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Health Home Data Dashboard 

South Dakota Medicaid’s Health Homes 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 adding value to South Dakota’s Medicaid 

program.  

  

 

 

 

Increasing Preventive and Primary Care 
Health Homes 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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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 is changing the way individuals receive care.   
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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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Improving Clinical Outcomes 

By transforming care, increasing preventive services, and improving the patient experience, Health 
Homes are able to improve clinical outcomes for patients. The following measures show how clinical 
outcomes have improved for individuals the longer the individual participates in the program. 
 

 

  

 

 

 

 

Cost Effectiveness of the Health Home Program 

Analysis of Health Home participant utilization, claims and outcomes show significant progress in achieving 

cost savings and efficiency for the Medicaid program.  


