
Health Home Data Dashboard 
South Dakota Medicaid’s Health Homes (HH) are a person-centered system of care focused on transforming 
care for high cost, high need Medicaid recipients to improve the patient experience, increase preventive and 
primary care services while improving outcomes for Medicaid recipients and managing costs to South Dakota’s 
Medicaid program.  
 

 

 

Transforming Care 
South Dakota Medicaid’s Health Homes is changing the way Medicaid recipients receive care by creating a 
person-centered care team to meet the needs of the patient. The following measures show how the Health 
Home program is changing the way individuals receive care.  
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A little attention goes a long way…. Helped a patient who has addiction issues with medications by 
setting up the patient’s pill boxes. Recipient used to be very overmedicated and is now clearly 
functioning better. Has been in and out of Behavioral Health but am able to be the "contact" person 
when patient feels like they are crashing. 

 



 

87%

47% 44%

85%

50% 50%

80%

50% 51%

80%

52% 54%

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

HH Recipients who visited a
Primary Care Provider in

previous 6 months

Women in HH with up-to-date
breast cancer screen

HH recipients up-to-date on
colorectal cancer screen

CY2016 CY2017 CY2018 CY2019

Increasing Preventive and Primary Care 
 
 
Health Home participants have high-cost chronic and/or behavioral health conditions. The goal of Health 
Homes is to provide care in primary care settings and help participants effectively manage their conditions by 
increasing preventive care. Overall, primary care has increased by 6%. The measures below show health 
homes success in increasing preventive screenings.  
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Improving Clinical Outcomes 
By transforming care, increasing preventive services, treating the whole person and improving the 
patient experience, Health Homes can improve clinical outcomes for patients. Some of the charts 
below represent how health improves the longer participants are in the program.   
 
 
 
 
 
 
 
 
 

CY2019 Behavioral Health Outcome Goals and Results 
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“My patients are making and 
keeping annual exams”  

Physical and Mental Health are connected – A recipient diagnosed as Paranoid Schizophrenia 
and Cannabis Dependence, was receiving mental health services with a CMHC, including Case 
Management and Medication Management services.  Under their care, the recipient began 
exercising, getting routine blood work.  Recipient felt they had learned enough from the Recovery 
Coaches to manage on their own. Recipient will seek out our services if/when needed. 

A recipient who had multiple chronic diseases and wheelchair and home bound, had an A1C 
of 13.0 was referred to resources in the community for Aquatic Therapy, CORE 4 weight loss, 
and a Better Choices/Better Health Workshop.  Recipient lost 50 lbs., is now walking each day, 
using their walker, and recipient’s A1C is down to 8.0. 
 



CY2019 Diabetes and Skeletal/Connective Disorders Goals and Results 
 

 
 

 

 

CY2019 Cardiovascular and Obesity Goals and Results 

 

 
 
 
Improving Patient Experience 
Health Homes are tasked with focusing care on the person, including establishing a relationship with health 
home participants. A positive patient experience helps support the health home model, leading to better 
continuity of care and better health outcomes.  Outcomes in this area are split between primary care clinics 
and community mental health centers.  
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View the full set of Outcome Measures here. Information about how outcome measures are collected and 
defined is available here. 
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https://dss.sd.gov/docs/healthhome/hh_outcome_measure_summary.pdf
http://dss.sd.gov/healthhome/outcomemeasures.aspx


Cost Effectiveness of the Health Home Program 
DSS matched Health Home participants and individuals eligible but not participating before and after program 
implementation.  Prior to Health Homes both groups PMPM costs increased.  After Health Homes PMPM costs 
for Health Home participants decreased relative to those not participating.  Costs for individuals not 
participating continued to rise.   
 
In CY 2019, HH recipients cost $181 less per month than recipients who looked like them.  DSS estimates $8.0 
million was cost avoided in CY 2019 after payment of the PMPM ($3.83 million) and Quality Incentive 
Payments ($0.5 million) discussed below.  Without Health Homes, DSS would have expended approximately 
$8.0 million more.  
 

 
 
 

 
 

DSS found that most costs avoided are due to decrease inpatient admissions and emergency room 
use. In CY 2019, Health Home recipients used the emergency room 16.6% less than the comparison 
group and had 35% less inpatient admissions.  Physician services and all other services accounted 
for the remaining decrease. Health Home recipients had higher costs related to Pharmacy than the 
comparison group. 
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Tier 2 and 3 recipients made up 84 percent of the avoidance.  Tier 4 made up 17 percent of the 
avoidance. For the second year in a row, Tier 1 recipients did not help DSS avoid costs be 
participating in the Health Home Program. 
 

CY2019 Percentage of Cost Avoidance by Tier 

 

 
A summary of the methodology used to calculate the cost avoidance of Health Homes can be found in written 
format. 
 
Quality Incentive Payments 
 
DSS made Quality Incentive Payments to clinics for the second time in May 2020 in the amount of $500,000. 
Calendar Year 2018 data was used to determine which clinics should be paid. A subgroup of our 
Implementation Work Group helped to create the Methodology for these payments.  More information about 
the methodology and the payments made can be found at here.  
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