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Toolkit for Writing an RFP to Contract for Healthcare Services in a Correctional or Detention Institution
[bookmark: _Header_Graphic_Ideas]Overview of the Correctional Healthcare Toolkit
The Toolkit for Writing an RFP to Contract for Healthcare Services in a Correctional or Detention Institution (Correctional Healthcare RFP Toolkit) is designed to help correctional and detention facilities—along with local governments—create effective, outcome-focused requests for proposals (RFPs) for healthcare services.

The Toolkit guides you through every step of the process, including the following:
· Preparing to draft an RFP
· Drafting the RFP using the provided template
· Issuing the RFP
· Evaluating vendor responses
· Negotiating a contract based on the RFP
This Toolkit promotes collaboration between agency heads, procurement officials, and vested partners involved in the vendor contracting process.
How to use this Correctional Healthcare RFP Toolkit
Agencies can use the Toolkit and RFP template as a comprehensive guide, following each step closely, or as a reference to improve their existing processes by comparing them against the Toolkit’s suggestions.
Which agencies will benefit from the Toolkit?
While focused on state prison and local jail contracts, the Toolkit may also benefit other institutions.
· State prisons
· Local jails
· U.S. Immigration and Customs Enforcement (ICE) detention centers,
· police lock-ups,
· civil commitment facilities, and 
· juvenile detention facilities*. 
*Note: for juvenile settings, the Toolkit may not fully address youth-specific healthcare issues.
Background
Correctional and detention facilities provide health care to over 10 million people annually. This population has significantly higher rates of infections, chronic diseases, mental illness, and substance use disorders than the public.
This medically complex group relies entirely on the correctional and detention facilities for their healthcare. Providing health care in these facilities is a challenge, which is exacerbated by provider and staff shortages, security issues, and brief lengths of stay.
Incarcerated individuals are also more likely to have low incomes and low health literacy, and are disproportionately Black, Native American, Hispanic, and LGBTQ.
Due to these complexities, most facilities outsource health care delivery to external entities, most commonly for-profit companies, universities, or nonprofits, governed by contracts based on formal RFP*. 
*Note: some agencies use other terms to describe the RFP process, such as “request for quotes,” “invitation to bid,” and “invitation to negotiate.” 
Creating an effective RFP requires in-depth knowledge of healthcare systems, which many facility leaders lack. As the RFP becomes the blueprint for the final contract and shapes the actual health care provided, the quality and accuracy of the RFP are critical to the long-term success of the healthcare program. Insufficient RFPs can lead to inadequate contracts and substandard care.
Some facilities utilize existing contract language from neighboring jurisdictions, which isn’t tailored enough to the facility’s specific population and needs. Facility leaders may also understandably assume that it is sufficient if their RFPs require providers to maintain accreditation under national standards, such as those of the National Commission on Correctional Health Care (NCCHC). Such standards are beneficial and necessary, but by themselves do not detail the terms of a contract for a highly complex healthcare services program.
We created this Toolkit to address that gap. The Correctional Healthcare RFP Toolkit helps correctional leaders and procurement managers navigate the complexities of crafting RFPs, ensuring they result in effective healthcare contracts. 
Developed by a team of experts, the Toolkit includes a customizable RFP Template based on real-world experience and is regularly updated to reflect best practices.
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Disclaimer
This Toolkit is provided for educational purposes. An express condition for using the Toolkit is a complete waiver by the Users, and all related parties, of all liabilities against the Authors related to all uses of and reliance on the Toolkit, direct or indirect. To restate this express waiver, the Authors are not liable for any costs incurred, litigation brought, or opportunities lost related to or involving the Toolkit. The Users, including all related parties, disclaim and voluntarily and knowingly waive any and all rights to reimbursement for any and all related costs, expenses, settlements, verdicts, and any other claimed damages.

Toolkit Users shall indemnify and hold the Authors harmless from and against the full amount of any and all claims and liabilities, including legal fees, costs, settlements, and verdicts, which may be made, filed, or assessed against the Users, including all related parties, or brought by the Users, including all related parties, at any time based on, or arising out of, any information or terms in the Toolkit, or anything that was not included in the Toolkit and which was relied upon by the Users. The Authors will not be liable for any costs associated with the preparation and submission of any RFP. The Authors are not responsible or liable for any of those costs, regardless of the conduct or outcome of any selection process.

Points of view or opinions in this document are those of the authors and do not necessarily represent the official position or policies of Policy Research Associates, Inc.
How to Access the RFP Template
We collect the following information to determine where the Toolkit is used and how we can ensure it is most helpful. Individual responses will not be shared publicly. We may occasionally contact respondents to collect more information. Please note that upon completing the form, you will be provided with a one-time use link to download the document. Once you have downloaded the document or exited the page, the link will expire, and you will need to complete a new form. 
Note: The link below provides access to the current version of the Toolkit. We will update the Toolkit based on continued feedback and emerging best practices. Please share this page to share the Toolkit with other interested parties.
To submit the form and download the RFP Template, click here.
How Can This Toolkit Help?
Ensure the provision of adequate medical, mental health, substance use disorder, and dental care
Governments have a constitutional duty to provide people in correctional facilities with necessary health care (Estelle v. Gamble, 1976). However, there is significant variation in the quality of care delivered and how jurisdictions approach their funding models for healthcare services. In many cases, people who have chronic or serious illnesses fail to receive care (Lupez et al., 2024) and are substantially less likely to be treated compared to the general population (Curran et al., 2023). 

In some cases, there may be differences between what courts have defined as “constitutionally adequate care” and the current standard of care because jurisprudence may lag behind the evolution of medical science and community norms. This Toolkit helps shine a light on practices agencies should adopt to keep patients safe based on current medical science.
Eliminate preventable and facility-attributable deaths 
There is a heightened risk of suicide for people who are incarcerated and not receiving sufficient care. Facilities may experience other attributable deaths such as misdiagnosis, neglect, accidents, homicides, and overdose. The Correctional Healthcare RFP Toolkit may help increase safety and reduce the risk of suicide as well as other preventable or facility-attributable deaths by building increased accountability and performance expectations in healthcare provider contracts.
Improve healthcare providers’ accountability to the correctional facility
Contracts with healthcare providers often lack performance measures to hold contractors accountable to service requirements. The Correctional Healthcare RFP Toolkit will empower facilities to clearly communicate performance and outcome expectations to potential bidders. By incorporating specific performance measures within the contract negotiation process, facilities are much more likely to avoid conflict.
Decrease legal liability
Failure to provide adequate health care can result in undesirable litigation. Costly and lengthy litigation may result in expensive judgments, court-ordered settlement agreements, consent decrees, patient harm, negative media attention, and public mistrust. These outcomes may be avoided in part by prioritizing sufficient health care provision by using the Correctional Healthcare RFP Toolkit.
Increase the connection of incarcerated individuals to community-based care and insurance coverage, thus potentially reducing repeat incarceration and disparities in access to care

If provider contracts are deliberately designed, correctional facilities can play an integral role in larger health services systems. Many facilities participate in local or statewide health information exchanges, which increase continuity of care during and after incarceration. Some facilities assist with enrollment in Medicaid, other insurance coverage, or disability benefits through the SOAR model. Continuity of care can reduce costly post-release emergency room use, decrease the risk of a drug overdose, increase medication consistency, and promote linkage to community-based services.

Most people who are incarcerated in jails and prisons return to their communities. This resource can help facilities secure provider contracts that include reentry services and better facilitate the reintegration process and management of health conditions.

In addition, people of color are disproportionately represented in the U.S. criminal legal system. Correctional health care offers a unique public health opportunity to reduce the unequal impact of incarceration and poor health effects on communities of color through screening and assessment, treatment, connection to insurance, and linkage to post-release care.
Increase cost efficiencies and obtain higher value in correctional health care
Although there is pressure on correctional administrators to contain costs, it is vital that people who are incarcerated receive, at a minimum, constitutionally adequate care. The information provided in the RFP is how bidders build and price their plan of approach, yet many RFPs lack important facility information that bidders would need to propose an appropriate plan for delivering services at a realistic price (e.g., historical utilization data, population acuity and severity of needs, and anticipated staffing).
Facilities can also obtain higher value for their investment in health care when they make these expectations as clear as possible. From the potential provider’s perspective, not having this information gives an advantage to an incumbent contractor, because only the current contractor has accurate historical information upon which to base the bid. The lack of sufficient information also causes bidders to increase their price assumptions to factor in the risk. The Correctional Healthcare RFP Toolkit will help facilities and potential bidders communicate clear, realistic expectations. 
Choosing Your Healthcare Model
When selecting a healthcare delivery model, facilities should weigh factors such as facility size, specific population, staffing needs, and budget. Consider different models such as in-house care, contracted services, or hybrid approaches. The Correctional Healthcare RFP Toolkit presents key considerations, including medical care standards, legal obligations, and cost-effectiveness. 
Should you outsource healthcare services?
There is wide variation in the ways that correctional facilities arrange to provide health care. These generally fall into four broad categories (Pew Charitable Trusts, 2018):
1. Direct model (insourcing): Government-employed corrections department clinicians provide all or most on-site care. Most Federal Bureau of Prisons facilities operate under this model.
2. Contracted model: Clinicians employed by one or more private companies deliver all or most on-site care. This is the most common model among jails and is the model in about 40% of prison systems.
3. State university model: The state’s public medical school or affiliated organization is responsible for all or most on-site care.
4. Hybrid model: On-site care is delivered by some combination of the other models.

Reasons for outsourcing
The last three models involve some level of outsourcing. There are four common reasons that facilities outsource their healthcare services: to control costs, increase patient safety, avoid salary caps, and shift litigation risk and cost:
1. Controlling costs. Outsourcing correctional facility healthcare services is complex. If your facility is currently operating inefficiently—such as by ordering excessive tests or purchasing medications at high rates—outsourcing to a vendor with cost-management systems may reduce expenses. However, if your facility has already optimized its operations with cost-saving tools, outsourcing could increase your overall costs. This is because the base costs may remain the same, but you will need to cover the vendor’s profit margin, which can range from 6% to 9% for prison contracts and 12% to 15% for jail contracts. The profitability varies based on the vendor and the market, making it difficult to predict the precise impact on your specific situation.

2. Improving patient safety and reducing liability. Will the quality of care improve if you outsource? The answer parallels the answer above: It depends on your facility’s current circumstances. If patient care has been negligent up to now, as often evidenced by an excessive number of deaths, suicide attempts, and/or litigation, then outsourcing to an experienced and competent vendor that institutes patient safety practices (e.g., robust error reporting systems, error and mortality reviews, root cause analyses, oversight by a senior physician), then the quality of care will likely improve. On the other hand, outsourcing is less likely to result in sizeable improvements if you are already attending to patient safety.
3. Avoiding salary caps. One clear reason to outsource is that the government or bargaining unit-negotiated salary structure under which you operate limits your ability to attract and retain competent healthcare professionals, who are in extremely high demand. Government employment models are generally very rigid, and they may have limited recruiting resources or sophistication to attract healthcare professionals. A private company has much more flexibility regarding compensation plans, enhancements to compensation, flexible benefits, retirement plans, and the like. In such cases, outsourcing provides a mechanism for offering higher salaries than you could otherwise. Note, though, that if you will be replacing union jobs with nonunionized vendor jobs, there are potential legal and political implications that you should explore fully with your legal counsel.

4. Shifting litigation risk. Many correctional administrators believe that outsourcing protects them from litigation and/or shifts the cost of litigation to the vendor. This is not correct. Outsourcing by itself does not relieve correctional administrators and governmental entities from their obligations under the U.S. Constitution and statutes that protect incarcerated people. Although outsourcing may spread the litigation risk, it does not preclude lawsuits related to providing constitutional and/or statutorily required care (such as violations of the Americans with Disabilities Act of 1990 for not providing medication for opioid use disorder to those who need it) or from other legal exposure (such as malpractice or deliberate indifference) related to the operation of correctional facilities. Providing adequate and required care, however, does protect against many of those risks, and this Toolkit is intended to help the Users ensure that the care provided meets these requirements.
Alternatives to outsourcing the entire contract to a single for-profit company via the RFP process
In U.S. correctional facilities, outsourcing to a single for-profit company is a popular model, employed in 20 states. It is estimated that 60% of jails outsource to a for-profit company.
Other models for outsourcing include the following:
1. State and local departments of health. Healthcare services at the King County jail in Seattle, Washington, are provided by the Seattle-King County public health department.
2. Public or private university. Healthcare services in the Texas prison system are provided by the University of Texas Medical Branch and Texas Tech University Health Sciences Center.
3. Public or private hospital. Health services at the Miami-Dade County, Florida, jail are provided by Jackson Memorial Hospital.
4. Federally Qualified Health Center
5. Mobile van. Some correctional facilities provide dental services via a traveling dentist.
6. Other (noncorrectional) state or county agencies. In many counties, mental health services are provided by the county’s mental health system.
7. Another correctional agency
8. Staffing agency. In this model, the facility contracts for one or more employees or professional categories (e.g., nurses), but other employees (e.g., physician, health services administrator) might be facility employees.
Outsourcing to another correctional facility
Outsourcing to another correctional facility is a model used mostly by small jails. There are two variations on the model: complete and partial.
Complete model
The complete model means closing your jail and contracting with a nearby (larger) city, county, or regional jail to accept all admissions that would have come to you. This may seem drastic, but multiple trends over the past decades support this step. Many jail administrators report an increase in resident clinical complexity and prevalence of serious mental illness and substance use disorder, including polysubstance use disorder. The medical community is also recognizing the importance of diseases and conditions that are overrepresented in correctional populations and were previously under-addressed, such as opioid use disorder and traumatic brain injury. In addition, the types of breaches for which correctional facilities are being sued have also expanded.
Emerging evidence is showing that the effect of these trends is that small jails have difficulty safely managing their residents. According to data from the Bureau of Justice Statistics (Carson, 2021), individuals in small jails have approximately 60% higher chances of dying during their incarceration than individuals in large jails. Completely outsourcing jail health services to a sister agency may be safer and reduce liability.
Partial model
In the partial model, you continue to operate a local jail. Your custody staff carefully screen newly admitted individuals for active or potential health problems to identify those who are to be immediately transferred to a larger nearby or regional jail (or a hospital). The jail sets a very low threshold for such transfer based on positive screening results.
If outsourcing to another public entity (e.g., health department, hospital, university, correctional facility), local regulations may allow you to do so without competitive bidding. Nonetheless, this RFP Template may still provide a useful framework for an intergovernmental agreement.
Finally, in some jurisdictions you may be able to wholly avoid the competitive RFP process through a process known as “piggybacking.” In piggybacking, your (public) facility uses the existing contract between another public entity and their vendor as the basis for a fresh contract directly between you and the same vendor on the same or similar terms. The rules regarding piggybacking vary by jurisdiction, so check with your procurement advisor on whether this is a good route for your facility.
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To benefit from economies of scale, it may be beneficial to partner with nearby facilities in the RFP process. The economies might manifest in one of two ways. First, an RFP from a larger conglomerate of facilities may be able to negotiate better pricing than any of the component facilities alone. Second, the costs of the RFP process itself can be shared. Another advantage of issuing an RFP for a larger total operation is that it may increase the number of vendors interested in bidding on the contract. While this is not as true for all vendors, especially smaller regional or local ones, some of the larger national vendors are only interested in bidding on larger contracts.
Understanding the RFP Process
Tasks to complete before you start writing the RFP
· Learn about the RFP process and set goals
· Determine the best model for healthcare policies and procedures
· Determine the best model for healthcare records
· Determine to what degree you will lump or split contracts
· Determine whether you will engage in partial contracting
· Maximize and leverage resources to support your care service continuum
· Work with experts to participate in the RFP writing process
· Set reasonable timelines
· Use our RFP Template
Learn about the RFP process and set goals
Generally, you should allow at least 9 months for the RFP and contract process – from the date you start working on the RFP until the date you expect the new contract to begin, particularly for facilities that have not previously used this RFP Template. We recommend that you read through the entire RFP Template well before you need to begin producing your RFP to allow enough time to have meaningful conversations.
Understanding why you need a new RFP will help identify key areas of focus in your RFP development process. Reasons for needing to develop and issue a new RFP typically include the following:  
1. Procurement Practices Require Routine RFP Reissuance: According to your local procurement practices, RFPs must be reissued at specific intervals. Routine procurement practices provide an opportunity to revisit assumptions and expectations, assess what has been working and not working, and consider what would improve outcomes. 
a. Review each section of your current RFP, the original contract including the scope of work, and amendments that have been made to the original contract and gauge your level of satisfaction with each.
b. If you are not able to affirm satisfaction, then that section, service, or issue needs to be changed in a new RFP.
2. Major Changes to Facility’s Operation: There have been major changes in your facility’s operation or in the environment around you. Examine trends and events over the past 3 to 5 years in the facility and other changes, such as leadership, legislative, population/needs, and service changes. Examining contract amendments that you’ve had to make (especially if they have been frequent) can highlight what some of those trends and events have been. 
3. Outdated or Unclear Information: Your current RFP is based on outdated information, lacks clear expectations, or lacks Key Performance Indicators (KPIs) and quality assurance measures, making it difficult to hold a vendor accountable for service and patient health outcomes.
4. New Facility or Service: You are constructing a new facility or introducing a new service in an existing facility.
5. Issues with Current Services: The current contract is not up for renewal but there are concerns about the services being provided due to contractual noncompliance; service delivery issues; resident deaths; internal resident, custody, or healthcare personnel complaints about safety or services; external complaints from family, community providers, or other partners or stakeholders (e.g., court, probation); or litigation. How do the current RFP/contract terms need to be modified to prevent or improve these concerns?
6. Changes in Standards of Care: There have been material changes in the needed scope of services or in the standard of care such that a “fresh” contract is warranted. Examples of the former include new court orders or settlement agreements that change the scope of service. Examples of the latter include the need to increase treatment for opioid use disorder and the advent of curative medications for hepatitis C.
Determine the best model for healthcare policies and procedures
In deciding how to handle healthcare policies and procedures (P&Ps) for a healthcare services contract, you have three options: 
· The facility has a set of P&Ps that continue from vendor to vendor.
· The vendor brings its own set of P&Ps, meaning that every time you change vendors, health services will operate under a new set of P&Ps. 
· The vendors bring their P&Ps as part of the contract, but at the completion of the contract the facility adopts them as their own and continues their use from vendor to vendor. 

There are two important reasons for maintaining continuity of the policy manual across vendors and time. First, P&Ps should evolve over time because they incorporate changes made due to lessons learned. Wholesale replacement of the policy manual when you change vendors erases those gains and places the facility at risk of repeating errors. In addition, most frontline staff remain in their positions across vendor changes. Changing P&Ps for the sole convenience of the new vendor means that most frontline staff will have to learn and become proficient in a new set of standards. This increases the risk of not following policy, resulting in patient care errors, bad outcomes, and litigation.
Some advocate for the vendor to bring their own P&Ps for legal liability reasons. They argue that instructing a vendor to use your P&Ps, exerts control over the vendor, and the more control you exert, the more a court could find that you share in the liability for bad patient outcomes at the hands of the vendor. However, this argument is weak, as having a strong set of P&Ps reduces the chance of errors in the first place. Additionally, even if you approve the vendor’s P&Ps, you may still share liability under constitutional or statutory protections. 
Alternatively, you can take advantage of the upcoming vendor’s expertise by having them bring their standard P&Ps as part of the contract. However, at the completion of this contract you would adopt those P&Ps as your own, modifying them as needed and continuing to use them from vendor to vendor. 
Determine the best model for healthcare records
Paper vs. Electronic Health Record
There are two types of health records (HR): paper and electronic. Before issuing an RFP, you should determine which of these two is best for your facility. Then determine whether you want to continue this record in perpetuity or switch HRs with each change of vendor. Health care in the community, as well as in corrections, is moving towards electronic health records (EHR). Benefits of EHRs include ease of tracking, maintenance, and compliance with Medicaid requirements, as well as overall lower expense.  
For facilities other than the smallest jails with short lengths of stay and minimal services provided in a state that is not requesting a Medicaid Reentry Section 1115 Demonstration Opportunity Waivers (MRS 1115), an EHR is likely the better choice to ensure adequate quality of care. If opting for a paper HR, the RFP will simply require the vendor to continue to use the existing record.
Permanent EHR vs. Switching EHRs
If you already use an EHR or are planning to convert from a paper HR to an EHR, the next major decision you need to make is whether you will use a permanent EHR or will switch EHRs with each successive healthcare vendor.
We strongly recommend that facilities adopt the permanent model, due to staff efficiency and learning curve, better continuity of care and patient safety, and lower cost. However, “permanent” should not be confused with “static.” You should work continuously with the EHR vendor to ensure that the most recent version of the software is meeting your operational needs.
Choice of Permanent EHR
If you elect to use a permanent EHR, you can choose from among four models: (1) purchase an off-the-shelf EHR, (2) lease an off-the-shelf EHR, (3) share an EHR with a community or correctional partner, or (4) construct your own EHR. See the RFP Template for an extended discussion of the options. 
Determine to what degree you will “lump” or “split” contracts
The concept of “lumping” vs “splitting” refers to whether you contract with a single contractor to provide all care in all major health domains (medical, mental health, dental, substance use disorder) or whether you carve out one or more domains or subdomains and contract those separately to one or more other vendors or agencies. The “carve-outs” are sometimes one or more of the major domains or subdomains (such as most SUD care separate from methadone treatment). 
Generally, lumping is preferable because it enhances communication and coordination of services. The more entities involved in patient care, the more complicated it can be to provide that care, even when the contractors have a genuine interest in cooperating and are using the same EHR. 
Although lumping is preferable, at times it is not feasible or cost-effective (such as outsourcing care associated with expensive medications to a health department or other entity that is eligible to buy them at a discount through the federal 340B Drug Pricing Program).
When splitting is appropriate, it will be important for you to foster good communication and coordination between/among the contractors. Such fostering starts with a good RFP and contract for each contractor that articulates the importance of coordination and seeks descriptions of how the contractor intends to achieve the coordination. 
Determine whether you will engage in partial contracting
The Toolkit is designed under the assumption that you have decided to contract for the full spectrum of health services. However, that may not be the best solution for your facility. What aspect of the delivery of healthcare services are you unable or unwilling to provide using facility employees? Depending on your needs, it may make sense to contract for any number of services, such as pharmacy (managing, ordering, inventorying, and/or dispensing), dental (such as with a company that operates a mobile dental van), dialysis (also via a mobile unit), or telemedicine or telepsychiatry.
Maximize and leverage resources to support your care service continuum
It is expensive to provide constitutionally adequate health care in a correctional environment, and resources vary by jurisdiction. The Toolkit and RFP Template offer some ideas for identifying other resources to fill the gap between what you need and what is funded directly by your jurisdiction, such as through engaging community-based organizations.
Determine what relevant services already exist in your community and how they are funded and sustained over time, and develop formal agreements that clearly outline expectations, roles, and responsibilities. This will enable you to tailor the RFP to only those services that are not already available. Pursue grants from philanthropic foundations, your state, corporations, or the federal government, partnering with community-based agencies.
There are several examples of how community-based agencies can play an important role in the correctional care continuum: 
1. Local peer support providers can help support incarcerated individuals through engagement with behavioral health treatment and enhancing transitions.
2. Educational institutions can adopt corrections-based field placements/internships or rotations in various disciplines.
3. Local health, behavioral health, and specialty service agencies (e.g., those providing services to people with intellectual/developmental disorders or acquired brain injury) can ensure continuity of care. 
4. The faith-based community and other nonprofit providers can provide critical post-release transition services, including employment, food, transportation, and other supports.
5. Governmental entities (e.g., state or local department of health, county hospital) or government-supported entities (e.g., public university, Federally Qualified Health Center) can take advantage of reduced costs for expensive medication, through the 340b Drug Pricing Program.
6. Housing providers can coordinate post-release resources.
Work with experts to participate in the RFP writing process
Whether you are a large state prison system or a small city jail, the cost of health care for your incarcerated population is likely one of your major expenditures. Thus, when contracting for health care, it makes sense to get it right. This requires expertise in the subject – a subject that is quite complicated, both clinically and legally. If needed, seek input from external experts and screen for potential conflicts of interest. The following are the types of experts you should consider involving in the RFP development process. 
1. Government procurement or purchasing official. If no such expert exists in your facility, consider contracting with one through Institute for Public Procurement or the National Association of State Procurement Officials
2. Legal counsel
3. Correctional health care expert(s), whether generally or across specialty areas
4. Custody operations expert who serves as a liaison between custody and health care operations.
5. IT expert for EHR knowledge
6. Peer/neighboring facilities*
a. *Reach out to neighboring facilities of similar size for lessons learned and to request RFPs to review after completing the first draft of your RFP. Conversely, we recommend against copying another facility’s RFP. Many existing RFPs are not complete and therefore increase your chances of a bad clinical, financial, or public relations outcome.
7. Academia
8. Current and/or former facility residents (“peers”)
Set reasonable timelines
Keeping your RFP-to-contract process on time requires two important activities: identifying all the steps in the process and then setting realistic time frames for each.
Identifying the steps
We suggest including the following 15 steps in your timeline. The steps are listed in reverse order because that is the order in which you should plan the overall process.
1. Contract starts
2. Contract finalization
3. Award Letter issued; based on contract agreements
4. Deadline for protests to selection by nonselected vendors
5. Notification to bidders of selected vendor (Intent to Award Letter)
6. Vendor presentations
7. Notification of vendor(s) that have been selected to make presentations
8. Deadline for vendors to submit their proposals
9. Posting of responses to submitted questions
10. Deadline for bidders to submit written questions
11. Beginning date for vendors to submit written questions
12. Bidders Conference and facility tour
13. Notification of approval or denial of proposed visitors
14. Deadline to notify facility of interest to participate in Bidders Conference and/or Facility Tour and to submit information about visitors
15. RFP release

The very first step, of course, is to begin RFP planning and drafting.
Setting realistic time frames
Start by determining the contract start date. For facilities that currently have contracted health care, this is a fixed date (the date the current contract ends).
Next, gather or assess the following information:
1. Known deadlines for city, county, or state budget cycles. This can be a critically important factor. Inform yourself well ahead of time about your government’s budgeting cycle and rules. Will the responses you receive to the RFP inform the budget or vice versa?
2. Known or pending events that could require specific staff to focus on other obligations. 
3. The availability of key personnel who will be involved in the RFP process. 
4. The speed with which your workforce can complete tasks. 
5. General process and time frames to execute a contract in your jurisdiction. 

Working backward from the contract start date, set dates for each step. Allow 6 to 8 weeks between the RFP release date and the proposal submission deadline and at least 2 to 3 weeks between the date you post responses to written questions and the submission deadline. 
Also allow yourself enough time between bidder presentations and notification to bidders of the selected vendor. Individual proposals for a complex RFP can be hundreds of pages long. The due diligence required for a thoughtful review of the proposals can be time consuming.
Once you have constructed your timeline, share it with all internal and external staff who will be involved in the process. 
Use our RFP Template
The heart of this Toolkit is the RFP Template. The template is a comprehensive compilation of draft provisions addressing all aspects of the provision of health care by an external entity. The draft provisions attempt to delineate the care that should be provided to meet constitutional requirements, statutory requirements, other requirements established by case law from federal or state courts in your jurisdiction, and the accepted professional standard of care and that also improves individual and public health while controlling overall costs.
More specific instructions on the use of the RFP Template appear at the beginning of the document itself. At this point, you are ready to begin drafting your RFP. When completed, proceed to the next section of the Toolkit.

Tasks to complete from RFP draft to contract signing
To prepare your RFP draft for issuance and contract signing, we recommend the following steps:
· Create the Selection Committee
· Increase the visibility of the RFP and recruit potential bidders
· Conduct the Bidders Conference and Facility Tour
· Conduct the vendor presentation session
· Respond to written questions submitted by vendors
· Evaluate and score vendor proposals
· What to do if no vendors reply to the RFP
· Negotiate a contract that preserves the intent of the RFP
Create the selection committee
You need to appoint members to the Selection Committee who will score the vendors who respond to your RFP. The selection committee should have expertise in the following 7 areas: security, clinical, health care administration, personnel management, contracts, fiscal matters, and IT. To the extent that the needed expertise does not reside within the Committee members, input from experts can be provided to the selection committee as nonvoting consultants.
Members of the Selection Committee should be unbiased (i.e., have no conflict of interest). Consult with legal counsel about how to define a conflict of interest for people involved in scoring the responses. 
Increase the visibility of the RFP and recruit potential bidders
Most of the national for-profit companies that contract to provide correctional health care scan government agency websites on a regular basis looking for posted RFPs. Nonetheless, it is a good idea to contact them directly to notify them of your posting. One simple way to identify the larger vendors is to scan the list of exhibitors at national conferences. 
Contact nonprofit and nontraditional providers directly to notify them about your RFP. Look for the Federally Qualified Health Centers (FQHCs) in your area. You can find a list of them online by state by searching a term such as “FQHC by state list.” Contact your local hospitals, especially if they are public hospitals, university hospitals, or mission or religious-based hospitals (understanding any limitations they may place on services, such as reproductive services).
Also, contact the director of your local health department. Individuals who may cycle through correctional institutions and hospitals are, in many ways, the prime target population of public health efforts. Therefore, some health departments view serving this population as part of their mission. Lastly, local for-profit healthcare providers may be interested in venturing into the correctional space. In addition to full-service providers, it may be worth contacting ones that specialize.
Conduct the Bidders Conference and Facility Tour
Though not necessary to pair, it is simplest and makes the most sense to conduct the Bidders Conference and Facility Tour on the same day. The purpose of the Bidders Conference is to given vendors information about your RFP and operation and to answer questions. Three topics to highlight are (1) aspects of the RFP that you consider unusual, special, or new, (2) anything unusual about your facility or setting, or plans for future changes, and (3) aspects of the RFP that are of particular importance in the work you are seeking from the vendor. You should also use the Bidders Conference as an opportunity for vendors to ask questions. Answer questions if you know the answer. If you are unsure of the answer or need to confer with others, inform the vendors that you will get an answer. Inform vendors that the questions and the answers (including the answers you deferred), will be posted with the answers to the questions submitted in writing.

The purpose of the Facility Tour is to give vendors information (visually and experientially) about your facility and to answer questions. Generally, you should take vendors to see all areas of your facility that are relevant to the work they may do under the contract.

You need to decide whether to make participation in the Bidders Conference and Facility Tour voluntary or mandatory. There is no “right” decision. Most serious vendors will want to participate in these events, so making them voluntary is reasonable. If you do make them voluntary, consider including attendance at them as a factor you will consider when scoring proposals. 

You also need to decide how many representatives from each vendor you will allow to attend. Consider size, attendees with specialized experience, and whether you would like to host multiple tours to accommodate larger groups. 

While generally less effective as a sole method to provide useful information to potential vendors, you should consider using recorded, or even live, virtual tours as an adjunct or enhancement to in-person tours, especially for very large agencies with numerous facilities. 
Conduct the vendor presentation session
Generally, during vendor presentations Facilities allow the vendor to make a formal presentation of their own design and then ask questions based on the presentation and/or written proposal. It is important that all vendors be treated equitably and fairly to avoid claims of disparate treatment and unfair disadvantage. One key factor in equitable treatment is limiting all vendors to the same time limit. Generally, 30 to 60 minutes should be sufficient. 
Respond to written questions submitted by vendors
You will allow prospective vendors to submit questions to you regarding the RFP. In preparation for this, you will want to create the submission portal and a website where you can post the responses.

For larger RFPs, the number of questions can be voluminous, sometimes amounting to hundreds. The most effective strategy for reducing the number of questions posed is to provide detailed information about your facility’s general and healthcare operations. Use the RFP Template to guide you through that process. To save you time, it is reasonable to group or combine similar questions and provide a single response.

The timeline we present in this Toolkit and RFP Template assumes you will wait until all questions are submitted and the submission window has closed before attempting to answer questions. There is an alternative approach: rolling questions and answers. In this approach, you can respond to questions and post the responses as you receive them. Both approaches are reasonable. 

Depending on the question, you may want to have the response written by, or reviewed by, a specific person on your contracting team. You also may want to have the entire team review all draft responses before you finalize them. Once finalized, all questions and responses should be posted to the website so that all vendors have access to the same information. Some prospective bidders may attempt to contact current employees of your facility to get information about your operation. Educate all facility employees about the RFP question process and instruct them that if they receive such questions, they should not respond and instead direct the inquiry to the mechanism you set up.
Evaluate and score vendor proposals
Use of experts to help review proposals
In the “Tapping experts…” section, we recommended that you involve internal and/or external experts in developing the RFP. If these experts are not members of the Selection Committee, you should engage the same or similar experts now to help review the proposals, including having them attend the formal presentations, if possible. Ask them to provide their expert opinions on the strengths and weaknesses of the proposals in an unbiased manner based on their expertise and the available facts.
Who should select the best proposal?
The selection of the successful bidder is typically governed by local laws or regulations. Thus, you should seek the advice of your legal counsel or procurement specialist. In most jurisdictions, the selection is made by a committee (“Selection Committee”) appointed by the governing authority (e.g., sheriff). 
Reference checking
As mentioned in the RFP Template, we do not recommend asking vendors to submit letters of recommendation from previous or current clients. Instead, we believe it is more productive to proactively seek input from vendors’ clients yourself. If you included this request in your RFP, you will have already received a list of all the correctional facilities with which the vendor has a contract or had one in the past 10 years along with a basic description of the contract.
Strategies for selecting facilities to contact include selecting those (a) with which you’re familiar or at which you have a colleague; (b) that are similar in size, function, and community to your own; and (c) where the contract period seems short, which suggests that the contract may have terminated prematurely. To improve your chances of getting candid input (because of people’s natural hesitancy to commit criticism to a written document or email), we recommend seeking feedback orally and then documenting the results in your notes.
Evaluation of cost
Regardless of the scoring system you use to select the best bidder, you will certainly weigh the cost of the contract in your evaluation. Keep in mind that the bidder’s stated “price” in its proposal is not necessarily the actual cost of the contract to your agency. For example, a bid under a cost-plus costing model can result in different cash outlays by your agency depending on a number of factors that will not manifest themselves until the contract is in operation. Thus, it is important for the selection committee to fully evaluate the financial issues in each proposal.
Advantages/disadvantages of selecting a national for-profit vs. a local or regional for-profit vendor
Facilities sometimes ask whether they should seek to contract with one of the large for-profit vendors that provide services in multiple states or a local, typically smaller, company. Unfortunately, there is currently no formal system for rating or comparing vendors in the correctional health care industry. In principle, larger companies have experience in diverse settings. They may also have a deeper bench of personnel from which they can deploy staff to your site in an emergency, and for the ongoing operational support and training needs of the program. Conversely, a large company has more clients that may be competing for the attention of home office managers. The best prediction of how important your contract will be to the vendor’s home office managers is how the vendor has handled facilities similar to yours in the past. Hence, the importance of checking references cannot be overstated. Compared to larger companies, smaller local companies may have greater familiarity with your community and better connections with local resources that are key to the success of the contract, such as medical specialists, SUD treatment providers, and community health workers. They may also have a greater stake in maintaining their reputation in the community.
Ultimately, you should evaluate each bidder based on the data they submit with their proposal, their presentation, and the due diligence you perform to examine their track records. Past performance is one of the best predictors of future performance. However, vendors’ performance can change over time. Thus, when judging past performance, you should give more weight to recent performance than past performance.
What to do if no vendors reply to the RFP
If no vendors respond to the RFP, consider these suggestions on how to proceed.
1. If vendors became engaged initially (e.g., attended the Bidders Conference and Facility Tour) or submitted written questions, but did not submit proposals, review any issues they may have raised during those interactions. If those issues might have been barriers and your facility would be amenable to modifying the RFP, consider revising and reissuing it. 
2. If no vendors became engaged initially, contact vendors that have, or recently had, contracts with similar nearby facilities because there are vendors who likely were aware of the RFP and considered submitting proposals, but decided not to. Ask these vendors why they did not submit proposals. Again, if those discussions lead you to understand the barriers and your facility would be amenable to modifying the RFP, consider revising and reissuing it. 
3. In some jurisdictions, the maximum budget available for your facility’s health care is public knowledge. In that case, vendors may have declined to pursue a contract because the budget is too low. Consider adjusting the budget, if possible. Also revisit the “Maximize and leverage resources to support your care service continuum” section to see if there are any potential community partners with whom you could partner or to whom you could outsource activities. This would allow you to reduce the required workload for vendors while maintaining the same budget. 
4. If you have reason to believe, perhaps based on the inquiries above, that some vendors might be interested in smaller niches of health care, consider breaking out areas of care (medical, dental, mental health, substance use) and issuing separate RFPs for one or more areas.
5. Consider contracting with nontraditional correctional care providers such as universities and local clinics or hospitals. Review the “Alternatives to outsourcing the entire contract to a single for-profit company…” section for a discussion of some of these options.
6. Although a voluntary partnership with a friendly partner is optimal, if your jurisdiction operates an agency that is capable of providing health care, consider approaching the jurisdiction’s governing body to mandate a partnership. For example, if you operate a state prison system, your governor might be able to mandate the state’s health department to become your care provider. Similarly, many larger counties and cities operate public hospitals; the county executive or mayor might be able to mandate that hospital to become your provider.
7. Finally, consider self-operating the health care program. If you do not already have staff with sufficient knowledge and experience to set up and operate the program, there are correctional health care consultant companies and individuals who can assist. Review the “Should you outsource” section for discussion of self-operation.
Negotiate a contract that preserves the intent of the RFP
Generally, your RFP will form the bedrock of the final contract, including the vendor’s scope of services. In the RFP Template, most of the provisions that define how the vendor and the facility will operate were written so that they can be imported directly into the contract. However, the contract’s content still differs from the RFP in some ways. These additions and/or modifications take place during the negotiation process with the prospective vendor. Below we discuss the ways in which the contract should differ, might differ, and should not differ from the RFP. When negotiating additions or modifications to provisions set forth in the RFP, the negotiator should check with the agency’s subject-matter expert before agreeing to that addition or modification.
Contract should differ from RFP
Negotiations and the final contract should address the vendor’s replies to the various requests in the RFP for specific information. In a number of places, the RFP asked the vendor to describe how it planned to perform a particular task. If those responses were satisfactory, they should be memorialized in the final contract such that the vendor is responsible for executing them as promised in their responses. If some of the vendor’s responses were not satisfactory, those need to be addressed in the negotiation and the final contract. 
Contract might differ from RFP
During contract negotiations, some vendors may push to reduce the dollar amount of liquidated damages. You should modify them based on your past experience with contracted care as well as the relative importance of each Key Performance Indicator (KPI) to your facility.
In the RFP you will have asked the vendor to state any “agreement exceptions” (RFP provisions that the vendor cannot agree to). If a bidder stated they were taking an exception to a key provision, most likely you are not in negotiations with that bidder because you would not have selected it as a company with which you want to do business. However, to the extent that the selected vendor took exceptions to provisions that are not key to safe and efficient healthcare operations, you should consider negotiating the terms of those provisions.
Contract should not differ from RFP
You should not negotiate terms in the contract that differ significantly from the terms presented in the RFP. The word “significantly” is, of course, difficult to define, but is best understood by understanding the reason for not negotiating these changes. If the terms of the contract differ significantly from the RFP, this can form the basis upon which unsuccessful bidders can protest awarding the contract to the vendor. 
During contract negotiations, some vendors may push to reduce the performance threshold that triggers liquidated damages for a particular KPI (e.g., reduce the minimal level at which they must perform from 100% to 80%). We recommend against lowering the performance thresholds by much, if at all. As with a vendor’s request to remove a KPI, a vendor’s discomfort with the stated performance threshold should serve as a warning sign that the vendor is not confident that it can consistently perform at that level.
During contract negotiations, some vendors may push to remove a KPI altogether. We recommend against removing KPIs unless the activity described does not apply to your facility. The KPIs we suggest in the RFP Template all measure key operations. If a vendor is unwilling to include that KPI, it is a warning sign that the vendor may not be able to successfully perform that operation. One reason vendors may push back on certain KPIs is that measurement of the KPI requires a subjective judgment. Vendors are much more comfortable with objective KPIs because they are simple and straightforward. 
However, it is impossible to properly evaluate whether the vendor is providing the contractually required care without subjective measurements. You need a mixture of both objective and subjective KPIs to audit the degree to which the vendor’s performance under the contract is acceptable. The fact that a KPI requires a subjective measurement and that Auditor and vendor opinions may differ does not, however, make the measure itself bad. It does require that you engage an auditor who is knowledgeable and fair and who, when there is a difference of opinion, gives the vendor ample opportunity to explain its point of view. It also requires that when the auditor finds that a vendor failed to adequately perform in a sampled case, it’s because the performance was substandard and not because the auditor would have performed differently.
Managing the Contract
Facility contract liaison role and responsibilities
The RFP refers to a Facility Contract Liaison (FCL). This is typically a facility employee who serves as the official liaison between the vendor and the facility. Depending on your facility’s size and complexity, it might be advisable to have more than one liaison who specializes in mental health, etc. The FCL monitors the vendor’s execution of the Contract terms to ensure that the vendor is meeting the needs of the facility. The FCL serves as the official route for most communications between the facility and vendor, both scheduled communications (e.g., receipt of a required monthly report from the vendor) and “as needed” communications (e.g., notification of the vendor of its failure to perform a required task). Having an official route for these communications reduces the chance of miscommunication or dispute about whether information has been shared.
In addition to communication and coordination between the facility and vendor, the other key function of the FCL and their team is monitoring vendor compliance with the contract. The vendor activities the FCL needs to monitor fall into four categories; depending on your final contract, there may be some elements that do not neatly fall into any of these categories:
1. KPIs
2. Periodic reports
3. Ongoing activities and tasks (day-to-day care)
4. Episodic activities or tasks (activities or tasks that might or might not ever happen, depending on circumstances)

Before a contract begins, the FCL must create a compliance monitoring plan outlining how all contract elements will be monitored. This involves listing contract elements, determining monitoring schedules, and utilizing methods like reviewing administrative records, reports, patient health records, visual inspections, and staff interviews. 
For category 1, the plan is based on the Key Performance Indicator (KPI) exhibit. For category 2, it captures elements requiring reports or summaries. For category 3, it focuses on ongoing activities that don't result in reports, such as clinical activities. These are often assessed through reviewing patient health records, visual inspections, and interviews.
The FCL may need assistance for technical monitoring duties requiring professional expertise. Non-technical tasks like monitoring staffing levels or report submissions can be handled without special skills. 
Depending on the facility's size, it might be practical to hire full-time staff for monitoring. Smaller facilities might assign existing staff for non-clinical monitoring and contract local clinicians for periodic assessments. An effective compliance monitoring plan ensures contract obligations are met and high-quality care is delivered, with the FCL playing a crucial role in maintaining oversight and promoting excellence in service delivery.
Managing contract amendments
Contract amendments often increase agency costs. They should be reserved for unforeseen needs not anticipated in the RFP and contract, such as epidemics, new laws, unexpected inflation, or significant changes in facility occupancy. Be cautious about amending contracts simply because a vendor struggles with predictable issues like staffing shortages; unless there's an unforeseen change in the job market, reducing staffing levels or penalties is unjustified and may negatively impact care delivery. 

When considering amendments, ensure they do not compromise service quality or reduce vendor accountability by assessing potential impacts using KPIs and monthly reports. In this example instead of lowering standards, consider amendments that enhance staffing salaries or benefits to improve employee satisfaction while maintaining high-quality care.

To help prevent contract amendments, create a thorough RFP and ensure its requirements are fully carried into the contract, using tools like this Correctional Healthcare RFP Toolkit and RFP Template. 




Glossary
This page includes abbreviations, acronyms, and definitions of terms used throughout the Toolkit.
Agency: The entity that issued the RFP and will enter into the contract. It may or may not be the facility where care will be provided.
Bidder: An entity that is proposing to contract for the services described in the RFP.
Facility: [Name of your correctional facility or organization]. It may have multiple buildings or sites.
Health care/healthcare*: All physical and mental health care, including, but not limited to, emergent; urgent; nonurgent episodic; chronic; palliative; scheduled; inpatient; residential; outpatient; referrals to other on-site professionals; off-site specialty referrals; modifications of specialty referral requests; and action taken on posthospital, post-emergency room, or specialist recommendations. *Note: in this Toolkit we distinguish between “health care” as a noun and “healthcare” as an adjective.
HR: health record. For the purposes of this Toolkit, this term includes clinical still, sound, and video recordings.
Health services request: Written or electronic nonurgent request for care submitted by a patient.
Jurisdiction: The [state, county, city, regional jurisdiction, territory, or tribe (select the applicable term)] government that has controlling authority over your facility.
MRS 1115: Medicaid Reentry Section 1115 Demonstration Opportunity to Increase Health Care for People Leaving Carceral Facilities/Medicaid Reentry Section 1115 Demonstration Waivers
P&P: policies and procedures (unless otherwise indicated by the context, P&Ps generally include the forms that are referenced in the P&P)
Patient: An incarcerated individual, including pretrial detainees, when the context is the individual in relationship to the provision of health care.
Practitioner: A physician, nurse practitioner, or physician assistant. If not preceded by the word “Psychiatric,” this is medical practitioner.
Proposal, response to the RFP, submission: The sole written document that bidders submit to the agency in response to the RFP.
Resident, incarcerated individual: A person in custody of your facility, including a pretrial detainee, when the context is the individual generally and not related to the provision of health care.
RFP: request for proposal (document issued by a jurisdiction describing the contracted services it is seeking to procure and soliciting proposals from interested vendors; some jurisdictions use terms such as request for information, request for quote)
Utilization management: The evaluation of the appropriateness and medical necessity of health services, procedures, and facilities according to evidence-based criteria.
Vendor: The contracted provider of health care to the facility. Occasionally, a contractor may be another government agency or a nonprofit entity; this will be obvious from the context.
Additional Resources
· Correctional Healthcare RFP Infographic


To access the online current version of this Toolkit and download the RFP Template, visit:  https://www.prainc.com/resource-library/correctional-healthcare-rfp-toolkit/
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