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Understanding by SNPs on new HRA requirements for SRS
SNPA plans’ feedback RE: items used in HRAs and process (May/June 2022)
Considerations and recommendations to MMCO as requested
Opportunity for group call & Follow up in July

Level-set on HRA Social Risk Screening
Requirements – 3 Social Risks must be on HRA
Standardizing Housing, Food Insecurity, and Transportation Questions on Health
Risk Assessments (§ 422.101) (pp. 67-112)
CMS finalized language at § 422.101(f)(1)(i) that requires SNPs to include one or
more questions on housing stability, food security, and access to transportation
from a list of screening instruments specified by CMS (forthcoming in subregulatory guidance) as part of their initial and annual health risk assessments
(HRAs) beginning in contract year 2024.
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SNP Alliance Member
Survey & Discussion
Findings
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Level-set on HRA Social Risk Screening
Requirements – CMS on accepting State HRA
Medicaid HRA – “As described in Medicare Part C Plan Technical Specifications for D-SNPs, CMS will accept a
Medicaid HRA that is performed within 90 days before or after the effective date of Medicare enrollment as
meeting the Part C obligation to perform an HRA, provided that the requirements in § 422.101(f)(1)(i) are
met.” (p. 91)

State requirements will be considered - “We will consider State requirements in establishing the list of
screening tools in sub-regulatory guidance. As a result, the sub-regulatory guidance will include the option
to use any State-required Medicaid screening instruments that include questions on these domains.” (p.91)
SNPs Comments: (1) Regarding the Medicaid HRA – what if the State has a different timeframe than 90
days? (2) Does “consider State requirements” mean that SNPs can safely comply with the requirement by
using the State-required items for housing, transportation, and food insecurity without having to add
duplicative questions on these items in their HRA (effectively having to ask the beneficiary twice about
these social risk factors?) SNPs recommend that CMS recognize any State required tool.
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Level-set on HRA Social Risk Screening
Requirements – CMS on Processes
CBOs or other sub-contractors for HRA completion: “SNPs can choose to utilize community-based organizations
or other entities as subcontractors to conduct HRAs or portions of an HRA, and we have seen successful examples
of this both with SNPs and MMPs. SNPs and MMPs are responsible for ensuring that their subcontractors meet all
CMS care coordination requirements.” (p. 91)
SNPs Comments:(1) Health plans report that social risk factor screening is often done by other entities, such as county case
managers, clinic care coordinators or social workers, community health workers, etc. outside of the HRA but within the 90-day
or annual timeframe. We assume that the SNP can accept this information from these other entities and incorporate it into
the member’s HRA. Please confirm.
(2) CBOs often do not have sophisticated electronic data platforms with data exchange/interoperability as are common in
medical clinics. Are there specifications about how CBOs are to transfer social risk screening data to the health plan? Will CBOs
be audited or reviewed by CMS for their data exchange or does CMS expect the health plan to do this? SNPs are concerned that
CBOs such as community shelters, food banks, volunteer ride programs, etc, are not set up for responding to SNPs questions
regarding follow-up status for their beneficiary members.
We assume that the SNP can document the referral was made and then monitor if the need was met in the next care plan
review with the beneficiary.
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Level-set on HRA Social Risk Screening
Requirements - CMS on Sources
Use of other sources on enrollee social risk factors - “We clarify that the new requirement at § 422.101(f)(1)(i) does not say that
SNPs are to use the HRA as the only source of information on enrollee social risk factors. In addition to HRAs, we encourage
SNPs to use sources of information outside of the HRA process in order to ensure that SNPs have a complete picture of an
enrollee’s physical, psychosocial, functional, and social needs and their personal goals. This can include, but is not limited to,
interactions between enrollees and providers, care coordinators, other members of the integrated care team, or communitybased organizations. This information can assist with the development of and any updates to an enrollee’s individualized care
plan.
SNPs Comments: (1) Based on this language, SNPs understand that they can use information outside of the HRA to populate the
HRA, as long as the information came from the member, and it is within the 90-day or annual (365 day annually) timeframe.
2) SNPs would like to clarify that the responses by the beneficiary to the social risk questions are automatically to be provided to
the interdisciplinary care team—is this correct? In other words, additional permission from the member/beneficiary is not
required to comply with the requirement by CMS.
SNPs request that CMS consider HIPAA and State privacy requirements that the health plan must follow. If there are extra
steps or processes, please indicate what these are and how to document them.
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Level-set on HRA Social Risk Screening
Requirements - CMS on Sources
Use of other sources on enrollee social risk factors - continued- Though SNPs may use a variety of sources of information to better
understand their enrollees’ needs, we are finalizing a requirement for SNP HRAs to include questions from a list of CMS-specified
screening tools about housing stability, food security, and access to transportation because all SNPs are required at §
422.101(f)(1)(i) to conduct a comprehensive HRA. Making this requirement part of the HRA ensures all SNPs are universally
collecting this information, at minimum, in their assessments, regardless of any other sources of information on enrollee social risk
factors they may use.” (pp. 94-95)

Comments from SNPs: (1) Based on this language, SNPs understand that these social risk questions must be asked of the beneficiary
and responses entered into the HRA. Regarding refusal by the beneficiary--Should the health plan or other entity collecting the HRA
and social risk information make a notation if the beneficiary refuses to answer? How should this be done? (2) Beneficiary refusal to
participate in the HRA is common. This is, unfortunately, similar to observed decline in response rates to surveys such as CAHPS and
HOS. Refusal or “unable to be reached” is documented by the health plan. Plans would like clarification that documenting refusal
does not lessen the goal of trying for 100% participation, but that such documentation will avoid a negative action by CMS if
audited around the SRS requirement. In addition, beneficiaries have the right to refuse. These questions can trigger emotional
responses, and the member may feel that they do not want to divulge this information.
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Level-set on HRA Social Risk Screening
Requirements – CMS on Validated items
Validated screening instruments - ”In developing this sub-regulatory guidance, we will consider the extensive work that health
plans, the Federal Government, tool developers, and other stakeholders have already done to research and validate screening
instruments. We clarify that we did not propose to create new measures, nor did we intend to require that SNPs adopt new
assessment tools wholesale. Rather, we proposed to require SNPs to incorporate CMS-specified standardized questions about
housing stability, food security, and access to transportation into their HRAs; we had intended that existing standardized
questions, from existing validated assessment tools. would be specified by CMS for use by SNPs.
Comments from SNPs: (1) Based on this language, SNPs understand that plans can continue to use the processes and tools that
they have put in place for their HRAs, as long as items on the 3 social risk factors in the HRA are from validated instruments OR
are items required by the State in which the health plan operates. SNPs request that any validated item/tool and any Statedirected item be approved by CMS, at least in 2024. [Please note that not all States can trace their questions on housing stability,
food security, or access to transportation back to validated screening instruments—despite this lack of clarity about the source
of the item, the health plan is required to use the state-directed form/items.]
(2) The other issue is that the State timeframe for the screening/assessment is not always within the 90-day timeframe or annual
review timeframe for the health plan to complete the HRA—therefore a challenge for the plan and the beneficiary could be the
need to do the social risk screening twice (duplication). If CMS could offer a solution for this, it would be appreciated.
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Level-set on HRA Social Risk Screening
Requirements – CMS on Validated items
Validated screening instruments – continued
Although we are not finalizing a requirement for SNPs to use CMS-specified standardized questions, we are
finalizing a requirement that SNPs use questions from a list of screening instruments specified by CMS in subregulatory guidance. We anticipate this list will include validated, widely used assessment tools that include
questions on housing stability, food security, and access to transportation.” (p. 96)
Comments from SNPs:
(1) Several SNPs explained that the social risk screening items on their HRAs come from several validated and other “internally
created” instruments. In other words, a housing item may come from one instrument, and the food item from another. SNPs
assume that use of validated items would be considered in compliance with the regulation. It appears that CMS will not
accept internally developed items that some plans have used for years. This is unfortunate, as plans have trending
information on beneficiary needs; comparisons year over year are used in a variety of ways (care management, quality
monitoring).
(2) Some SNPs have several versions of the HRA, for different beneficiary groups. They assume this is acceptable, as long as the
SRS items are from validated instruments OR are those required by the State to be used.
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SNP Alliance Health Plans report multiple data sources for
identifying social/SDOH risk factors faced by members:
➢ Health risk assessments
➢ Internal care management
records
➢ Member services information
gathered through phone contact

➢ External care management
records
➢ State long-term services and
supports data
➢ State Medicaid data

➢ Claims data, encounter data,
including ICD-10 “z” coded visits

➢ American Community Survey
data

➢ Member surveys

➢ Census data

➢ Initial member enrollment forms ➢ County data, county health
rankings
➢ Medical record information from
providers
➢ Community (regional) health
assessments
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PE/Quality Group – conducted a “Mini-survey”
with 2 key HRA questions posed:
Examples of other risk factors screened in addition
to the 3 of interest:
▪ Unemployment
▪ Low Income, financial barriers
A: Yes, but
▪ Language barriers
▪ Domestic or other abuse/violence
▪ Plans do screen for SDOH, but not always all 3 of ▪ Lack of support systems, caregiver
the targeted risk factors. Housing & food most
▪ Substance use/abuse,
often included
▪ Inability to pay bills
▪ Difficulty with communicating needs or concerns
▪ Plans mentioned many types of screening forms, ▪ Legal & criminal issues
including State-required SDOH screening forms
▪ Lack of advance care planning
and “internally created” forms. Plans said it
sometimes hard to assess if the items in the State Plans described costs associated with changing the
form have been adopted without changes from
HRA form—vendors must re-program and those
validated instruments.
costs are passed to the health plan.

Q1: Do you include social risk screening as
part of your HRA? If so, what risks?
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To assist MMCO, SNP Alliance conducted a convenience sample of health
plans regarding their HRAs and the source of the Social risk screening
questions on these 3 items. This IS NOT a comprehensive/exhaustive list
of instruments used:
➢

AHC Tool

➢

EPIC Social Risk Screen & Framework/Smart
Set

➢

PRAPARE

➢

Health Leads

➢

Redwood Community Coalition – with
Protocol for Latino & migrant families

➢

Health Begins

➢

North Carolina Medicaid SRS tool

➢

WellRX

➢

Access Health

➢

Minnesota LTC Consultation Assessment

➢

BMC

➢

AAFP Screening Tool

➢

➢

Hunger Vital Sign

Some plans also report “internally
developed” items on these three social risk
factors.

➢

Virginia Commonwealth University Health
System Screen

©2022 SNP Alliance

12

EXAMPLE - Validated Items/Instruments used by SNPs- HOUSING
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EXAMPLE - Validated Items/Instruments used by SNPs - HOUSING

Note: Same as earlier
version but the
underline options are
delineated as indicating
level of need
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EXAMPLE - Validated Items/Instruments used by SNPs- HOUSING
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EXAMPLE - Validated Items/Instruments used by SNPs- HOUSING

Note: Seems to use
items from PRAPARE and
AHC, but some wording
differences.
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EXAMPLE - Validated Items/Instruments used by SNPs - FOOD
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EXAMPLE - Validated Items/Instruments used by SNPs - FOOD

Children’s HealthWatch. The Hunger Vital SignTM. Children’s HealthWatch
website. https://childrenshealthwatch.org/public-policy/hunger-vital-sign/.
Accessed August 7, 2019
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EXAMPLE - Validated Items/Instruments used by SNPs - FOOD
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EXAMPLE - Validated Items/Instruments used by SNPs - FOOD
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EXAMPLE - Validated Items/Instruments used by SNPsTRANSPORTATION
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Additional Items/Tools Used in HRA for social risk
screening by SNP Alliance members s
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EXAMPLE: SDOH Screening & Smart Set built into EPIC
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DHS-3428-ENG (Minnesota Long Term Care Consultation
Services Assessment Form) (state.mn.us)
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From SIREN – USC: https://sirenetwork.ucsf.edu/toolsresources/resources/screening-tools-comparison
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SDoH-Report.pdf (unc.edu)

Additional
Tools,
Resources &
Links used
by SNPs in
their HRAs

S-HIE Screening Implementation Guidance.pdf (colorado.gov)
DHS-3428-ENG (Minnesota Long Term Care Consultation Services Assessment Form) (state.mn.us)

Social Needs Screening Tool Comparison Table | SIREN (ucsf.edu)
Psychometric and pragmatic properties of social risk screening tools: A systematic review | SIREN
(ucsf.edu)
Well Rx (kpwashingtonresearch.org) Well Rx is an 11-item questionnaire assessing needs in 4
domains (economic stability, education, neighborhood & physical environment, and food).
The Health Leads Screening Toolkit — Health Leads (healthleadsusa.org)
Microsoft Word - HealthBegins Social Screening Tool and Guide - v6.docx (aamc.org)
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Selected Sources for Items Used in HRA for social risk
screening by SNP Alliance members s

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

https://www.chcs.org/media/Redwood-PRAPARE-Questions_102517.pdf
https://www.chcs.org/media/VCU-Health-Social-Needs-Assessment_102517.pdf
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf
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PE/Quality Group –Mini-survey”, continued Q2: What do you do with the results/responses? What, When, Who, How is follow-up done [if a social risk
vulnerability is found]?
A: Plans most often mentioned the care coordinator who follows up and refers to community services and a
date for follow up is determined – in keeping with the member’s preferences and priorities.
A variety of processes were discussed, but most often a Care Manager/Coordinator or other person (e.g., Life Coach) is
assigned to the member and this person does the follow up. Some plans discussed this being telephonic, some discussed Face
to Face HRA assessment and follow up.
In some SNPs, such as a FIDE-SNP, the Care Coordinator or person assigned to the member conducts the HRA (whenever
possible F2F), discusses all needs including SDOH with the beneficiary/member, and starts the service. – Together the care
manager and member determine what the person wants/needs help with, then develops care plan, authorizes services,
makes referrals to providers of those services, checks in with the member to see if services have begun and if so, does the
service meet needs.
Some plans designate the HRA to sub-contractor agency so the individuals who do the HRA are not necessarily employed by
the health plan, nor are they the person assigned for follow up.
Plans described costs of these changes – any changes to the HRA requires re-programming of software and of analytic and
predictive models. Plans that use an outside vendor will be charged for every change requested. Therefore, if CMS anticipates
further changes to the HRA including tool items or processes, it would be very helpful to have that information now. Finally,
smaller plans report that re-programming through a vendor can take a long time—they are concerned about having enough
lead time to have this done before it has to be used in the field.
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PE/Quality Group –Mini-survey”, continued Q2: What do you do with the results/responses? What, When, Who, How is follow-up done [if a social risk
vulnerability is found]? - continued
A: continued The risk vulnerability factors are noted/information is included in the ICP and flagged for follow up-- but depending on
the member’s priority and desire to have the health plan or care manager assist with that, the care plan may set a
timeframe and plan that is more than 30 days (more than one month) out and/or note when this need is to be revisited.
There are often others involved where CBO staff, county staff, or others are involved in the member’s situation, such as
SNAP benefit application that has been started, but the determination has not been completed.
These community service providers do not always have the capacity or database operability to circle back to the health
plan and let them know on follow up or to be able to respond to the plan’s care coordinators’ questions about
whether/how the services were provided and the result of the referral. There is sometimes a gap in information
available (even to the CBO, for example, if the individual cannot be reached for follow up to get feedback).
Plans request that CMS build recognition of the following into the sub-regulatory guidance: member preferences
regarding SRS information, the member’s preferences and priorities in the ICP that would drive what services/when in
response to SRS, the CBOs/service providers challenges in being able to respond within 30 days, challenges in tracing
what happened, and the ability of the CBO/service provider to give follow up data to the plan.
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CMS on NCQA SRS Measure Development
CMS: “The proposed NCQA measure does not require use of a specific tool or questions but would allow use of
questions from a list of selected validated assessment instruments, similar to the new requirement finalized here
at § 422.101(f)(1)(i). We anticipate our list of screening instruments in sub-regulatory guidance will overlap with
the list of screening instruments NCQA includes in the specifications for its proposed measure, which will
provide the opportunity for SNPs to align their compliance with the new requirement at § 422.101(f)(1)(i) with
data to be used for the proposed NCQA measure.”
Comments from SNPs:
(1) It will be crucial that NCQA measure development for the SRS measure align with the CMS sub-regulatory
guidance. It will also be crucial that the SRS measure be informed by what is feasible, useful, valid, and
accurate in terms of measuring something that provides information for assessing the plan performance, and
where the plan has ability to affect change (improve).
(2) Plans ask: “Please do not set up a measure that does not recognize the reality of member preferences and
priorities, member engagement, and community-based capacity issues.” We bring this up, because the initial
proposed measure floated by NCQA has a 30-day timeframe that may not be feasible for community providers.
[see next slide]
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NCQA SRS Measure Development

04.-SNS-E.pdf (ncqa.org)
20201009_SDOH-Resource_Guide.pdf
(ncqa.org)

SNPs Comments: The screening process measures are reasonable as long as there is some recognition that the member
has the right to refuse the HRA and each item/question. These individuals should be removed from the denominator.
However, the follow up “intervention” component is not reasonable. There are three issues: (1) member may have been
advised to have an intervention but refused, (2) there were no “interventions” available (capacity issue) within the
community—and the member is on a wait list or other efforts are being pursued but these take longer than 1 month, and
(3) the member was given the information and did receive services but there is no pathway for the health plan to know
about that—no information is available, the service agency does not have the bandwidth to provide the information, or
they are unwilling to release that information due to their own privacy policies.
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Level-set on HRA Social Risk Screening
Requirements – CMS on Follow up
Using the SDOH information/health plan follow-up – “We agree that it is important for SNPs to not only assess their
enrollees for social risk factors, but also connect them to needed services based on enrollee goals and preferences,
whether such services are plan- covered benefits or referrals to community resources.
. . . The SNP must take steps to provide the services or connect the enrollee with appropriate services in order to
accomplish the goals identified in the individualized care plan. The SNP can take these social risk factors into account
in the development and implementation of the individualized care plan, even if the SNP is not accountable for
resolving all social risk factors.”
Question from SNPs: (1) As discussed earlier, SNPs replying to the SNP Alliance have indicated that beneficiary members
are connected with a care manager or other person (from delegated contracted agencies or employed by the SNP) to
develop the ICP and discuss the member’s priorities and timeframe for action.

When social risk or other care vulnerabilities are discovered, all plans indicate that they make referrals to services
including community resources. They also work to maintain contact with the beneficiary member to check on follow up.
However, depending on the community organization’s capacity/bandwidth and the member’s willingness to either make
use of the service or to respond to the health plan’s request for follow up—the services may not be initiated within 30
days/1 month. Even if the individual begins the service, they may not respond to the health plan’s check-in call.
Therefore, SNPs are wondering how compliance would be determined. SNPs assume that documenting steps taken will
be sufficient.
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CMS Comments on Tie to Model of Care
Relation to Individualized Care Plan and Model of Care - “The information gathered in the HRAs must be used to inform
the development of the individualized care plan per § 422.101(f)(1)(i) and (ii). Section 422.101(f)(1)(i) requires the SNP to
ensure that the results from the initial and annual HRAs are addressed in the individualized care plan. Section
422.101(f)(1)(ii) also provides that the individualized care plan must be developed and implemented in consultation with
the beneficiary.
Questions from SNPs:
(1) Some SNPs have a 3-year approval of their MOC past 2024 when this HRA screening rule takes effect. Their MOC was
approved including the HRA tool and processes. Confirming that these SNPs DO NOT have to re-submit their Model of
Care off-cycle, thus not requiring another NCQA review—can CMS confirm this?
(2) SNPs already use the information from the HRA to inform the ICP. However, a fairly high number of beneficiary
members refuse participation in the annual HRA or are unable to be reached after multiple attempts. Therefore, SNPs
utilize other sources of information such as described earlier (slide #9) to understand the member’s needs and social risk
factors. These other sources of information are used to create an individualized care plan in consultation with the
member.
Can CMS clarify that these other sources of information can also be used to meet this SRS requirement as long as they are
collected within the 90-day timeframe and then at least annually thereafter?
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CMS Comments on Tie to Model of Care, continued
Relation to Individualized Care Plan and Model of Care - “As per § 422.101(f)(1), the enrollee’s providers should be
included as part of the interdisciplinary care team (ICT) and the information from HRAs should be shared with the ICT as
described in the SNP’s MOC.” (p. 109)
“§ 422.101(f)(1)(i) does not stipulate that specific plan personnel must conduct the HRA.
CMS does not require physicians to oversee providers or other staff when conducting an HRA and allows SNPs flexibility to
determine the level of clinical expertise needed to conduct the HRA. CMS does not preclude the use of telehealth to
conduct HRAs. SNPs must conduct their HRA in a manner that is consistent with the plan’s approved MOC; approval of
the MOC is required by § 422.101(f)(3).” (p. 109)
Questions from SNPs:
(1) SNPs understand from this language that a telephonic, virtual visit is acceptable to conduct the HRA and the social risk
screening to comply with this requirement, as long as the SNP has indicated this within their Model of Care. Can CMS
confirm?
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Level-set on HRA Social Risk Screening
Requirements – CMS on Audits
CMS Audits – We clarify that the SDOH data collected as part of an HRA would be used to inform a SNP enrollee’s
individualized care plan based on the enrollee’s goals. The language we are finalizing at § 422.101(f)(1)(i) does not
require SNPs to submit HRA data to CMS. However, as we outlined in the proposed rule at 87 FR 1859, we continue to
consider whether, how, and when we could have SNPs report this data to CMS under other regulations. If SNPs do
submit this data to CMS in the future, we believe having such information could help us better understand the
prevalence and trends in certain social risk factors across SNPs and consider ways to support SNPs in improving enrollee
outcomes.” (pp. 101-102)
“We remind the commenter who expressed concerns about how SNP auditors may interpret this proposed requirement
that CMS welcomes stakeholder feedback on the audit protocols when the collection becomes available for public
comment under the Paperwork Reduction Act of 1995. We also remind commenters of the requirement at §
422.503(b)(4)(vi) for MA organizations to adopt and implement an effective compliance program to prevent, detect,
and correct non-compliance with CMS’s program requirements, including the requirement at § 422.101(f)(1)(ii) that
SNPs must develop and implement an individualized care plan.” (p. 104)
Comment from SNPs/SNP Alliance: We will provide feedback on audit protocols when they are issued for public
comment. Our main request is to align and synchronize the CMS audit review guidance and timing with the NCQA review
guidance/expectations and timing, so that plans are not held to different expectations by NCQA and CMS auditors.
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Summary:
➢ Regarding CMS sub-regulatory guidance forthcoming in 2022 - clarification is needed in several areas. SNPs request that
CMS include attention to these areas in the sub-regulatory guidance.
➢ In canvassing our plan members, SNPs indicated they currently screen for SDOH/social risk factors, but not always these
3 items. They focus on the risks most often experienced by their members. Therefore, some plans will need to revise their
HRAs and revise instruments/forms, processes by contractors if the plan delegates this function.

➢ Most plans use a variety of items from several screening instruments, including “internally developed” items.
➢ Some plans have more than one HRA form (more than one version) and processes for different beneficiary groups/plan
products.
➢ Changes to the HRA can be expensive—reprogramming the HRA software and other components tied to results, e.g.,
predictive models. This is especially so for plans that use outside vendors.
➢ State-issued Social Risk Screening (SRS) items are assumed to be acceptable.
➢ It will be very important to sync the CMS HRA requirements with the Model of Care requirements so that there is not
confusion, duplication, or conflicting rules.
➢ The SNPA offers suggestions to CMS for the sub-regulatory guidance, based on analysis of the information obtained.
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Further discussion and development:
- PE/Quality Leadership Monthly Call – next one is July 13th
- Plans are willing to discuss further with MMCO at the Agency’s
convenience in July or August to inform and provide insight – SNP
Alliance can set up a call.

For more information:
Dr. Deborah Paone
Performance Evaluation Lead and Policy Consultant
dpaone@snpalliance.org
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