
 

Social Determinant of Health (SDoH) RFP 1 

Request for Proposals 

Social Determinant of Health (SDoH) Projects:  
Menu of Pay-for-Achievement Measures 

Award Funds 
Award funds will be disbursed to successful applicants as follows: 

• 50% of funds will be released at the beginning of the project period.  
• 25% of funds will be earned for progress toward project milestones  
• 25% will be earned upon achievement of Pay-for-Achievement (P4A) measures  
 

Applicants will choose two (2) P4A measures for the first year of the award and an additional two (2) for 
the second year, for a total of four (4). This portion of the funding is fully at risk; no payment will be 
made for a given measure if the achievement target is not met. Payments will be made based on 
reporting at 12 and 24 months.   

o 12.5% at 12 months (divided between 2 P4A measures) 
o 12.5% at 24 months (divided across 4 P4A measures) 

 
This document outlines a menu of proposed P4A measures for SDoH projects and provides descriptions 
and definitions for each. The menu currently includes 8 measures but BHT reserves the right to add or 
remove items in future years. 
 
Menu of Pay-for-Achievement (P4A) Measures  

Achievement 
concept Rationale Proposed Definition – Measurement & Achievement 

1 Partnerships –
care 
compacts 

Compacts 
facilitate 
integration and 
care coordination 
between partners 
 

Partner has care compacts1 (a framework for standardized 
communication between providers to improve care 
coordination and transitions) with at least three (3) referral 
partners, at least one of which must be a clinical organization 
(primary care or behavioral health, or both) 
 
MEASUREMENT: List the 3 referral partners and describe / upload 
care compacts  
 
ACHIEVEMENT: Three documented current compacts / 
agreements  
 

                                                           
1 Some key components of care compacts include: Protocols for requesting and conducting referrals; requirements 
related to content, timing, and methods of communication between partners; defined responsibilities for patient 
care and communication throughout the referral process; defined responsibilities for clinical co-management; 
and provisions related to sharing data (accurate and up-to-date clinical records and /or practice-level quality and 
performance information).  See for example:    
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Achievement 
concept Rationale Proposed Definition – Measurement & Achievement 

Additional notes:  
  Partners who select this P4A measure are strongly 

encouraged to also select measure #3 (Basic chronic disease 
and behavioral health screening) to facilitate the 
identification of clients who would benefit from coordinated 
services with a health care partner.  

2 Universal2 
screening & 
follow-up - 
SDoH 

  Connects to 
community-
based care 
coordination 
aims and 
activities  

  Connects to 
BHT’s regional 
priority of 
whole person 
care 

Partner has protocol for screening clients for social needs or 
social determinants of health concerns (e.g. using PRAPARE or 
another tool), recording screening data, and making relevant 
referrals (if patients desire). 
 
MEASUREMENT:  
(1) Describe or upload the social needs or SDoH screening 
tool(s) used;  
(2) Upload protocol or workflow documentation; 
(3) Report % of clients screened in the past 12 months 
(numerator and denominator) 
 
ACHIEVEMENT: Reporting only in the first year. For the second 
year, Partnering Providers increases the % of eligible patients 
screened and referred (according to client preferences) by 10% 
from the previous year. 
 
Additional notes:  
  Social needs or SDoH screening tool should address housing, 

food, and transportation at a minimum. Partners who 
already have a screening tool/process in place are 
encouraged to either expand its scope and/or increase the 
proportion of clients who are screened.  

3 Basic chronic 
disease and 
behavioral 
health 
screening  

  Encourages 
referrals and 
partnerships 
between CBOs 
and health care 
entities 

  Helps to 
identify 
residents who 
need better 

Partner has an active protocol for screening clients for both: 
  Chronic disease (at least 1 condition, e.g. diabetes); and  
  Behavioral health concern (at least 1 condition, e.g. 

depression, or opioid use, or other)  
 
MEASUREMENT:   

1) Describe or upload the screening questions used;  
2) Upload protocol(s) or workflow documentation 
3) Report % of clients screened in the past 12 months 

(numerator and denominator)  

                                                           
2 Universal screening as opposed to screening ‘as indicated’ or diagnostic screening. This does not imply that ALL 
clients must be screened.  
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Achievement 
concept Rationale Proposed Definition – Measurement & Achievement 

access to health 
care  

  Expands health 
care awareness 
of potential 
referral sources  
 

 
ACHIEVEMENT: Reporting only in the first year. For the second 
year, Partnering Providers increases the % of eligible patients 
screened in both categories by 10% from the previous year. 
 
Additional notes:  
  Screening may be in form of client self-report (e.g. answering 

questions such as: ‘Do you currently have any chronic 
disease, such as diabetes, high blood pressure, or arthritis?’). 
BHT does not expect community-based organizations to 
implement clinical screenings. 

  BHT will provide resources and/or training around 
maintaining confidentiality of client-reported health issues.  

  Partners who select this P4A measure are strongly 
encouraged to also select measure #1 (Care Compacts) to 
facilitate referrals to health care providers when needed. 

4 Client / 
consumer 
advisory group 

  Supports client- 
and family-
centered vision 
and service 
design  

  Involves clients 
and community 
members in 
shaping 
transformation 

Partner has a Client / Consumer or Community Advisory group 
that contributes to decision-making about organizational 
mission, processes, and outcomes.3 The Client or Community 
Advisory group should have a charter that outlines the group’s 
purpose, composition, and roles, and how its input is 
incorporated into organizational decision-making.   
 
MEASUREMENT: (1) Describe / upload charter for the Advisory 
Group. (2) Document membership and meeting date(s) of the 
Advisory Group. (3) Provide an example of how client and/or 
community input was used to change policy or practice.   
 
ACHIEVEMENT:   
Charter for Advisory Group established by 6 months; group is 
formed and has held at least one meeting by 12 months.  
 
Additional Notes:  
  For purposes of this P4A measure, Partners with multiple 

service locations do not need to have a separate advisory 
group for each site. 

  Conducting client satisfaction surveys or holding a one-time 
focus group does not meet the intent of this measure.   

5 Navigators, 
Peers, CHWs, 
etc. 

CHWs, peer 
specialists, and 
similar roles can 

Partner increases availability of Navigators, Peer Support 
Workers, Community Health Workers, or similar roles (Health 
Coaches, etc.) 

                                                           
3 See the State of Oregon’s resource page for Community Advisory Councils for some example materials: 
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/CAC-Learning-Community.aspx. 
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Achievement 
concept Rationale Proposed Definition – Measurement & Achievement 

facilitate care 
coordination and 
person-centered 
care and recovery 
 

 
MEASUREMENT: 2-part survey question:  
(1) Current FTE for each relevant category of worker; and  
(2) Total number of clients served in past 12 months 
 
ACHIEVEMENT: Reporting only; no increase in FTE-to-patient ratio 
is required for Year 1. 
 
Additional notes:  
  A definition for community health worker4 is provided below 

as an informational resource only (not intended as a 
requirement) 

6 Increasing 
access to 
SDoH-related 
services 

Increasing the 
availability and 
utilization of 
services that 
address 
individuals’ social 
needs supports 
regional well-
being 

Partner increases the number of clients to whom it delivers 
services related to any of the following social needs: 
• Housing (e.g. supportive housing placement, emergency 

shelter, or assistance applying for housing aid) 
• Food (e.g. vouchers, food items, or assistance applying 

for WIC) 
• Transportation (e.g. non-emergency medical transport, 

subsidies for public transportation, etc.) 
 
MEASUREMENT: Unduplicated number of clients provided 
with each type/group of services above in the last 12 
months. A baseline figure must be reported at contract start 
date. 
  
ACHIEVEMENT: Partner increases the number of clients 
provided with listed services over its own baseline.  

7 Data capacity Tracking and 
communicating 
data about 
services and 
impact is a 
foundational 
capacity for 
partnering with 
health care 
entities or and 

Partner tracks outcome data for its clients / services.  
 
MEASUREMENT: Aggregate outcome data for at least 2 
outcome measures that the partner has identified (e.g. 
proportion of clients served through a chronic disease self-
management program whose self-efficacy scores increased) 
 
ACHIEVEMENT:  
(1) Partner identifies and provides descriptions for at least 

2 outcome measures  
                                                           
4 A CHW is a frontline public health worker who is a trusted member of and/or has an unusually close 
understanding of the community served. This trusted relationship enables the CHW to serve as a liaison or 
intermediary between health/social services and the community. Definition is from the American Public Health 
Association, as adopted by the Washington Community Health Worker Taskforce recommendations report, 2016. 
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Achievement 
concept Rationale Proposed Definition – Measurement & Achievement 

participating in 
value-based 
payment  
  

(2) Partner reports outcome data for each measure at an 
aggregate level for clients served in the contract period, 
with no more than 10% missing  

 
Additional notes:  
  Partners who select this P4A measure for Year 1 are 

encouraged to select measure #8 (Value Proposition) in Year 
2. 

  BHT will provide technical assistance to help partners identify 
appropriate outcome measures and develop reporting 
capacity. The goal of this measures is not for BHT to monitor 
partners’ outcome data, but for partners to improve their 
ability to track and use outcomes data in grant applications, 
contract negotiations, etc.  

8 Value 
proposition 

Supports the 
development of 
solid partnerships 
between 
community-based 
organizations and 
health care 
partners or other 
potential investors   

Partner has at least one written value proposition5 for one 
or more target audiences that clearly communicates the 
value of its services and/or potential partnership. 
 
MEASUREMENT: List the target audience(s) and upload value 
proposition(s) 
 
ACHIEVEMENT: At least one value proposition.   
  
Additional notes:  
  BHT will provide technical assistance to partners to help 

develop this capacity 
 
 
Questions 
For questions about this RFP contact:  
Charisse Pope at charisse@betterhealthtogether.org  
Kim Brinkmann at kim@betterhealthtogether.org 

                                                           
5 For example, see this resource from ReThink Health: https://www.rethinkhealth.org/resources/developing-a-
value-proposition-narrative-toolkit/  


