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• This is a first-year measure with 6 different submeasures, 2 for each of the 3 
screening categories

• Description: The percentage of members who were screened, using pre-specified 
instruments, at least once during the measurement period for unmet food, housing 
and transportation needs, and received a corresponding intervention if they 
screened positive.
 Food Screening. The percentage of members who were screened for food insecurity. 
 Food Intervention. If screened positive, the percentage of members who received a 

corresponding intervention within 1 month of the positive screening.
 Housing Screening. The percentage of members who were screened for housing instability, 

homelessness or housing inadequacy. 
 Housing Intervention. If screened positive, the percentage of members who received a 

corresponding intervention within 1 month of the positive screening. 
 Transportation Screening. The percentage of members who were screened for transportation 

insecurity. 
 Transportation Intervention. If screened positive, the percentage of members who received a 

corresponding intervention within 1 month of the positive screening.
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• Measurement period: January 1 – December 31.

• Entire Population (all ages) for all lines of business (MY2023 reportable for Medicaid 
and Medicare).

• Ensure these questions are being asked and entered into the patient’s medical 
record/electronic health record (EHR).

• While the National Committee for Quality Assurance (NCQA) has listed screening 
tools in the HEDIS Tech Specs, health plans and providers do not need to use the 
exact survey tool as long as the questions are identical. 

• Any response to one of the pre-specified items included in the measure 
specification counts as numerator compliant for the screening numerator, including 
a documented decline.
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• SNS-E measures how well health plans and providers screen and intervene for 
barriers to care at the population level.

• Case Management (CM) and Social Worker (SW) are great exemplars in removing 
Social Determinants of Health (SDOH) barriers.

• Use SNS-E data as a powerful lever to scale Case Management at a membership 
level to support health optimization, experience and improving health equity.

• Building SNS-E structure into existing touchpoints for each visit being done.

• Ensuring timely and adequate response.
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• Documented decline responses are allowed and counted for screening (no 
intervention is required).

• If fielding a full screening tool or one or more questions per screening area, you 
have to document a refusal to the screening for numerator credit. 

• When you place screening questions in the patient’s medical record/electronic 
health record (EHR), Health Risk Assessment (HRA), portal questionnaire, or 
annual wellness visit form, you have to add ‘declined’ as a response option. Missing 
answers (no response) don’t count as a decline, per NCQA. 

• If it’s a telephonic survey, and the member states they decline to answer, that 
counts. You don’t have to offer ‘decline’ as a response option on an interactive 
surveys; you just have to document it.
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• Barriers:
- The screening numerator codes are LOINC codes, which are not a part of claims. We’re not getting the 

LOINC codes as standard data which is a reason for the missing numerator hits.
- Many provider and provider groups do not have the screening numerator codes or the intervention codes 

entered as LOINCs in their EHR systems.

• Actions Needed:
- Provide education and provider resources to screen each member/patient for social need and timely 

intervention if positive.
- Documentation and submission of supplemental data.
- Close gaps within Cozeva platform.
- Extract LOINC code data from EHR systems and submit as supplemental data if available.

• Assessment:
- Review impact on data submission and continue with closing gaps and submit incremental data monthly.

 If no improvement from month to month, reach out to L.A. Care, our plan partners and IPA for support and guidance. 
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• Housing Support:
- For any questions related to housing, contact the Housing Initiatives team at HHSS-

Program@lacare.org
- To submit a referral for housing, contact the Housing Initiatives team's referral inbox at HHSS-

Referrals@lacare.org

• Food insecurity:
- Food insecurity by itself is not a qualifying criteria for Meals as Medicine. However, if member 

has a chronic condition or a complex need, they may qualify. For related questions, you can 
contact the Meals As Medicine team: MealsAsMedicine@lacare.org

- For more information on Homeless and Housing Support services, visit our sites at 
https://www.lacare.org/providers/forms-manuals and
https://www.lacare.org/providers/community-supports/meals

• Transportation Services:
- For our Medi-Cal and Medicare Plus, transportation benefits for members to see their provider 

and obtain medically necessary covered services at no cost. Members can call L.A. Care 
Member Services on their health insurance card. 

- For our L.A. Care Covered/Direct and Personal Assistance Services Council (PASC) members, 
transportation benefits are covered. Review Member Evidence of Coverage (Member 
Handbook) for important information about transportation services offered by our plan.

mailto:HHSS-Program@lacare.org
mailto:HHSS-Referrals@lacare.org
mailto:MealsAsMedicine@lacare.org
https://www.lacare.org/providers/forms-manuals
https://www.lacare.org/providers/community-supports/meals


Thank You!

Question?
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