticut earn is only 72% of what white workers earn. The 
median wage for Hispanics is 61% of the median wage for whites.7 
 
As in other parts of the country, home mortgage foreclosures are on the rise. Foreclosures 
across the state were 40% ahead of last year’s pace, with 6,500 closings in the first four 

                                                 
1 US Census, American Community Survey, 2006, income is inflation-adjusted for 2006 dollars. 
2 CT Dept of Education, CT Drop-out Rate. 
3 Connecticut Health Foundation, Community Health Data Scan for Connecticut, March 2007. Available 
online at www.cthealth.org/matriarch/default.asp.  
4 CT Voices for Children, “Just Who are Connecticut’s Middle Income Families? March 2007 – The Self 
Sufficiency Standard is a measurement of actual costs to earn a living.” 
5 Connecticut Department of Economic and Community Development, “The Connecticut Economic 
Digest,” June 2008. Available online at www.decd.org.  
6 Connecticut Voices for Children, “The State of Working Connecticut, 2008: Wage Trends – Executive 
Summary, August 2008. Available online at www.ctkidslink.org. and Connecticut Department of Labor, 
“Labor Market Information,” available online http://www1.ctdol.state.ct.us/lmi/unemploymentrate.asp.  
7 Ibid. 
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months of 2008. A town-by-town analysis of 16 months of Connecticut home mortgage 
data through the end of April 2008 shows that Windham County is hardest hit, with 23 
foreclosure-related filings for every 1,000 households, compared with 17 in the state as a 
whole. Analysts are worried that other drivers of recession, such as the high costs of 
energy and loss of employment may increase the rate of mortgage foreclosures in the 
state.8 
 
Unemployment 
 
As of July 2008, the unemployment rates in Connecticut’s largest cities, Hartford, 
Bridgeport, New Haven and Waterbury were 11.4%, 9.1%, 9.2%, and 9.7%, respectively, 
while Connecticut’s overall unemployment rate was 5.4%.9 
 
Minorities have higher rates of unemployment in Connecticut. A breakdown of 
unemployment by race shows that in 2006, the unemployment rate of whites in 
Connecticut was 3.3%; blacks, 8.3% and Hispanics, 8.2%. Hispanics in Connecticut have 
much higher unemployment rates than Hispanics in the Northeast (6.7%) and the U.S. 
(5.2%). Minorities are disproportionately represented as under-employed. Under-
employment is defined as those who are unemployed and have stopped looking for work 
due to lack of prospects; those employed part time who would rather have a full time job; 
and those who cannot work because they have a significant job barrier. In 2006, 15% of 
Hispanics were under-employed as compared to 13.9% of blacks and 6.1% of whites.10 
 
Poverty 
There has been no statistically significant change in Connecticut poverty rates between 
2000 and 2007. New Census data (August 2008) show that 269,000 residents or 7.9% of 
the total population of Connecticut have incomes below the Federal Poverty Line (FPL) 
and 86,000 children (10.6%) live in families with incomes below the FPL.11  
 
By town, Hartford leads in the percentage of persons living below FPL at 31.2%, 
followed by New Haven (22.1%), Waterbury (19.4%), Bridgeport (18.4%), New Britain 
(14.2%), Danbury (8.1%), Stamford (7.8%), and Norwalk (5.3%). 
 
The Uninsured 
 
Connecticut is one of five most expensive states for cost of living, including groceries, 
housing, utilities, health care, transportation and miscellaneous goods.12 When working 
families don’t make enough money to pay for food, rent and living expenses, health 
insurance premiums become unaffordable. The estimated figure for Connecticut’s 
                                                 
8 The Hartford Courant, “Foreclosures Hit Connecticut Cities, Eastern Towns Hard, “ by Kenneth R. 
Gosselin, June 15, 2008. 
9 Connecticut Department of Labor. 
10 Connecticut Voices for Children, “The State of Working Connecticut,” 2007. 
11 Connecticut Voices for Children, “Poverty, Income and Health Insurance in Connecticut: Summary of 
2007 U.S. Census Data,” August 26, 2008. 
12 Connecticut Voices for Children, “The State of Working Connecticut, 2008: Wage Trends,” citing an 
analysis from the Economic Policy Institute of the Census Bureau’s Current Population Survey. 
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uninsured in 2007 is 326,000 individuals or 9.4% of all residents.13 Based on a 
comparison of two-year average uninsured rates, this represents a statistically significant 
decrease in the total number of uninsured residents in 2006-2007 when compared to 
2004-2005 (9.4% vs. 10.9%). There was no significant change in the number of children 
uninsured in Connecticut. Of Connecticut children under age 18, 43,000 or 5.2% lacked 
insurance for the entire year of 2007. 
 
The estimated number of uninsured from the state’s Office of Health Care Access 
(OHCA) has been consistently fewer than the U.S. Census’s count. OHCA has published 
a notice about the difference, stating that they believe the Census count is similar to 
OHCA’s count of persons uninsured during some part of the year, rather than for the 
entire year and that the Census’s methodology may account for over-reporting of the 
uninsured or errors in respondent’s answers. For a comparison of the two reports, see 
http://www.ct.gov/ohca/site/default.asp.  
 
OHCA’s annual report gives a profile of the uninsured. The uninsured in Connecticut 
(61%) are predominantly working adults, most of whom work full time.14 Sixty five 
percent of these workers are employed by companies that do not offer health benefits and 
13 percent are not eligible for their employers’ coverage. More than half of the uninsured 
are minorities; an estimated 36 percent or 84,000 adult Hispanics are uninsured, the 
majority of whom are not U.S. citizens.15 Sixty two percent of those currently uninsured 
have been without coverage for at least a year. Low income is a predictor for uninsured 
status. A family of four earning 100 percent of the federal poverty level is 12 times more 
likely to be uninsured than one earning 300 percent of the federal poverty level. The 
largest age group of uninsured people is 19 to 39 years. Children and the elderly are 
generally insured through public health insurance, such as Medicaid or Medicare. 
 
Erosion of Employer Sponsored Insurance 
 
Connecticut employees are paying more for health insurance premiums and those that 
cannot afford the high rates are opting to go without insurance. Between 2000 and 2006, 
health premiums in Connecticut rose by 77%, while median earnings rose by 13.2%.16 
Family coverage plans are significantly more expensive in Connecticut than those in New 
York, Massachusetts and Rhode Island.17 According to the Connecticut Health Insurance 
Policy Council, Connecticut is the third state with the highest number of insurance 
benefits mandates, the sixth highest in hospital costs, the third highest in medical 
malpractice claims paid and the highest in nursing home costs.18 Many employers have 
stopped offering insurance due to the high policy rates. Insurance offered by employers 
(ESI) dropped between 2000 and 2004 by 5.7 percentage points. 
                                                 
13 Connecticut Voices for Children, “Census Data Show Decline in CT Uninsured,” August 2008. 
14 Connecticut Office of Health Care Access, “Databook: Health Insurance Covered in Connecticut—
Results of the OHCA 2006 Household Survey,” January 2007. 
15 Office of Health Care Access, “Summary Results from OHCA’s 2006 Hispanic Adults Survey,” March 
2007. 
16 Kaiser Family Foundation, press release, October 26, 2006. 
17 CT Health Policy Project, Policymaker Issue Briefs, No. 36, May 2007. 
18 CT Health Insurance Policy Council, Inc., “A Framework for Health Care Reform for Connecticut.” 
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HUSKY Enrollment Fluctuations 
 
The availability of state insurance to low income children and their parents/caregivers can 
mediate the increasing numbers of uninsured. Prior to the state’s efforts to increase 
HUSKY enrollment in July 2007, the Medicaid program had been slowly eroding by 
years of policy or administrative changes that have limited eligibility and confused 
consumers, many of whom do not renew their applications. The following are highlighted 
program changes made since 1998:  
 

• Self declaration of income, established July 01; eliminated July 05; restored July 
06; 

• Coverage for parents at 100-150% FPL, eliminated April 03; restored July 05; 
increased to 185% in 07; 

• Coverage of legal immigrants in country less than five years, eliminated July 03; 
restored July 04; 

• Continuous eligibility eliminated April 03; 
• Self declaration of citizenship and identity, eliminated July 06 (federal law) 
• Transition medical assistance, cut back from 24 months to 12 months July 05; 

biggest impact in July 06; 
• HUSKY B premiums, raised Feb 04; lowered June 04; raised July 05; lowered 

Nov 05; 
• Outreach and enrollment support established in 1998; cut back in 2001-03; raised 

in 06 but not to previous levels19 
 
Connecticut’s Medicaid program, HUSKY A, experienced a severe decline in July 2006, 
when the fall-out from previous years’ state policy took its toll. The HUSKY program 
lost 8,786 children and 6,093 adults from June to July 2006, the largest drop in the 
history of the program.20 This drop was attributed to the time reduction from two years to 
one of transitional medical assistance (TMA), enacted in July 2005, despite managed care 
organizations and DSS notices to members to renew their application. Enrollment 
recovery was slow—by December 2006 increases in enrollment accounted for only 58% 
of the overall loss.  
 
In July 2006, documentation for citizenship was required for all Medicaid applicants, 
which created another barrier for new HUSKY applicants and resulted in a backlog of 
pending new and renewal applications. Moreover, the documentation requirement has 
resulted in administrative costs for extra staff, and the state risks the loss of federal 
reimbursement if new applicants are not approved. 21 Both DSS and the managed care 
organizations were criticized for the program’s access to care problems. A “Mystery 
Shopper” survey conducted in fall 2006 showed that only 26% of calls to schedule a 
                                                 
19 CT Voices for Children, “Covering CT’s Children: How Policy Changes Affect HUSKY Program 
Enrollment, November 2006.  
20 CT Medicaid Managed Care Council, Quarterly Report, 3rd and 4th quarters 2006 
21 Connecticut Voices for Children, “New Federal Medicaid Citizenship and Identity Documentation Rules 
Causing Delays in Accessing HUSKY A Coverage,” Revised March 14, 2007 
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primary care visit resulted in a scheduled visit. Between June 2005 and 2006, 
Connecticut’s Medicaid overall enrollment dropped by 3 percent.22 
 
In July 2007 the state stepped up its efforts to increase HUSKY enrollment by expanding 
eligibility to parents/caregivers of HUSKY children to 185% FPL and funding 
community-based outreach. In her state of the state address, Gov. M. Jodi Rell said that 
the number of HUSKY recipients rose by 16,100 during August 2007-January 2008.23 
The state enrollment broker, ACS, reported that between January 1 and June 1 2008, a 
total of 9,321 individuals joined the HUSKY A plan—4,645 were children under the age 
of 19 and 4,576 were parents/adult caregivers. During the same period, 268 individuals 
were newly enrolled into HUSKY B membership.24 
 
CHANGES IN MEDICAID MANAGED CARE IN CONNECTICUT 
 
In late 2004, New Haven Legal Assistance Association filed a request under 
Connecticut's freedom of information law to get health-maintenance organizations to 
disclose how often the HMOs' computers rejected pharmacy requests for Medicaid 
clients.  The court determined that the Medicaid Managed Care Organizations (MCOs) 
performed a government function and demanded more accountability and disclosure by 
the MCOs.  In November 2007, when two MCOs (Anthem and HealthNet) that 
participated in the state SCHIP program known as HUSKY refused to comply with 
public accountability standards under the Freedom of Information Act, Governor M. Jodi 
Rell ordered the State of Connecticut Department of Social Services (DSS) to assume 
responsibility for direct operations of HUSKY under a Prepaid Inpatient Health Plan 
(PIHP) until a new procurement for the HUSKY program and the Charter Oak Plan could 
be undertaken. All HUSKY clients were serviced and billed as “traditional” or fee-for-
service Medicaid, and the managed care organizations have functioned as administrative 
services organizations only since April 1, 2008.  Two Medicaid MCOs declined to 
participate in an administrative capacity only, forcing DSS to transfer 120,000 Medicaid 
enrollees to other companies or to traditional fee-for-service Medicaid.  For some 
patients, it meant delays in care, seeing providers who were unfamiliar to them or 
required travel to facilities that were far away. 
 
In early 2008, DSS posted a combined RFP for both HUSKY and the Charter Oak Plan. 
The State plan was to sign new contracts by July 1 with three MCOs who pledged to 
abide by the public-disclosure requirement, despite the fact that two of the potential 
MCOs had no existing HUSKY networks of doctors, hospitals and other health-care 
providers. By the end of the year, some 226,000 Husky enrollees would have be 
reassigned -- some for the second time. 
 
Advocates were concerned that if the HUSKY/ Charter Oak Plan rolled out as planned on 
July 1, 2008, HUSKY consumers will have to yet again choose another provider plan, or 

                                                 
22 Kaiser Family Foundation State Health Facts, statehealthfacts.org 
23 Current enrollment in HUSKY A program is 316,976; HUSKY B is 16,239 (Medicaid Managed Care 
Council, March  2008) 
24 Medicaid Managed Care Council meeting minutes, June 2008. 
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be assigned to a plan by default. According to Atty. Sheldon Toubman, over 40% of 
HUSKY members did not respond to the April 2008 notice which asked them to choose a 
plan. This transition would affect 238,000 individuals. 
 
 
A letter dated June 9, 2008 by Governor M. Jodi Rell to Senate leadership to update the 
legislators on the HUSKY/Charter Oak plan negotiations pledges that there will be no 
gaps in HUSKY coverage during this transition. The plan is to implement a gradual 
transition of HUSKY members to the new insurance contractor over a six month 
period—up to December 31, 2008. However, advocates are concerned that two of the 
three HMOs that are currently negotiating with DSS for the HUSKY/Charter Oak 
contract do not have HUSKY provider networks. 
 
The Governor’s letter contained a timeline for the program roll-out: 
 

• On or before July 1 – Applications available for Charter Oak Plan 
• July 1-31, 2008 – First group of applications are processed to determine eligibility 

for subsidized coverage 
• Once accepted into the program, individuals will be provided information to 

select a participating insurer/health plan 
• Insurance services will start on the first day of the month following timely 

enrollment in a plan 
 
Charter Oak program characteristics: 

• Credible affordable health coverage for adults who do not have employer 
sponsored insurance and do not qualify for HUSKY, Medicaid or Medicare. 

• Premium assistance component monthly payments as low as $75 for low income 
residents. Monthly premiums will be based on a sliding scale for enrollees with 
incomes under 300% of the federal poverty level. 

• Charter Oak’s annual deductible will be on a sliding scale for individuals with 
incomes under 300% of the federal poverty level. These fees will range from $150 
to a maximum of $900 for all incomes. 

• Prescription package with a three-tiered copay. The lowest copay for a generic 
drug would cost $10. 

• Enrollees with pre-existing medical conditions will be accepted and covered 
• 20% copays for labs, x-rays and other diagnostic tests 
• Copays for prenatal, postnatal and preventative care would be lower than regular 

office visits, encouraging consumers to utilize these services 
• Mental health and substance abuse treatment benefits 
• The annual pharmacy benefits were raised to $7,500 and durable medical 

equipment benefits was provided to $4,000; full limitation exclusions for diabetic 
and ostomy supplies 

• The plan is projected to serve approximately 19,200 patients in FY2009; 24,800 
in FY2010 and 47,200 in FY2011 

Connecticut Health Center Association of Connecticut 6



• DSS will offer a toll-free consumer information phone line, a user-friendly 
website, public information materials, common application and enrollment service 
centers for Charter Oak and HUSKY 

 
The new plan is rolling out by county, based on whether there is an adequate network of 
providers for the two new MCOS—Aetna and Americorp. Middlesex County was the 
first county where the plan was rolled out, although advocates still question whether the 
network is adequate.  
 
“Carve Out” Plan for HUSKY Dental Services 
 
The history of Connecticut’s dental carve-out goes back to a 2000 lawsuit against the 
state for not providing adequate dental services to children with Medicaid. Connecticut’s 
dental provider population for the underserved has long been deemed inadequate--- of 
2,237 dentists practicing in the state, only about 100 — a mere 4 percent — were 
available to treat large numbers of impoverished families. Recently, public clinics have 
been overwhelmed with patients while some school-based clinics that provided cleanings 
and check-ups were forced to cut back because of rising costs and stagnant payments. 
The crisis was apparent and caught the eye of legislators and the public when 1,000 
people showed up for a free dental care clinic in April 2008.25 At least one million 
residents and possibly 1.5 million—more than one-third of the state—do not have dental 
insurance according to the state dental association.26 
 
The lawsuit was finally settled in April 2008, with a settlement sum of $20 million 
appropriated to increase rates in Medicaid reimbursement for dental services, effective 
April 1, 2008. The lawsuit also prompted the state to carve out dental services to be 
managed and administrated to a single administrative services organization (ASO). An 
RFP was issued with the following policy provisions: 
 

• The ASO and participating MCOs will work together on primary care education 
and initiatives to improve ease of referral from primary care to the dental network. 

• Pediatricians will be able to receive reimbursement for provision of dental screens 
and fluoride treatments to children under 3. 

• Participating MCOs will be responsible for dental non-emergent medical 
transportation for HUSKY A members; hospital ED services related to dental 
emergencies, operating room services or same day surgery suites (excluding 
dental procedures) and oral surgery services performed by an oral and 
maxillofacial surgeon. 

 
BeneCare Dental Plans was chosen to be the new ASO for HUSKY A and B, Medicaid 
fee-for-service and the SAGA program, serving 400,000 patients. Specific to the RFP, 
BeneCare must maintain a Connecticut office including a patient call center and a team of 
Dental Health Care Specialists to perform care coordination, case management, 
community based outreach and oral health  education. The State contractor for billing, 
                                                 
25 Hartford Courant, “Settlement May Help Poor Get Dental Care,” by Hillary Waldman, May 16, 2008. 
26 Hartford Courant, “Dental Needs Unmet,” by Colin Poitras, April 15, 2008. 
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EDS, will process provider enrollment and claims payment. Aggressive recruitment of 
providers has begun and will continue through September 2008. Targeted mailings to 
members and community based activities to inform members of the new plan and 
services will be available soon. The official date of the carve-out was rolled back to 
September 1, 2008. It is expected that it will take a year for the plan to be fully rolled out. 
 
It has been reported that for-profit dental centers have been moving into FQHC service 
areas in Connecticut to take advantage of the rate hikes and the possibility that large 
numbers of Medicaid patients will be seeking care.   These enterprises have been reported 
to “skim off” profits by offering preventive services and limited restorative services, 
leaving Medicaid dentists with patients who need more expensive, restoration work. 
More serious cases concerning fraud have been reported.27 
 
Pharmacy Carve-Out 
 
The State of Connecticut has been interested in a pharmacy carve-out as early as 2003, 
and even proposed legislation in 2004. It was not until December 2007 when the 
Governor terminated contracts with the managed care organizations for HUSKY that a 
pharmacy carve-out was realized. As the State scrambled to issue RFPs for new MCOs, 
pharmacy benefit plans were designed for both HUSKY and the Governor’s Charter Oak 
health plan. Effective February 1, 2008, HUSKY members were instructed to access their 
pharmaceutical services through the Department of Social Services’ Preferred Drug List, 
rather than the MCOs’ pharmacy list. The managed care organizations would no longer 
manage or pay claims for pharmacy services. FQHCs that operate 340B pharmacy 
programs are working with DSS to get an increase in dispensing fee.  The current 
dispensing/administrative fee of $8 is well below the real cost of $17.00 which is the 
amount the FQHCs have requested, retroactive to February 1, 2008. 
 
HEALTH CENTER EXPANSION 
 
Department of Public Health Funds 
 
The 2007 legislature passed legislation to apportion a total of $5 million to community 
health centers ($2.5 million for FY 2008 and 2009) to cover infrastructure improvements 
and to fund non-emergency transportation. The State Department of Public Health issued 
an RFP to the FQHCs for infrastructure improvements and all 13 FQHCs received grant 
awards of varying amounts which took into consideration their volume of uninsured 
patients.  
 
On behalf of all FQHCs and in collaboration with CHCACT, Generations Family Health 
Center in Willimantic Connecticut, successfully applied for the non-emergency 
transportation funds.  The proposal was for a statewide transportation plan for community 
health center patients. Funding for an outside transportation contractor was budgeted to 

                                                 
27 In Washington DC, a television station aired an investigative story of a for-profit Medicaid contractor 
that promoted unnecessary treatment, such as multiple crowns. 
http://www.wjla.com/news/stories/1107/469955.html  

Connecticut Health Center Association of Connecticut 8

http://www.wjla.com/news/stories/1107/469955.html


cover all long distance rides for patients. Each FQHC will receive an equal amount to be 
spent on transportation for short distance trips   Health centers will purchase bus tokens, 
taxi vouchers or support their existing transportation vans, or hire additional 
transportation staff. 
 
 
 
 
Department of Social Services Funds 
 
The legislature mandated that health centers receive $9 million ($4.5 million in each of 
fiscal years 2008 and 2009) for infrastructure and/or expansion of health centers. An RFP 
was issued that required expansion of clinic hours: three weekday evenings until 8:00 pm 
and four hours on Saturday. FQHCs may reconfigure these hours but in any case must 
expand by at least 13 hours and at least four hours on Saturdays. The grant also included 
money in the budget for the salaries of Department of Social Service eligibility workers 
to be stationed at each health center. Because the timing of the grant award was so late 
into fiscal year 2008, $4.5 million was rescinded for fiscal year 2009. The eligibility 
workers will be stationed in fiscal year 2009. It is expected that these workers will be 
exempt from the statewide freeze on hiring state workers.  
 
CMS Emergency Room Diversion Grant Awarded to Connecticut 
 
It is well documented that many people who are uninsured do not see their providers for 
preventive care;28 many will go to the hospital’s emergency department to address acute, 
but non emergent health problems. At a legislative roundtable, Connecticut Hospital 
Association representatives noted that Connecticut hospitals provide one million basic 
primary care (non-urgent) clinic visits and 500,000 emergency department visits for non-
emergent complaints. This has created a financial burden on hospitals ($170 million in 
uncompensated care costs in 2005)29 and has crowded emergency departments: its 
repercussions of costs are affecting everyone in Connecticut. The Governor’s Hospital 
System Strategic Task Force met throughout 2007-08 and issued a report with 
recommendations. Some recommendations included improving Medicare and Medicaid 
reimbursement, reducing workforce shortages and inappropriate use of emergency 
departments. CHCACT successfully competed for a CMS ER Diversion grant and will 
receive $793,558 for a two-year period. 
 
The Department of Social Services will contract with CHCACT  (the Connecticut 
membership association for FQHCs)  to utilize a web-based application to connect 
providers in federally qualified health centers (FQHCs) and hospitals in designated 
communities throughout the state to create a common platform to search and schedule 
appointments for Medicaid enrollees. The My Health Direct web portal facilitates access 
to primary care for Medicaid recipients by removing barriers patients face to obtaining 

                                                 
28 Recently, cancer researchers have discovered a direct correlation between insurance status and severity 
of disease (American Cancer Society). 
29 Office of Health Care Access, Annual Report, April 2007. 
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primary care appointments and enhancing linkages between emergency departments and 
community-based primary care providers. The My Health Direct system is also available 
to schedule appointments 24 hours a day, 7 days a week, 365 days a year.  
 
LEGISLATIVE DEVELOPMENTS 
 
Health care reform was one of the most compelling issues of the 2007 legislative session, 
along with high energy costs, education and eminent domain. With a two-thirds 
Democrat majority elected to the General Assembly and a budget surplus estimated at 
$800 million, lawmakers saw an opportunity to push health care reform. Health advocates 
and coalitions were urging leaders to invest in a long term health care plan. Perhaps in 
response to other states’ universal health care reforms and certainly in response to the 
voices of Connecticut residents, there were nine health care reform bills introduced to the 
legislature, including one by the Governor. 
 
Two months before the end of the legislative session, the Office of Fiscal Analysis 
analyzed a single payer system health care plan and priced it at nearly $18 billion, which 
forced lawmakers to take a reality check on the goal of universal health care. According 
to the Connecticut Business Policy Council, Connecticut spent $22 billion on health care 
for 3.5 million residents in 2004, putting the $18 billion price tag in perspective. 30 
 
Senator Don Williams, Senate President Pro Tempore (D) crafted a bill that would 
provide coverage to 40% of the uninsured (140,000) at a cost of $450 million. Senator 
Williams’ bill would expand the Medicaid program, taking advantage of the federal 
reimbursement (50% for HUSKY, 65% for S-CHIP) and raise the reimbursement rates 
for Medicaid providers to provide access for more people. The expenses rendered by the 
bill would conflict with the state’s imposed spending cap, which the Governor was not 
willing to change. Governor Rell’s health care plan called for health insurance companies 
or HMOs to step forward and offer coverage at affordable rates (under $250 per month) 
that “most” families could afford.31 On the last day of the legislative session, the Senate 
produced a bill under “emergency certification” which allowed them to combine several 
health bills. The result was a scaled-back version of Senator Williams’ health bill 
combined with the Governor’s Charter Oak plan. Both parties claimed victory and a long 
and contentious budget debate ensued, with an agreement to increase health care 
spending by $400 million in fiscal years 2008-09.32 
 
Health care reform items included in the new two-year budget were: 
 

• HUSKY expansions: parents of HUSKY children eligibility raised to 185% of 
FPL; increase pregnant womens’ coverage to 250% FPL; extend HUSKY 
coverage to newborns up to one year; make medical interpreters reimbursable by 
Medicaid 

                                                 
30 Hartford Courant, “Health Plan Sticker Shock,” April 10, 2007 
31 CT Voices for Children reports that premiums for HUSKY B families, who have higher incomes, are a 
barrier for enrollment 
32 Hartford Courant, “Budget Negotiators Give to Get Deal,” June 21, 2007 
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• Increase Medicaid rates: Hospitals by 9%, physicians 50%, clinics 40%,33 Dental 
40%, Vision 40% 

• Increase HUSKY MCO rates 
• $5 million funding for school based health centers 
• $9 million FQHC grant for infrastructure expansion (DSS) 
• $5 million Community Health Center grant (DPH) 
• Funding for Primary Care Case Management pilot, nursing workforce, childhood 

lead prevention program, children’s behavioral health, birth-to-three, Katie 
Beckett fully funded 

• Establish two state task forces to research mechanisms for making future 
universal health care affordable and sustainable:  

 The Healthfirst Connecticut Authority was mandated with a directive to 
evaluate alternatives for providing health care for all state residents including 
a single-payer system and employer-sponsored insurance; make 
recommendations for containing health care costs and improving health care 
quality; and make recommendations on financing insurance for residents 
such as maximizing federal funding for subsidies, contributions from 
employers, employees and individuals. The panel must make 
recommendations by December 1, 2008. The 12-member panel is appointed 
by legislators and the governor to represent the community, labor, hospitals, 
consumers, insurance companies, businesses, and those with technological 
expertise.  Several FQHC senior leaders serve on its Quality subcommittee 
and Cost Containment Subcommittee.   

 
 Statewide Primary Care Access Authority – This authority must develop a 
universal system for providing primary care services including prescriptions 
drugs for all residents. A plan must be developed by December 31, 2008 and 
implemented by July 1, 2010. The task force is charged with making an 
inventory of all current primary care resources to include providers and 
buildings in which primary care services are delivered and to identify needs 
and gaps where increased infrastructure is needed to implement a universal 
primary care system. The CHCACT CEO serves on this task force.  

 
 Governor’s Hospital System Strategic Task Force – The purpose of this task 

force is to stabilize and plan strategies to keep hospitals fiscally afloat. Task 
members include state agency commissioners, representatives from labor, 
hospitals, clinics and legislators. The Task Force has three subcommittees: 
Financial Structures, Utilization and Planning and Workforce Issues. 
Subcommittees must develop and present recommendations for stabilizing and 
promoting the long-term viability of financially healthier hospitals, and for 
addressing the related issues of healthcare workforce shortages, hospital-
related costs drivers, and emergency room overcrowding, including the 
availability of community services for children and adults with mental health 
needs.  

                                                 
33 The rate does not pertain to FQHCs. 
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The 2008 Legislative Session opened on February 6, 2008. The Governor presented her 
budget proposal for FY09,34 which the press characterized as “cautious” in light of her 
low-spending plan. Concerned about the projected decrease in personal income growth 
for FY09, the Governor and the General Assembly decided not to amend the biennial 
budget and instead implemented a 3% rescission to all state agency spending. 
 
Two weeks after the session ended, the Governor’s office estimated a $150 million deficit 
for fiscal year 2009. She immediately made $125 million in program cuts affecting 
human service, education, and cultural programs. The Governor’s cuts include $395,328 
in AIDS services, $2.8 million in pharmaceutical assistance to the elderly and $5.7 
million to State Administered General Assistance — one of the state's major welfare 
programs. Temporary Assistance to Families, another major welfare program, was cut 
$1.9 million. 
 
The Governor vetoed several bills that health advocates and advocates for the poor had 
promoted. Bill 5536, “An Act Establishing the CT Healthcare Partnership” would have 
allowed non-profits and municipal workers to pool into the state employees insurance 
program, thus saving health care costs for many employers and workers. SB 678, “An 
Act Concerning a Community-Based Health and Human Services Cabinet” would have  
brought together top state officials and knowledgeable human service providers to 
develop a long-term funding solution for private nonprofit providers who contract with 
the state to provide services on its behalf. Advocates were pleased when the legislature 
overrode the Governor’s veto to increase the state’s minimum wage. The law will now 
increase the wage from the current $7.65 an hour to $8 on Jan. 1, 2009, and to $8.25 in 
2010. About 65,000 of the state's 1.7 million workers — less than 4 percent of the 
workforce — are paid the minimum wage. 
 
In September 2008, the State’s Comptroller announced a state surplus of $83.4 million 
for State FY2008, most of which was invested in winter fuel cost relief for needy 
residents. Anticipating a budget deficit in the 2009 fiscal year, Governor Rell ordered a 
round of cuts of up to $145 million, in addition to the $140 million budget cuts she 
implemented in July 1. 
 
CHCs and the National Debate on Health Insurance 
 
Through expansion grants and state bonding monies, Connecticut community health 
centers have responded to the challenge of providing care to more residents, many of 
whom do not have health insurance. State legislators are now cognizant that health 
centers provide a community solution to the state’s uninsured and underserved residents, 
through their mission of providing quality care at low cost and access for all. The 
National Association of Community Health Centers (NACHC) has rolled out a national 
initiative, ACCESS America, calling on health centers to double patient services to 30 
million patients. The plan is for states to create a state-level ACCESS plan. Using needs 
assessment data, health policy developments on a state and national level and other 
                                                 
34 M. Jodi Rell, “Governor’s Midterm Budget Adjustments,” February 6, 2008. 
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factors that influence access to health care, a state-level access plan can be modeled to 
guide policy makers to achieve a realistic goal of universal health care. CHCACT hopes 
to work with member health centers to complete the vision of access for all in 
Connecticut.   
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STATE HEALTH  STATISTICS 
 
US Census, American Community Survey 2006, Data Profile Highlights 
 
Connecticut population 3,504,809 
Hispanic 11.2% 
Black 9.5% 
White 79.9% 
Asian, Pacific Islander 3.3% 
Native American/Alaskan Native .2% 
Other 5.2% 
Elderly (age 65 or greater) 13.4% 
Median Age 39.1 years 
Families at income under 100% FPL 5.9% 
Individuals at income under 100% FPL 8.3% 
Households where other languages besides 
English are spoken 

20.1% 
 

Median household income $63,422 
Median family income $78,154 
Per capita income $34,048 
High school degree or higher 88.0% 
Bachelors’ degree or higher 33.7% 

 
Health Inequalities by Ethnicity/Race 

(BRFSS 2006) 
Health Indicators Percentage   
 State White Black Hispanic Other Multiracial
Adults who have no 
health care  

 
12.1 

 
7.5 

 
17.4 

 
42.2 

 
15.9 

 
N/A 

Told by a doctor that they 
have diabetes 

6.4 6.1 12.7 5.7 3.8 10.9 

Not seen a dentist or 
dental clinic for any 
reason in the past year 

 
19.5 

 
17.3 

 
29.4 

 
30.9 

 
25.3 

 
N/A 

Current tobacco smokers 17 15.9 22.2 24.6 14.4 N/A 
Overweight or obese 
(BMI ≥25) 

58.8 57.9 66.1 67.9 44.9 N/A 

Ever been told by doctor 
they have asthma 

13.8 13.5 18.5 15.6 10.2 10.8 

Adults aged 50+ who 
have had a blood stool 
test w/in the past two 
years 

 
 

26.9 

 
 

27.7 

 
 

27.2 

 
 

13 

 
 

N/A 

 
 

N/A 
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Perinatal Indicators by Ethnicity, 3-year average (2004-2006) 
CT Dept of Public Health, Vital Statistics, Table 4 
Indicators State White Black Hispanic Other  Unknown
Births to teens < 20 years 
old (percentage of all live 
births) 

 
6.9 

 
3.3 

 
13.4 

 
15.9 

 
3.1 

 
15.5 

Low birth weight 
(percentage of all live 
births) 

8 6.8 13.1 8.5 8.5 
 

13.1 

Late or no prenatal care 
(percentage of all live 
births) 

 
13.4 

 
13.2 

 
26.3 

 
26.2 

 
17.5 

 
17.1 

 
Perinatal Indicators by Ethnicity, 3-year average (2003-2005) 
CT Dept of Public Health, Vital Statistics, Table 2B 
Infant 
Mortality  
Rate per 
1,000 live 
births (3-yr 
average 
2003-2005) 

State 
Average 
(rate per 
1,000 all 
babies 
born) 

White 
(rate per 
1,000 
white 
babies 
born) 

Black 
(rate per 
1,000 
Black 
babies 
born) 

Hispanic 
(rate per 
1,000 
Hispanic 
babies 
born) 
 

Other 
(rate 
per 
1,000 
other 
race 
born) 

Unknown

 5.6 4.5 12.7 6.9 1.9 n/a 
 
Health Behavior 
Tobacco use by education: (BRFSS 2006) 
Less than high school   33.5% 
H.S. or GED                 23.8% 
Some post HS              19.5% 
College grad                  9.1% 
 
CT Dept. of Public Health Connecticut Resident Mortality Rates, age adjusted 1999-
2001  
 
Cause of Death White  Black Hispanic 
All Causes 732.7 944.9 621.0 
Cancer (all malignant neoplasms) 184.0 218.9 117.9 
Diabetes-related Death 64.4 138.4 92.0 
Major Cardiovascular Disease 282.0 342.5 222.6 
Coronary Disease 156.3 184.2 129.1 
Unintentional Injury 26.8 37.7 28.3 
 
Cardiovascular disease (CVD) is the cause of most deaths in Connecticut, accounting for 
38% (11,365) of all deaths in 2002. Approximately 55% of all cardiovascular deaths 
occurred in women. Age adjusted CVD deaths differ by race, gender and ethnicity. 
Hispanic males and females have significantly lower rates of deaths due to CVD than 
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white males and females and black males and females have significantly higher rates of 
deaths due to CVD than white males and females. Cerebrovascular disease or stroke is 
the leading cause of death among persons with cardiovascular disease. Black females 
have significantly higher age adjusted death rates due to stroke than white or Hispanic 
females.  
 
People of lower income have higher rates of cardiovascular disease, possibly because 
they have higher rates of smoking, hypertension and obesity. This subpopulation also has 
lower utilization of preventive health care or screening. 
 
In 2002, the total cost of hospital discharges for CVD was $1.3 billion. Median cost of 
hospital discharges for CVD was $13,500, as compared to the median cost of all hospital 
discharges at $8,451. Source: DPH, “The Burden of CVD in Connecticut: 2006 
Surveillance Report,” December 2006. 
 
HIV/AIDS by Ethnicity, CT Dept. of Public Health, HIV/AIDS Surveillance June 
30, 2007 
 
Health Indicator State White Black Hispanic Other 
Number of HIV cases reported 
between 2002-07 

 
3009 

 
1049 

 
818 

 
1072 

 
70 

Cumulative number of AIDS 
cases  

 
15140 

 
5571 

 
5491 

 
3973 

 
105 

 
HIV reporting in Connecticut began in 2002. Since then, an average of 1,138 HIV/AIDS 
cases was reported each year. The rate of new AIDS cases diagnosed in Connecticut is 
15.1 per 100,000 population (2003-04). Once prevalent in young, white males having sex 
with men, the epidemic has since increased in the number of females, Hispanics and IV 
drug users. Forty-seven percent of persons living with HIV/AIDS live in Hartford, New 
Haven or Bridgeport. Of persons living with HIV/AIDS, 66% are male, 34% are female, 
35% are white, 31% are black and 32% are Hispanic. Almost half of cases are associated 
with injected drug use. Source: DPH, “Epidemiologic Profile of HIV/AIDS in 
Connecticut,” 2007. 
 
CT Children’s Economic and Health Disparities 
Source: CT Voices for Children, “CT’s Children: Race and Ethnicity Matter,” May 
2007 

 
Indicators Black Hispanic White, non Hispanic 
CT Children under age 18 95,830 126,085 560,362 
Percent living in single parent families 67 53 18 
Median Family Income $46,899 $38,362 $83,595 
Percent of Children in Poverty 29 29 4 
Percent of Female Headed families 
living in poverty 

 
27 

 
42 

 
10 

Annual Dropout rate for 9th – 12th    
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grades 2004-05 2.8 4.0 1.1 
Percent of children living in families 
where no parent has a full-time, year-
round job, 2005 

 
 
49 

 
 
46 

 
 
21 

Percent of 4th graders at or above basic 
in reading 

 
42 

 
45 

 
81 

 
SPECIAL POPULATIONS 
 
The Bureau of Primary Health Care defines “special populations” as “people with limited 
or no access to care.” These include the homeless, migrant workers, people living in 
public housing, people with limited English proficiency and other cultural, social and 
economical barriers. The Connecticut Coalition to End Homelessness (CCEH) estimates 
that 4,000 people in Connecticut experience homelessness every day; emergency shelters 
house 2,000 people, including 400 children, every night.35 Since 2007, the Coalition has 
taken a count of the number of homeless in a given night, referred to as a “point-in-time 
count.” The 2008 survey counted 4,366 homeless individuals, 482 families and 119 
unaccompanied youth.36 The point-in-time count showed a 21% increase in sheltered 
homeless families (compared with 2007’s count), and an 18% increase in sheltered 
children in families. In 2007, emergency shelters turned down clients 30,000 times due to 
of lack of space. These numbers do not include the homeless who do not seek services 
from the state funded shelters, those who are doubled up with friends and family nor the 
women and children living in domestic violence shelters or in other shelter programs that 
are not state funded. 
 
Homelessness will continue to be a problem as Connecticut state rents are the sixth 
highest in the nation.37 According to the National Low Income Housing Coalition, the 
fair market rent for a two bedroom apartment in 2008 is $1,098; the high end of the 
market is in Stamford-Norwalk, where it costs $1,642 for a fair market two bedroom 
apartment. The low end is in Waterbury, where it costs $863. This means that a worker 
must make $21.11 an hour or $43,911 annually to afford an average two bedroom 
apartment in Connecticut.38 According to the state labor department 72% of new jobs 
coming into Connecticut through 2014 are expected to pay less than $40,000.39 Home 
ownership is only a dream for many low wage earners in Connecticut. In 2008 the 
median price of a previously owned home dropped by 12% to $283,000.  This would 
require a down payment of at least $50,000. 
 
 
Migrant/seasonal farm workers 
                                                 
35 Connecticut Coalition to End Homeless at www.cceh.org.  
36 CCEH, “Connecticut Counts—2008 Final Report.” 
37 New Haven Register, “State’s rents are 6th highest in the nation,” December 13, 2006. 
38 National Low Income Housing Coalition, “Out of Research” statistics, April 2008. Available online at 
https://www2398.ssldomain.com/nlihc/template/index.cfm. “Fair market rent” refers to a rent that is 30% 
of a person’s salary.  
39 The Hartford Courant, “Affordable housing more elusive for lower earners in the state,” by Zachary 
Abrahamson, June 5, 2008. 
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The migrant and seasonal farm worker population in Connecticut is significant--estimated 
to be 20,000 or more annually.40 Access to services is complicated by cultural/language 
barriers as well as the lack of transportation from the tobacco and produce farms to 
healthcare facilities and the long hours of work demanded of the migrant/seasonal 
workforce. 
 
HEALTH INEQUALITIES 
 
Some Connecticut residents have access to quality care across the state, as many reports 
rank Connecticut against other states high in some health indicators. Among those 
include children fully vaccinated (ranked 4 nationally), patients with dialysis and good 
urea reduction (ranked 6), percent of pregnant women receiving prenatal care in the first 
trimester (ranked 8), diabetics receiving flu shot (ranked 9).41 However, certain 
subpopulations of racial, ethnic and socioeconomic groups have disproportionately higher 
rates of chronic diseases, lack of access to prenatal care, poor birth outcomes, 
hospitalizations and mortality rates. 
 
A report by the Hispanic Health Council42 states that Hispanics in Connecticut have 
higher rates of cancer, diabetes and other major illnesses than any other ethnic or racial 
group in the state. According to the report, Hispanic children have higher asthma rates 
than non Hispanic whites and blacks and are less likely to receive inhaled steroids and 
other asthma treatments. Other health disparities are seen in higher rates of STDs and 
disproportionate number of AIDS cases; high obesity rate; higher infant mortality rate 
than the general population; and a 60% higher mortality rate for diabetes and 40% higher 
mortality rate for diabetes-related illnesses. This population is less likely to seek care for 
diabetes. The following highlights are from the study:43 
 
Latinos are: 

• 9% of the state’s population 
• 40% of the state’s uninsured 
• 25% of AIDS cases 
• 30% of Chlamydia cases 
• 41% of Latino families in Hartford reported having asthma or asthma symptoms 
• 38% of women over 40 have regular mammograms 
• 58% of children received free well child care under HUSKY A 
• Latinos have 5 times the rate of child hospitalization when compared to whites 
• 11 times the rate of gonorrhea among women 
• 2.5 times the rate of pregnant women who get no prenatal care or get it late 
• Twice the likelihood of being hospitalized for diabetes or a diabetes related 

condition 
                                                 
40 Personal communication with Bruce Gould, M.D., UCONN Health Center. 
41 AHRQ National Healthcare Quality Report 2007. Available online at: 
http://statesnapshots.ahrq.gov/snaps07/staterankings.jsp?menuId=33&state=CT.  
42 Kaisernetwork.org, “CT Hispanics have higher rates of illnesses than other ethnic groups, report finds,” 
December 13, 2006 
43 Hartford Courant, “Unhealthy Diagnosis,” by Hillary Waldman, December 13, 2006 
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The Connecticut Health Foundation recently issued a “Community Health Data Scan”44 
which showed that Connecticut’s black residents have a higher rate of premature death 
from diabetes than whites, Hispanics and Asians and die before age 75 from diabetes 
nearly three times more often than whites. Minorities face other barriers when accessing 
health care. According to a Yale researcher,45 black women are more likely than white 
women to report not having received or understood their mammography results. In a 
study of 411 black women and 434 white women who had the procedure between 
October 1996 and January 1998, 21% experienced inadequate communication about their 
results, as compared to 11% of white women. Thirty-one percent of the black women 
who experienced inadequate communication had an abnormal mammogram. The second 
report found that while rates of invasive cervical cancer declined in the U.S. from 1998 to 
2002, minority women are affected disproportionately, with higher rates than white or 
Asian women. 
 
As Connecticut’s population continues to age, chronic diseases such as diabetes and 
cardiovascular disease that disproportionately affect older people will increase across all 
ethnic and socioeconomic groups.  As Hispanic, black and Asian populations continue to 
increase at a faster rate than whites, health disparities will remain and widen if access to 
health care remains at status quo. 
 
The effects of socioeconomic and racial differences that bear on personal health and risk 
behaviors can be seen in school children. The Connecticut School Health Survey in 
200546 showed vast differences between self-reported risk behaviors and protective 
factors in adolescents and teens, giving public health professionals a clear map of whom 
to target prevention programs. For example, while alcohol and tobacco use are more 
common among white adolescents than blacks and Hispanics, marijuana use was similar 
among white and black youths and slightly higher among Hispanic youth. Minority youth 
are more likely to engage in risky sexual behaviors than white peers. Minority youth are 
more likely to experience unintentional injuries and violence, inactivity, being 
overweight and depression than white youth. White youth were more likely to experience 
protective factors such as academic achievement, parental awareness of students’ 
whereabouts and living with two parents, than black and Hispanic youths. 
 
Inequities in access to care in the state’s Medicaid program have been reported. African 
American children enrolled in the state HUSKY managed care program in 200347 were 
significantly less likely than white or Hispanic children to receive well child visits, 
(48.7% vs. 51.6% and 52.2%, respectively), when compared to the previous year’s data. 
Among the 23,118 children who received no care in 2003, 19.9% were black, as 
compared to 13.2% white, 13.9% Hispanic and 17.1% other. The largest percentage of 
children that had no ambulatory care in 2003 was seen in New Haven (19.2%) and 
                                                 
44 Kaisernetwork.org, “CT’s black residents dying prematurely from diabetes at a higher rate than white, 
other minorities, report says,” March 29, 2007 
45 Kaisernetwork.org, “Minority women face disparities in mammogram results, cervical cancer cases, 
reports find,” February 1, 2007 
46 Available online at: http://www.ct.gov/dph/cwp/view.asp?a=3132&q=388104.  
47 Connecticut Voices for Children, “Ambulatory Care Utilization by Children Enrolled in HUSKY A 
2004,” 2005. 
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Hartford (16.7%); Bridgeport at 13.4% was slightly less than all other towns combined 
(14.8%). 
 
Oral Health 
 
In a statewide oral health conference held in Connecticut in 2004, the three major barriers 
identified by participants were Medicaid reimbursement, patient follow-through and 
extent of tooth decay.48 
 
From the 2006 BRFSS, Connecticut had higher percentages of individuals visiting a 
dentist or clinic than the national median of all states; however, there are disparities 
among racial, income and education groups across Connecticut, with those groups who 
are White, of higher income and education more likely to report visiting a dentist or 
dental clinic within the past year for any reason.49 College graduates and those with 
incomes of $50,000 or more were 1.5 times more likely to report having seen a dentist 
than those with less than a high school education or those with incomes of less than 
$15,000. The age group least likely to report having seen a dentist was those aged 35 to 
64 years. Access to oral health for the uninsured or Medicaid individuals living 
throughout Connecticut is very limited--there is a shortage of dentists who accept 
Medicaid.50  
 
 
 
 
 

 

                                                 
48 “Building and Embracing a Vision for Oral Health Connecticut,” sponsored by AHEC, Sacred Heart 
University, UCONN Health Center, CT Health Foundation, Aetna Foundation, 2004. 
49 Centers for Disease Control and Prevention, BRFSS 2006, Connecticut. 
50 In 2005, there were 2,679 licensed dentists in Connecticut, of whom 15% accepted Medicaid clients. 
DPH, “A Report of the Task Force on Oral Health of Older Adults Just the F.A.C.T.S., Strategies to 
Improve Oral Health of Older Adults in Connecticut,” January 2008. 
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