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[bookmark: _Toc181082058]How to Use the RFP Template
The RFP Template is a comprehensive compilation of key issues that should be included in RFPs seeking to engage a vendor to provide health services in a correctional facility. It is part of a larger Toolkit with valuable information to have before you begin using this RFP Template. We designed the Toolkit so that users would access the Template as part of the Toolkit. However, if someone provided you a copy of this document directly, we highly recommend that you visit the Toolkit website (https://www.prainc.com/resource-library/correctional-healthcare-rfp-toolkit/) before proceeding. Also, the Template is updated periodically, so downloading the Template that is provided as part of the Toolkit will guarantee that you are using the most up-to-date version. 
Please use prudence in using the guidance in this Template. First, the recommended provisions are based on the state of the correctional health care field at the time of the latest update (Please see the revision date at the beginning of this document). Although the authors attempt to keep this guidance as up to date as possible, changes in the field, including laws and regulations, may have occurred since the last revision. Thus, users of this Template need to remain as up to date with developments in the field as possible. Second, laws, regulations, and community conditions vary from jurisdiction to jurisdiction. It is important to consult with local health care, procurement, and legal experts to ensure that the RFP and contract you create are appropriate for your setting and your needs. Third, you are creating a legal document. The importance of consulting with your jurisdiction’s legal counsel before issuing the RFP or contract cannot be overemphasized.
There is sometimes more than one way to accomplish your goal for a given RFP provision. In those cases, we offer two or more options. Unless otherwise stated, we present these options in order of preference based on the input of leaders in the relevant health fields.
Where a general topic or a specific provision (or options for a provision) requires explanation, we provide an “RFP Provision Explanation.”
The RFP Template is provided as a Microsoft Word document. To construct a tailored RFP from the Template, we strongly recommend the following:
· Once you are done working through each provision, delete text labeled “RFP Provision Explanation” and other instructions from the authors. Generally, that material appears with a yellow background. Before deleting that text, make a copy of the document so that you can refer to an earlier provision to reread those instructions or comments.
· Delete provisions that do not apply to your facility. Where we offer one or more optional provisions to address an activity, retain the option that best suits your facility and delete the others. As an alternative, do not delete any provisions initially. Instead, highlight all RFP provisions that apply to your facility. Once you have completed this step and any additional review by others, delete all text that is not highlighted.
· Finally, insert any additional provisions specific to your jurisdiction. Typically, these will be generic provisions related to the process of contracting in your jurisdiction inserted under the guidance of your legal counsel or procurement officer.
· [bookmark: _Int_mybMjCA4]Read each sentence carefully as there are gaps, often noted by [     ] or [sample text] with details or options for you to enter or select for your facility. Delete items that are not relevant to you.
· Assign letter or number designations to appendices that you add to the RFP. At the end of this Template is an appendix labeled “Appendix Z – Key Performance Indicators.” Like other appendices that you add, you will need to assign it a designation based on the order in which other appendices appear in the final RFP.
Running List of Updates to the RFP Template
The RFP Template is updated periodically and a list of changes from prior versions follows below. 
	Date
	Section Number
	Description of Change

	4/1/25
	1.2.2
	Added: “For individuals who have additional needs and health care vulnerabilities beyond those of the general incarcerated population, including, but not limited to women, the elderly, individuals who are cognitively impaired (e.g., dementia), individuals with disabilities, youth, and individuals identifying as LGBTQIA+, Vendor shall provide care for those needs consistent with the community standard of care.”

	4/1/25
	8.5.14
	Added: A new provision that has no content, but serves as a reminder for any facility (most likely a prison) that has, or wishes to create, a specialized unit for cognitively impaired residents, e.g., those with Alzheimer’s dementia

	4/1/25
	8.2.2
	Added:  “e. Screen for cognitive impairment and mobility limitations.”

	4/1/25
	8.11.1
	Added: “h. Access to specialty gynecologic and obstetric care as clinically indicated”

	4/1/25
	2.3.36 and 3.2.4
	Reworded the Instructions, RFP Explanation, and RFP Provision clarifying that peers could be currently or formerly incarcerated individuals, and modifying the term “peer supporters” to peers or peers providing support

	4/1/25
	8.23.1
	Added an RFP Explanation to address restraint of pregnant individuals: “RFP Provision Explanation: An issue that comes up with regard to restraints is the use of restraints on pregnant individuals. Because restraint of anyone – including a pregnant individual – for security reasons, is the purview of custody staff, not health care staff, we did not include any requirements for the vendor. With regard to the restraint of a pregnant individual for medical reasons, we did not include any specific requirements for the vendor beyond what appears below because the existing NCCHC standards are adequate, as is, to provide for the safety of pregnant and non-pregnant individuals. Further, because there are times when a clinician would appropriately need to restrain a pregnant individual (for example, to prevent self-harm or harm to the fetus), we feared that any wording specific to pregnancy might cause a clinician to hesitate to provide necessary care.”

	4/1/25
	1.3.2
	Added: “Vendor shall become an enrolled Medicaid provider prior to commencement of its contract with Facility.”



[bookmark: _Toc181082059]Structure of the RFP Template
In each section, you will find an introduction, instructions, and guidance labeled “RFP Provision Explanation” and recommended language for each provision, sometimes with choices for you to make. After reading each option, select the one that best suits your situation and desired outcomes and delete the other options.
You will find three types of provisions: 
1. Descriptive provisions
2. Prescriptive provisions
3. Provisions that ask the vendor to describe how they will accomplish the task
Descriptive Provisions
These provisions (mostly in Section 2) describe the setting in which the vendor will be working. These provisions play two roles. First, they help the vendor determine whether this contract is a good fit for them. For example, if your facility is too large or your residents are too medically complex, a vendor might determine that their company is too small to handle your needs. Second, if it is a good fit, this information helps them understand your operation in enough detail to be able to make sound estimates of the costs they will encounter. For example, your list of previous hospitalizations will help the vendor to better predict what they will spend for future hospitalizations.
Prescriptive Provisions
These are provisions where the vendor agrees to execute the RFP terms as described (e.g., “Vendor shall review health care-related P&Ps annually.”). They comprise the bulk of the RFP. They play three roles. Because the prescriptive provisions provide a clear description of what you want a vendor to do, they help a vendor determine whether this contract is a good fit for them. If it is a good fit, this information helps them make sound estimates of how much those activities will cost them. Finally, aside from modifications that may be made during negotiations, these provisions will become the bulk of the contract.
Provisions That Ask the Vendor to Describe How They Will Accomplish the Task
These provisions require the vendor to provide responses in a clearly labeled part of their submission and adhere to specific length requirements (e.g., “Describe your process for privileging your employed or contracted staff.”). Requiring a response to these questions is important for two reasons. First, it is an additional factor on which you can evaluate the vendor’s proposal. Second, for the selected vendor, it will become a performance obligation (assuming you incorporate its response into the contract). Limiting response length is useful because some vendors provide voluminous, sometimes overwhelming, responses to RFPs. These limits ensure that RFP reviewers do not have to wade through lengthy documents (often hundreds of pages) to find the relevant responses, and help protect the facility against a claim from a losing vendor that a bid determined to be nonresponsive was indeed responsive, but the responsive passage was buried in a lengthy response that evaluators missed.
[bookmark: _Toc181082060]Terminology
We use the term “state” frequently in RFP provision explanations and RFP provisions throughout the RFP Template. If your facility is located in the District of Columbia or a U.S. territory, the term should be construed to apply to your state-equivalent jurisdiction; you should replace each instance of “state” in the RFP provisions with the name of your jurisdiction.
In addition, we have chosen to use “Facility” to mean the carceral setting where residents are housed and receive care, even if there are multiple buildings or sites. In the RFP language, “Facility” is capitalized when it refers to your specific facility; when set lowercase, it refers to other correctional facilities or facilities generically. Similarly, we use “Agency” to mean the government entity that is issuing the RFP and will enter into the contract; when set lowercase, it refers to other agencies or agencies generically. For your RFP, the Facility and the Agency may or may not be the same entity, so for each usage we have chosen the term based on context. However, your system may use these terms or other terms differently. In that case, you should modify the glossary and make the appropriate word replacements throughout the RFP.


[bookmark: _Toc181082061]RFP Template
*****************************
[bookmark: _Hlk150314195][image: Text Box]
[State/County/City/Regional Jurisdiction/Territory/Tribe] of [Name]
Office of the [Releasing Body]
REQUEST FOR PROPOSALS
[CORRECTIONAL HEALTH CARE] IN [NAME OF FACILITY, COUNTY, STATE]
[MONTH, DATE, YEAR]
	A complete proposal to this RFP must be emailed 
no later than 5:00 pm [time zone]
On [month, date, year] to:
[contact name, position, or title]
[Office or Department]
Email address: [full address]


· Late proposals will not be accepted.
· Proposals that are not submitted as described in Section 12.3 will not be accepted.
[bookmark: _Toc181082062]Key Events Timeline
[Review Section 12.2 before filling in these dates and make sure that these dates match those in Provision 12.2.1. For each deadline for an action by bidders, include the date, time, and time zone.]
All deadlines are at 11:59 PM on the date shown. The Key Events and dates are tentative and subject to change.


Key Events
	Event/Action
	Date/Time

	RFP release date
	

	Deadline to notify Agency of interest to participate in Bidders’ Conference and/or Facility Tour and to submit information about visitors
	

	Anticipated date Agency will make all notifications of approval (or denial) of proposed visitors
	

	Bidders’ Conference and Facility Tour
	

	Beginning date for submitting written questions
	

	Deadline for submitting written questions 
	

	Anticipated date of responses to questions
	

	Deadline for submitting proposals 
	

	Anticipated date to notify bidder(s) that have been selected to make presentations 
	

	Anticipated date of bidder presentations
	

	Anticipated date to notify bidders of selected Vendor (Intent to Award Letter)
	

	Deadline for protests to selection by non-selected bidders
	[See RFP Provision Explanation 12.2.1 for a discussion of how to select this date.]

	Anticipated date of Award Letter; based on contract agreements 
	

	Anticipated date of finalizing the contract 
	

	Anticipated contract start date 
	




[bookmark: _Toc181082063]Introduction
This RFP Template is to help you design and execute a contract with a single vendor to provide all aspects of health care at your facility in a manner that best suits your needs. Other models of contracting are possible, such as contracting with a single vendor who then subcontracts with other health care providers or contracting with multiple firms with the appropriate expertise and experience (e.g., separate medical and pharmacy contracts). If you choose one of these latter two models, you can still use this Template. However, it will require extensive modifications.
On behalf of [Agency], the jurisdiction of [name] is seeking a correctional health care vendor to provide [comprehensive, primary, vision, dental, behavioral health, mental health, substance use disorder] health services within [Facility]. The successful vendor will be tasked with providing care to [all incarcerated individuals, specific population] across [all levels, specific levels] levels of custody and services meeting the community standard of care. Specifics related to “care” are further defined below, but this generally includes screening, assessment, treatment, care management, and all other health-related needs of residents, including, but not limited to, daily and routine care; medication management; care for chronic health conditions; urgent care for acute medical needs and mental health crises (e.g., suicidal ideation, psychiatric decompensation); recommended screening for infectious diseases; treatment for moderate to serious mental health conditions, to include cognitive, developmental, and other disabilities and conditions; treatment for substance use disorders; treatment for comorbid conditions; and transition and reentry services including active transition planning and access to resources that will maintain or improve the patient’s general well-being.


[bookmark: _Toc181082064]Section 1: Background
	Section Content 

	Area
	Topic
	Page

	1.1
	Glossary of Definitions and Abbreviations
	8

	1.2
	Overarching Goals and Terms
	11

	1.3
	Adherence to External Operational Requirements (Standards, Regulations, Laws) 
	13


[bookmark: _Ref181019026]1.1 Glossary of Definitions and Abbreviations
Agency: When capitalized, this refers to [Name of your agency that is issuing the RFP and will enter into the contract.] When set lowercase, it refers to other agencies or agencies generically.
Bidder: An entity that is proposing to contract for the services described herein.
Correctional officer: Custodial staff. In some facilities this may include deputies, detention officers, police officers, or others. [Feel free to replace these terms with the term(s) used in your facility.]
Facility: When capitalized, this refers to [Name of your correctional facility or organization]. When set lowercase, it refers to other correctional facilities or facilities generically.
Health care: 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.
Health records: For the purposes of this RFP, this term refers to all health-related documentation, including 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, tribe] government that has controlling authority over Facility.
Medical practitioner: A physician, nurse practitioner, or physician assistant.
Patient: An incarcerated individual, including pretrial detainees, when the context is the individual in relationship to the provision of health care.
Proposal, response to the RFP, submission: The sole written document that bidders submit to Agency in response to the RFP.
Psychiatric practitioner: A psychiatrist, mental health-trained nurse practitioner, or mental health-trained physician assistant.
Resident, incarcerated individual: A person in custody of Facility, including a pretrial detainee, when the context is the individual generally and not related to the provision of health care.
Suicide watch: Heightened observation of a resident by health care and custody staff due to concern that the individual may attempt suicide or other self-harm. The intensity of observation depends on the level of risk of suicide or other self-harm.
Toolkit: Shorthand for the Toolkit for Writing an RFP to Contract for Healthcare Services in a Correctional or Detention Institution, the online companion piece to this RFP Template.
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 Facility. Occasionally, a contractor may be another government agency or a nonprofit entity; this will be obvious from the context. In the contract language, “Vendor” is capitalized when it refers to the entity that will submit the bid and/or enter into the contract. When the word is used to refer to other vendors (e.g., IT vendor) or vendors generically, it is set in lowercase.
The following are abbreviations used more than once in the Template:
ACA: American Correctional Association
ACGME: Accreditation Council for Graduate Medical Education
ADA: Americans with Disabilities Act of 1990
AUD: Alcohol use disorder
CIWA-Ar: Clinical Institute Withdrawal Assessment for Alcohol–Revised
CIWA-B: Clinical Institute Withdrawal Assessment–Benzodiazepines
CLIA: Clinical Laboratory Improvement Amendments
CMS: Centers for Medicare and Medicaid Services (federal agency that regulates Medicaid)
COWS: Clinical Opiate Withdrawal Scale
CPI: Consumer Price Index
CPR: Cardiopulmonary resuscitation
C-SSRS: Columbia-Suicide Severity Rating Scale
DOT: Directly observed therapy (medication administration where a staff member watches the patient take the prescribed medication, as opposed to KOP)
DRG: Diagnosis-related group
EHR: Electronic health record
EKG: Electrocardiogram
EMT: Emergency medical technician
ER: Emergency room
FTE: Full-time equivalent
HCV: Hepatitis C virus
HIPAA: Health Insurance Portability and Accountability Act of 1996, including all updates and revisions
ICE: U.S. Immigration and Customs Enforcement
IT: Information technology
KOP: Keep on person (medications dispensed to patients to retain in their living unit for self-administration, as opposed to DOT)
KPI: Key Performance Indicator
LPN: Licensed practical nurse; sometimes referred to as a licensed vocational nurse (LVN)
MH: Mental health
MMCAP: Minnesota Multistate Contracting Alliance for Pharmacy
MOUD: Medications for opioid use disorder
MRS 1115: Medicaid Reentry Section 1115 Demonstration Opportunity to Increase Health Care for People Leaving Carceral Facilities/Medicaid Reentry Section 1115 Demonstration Waivers
MS-DRG: Medicare Severity Diagnosis Related Group. This is a code (or one of multiple codes) assigned by a hospital to a patient’s inpatient stay based on a unform set of codes published by CMS. The MS-DRG determines the fee the hospital can recover from payors.
NCCHC: National Commission on Correctional Health Care
OTP: Opioid treatment program
OUD: Opioid use disorder
P&Ps: Policies and procedures (unless otherwise indicated by the context, P&Ps generally include the forms that are referenced in the P&P)
PCP: Primary care provider (a medical practitioner who is assigned primary responsibility for a patient’s physical health care)
PREA: Prison Rape Elimination Act of 2003
PRN: Pro re nata, Latin for “as needed”
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)
RN: Registered nurse
SUD: Substance use disorder
USMS: U.S. Marshals Service

[bookmark: _Ref181019036]1.2 Overarching Goals and Terms
Purpose: It is important to identify the services the facility expects and is requiring the vendor to provide. Specifying the key terms in the RFP will ensure quality and legally required health care. It will also help avoid confusion, possible litigation, and additional costs if the vendor does not believe they are obligated under the contract terms to perform the specified services.
1.2.1
RFP Provision Explanation: We recommend an initial contract term of 1.5 years, followed by three 1-year renewals. Although there are no “right” time periods, we advise against making the initial term longer than 2 years or shorter than 1 year (hence, how we arrived at 1.5 years). If your jurisdiction requires contracts to be linked to your fiscal year, you will not be able to contract for 1.5 years. Generally, it takes at least 6 months for a new vendor to work out all the kinks in a new contract; thus, it is reasonable to wait at least a year before deciding whether continuing the contract is in the best interests of the facility. If a contract is not working out well, and you want to avoid the work and risks associated with terminating the contract before it was scheduled to end, you do not want to be locked into a long contract. On the other hand, if you have entered into a contract that is serving your facility well, you want to avoid the time and expense of issuing a new RFP. For this reason, it is reasonable to include as many 1-year renewable extensions as your local regulations allow.
Recommendation: Select a time during normal business hours for the contract to become effective. That is because if the switch from one vendor to another involves a change in frontline personnel, it will be easier to ensure a warm handoff from one person to the next, and safer, as opposed to a contract that ends at midnight.
RFP Provision: Facility plans to enter into a contract with Vendor effective at 12:01 PM on the [X]th day of 20[XX] for a period of 1.5 years. Agency may elect to extend this Agreement for three (3) one- (1)-year periods upon a ninety (90) day advance written notice upon the same terms and conditions herein. 
1.2.2
[bookmark: _Hlk194246156][bookmark: _Hlk194247569]RFP Provision: Vendor shall be responsible for providing comprehensive medically necessary health care in an ethical and humane manner to all individuals in Facility’s custody, whether housed in Facility’s buildings or off-site, inclusive of individuals who are admitted/booked by proxy (i.e., are not physically present in Facility at the time they become the custodial responsibility of Facility). The care provided shall be constitutionally adequate, consistent with all federal and state civil rights laws and regulations, and consistent with the community standard of care. For individuals who have additional needs and health care vulnerabilities beyond those of the general incarcerated population, including, but not limited to women, the elderly, individuals who are cognitively impaired (e.g., dementia), individuals with disabilities, youth, and individuals identifying as LGBTQIA+, Vendor shall provide care for those needs consistent with the community standard of care.
1.2.3
RFP Provision Explanation: If the vendor is not responsible for providing certain health services, it is important to specify which so as to avoid confusion, poor health care, and litigation. It is also important to be specific about the nature of the services provided by other entities. For example, the county mental health department might provide counseling services, but not psychiatry services (psychiatry services are provided by psychiatrists, nurse practitioners, and physician assistants who prescribe medications). In that case, clearly indicate that the vendor is responsible for psychiatric services but not for mental health counseling services.
RFP Provision: Vendor is not responsible for providing the following health services: [     ].
1.2.4
RFP Provision: Vendor shall provide first aid and other emergency care to staff, volunteers, visitors, or other nonresidents on Facility’s property if the emergency occurs when Vendor staff are on premises, and until such time as community emergency services assume responsibility for the patient’s care.
1.2.5
RFP Provision Explanation: Maintaining a clean and safe facility is important for the health of staff and residents. The RFP should address this, including the disposal of medical and biohazard waste. If the facility has a contract for disposal of such waste, indicate so and modify the last item to reflect the responsibilities of the vendor. For example, you would likely replace the last item with the following: “Safe collection of all medical and biohazard waste and coordination with Facility’s waste management vendor for disposal of this material.”
RFP Provision: Vendor shall provide the following other health care and support services:
Testing of all Facility staff annually for tuberculosis via blood testing (IGRA), which is preferred, or skin testing (TST) as an alternative
Evaluation of resident workers for fitness for work
All housekeeping duties in Vendor-operated areas (e.g., infirmary, patient treatment areas, Vendor staff offices, health care storage areas) except for the bathrooms, showers, and vents.
Safe collection and disposal of all medical and biohazard waste
1.2.6
RFP Provision: The [title of the appropriate official such as Department Secretary, Director, Sheriff, County Executive] or their designee is the official [jurisdiction name] representative for this RFP and subsequent contract. Communication between the [jurisdiction name] and Vendor shall be directed through the [title of the official noted in the first sentence] or such other representative as the [title of official noted in first sentence] shall designate.
1.2.7
RFP Provision: It is Facility’s plan to terminate a contract with Vendor upon the following events:
Termination by mutual agreement. In the event the parties mutually agree in writing, this Agreement may be terminated on the terms and dates stipulated therein.
Termination without cause. Agency shall have the right to terminate this Agreement without cause and/or for convenience by providing Vendor thirty (30) calendar days written notice via certified mail, return receipt requested; overnight courier with proof of delivery; or hand delivery with proof of delivery. Both parties acknowledge that they have received good, valuable, and sufficient consideration from each other, the receipt and adequacy of which are, hereby acknowledged by each party, for Agency’s right to terminate this Agreement without cause and/or for convenience. The parties agree that if the Agency erroneously, improperly, or unjustifiably terminates for cause, such termination shall be deemed a termination for convenience, which shall be effective as stated within this section.
Termination for cause. In the event of a material breach of the contract, either party may provide the other party with written notice of the material breach. The other party shall have thirty (30) days from the date of its receipt of such notification to cure such material breach. If the material breach is not cured within that time period, the nonbreaching party may, at its sole discretion, terminate the contract immediately. Material breaches shall include, but are not limited to, violations of local, state, or federal laws or regulations; removal from an accreditation program by the accrediting body; and noncompliance with the community standard of care, Facility’s policies and procedures, the terms or conditions required of any court order, settlement agreement, stipulation or other similar instrument, or the terms and conditions of the contract. Facility may, at its sole discretion, terminate this contract for cause if Vendor made any material misrepresentation in its written (bid submission) or oral (presentation) responses, assertions, or representations to this RFP.
Termination for change in Vendor business status. Agency, in its discretion, may terminate this Agreement immediately upon insolvency, bankruptcy, placement in receivership, or change of ownership of Vendor.
Termination for lack of funds. In the event the funds to finance this Agreement become unavailable or are not allocated by [the funding authority], Agency may provide Vendor with thirty (30) days written notice of termination. Nothing in this provision shall be deemed or construed to prevent the parties from negotiating a new Agreement in this event.
[bookmark: _Ref181019041]1.3 Adherence to External Operational Requirements (Standards, Regulations, Laws)
Purpose: Any failure of the vendor to operate in compliance with local, state, and federal laws and regulations, as well as the prevailing standard of health care, may be viewed as legal and/or professional violations committed by the facility. To protect the facility and its staff from lawsuits and ensure quality health care, it is important to address this. The provisions in this section inform the vendor of its responsibility.
1.3.1
RFP Provision Explanation: Cross-check what you write for this provision with what you write in Section 2.2 regarding individuals you board from other facilities and agencies. For example, if you indicate here that your facility must follow a version of the ICE Detention Standards, in Section 2.2 you need to indicate that your facility boards ICE detainees.
RFP Provision: Vendor shall operate in compliance with all federal, state (including state-mandated jail or prison standards), and local laws, ordinances, and regulations, PREA, the ADA, [the jail standards of [     ] [Include this if your facility is a jail and your state has jail standards.], ICE Detention Standards [Specify which edition your facility must follow.], [List any other instruments that govern any aspect of health care delivery or might impact vendor operations (e.g., state or federal consent decree, settlement, injunction, court order) or other adverse terms under which your facility operates that might impact delivery of services requested under this RFP, or contract with any entity that boards individuals in your facility. Attach a copy of any such instrument as an appendix or link to it if it exists online and add the appropriate wording, such as “A copy of [instrument name] is attached as Appendix [X]” or “The following is a link to the instrument: [     ].”] Vendor shall operate in compliance with any such requirements that do not exist now but are imposed during the life of the contract with Vendor. Vendor shall cooperate with any monitoring required by any of the above.
1.3.2
RFP Provision Explanation: As discussed in RFP Provision 2.4.2, CMS has granted many states MRS 1115 Waivers that will allow them to bill Medicaid for certain health care and social services that support the successful reentry into the community of individuals releasing from correctional facilities. Separately, in the Omnibus Consolidated Appropriations Act of 2023 (Sections 5121 and 5122), Congress directed correctional facilities to provide similar reentry-related support services to adjudicated youths, also billable to Medicaid. Find a summary of the youth-related program at https://csgjusticecenter.org/wp-content/uploads/2024/03/Supporting-Young-Adults-in-Reentry-through-Medicaid-Funding_508.pdf and more detailed information at https://www.medicaid.gov/federal-policy-guidance/downloads/sho24004.pdf. One important difference between these two developments is that MRS 1115 Waivers will only exist in some states – states decide if they want to apply for, and CMS decides to grant or deny, the waiver request – whereas the Omnibus Act automatically applies to all states.
It is important to note that the youth-related requirements of the Omnibus Act are not irrelevant to adult facilities. The Act defines youths as individuals under the age of 21, or under the age of 26 if they were previously in foster care. So, individuals covered by this program may certainly be found in adult facilities.
This RFP Provision informs vendors that they must adhere to the requirements of both the MRS 1115 Waiver (if your state was granted the waiver) and the Omnibus Act (effective January 1, 2025). If your state has no intention of applying for a MRS 1115 Waiver, you can omit that part of the provision. The provision also prompts you to include a link to your state’s specific rules for both programs (these should be available through your state’s Medicaid agency). The reason is that while there are some basic rules that all states must follow, states can negotiate and/or decide to tailor parts of the programs. For example, for the youth-related provision, states are required to provide services to adjudicated youths, but can elect whether or not to include preadjudicated youths in the program.
Finally, it is important that you carefully review your state’s specific rules for the MRS 1115 Waiver program (if your state has it) and the youth-related program during the RFP drafting process. Although we believe this RFP Template is quite comprehensive and likely already requires the vendor to provide most services that are part of MRS 1115 Waiver and youth-related programs, it is possible that your state may have crafted its program with additional requirements that are not in this RFP Template. In that case, you will need to add those requirements in the appropriate section of the RFP.
RFP Provision: Vendor shall adhere to all CMS requirements for incarcerated youths under the Omnibus Consolidated Appropriations Act of 2023. Details about our state’s program under this act can be found at [Insert link.].
[Include the following paragraph if your state has been granted an MRS 1115 Waiver and your state’s Medicaid authority has already established the rules for the program.]
Vendor shall adhere to all CMS requirements under our state’s MRS 1115 Waiver program for care, clinical documentation, administrative documentation, coding, billing, and reporting allowing Facility to bill Medicaid for services. Vendor shall become an enrolled Medicaid provider prior to commencement of its contract with Facility. Details about our state’s MRS 1115 Waiver program can be found at [Insert link.].
[Include the following paragraph if your state has not yet been granted an MRS 1115 Waiver, but either has applied for one or may apply. To find out if the state may apply, contact your state’s Medicaid agency.]
If our state is granted an MRS 1115 Waiver in the future, Vendor shall adhere to all CMS requirements under that waiver for care, clinical documentation, administrative documentation, coding, billing, and reporting allowing Facility to bill Medicaid for services.
1.3.3
RFP Provision Explanation: We recommend that you require the vendor to adhere[footnoteRef:2] to national health care standards. This is important because adherence to standards helps ensure that certain basic elements necessary for the safe functioning of a health care system are in place. [2:  This provision deals with adherence to standards. A facility that adheres to a certain set of standards can also seek accreditation under those standards. However, a facility can simply adhere to standards without seeking accreditation, which is the topic here.] 

Adherence to national health care standards can be achieved in two ways:
By expressly stating that the vendor must operate in a manner consistent with one or more sets of national standards (typically NCCHC and ACA)
By requiring the vendor to adhere to the facility’s P&Ps, provided that those P&Ps capture all the requirements of the national standard(s)
The standard P&Ps of most national health care vendors closely mirror the NCCHC standards. If you believe that one or more sets of standards are worth following, but have already incorporated those standards’ requirements in your facility’s P&Ps, it would be redundant to stipulate that the vendor must follow the published standards you already emulate. However, it will be incumbent on you to ensure that your policies remain up to date with the latest standards. Thus, whether expressly naming one or more sets of standards that the vendor must follow, or incorporating those standards into the facility’s P&Ps, be sure you are referring to the most recent editions. NCCHC publishes updated editions of each of its standards manuals approximately every 4 years. ACA publishes updated editions of the entire set of standards less frequently. Instead, every 2 years it publishes a document that contains any updated individual standards and every 6 months it posts any updates to individual standards in the Standards Committee Meeting Minutes.
There are currently three main sets of national standards associated with accreditation of overall health care in correctional facilities. NCCHC is the most common accreditation focused solely on health care and has separate accreditations for prisons, jails, and juvenile facilities. The ACA has standards for different types of correctional facilities, but their most common accreditation is not specific to health care; they accredit the entire facility, of which health care is a component.[footnoteRef:3] NCCHC’s standards for prisons and for jails are more comprehensive than the corresponding ACA standards and are the standards most often cited in litigation (e.g., settlement agreements entered into with the U.S. Department of Justice). Finally, the Joint Commission issues accreditation focused on health care, but it is not specific to correctional facilities. Currently, with a few exceptions, the only facilities seeking Joint Commission accreditation are the Federal Bureau of Prisons facilities. The Joint Commission is also the agency that accredits community hospitals and other health care organizations that bill Medicaid. [3:  Both NCCHC and ACA offer additional accreditations that are more specialized. NCCHC offers accreditation of mental health services and accreditation of a facility as a free-standing opioid treatment program. Some examples of additional ACA accreditations include boot camp programs, local detention facilities, and therapeutic communities.] 

There are other sets of national correctional health care standards promulgated, for example, by the American Public Health Association and the American Bar Association. However, these standards are not associated with accreditation and are rarely, if ever, required of correctional facilities or vendors providing care within them.
The landscape of adherence to national standards in correctional facilities is likely to change with the implementation of MRS 1115 Waivers and the youth-related section of the Omnibus Consolidated Appropriations Act of 2023 (see Provisions 1.3.2 and 2.4.2 for explanations of these waivers). Medicaid will undoubtedly require states that apply for, and accept, Medicaid funding for reentry services for incarcerated individuals under these waivers to adhere to standards specified by Medicaid. The facility will have to follow the standards and report results to the state. As an example, CMS has directed California, the first state granted an MRS 1115 Waiver, to develop a quality improvement system that includes “Performance measurement and reporting in accordance with the quality reporting and review standards outlined in Modifications to Quality Measures and Reporting in 1915(c) Home and Community-Based Waivers guidance issued March 12, 2014, and reporting timelines outlined in Revised Interim Procedural Guidance issued February 6, 2007.”
In addition to national standards, many states also have jail standards. If you operate a jail in such a state, you must adhere to those standards.
Adherence to a set of correctional standards (whether or not doing so to achieve accreditation) is necessary, but not sufficient, to ensure that your facility is providing constitutionally adequate and humane care. For example, a typical standard requires that a facility have a P&P regarding a particular issue and may describe certain elements that the P&P should address. However, adherence to the standard (i.e., having a P&P) does not ensure that the P&P is well written, that staff carry out the processes to support compliance with the standard, or, more importantly, that staff carry out those processes competently.
As will be discussed in the next section, a facility could strive to achieve adherence to one or more sets of standards without necessarily seeking or obtaining formal accreditation under those standards. Of course, the converse is not true: To achieve NCCHC, ACA, or Joint Commission accreditation, a facility must adhere to that organization’s standards.
In summary, we recommend requiring the vendor to adhere to any state-mandated jail standards (if your facility is a jail), any standards required by Medicaid (if and when your state is granted an MRS 1115 Waiver), NCCHC standards, and possibly the health care section of the ACA standards.
To the extent that your facility will require the vendor to use your facility’s P&Ps and you have already incorporated any of these sets of standards in those P&Ps, you should delete the corresponding passage from the provision below. For example, if your P&Ps already incorporate all the NCCHC standards, delete the requirement that the vendor to adhere to NCCHC standards.
RFP Provision: Vendor shall adhere to the current edition of NCCHC Standards for [Fill in the appropriate facility type.], the current ACA Standards for [Fill in the appropriate facility type.] incorporating any updates contained in ACA Standards Supplements and ACA Standards Committee Meeting Minutes, and any state-mandated correctional standards. If the relevant set of standards is updated, Vendor shall be required to adhere to the updated standards no later than six (6) months after their publication. Where the standards conflict with any other requirement in this RFP, Vendor shall adhere to the more stringent requirement.
1.3.4
RFP Provision Explanation: This provision requires the vendor to attain or maintain accreditation. Unless accreditation is required by a local or state authority or statute, a MRS 1115 Waiver agreement with Medicaid, federal consent decree, settlement, injunction, court order, or other legal instrument, accreditation is voluntary and therefore this provision is optional. We discuss here the pros and cons of including this provision. See Provision 1.3.3 for an explanation of national standards.
To become accredited, a facility needs to demonstrate, during a site visit audit (sometimes called a “survey”), that it adheres to the standards of the accrediting body (NCCHC, ACA, Joint Commission). There are benefits to accreditation. Depending on the quality of your health care operations before accreditation, achieving accreditation can improve access to care and patient safety. Some administrators believe that being accredited elevates the facility’s public perception. On the other hand, accreditation may cost thousands of dollars in fees as well as hundreds of hours of staff time to prepare for and participate in the audit. As an alternative, some facilities elect to strive to follow the standards of one or more of the accrediting bodies, without pursuing accreditation. This is a reasonable approach. Finally, if you are already accredited, it is reasonable to require the vendor to maintain that accreditation.
Accrediting bodies charge a substantial fee for accreditation, usually varying based on facility size. The fee is payable whether the facility achieves accreditation or not. Requiring the vendor to pay has the advantage of rolling the cost of accreditation into the cost of the contract, which is sometimes more acceptable to the facility’s governing body (e.g., county council, state legislature). However, the vendor likely is incorporating that expense into the global fee they are charging you for their service.
The following provisions address liquidated damages. Although liquidated damages can be a strong incentive for a vendor to take an action, and can feel like a penalty, that is not their purpose. Liquidated damages are meant to make a facility “whole” as a result of the potential financial harm caused by the deficiency. Determining the appropriate liquidated damages dollar amount, both the daily rate and the lump sum, depends on circumstances that are particular to your facility and the deficiencies preventing accreditation. Factors to consider are how important accreditation is to your facility and how difficult it would be to try to cure the deficiency yourself. Some deficiencies are more serious than others. Similarly, loss of accreditation can have different impacts on different facilities.
For example, if your facility has been under public and media scrutiny due to previous bad outcomes, is under a settlement agreement requiring accreditation, or is under a court order to maintain accreditation with the possibility of the court imposing contempt sanctions if you lose accreditation, you would set higher liquidated damages than if you seek to be accredited simply for the pride of achieving a leadership role in the field of corrections. As another example, if you operate a large facility and already employ a team of people to monitor the vendor, it may be easier for your team to absorb the cost of curing an accreditation deficiency yourself than if you are a small facility with only one staff member monitoring the vendor as part of other duties, in which case you would incur significant costs to hire personnel to cure the deficiency yourself. Recognizing the vast differences in facilities and in the factors that may affect your facility, we offer some very broad ranges to consider.
Select the appropriate provision and delete the other.
RFP Provision: Vendor shall apply for initial accreditation with NCCHC/ACA/Joint Commission [Select one or more.] within six (6) months of the contract start date. Vendor shall participate in an accreditation audit or survey when one is scheduled by the accrediting body. Vendor shall receive accreditation within six (6) months receipt of the accrediting entity’s decision. Vendor shall maintain accreditation, including reaccreditation, throughout the life of the contract. [Facility/Vendor] [will/shall] bear the cost of accreditation and reaccreditation. If Vendor fails to achieve accreditation in this time frame, it will incur one-time liquidated damages of up to a maximum of $[XXX] [Consider $5,000 to $100,000.]. In the event Vendor fails to maintain accreditation, or the accrediting body issues a warning that accreditation is in jeopardy (e.g., “provisional” or “probationary”), Vendor shall cure the deficiency to the satisfaction of the accrediting body within the time frame established by the accrediting body. If Vendor fails to cure the deficiency in that time frame, Facility will, at its sole discretion, impose one or more of the following: liquidated damages of up to a maximum of $[XXX] [Consider $250 to $2,000.] per day until the deficiency is cured to the satisfaction of the accrediting body; liquidated damages once in the maximum amount of $[XXX] [Consider $5,000 to $100,000.]; termination of the contract. In addition, Vendor shall be responsible for any additional fees charged by the accrediting body. Notwithstanding liquidated damages, failure to achieve accreditation is a basis for termination of the contract.
RFP Provision: Vendor shall maintain Facility’s current or future accreditation with [NCCHC/ACA/Joint Commission]. [Facility/Vendor] [will/shall] bear the cost of reaccreditation if it occurs during the contract period. (A copy of the standards under which Facility is accredited by the Joint Commission are attached as Appendix [X]). [If the facility is accredited by the Joint Commission, attach a copy of those standards. Otherwise delete the sentence.] In the event Vendor fails to maintain accreditation, or the accrediting body issues a warning that accreditation is in jeopardy (e.g., “provisional” or “probationary”), Vendor shall cure the deficiency to the satisfaction of the accrediting body within the time frame established by the accrediting body. If Vendor fails to cure the deficiency in that time frame, Facility will, at its sole discretion, impose one or more of the following: liquidated damages of up to a maximum of $[XXX] [Consider $250 to $2,000.] per day until the deficiency is cured to the satisfaction of the accrediting body; liquidated damages once in the maximum amount of $[XXX] [Consider $5,000 to $100,000.]; termination of the contract. In addition, Vendor shall be responsible for any additional fees charged by the accrediting body.
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Purpose: In this section, you will provide detailed information about the health-related and non-health-related aspects of the setting in which the vendor will be working. There are two reasons for providing this information. First, this helps a vendor decide whether working with your facility is a good fit for its company’s goals and culture. Second, once the vendor decides that it is a good fit, the information helps the vendor make informed decisions about what it will cost to operate in your facility, enabling it to submit a realistic bid. In the absence of such information, a vendor may make one of two errors. It may overestimate its costs in which case you will spend more than you should. Conversely, it may underestimate its costs. This may appear to be a good thing, but this risks one of three adverse outcomes. First, once the vendor begins operations and appreciates the true costs of operation, they may ask for more funding. Second, they may conclude that the contract is not financially beneficial and terminate it, forcing you to find a new vendor, sometimes under rushed conditions. Third, an unscrupulous vendor may simply cut corners, putting patient safety at risk. Although preparing responses to the following issues is time consuming, doing so will save the facility money and time, ensures better care, and helps to avoid negative outcomes.
Unlike all other sections of this RFP Template, in Section 2 we do not offer provision language, but rather guidance on what information to include. Thus, most of the text in this section is in italics, with some language suggestions in roman font.
[bookmark: _Ref181020182]2.1 Community
Purpose: The information called for in this section is important because it informs the vendor about the ease or difficulty it will have recruiting staff to work at the facility. The vendor will use this information to calculate appropriate salaries and other compensation, which reduces the chances of the vendor discovering – too late – that it cannot staff the facility and is forced to default. This would negatively impact patient safety and cost the facility money, time, and resources. The disease-specific information called for is important because the community level of some diseases triggers changes in disease screening procedures, which can drive vendor workload.
2.1.1
RFP Provision Explanation: Provide a general description of the community in which the facility is located. This description should include such things as the geographic size, population demographics, political environment, and weather or social phenomena (e.g., propensity for hurricanes, flooding, public demonstrations, disturbances). Also describe the community in which vendor staff might be living if different from the facility community. If adequate descriptions exist online, it is reasonable to simply provide a link to these resources. Also provide information on the prevalence of diseases in the community that trigger changes in screening recommendations for those diseases upon entry (e.g., syphilis, coccidioidomycosis [“valley fever”]). We recommend collaborating with the local health authority where your facility is located to identify the diseases that should be disclosed here.
[bookmark: _Ref181020188]2.2 Facility and Custody Operations 
Purpose: These provisions help to ensure that the vendor is knowledgeable about the facility before entering into an agreement, is a good fit for the facility’s unique needs and population and is able to adequately fulfill the contract terms.
2.2.1
RFP Provision Explanation: Provide narratives, tables, or lists that describe each of the following general items (i.e., not specifically about health care): 
1. Location(s) if you have more than one building
Census trends and capacity, gender, and age distribution (including the number of residents below the age of 18)
Average number of admissions and releases over a specific time period
The intake or booking units and process
Seasonal/monthly/weekly/daily distribution of admissions and releases. Examples: For a jail, “Most admissions are from 3 PM to 6 PM on weekdays at the conclusion of court”; for a prison, “The state jail shuttle brings most new admissions on Monday, Wednesday, and Friday around noon.”
For jails: Average time to process resident release to community from the time they are ordered released
Average and median lengths of stay
Limitations of admissions. For example, for a small jail, “We only accept misdemeanors or police holds until transfer to another facility within a few hours.”
If you have more than one facility, the role/mission of the different facilities
Challenges of the facility. For example: “Facility is prone to flooding during hurricane season.” “Electric power is often lost during storms.”
Relationships/contracts/memoranda of understanding with other facilities or the state Department of Corrections regarding whose residents are housed where
Whether you have people from ICE or USMS in custody (often referred to as “boarders”) and if so, how many
Any role the facility plays in an intra- or interstate shuttle, including whether patients traveling on the shuttle typically arrive/leave with all their medications
Housing units by type (e.g., direct supervision, dormitory, single bed, multiple bed, population specific, specialized units)
Space designated for programs, private interviews, etc., within the facility and in or directly adjacent to housing units
How frequently you experience lockdowns facilitywide as well as those limited to certain parts of the facility
Your housing policy with regard to transgender residents
Your policy and/or state or local laws regarding shackling of pregnant women and women in labor
Any security screening procedures, beyond passing through a metal detector, that staff (including vendor staff) would be subject to upon entry to the facility, either daily or a periodic or random basis
Number of incidents of resident-on-resident and resident-on-staff violence in the past year
Your policy and/or state or local laws regarding use of physical restraints; average use of restraints by type of restraint
Your policy regarding resident access to technology such as tablets and headphones
Number of FTE of security staff
Vacancy rate of security staff
Other information you deem important to share
2.2.2
RFP Provision Explanation: Cross-check what you write for this provision with what you write in Provision 1.3.1 regarding any contracts or other requirements with which your facility needs to comply. For example, if you board ICE detainees, in Provision 1.3.1 indicate that your facility is required to follow one of the versions of ICE Detention Standards.
RFP Provision: Facility currently houses boarders from [e.g., USMS, ICE, individuals from one or more jails, individuals from the state prison or another state’s prison, individuals under community supervision by the state prison who violate the terms of their supervision].
[bookmark: _Ref181020193]2.3 Health Care Operations
Purpose: These provisions help to ensure that the vendor is knowledgeable about the facility before entering into an agreement, is a good fit for the facility’s unique needs and population, and is able to adequately fulfill the contract terms. These are important issues that every vendor should know about before submitting a bid.
2.3.1
[bookmark: _Hlk105273443]RFP Provision Explanation: Describe the health care facility physical plant. Include such things as: 
1. Number of ambulatory physical health and mental health exam rooms
2. Number of offices for health care staff
3. Number and layout of specialized inpatient beds (negative pressure rooms, inpatient MH, residential MH, supportive/adaptive housing, acute intoxication/withdrawal/MOUD initiation); describe spaces usable for group therapy; describe where these resources are located – this is especially important if your facility has multiple buildings
4. The physical layout of the unit used to house patients under medical observation, including how health care staff can see and hear patients (e.g., direct line of sight, closed-circuit TV, intercoms)
5. Number of suicide-resistant rooms
6. Whether patients on suicide observation are in single rooms or cohorted (multiple patients in a single room)
7. Whether suicide observation rooms have supplementary closed-circuit TV
8. The physical plant for storage of controlled medications, including the size of refrigerated and unrefrigerated locked storage units
If there is a separate health care operation in different parts of a building or different buildings, describe each separately.
2.3.2
Instructions: Insert a floor plan of the health services unit if there is no security concern about sharing this. If there are security concerns (e.g., obscuring/erasing sensitive areas such as exterior walls and internal ducts), consider ways to mitigate them. The tour will also be helpful in showing the health services unit layout.
2.3.3
Instructions: If selecting Option A in Provision 3.8.1 whereby the vendor is obligated to use the facility’s current health care-related P&Ps, attach these P&Ps and insert: “Attached as Appendix [X] is a copy of Facility’s current health care-related P&Ps under which Vendor shall be expected to operate.” If selecting Option B whereby you expect the vendor to bring its own health care P&Ps, delete this provision.
2.3.4
Instructions: Describe current health care staffing. This should be as detailed as possible showing each post or position, where it is located, when it operates (e.g., 24/7, 8 hours during business hours weekdays), the credential of the person who must fill the position, and whether there are current or frequent vacancies in certain positions.
2.3.5
Instructions: Describe the current health record system.
1. If it is an EHR, state whether the EHR remains in place, or if the vendor is expected to bring its own.
2. If the EHR remains in place, provide sufficient information about the software. Generally, the brand name of the software will suffice (e.g., Cerner, Epic, CorEMR). However, if significant modifications, downgrades, or upgrades were made to the basic software, describe these.
3. Provide sufficient information about specialized hardware that is required for your current health record systems (e.g., scanners for health records, printers).
2.3.6
Instructions: Describe any community-based health care data repository or shared electronic health care system to which the facility (or health care staff acting on behalf of the facility) has access, including a brief list of the types of information accessible. For example, some states have a database that contains thumbnail clinical information about Medicaid patients such as a list of diagnoses, current medications, and allergies. If you are unaware of whether your state has such a database, ask your state’s Medicaid agency.
2.3.7
Instructions: Describe the facility’s current CLIA certification status (e.g., CLIA certified for moderate complexity tests, CLIA waived, no CLIA permissions).
2.3.8
Instructions: Describe the facility’s custody information system and IT infrastructure including:
a. Describe whether the facility has a relationship with a third-party vendor for computer tablet or kiosk technology. If yes:
· Consider including a copy of that contract in the RFP so that bidders can see the technical specifications and requirements of the system.
· State whether the third-party vendor may seek to charge the health services vendor for access to the tablets/kiosks as this is an emerging technology and the contracting models can vary.
b. If the vendor is expected to provide an EHR, describe the interface between the EHR and the custody info system.
c. Describe the facility’s telemedicine capabilities, such as hardware, connectivity (hardwire or Wi-Fi), quality/stability of connection, and physical information about rooms (location of room with respect to clinic and living units; level of confidentiality).
d. Describe electronic accessibility geographically within the facility for uses other than telemedicine (hardwire or Wi-Fi, quality/stability of connection).
Describe any health-related functionality of tablets or kiosks, for example, whether residents can use these to submit health services requests, grievances, or other kinds of requests. Describe the availability of these electronics. For example: “All residents have them except those in segregated housing.” “They are only available in certain living units or buildings.”
2.3.9
Instructions: Describe any facility rules about the use of personal or company-issued electronics in the facility, including smartphones. Because of security breaches due to the presence of cell phones, some facilities deny use of such devices by all staff or contract staff. The facility should strongly consider not imposing such restrictions on certain clinical staff, such as practitioners. Most clinicians use digital resources – housed on either on their personal device or the cloud – for up-to-date clinical information. Depending on whether they work full time at the facility, they may have outside clinical responsibilities requiring them to be on call. Denying these staff the ability to bring and use these devices threatens to negatively impact patient care and work conditions and could also impact recruitment efforts.
2.3.10
Instructions: Describe the current process for how patients communicate their need for nonurgent health care (e.g., submit written or oral health services request, show up at an open clinic).
2.3.11
Instructions: Describe whether the facility charges patients a fee for any health services (e.g., copay for visits, fee for filling medications).
Recommendation: When deciding whether to charge patients a fee (copay), it is important to understand the potential impacts on quality of care and patient safety. Some facilities charge a fee for certain types of health care visits. Nationally, these fees range from about $2 to $10 per visit, though certain types of visits may be exempted, such as emergencies, mental health care, PREA assessments, or visits scheduled by the practitioner. In some states, legislation requires these fees to be collected. The goal of charging copays is to dissuade patients from unnecessary or frivolous use of health services. Although copays do accomplish this goal, they can also deter patients from seeking necessary care. The typical copay charge is exorbitantly high for most incarcerated individuals. Assume an average copay is $5. An individual in the community earning $15 per hour can cover the cost of the copay by working for 20 minutes. An incarcerated individual – if they are given a job in the facility – is paid in the range of $0.50 per hour, requiring 10 hours of work to cover the cost of such a visit. This poses a tremendous disincentive to seeking care. As a result, residents may delay visiting the clinic until symptoms of a serious condition progress to the point where it may be more difficult to treat. This, in turn, drives up health care costs and increases the risk of litigation. We therefore strongly urge you to avoid charging fees for healthcare. If state law requires the facility to charge a fee, the amount should be the minimum permitted by law.
2.3.12
Instructions: Describe whether the facility seeks reimbursement from patients for actual costs of health care-related goods or services.
Recommendation: When deciding whether to seek reimbursement from patients for the actual costs of care, it is important to understand the potential impacts on quality of care and patient safety. Some facilities bill patients for the cost of health care-related goods or services paid for by the facility such as medications, or care in the community such as specialist visits, laboratory testing, or hospital care. These costs can be very high. As a result, patients may be reluctant to ask for necessary medications or consent to treatment in the community. Such requirements are bad public health policy because they can result in patient harm and increased facility liability and costs. We therefore strongly urge facilities to avoid seeking reimbursement from patients.
2.3.13
[bookmark: _Hlk152940460][bookmark: _Hlk152940423]Instructions: Describe the availability of interpreter and other communication auxiliary aids and services including the physical setup available to health care staff. This is important to ensure adequate health care for all residents and to comply with the facility’s obligations under federal and state civil rights laws. If the vendor will be responsible for interpretation equipment and/or services, ignore the relevant elements of this provision and address them in Section 9.2. Address the following:
· Physical setup including whether there are dual handsets available in places where confidentiality may be compromised if a speakerphone were used, the availability of video screens for sign language interpretation, and the availability of portable phones for emergency response to locations outside the clinic
· Whether the facility has access to an interpretation call-in (or video for American Sign Language) service and whether that service is available to vendor’s staff at no cost to the vendor
· Whether the facility has posters displayed in housing units and medical clinics advising patients in the most common languages spoken by residents of the facility of the availability of interpretation services
· Whether the facility has auxiliary aids for people who are blind or have low vision, such as qualified readers, audio recordings, brailled materials, etc.
2.3.14
Instructions: Describe the current health care needs/utilization/chronic disease burden of the population using the list below. This is important to ensure that the vendor understands the needs of patients at your facility and the expected workload, so that the vendor can develop an appropriately resourced response to the RFP that will provide health services that meet facility needs and that complies with the medical standard of care as well as the facility’s and vendor’s obligations under federal and state laws. Unless otherwise specified, provide the data per unit of time, typically per month averaged over the past year.
a. Number of requests for nonurgent health care
b. Number of admissions with intoxication or risk of withdrawal for each of the major drug categories (non-fentanyl opioids, fentanyl benzodiazepines, other sedatives, stimulants, other drugs)
c. Number of ambulatory care visits
d. Number of people with each of the common chronic health conditions (high blood pressure, asthma, heart disease, hepatitis C, HIV/AIDS, diabetes, seizure disorder, cancer, and any other diagnosis for which the prevalence in your facility is greater than 2%)
e. Number of admissions with active common sexually transmitted infections (e.g., syphilis, gonorrhea, chlamydia)
f. Number of people with each of the common mental health conditions (anxiety, depression, bipolar disorder, personality disorder, schizophrenia, and any other diagnosis for which the prevalence in your facility is greater than 2%)
g. Number of people on medication to treat hepatitis C at the time of admission
h. Number of people admitted with SUDs (specify: OUD, AUD, all others)
i. Number of people evaluated for any SUD during incarceration (specify how many were then diagnosed with SUD)
j. Number of people evaluated for OUD during incarceration (specify how many were then diagnosed with OUD and AUD)
k. Number of people with OUD who were provided with methadone, buprenorphine, and naltrexone (specify which medication)
l. Number of suicide attempts and deaths by suicide
m. Number of admissions to suicide observation status
n. Number of specialty visits by type
o. Number of health-related emergency responses per month
p. Number of health care grievances
q. Number of resident workers for whom the vendor will need to provide medical clearance for work activities
r. List of ER visits with diagnoses for the past year
s. List of hospital admissions for the past year, each with MS-DRGs and the total cost of the hospitalization, whether the cost was borne by the vendor, insurer, facility, or patient
t. List of deaths for the past year with indication of cause of death
u. List of pharmaceuticals used for the past year with dosage strength and number of doses (e.g., “aspirin 325 mg, 4,210 doses; aspirin 81 mg, 9,002 doses”)
2.3.15
Instructions: Describe resident movement: 
For which residents are escorts to health care units required?
How is this movement accomplished?
If movement is restricted during any times of the day, what health care operations are affected?
a. How are health care operations affected during extenuating circumstances such as lockdowns?
2.3.16
Instructions: To the extent that vendor health care staff need to rely on facility staff for checks of a patient’s status, describe the frequency and veracity of such checks (e.g., security rounds with checkpoint wand system) and the extent to which facility staff use digital wireless vital sign monitor technology.
2.3.17
Instructions: Describe the level of availability of facility staff for timed safety or welfare checks of residents in restricted movement living units such as segregation or jail booking cells. Inform the vendor of the shortest time interval that custody staff are required to do such checks (e.g., random checks of not greater than 15, 30, 60 minutes) and the maximum number of individuals who could be on such checks at the same time.
2.3.18
Instructions: Describe facility policy regarding still, sound, and video recordings made by custody that might include images of vendor staff (e.g., recording of emergency response, security cameras).
2.3.19
Instructions: Describe your P&P regarding communication with, and visitation by, families of patients who are in the hospital (critically and noncritically ill). Also describe current policies regarding who is contacted in the event of serious illness, what to do if the patient has not specified a health care proxy, durable power of attorney, contacting next of kin if needed, and patient requests to not contact certain people.
2.3.20
Instructions: Attach a copy of the current resident handbook: A copy of the resident handbook is attached as Appendix [X].
2.3.21
Instructions: State whether the facility (or the current vendor) has a relationship with a local pharmacy to provide medications. If so, describe the nature of the relationship.
a. Does the pharmacy provide medications for administration during incarceration, for release, or both?
b. Does the pharmacy provide patient-specific medications (i.e., a bottle, card, or other container of medication labeled with the patient’s name and specific dosage instructions) or for stock (i.e., a large container of medication from which staff at the facility dispense the medication)?
c. What days of the week/hours of the day does the pharmacy provide these services?
2.3.22
Instructions: If adopting the model wherein the vendor must use the facility’s current medication formulary (e.g., your state’s Medicaid formulary), indicate which formulary and include a copy or a link to it if it is available online.
2.3.23
Instructions: List the medications that the facility allows as keep on person (KOP). If there are patient- or medication-specific criteria for allowing a medication as KOP, describe them.
Recommendation: We recommend that you adopt two custody practices with regard to KOP medications. First, at a minimum, you allow patients to have nitroglycerin, rescue inhalers, and oral glucose as KOP, regardless of living unit assignment. Nitroglycerin is used to treat an evolving heart attack, rescue inhalers are used to treat an asthma attack, and oral glucose is used to treat dangerously low blood sugar from diabetes. Seconds count for saving a person’s life. In most facilities, neither custody nor medical staff can deliver these medications quickly enough. The delay is even more pronounced in high custody or segregated housing units. If you do not allow this custody practice, delete Provision 8.19.17.
Second, we recommend that you consider allowing much broader provision of KOP medications beyond these three medications. The main reason is to control costs. Directly observed therapy (DOT) medication delivery is staff intensive and, depending on the size of your facility, can consume considerable nurse and facility staff time. Historically, jails have been much more restrictive about the use of KOP medications than prisons. However, the reason for this practice is not logical nor supported by evidence. A patient whose medications are delivered as DOT in the jail will likely receive those same medications KOP when they are transferred to prison. Thus, we recommend considering the following broader practice and language in the RFP: 
Medications are provided KOP with the following exceptions: all controlled substances; all mental health medications, unless, on a case-by-case basis, the prescriber determines that KOP administration of a particular medication for a particular patient is safe; medications for patients who are in mental health crisis, on suicide precautions, or in inpatient medical or mental health units; if a patient requests that their medications be provided DOT (e.g., a patient receiving HIV medications who fears that fellow residents might see his KOP medications and learn of his disease); if a prescriber orders the medication to be provided DOT (e.g., for a limited time to determine whether the patient’s condition is failing to respond to treatment because the medication is ineffective or because the patient is not taking it as ordered).
If you do not allow this practice, delete Provision 8.19.16. If you allow it, but with exceptions other than the ones cited above, make the appropriate adjustment here and in Provision 8.19.16.
2.3.24
Instructions: Describe any P&Ps related to custody staff conducting unannounced cell checks looking at usage of KOP medications.
a. Attach your P&Ps: A copy of Facility’s P&Ps regarding unannounced cell checks for medications is attached as Appendix [X].
b. Consider adding the following to your existing P&Ps: Custody staff notify health care staff of KOP possession/usage patterns that are inconsistent with the way the KOP medication was prescribed. Custody staff confiscate any KOP medication that is not prescribed for the person who possesses it. Custody staff do not confiscate medications in possession of a patient for whom the medication was prescribed, even if the usage pattern is inconsistent with the way it was prescribed, without a written order from a prescriber.
2.3.25
Instructions: Describe the extent to which nurse- (or other health care staff-) administered medications are brought to the patient or patients come to a central location.
2.3.26
Instructions: Describe the role of custody staff during nurse-administered medication provision.
Recommendation: We recommend that you carefully consider the role you expect nurses to play in verifying that patients have swallowed oral medications (“mouth checks”). Clear separation must exist between the security role of custody staff and the therapeutic role of health care staff. If patients do not fear discipline from health care staff, they may be more forthcoming with clinical information that reduces patient harm. Thus, we caution against having a policy wherein nurses conduct mouth checks for security reasons and may take actions that result in discipline (including notifying a custody staff member) if the patient does not take the medication appropriately. There are situations, however, where there is a clinical reason for a nurse to conduct a mouth check. For example, mouth checks might be beneficial for a patient with a mental illness who decompensates when they do not take their medication on a regular basis and who has a history of not taking medication.
2.3.27
Instructions: Describe how the grievance system works for health care-related claims and issues arising from care provided by the vendor.
a. If there is an informal grievance system, describe it.
b. Describe who is responsible for addressing a grievance appeal.
Recommendation: Generally, informal and initial grievances are best addressed by the vendor’s staff because they are in the best position to resolve the grievance. However, we strongly recommend that a grievance appeal be addressed, or at least signed off by, the facility administrator/designee because grievance appeals can have significant health and legal importance. For example, under the Prison Litigation Reform Act, a resident cannot sue a facility for violations of their constitutional and civil rights without first exhausting the grievance process. The facility administrator’s role is to assess the reasonableness of the previous response and ensure that further investigation or action is taken if the response was not reasonable. It is a good idea to have an external practitioner available to you because they can provide input if there are clinical issues. 
2.3.28
Instructions: State whether the facility has a U.S. Drug Enforcement Administration license and any other state or local licensure required for provision of controlled substances. This is important for the vendor to know because in the absence of such licensure, the vendor will need to include in its proposal the cost of obtaining such licensure itself. Also state whether the facility has been licensed to operate an OTP (“methadone clinic”) on-site.
2.3.29
Instructions: Describe the community-based health care resources listed below. The vendor needs to know about these resources because it will have to factor their availability into its care plan and proposal. For example, if the nearest community hospital is far away and emergency medical service response times are usually long, the vendor might add certain emergency medical services to its proposal, such as telemedical linkage to an emergency physician.
a. Community-based emergency medical services (response times, level of response, distance in time/miles to contracted community provider, air transport)
b. Community-based inpatient services (number of hospitals, level of hospitals [I, II, III trauma]), ownership [county, private, university], distance from facility)
c. Community-based outpatient services (which specialists or services come on-site and how often; the nature of the current relationship with specialists, e.g., single network belonging to the current contractor, individual contracts; scarce/challenging specialties in your community)
OTPs and clinics that provide methadone and buprenorphine in the community. Identify (with contact information) any with which the facility already has a relationship. Describe that relationship (e.g., the OTP allows you to bring patients to their clinic for treatment; the OTP provides you with methadone to continue treatment for its patients; the OTP operates a mobile clinic that comes to your facility on a regular basis).
2.3.30
Instructions: We recommend that you research existing services, including reentry services in your community. This is to ensure that you are prepared to provide a complete and accurate accounting of them here. Describe the reentry services here, noting whether these resources focus on any particular issue (e.g., housing, SUD and/or mental health, medical continuity of care) and how they are funded and sustained. Also note whether reentry services are provided to all residents or only specific populations. In Section 8.24, you will ask the vendor to provide key reentry services that are missing from this list, i.e., are not already provided by community resources.
2.3.31
Instructions: Your facility can benefit in a number of ways from partnering with teaching institutions to have trainees in various disciplines (e.g., medicine, nursing, social work, medical technician, patient navigator) participate in rotations (internships) at the facility. These partnerships can improve staff retention and recruitment, quality of care, and community relations. Describe any current partnerships with training institutions.
a. Identify the disciplines included in these partnerships and, for each partnering institution and discipline, describe the nature and frequency of the training experience (e.g., “Each semester the Gotham School of Nursing sends two nursing students for 5-week rotations. The students shadow a Facility nurse.”; “From time to time, Gotham School of Medicine sends a 3rd-year resident in the family practice residency for a 4-week outpatient rotation. The resident works collaboratively with Vendor’s physician, seeing patients independently in the clinic and then discussing the patient with the physician.”).
b. Attach any agreements: A copy of our agreement(s) with [     ] is attached as Appendix [X].
2.3.32
Instructions: Describe whether by state law or other arrangement, hospital or outpatient provider fees are capped at any particular rate. For example, in at least one state, by law hospitals must bill state prisons at no higher than the Medicaid rate for inpatient care.
2.3.33
Instructions: Disaster plans are an integral part of a facility’s operation and should be addressed in RFP discussions with a vendor. As with your P&Ps in general (see Section 3.8), there are two models for dealing with disaster plans: (a) The facility has a disaster plan that describes the role of health care staff, and that plan continues regardless of who the vendor is, or (b) the vendor brings/creates a disaster plan.
Recommendation: Like P&Ps, disaster plans contain many facility- and community-specific elements and often reflect facility- and community-specific lessons learned over the years. Thus, relying on a vendor for your disaster plan is less desirable because a vendor does not know your facility and your community as well as you do, and jettisoning the previous plan for a new one risks losing all the wisdom woven into the previous plan. However, based on our experience, many facility-developed disaster plans do not adequately cover the role of health care staff (and, therefore, may be insufficient for accreditation by NCCHC). Thus, if selecting model A, you should ensure that your disaster plan has all sufficient detail about the role of health care staff. In NCCHC’s Jail or Prison Standards, Standard D-07 is a valuable resource. If your disaster plan does not adequately cover the role of health care staff, model B may be a better option.
a. If your facility follows model A, state that here and attach a copy of the plan as an appendix; also, in Provision 9.4.2, delete the provision that requires the vendor to submit a disaster plan within 60 days of the contract start date.
b. If your facility follows model B, delete this paragraph and retain the provision in Provision 9.4.2 that requires the vendor to submit a disaster plan within 60 days of the contract start date.
2.3.34
Instructions: Describe any current, pending, or anticipated government investigations or nongovernmental actions (such as filed civil litigation), adverse resolution of which might impact delivery of services requested under this RFP. This is important because the outcome of these proceedings can affect vendor workload. Describe what, if any, vendor participation is required in any such actions, as vendors will have to consider their local legal representation costs. The vendor needs to be aware of these possibilities to decide whether working with your facility is a good fit and, if so, how best to structure its proposal.
2.3.35
Instructions: Describe your history of contracting for health services over the past 10 years. Your pattern of contracting helps a vendor predict whether its relationship with your facility is more likely to be short or long. Recognizing that it will incur contract start-up costs, if the vendor thinks that it may have a longer relationship with your facility and the ability to amortize those costs over a longer contract life, it may propose a lower contract cost. The following are examples of contracting history that would be informative to vendors:
a. How many times have you issued RFPs for health care?
b. How many different vendors have you contracted with and how long did each of the resulting contracts last?
2.3.36
[bookmark: _Hlk194255633]Instructions: Describe your current use of, or willingness to entertain, the vendor’s use of peers (other currently, or formerly, incarcerated individuals) for any health care-related activities, such as peers providing supporter for individuals with substance use disorder or individuals receiving end-of-life care. 
[bookmark: _Ref181020204]2.4 Medicaid
Purpose: To the extent that Medicaid covers costs of health care to patients in your facility, that reduces the cost to the vendor, which in turn will reduce the overall cost of the contract between the vendor and your facility.
2.4.1
Instructions: Indicate whether your state is a Medicaid expansion state. Under the Affordable Care Act, states could elect to expand Medicaid coverage to nearly all adults with incomes under 138% of the federal poverty level. More than 40 states chose to do that. In those states, most facility residents are now Medicaid eligible; in the other states, most are not. The vendor needs to know this because it affects the extent to which the vendor will have to pay for certain services not covered by Medicaid, which in turn affects the cost of its proposal. Medicaid will cover the cost of certain hospitalizations under Medicaid’s “24-hour rule.” Even though Medicaid does not generally pay for care provided to facility patients while they are incarcerated (which will change for states that have been granted MRS 1115 Waivers – see below), there is one exception. The 24-hour rule is that Medicaid will cover inpatient hospitalization claims including hospital costs, physician services, and medications for an incarcerated individual who is admitted as an inpatient in a community medical hospital for at least 24 hours if they meet all other Medicaid eligibility criteria. Medicaid will cover hospitalizations lasting at least 24 hours in a mental health institution for youth (21 years of age and younger) if they are receiving inpatient psychiatric services.
Retain one of these statements and delete the others:
a. The State of [     ] is a Medicaid expansion state.
b. The State of [     ] is not a Medicaid expansion state.
c. Medicaid expansion in the State of [     ] is pending.
2.4.2
Instructions: Indicate whether your state will provide Medicaid reimbursement for incarcerated people through Section 1115 of the Social Security Act (42 U.S.C. § 1315). The vendor needs to know this because costs covered by Medicaid reduce the vendor’s costs, thus reducing the cost of its proposal. Until recently, under the Social Security Act and its regulations (42 C.F.R. Part 435.1009(a)(1) and 435.1010), Medicaid will not pay for services provided to people incarcerated or detained in a correctional facility unless the person is hospitalized for more than 24 hours. However, Section 1115 of the Social Security Act allows CMS, the agency that administers Medicaid, to waive payment rules for promising demonstration projects that are likely to promote the objectives of the Medicaid program and are budget neutral. In 2022, Medicaid started encouraging states to apply to conduct demonstration projects under Section 1115 (i.e., MRS 1115 Waivers) for certain reentry services for people leaving a prison, jail, or youth correctional facility. The projects must provide at least three services: transitional case management (pre- and postrelease), addiction treatment including MOUD, and medications in hand at release. States may propose additional services to be covered and may request coverage to begin up to 90 days prior to release. As of mid-year 2024, 24 states had applied for MRS 1115 Waivers and many were approved, scheduled to go into effect in 2025. Upon approval of the MRS 1115 Waiver request by CMS, the state must then submit, and CMS must approve, an implementation plan.
Retain one of these statements and delete the others. If indicated, attach a copy of the waiver approval.
a. Our state has not applied for a MRS 1115 Waiver.
b. Our state has applied for a MRS 1115 Waiver. The application is awaiting action by CMS.
c. CMS has approved our state’s MRS 1115 Waiver application. The waiver [went into effect XX.XX.20XX /OR/ will go into effect XX.XX.20XX]. A copy of the waiver approval is attached as Appendix [X]. CMS has not yet approved the implementation plan.
d. CMS has approved our state’s MRS 1115 Waiver application and our implementation plan. The implementation plan [went into effect XX.XX.20XX /OR/ will go into effect XX.XX.20XX]. A copy of the implementation plan is attached as Appendix [X].
2.4.3
Instructions: Indicate whether your state[footnoteRef:4] suspends Medicaid coverage when an individual is admitted to a correctional facility or terminates it. (Beginning in 2026, the Consolidated Appropriations Act of 2024 requires all states to suspend, rather than terminate, Medicaid coverage when individuals are incarcerated.) If the state suspends Medicaid, the person remains enrolled (even though Medicaid will not pay for most services while they are in the facility) and, upon release, their Medicaid becomes active almost immediately. Unfortunately, some states have chosen to terminate Medicaid when someone enters a correctional facility. In those states, the person must reapply upon release. The person also must reapply if they are admitted to a hospital for more than 24 hours and your facility wants Medicaid to pay for that hospitalization. If your state terminates Medicaid, someone – very likely the vendor’s staff – will be responsible for assisting the individual to reenroll, so this is important for the vendor to know. [4:  Generally, the decision about whether Medicaid will be suspended or terminated upon admission to a correctional facility is made at the state level. However, there may be some states where this varies by county. Therefore, you should not only determine what the rule is in your state, but also verify whether the rule holds true in the county or your facility.] 

Retain one of these statements and delete the other:
a. Our state is a Medicaid suspension state. [Coverage is suspended for the duration of incarceration. /OR/ Coverage is suspended for a maximum of [     ] days.]
b. Our state is a Medicaid termination state.
2.4.4
Instructions: Indicate whether there are any facility, agency, or community-based personnel who assist patients to enroll in Medicaid and, if so, provide details about how many and where they are located. Enrollment (or reenrollment if enrollment is terminated during incarceration) is necessary whenever a patient is admitted to a hospital for more than 24 hours, or upon reentry to the community. It is important to share this information because if there are no such existing personnel (or an insufficient number of personnel), you will require the vendor to provide this service for hospital admissions (Provision 5.4.3) and prior to reentry (Provision 8.24.1).
2.4.5
Indicate whether any community-based clinics (e.g., Federally Qualified Health Centers) are providing any other in-reach prerelease health services, not covered in any previous section.
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[bookmark: _Ref181025378]3.1 Key Contract Leaders 
Purpose: To avoid adverse patient outcomes and liability to the facility, the provisions in this section help ensure that the vendor uses the right personnel to execute your contract and that they have the time to do their jobs.
3.1.1
RFP Provision Explanation: The key contract leader positions described in the next few RFP Provisions are those for a prison system or large jail. Smaller jails may not be able to support having one or more of these positions or having the individuals in these positions assigned entirely to the facility (for example, a vendor might provide a chief psychiatrist operating from the company’s headquarters who serves multiple correctional facilities). For this reason, none of the provisions below requires the vendor to include specific leadership positions; rather, they allow it to propose the leadership roles they believe are best suited to your facility’s operation.
RFP Provision: Submit an organizational chart including Facility and relevant headquarters staff. Label this response: 3.1.1 Organizational chart including Facility and relevant headquarters staff. No word limit.
3.1.2
RFP Provision: Describe the authority and responsibility of each organizational leadership position that will be involved in management of this contract (staff wholly devoted to this contract and next-level leadership overseeing that staff). Confirm that all clinical decisions will be the sole province of health care professionals appropriately trained and licensed. Label this response: 3.1.2 Authority and responsibility of each organizational leadership position that will be involved in management of this contract. Confirm that all clinical decisions will be the sole province of health care professionals appropriately trained and licensed. 1-page limit.
3.1.3
RFP Provision: Describe the qualifications and credentials for the above leadership positions. Include any academic affiliations. Label this response: 3.1.3 Qualifications and credentials for the above leadership positions. 500-word limit total.
3.1.4
RFP Provision Explanation: Many RFPs ask vendors to provide the names and qualifications of the personnel who will fill these leadership positions at the facility if the vendor is awarded the contract. We do not recommend that approach. At the time a vendor responds to an RFP, which can be more than half a year before the contract goes into effect, it is very difficult for the vendor to reliably predict who they might hire to fill these key positions. Therefore, such a request is not only impractical, but also likely to yield a response that is not informative. Instead, we suggest asking the vendor to describe leaders currently in similar positions elsewhere.
RFP Provision: Provide the name and describe the qualifications of at least two incumbents in each of the above Facility-based leadership positions who, either currently or within the past three (3) years, serve(d) in these positions in facilities equivalent to ours where you provide health care.
3.1.5
RFP Provision: When filling, or refilling, any of the above leadership positions assigned entirely to this Facility, Vendor must seek prior approval of Facility. Such approval may be based on security clearance, professional qualifications, and professional history.
3.1.6
RFP Provision: When any Facility leadership position or their direct supervisory position becomes vacant, Vendor shall (a) notify the Facility Contract Liaison within two (2) business days, (b) fill the position permanently within two (2) months of the vacancy, and (c) within one (1) week identify the individual who will fill that role in the interim.
3.1.7
RFP Provision Explanation: This provision is mostly aimed at reducing the use of supervisory nurses to fill in for vacant frontline nursing positions. Although at times this is a necessary stopgap measure (hence the 15% allowance), if done more often, the critical supervisory tasks normally performed by the supervisors suffer.
RFP Provision: Key contract leaders identified above may not spend more than fifteen (15)% of their time in direct patient care.
[bookmark: _Ref181025386]3.2 Staffing Model
Purpose: In this section, the facility determines what type of staffing model they believe best suits their operation and expectations of the vendor to meet RFP provisions and Key Performance Indicators. Employing staff who are appropriately credentialed, working within their scope of practice, and supported to deliver appropriate care reduces vendor and facility liability and improves patient care.
3.2.1
RFP Provision Explanation: The first of three “explanations” for this provision, this one outlines the two general approaches to staffing models in correctional health care contracts. The other two explanations discuss those models in greater detail. The two options are as follows:
1. The structure-based staffing model is highly prescriptive. It specifies the precise number of FTEs required for every staff type (e.g., “Vendor shall employ 3.5 FTE registered nurses on the midnight shift in Building 3, 7 days a week.”). Typically, the facility then monitors the number of hours worked at each position. Deficiencies in staffing result in the facility withholding payments to the vendor equivalent to the unspent personnel costs, and possibly imposing sanctions.
2. In the performance-based staffing model, the facility may specify a small number of key staff positions that are critical and nonnegotiable (e.g., “Vendor shall employ a minimum of 1.0 FTE RN present in the booking area 24 hours per day, 7 days per week.”). Otherwise, the contract focuses on specifying the functional outcomes (performance) the facility wants the vendor to accomplish (e.g., “Every newly admitted individual will receive a mental health screening from a master’s-level or higher professional within 24 hours of arrival.”).
To support a facility pursuing the performance-based staffing model (though also of value if you pursue a structure-based staffing model), throughout this RFP Template we provide specific performance and outcome expectations to require of the vendor. Key performance expectations are articulated in Appendix Z – Key Performance Indicators.
The advantage of the structure-based staffing model is that it requires minimal expertise to monitor and, on its face, appears to provide good accountability. However, this model has major disadvantages: (a) It requires considerable effort by the facility to monitor, especially in a contract with a large number of staff; (b) it puts the facility in the role of micromanaging the vendor’s operations; (c) it impairs the vendor’s ability to nimbly adjust to changing conditions; and (d) the impaired ability to nimbly downsize leads to unnecessary costs to the facility. For example, correctional facilities – especially jails – have natural ebbs and flows in census. Prescriptive staffing models are usually geared toward the flows, i.e., higher staffing levels. When the census drops, a prescriptive staffing model requires the vendor to keep staff on duty even when they are not needed, whereas under a performance-based model, the vendor could nimbly reduce staffing levels until the census picks up.
For these reasons, we recommend adopting Option A (performance-based staffing model).
Select one provision and delete the other.
Option A: Performance-Based Staffing Model
RFP Provision Explanation: If you select this model, this provision should contain FTE specifications for only a limited number of “must-have” staff positions. However, before specifying such a position, consider whether it would be sufficient to articulate the performance/outcome need elsewhere in another RFP provision and/or in the Key Performance Indicators (Appendix Z), rather than articulating a specific FTE need here. In other words, if the vendor demonstrates that it can satisfy the performance requirements, then we know it must have enough staff. The following list contains examples of possible “must-have” positions; you may identify others for your facility.
a. Vendor shall provide a minimum of 1.0 FTE RN at all times in the intake unit.
b. Vendor shall provide a minimum of 1.0 FTE RN at all times in the infirmary.
c. Vendor shall provide a minimum of 1.0 FTE mental health counselor, master’s-level or higher, on-site at least 8 hours every weekday, and available to report to Facility within 2 hours if needed, at all other times.
d. Vendor shall provide a medical practitioner and psychiatric practitioner available on call 24/7.
e. The on-call medical provider will be available to report to Facility within 2 hours if needed to avoid an urgent or emergent off-site trip.
RFP Provision: [Insert language.]
Option B: Structure-Based Staffing Model
RFP Provision Explanation: If you select this model, list the minimum number of positions/posts you require and the qualifications of staff in each position. For each position, specify the number of staff, licensure level or credential, type of experience, amount of experience, number of hours per day and days per week, whether the position can be filled remotely (e.g., telepsychiatry), and whether the staff is a volunteer or peer. Specify these positions by living unit or building if the requirements differ by location. You should also link certain staff levels to changes in population. For example, you might link the level of nurses who conduct intake evaluations to sustained increases (or decreases) in the number of individuals admitted to the facility over a 2- or 3-month period. Finally, even in a structure-based staffing model, the vendor must view the specified staffing levels as minimal levels. Therefore, we suggest including the following: “These staffing requirements are minimal levels. Vendor shall increase staffing levels when necessary to ensure safe patient care.”
RFP Provision: [Insert language.]
3.2.2
RFP Provision Explanation: This provision requires the vendor to employ a sufficient number of supervisory staff. It is useful regardless of the staffing model you select. One might assume that because the structure-based staffing model specifies the required number of supervisory staff, this provision is not necessary. However, supervisor workload can increase as a result of unpredictable factors, such as poorly performing frontline staff. Thus, this provision would require the vendor to increase the number of supervisors in that situation, above the minimal level specified in the RFP.
RFP Provision: Vendor agrees to provide adequate supervision of clinical staff to ensure safe patient care and to satisfy any regulatory requirements for supervision.
3.2.3
[bookmark: _Hlk177475005]RFP Provision: Vendor shall ensure that all staff on duty have active licenses, certifications, and/or registrations to legally perform the tasks they are performing or expected to perform.
3.2.4
[bookmark: _Hlk194255991]RFP Provision Explanation: This provision asks the vendor to explain their use of supportive peers. There is a growing role for peers in such realms as substance use disorder services and hospice care. In Provision 2.3.36 you informed bidders of your facilities willingness to allow bidders to use peers (currently and formerly incarcerated). Here you’re asking bidders to describe how they would use them. If you are not willing to entertain a vendor’s use of peers, delete this provision.
[bookmark: _Hlk194256036][bookmark: _Ref181025391]RFP Provision: State whether you plan to use peers (currently or formerly incarcerated) for any health-related activities, e.g., peer support for patients with substance use disorder, end-of-life care. If you do plan to use peers, describe your process for selecting, training, and monitoring their work. Label this response: 3.2.4 Use of supportive peers. 400-word limit.
3.3 Staff Salary and Compensation
Purpose: Competitive staff salary and compensation is critical to recruiting and retaining staff and to service continuity within the facility. Staff recruitment and staff turnover, especially due to lack of competitive compensation, is time consuming and expensive for the facility and negatively impacts delivery of care.
3.3.1
RFP Provision Explanation: Staff salary and compensation are crucial information needed to evaluate vendor RFPs. First, this information helps you understand the vendor’s cost proposal. One vendor might submit a very attractive cost proposal, but pay its employees less compared to a second vendor with a more expensive price proposal but that pays its employees more. Second, lower salaries are not necessarily beneficial to the facility. If the salaries are below market, it will be difficult for the vendor to recruit or the staff they recruit may be less qualified. High staff turnover is linked to errors and lower patient safety.
When trying to figure out the market rate salary for professional positions, avoid the pitfall of looking solely at the rate reported in the community for the same position. Unfortunately, many health care professionals do not view a jail or prison as an attractive place to work. Therefore, in many markets, higher compensation is needed to recruit and retain health care professionals. Use your facility’s experience (or your previous vendor’s experience) hiring, as well as the experience of comparable jails and prisons in your vicinity, to determine market salary rates more accurately.
There are two options for determining salary and compensation expenses: (a) asking the vendor to describe the minimal salaries it will offer; (b) telling the vendor what they should be. Select one provision and delete the other.
Option A
RFP Provision: For each type of position listed in Provision 3.2.1, indicate the minimal compensation you will offer. Compensation should be expressed as the hourly compensation and should include the monetary value of any benefits, whether benefits are offered, and any other enhancements to compensation (e.g., bonuses, incentives). Label this response: 3.3.1 For each type of position listed in Provision 3.2.1, the minimal salary and benefits Vendor will offer. No word limit. 
Option B
RFP Provision: Vendor shall compensate staff at or above the minimal levels in the following list. These levels include the monetary value of any benefits, if benefits are offered.
[Insert list.]
[bookmark: _Ref181025398]3.4 Recruitment and Retention
Purpose: The first critical element to a successful health services delivery system is adequate staffing, without which patient care suffers and the facility may incur costly liabilities.
3.4.1
RFP Provision: Describe your plan for initial recruitment, ongoing filling of vacancies, and retention of key leadership and frontline positions. Include a description of your recruiting resources, systems, and personnel. Label this response: 3.4.1 Plan for initial recruitment, ongoing filling of vacancies, and retention of key leadership and frontline positions, with description of recruiting resources, systems, and personnel. 600-word limit.
3.4.2
RFP Provision: Vendor shall notify Facility within two (2) business days of any vacancy and its plans to fill the position. Vendor shall update Facility weekly on the status of any vacancies.
3.4.3
RFP Provision Explanation: You will select one of the two provisions below based on whether you chose the performance-based or structure-based staffing model in Provision 3.2.1. In both cases, you will levy liquidated damages for vacant key positions. Although it may seem like you are penalizing the vendor twice, the reason for seeking liquidated damages in addition to reimbursement is the following. Due to the costs of recruiting and hiring, filling a vacant position can cost a vendor more than what the vendor pays the worker. Thus, in the absence of any other “penalty,” a vendor could make a business decision to leave a position vacant because they would “break even” (the facility withholds the amount the vendor would have paid a staff member, but the vendor did not have to pay that amount). When the vendor must also pay the liquidated damages, it provides an incentive to fill the position as quickly as possible. Furthermore, the liquidated damages are meant to reimburse the facility for the potential harm caused by the vacancy. The vacancy causes more harm than just the cost of the staff’s time; it also potentially has a harmful impact on patient care and other operations.
If you select the structure-based staffing model, use the first provision and delete the other.
RFP Provision:
a. Vendor shall reimburse Facility for unspent staffing expense when positions are unstaffed. A position is unstaffed when an appropriately qualified individual is not performing the duties of that position. A position for which no one has been hired to fill the position and no one is temporarily filling the position is an example of an unstaffed position. Another example is the portion of a shift for which a full-time employed incumbent fails to report to work and for which no replacement reports to work for that period when the incumbent is absent. Unspent staffing expense is calculated as the sum of the hourly salary of the most recent incumbent in the vacant position plus the prorated hourly monetary value of benefits multiplied by the number of hours the position is unstaffed, or, if the most recent incumbent was a contractor, the hourly compensation of that contractor multiplied by the number of hours the position is unstaffed. If the position never had an incumbent (i.e., before the contract start date), unspent staffing expense is calculated using the corresponding data from the list of minimum salaries submitted in response to Provision 3.3.1.
b. Facility will deduct the amounts so calculated from its monthly payment to Vendor. Vendor shall also be responsible for paying liquidated damages resulting from understaffing as defined in Appendix Z – Key Performance Indicators.
c. Vendor shall keep all positions filled and, if a frontline or first-level supervisory position is vacant or the incumbent is not at their post due to leave of absence, vacation, training, or any other extended absence, Vendor shall backfill the post (i.e., ensure that another qualified staff member is at the post).
d. Vendor shall fill a minimum of 85% of frontline and first-level supervisory positions with full-time employed staff or part-time employed staff working more than half-time (20 hours per week). The following categories of workers do not contribute to this 85% requirement: contract workers contracted for less than six (6) months; “PRN,” temporary, or pool workers, whether employed or contracted, if they are not scheduled to work at least twenty (20) hours per week on a regular basis; agency staff; a full-time employee working more than 40 hours per week (in other words, a person may not contribute more than 1.0 FTE to the 85% calculation).
e. Health care staff responsible for direct patient care shall not be mandated to work beyond the following limits: more than twelve (12) hours in any 24-hour period; less than eight (8) hours off between any two (2) shifts; more than sixty (60) hours in a calendar week defined as Sunday through Saturday. Time spent on call is not included in the time limits.
f. The above limits on overtime may be extended during emergency situations in which a patient’s safety is in jeopardy and no reasonable alternative can be found or during a declared emergency (e.g., prison riot, natural disaster). For purposes of the overtime limits, “emergency situations” are defined as unforeseen events that could not be prudently planned for and do not regularly occur. Failure to hire or retain adequate staffing is not an emergency situation.
g. Neither reimbursement for unspent staffing expense or imposition of liquidated damages shall be construed to relieve Vendor of their responsibilities described herein and thus failure of Vendor to have staff in positions and at their assigned post will, at the sole discretion of Facility, be grounds for termination of the contract for cause.
[If you select the performance-based staffing model, use the provision below and delete the one above.]
RFP Provision: Vendor shall reimburse Facility for unspent staffing expense when the “must-have” positions described in Provision 3.2.1 are vacant. Unspent staffing expense is calculated as the sum of the hourly salary of the most recent incumbent in the vacant position plus the prorated hourly monetary value of benefits multiplied by the number of hours the position is unstaffed, or, if the most recent incumbent was a contractor, the hourly compensation of that contractor multiplied by the number of hours the position is unstaffed. If the position never had an incumbent (i.e., before the contract start date), unspent staffing expense is calculated using the corresponding data from the list of minimum salaries submitted in response to Provision 3.3.1. Facility will deduct the amounts calculated from its monthly payment to Vendor. Vendor shall also be responsible for paying liquidated damages resulting from understaffing as defined in Appendix Z – Key Performance Indicators.
3.4.4
RFP Provision: All Vendor personnel who work on Facility property are required to undergo a background check by Facility and drug screening. Failure to pass the background check or drug screening is not a justification for Vendor to fail to fill any position as required in this RFP. Facility will endeavor to complete background checks within [how long it takes]. Vendor may select the laboratory to conduct drug screening. The cost of drug screenings is the sole responsibility of Vendor. Facility reserves the right to request a copy of the drug screening report on any Vendor personnel as an audit of compliance with this provision of the RFP.
3.4.5
RFP Provision: Vendor is required to notify Facility if any Vendor personnel who work on Facility property experience any event that would affect their ability to pass a background check.
3.4.6
RFP Provision Explanation: In describing the drug screening program, provide specifics about the screening to which you would subject vendor personnel. For example: Do you conduct the screenings at the time of employment? On a regular basis? Random basis? Do you collect the sample via urine, blood, saliva, breath?
RFP Provision: All Vendor personnel who work on Facility property may be subject to a drug screening. The drug screening program operates as follows: [     ]
3.4.7
RFP Provision: Facility reserves the right to conduct an additional background investigation at any time at its own expense.
3.4.8
RFP Provision: If at any time during the course of their employment or contract engagement, a Vendor employee or contractor engages in conduct (either on or off duty) that, at the sole discretion of Facility, threatens the security or reputation of Facility or would otherwise render that person ineligible for a security clearance, Facility reserves the right to withdraw that person’s security clearance and shall immediately notify Vendor.
3.4.9
RFP Provision: Facility reserves the right, at its sole discretion, not to permit an individual on Facility property based on results of a background check, drug screen, violations of any Facility rule or code of conduct, or a Facility or Vendor internal investigation. 
3.4.10
RFP Provision Explanation: Specify any required orientation and/or training. Include how long it lasts, whether any of it can be completed after the individual starts working, and, if so, how soon it must be completed.
RFP Provision: Vendor staff shall successfully complete the following Facility orientation and training: [     ]. Facility is responsible for the cost of provision of the orientation and/or training. Vendor is responsible for compensating the individual for the time spent in orientation and/or training.
[bookmark: _Ref181025407]3.5 Staff Continuation or Transition
Purpose: The time of transition between two vendors can be disruptive and therefore a time of increased risk of dysfunction, error, and harm to patients. One cause of disruption is that employees, uncertain whether the new vendor will offer them employment, rush to use accrued paid time off. Therefore, an excessive number of employees might be absent at the same time in the weeks before the first contract ends. The provisions below help avoid employee uncertainty by assuring employees that they will retain their accrued paid time off if they remain at their job with the new vendor, or that they will get the cash value of that leave if they do not remain. This should help to make the bridge between vendors a smoother and safer experience for the facility and its residents.
3.5.1
RFP Provision: Vendor agrees to honor and grant all paid time off earned but unused by employees of Facility’s previous vendor for any individual who was an employee in good standing at the time the previous vendor’s contract ends and who Vendor hires to work at Facility, whether or not there is a gap in employment.
3.5.2
RFP Provision: Upon termination of the contract, if any individual who was an employee in good standing of Vendor within the final 30 days of Vendor’s contract and will not continue to have employment by either Vendor or the new entity that will be taking over for Vendor, Vendor agrees to fully compensate the employee for any earned but unused paid leave.
[bookmark: _Ref181025448]3.6 Staff Overtime
Purpose: Evidence shows that patient care errors, along with legal issues, increase when staff work longer hours. The wording in this RFP Provision intentionally does not differentiate between voluntary and mandatory overtime because the evidence shows that errors occur regardless of the reason for the overtime.
3.6.1
RFP Provision: Health care staff responsible for direct patient care shall not work for Vendor beyond the following limits: no more than twelve (12) hours in any twenty-four (24)-hour period and no more than sixty (60) hours in any seven (7) consecutive days. The limits on overtime may be extended during emergency situations in which a patient’s safety is in jeopardy and no reasonable alternative can be found, or during a declared emergency (e.g., riot, natural disaster) and as agreed to in writing by Facility. Time spent on call is not included in these overtime limits. Failure to hire or retain adequate staffing is not an emergency situation. 
[bookmark: _Ref181025455]3.7 Staff Preparedness
Purpose: If staff are not properly licensed, trained to operate in the facility environment, and given necessary clinical resources to do their work, it is difficult to provide safe care, which risks poor patient outcomes and liability for the facility. These provisions aim to ensure that staff are well-equipped to provide safe care.
3.7.1
RFP Provision: Describe your systems and processes for ensuring that clinical professionals have on-site access to up-to-date clinical resource materials. Label this response: 3.7.1 Systems and processes for ensuring clinical professionals have on-site access to up-to-date clinical resource materials. 250-word limit.
3.7.2
RFP Provision: Vendor agrees to provide all of its staff and contractors with all relevant training prior to staff members beginning work for/at Facility. Such training includes, but is not limited to, training on corrections-specific clinical issues, P&Ps, ethical standards, the emergency response plan, and professional ethics. Vendor also agrees that for all its staff and contractors whose professions require registrations, certifications, or licensures, these instruments are valid and active at all times working for/at Facility. The content, manner of training, verification of successful learning, and frequency of update or refresher training shall be consistent with reasonable industry standards. At its sole discretion, Facility may relax certain of these requirements for staff who are functioning in a “shadow” capacity, wherein they are always physically accompanied by a staff member who has already satisfied these requirements. For a single training topic of your choosing, provide a copy of all related training material including the lesson plan, a description of the instructor’s qualifications, how the training is provided, any audiovisual materials used in the training, the length of the training, and how you determine that the learner has acquired the knowledge/skill/attitude required by the learning objectives. Label this response: 3.7.2 For a single training topic, all related training material. No word limit.
3.7.3
RFP Provision: All Vendor staff must satisfactorily complete an institutional orientation as specified by Facility, prior to working in Facility, including, but not limited to, emergency P&Ps and basic security issues. Facility reserves the right to bar from Facility any Vendor staff or subcontractor who has not successfully completed this training.
3.7.4
RFP Provision: Vendor shall ensure that all of its employees and contractors have at all times a valid license, certification, registration, or other required credential to legally and safely perform the clinical activity they are responsible for and are up to date on all legally required continuing education. Vendor shall immediately notify the Facility Contract Liaison if Vendor discovers that any of its staff or contractors performed clinical activities under this contract when they did not have the required credentials or continuing education. Vendor shall not engage any professional whose license, certification, registration, or other required credential limits or restricts their practice to a correctional facility.
3.7.5
RFP Provision Explanation: In this provision, you ask about the vendor’s privileging process. Privileging is a term of art generally applied to licensed health care professionals. The professionals’ license gives them legal permission to perform a broad range of activities. However, if the professional works for an entity, such as a clinic or hospital, the entity typically places limits (“privileges”) to perform a narrower set of activities. For example, a nurse practitioner’s license may allow them to suture any wound, but the entity may limit the privilege to suture wounds that are not on the face and are shorter than 5 inches. Privilege determinations are based on the training and experience of the professional. They may also be based on limitations of the setting. For example, a vendor might decline to privilege a duly trained and experienced physician to set simple fractures at the jail because its malpractice insurance excludes coverage for this procedure. When reviewing the vendor’s response to this provision’s request for information, you want to ensure that the vendor has a privileging process, that is it based on rational criteria, and that there is a mechanism for the professional and others to know what those privileges are.
RFP Provision: Describe your process for privileging your employed or contracted staff. Label this response: 3.7.5 Process for privileging employees and contracted staff. 2-page limit.
[bookmark: _Ref181025462]3.8 Policies and Procedures
Purpose: Clear, complete, and adequate health care P&Ps are a cornerstone of any health care operation. They not only help to ensure safe patient care, but also can help mitigate claims of deliberate indifference by demonstrating that the facility did, in fact, have a policy meant to prevent adverse outcomes.
3.8.1
RFP Provision Explanation: There are two main options for dealing with health care P&Ps: (a) the facility has its own set of P&Ps that continue regardless of vendor; (b) each new vendor brings its own set, meaning that every time you change vendors, health services will operate under a new set of P&Ps. We strongly recommend Option A. If you choose Option A, you need to start working on P&Ps well before you start writing your RFP. Guidance on developing P&Ps from scratch is beyond the scope of this resource, but we offer the following thoughts. First, avoid fully relying on generic subscription-based template policies from national criminal justice suppliers. These may be helpful as a source of ideas to get started but require tailoring to meet your needs and to be patient- as opposed to custody-oriented. Resources that may be helpful include accreditation standards published by NCCHC and the ACA and policies used by the Federal Bureau of Prisons. Second, if you are a larger agency with in-house correctional health care subject matter experts, you may be able to develop P&Ps using those internal experts. Otherwise, you should engage correctional health care experts (e.g., one for medical care and one for mental health care) to assist you. Some of this expertise may be available (without cost) by partnering with sister agencies such as city, county, or state departments of health or behavioral health. 
For facilities that would eventually like to pursue Option A, but don’t have the resources or time to develop their own P&Ps from scratch right now, we offer a third option. Under Option C you take advantage of the incoming vendor’s expertise by having them bring P&Ps as part of the contract (similar to Option B), but then adopting those as your own, modifying them as needed and continuing to use them from vendor to vendor.
Select one provision and delete the others.
Option A
RFP Provision: Vendor shall adopt and follow Facility’s P&P manual (see Appendix [X] for a copy of the current Facility P&Ps). Vendor may implement protocols that operationalize P&Ps as long as they are consistent with Facility’s P&Ps. During the life of the contract, Vendor shall recommend to Facility any modifications to P&Ps that it deems necessary, based on its expertise, to address changes in conditions at Facility, changes in law, or changes in the practice of correctional health care. If any of Facility’s existing P&Ps are not compatible with Vendor’s operation and Vendor cannot reasonably adapted its operation to the P&Ps, explain each incompatibility. Label this response: 3.8.1 If any of Facility’s existing P&Ps are not compatible with Vendor’s operation and Vendor cannot reasonably adapt its operation to the P&Ps, explain each incompatibility. No word limit.
Option B
RFP Provision: The following requirements apply to P&Ps:
a. All P&Ps shall be site specific (e.g., the policy statement “If Facility utilizes a paper health record…” would not be acceptable; a site either has a paper record or it does not.).
b. Vendor shall submit all proposed P&P updates or changes to Facility Contract Liaison for approval.
c. Vendor shall annotate in P&Ps all changes to P&Ps with the reason for the change.
Option C
RFP Provision Explanation: In the last item of this provision, you require the vendor to annotate changes they make to P&Ps. This is to preserve organizational memory and safe operations. Changes to P&Ps are often made as the result of an adverse event in an effort to improve safety. The change makes sense at the time in light of the event. However, the change also often results in a more complicated procedure. At some point in the future, when the adverse event has been forgotten, in the interest of simplifying the changed P&Ps, managers may revise it such that it reverts to the simpler way. This is obviously ill-advised. By annotating the post-event change with the reason for the change, future managers will understand why a P&P may be complicated and will hopefully be dissuaded from changing it.
RFP Provision: Facility does not have its own P&Ps manual governing health care. However, in the interest of patient safety through consistency of practice and maintaining a manual that incorporates lessons learned over time, at or before contract termination Facility will shift from Vendor-written P&Ps to Facility-written P&Ps that transcend changes in vendors. In support of this effort, Vendor shall allow Facility to adopt, maintain, and modify, as its own, some or all of Vendor’s P&Ps extant at the time of the aforementioned shift, portions thereof, or concepts therein articulated. Vendor agrees to do so at no cost to Facility, without limitation, and without regard to whether in the future Facility self-operates health services, contracts with Vendor, or contracts with another vendor. For now, and until such time that Facility adopts its own P&Ps manual, the following apply:
a. All P&Ps shall be site specific (e.g., the policy statement “If Facility utilizes a paper health record…” would not be acceptable; a site either has a paper record or it does not).
b. Vendor shall submit all proposed P&P updates or changes to Facility Contract Liaison for approval.
c. Vendor shall annotate in P&Ps all changes to P&Ps with the reason for the change.
3.8.2
RFP Provision: Whether health care-related P&Ps are developed and maintained by Facility or Vendor:
a. Vendor shall review health care-related P&Ps annually.
b. Vendor shall propose updates to P&Ps whenever there is a relevant change of the theater of operation (e.g., changes in the community, physical plant, operations, a pandemic) or updates are required due to a change in law, regulations, or accreditation standards.
c. Vendor shall propose updates to its P&Ps whenever indicated based on its patient safety program.
[bookmark: _Toc181082067]Section 4: Internal- and External-Facing Coordination, Communication, and Training
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Purpose: It is important to have communication, coordination, and collaboration (“teamwork”) between your facility staff and the staff of the entity, or entities, providing health care within the facility. In the absence of teamwork, there is greater risk of physical and health-related harm to residents and staff, with the resultant risk of liability. For example, facility staff are the people most likely to notice that a resident is not eating their meals. Early notification of vendor staff of a possible hunger strike will result in early intervention and hopefully aversion of serious outcomes, including death. As another example, immediate notification to facility staff by vendor staff that all staff need to use N95 masks because of a patient’s new symptoms (thought to be possible tuberculosis) will prevent staff illness, which, if widespread, could also impact staffing levels and facility safety. It is equally important to ensure teamwork among those internal staff and community-based health care and non-health care providers to manage transitions from the community to your facility and from your facility to the community (or next correctional setting). Teamwork in this context avoids lapses in patient care and the resultant patient harm and litigation; smooth and seamless reentry wherein an individual’s needs in the community are addressed may also reduce recidivism. See the Toolkit for Writing an RFP to Contract for Healthcare Services in a Correctional or Detention Institution (Toolkit) for discussion of the challenges to cooperation and collaboration when you divide the health care contract into separate contracts for different components of health care (e.g., medical, mental health, substance use).
[bookmark: _Ref181079626]4.1 Interface Between Vendor and Facility and Others
Purpose: Custody and health care staff must work closely together. Having clear lines of communication is key. Lack of communication and coordination between them can lead to costly operational errors or poor patient outcomes.
4.1.1
RFP Provision: Facility agrees to designate a Facility Contract Liaison. This individual or designee will serve as the primary route of communication between Vendor and Facility.
4.1.2
RFP Provision: Vendor agrees to include the Facility Contract Liaison in Vendor’s facility executive leadership team and its meetings.
4.1.3
RFP Provision: Vendor shall meet with the Facility Contract Liaison or other designated Facility staff monthly and at other times as requested by Facility to address the current state of the contract and performance.
4.1.4
RFP Provision: When requested, Vendor shall fully cooperate with and/or participate in Facility’s administrative activities or projects affecting, involving, or otherwise related to health services. In recognition of the need for communication, coordination, and collaboration among all operations of the Facility, if requested, Vendor shall participate in Facility management meetings, even if not directly related to the delivery of health care.
4.1.5
RFP Provision: Vendor clinical staff shall participate in all joint training exercises (e.g., man-down response, fire drill) scheduled by Facility, including exercise debriefing. Facility anticipates conducting such exercises approximately once per quarter for each shift.
4.1.6
RFP Provision: Vendor shall ensure control and accurate accounting and inventory of all instruments, scissors, syringes, needles, scalpels, and other sharp tools for which it is responsible.
[bookmark: _Ref181079639]4.2 Facility Staff Training
Purpose: This section calls on the vendor to use its professional staff to provide health-related training to facility staff. Doing so avoids the cost to the facility of contracting with a separate educational service to provide needed training. It also helps to ensure that staff training aligns with vendor’s P&Ps.
4.2.1
RFP Provision Explanation: Delete or add requirements to this list as needed based on your facility’s needs. For example, if your RFP calls for the presence of nurses in the intake/booking area 24/7, delete the requirement for training on intake screening. As another example, if your RFP calls for vendor staff to conduct all withdrawal monitoring, delete the requirement for training on the use of withdrawal monitoring tools.
RFP Provision: Vendor shall provide the following training to all Facility staff by qualified professionals at the length and frequency noted below. 
a. First aid and CPR; four (4) hours; every two (2) years. Instructors must be certified as instructors by the American Heart Association or the American Red Cross.
b. Mental health first aid and suicide prevention; eight (8) hours; every two (2) years. Instructors must be certified as instructors by Mental Health First Aid USA.
c. OUD, the role of MOUD, and the role of Facility staff in supporting treatment and recovery; every two (2) years
d. Administration of naloxone; one (1) hour; every two (2) years
e. Intake health care screening in the absence of nursing staff, including, but not limited to, basic medical and mental health, tuberculosis, intoxication and risk for withdrawal, administration of the C-SSRS; two (2) hours; every two (2) years. Screening shall be consistent with applicable national guidelines where they exist (e.g., NCCHC or ACA standards, CDC Recommendations for Correctional and Detention Settings). [Delete this item if nurses perform all intake screening in your facility.]
f. Use of monitoring tools to monitor patients at risk of or experiencing withdrawal, including, but not limited to, use of COWS, CIWA-Ar, CIWA-B, C-SSRS, and measuring vital signs; four (4) hours; every two (2) years [Delete this item if you are contracting for 24/7 nurse staffing.]
g. Any other health-related training required for Facility staff according to Facility P&Ps, accreditation, state or local law, or litigation, at the frequency required
[bookmark: _Ref181079676]4.3 Cooperation With and/or Participation in Approved Research
Purpose: Educational and research institutions, government agencies, and national organizations such as the American Jail Association conduct research from time to time in correctional facilities. Participation in such research is valuable to the correctional industry generally, and the facility specifically, because it can inform safe and efficient operation and elevate patient care.
4.3.1
RFP Provision Explanation: Whenever possible, facilities should agree to participate in such research, which typically is limited to providing statistics about a facility or responding to a survey. Unfortunately, many people are under the misconception that research is “not allowed” in jails and prisons, is unethical, or is harmful to the incarcerated population. That is not accurate. Research about the conditions, diseases, and treatments that specifically affect the incarcerated population is allowed and needed so that we can provide more effective, humane, and cost-effective care. In short, we need research to accomplish these goals. So, research that is well planned; does not place individuals at undue risk; does not coerce individuals into participating (e.g., offering huge financial incentives or early parole); examines conditions, diseases, or treatments that are specific to corrections and therefore could not be studied elsewhere; and for which participants provide informed consent should be fully supported. A full discussion of how facilities should vet research projects is outside the scope of this RFP Template, but, in brief, we recommend that before agreeing to allow research to be conducted within the facility, the facility (a) confirm that the research project was approved by a human subjects review board (e.g., a university institutional review board) that included a “prisoner advocate” member and (b) review the planned research to ensure that the project does not present a risk to the security of the residents, staff, or facility, and that any costs to the facility are acceptable or reimbursed by the researchers. Please note that some institutional review boards will require you to approve the planned research before they begin their review.
Select one provision and delete the other. We recommend Option A.
Option A
RFP Provision: Vendor shall make reasonable efforts to cooperate with and/or participate in any research approved by Facility administrator. Such cooperation/participation includes, but is not limited to, making space available, providing access to patient health records, providing curated lists of patients (e.g., all patients who meet certain demographic and/or clinical criteria), providing other nonproprietary data, permitting staff interviews, and making patients available for inclusion in the research. Vendor shall do so without further compensation.
Option B
RFP Provision: Vendor shall make reasonable efforts to cooperate with and/or participate in any research approved by Facility administrator. Such cooperation/participation includes, but is not limited to, making space available, providing access to patient health records, providing curated lists of patients (e.g., all patients who meet certain demographic and/or clinical criteria), providing other nonproprietary data, permitting staff interviews, and making patients available for inclusion in the research. Vendor must do so as long as it requires only minimal effort; otherwise, Facility will negotiate compensation.
[bookmark: _Ref181079682]4.4 Cooperation With and/or Participation in Training Rotations for Trainees in Health or Health-Related Professions
Purpose: Collaboration with community educational institutions that want to use your facility to help train professional students can be valuable to the facility, the partnering teaching institution, the trainees who rotate through, and, ultimately, the community. For example, staff generally view the assignment of trainees to the facility and to them personally as affirmation of the quality of the work the staff perform and thus this can improve staff satisfaction and retention, both of which contribute to patient safety. Also, trainees who have had a positive experience are more likely to consider employment at the facility, which can improve recruitment and reduce vacancies. The following provisions help foster these important collaborations.
4.4.1
RFP Provision Explanation: Because of the close relationship of this provision to the one in Provision 2.3.31, make sure that these two provisions are consistent with each other.
RFP Provision: Vendor shall cooperate with and/or participate in existing educational rotations and other experiences for trainees in health- or social service-related professions from community educational programs, limited to “shadowing” of Vendor staff. Vendor may, at its discretion, cooperate with and/or participate in experiences involving active participation of trainees in the health care operation; before doing so, however, Vendor is responsible for assuring in writing that all liability for actions of the trainees is fully assumed by Vendor or by the educational program, and not in any way by Facility.
4.4.2
RFP Provision: Vendor shall cooperate with any existing training experience as described in Provision 2.3.31.
4.4.3
RFP Provision: Facility will consult with Vendor before entering into a new arrangement with a training institution that requires more than minimal use of Vendor staff time.
4.4.4
RFP Provision: Describe any experience your company has had in developing academic affiliations in other correctional sites. Label this response: 4.4.4 Vendor’s experience in developing academic affiliations in other correctional sites. 200-word limit.
4.4.5
RFP Provision: Describe any ideas you would explore to develop academic affiliations that are specific to Facility’s setting. Label this response: 4.4.5 Ideas Vendor would explore to develop academic affiliations that are specific to Facility’s setting. 100-word limit.
[bookmark: _Ref181079687]4.5 Responsiveness of Vendor to Requests for Data and Access from External Sources for Non-Research Purposes
Purpose: These provisions are important to ensure that the vendor provides business or operational records to the facility or authorized requestors and does so in a timely manner. Failure to do so can impede proper oversight of health care provision or put the facility at risk of violating local or federal laws or its contractual obligations.
4.5.1
RFP Provision: Vendor shall immediately notify the Facility Contract Liaison of any requests for information from regulatory agencies, other government agencies, or parties acting on behalf of government agencies as well as Freedom of Information Act requests. Unless otherwise directed by the Facility Contract Liaison, Vendor shall comply, in accordance with local and federal law, with such requests in a timely manner, including, but not limited to, provision of data or other information, access to the physical plant, access to personnel, and access to patients. Vendor shall immediately notify the Facility Contract Liaison of any other requests for information or access from the media, the public, or other entities; this is not meant to apply to requests for clinical information about a specific patient from care providers or family members in accordance with HIPAA requirements.
4.5.2
RFP Provision: Vendor shall make available to Facility, at Facility’s request and at no cost, all clinical and business records, documents, and other materials relating to the direct delivery of health services to patients covered under the contract if the delivery of health services to a patient or patients is an issue in any public records request, claim, litigation, or complaint related to or against Facility, Vendor, or their agents, contractors, and employees as soon as possible, but no more than five (5) business days after receipt of such request.
4.5.3
RFP Provision: Vendor shall make available to Facility or other entity as appropriate, at Facility’s request and at no cost, all clinical and business records, documents, and other materials relating to the delivery of health services to patients covered under the contract or the performance of this contract, for any purpose, including, but not limited to, monitoring of this contract by Facility or its agents, any governmental or governmentally required oversight or audit, or any court-mandated or approved monitoring as soon as possible, but no more than five (5) business days after receipt of such request.
[bookmark: _Hlk177478853]4.5.4
RFP Provision: Vendor shall ensure full cooperation and compliance with standard public records requests, including with respect to wrongful death settlements.
4.5.5
RFP Provision: Vendor shall make its employed and contracted staff available to, and the physical plant accessible to, any internal or external body charged with examining, reviewing, or investigating the provision of health care to residents of Facility.
4.5.6
RFP Provision: Vendor shall cooperate with any data sharing agreements that exist at the contract start date or are developed during the course of the contract between Facility and other external partners (e.g., public health department).
[bookmark: _Ref181079718]4.6 Judicial Appearances and Deadlines
Purpose: Litigation can lead to expensive costs that may ultimately be the facility’s responsibility. Given the time sensitivity of court, regulatory, and litigation proceedings, these provisions are meant to help protect the facility from delays by the vendor or its staff and contractors.
4.6.1
RFP Provision: In the event Vendor receives notification and fails to provide Facility with notice of any court-, regulatory-, or lawsuit-related notification, appearance, hearing, document request, or deadline that relates to Facility, Facility is entitled to the reasonable costs that result from this failure or delay. Request for payments lies in Facility’s sole discretion.
4.6.2
RFP Provision: Vendor shall make company representatives and lawyers available, at Vendor’s expense, to attend court appearances or hearings when an incarcerated individual has raised any concerns about the quality of health care in Facility.
4.6.3
RFP Provision: Except where a notice of a court hearing or appearance has been provided to Facility’s representatives, Vendor shall email information concerning any court or regulatory hearing, deadline, document request, or appearance in which Vendor has been noticed as soon as possible, but no later than 24 hours after receipt of the same by Vendor.
4.6.4
RFP Provision: Information and/or documents concerning any such court appearances requested by Facility must be provided by emailing or faxing such information and/or documents to Facility as soon as possible, but no later than 24 hours after the request.
4.6.5
RFP Provision: Vendor shall supply Facility with (a) a summary of all court appearances within twenty-four (24) hours of such appearance, including the date, time, and location of any future court appearances, and (b) any follow-up reports and/or documentation requested by a court or Facility within two (2) business days of receipt of such request or sooner when specified.
[bookmark: _Ref181079724]4.7 Internal Investigations
Purpose: Policies and training that address the importance of vendor personnel cooperation with facility internal investigations are critical to improving safety and operations and reduce disruptions to care delivery.
4.7.1
RFP Provision: Vendor agrees that, unless Facility or Vendor are defending a pending or threatened third-party claim, Vendor and its employed or contracted personnel who work for/at Facility shall fully cooperate in any internal investigations undertaken by the jurisdiction concerning the health care provided by Vendor or it personnel, subject to state and federal privacy and confidentiality laws and provided that Vendor’s legal counsel is afforded the opportunity to be present. If the jurisdiction or Vendor is defending a pending or threatened claim, Facility’s internal affairs investigators shall be allowed to interview Vendor personnel who work for/at Facility by submitting written questions to Vendor. Vendor shall request that staff answer the written questions. If ambiguities or other reasonable concerns arise regarding a particular written question, the parties will discuss them as soon as possible to avoid unnecessary delays.
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Purpose: Data and information sharing serves many purposes, including identification of service trends and possible modifications to care delivery, budget, or staffing; specific issues that arise, response, and future planning; access to information; and internal and external communication and documentation. It is far easier to build in data accessibility from the beginning than to request data that may exist but is difficult to obtain. Good use of data is instrumental in telling the story of care delivery, whereas poor use of data, lack of data, or lack of data analysis results lost opportunities to understand needs; capture efficiencies and inefficiencies; and inform discussions, budgets and services.
[bookmark: _Ref181079851]5.1 Periodic (Scheduled) Reporting by Vendor to Facility
Purpose: These provisions have two purposes. First, they help the facility to monitor trends of key services and events. This supports the monitoring of the vendor’s compliance with contract terms and the facility’s ability to respond to adverse trends as soon as possible, both of which are important to demonstrate to jurisdictional authorities and the public that the facility is exercising due diligence, protect residents’ health and safety, and avoid litigation. Second, they provide data the facility will need to insert in the RFP of the next contract cycle, just as you did in Section 2.3. Future bidders will have this information so that they fully understand the operation on which they are bidding. In the absence of such information, the next vendor may overbid the contract, which costs the facility more than it should, or underbid the contract, which could result in the vendor asking for more money once the contract is in place or canceling the contract because of financial losses.
5.1.1
RFP Provision Explanation: Relevant KPI numbers appear in italic font for your reference while writing the RFP; however, you may delete them in the final RFP, especially because the final RFP may have different KPIs.
RFP Provision: Vendor shall provide report(s) at no additional cost unless modified by written agreement of the parties. Vendor shall provide all reports that are listed below, are required or suggested by NCCHC [jail/prison] standards or by ACA, are required to meet PREA standards, or are requested by Facility.
At a minimum, each report shall be prepared monthly and submitted to the Facility Contract Manager no later than the 15th calendar day of the following month, with cumulative reports provided annually, submitted within 15 days of the month following the anniversary of each year of the contract. In the final year of the contract, regardless of renewal, Vendor shall provide this data a month before the end of the contract. Facility will withhold payment on any contract pending receipt of these data.
Vendor shall provide Facility with the following monthly data and aggregate trends. Additional information is required throughout the RFP, including KPIs, but may not be listed with the data points noted here.
a. Health Services and General Requests: (KPI I–1-6, AC–4, CD-5–6)
i. Number of intake screenings and number within designated time frame
ii. Number of intake mental health screenings and number of evaluations
iii. Number of intake suicide risk assessments; % of new residents placed under suicide prevention or watch protocols
iv. Number of requests for nonurgent health care received by general category (mental health, substance use, primary care, dental, chronic care, general complaints, injury/wound care); reports by gender
v. Number of pregnant females
vi. Number of postpartum females
vii. Number of patient-initiated health records requests
viii. Number of people needing urgent dental, vision, and hearing services 
ix. Number with common chronic diseases (high blood pressure, asthma, heart disease, hepatitis C, HIV/AIDS, diabetes, seizure disorder, and any other diagnosis for which the prevalence in your facility is greater than 2%)
x. Number with health care insurance by type
xi. Number enrolled in Medicaid
b. Substance Use Disorder: (KPI AC–1-2, SU–1-2, R-1, CD–1, CC–7)
i. Number of intake substance use screenings
ii. Number of positive illegal substance use screenings by reported drug prevalence
iii. Number of admissions with intoxication or risk of withdrawal for each of the major drug categories (non-fentanyl opioids, fentanyl, benzodiazepines, other sedatives, stimulants, other drugs, alcohol)
iv. Number under withdrawal protocols by type of withdrawal
v. Number receiving MOUD maintenance
vi. Number receiving MOUD induction by type; number refusing MOUD
c. Mental Health: (KPI M–1-4, AC–1-2, AC–4, CD–2, CD–4, R–1, CC–1-6)
i. Number under care with serious mental illness
ii. Number reported having a prescription for psychotropic medications
· Medications by numbers receiving the same psychotropic medications as prescribed in the community, receiving psychotropic medications initiated/not previously on medications, and initiated different than previously prescribed
· Number refusing psychotropic medications
iii. For those with serious mental illness, include the main diagnosis groups such as anxiety, depression, bipolar disorder, personality disorder, schizophrenia, and any other diagnosis for which the prevalence in your facility is greater than 2%
iv. Number of suicide attempts and suicide deaths
v. Number on suicide watch
d. Co-Occurring Conditions, Brain Injury, and Other Disabilities: (KPI I–1, AC–1, AC–5, CD–1, CC–1-2)
i. Number with co-occurring mental illness and substance use disorders
ii. Number with disabilities by type: intellectual and developmental disability, acquired brain injury, hearing, sight, activities of daily living/mobility, other
iii. Number of supports and accommodations by type
e. Urgent and Emergency Services: (KPI AC–2, CD–1-3)
i. Number of health-related in-house emergency responses
ii. Number and list of patients (without patient identifiers) transported to the ER showing mode of transportation to the ER, whether patient was admitted to the hospital, and diagnosis
iii. List of hospital admissions (without patient identifiers) each with MS-DRGs and the total cost of the hospitalization, and whether the cost was borne by the vendor, insurer, facility, or patient
iv. Number of admissions for medically necessary care lasting more than, or anticipated to last more than, 24 hours by type of service and care providers; number with and without Medicaid enrollment
v. Total number of inpatient and 1-day length of stays; trending reports for average cost per admission; average length of stay
vi. List of deaths, including deaths in facility, off-site while still in custody, and off-site after release from custody but resulting from a clinical event that began while in custody
f. Other Nonurgent Health Services: (KPI AC–1-2, CD–1, A–1-6)
i. Number of specialty visits and consultations by type
ii. List of pharmaceuticals used with doses and volumes
iii. Number of health care grievances
iv. Number of residents for whom Vendor provided medical clearance for work activities
g. Staffing Information: (KPI P–1)
i. Vacancy rates by position and length of time
ii. Staff turnover by voluntary vs. involuntary departure
iii. Use of temporary agency staff by position, length of time, and current status
iv. Current health care staffing in as much detail as possible, showing each post or position, where it is located, when it operates (e.g., 24/7, 8 hours during business hours weekdays), and the credential of the person who must fill the position (match KPI to Section 3.2)
h. Reentry Planning: (KPI CC–7)
i. Number of patients provided medication at release broken down by medicine, how many days’ worth, and medications in hand vs. prescription
ii. List of patients who were not released with required medications in hand
iii. Number of nonduplicated patients for whom a plan was generated
iv. Number of patients released with medical, mental health, and substance use treatment appointments
5.1.2
RFP Provision: Vendor agrees to allow Facility to share any Vendor-prepared report, including, but not limited to, current health care staffing, with any entity of the Facility’s choosing, including, but not limited to, using such information in a future RFP.
5.1.3
RFP Provision Explanation: The purpose of this provision is related to Provision 3.5.1. In that provision, the vendor agrees to honor the paid time off accumulated by the previous vendor’s staff to help avoid an exodus of staff when there is a switch from one vendor to another; there is a high tendency for staff to depart at this juncture due to uncertainty about how the next vendor will treat them. The strategy of including this provision is so the information is available for vendors who will be bidding on the future round of contracting.
RFP Provision: Vendor agrees to provide to Facility a list of all employees who are eligible to accumulate leave, showing the employee’s position, current hourly salary, and the number of accrued hours of leave, by category of leave, as of the date the list was generated. Vendor is required to provide the list only once during the life of the contract within thirty (30) days of written request by Facility.
5.1.4
RFP Provision: Facility may request tailored reports which shall be provided by Vendor at no additional cost within five (5) working days.
5.1.5
RFP Provision: [For use in states with pending or approved MRS 1115 Waivers.] Vendor shall provide all reports in compliance with the MRS 1115 Waiver as identified by the state waiver.
5.1.6
RFP Provision: Vendor shall produce all qualitative and quantitative reports described in this RFP or data referenced in the RFP that are used to monitor the contract. For example, a Key Performance Indicator is “All refusals for medications, clinical encounters, and interventions are received in person by health care staff and in accordance with policy.” Thus, to facilitate Facility’s monitoring of that indicator, Vendor shall produce a list of all patients, within the time period requested by Facility, who refused a medication, the name of the medication, and the date and time of the refusal.
[bookmark: _Ref181079857]5.2 Episodic (Event Driven, e.g., Critical Incident) Reporting by Vendor to Facility: Content, Timing
Purpose: This provision ensures that the facility knows about critical incidents as soon as possible for the following reasons: (a) to ensure that all parties have taken all reasonable steps to mitigate harm to the individuals affected by the incident, (b) so that the facility can implement any needed changes to prevent future incidents, and (c) to allow the facility to collect information and preserve evidence that may be needed for litigation. These steps help protect the health and safety of personnel and residents and reduce liability.
5.2.1
RFP Provision: Vendor shall notify the Facility Contract Liaison or its designee immediately of any critical incidents. Critical incidents include, but are not limited to, resident death; injury or other harm to residents that may be the result of Vendor staff action or failure to act; attempted suicide or other self-harm; Vendor staff injury in the workplace; security breaches, including drugs and weapons smuggled into a Facility or used on Facility grounds; extortion, blackmail, or other coercive or abusive action or behavior by Facility staff or residents against Vendor staff or by Vendor staff against Facility staff or residents; and any other event that would reasonably be important for Facility managers to be aware of. In the case of a resident death, Vendor shall also provide with the notification any additional details as are required to be submitted by the state entity responsible for collecting this data. However, Facility does not expect Vendor’s health care professionals to breach patient–professional confidentiality unless required by law.
[bookmark: _Ref181079865]5.3 Ownership/Sharing of Vendor Administrative Records
Purpose: This provision is an omnibus requirement meant to ensure that the facility has access to information it may need to conduct its business and respond to needs that may not be known at the time of RFP issuance. For example, this provision would give the facility information it needs to respond to an unplanned request from its funder (e.g., county commissioners if the facility is a county jail) related to the facility’s budget.
5.3.1
RFP Provision: Vendor shall share with Facility, at Facility’s request and within a reasonable time frame, all administrative records supporting the delivery of health care under the contract. This includes, but is not limited to, training records; compilations from operational or clinical records (e.g., list of all medications used last quarter); attendance rosters; employee payroll; subcontractor agreements and payment information; and video, sound, or photographic recordings that do not become part of a patient’s health record (e.g., video recording of provision of clinical care during emergency responses). Vendor acknowledges and agrees that Facility may share any information provided by Vendor with third parties if necessary to conduct Facility business. Vendor shall list or describe any such information that it will not share with Facility or that Facility may not share with third parties. Label this response: 5.3.1 Agreement that Facility may share any information provided by Vendor with third parties if necessary to conduct Facility business. List/description of any such information that will not be shared with Facility or that Facility may not share with third parties. 1-page limit.
[bookmark: _Ref181079870]5.4 Coordination and Communication Between Vendor and Other Entities
Purpose: Poor communication between the vendor and community care provider can contribute to poor medical outcomes that also may result in medical and litigation costs borne ultimately by the facility. Tracked information can be used to identify needed resources, measure utilization of resources, and inform policy change.
5.4.1
RFP Provision: When sending a patient to the ER (hospital-based or freestanding urgent or emergency care center), Vendor shall:
a. Have the nurse provide written or oral report to the emergency room nurse
b. Inform their practitioner if he/she is not already aware
c. Have their practitioner make initial contact with the ER to provide clinical information and set any expectations for care
d. Have their practitioner contact the ER at the end of care to ensure coordination of care and assure that Facility is a safe environment and appropriate milieu to continue care
e. Obtain full health records of the visit prior to or upon arrival of the patient back at Facility
f. Evaluate the patient prior to return to a living unit and determine whether all necessary care was provided at the ER. An RN or medical practitioner must complete this evaluation. If completed by an LPN or lesser-credentialed professional, it must be completed in consultation with an RN or medical practitioner.
g. Timely implement all clinically appropriate ER recommendations and document the clinical rationale for any deviations from these recommendations
5.4.2
RFP Provision Explanation: This provision can shorten the length of a hospitalization, which reduces officer staffing time (often paid at the overtime rate), thereby avoiding costs to the facility.
RFP Provision: Upon admission of a Facility patient to a community hospital, Vendor shall monitor the patient’s condition and work with the community hospital providers to effectuate a transfer back to Facility as soon as it is safe to do so. Vendor shall obtain reasonable additional resources (personnel, supplies, equipment) if necessary to effectuate the transfer.
5.4.3
RFP Provision Explanation: If in Provision 2.4.4 you indicated that there are existing facility or community personnel who complete the task below, delete this provision.
RFP Provision: When a Facility patient is admitted to a community hospital, if the admission lasts more than 24 hours, the patient is Medicaid eligible, and the patient is not enrolled in Medicaid (either because they never enrolled or their enrollment was terminated due to placement in Facility), Vendor shall immediately assist in the reenrollment of the patient.
5.4.4
RFP Provision: Upon admission of a Facility patient to a community hospital, describe how Vendor will accomplish the following:
a. Bidirectional sharing of health records; how you will receive clinical data from the community hospital (e.g., paper record, single PDF, codified data that are imported and integrated into your EHR, view-only access to hospital EHR)
b. Monitoring the condition and progress of the patient
c. Concurrent review to minimize length of hospitalization
d. Communicating with the hospital to coordinate safe transfer back to Facility based on the resources available at Facility
Label this response: 5.4.4 Upon admission of a Facility patient to a community hospital, how Vendor will accomplish bidirectional sharing of health records, monitoring the patient, concurrent review, and coordinating return to Facility. 400-word limit.
5.4.5
RFP Provision: Vendor shall notify the state’s Department of Health of any patients who acquire a reportable disease under local or state law or regulations within the time frame required by the law or regulation.
5.4.6
RFP Provision Explanation: Good communication with families when a resident is hospitalized is not only important for humanitarian reasons but to also help mitigate litigation risks. We recommend considering engaging a health care staff – a practitioner or nurse, for example – to make these communications. 
[bookmark: _Hlk186749838]RFP Provision: Describe how you will coordinate care or exchange health information with other health care vendors or community resources/providers who are not employed by Vendor (and other than ER/urgent care or community hospital inpatient care addressed above) or data repositories, including, but not limited to, specialists to whom you refer a patient consultation and/or specialized care; state the Department of Corrections or other detention or forensic facility to which the resident is being released from/transferred to; state vaccine database; state or community health information exchange; [Add any other contractors or providers who provide care but do not fall under vendor’s contract. Common examples include mental health counselors from the county mental health department, psychiatric and nonpsychiatric mental health providers and services when the former is provided by vendor and the latter by a different entity, pediatricians who provide care to babies of mothers in residential parenting programs, community providers who provide MOUD to residents, navigators or people with lived experience (peers) employed by community service agencies, and care coordinators employed by managed care organizations.] In your description, address how you will ensure communication and coordination between you and each of these other entities, including how you will ensure that the patient’s health record you maintain is complete (i.e., there is a unified health record). Also describe how you will resolve clinical disagreements between you and these other entities or among the other entities. Label this response: 5.4.6 How Vendor will coordinate care or exchange health information with other health care vendors or providers who are not employed by Vendor or data repositories. 400-word limit. 
5.4.7
RFP Provision: When requested to do so by Facility, and if the patient consents, Vendor shall assign a practitioner or RN to communicate with a hospitalized patient’s family regarding the patient’s condition, treatment, and prognosis. Vendor’s staff shall follow all of Facility’s policies regarding limits on information sharing due to security concerns.

[bookmark: _Ref181079874]5.5 Facility Recordings
Purpose: This provision allows the facility to legally make recordings that may be necessary for the operation of the facility.
5.5.1
RFP Provision: Vendor agrees to allow its staff to be included in recordings made as part of the operational need of Facility as allowed by state law. These recordings may be archived, shared with the public or authorities, and used for training or any other purpose without Vendor or Vendor staff’s permission. There is no liability for doing so and Vendor, their staff, and all related parties expressly release Facility from any liabilities for doing so and waive any and all related claims.
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Purpose: In this section, you will lay the framework for the cost of the health care you are requesting. The cost of health care in correctional facilities is a substantial investment but required under the U.S. Constitution. Good health care can improve health outcomes and patient stability and also reduce long-term health costs. The saying “penny wise and pound foolish” comes to mind as the lack of good, comprehensive health care is not only costly in the long term but often results in detrimental impact on those who are detained, and those who serve them, including loss of life, unnecessary restrictions, and lawsuits due to insufficient care.
[bookmark: _Ref181080199]6.1. Cost Modeling
Purpose: The provisions in this section and the supporting explanations will help the facility select the best cost model for its contract with the vendor. Choosing the wrong model can not only result in excess costs , but also incentivize behaviors that are not in the best interest of patients, resulting in patient harm and litigation.
6.1.1
RFP Provision Explanation: There are four basic payment models: (a) simple cost-plus, (b) cost-plus with fixed management fee, (c) capitation, and (d) flat rate. In the cost-plus models, you reimburse the vendor for their actual costs to provide health care plus an additional amount paid as a management fee (the “plus,” from which they derive their profit). In the simple cost-plus model, this fee is set at a percentage of the actual reimbursed costs (e.g., 10%), so the amount of profit varies depending on how much health care (“costs”) is actually provided. In the cost-plus with fixed management fee model, the fee is set at the time the contract is signed and does not vary. In the capitation model, you pay the vendor a fixed amount per person per day. In the flat rate model, you pay the vendor a fixed amount per year.
Model A, the simple cost-plus model, puts more financial risk on the facility because the health care needs of the population can change. One or more catastrophic medical cases could cost the facility hundreds of thousands of dollars. Furthermore, there is no incentive for the vendor to control costs. In fact, the simple cost-plus model can potentially incentivize the opposite. Indeed, the vendor only earns money (the “plus” of cost-plus) when there is an expenditure for a service (the “cost”). Imagine a patient who presents to the clinic with an urgent but not life-threatening need, such as a bee sting. If the patient is not seriously ill, the vendor could easily manage that patient in the facility, at minimal cost. Instead, if the vendor sends the patient to the ER, that visit will generate a larger cost, which will, in turn, generate a larger fee for the vendor.
Model B, the cost-plus with fixed management fee model attempts to reduce that incentive. If the vendor provides more health care than it planned to provide, its costs will increase, but it will not receive an additional management fee for those additional health services. As an example, let’s assume the contract stated that the vendor expects health care to cost $1 million, so you will pay for those costs plus a management fee of 10% or $100,000. If the vendor’s estimate is wrong and it provided health care at a cost of $1.5 million, you would reimburse the vendor for its costs of $1.5 million but would pay the fixed management fee of $100,000. Although this model provides some improvement over the other cost-plus model in that it removes the incentive for the vendor to provide unnecessary health services (to increase its management fee), it is not perfect. This model provides some disincentive to provide any health services – necessary or unnecessary – in excess of $1 million because the vendor has to provide those without earning a management fee.
In Model C, the capitation model, facility expenditures are more predictable. Its costs will not change due to new or unexpected health care needs. However, because the cost is based on the number of residents, there is still some unpredictability for the facility if the size of the population changes. The vendor is more incentivized to control costs in this model than in the cost-plus. Although this model protects the vendor against changes in population size, it does not protect the vendor from changes in the cost of the provision of health care in general (e.g., increases in nurse salaries due to a shortage of nurses). Therefore, if the contract pays a fixed amount per capita and spans several years, to hedge against possible increases in the cost of the provision of health care, mostly driven by inflation, bidders may increase the price of their proposal. To balance the needs of both the facility and the vendor to have fair prices, there are two possible approaches: incorporating an annual adjustment to what you pay the vendor based on inflation (typically the Consumer Price Index [CPI]), or based on a renegotiation. This is addressed in Provision 6.1.2.
Model D, the flat rate model, places the facility at the least financial risk: You know how much health care is going to cost and it will not change if the health care needs of the population change nor if the population size changes. In this model, the vendor has the greatest incentive to control costs. The disadvantage is that the vendor assumes the very risk that you are avoiding, and to protect itself against that risk due to uncertainty about what may happen to population size, health care utilization, or possible increases in the cost of the provision of health care, mostly driven by inflation, the vendor will submit a higher priced proposal. As with the capitation model described above, there are two possible approaches to reduce the uncertainty and risk for the vendor: incorporating an annual adjustment to what you pay the vendor based on inflation (typically the CPI) or based on a renegotiation. Unlike the capitation model, though, during that renegotiation, you and the vendor would also focus on changes to the population size. This is addressed in Provision 6.1.2.
At first blush, the capitated and flat rate models may sound the most attractive because there is the least financial risk to the facility and the vendor is incentivized to control costs. However, that incentive sometimes translates to cutting necessary health services, which puts the facility at legal and financial risk.
Thus, no model is without some kind of risk to your facility and therefore there is no “right” cost model. In deciding which model is best for your facility, the following considerations may be helpful.
1. Regardless of whether you select the model where you assume more financial risk for unforeseen catastrophic events (cost-plus), or the vendor does (capitation or flat rate), you ultimately pay the cost. The only difference is that in the latter models, you pay it indirectly. Indeed, the vendor must protect itself against potential losses from the risks, so typically it will raise the cost of its proposal to be able to absorb those risks. (Though becoming less common these days, if the vendor is able to obtain third-party insurance, the cost of that insurance is woven into the cost proposal.)
Facilities with larger populations (prisons and large jails) are generally better able to tolerate the risk of catastrophic cases. Indeed, a single patient taking an expensive medication can wipe out the budget of a small jail, whereas catastrophic cases are common enough in large populations that they are part of the facility’s predictable baseline.
When costing a capitated or flat rate contract, a vendor needs to plan for the unpredictable. As a result, the ultimate cost of these contracts may be higher than a cost-plus contract, especially if the vendor overestimates the risk.
Carving out catastrophic cases in the contract by making special payment arrangements for these cases can be an effective way of finding a compromise between the two extremes above. You would use it along with either the capitated or flat rate models. Patient cases costing more than a predetermined amount or cap (e.g., $10,000, $25,000, or $50,000 per hospitalization or per year for outpatient treatment such as medication or radiation) are carved out of the chosen payment model. In these cases, the vendor is responsible for paying only up to the cap amount. Costs above the cap can be handled in one of three ways: (a) the facility bears the cost, (b) the facility and the vendor split the cost according to a predetermined ratio (e.g., 50/50), or (c) the facility obtains insurance from a third party[footnoteRef:5]. The cost of a catastrophic case should be calculated after adjusting for costs covered by Medicaid as in the following example. Patient X’s outpatient care cost the facility $30,000. Patient X was also admitted to the hospital for 10 days at a cost of $100,000. Medicaid covers the full $100,000 inpatient stay. The contract sets the catastrophic cap per patient at $25,000. In this case, the cost above the cap is $5,000 ($30,000–$25,000). Also, if you hold the vendor responsible for applying for Medicaid reimbursement when someone is hospitalized (we recommend this in Provision 5.4.3), and they fail to do so, the costs should still be adjusted by the $100,000. [5:  The two main types of third-party insurance are private and public. The private sector insurance industry is complicated. We recommend first contacting your property and casualty insurance broker if your Agency or jurisdiction has one. There are only a small number of insurance companies that insure catastrophic costs for the incarcerated population. Generally, they are accessed through brokers (as opposed to other markets, like auto insurance, where we access the insurance company directly). If your broker is not able to assist, the following are examples of brokers that work in this space: Apex Insurance Co., Hunt Insurance Co., CRS, Inc., and Catastrophic Medical Excess, Inc; there may be others. In the public domain, some states have insurance programs for correctional residents, such as PRISM (California), ACCG (Georgia), ACCA (Alabama), and North Carolina Sheriffs’ Association.] 

a. Including a cap for catastrophic cases puts the facility at increased financial risk, but, conversely, reduces a vendor’s financial risk and therefore generally allows vendors to submit lower cost bids. Similarly, if you do include a cap, the lower the cap, the greater the risk for the facility and lower the risk for the vendor. Again, there is no right choice. One key piece of information to help you decide is to look at your facility’s history with catastrophic cases. How many catastrophic cases have you had in the past several years? How much did each cost? A caution: Although past experience is your best predictor of future risk, the reliability of that prediction depends on your facility population size. The smaller your facility, the less reliable the prediction.
Choosing a model wherein the vendor has less financial risk (e.g., cost-plus or capitated- paid a set fee for a patient) generally will allow vendors to submit lower cost bids. However, these models, especially cost-plus, may leave you with more financial risk. One method for attenuating that risk is to seek third-party insurance yourself. For a jail or prison, that could be provided by a commercial insurer. For prisons, the state general fund can fill that role. City and county jails may have access to a governmental city or county risk pool.
b. Because the best model for you still carries risk (either the risk of the vendor spending too much money, or the vendor not spending enough and putting patient safety at risk), any payment model must be accompanied by a robust system of contract monitoring that tracks and measures both usage of resources and clinical quality of care.
There are two ways to approach the payment model in your RFP. If it is clear that one of the four models above (with or without a cap for catastrophic cases) is best for your facility needs, the RFP should ask vendors to submit a bid for that model. However, if you are not sure which model is the best, the RFP should ask vendors to submit bids for each of the four models as well as proposing another model of their own.
Some of these provision options refer to Minnesota Multistate Contracting Alliance for Pharmacy (MMCAP-Infuse). This is a group of governmental care providers that leverage their collective purchasing power to negotiate discounted prices on services and products with vendors such as pharmaceutical manufacturers and distributors. It is estimated that health care providers can save an average of 10% to 18% on products and services by purchasing them through group purchasing organizations. States and counties can join the MMCAP at no cost. This provision, therefore, helps reduce the cost of medications to the vendor, savings that should be passed on to the facility.
Select the provision(s) that match your need and delete the others. You will need to change the provision numbering based on how many models you ask the vendor to provide. For example, if you ask the vendor to submit a proposal for only the capitation model, you will renumber this provision as “6.1.1.” If you ask the vendor to submit proposals for the capitation and flat rate models, you will renumber these as: “6.1.1.a” and “6.1.1.b.”
Model A: Simple Cost-Plus
6.1.1.a
RFP Provision: Submit a proposal for your costs under a simple cost-plus model for all care. In your proposal, confirm that you will charge Facility no more than what MMCAP-Infuse charges for the cost of any medication. Label this response: 6.1.1.a Cost proposal under a simple cost-plus model, with confirmation that Vendor will charge Facility no more than what MMCAP-Infuse charges for any medication. No word limit.
Model B: Cost-Plus With Fixed Management Fee
6.1.1.b
RFP Provision: Submit a proposal for your costs under a cost-plus model with fixed management fee for all care. In this model, Facility will reimburse the cost to Vendor of all health care provided and pay a fixed management fee based on the cost stated in the vendor’s proposal. Thus, in your proposal, state your proposed cost for health care provided and your fixed management fee, regardless of actual costs. Confirm that you will charge the Facility no more than what MMCAP-Infuse charges for the cost of any medication. Label this response: 6.1.1.b Cost proposal under a cost-plus with fixed management fee model, with confirmation that Vendor will charge Facility no more than what MMCAP-Infuse charges for any medication. No word limit.
Model C: Capitation
6.1.1.c
RFP Provision: Submit a proposal for your costs under a capitated model for all care. Specify how often the model is readjusted. Label this response: 6.1.1.c Cost proposal under a capitated model and how often the model is readjusted. No word limit.
Model D: Flat Rate
6.1.1.d
RFP Provision: Submit a proposal for your costs under a flat rate model for all care (fixed rate regardless of health care provision or population changes). Label this response: 6.1.1.d Cost proposal under a flat rate model. No word limit.
All four models plus another model of the vendor’s choosing
6.1.1.e
RFP Provision: Submit four cost proposals, one for each of the following models: simple cost-plus model, cost-plus model with fixed management fee, capitated model, and a flat rate model (fixed rate regardless of health care provision or population changes). At your discretion, you may also propose a fifth cost proposal under a model of your choosing. Label this response: 6.1.1.e Four cost proposals – a simple cost-plus model, a cost-plus model with fixed management fee, a capitated model, and a flat rate model. Vendor may propose a fifth cost proposal under a model of its choosing. No word limit.
6.1.2
RFP Provision Explanation: As discussed in Provision 6.1.1, for a capitated or flat-rate contract, it is advisable to allow for an annual adjustment in payments to the vendor based on changes to the cost of the provision of health care. Failing to do so could result in bidders inflating their proposal price to hedge against such increases. If you want to allow for annual increases, there are two options. In Option A, you set the amount of the increase ahead of time, (e.g., based on the CPI). Note that the CPI is designed for urban areas; there is no CPI for rural areas. If you are in a rural area, consult with your jurisdiction’s fiscal expert to determine whether the annual increase should be calculated in a different way. In Option B, you simply state that you will negotiate the increase at each anniversary of the contract. We recommend Option A because inflation is the main reason for changes in the cost of health care and because renegotiation is a time-consuming and work-intense process.
If you have selected a capitated and/or flat-rate model, include one of the two following options.
Option A
RFP Provision: For a capitated and/or flat-rate contract, the contract price will be adjusted annually on each anniversary of the contract (to be continued if the contract is extended) as follows. The rate will be increased relative to the previous year by 3% or the average Consumer Price Index for All Urban Consumers (CPI-U), U.S. City Average, Expense category, Medical Care category, for the six (6) consecutive months beginning seven (7) months prior to the anniversary month, whichever is lower.
Option B
RFP Provision: For a capitated and/or flat-rate contract, the contract price will be renegotiated annually on each anniversary of the contract (to be continued if the contract is extended).
6.1.3
RFP Provision Explanation: You can add this “catastrophic cap” provision to the Capitation, Flat Rate, and All Four provisions above, or not at all. If you elect to include it, you set the dollar amount, per patient per year, of a cap. There is no “right” cap amount. The purpose of setting a cap is to limit financial risk for the vendor, usually as the result of a hospitalization. A single expensive inpatient stay can cost hundreds of thousands of dollars. For a small facility, this single cost can eclipse the annual cost of the entire contract. vendors are averse to financial risk. A prudent vendor will increase the price of a contract to absorb this risk. Thus, the amount of the cap will very much affect the contract price: the lower the cap, the higher the price, and vice versa. Obviously, the less risk for the vendor (i.e., lower cap), the more risk for your facility. It is important to find a reasonable balance.
One method of determining a reasonable cap is to review two lists that you provided in Provision 2.3.14. Review the list of hospital admissions for the past year (each with MS-DRGs and the total cost of the hospitalization, whether the cost was borne by the vendor, insurer, facility, or patient) to understand how often and how expensive your patients’ hospitalizations are. Also review the list of pharmaceuticals used for the past year to understand how often you house individuals who require very expensive medications and how much that has cost you. Caps commonly seen in RFPs range from $10,000 to $85,000.
Finally, although you should strive to set the cap at a reasonable amount when you issue the RFP, it can be the subject of negotiation when you have selected the best vendor.
RFP Provision: Facility will set a cap on the cost to Vendor for catastrophic cases. The cap will be $[…..] per patient per year, with a year defined as the twelve (12) months beginning on the date the contract goes into effect or its anniversary. Any costs related to the catastrophic event(s) or condition(s) exceeding the cap will be borne by Vendor and Facility at the ratio of [X]% by Vendor and [Y]% by Facility [50%/50% is typical, but you can choose any ratio, including, for example, 0% vendor/100% facility.].
[bookmark: _Ref181080205]6.2 Facility vs. Vendor Costs
Purpose: To ensure that all health care costs are accounted for before being provided, make clear which costs are the vendor’s responsibility and which are the facility’s responsibility. Otherwise, the vendor may pass along significant expenses to the facility. The following provisions aim to prevent this.
6.2.1
RFP Provision Explanation: Cross-check the list in this provision against other provisions you include in the RFP to ensure they are in agreement. Delete from the list any costs that you do not want the vendor to bear and move it to the list in Provision 6.2.2.
RFP Provision: Unless otherwise stated in this RFP, Vendor shall bear all costs related to the provision of health care, including, but not limited to, the following:
a. Medical, dental, mental health, and substance use-related care in Facility
b. Dialysis
c. Pregnancy-related and postpartum care and birth control, including specific care described elsewhere in this RFP
d. Medical supplies
e. Transportation services, including, but not limited to, nonemergency ambulance, 911 ambulance, and airborne evacuation
f. Off-site use of emergency services, urgent care center, hospital, rehabilitation center, long-term care Facility, and hospice care
g. Medical evacuation ordered by Facility staff if they believe, using the reasonable judgment of a lay observer, that time is of the essence, whether this occurs before requesting authorization from Vendor staff, or after Vendor staff has been notified of the situation but have declined to authorize evacuation
h. Off-site or on-site emergency care, urgent care, testing, imaging, other diagnostics, specialty care, radiation, physical therapy, and occupational therapy
i. Pharmaceutical and pharmaceutical-related expenses, including, but not limited to, medications, medication administration supplies, pharmacy license, and pharmacy inspections [If you plan to include Provision 6.4.3, Option A wherein you seek a rebate from the vendor for release medications it fails to provide, add the following: See Provision 6.4.3 regarding credit Facility will receive for release medications that are not provided.] 
j. The provision, maintenance, and repair of durable medical equipment, prosthetics, orthotics, corrective lenses, hearing aids, and other assistive devices, including the cost of such equipment if the patient is discharged to home with it, unless, upon discharge, the equipment can be paid for by another entity and the patient has seamless access to necessary equipment during reentry
k. Long-distance phone charges and related billing charges
l. Biohazardous and pharmaceutical waste management and disposal
m. Administrative personnel to process security clearances, new hires, and onboarding through the 90-day probationary period
n. Licenses, including, but not limited to, pharmaceutical, radiology, and dental activities, and Drug Enforcement Administration licensure
o. Onboarding or periodic drug testing for Vendor’s employees or contractors
p. Provision and operation of an EHR in accordance with the requirements described in Section 9
q. Computer equipment, copying/printing equipment including faxing and scanning capabilities
r. Internet access
s. Interpreter phone service
t. The cost of all health care, as described in this RFP, for [Insert any boarders from other jurisdictions for whom your facility does not bill the sending agency for health care costs. Common examples include boarders from state prison, ICE, USMS, and jails. If you have no boarders, delete this item.].
u. Legal defense of Vendor, Facility, [Facility’s government, e.g., county], and/or agent, employee, and/or contractor for claims/lawsuits related to the services contracted for, including attorneys’ fees and costs and damages awarded via settlement or jury verdict
v. Legal fees for appearance in court related to complaints about health care
w. Fines, penalties, judgments, and settlements against Facility for failure to perform any activity required to be performed or facilitated by Vendor under the contract
6.2.2
RFP Provision Explanation: Prudent vendors will assume they are responsible for all costs unless a cost is explicitly excluded and will adjust their contract price accordingly. To avoid an unnecessarily high contract price, it is important to inform the vendor of excluded costs. In item (d) of this provision, you inform the vendor that it is not responsible for the cost of an inpatient hospital stay of longer than 24 hours. It is financially safe for the facility to relieve the vendor of this responsibility for following reason: Even though Medicaid does not generally pay for care provided to patients while they are incarcerated (this will change for states that have been granted MRS 1115 Waivers), there is one exception. Under Medicaid’s “24-hour rule,” Medicaid will cover inpatient hospitalization claims including hospital costs, physician services, and medications for an incarcerated individual who is admitted as an inpatient in a community medical (not mental health) hospital for at least 24 hours if they meet all other Medicaid eligibility criteria. Medicaid will cover hospitalizations of at least 24 hours in a mental health institution for youth (21 years of age and younger) if they are receiving inpatient psychiatric services. 
RFP Provision: Vendor is not responsible for the following costs:
a. Neonatal care
b. Care in state mental health facilities for court-ordered restoration of competence
c. The portion of hospital care covered by Medicaid for Medicaid eligible patients hospitalized for more than 24 hours provided that Vendor has correctly, appropriately, and timely performed all tasks necessary for Medicaid coverage
d. [Mirroring item “t” in Provision 6.2.1 in which the vendor bears the cost of health care for certain boarders, if your facility has any boarders for whom it is not financially responsible for health care costs (because you bill the sending agency for these costs), name those agencies here. Otherwise, omit this item.]
6.2.3
RFP Provision: Vendor is responsible for all costs related to the provision of health care, as described in this RFP, for individuals when they become the custodial responsibility of Facility, whether or not they are housed in Facility (e.g., “booking by proxy”). Conversely, if an individual who is being transferred to the authority of Facility is rejected at intake for any reason, including health care instability, and Facility does not assume custodial responsibility, Vendor is not responsible for any health care provided.
6.2.4
RFP Provision Explanation: This provision can help protect the facility from unexpected costs when there is a change when new diseases, drugs, or treatments emerge.
RFP Provision: The science of medicine grows and evolves. New diseases, new treatments, and new approaches to care are likely to arise during the life of this contract. Where such changes are substantial in novelty, breadth, and cost, it is the Facility’s intention to negotiate amendments to the contract. Two examples of such changes are the discovery of highly effective treatments for hepatitis C, a highly prevalent disease among incarcerated individuals, along with national guidelines recommending widespread treatment, and the COVID-19 pandemic. It is Facility’s expectation that Vendor will negotiate in good faith to arrive at amendments that are fair to both parties. On the other hand, where changes are incremental and/or not substantial in novelty, breadth, or cost, it is Facility’s expectation that Vendor will adjust the care it provides, in accordance with the community standard of care; Vendor shall not be entitled to additional payment or other contract modifications. Examples of such incremental changes include availability of an expensive biologic disease-modifying drug for a disease that is not highly prevalent and for which none existed before; the shift in national guidelines for management of high cholesterol in certain at-risk individuals, recommending treatment with statins regardless of cholesterol levels.
[bookmark: _Ref181080210]6.3 Furniture and Equipment
Purpose: This provision minimizes the chance of misunderstanding between the facility and the vendor about who owns what equipment to avoid time consuming disagreements in the future.
6.3.1
RFP Provision: Vendor shall inspect health care and non-health care equipment, furniture, and supplies of each health services area during Facility Tours. All health care and non-health care equipment, furniture, and supplies remaining on-site on the first day of the contract are owned or leased by Facility, unless otherwise specified. See Appendix [X] for a list of equipment and furniture as of the date the RFP is issued. [Attach a list of equipment and furniture as of the RFP issue date as an appendix. If you have X-ray equipment, specify whether it is film-based or digital.] The final equipment list will be verified by the parties on the first day of the contract. Equipment, furniture, and supplies on-site on that day may be used/consumed by Vendor. Repair and replacement of equipment, furniture, and supplies, whether owned or leased by Vendor or by Facility, now or in the future, shall be the responsibility of Vendor during the term of the contract. [If there are exceptions, e.g., the facility accepts responsibility for maintenance and replacement of automatic electronic defibrillators or telephone equipment, state those exceptions here.] If and when any equipment, furniture, or supplies require replacement, they shall be replaced with material that is state of the art at the time of replacement.
[bookmark: _Ref181080215]6.4 Pharmaceutical Purchasing and Costs 
Purpose: After personnel, pharmaceuticals are the largest cost component of a health services contract. These provisions help the facility to control pharmaceutical costs while ensuring that patients get the care they need.
These provisions assume that the vendor will subcontract with a pharmaceutical vendor. An alternative approach is for the facility to contract directly with a pharmaceutical vendor. The potential advantage of this approach is that you may be able to lower your cost: If the health care vendor adds a margin to drugs it purchases through its subcontracted pharmaceutical vendor, you would avoid that marginal cost by contracting directly. However, by so doing (and depending on the overall cost model you have adopted), you may eliminate the incentive for the health care vendor to control pharmaceutical costs. Thus, if adopting this approach, you would be wise to (a) ask bidders to describe their approach to controlling pharmacy costs and (b) develop KPIs that assess the appropriateness of practitioner prescribing. Due to the complexity of this alternative approach, we have not provided verbiage for RFP provisions.
6.4.1
RFP Provision: Vendor agrees to purchase all pharmaceuticals at prices that do not exceed prices offered by MMCAP-Infuse.
6.4.2
RFP Provision: Indicate whether your bid considers any pharmaceutical price savings programs (e.g., 340B) and describe those programs. Label this response: 6.4.2 Whether bid considers any pharmaceutical price savings programs and description of those programs. 100-word limit. After the contract is signed, Vendor agrees to pursue any available special pricing programs that could be pursued only after contract signing or that become available during the life of the contract and agrees to notify Facility if it participates in any such programs. In the event Vendor does participate in any such program, Vendor agrees to negotiate a contract amendment with Facility whereby savings from such programs are shared between Vendor and Facility.
6.4.3
RFP Provision Explanation: Some facilities encounter a challenge when trying to supply medications to patients when they are released. This is especially a problem in jails because releases from court or due to bail payment are unpredictable and can happen at nonbusiness hours. If that is a significant problem at your facility, you are likely paying the vendor for care (medications) that is not being provided. Options to consider are described below. Note that in states where MRS 1115 Waivers are approved by Medicaid, correctional facilities will be required to provide individuals with a 30-day supply of certain medications in hand upon release (see Provision 2.4.2 for an explanation of these waivers).
Option A (the “rebate” option) is intended to make you whole, i.e., have the vendor reimburse you for release medications that they should have, but did not, provide.
Option B (the “punitive” option) is to drive the provision of release medications by charging the vendor litigated damages, such that the vendor is discouraged from failing to provide medications.
Option C (the “incentive” option) is to drive the provision of release medications by offering the vendor cash or credit, such that the vendor is financially incentivized to provide the medications.
These options are not mutually exclusive – you could implement one, two, or all three at the same time. We recommend that the option you implement should reflect how big a challenge it has been for you or your current vendor to provide patients with medications in hand upon release. If most patients receive the medications without a problem, it would be reasonable to implement Option A only. Conversely, if very few patients currently receive the medications, we recommend implementing all three.
If Option C is attractive to your facility, it is important to understand the difference between including Option C with and without Option B. When the two are used together, Option C does not require out-of-pocket cost to the facility if the vendor performs well. You do not need to budget for any costs because the financial incentive to the vendor is in the form of reducing how much of a rebate the vendor might owe you for not providing specified medications. So, you know ahead of time the maximum cost of the contract. On the other hand, if you include Option C without Option B, you are never due a rebate from the vendor, so there is no rebate to reduce if they perform well. Instead, you have to give the vendor cash if they perform well.
Finally, if you include Option C (regardless of whether you use it with or without Option B), you need to specify two numbers: the % of released patients who receive their medications, above which the vendor enjoys some financial reward (currently set at 60% below) and the financial benefit to it for each percentage point above that level (currently set at $500). We chose those numbers somewhat arbitrarily. Feel free to choose higher or lower numbers depending on your situation. If, for example, your facility already provides medications to 75% of releasing patients, you would set that threshold at or above 75%.
Delete any of the following options that you do not want to implement. Unlike most of the other provisions of this RFP Template, the numbering of this provision is a little more complicated. You will need to change the provision numbering based on how many, and which, models you ask the vendor to provide. For example, if you choose only Option A, you would renumber 6.4.3.a as 6.4.3. However, if, for example, you choose Option B and Option C (in which case you would use the version of Option C currently labeled as 6.4.3.c.1), you would then renumber 6.4.3.b as 6.4.3.a and 6.4.3.c.1 as 6.4.3.b.
Option A
6.4.3.a
RFP Provision: Vendor shall provide release medications in accordance with Provision 8.24.1 Planning and Arranging for Post-release Care (last item of the provision). Failure to provide release medications will result in liquidated damages which are described in the Release and Discharge Planning section of Appendix Z – Key Performance Indicators.
Option B
6.4.3.b.1
RFP Provision: For the sole purpose of this provision, a release is when a patient is discharged from Facility to a noninpatient setting in the community. This definition omits releases to: 
a. Another correctional facility (state or federal prison, jail, or other detention setting)
b. Skilled nursing or assisted living facility
c. Community or state hospital
d. Residential treatment facility
Also part of Option B
6.4.3.b.2
RFP Provision: Submit a list of the cost for a single dose of each medication on Facility’s state’s Medicaid formulary or preferred drug list. (In Provision 8.8.13 we recommend using your state’s Medicaid formulary or preferred drug list. If, however, you ask the vendor to use a different formulary, replace “Medicaid formulary or preferred drug list” with the appropriate formulary.) Label this response: 6.4.3.b List of the cost for a single dose of each medication on the state’s Medicaid formulary or preferred drug list. The submission is limited to a list, as an Excel spreadsheet, with the following columns: generic name of the medication, brand name of the medication, formulation (e.g., tablet, film, liquid, aqueous solution), dosage, and cost.
Facility will use the medication list to calculate credits (rebates) to Facility for unprovided release medications. Note that the prices on the list will be considered as part of the bid scoring. Bids containing higher prices on the list will have a positive influence on scoring.
Within one (1) week of the last day of each calendar quarter (or part thereof if there is a partial quarter at the beginning and/or end of the contract), Vendor shall provide Facility a list as follows:
a. The list will be provided in an Excel spreadsheet.
b. It will include all releases for all individuals who were released during the quarter (rows). (If an individual had more than one release, each is listed separately.)
c. For each individual, it will include, all on one row, last name; first name; unique identifier number [If your facility uses a different term, replace “unique identifier number” with the appropriate term.]; date of release; each medication the patient was prescribed at the time of release; whether the required supply of medications and the required prescriptions were (a) provided, (b) not provided and not refused, or (c) refused; and details about the medications provided for any patient who refused some of the medications or some of the prescriptions.
d. Each data element will be in its own column as shown:
[image: Example of data elements
]
Facility will calculate the amount of the credit due from Vendor for unprovided medications during the quarter using the following method:
From the provided list, Facility will take a random sample of at least ten percent of the releasees or forty (40) releasees, whichever is greater.
a. Using the medication cost list provided by Vendor, Facility will calculate the total cost of the medications that should have been but were not provided to the sampled releasees.
b. The amount of the credit will be calculated as the cost of medications for sampled releasees times the total number of releasees in the quarter divided by the sample size. For example, say there were 6,000 releases last quarter and Facility examined a random sample of 600 releases. For those 600 patients, the total cost of a 10-day supply of medications not provided was $10,000. Then the credit owed to Facility for that quarter equals $10,000 x (6,000/600) or $100,000.
Facility will deduct the calculated rebate amount from its next payment to Vendor.
The cost of the medications on the list provided by Vendor will be increased by five percent (the approximate inflation rate for pharmaceuticals) compounded, each year.
If an unprovided medication is nonformulary (i.e., was not on the list of medication costs requested above), Facility will ask the pharmacy vendor for its most recent invoice to the Proposer that shows the cost of that medication. Facility will use that cost plus ten percent to calculate the cost of the unprovided nonformulary medication. Vendor agrees to instruct its pharmacy vendor to provide any requested invoices for nonformulary medications.
Option C – Use this version of Option C if you also choose to include Option B; it omits some verbiage that would duplicate verbiage in Option B.
6.4.3.c.1
RFP Provision: Facility will use the following method to incentivize Vendor to provide needed medications upon release. Using the quarterly list of released residents and their medications, Facility will calculate:
a. # of releasees who were provided all release medications
b. # of releasees who were not provided all release medications and did not sign an informed refusal
c. % of nonrefusing releasees who were provided medications calculated as a/(a + b) x 100
For every percentage point above sixty percent that this calculation yields, Facility will reduce any rebate from Vendor for unprovided medications (as calculated above) by five hundred dollars ($500).
Option C – Use this version of Option C if you choose not to include Option B.
6.4.3.c.2
RFP Provision: For the sole purpose of this provision, a release is when a patient is discharged from Facility to a non-inpatient setting in the community. Not included in the definition are releases to: 
a. Another correctional facility (state or federal prison, jail)
b. Skilled nursing or assisted living facility
c. Community or state hospital
d. Residential treatment facility
Facility will use the following method to incentivize Vendor to provide medications in hand upon release. Within one (1) week of the last day of each calendar quarter (or part thereof if there is a partial quarter at the beginning and/or end of the contract), Vendor shall provide Facility a list as follows:
a. The list will be provided in an Excel spreadsheet. 
b. It will include all releases for all individuals who were released during the quarter (rows). (If an individual had more than one release, each is listed separately.)
c. For each individual, it will include, all on one row, last name; first name; unique identifier number [If your Facility uses a different term, replace “unique identifier number” with the appropriate term.]; date of release; each medication the patient was prescribed at the time of release; whether the required supply of medications and the required prescription were (a) provided, (b) not provided and not refused, or (c) refused; and details about the medications provided for any patient who refused some of the medications or some of the prescriptions.
d. Each data element will be in its own column as shown:
[image: Example data elements in an excel file]
Using the quarterly list of released residents and their medications, Facility will calculate: 
a. # of releasees who were provided all release medications
b. # of releasees who were not provided all release medications and did not sign an informed refusal
% of non-refusing releasees who were provided medications calculated as a/(a + b) x 100
For every percentage point above sixty percentthis calculation yields, Facility will pay Vendor five hundred dollars ($500).
[bookmark: _Ref181080223]6.5 Cost Recovery
Purpose: The provisions in this section help ensure that the facility receives payments and reimbursements to which it is entitled.
6.5.1
RFP Provision: Facility and Vendor agree to cooperatively explore and implement agreed-upon billing opportunities as local, state, and federal laws and rules change.
6.5.2
RFP Provision: Any funds recovered from any payor for care provided to Facility patients by Vendor or paid for by Vendor, whether paid directly to Facility or Vendor, shall become the property of Facility.
6.5.3
[Include the following provision if you board individuals under contract with ICE or USMS.]
RFP Provision: Facility has a contract with [ICE and/or USMS] to board individuals under their jurisdiction. Under [that/those] contract[s], access to certain health care must adhere to certain requirements. A copy of [that/those] contract[s] appear[s] in Appendix [X]. Vendor understands and agrees to adhere to the requirements in said contracts or any revisions, renewals, or amendments to those contracts. The contract[s] also define[s] the process for financial transactions between the federal agency and Facility. Vendor understands and agrees to facilitate those transactions.
6.5.4
RFP Provision: Vendor understands and agrees that Facility is responsible to conduct a cost reconciliation in compliance with local and state fiscal rules and agrees to assist Facility as needed in this activity. Vendor and Facility agree to rectify any disputed charges identified within ninety (90) days of completion of a Facility audit report.
6.5.5
RFP Provision: Vendor is responsible for timely application to payors, including, but not limited to, Medicaid, private health insurer, or grantor, for any health care provided to Facility residents that those entities should cover. Vendor is responsible for cooperating with any inquiries from payors that are required for, or facilitate, payment. Vendor is responsible for paying for such care initially if there is any delay in payment by the payor.
6.5.6
RFP Provision: Vendor is responsible for enrolling in Medicaid any Medicaid-eligible resident admitted to a community facility for more than twenty-four (24) hours for a Medicaid-eligible event under 42 USC § 1393d(a)(29)(A).
[bookmark: _Ref181080228]6.6 Fees Charged to Patients
Purpose: This provision ensures that the facility receives revenues to which it is entitled and, in the circumstance where collection of these revenues is required by law, it helps protect the facility from violating the law.
6.6.1
RFP Provision Explanation: In Provision 2.3.11 we recommended that you not charge fees or copays for patients to access health services and explained the rationale. If you do not charge fees, delete this provision.
RFP Provision: Facility charges a fee for certain health services as described in Provision 2.3.11. Vendor shall follow Facility’s P&P regarding generating a charge for services when allowed. Vendor shall not deny a patient any care described in this RFP due to the patient’s inability to pay a fee. Any fees collected become the property of Facility.
[bookmark: _Ref181080233]6.7 Facility Payments to Vendor
Purpose: The provisions in this section are important because they make clear to the vendor how they will get paid and help avoid disagreements and possible litigation due to misunderstandings.
6.7.1
RFP Provision: Vendor shall submit a monthly invoice, via mail and email, to the Facility Contract Liaison. The invoice amount shall be: [Use the paragraph below that matches the cost model that you adopted in Provision 6.1.1. If you opted to invite vendors to submit proposals for more than one model, use the paragraphs corresponding to those models.]
For a cost-plus contract, the costs accrued by Vendor during the invoiced month plus the agreed-upon management fee. Vendor’s invoice shall be dated no earlier than the first federally recognized business day of the following month. The invoice shall include line items for, at a minimum, personnel, pharmaceuticals, off-site outpatient specialists, hospitalizations, and supplies and equipment. The Vendor shall adjust any estimated accrual amounts in the next invoice immediately after learning the actual cost. Facility will withhold from any payments of invoices for the last three (3) monthly payments at the conclusion of the contract any accrued costs for which Vendor has estimated the cost until such time as Vendor provides sufficient evidence of the accrued costs. If the contract includes a provision whereby Facility withholds payment of Vendor’s last three (3) monthly payments at the conclusion of the contract pending satisfactory performance of another contractual obligation (e.g., successful transfer of patient information from Vendor’s EHR to the next vendor’s EHR), Facility will pay Vendor for such proven accrued costs only after resolution of the other contractual obligation(s) and only to the extent that a balance is owed to Vendor for the last three (3) monthly invoices after deduction for costs to Facility due to Vendor’s unsatisfactory performance on the other contractual obligation(s). Vendor shall retain and make available to Facility all supporting documentation for invoiced amounts, including, but not limited to, invoices from Vendor’s suppliers and service providers showing they were paid and shipping/delivery receipt documents.
· For a capitated contract, the agreed-upon daily per capita rate multiplied by the sum of Facility counts of all residents under the jurisdiction of Facility (i.e., physically on-site or off-site but under Facility’s control) at 7 AM for each day of the invoiced month. Vendor’s invoice shall be dated no earlier than the first federally recognized business day of the following month.
· For a flat rate contract, one-twelfth (1/12) of the base compensation for the applicable contract year. Vendor’s invoice shall be dated no earlier than the first federally recognized business day of the following month.
Facility shall render payment to Vendor within thirty (30) calendar days of Facility’s receipt of an accurate and complete invoice, less any amount allowed by any other provision of the contract.
6.7.2
RFP Provision: Vendor shall provide Facility timely access to any and all of Vendor’s records that are necessary to verify the accuracy of any part of Facility’s payment to Vendor that is contingent upon Vendor’s performance, activities, purchases or acquisitions, or payments.
6.7.3
RFP Provision: At Facility’s sole discretion, Facility may withhold part or all of a monthly payment to Vendor if Vendor has failed to produce complete, accurate, and true documentation necessary to verify the accuracy of any part of Facility’s payment to Vendor that is contingent upon Vendor’s performance, activities, purchases or acquisitions, or payments, or has failed to produce any report or document required by the contract that was due by the time of the monthly payment.
[bookmark: _Toc181082070]Section 7: Contract Performance Monitoring
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Purpose: Contract performance monitoring is key to the successful delivery of care and contract compliance. Contract implementation oversight and data are the focus of this section.
[bookmark: _Ref181080639]7.1 Funding the Contract Monitor
Purpose: It is critically important to engage independent health care professionals to participate in monitoring the vendor’s delivery of clinical services. If the facility fails to monitor, patients can be harmed and the facility can be sued.
7.1.2
RFP Provision Explanation: Your facility will need to monitor the vendor’s performance on this contract. There are two models for funding the monitor(s). In one model, the facility fully funds these positions. If that is your model, delete this provision. In the other model, the vendor pays for some, or all, of the cost of a separately contracted monitor(s). Your facility will bear the cost of monitoring with either model. In the first model, the costs are obvious, whereas in the second model, the vendor will roll the same costs into the total cost of the contract. The advantage of the second model is not that it saves your facility money, but only that you are not adding FTEs to your governmental jurisdiction’s operations. In certain jurisdictions, having fewer FTEs (or the appearance of fewer FTEs) directly employed by that government is a desirable goal.
This provision requires you to fill in the number of FTEs and the cost of the FTEs for a number of positions. Unfortunately, we are unable to recommend specific levels for either. The number of FTEs in each category depends on local factors such as your facility’s size and complexity, the complexity of the contract, and the competency of the vendor, among others. It also depends on your local market of monitors. For example, if your community has a low supply of nurse practitioners and physician assistants, you might need to engage a medical physician to do all the medical monitoring. If you already have some facility staff who monitor your health care contract, you may only need to supplement that existing staff.
RFP Provision: Vendor shall fund the following independent contractors to serve as Facility’s monitors of Vendor performance under the contract: [X] FTE RN, [X] FTE administrative support, [X] FTE medical physician, [X] FTE medical nurse practitioner or physician assistant, [X] FTE master’s-level mental health counselor, and [X] FTE psychiatric practitioner. The cost will not exceed $[XX] per year plus an annual adjustment based on the previous calendar year’s CPI. Facility will have sole discretion in recruiting and selecting these individuals, who will report directly to the Facility Contract Liaison.
[bookmark: _Ref181080645]7.2 Key Performance Indicators (KPIs)
Purpose: The terms of a contract are meaningless if the facility does not hold the vendor to those terms. KPIs are the main metric by which the facility will accomplish that. Use of KPIs not only helps ensure that you are receiving the services you paid for, but also helps prevent bad clinical outcomes and lawsuits by detecting substandard care early.
7.2.1
RFP Provision Explanation: In Provision 3.2.1 you chose one of two staffing models. If you chose the structure-based model wherein you define staffing levels, it is reasonable to audit the KPIs quarterly or more frequently (i.e., monthly or bimonthly). However, if you chose the performance-based model, you are placing more reliance on how well the vendor performs. For this reason, your wording in this provision should state that you will audit performance monthly. In their proposals, through submitted questions, or during contract negotiations, some vendors may push back at the concept of KPIs, specific KPIs, or linking KPIs to liquidated damages. See further discussion on this topic in the Toolkit.
RFP Provision: Facility will conduct [quarterly/bimonthly/monthly] audits of the KPIs (see Appendix Z). Vendor shall facilitate access to the health record by parties selected by Facility to conduct such reviews. Such access includes remote access to the EHR if one exists. Such audit may include review of documents chosen/sampled by Facility in a manner and quantity chosen by Facility, including random and purposive methods. Performance below the specified level may result in application of penalties as specified. Facility will provide Vendor with the list of patient names, dates of events if there is a discrete event, and explanations for all audits with fiscal impact. Vendor will have the opportunity to review and contest the results of any of these audits. Any such contest must be communicated to the Facility Contract Liaison within thirty (30) days of receipt and include specific items with which it disagrees. Facility will take this input under advisement and make any appropriate adjustments to the audit results. Facility decisions and adjustments are final. The existence of the KPIs and penalties for failure to perform key elements of care at, or above, a minimal level does not imply that Facility finds it acceptable for Vendor to perform below these levels as long as Vendor pays the associated penalties. Severe, repeated, or chronic failures to satisfy performance indicators may, at the sole discretion of Facility, constitute cause for terminating this Agreement. Vendor shall submit a corrective action plan within two (2) weeks of any subthreshold KPI finding. Facility will have two (2) weeks to modify and return the plan to Vendor. Vendor must execute the returned plan within the time frame established in the plan.
7.2.2
RFP Provision Explanation: In Provision 6.4.3 we discussed incentivizing vendor performance with regard to provision of release medications through a possible combination of financial penalties (liquidated damages) for underperformance and financial awards (performance incentives) for better-than-minimal performance. That same concept can be applied to the broader list of KPIs in Appendix Z. The decision of whether to offer performance incentives, which KPIs to offer them for, and how much to offer is highly dependent on your facility, challenges you have faced (and want to see improved), and your budget. Therefore, we have not provided draft language for all possible performance incentives. Instead, we provide an example of one possible incentive. Note that performance incentives can be offered for KPIs only where the threshold value is less than 100%. In other words, if you already require the vendor to perform minimally at the 100% level, it cannot mathematically perform better than minimally.
Our example is taken from the first KPI: “Intake health and behavioral health screenings are completed within 4 hours of arrival at Facility.” A performance incentive might be: “For every percentage point greater than 95%, Vendor will earn $1,000 credit.” As with the incentive described in Provision 6.4.3, you can offer this incentive in one of two ways. In the first way, you offer the incentive as a credit to offset any liquidated damages the vendor has incurred during the measured period. The advantage of this model is that it limits the cost of the contract to the agreed-upon total amount – you will never owe the vendor more than the face value of the contract. This can be a more attractive option for many governments. The disadvantage is that it may be less incentivizing for a high-performing vendor that rarely incurs liquidated damages; there is little or nothing to be gained by working harder. In the second way, you offer the incentive as an outright award, regardless of liquidated damages. The advantage and disadvantage are the inverse of the other model.
RFP Provision: [Insert language.]
[bookmark: _Toc181082071]Section 8: Scope Of Health Services—Direct Care
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Purpose: Each provision in this section serves a single purpose: to define the vendor’s clinical responsibilities under a contract. Here you describe what services must be provided and, for some services, how. Although we do not consider any of the services optional, some vendors may view some of them as optional. Therefore, unless you explicitly articulate each of these provisions in the RFP and contract, vendors might not provide any of them. This would put patient safety at risk and elevate litigation risk. Thus, for this section, we have decided to not include a separate “purpose” for each area of work as they should be viewed as the collective body of direct healthcare services.
[bookmark: _Ref181080730]8.1 Health Care Delivery/Scope of Services
8.1.1
RFP Provision: Vendor shall designate a health services administrator who ensures that Vendor maintains a minimally adequate system for health care delivery in compliance with the contract.
8.1.2
RFP Provision: Vendor shall be responsible for providing all medically necessary health services, including, but not limited to, primary care from a primary care provider; mental health care from a master’s-level or higher licensed mental health therapist, psychologist, or psychiatric practitioner (psychiatrist, nurse practitioner, physician assistant); dental care; nursing care; episodic care for new symptoms or complaints; diagnostic services; preventative services; and treatment for chronic, episodic, urgent, and emergent conditions, whether such care can be provided on-site by Vendor’s employed or contracted staff or the care must be provided off-site by health care providers in the community.
8.1.3
RFP Provision: All health care (see glossary for the scope of this term), and the documentation supporting that care, that is delivered to patients during a clinical encounter; in response to an inquiry from a nurse or patient; during a chart review or chart-based triage decision; or upon receipt of test results, a consultant’s report, or other external health record shall be clinically appropriate. This shall include, but not be limited to, conducting the history and physical/psychological examination, forming and testing a differential diagnosis, arriving at a diagnosis, ordering and ensuring the provision of treatment for that diagnosis, ordering all follow-up care in a clinically appropriate time frame, and clinical documentation. In assessing the clinical appropriateness of care for the purposes of this provision, Facility recognizes that two reasonable clinicians might provide different care in the same situation. Clinically inappropriate care is any care that puts patients at significant risk of serious harm.***
8.1.4
RFP Provision: Orders from health (medical and mental health) care staff in the outpatient and inpatient areas shall be completed within the time frame ordered. This includes, but is not limited to, diagnostic tests, follow-up visits with nurses or practitioners, requests for outside records, and treatments.
8.1.5
RFP Provision: Vendor’s staff shall conduct clinical encounters in venues and in a manner that allows for auditory and visual confidentiality from other patients and nonclinical staff. Visual confidentiality requirements apply at those times when an examination reveals portions of the patient’s body or the patient is touched in ways that would not be visualized or touched, respectively, in the typical prison environment. Exceptions may be made for encounters where providing such confidentiality would legitimately jeopardize safety, including emergency situations, or would be clinically inappropriate (e.g., attempting to move a patient in a crisis cell to a clinical visit room). In those cases, breaches of confidentiality are limited to the measures required to ensure safety, and all staff shall maintain the confidentiality of any information they acquire because of the breach.
8.1.6
RFP Provision: Vendor shall obtain oral or written informed consent consistent with community standards or the requirements of [name of your jurisdiction], whichever is stricter. In addition, informed consent shall be obtained when beginning antipsychotic medication treatment or mental health treatment of previous trauma. Some individuals (e.g., people with some disabilities or mental health conditions) may require additional explanation or support to understand and complete an informed consent. A global consent for any treatment, for example, a consent form that patients are asked to sign upon admission to a facility, is not an informed consent and does not satisfy any requirement for informed consent. Vendor shall inform patients of any limitations on confidentiality, consistent with state and [name of your jurisdiction] law and regulations. This information may be provided upon admission to Facility.
8.1.7
RFP Provision: Vendor may use telehealth to deliver services under this Agreement as long it is clinically appropriate to do so. Where physical examination is required, clinical appropriateness may be achieved by the use of devices operated by assistants at the bedside (e.g., digital stethoscope) or surrogate examiners, provided that assistants and examiners are directed to do so by the clinician conducting the visit and are appropriately qualified to execute the activity, and in-person examination by the clinician is not necessary.
[bookmark: _Ref181080739]8.2 Patient Evaluations
8.2.1
RFP Provision Explanation: This provision addresses prescreening of individuals from outside your system who you have the right to reject based on clinical instability. The most common example is when a law enforcement officer brings a recently arrested individual to jail. Another example is when a community corrections officer brings an individual to jail who has violated the terms of their supervision. In most jurisdictions, if this individual is clinically unstable, the jail has the right to reject the admission, in which case the individual remains in the custody of, and the responsibility of, the arresting or community supervision agency. Typically, the officer will then take the individual to a hospital emergency room; if and when the individual is deemed stable by hospital staff and then jail staff, the jail will then accept their admission. Prescreening is particularly valuable in these scenarios because most of these individuals are arriving directly from the outside community and often with elevated risk of having acute medical needs requiring stabilization in a hospital. If your facility does not admit individuals directly from the community, delete this provision.
RFP Provision: Whenever Vendor clinical staff are scheduled to be present in Facility, they shall prescreen every individual brought to Facility for admission for clinical appropriateness for admission, prior to the departure of [Jails insert: “the arresting officer.” Prisons that admit individuals directly from the community insert: “the community corrections officer.”]. If the individual does not pass the prescreening, Vendor shall inform the Facility staff member in charge of the reception area that the individual is not clinically safe to be accepted into Facility and should be deferred to a hospital. Except as noted below, Vendor shall use an RN or medical practitioner for prescreening. Vendor may use an LPN or EMT appropriately credentialed according to state law provided that (a) they use a structured prescreening form that does not require the LPN or EMT to make an assessment or clinical judgment, (b) they have immediate access to an RN or medical practitioner for consultation, and (c) an intake screening is conducted by an RN or medical practitioner as soon as possible but no later than four (4) hours after the individual’s arrival. If Vendor intends to use an LPN or EMT, submit a copy of the structured prescreening form these staff will use. Label this response: 8.2.1 The structured prescreening form LPN or EMT staff will use. 1-page limit.
8.2.2
RFP Provision Explanation: We use the term “opt-out” in some of these provisions to specify certain testing during the intake process. “Opt-out” and “opt-in” are different ways of explaining your plans when approaching patients to perform a test. Both are voluntary approaches. In opt-out testing, you simply inform the patient that you are about to obtain the test because it is part of normal protocol, and they have the option to decline, and you stop if they decline. In contrast, with opt-in testing you first ask the patient whether it is OK if you do the test. Although this sounds like a minor distinction, it makes a big difference. By analogy, in restaurants where the server brings water to the table when you sit down (opt-out – you could refuse the glass), a lot more water is accepted than in restaurants where the server first asks if you would like a glass of water (opt-in). Because patients (and diners) assume that getting the test (or water) is the norm, they tend to accept the offer. So, by using the opt-out approach, more patients accept the test.
Though it might be reasonable to limit screening for pregnancy to women of childbearing age, we recommend screening all women. The reason is that it is difficult for the screener to ascertain whether a woman is of childbearing age just by observation and, in some cases, even self-report can be wrong. Thus, it is safer to offer it to all women (the opt-out approach) and allow those who believe the test is unnecessary to decline.
Finally, jails receive individuals in transfer from other correctional facilities (e.g., another jail in response to a warrant or the state Department of Corrections to participate in judicial appeal). Some of the provisions for jails may then be superfluous. For example, the person may have already been tested recently for pregnancy. However, because most people are admitted from the community, we recommend applying the same screening to all. The reduces the chances of staff error due to having to keep track of multiple screening processes.
Delete one of the two provisions. Retain the first if you operate a jail; retain the second if you operate a prison.
RFP Provision: Vendor shall conduct an intake screening as required by NCCHC Jail Standard J–E–02 Receiving Screening within four (4) hours of arrival at Facility, augmented by the following:
a. Assess the individual’s English language fluency; if not English fluent, determine a language in which the individual is fluent and ensure that that information is available to all Vendor staff who will interact with the individual (e.g., making the information visible on all relevant screens of the patient’s EHR).
b. Conduct the screening confidentially in a language in which the individual is fluent.
c. For all women, screen for pregnancy by urine test.
d. Screen for mental illness using the Brief Jail Mental Health Screen (BJMHS) or the Correctional Mental Health Screen (CMHS) for men or women.
e. [bookmark: _Hlk194250818]Screen for cognitive impairment and mobility limitations.
f. Screen for current suicide risk using a validated instrument (e.g., Columbia-Suicide Severity Rating Scale [C-SSRS]).
g. Screen for the ability to perform activities of daily living and function safely in a correctional environment (e.g., ability to hear and understand commands, ability to evacuate in case of fire).
h. Educate the individual about how to access emergency, urgent, and routine care.
i. Complete screening requirements contained in Guidelines for Managing Substance Withdrawal in Jails.
j. Complete screening requirements contained in At-a-Glance: CDC Recommendations for Correctional and Detention Settings: Testing, Vaccination, and Treatment for HIV, Viral Hepatitis, TB, and STIs.
k. Inform the individual that even if their screening did not reveal a substance use disorder (SUD) requiring immediate attention, SUD treatment is available.
l. [bookmark: _Hlk175225759]All screening tests are offered using an opt-out approach.
m. [Some states or local governments may have certain screening requirements. For example, if there has been a rise in syphilis in a community, the local health authority may require offering syphilis tests. Check whether such requirements exist. If any do, add them to this list.]
If the screening is conducted by an LPN or lesser-credentialed individual, any positive (abnormal) findings on any screenings shall be immediately communicated to an RN or medical practitioner.
RFP Provision: Vendor shall conduct an intake screening as required by NCCHC Prison Standard P–E–02 Receiving Screening within four (4) hours of arrival at Facility, augmented by the following:
a. Assess the individual’s English language fluency; if not English fluent, determine a language in which the individual is fluent and ensure that that information is available to all Vendor staff who will interact with the individual (e.g., making the information visible on all relevant screens of the patient’s EHR).
b. Conduct the screening confidentially in a language in which the individual is fluent.
c. For all women, screen for pregnancy by urine test.
d. Screen for mental illness using the Correctional Mental Health Screen (CMHS) for men or women.
e. Screen for current suicide risk using a validated instrument (e.g., Columbia-Suicide Severity Rating Scale [C-SSRS]).
f. Screen for the ability to perform activities of daily living and function safely in a correctional environment (e.g., ability to hear and understand commands, ability to evacuate in case of fire).
g. All screening tests are offered using an opt-out approach.
h. Educate the individual about how to access emergency, urgent, and routine care.
[If your prison receives individuals directly from the community, include the following.]
When any individual is admitted directly from the community, Vendor shall augment the screening activities for those individuals as follows:
a. Screen for mental illness using the Brief Jail Mental Health Screen (BJMHS) or the Correctional Mental Health Screen (CMHS) for men or women.
b. Complete screening requirements contained in Guidelines for Managing Substance Withdrawal in Jails.
c. Inform the individual that even if their screening did not reveal a substance use disorder (SUD) requiring immediate attention, SUD treatment is available.
d. Complete screening requirements contained in At-a-Glance: CDC Recommendations for Correctional and Detention Settings: Testing, Vaccination, and Treatment for HIV, Viral Hepatitis, TB, and STIs.
e. All screening tests are offered using an opt-out approach.
f. [Some states or local governments may have certain screening requirements. For example, if there has been a rise in syphilis in a community, the local health authority may require offering syphilis tests. Check whether such requirements exist. If any do, add them to this list.]
If the screening is conducted by an LPN or lesser-credentialed individual, any positive (abnormal) findings on any screenings shall be immediately communicated to an RN or medical practitioner.
8.2.3
RFP Provision: A master’s-level or higher licensed mental health professional will conduct a secondary screening within twelve (12) hours of notification by the intake staff for any patient who screens positive for mental illness or increased suicide risk during the intake screening or is referred during the intake process for any other reason. If the patient requires routine ongoing mental health/psychiatric services, the patient will be seen for a comprehensive mental health and/or psychiatric evaluation within fourteen (14) days. For emergent and urgent needs, a comprehensive evaluation or follow-up will be ordered within clinically appropriate time frames.
8.2.4
RFP Provision: Vendor shall conduct an oral screening within [for prisons seven (7) days; for jails fourteen (14) days] by a dentist or qualified health care professional who has received documented training approved or provided by a dentist.
8.2.5
RFP Provision: Vendor shall communicate any functional needs of the patient identified during the screening process to custody staff as soon as the screening is completed. These needs include, but are not limited to, lower bunk; lower tier; accommodations for visual, auditory, mobility, or other impairments; and dietary restrictions due to food allergies.
8.2.6
RFP Provision Explanation: Jails should retain both of the following provisions (because they admit individuals both from the community and, on occasion, from other jails or hospitals). All prisons should retain the second provision. Prisons that admit individuals from the community should also retain the first provision.
RFP Provision: Initial medication management: For patients admitted directly from the community, Vendor shall ask the patient about medications they are taking AND medications they have been prescribed but are not taking; confirm this information; query a community pharmacy database (e.g., Surescripts®, Express Scripts®, Optum Rx®) of Vendor’s choosing to obtain a list of the patient’s most current prescriptions in the community; and query the state’s Prescription Drug Monitoring Program. Patients will receive the next dose of any confirmed medication they are taking. For example, if a patient is taking a medication twice a day and took the first dose of the day at its scheduled time before arrival, staff will administer the second dose of the day before day’s end. For any medication that cannot be confirmed or that the patient reports they were prescribed but have not been taking, a prescriber will be contacted for patient-specific orders regarding the medication in question prior to the next scheduled (based on the patient’s report) dose. If that medication is not available, clinically equivalent alternate medications are provided as clinically indicated.
RFP Provision: Initial medication management: When a patient is admitted in transfer from another correctional or health care facility, the patient shall receive the next dose of any medication they were taking at the transferring facility. For example, if a patient is taking a medication twice a day and took the first dose of the day at its scheduled time before arrival, staff shall administer the second dose of the day before day’s end. If that medication is not available, a prescriber will be contacted for patient-specific orders.
8.2.7
RFP Provision: In the absence of a substantial clinical indication, medications that have been effective for the patient in a previous setting will be continued in Facility, whether or not on formulary. This expectation applies even if there has been a gap in the patient taking the medication. Prescriber comfort with, or general preference for, a particular medication does not constitute a clinical indication. If there is a substantial clinical indication to discontinue, replace, or change the dosage/dosing/formulation of a medication that was effective, the prescriber will make reasonable attempts to discuss the change with the patient’s community provider of that medication if clinically appropriate, and will meet with the patient, explain the reason for the change, and provide education about the new plan.
8.2.8
RFP Provision Explanation: Delete one of the two provisions. Retain the first if you operate a jail; retain the second if you operate a prison.
RFP Provision: Vendor shall conduct an intake health assessment as required by NCCHC Standard J–E–04 Initial Health Assessment. If an RN conducts the assessment and identifies an abnormality on physical examination, the patient shall be examined by a medical practitioner in a clinically appropriate timeframe not to exceed fourteen (14) days of the RN’s examination.
RFP Provision: Vendor shall conduct an intake health assessment as required by NCCHC Standard P–E–04 Initial Health Assessment. If an RN conducts the assessment and identifies an abnormality on physical examination, the patient shall be examined by a medical practitioner within seven (7) days of the RN’s examination.
8.2.9
RFP Provision: Vendor shall augment the above assessment with the following:
a. Screen for traumatic and acquired brain injury using a standardized tool (e.g., OSU-TBI, OSU-TBI with ABI, Brief ABI Screen, HELPS for nonveterans, DVBIC for veterans, others recommended by the CDC in TBI and Correctional Facilities)
b. Screen for post-traumatic stress disorder using a standardized tool (e.g., PC-PTSD-5, PCL-5)
c. Screen for functionally appropriate hearing, vision, and activities of daily living
d. Screen for intellectual disability using a standardized tool (e.g., HASI Ability Screening Index)
e. Educate the individual about how to file a grievance concerning the provision of health care
8.2.10
RFP Provision Explanation: During the initial hours/days after arrival at a facility, many patients do not provide complete health histories. One explanation is that many are anxious and suspicious and may therefore be less forthcoming with important but potentially embarrassing clinical information. Others may not remember well due to the acute effects of intoxication or withdrawal.
RFP Provision: If Vendor conducts an intake health assessment within seventy-two (72) hours of arrival, Vendor must reinterview the patient later to confirm the information received during the initial intake health assessment, but no later than the timeframe cited in 8.2.8.
8.2.11
RFP Provision Explanation: This provision requires the vendor to obtain and review, within 1 business day, any paper health records your facility retains from the most recent admission. Some facilities store their paper health records in distant warehouses, making it difficult to obtain them quickly. Previous health records can be highly valuable when taking care of a newly admitted patient; the information they contain can sometimes prevent patient harm (and litigation). Although we therefore strongly suggest that you modify your system such that those records can be obtained quickly (preferably on the day of admission), if there is a delay of longer than 1 business day to obtain those records from the warehouse, modify the wording in (a) to match the actual time frame to obtain records; it would not be fair to require the vendor to complete a task within a time frame they do not control.
RFP Provision: For a patient who has previously been in the custody of Facility, Vendor shall obtain and review (a) paper health records from the most recent admission, if they exist, by no later than one (1) business day after the patient’s arrival, and (b) electronic health records, if they exist, immediately. If there is a community-based clinical database available to Facility or its agents, Vendor shall access and review that database within twelve (12) hours of admission.
[bookmark: _Ref181080744]8.3 Nonurgent (“Episodic”) Medical and Mental Health Care
8.3.1
RFP Provision Explanation: Many jails and prisons use RNs (and sometimes LPNs or paramedics) to initially, and sometimes definitively, handle medical concerns independently of a medical practitioner. This model is often proposed by vendors and justified using “nursing protocols.” In most states, however, assigning LPNs or paramedics to care for patients in this manner requires them to practice outside their legal scope of license. Although it may be within an RN’s legal scope of practice, in some circumstances, to independently care for patients using a nursing protocol, it is a dangerous practice. The reason is that incarcerated individuals are arguably more clinically complex patients than almost any other group of patients in our community. They are more likely to have mental illness and substance use histories, and have more infectious diseases (e.g., tuberculosis, syphilis, hepatitis B, hepatitis C, HIV) and noninfectious diseases (e.g., diabetes, asthma, hypertension). Thus, when an individual complains of even seemingly minor complaints, their symptoms could flag a serious, even life-threatening, medical condition. Therefore, they should be evaluated by the members of the health care team with the most training. Facilities that use nurses and paramedics to provide care under nursing protocols expose their patients to significant risk of serious harm and themselves to legal liability. Many lawsuits against correctional facilities for failure or delay in diagnosis or treatment have hinged on a nurse or paramedic managing an episodic problem independently with the aid of a nursing protocol. Furthermore, such practice is not consistent with the community standard of care. For these reasons, this RFP Template does not provide for the wholesale use of nurses or paramedics as the first-line treaters for episodic patient health care concerns.
[bookmark: _Int_sZBPSIPu]For efficiency of operations and practicality, however, we do provide a slightly more flexible option for certain facilities. Facilities – typically smaller jails – in which the length of stay of all individuals is short (less than 2 to 3 weeks) rightly focus health care on addressing episodic problems. The model of care in such facilities is more analogous to a hospital emergency room or urgent care center than to a doctor’s office. Conversely, jails with longer lengths of stay and prisons must address episodic problems as well as managing chronic care.
Given the ingrained use of nurses and nurse protocols to provide episodic care in many jails and prisons, it is very possible that in their proposals, through submitted questions, or during contract negotiations, some vendors will push back at the concept of using medical practitioners to provide most episodic care. See additional discussion on this topic in the Toolkit.
The models of care described in the provisions below rest on an important assumption: that individuals in your facility have unimpeded access to urgent care. Responsibility for ensuring such access starts with custody staff, which is something under your control, not the control of the vendor. Specifically, when a resident approaches a correctional officer and expresses a need for health care assistance, the officer’s only question should be whether their need can wait to be addressed through the normal process for accessing nonurgent episodic care. If the answer is “no,” the officer should contact medical staff (or summon emergency medical services) immediately. The officer should not ask about symptoms or make any evaluation as to the seriousness or urgency of the need. To do otherwise is to expect an officer – a layperson – to perform clinical triage. The only exception to this practice is when the officer has reason to believe that the patient presents a risk to themselves (i.e., suicide or other self-harm), in which case the officer should follow the facility’s suicide/self-harm prevention policy, which typically requires the officer to take specific actions to keep the individual safe. Once the patient is safe, however, medical staff should be contacted (in addition to mental health staff). Once the officer notifies health care staff, an RN or medical practitioner triages the patient immediately. If an RN performs the triage, the RN consults with a medical practitioner or mental health professional within 4 hours (see Provision 8.4.4). It is critically important to recognize that the system of access to nonurgent care in these provisions is not safe if custody staff deviate from the process described above. This requires well-written policies, training, and monitoring of custody staff practices by your facility. If you are not confident that custody staff will adhere to these policies, you should add another step to the following provision wherein either a qualified health care professional or the agency’s health care liaison conducts a face-to-face encounter with the patient within 24 hours of the patient’s request.
Finally, note that this RFP Provision does not meet NCCHC Standard E–07 on access to episodic care. That standard requires patients to have a “face-to-face encounter” with a qualified health care professional or the facility’s health care liaison (a custody staff member trained to review patient information) within 24 hours of submitting a request for nonurgent care followed by prioritization of the request. We believe, however, that the entire model of care described by this RFP, most notably that patients have unimpeded access to urgent care (as described in the preceding paragraph and in Provision 8.4.4, and is seen by their PCP within 72 hours), is consistent with the community standard of care and is safer than the system described by NCCHC standards.
If your facility desires to implement the provisions described in this RFP Template and also be NCCHC accredited, however, you can consider two approaches. First, you can share your plan with NCCHC and request that NCCHC accept your plan as a reasonable alternative. Second, you can add a step to the process wherein either a qualified health care professional or the health care liaison conducts a face-to-face encounter with the patient within 24 hours. If you elect to have a qualified health care professional perform this task, add a sentence to the provision that requires the vendor to do so. It may be helpful to know that NCCHC places no specific requirements for the content of the 24-hour face-to-face encounter. In other words, that encounter can be as simple as looking at the patient, reading their request, and determining that a visit with the PCP within 72 hours is acceptable.
RFP Provision: When a patient submits, through the nonurgent pathway, a request for care, communicates a health concern, or describes symptoms related to physical health, the patient shall be evaluated face-to-face (in person or, if clinically appropriate, by telehealth) in a timely manner, not to exceed seventy-two (72) hours, by the patient’s PCP with the following exceptions.
a. If the patient’s PCP is not physically present or available by telemedicine, the patient may be evaluated by another medical practitioner acting on behalf of the PCP.
b. If the PCP operates within Facility as part of a primary care medical home practice (as defined by the Agency for Healthcare Research and Quality), has sufficient information about the nature of the patient’s need, has seen the patient at least once in the past six (6) months, and it is clinically appropriate to do so, the PCP may assign the initial visit to an RN with specific instructions about management and expectations.
c. Pursuant to patient-specific direction provided by the patient’s PCP or another medical practitioner acting on behalf of the PCP, RNs may provide initial care for a maximum of six (6) conditions that are simple, rarely lead to serious outcomes if the nursing diagnosis is incorrect, rarely confused with serious conditions, easily distinguished from life-threatening problems, and appropriately treatable with self-care and/or over-the-counter medications, provided that the RN operates under well-constructed algorithms. Well-constructed algorithms (a) are incorporated into clinical documentation for the visit, (b) use only branched decision nodes (“If x, then do y”), meaning that any clinical information the algorithm instructs the nurse to collect must be accompanied by an instruction based on the information collected, (c) have clear exclusions and escapes for atypical cases, and (d) do not require the RN to practice beyond their scope of license. This does not limit the implementation of additional (i.e., beyond those described above) protocols by LPNs or RNs for use in the first few minutes of an emergency while waiting to establish contact with a medical practitioner or arrival of emergency services personnel. If you intend to use RNs in this manner, submit a copy of all such algorithms. If you do not intend to use RNs in this manner, please so state. Label this response: 8.3.1 Algorithms RNs will use to independently manage episodic care (maximum 6). No page limit, but submission must be limited to the algorithms.
8.3.2
RFP Provision Explanation: Although, at first blush, it seems illogical to route a patient with a MH complaint to a medical provider, we recommend this as the safest approach. Not all MH complaints are due to MH conditions. A number of medical conditions can present initially with MH-like symptoms. For example, a patient with an overactive thyroid gland can have symptoms of mania. A patient with liver failure can have erratic behavior and personality changes. Many medical conditions that mimic MH conditions are quite serious and require swift action. Furthermore, MH counselors may miss them initially.
As with our explanation for Provision 8.3.1, the provision below does not meet NCCHC Standard E–07 on access to episodic care. That standard requires patients to have a “face-to-face encounter” with a qualified health care professional or the facility’s health care liaison (a custody staff member trained to review patient information) within 24 hours of submitting a request for nonurgent care followed by prioritization of the request. Part (b) below requires the request to be triaged within 24 hours, but that triage is performed “on paper,” not in person. As discussed in 8.3.1, the model of care described by this RFP for MH needs is consistent with the community standard of care and is safer than the system described by NCCHC standards. In fact, this model is more in line with good management of patients on the MH caseload because it allows the patient’s primary therapist to determine whether a clinical encounter is appropriate. Indeed, for certain MH patients, acceding to every request for a clinic visit can be clinically counterproductive. 
If, however, your facility desires to implement the provisions described in this RFP Template and also be NCCHC accredited, see the two approaches described in the last paragraph of the explanation for Provision 8.3.1.
RFP Provision: When a patient submits, through the nonurgent pathway, a request for care, communicates a health concern, or describes symptoms, related to a mental, emotional, or behavioral health need, the patient shall be cared for based on their current status on the MH caseload (i.e., under the care of a MH professional at Facility):
a. The patient is not currently on the MH caseload: The patient will be handled according to Provision 8.3.1, i.e., via the pathway for physical health needs. At the conclusion of that pathway, the patient shall be referred to a MH professional if clinically appropriate.
b. The patient is currently on the MH caseload: The patient’s primary therapist or, if necessary, another master’s-level counselor shall triage the request within 24 hours of receipt. “Triage” in this context means determining whether the request requires immediate attention and resolution or whether the request can safely be deferred until the primary therapist can address it. Documenting the word “triaged” is adequate evidence of triage. Primary therapists shall address the request within three (3) business days of its submission. “Address” means evaluating the request, determining the clinical need, and, if an action is required (e.g., face-to-face visit), planning that action to occur in a clinically appropriate time frame. When the primary therapist is absent, another master’s-level counselor or a psychologist completes these tasks in their stead within the same time frame.
8.3.3
RFP Provision: Facility’s mechanism for patients to request care for an episodic problem is described in Provision 8.3.1. For patients who cannot use this mechanism (e.g., individuals in segregation or without access to tablets or kiosks), Vendor is responsible for soliciting requests from such patients in person at least once per day and ensuring that such patients receive indicated care in accordance with Provisions 8.3.1 and 8.3.2.
8.3.4
RFP Provision: Vendor agrees to adhere to the following procedures regarding patient refusals and cancellations. Patients may refuse any on-site or off-site provider-initiated health visit and cancel any patient-initiated visit. All cancellations of patient-initiated visits shall be made directly to Vendor staff by telephone, video, tablet message, or face-to-face. All refusals of provider-initiated on-site health visits shall be informed refusals and made by telephone, video, or face-to-face with an RN or medical practitioner for medical visits or a master’s-level therapist, psychologist, or psychiatric practitioner for mental health visits within three (3) days after the appointment. All refusals of off-site health visits shall be informed refusals and made by telephone, video, or face-to-face with an RN or practitioner before the appointment. If a patient will not voluntarily participate in the direct communication with health care staff required here, health care staff shall go to the patient’s location. For a refusal to be an informed refusal, the patient must have decision-making capacity; be informed of the reason for the intervention they are refusing; be informed of the risks and benefits of their decision; be offered reasonable alternatives, if any exist; and have all reasonable questions answered by a health professional who has sufficient knowledge of the clinical subject matter to safely conduct the refusal. 
RFP Provision Explanation for 8.3.5 through 8.3.8: For these four provisions, we distinguish between jails with long and short lengths of stay. In the explanation for Provision 8.3.1 we discuss the concept of length of stay in more detail. Briefly, jail length of stay and jail size are closely related. Generally, small jails (average daily population < 100–250) will exclusively have residents with short lengths of stay whereas larger jails have a mix of residents with short and long lengths of stay.
8.3.5
[Select this provision if you operate a jail with a long average length of stay or a prison.]
RFP Provision: Vendor shall assign all patients to a PCP. Nurse practitioners and physician assistants may not serve as a PCP for patients with multiple or complex medical conditions.
8.3.6
[Select this provision if you operate a jail with a long average length of stay or a prison.]
RFP Provision: All physicians shall be board certified, or board eligible within seven (7) years of their completion of an ACGME-approved residency (except medical and mental health directors, who shall be board certified) [Delete this exception if your facility is not large enough to warrant a physician-level medical or mental health director.]. The residency or board certification shall be in either internal medicine or family medicine for medical physicians and in psychiatry for mental health physicians. 
8.3.7
[Select this provision if you operate a jail with a short average length of stay.]
RFP Provision: A medical practitioner must be on-site or available by telehealth at least three (3) times per week (not on consecutive days) for a total of at least four (4) hours per week for each one hundred (100) residents. If the practitioner is not a physician, a physician should be available to the practitioner for consultation twenty-four (24) hours per day, seven (7) days per week. The physician shall be board certified in internal medicine, family practice, or emergency medicine, or board eligible within seven (7) years of their completion of an ACGME-approved residency in one of these three specialties. Use of telehealth must be consistent with the requirements of Provision 8.1.7.
8.3.8
[Select this provision if you operate a jail with a long average length of stay or a prison.]
[bookmark: _Hlk162103301]RFP Provision: Vendor may engage RNs to conduct chronic care visits under the following conditions:
a. [bookmark: _Hlk162103383]The RN operates under chronic care protocols that are consistent with national clinical practice guidelines and are approved by a physician.
b. The RN has received training specifically for this purpose and focused on the disease(s) for which the RN will provide chronic care.
c. RNs do so only for chronic care conditions that are common and for which there are generally accepted national guidelines for management of the disease.
d. The patient’s PCP has had an initial visit with the patient, has developed a care plan, and approves RNs to conduct care visits for specific chronic conditions.
e. The patient’s chronic condition is stable.
f. The patient’s PCP reviews the patient’s chart at least annually.
g. The RN consults with the PCP as needed and the PCP visits with the patient as needed.
If you intend to engage RNs in this manner, describe the program, including, but not limited to, a copy of any protocols you will use, selection criteria for RNs who perform this function, a description of the training and post-training testing for RNs who perform this function, and a description of the policy and procedure if the RN will have any prescribing authority. Label this response: 8.3.8 The program by which RNs will conduct chronic care visits: protocols, selection criteria for RNs who perform this function, training and post-training testing for these RNs, and the policy and procedure if the RN will have prescribing authority. No word limit.
8.3.9
RFP Provision: At the completion of an encounter in which the patient receives a new diagnosis (of a chronic, acute, or transient condition) or a new medication, medical staff shall, when appropriate, provide the patient with relevant educational materials in a language and at a level that the patient understands.
8.3.10
[Delete this provision if your facility does not have specialized health-related living units.]
RFP Provision: Describe your process for identifying which patients require placement in specialized health-related living units (e.g., MH residential unit, MH inpatient unit, MH close observation unit, medical infirmary, supportive/adaptive housing, medical isolation). Label this response: 8.3.10 Process for identifying which patients require placement in specialized health-related living units. 400-word limit.
8.3.11
RFP Provision: Vendor shall care for patients with acute or chronic conditions in accordance with corrections-specific (e.g., At-a-Glance: CDC Recommendations for Correctional and Detention Settings – Testing, Vaccination, and Treatment for HIV, Viral Hepatitis, TB, and STIs) and non-corrections-specific (e.g., Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People) national practice guidelines where such guidelines exist.
[bookmark: _Ref181080748]8.4 Urgent and Emergent Care
8.4.1
RFP Provision: When on the premises, an EMT, nurse, or medical practitioner (“responding medical staff”) must respond immediately to any emergency request from custody staff or a patient and for anyone (staff, resident, visitor) on Facility premises. The responding staff must be trained in first aid and CPR, including the provision of artificial respiration. Vendor’s P&P for emergency response must award to the responding medical staff, regardless of their credential, the authority to direct evacuation of the patient to the hospital without further approval, if, in their sole opinion, time is of the essence.
8.4.2
RFP Provision: Responding medical staff shall have available to them to bring to an emergency necessary first aid equipment and supplies, including, but not limited to, supplies and equipment to control bleeding and ventilate and manage airways, supplemental oxygen, supplies and equipment to measure vital signs and blood sugar, nasal naloxone to reverse an opioid overdose, and emergency medications addressed in emergency protocols. Emergency protocols may include administration of medications by a non-prescriber without a patient-specific order if it is clinically appropriate to do so during the interval between arriving at the scene and when the responding staff can safely contact a medical practitioner for orders or the arrival of ambulance staff. Submit a copy of any emergency protocols you plan to utilize and a list of emergency supplies and equipment that will be available to responding staff. Label this response: 8.4.2 Emergency protocols Vendor plans to utilize; emergency supplies and equipment that will be available to responding staff. Response limited to protocols and lists.
8.4.3
RFP Provision: An RN or medical practitioner shall examine all residents after an altercation or use of force, whether or not an injury was reported. If an RN is the examiner, he/she shall consult with a practitioner after the examination unless the examination is normal.
8.4.4
RFP Provision: When notified by custody staff of a patient who states that they have a health care need that cannot wait for access through the nonurgent pathway, an RN shall triage the patient immediately, either by seeing the patient or talking to the patient directly over the phone. Based on the triage results, the RN shall discuss the patient with a medical practitioner or mental health professional (licensed master’s-level mental health professional, psychologist, or psychiatric practitioner) in a clinically appropriate time frame, not to exceed four (4) hours. Based on that interaction, the professional who was contacted shall see and treat the patient the same day; or instruct the RN on treatment to provide and, if necessary, schedule the patient for further evaluation or treatment in a clinically appropriate time frame; or determine that the health care need is not urgent and that a reasonable patient would not have considered the health care need to be urgent and therefore defer treatment and instruct the patient to access care through the nonurgent pathway. All interactions with the patient, communications, decision-making, and care shall be documented in the patient’s health record.
8.4.5
RFP Provision: Vendor acknowledges that custody staff have the authority to arrange for evacuation of patients for emergency care without involvement of, or approval by, Vendor if, in the reasonable lay judgment of the custody staff, time is of the essence. Vendor further acknowledges that it is responsible for the costs of such care and any care that follows as a result.
[bookmark: _Ref181080755]8.5 Mental Health Services
8.5.1
RFP Provision: Vendor shall provide a comprehensive mental health care program to ensure that patients’ mental health care needs are treated in a clinically appropriate manner and time frame, using an appropriate combination of screening and assessment, individual psychotherapy, counseling, group therapy, residential treatment services, crisis intervention, medications, discharge planning/community linkage, and medications and monitoring of symptoms and side effects of medication.
8.5.2
RFP Provision: Vendor shall assign all patients with an active MH diagnosis to a primary therapist. A primary therapist must be licensed as a master’s-level therapist, psychologist, or psychiatric practitioner. If state law allows, a primary therapist may also be an unlicensed master’s-level therapist supervised by a licensed psychologist. The primary therapist shall serve as the single point of contact and coordination for providing MH care for the patients assigned to them. When a patient’s assigned primary therapist is unavailable, another therapist acts on their behalf. Vendor may assign the patient to a different primary therapist if a patient’s living unit changes and the current primary therapist does not cover that unit. For each of their assigned patients, the primary therapist shall (a) ensure there is an up-to-date treatment plan, (b) ensure that the plan is being followed, (c) update the patient’s master problem list, and (d) provide treatment in accordance with the treatment plan.
8.5.3
RFP Provision: Vendor shall assign all patients receiving psychotropic medications to treat a mental illness to a psychiatric practitioner unless the patient’s PCP documents that such assignment is not necessary because the PCP is managing the patient’s psychotropic medications.
8.5.4
RFP Provision: A MH duty officer shall always be available on call when Facility mental health staff are not available. The MH duty officer shall be a licensed master’s-level mental health professional, psychologist, or psychiatric practitioner.
8.5.5
RFP Provision: As cited in Provision 6.2.2, Vendor shall not be responsible for the cost of court-ordered competence to stand trial restoration in a state mental health facility (or competence restoration conducted within Facility by the state or other entity).
8.5.6
RFP Provision: Upon an individual’s return to Facility following restoration of competence to stand trial, Vendor shall be responsible for implementation of the treatment plan recommended by the competence restoration facility staff, including, but not limited to, dispensation of the same medication(s), in the same formulation, at the same dose and dose frequency, unless clinically necessary to modify them. Vendor shall make every effort to maintain patient competence.
8.5.7
RFP Provision Explanation: Your facility might consider engaging the vendor to conduct a competence to stand trial restoration program as part of the current agreement. Such an engagement is beyond the scope of this RFP Template, so you would need to add your own wording for an RFP Provision. However, we recommend that if you do engage the vendor to restore competence, you should require the vendor to use mental health clinicians who are separate from the clinicians providing care under the rest of this RFP. This separation is necessary for ethical and legal reasons. For a clinician providing care, the “client” is the patient, to whom the clinician owes an obligation to provide care in the patient’s best interest. For a clinician restoring competence so that the individual can face charges, the “client” is the court, and the clinician therefore may or may not be acting in the best interest of the individual. By maintaining separate sets of clinicians for these two different purposes, we help prevent clinicians from violating ethical or legal responsibilities. Furthermore, doing so signals to patients who are receiving care (outside of competence restoration) that they can trust their clinician and can freely share health-related information.
Although there are certainly individuals for whom competence to stand trial restoration is necessary, recognize that even if you do not create a competence restoration program and simply contract with a vendor to provide mental health care as designed in this RFP Template, if the vendor provides this care skillfully and with fidelity to national standards and/or mental health P&Ps, it is highly likely that patients who are not competent will have their mental state improved to the point where they would be found competent (i.e., would no longer require a competence restoration program). Of course, “competent” must be determined by an evaluator/court.
RFP Provision: [Insert language.]
8.5.8
RFP Provision: Individuals who are potentially suicidal, self-injurious, and/or require a heightened observation status will be identified and referred for further evaluation and/or appropriate stabilization/management immediately.
8.5.9
[bookmark: _Hlk175029523]RFP Provision: For any person who demonstrates suicide danger signs, verbalizes suicidal intent, or is otherwise deemed to be suicidal or self-injurious, Facility agrees to place them in a suicide-resistant cell, immediately notify health care staff, and maintain constant one-on-one observation. Vendor agrees to assess the patient by a master’s-level or higher licensed mental health professional within six (6) hours to determine the level of risk and develop an appropriate treatment plan. The mental health professional shall inform appropriate custody personnel in writing and orally, initially, and in the event of any changes, of the minimal frequency of suicide monitoring by custody staff and safety measures that should be in place (e.g., limiting access to clothing, utensils, reading materials, yard or recreation, showers, phone, and other objects). Until the mental health professional determines that the risk of suicide/self-harm is low enough that the patient can be released from suicide precautions, a master’s-level or higher licensed mental health professional shall evaluate and provide appropriate clinical interventions to the patient at a clinically appropriate frequency, but no less often than daily, in a clinically appropriate setting. Use of closed-circuit TV monitoring may be used as an adjunct to, but not in place of, in-person observation. The use of other trained or untrained residents as companions or aides may be used as an adjunct to, but not in place of, custody or health care staff. A psychiatric practitioner shall evaluate the patient within one (1) business day of admission to suicide watch.
8.5.10
RFP Provision: When clinically necessary to conduct continuous suicide watch, Vendor shall be responsible for the watch. Vendor may engage appropriately trained and supervised nonprofessional staff to conduct such watch and provide social engagement with the patient.
8.5.11
RFP Provision: Vendor’s psychologist or psychiatric practitioner shall recommend housing patients on suicide watch in the same room with other suicide watch patients (“cohorting”) whenever clinically safer than housing each patient in isolation. Facility agrees to accommodate such recommendations whenever space, custody staffing, and custody classification allow for it.
8.5.12
RFP Provision: Vendor shall ensure that every patient on any level of suicide watch or in any type of crisis stabilization bed is evaluated at least daily in a clinically appropriate setting in person by a master’s-level or higher licensed professional. For each patient, the professional shall develop a care plan that will include appropriate evaluation, patient-specific treatment, and follow-up during and following discharge from such status, including a follow-up visit within twenty-four (24) hours of discharge from such status. The patient shall be offered appropriate treatment interventions aimed at stabilizing the patient and reducing the behaviors/symptoms that triggered the placement at least daily. A psychiatric practitioner shall assess the patient as soon as possible after admission to suicide watch or a crisis stabilization program, but no longer than one (1) business day.
8.5.13
RFP Provision: When a patient’s mental health needs exceed the scope of on-site mental health services (e.g., the patient requires inpatient psychiatric hospitalization), the patient shall be referred to an appropriate clinical setting within a reasonable and clinically appropriate time frame. When timely transfer is not possible, the patient shall be monitored at least daily and provided with enhanced treatment services to ensure stability and decrease the risk for decompensation until the transfer can occur. Documentation shall reflect efforts made to secure a timely transfer.
8.5.14
RFP Provision Explanation: A small number of facilities (prisons) around the country have, or are considering creating specialized living units for individuals with severe cognitive impairment (e.g., Alzheimer’s Dementia). If your facility is one of those, you will need to include specific provisions in this RFP. Given the complexity of such provisions, and the small number of facilities nationally to which these provisions would apply, we have not created RFP Provision verbiage for this use case. We included the empty provision below as a placeholder and reminder for facilities wishing a vendor to operate such a unit. Other facilities should delete the provision.
RFP Provision: [Insert requirements for the vendor to operate a specialized unit for cognitively impaired residents.]
[bookmark: _Ref181080759]8.6 Dental Care
8.6.1
RFP Provision: Dental care is not limited to management of pain, extractions, and temporary fillings. Vendor shall provide all dental care to include dental restoration, periodontics, endodontics, prosthodontics, and oral surgery to treat medically necessary dental conditions and preserve functionally important teeth. When performing fillings, Vendor shall perform permanent fillings unless there is reasonable clinical uncertainty about whether the filling is the definitive care required by the tooth.
8.6.2
RFP Provision: All patients shall receive a dental examination within [for prisons thirty (30) days; for jails twelve (12) months] of admission by a dentist or dental hygienist.
8.6.3
RFP Provision: At the conclusion of the initial dental screening and assessment, a dentist shall decide the intervals at which each patient should undergo routine preventive visits based on the assessment and applying the community standard of care. The intervals may be no longer than every eighteen (18) months.
8.6.4
RFP Provision: Patients with dental nonurgent or emergent needs that cannot be safely managed by a primary care medical practitioner shall be seen by a dentist within two (2) weeks of referral unless the referring practitioner orders the patient seen in a different time frame.
[bookmark: _Ref181080764][bookmark: _Hlk105092252]8.7 Specialty Care
8.7.1
RFP Provision: If Vendor requires practitioners to obtain prior approval for any interventions, the process shall include the following elements:
a. If nurses are involved in the approval process, they can approve but cannot deny; denials must be executed by a physician along with documentation of the clinical basis for the denial.
b. The patient’s practitioner (i.e., the ordering practitioner) must document acceptance of the denial (i.e., the practitioner is documenting that they are ordering a new plan of care) or must appeal the decision.
c. The appeal must be reviewed by a different physician than the physician who issued the original denial.
d. The patient’s practitioner must address a denial of an appeal in the same way described above for the initial denial.
e. The patient’s practitioner’s order for the intervention (the nature or the timing of the intervention) may be changed only by that practitioner or another practitioner who has a practitioner–patient relationship with the patient (e.g., a supervising practitioner who takes over care of the patient, a practitioner who is covering for a practitioner who is absent). Any changes must be clinically appropriate.
f. All activities described above must be documented in writing and become part of the patient’s health record.
g. Notwithstanding any time required for the prior approval process, the order must be executed within the time frame ordered.
8.7.2
RFP Provision: Describe which interventions, if any, require prior approval and how such requests for approval are processed. Label this response: 8.7.2 Interventions that require prior approval and how such requests for approval are processed. 1-page limit.
8.7.3
RFP Provision: Vendor shall be responsible for arranging all clinically appropriate specialty care (either on-site or off-site), including, but not limited to, clinical specialists, hospital care, testing, and imaging. Vendor shall enter into contracts with providers of such care, as necessary, to accomplish this goal. Vendor shall coordinate with the identified custody transportation staff to ensure that visits occur at a time that is mutually acceptable given patient needs, specialist availability, and Facility resources. Describe your company’s experience and resources for building networks of community-based specialty care providers and how you envision developing the network for Facility. Label this response: 8.7.3 Experience and resources for building networks of community-based specialty care providers and how Vendor envisions developing the network for Facility. 1-page limit.
8.7.4
RFP Provision: Upon receipt of recommendations from a specialist to whom Vendor (Vendor’s agent, or another specialist engaged by Vendor) referred a patient for clinical care or advice, Vendor shall follow those recommendations unless it is clinically inappropriate to do so, and such reasoning is documented.
[bookmark: _Ref181080768]8.8 Hepatitis C Virus (HCV)
8.8.1
RFP Provision: Vendor shall screen all residents for HCV upon admission by blood test according to guidelines of the Centers for Disease Control and Prevention.
8.8.2
RFP Provision: Vendor shall continue HCV treatment started in the community.
8.8.3
RFP Provision: Vendor shall provide counseling to patients whose screen is positive for HCV.
8.8.4
RFP Provision Explanation: This provision addresses initiation of treatment for HCV. HCV treatment typically involves an 8- to 12-week course of oral medication that costs roughly $20,000 to $30,000. HCV infection imposes a substantial public health and economic burden on the United States, killing more than 10,000 people and costing more than $10 billion annually. HCV disproportionately affects people in jail and prison, with approximately one third of the people infected with HCV passing through a jail or prison each year. Thus, jails and prisons play a key role in helping to eradicate this infection. Because of this impact, many states have targeted programs to eliminate HCV, some of which may include funding for diagnosis and treatment. Check with your local and state health departments to find out whether there are any initiatives to treat HCV and whether funds are available. Also check with your facility’s legal counsel to find out the current state of the law regarding treatment. Thus, you may or may not choose to include this provision in your RFP, or you might consider limiting the requirement to patients who are expected to remain in the facility for an extended period.
RFP Provision: Vendor shall initiate treatment for patients with HCV in accordance with national guidelines (e.g., Hepatitis C Guidance 2023 Update: American Association for the Study of Liver Diseases–Infectious Diseases Society of America Recommendations for Testing, Managing, and Treating Hepatitis C Virus Infection). Exceptions may be made for patients with markedly reduced life expectancy who would not be expected to benefit from treatment, or patients who cannot complete treatment within the time frame of their incarceration and linkage to care in the community for continuation of treatment cannot be established despite a good faith effort. In the latter situation, Vendor must still arrange linkage to care for continuation of general care for HCV.
[bookmark: _Ref181080776]8.9 Dialysis
8.9.1
RFP Provision Explanation: There are two types of dialysis: hemodialysis (HD) and peritoneal dialysis (PD). HD is what most people think of when they hear the term dialysis. With HD, the patient is hooked up to a machine that filters the blood, operated by a technician. There are usually three sessions a week lasting about 4 hours each. With PD, fluid is inserted into the abdomen through a permanent catheter and then drained after a while. In one form of PD, the patient does this four to five times per day and can continue their regular activity. In another form, a machine exchanges fluid while the patient sleeps. In both forms, the patient typically performs the treatment without a technician.
This provision is generally applicable only to facilities with large enough populations that they are likely to have at least three to five patients (usually based on the number of men requiring dialysis because relatively few women do) requiring hemodialysis at any one time. The break-even point at which it is more cost efficient and operationally better to have in-house dialysis rather than sending patients to a dialysis center in the community depends on a number of mostly local factors, such as the traveling distance to the community dialysis center, correctional officer salaries, and correctional officer staffing levels. So, if the number of residents in your facility is lower than these levels, delete this provision, in which case the vendor will need to arrange for this care off-site.
RFP Provision: Vendor shall provide a full in-house hemodialysis and peritoneal dialysis service for males at [Add location if that is important.] and be responsible for service in the event of equipment inoperability for any reason. If three (3) or more female patients require hemodialysis, Vendor shall provide the same in-house service for them. A board-certified nephrologist shall oversee dialysis care. Vendor shall provide all equipment, supplies, and medications.
[bookmark: _Ref181080780]8.10 Transgender Health and Gender-Affirming Care
8.10.1
RFP Provision: For transgender individuals arriving on hormone treatment, Vendor shall continue this same (medication and dose) treatment without interruption unless clinically indicated. For transgender individuals who are not on hormone treatment upon arrival and who will remain in Facility for more than one (1) month, Vendor shall have the patient evaluated by a qualified practitioner and provide appropriate treatment, on a case-by-case basis, consistent with the current edition of Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People developed by the World Professional Association for Transgender Health.
[bookmark: _Ref181080784]8.11 Women’s Health Care
8.11.1
RFP Provision: Vendor shall provide:
a. Access to menstrual products that are free and readily available to individuals in accordance with the First Step Act’s provisions over federal prisons
b. Prenatal testing and care consistent with the guidelines of the American Academy of Pediatrics, the American College of Obstetricians and Gynecologists, or other national guidelines, as appropriate
c. Pregnancy termination at the request of the patient consistent with the standard of care and in compliance with the law
d. Sterilization at the request of the patient if coincident to another procedure
e. Access to a reversible method of birth control of the patient’s choosing prior to release
f. The ability to pump breast milk in a private setting and a means to safely make the milk available to the infant
g. Monitoring for and, when needed, treatment of postpartum depression
h. [bookmark: _Hlk194255217]Access to specialty gynecologic and obstetric care as clinically indicated
8.11.2
RFP Provision: Vendor shall not require a pregnant patient to undergo induction of labor unless recommended by a board-certified obstetrician for clinical reasons.
8.11.3
RFP Provision: Vendor shall provide breast and cervical cancer screening consistent with national guidelines.
[bookmark: _Ref181080788]8.12 PREA Care
8.12.1
RFP Provision: Vendor shall provide all immediate and long-term physical and mental health care that is required under PREA or that is otherwise clinically indicated. Vendor shall also follow all other requirements of PREA for staff within a facility. However, other than ensuring that any physical evidence is not destroyed, Vendor staff shall refer to a community hospital or other community resource a patient who requires initial clinical evaluation for a suspected rape.
[bookmark: _Ref181080792]8.13 Care to Assist Hearing and Sight
8.13.1
RFP Provision: Vendor shall repair broken hearing aids and replace hearing aid batteries when necessary.
8.13.2
RFP Provision: Vendor shall evaluate hearing loss and provide assistive devices when medically necessary, necessary to accomplish activities of daily living, or necessary for compliance with the ADA or standard of care.
8.13.3
RFP Provision: Vendor shall evaluate visual impairment and provide assistive devices when medically necessary, necessary to accomplish activities of daily living, or necessary for compliance with the ADA or standard of care.
[bookmark: _Ref181080797]8.14 Substance Use Disorder Services
8.14.1
RFP Provision: For individuals who enter jail while taking prescription medications associated with physiological dependence (e.g., opioids, sedatives, anxiolytics, stimulants) or prescription medications to treat AUD or OUD, health care staff should first immediately attempt to verify the prescription. Except as noted in Provision 8.14.8 with regard to access to methadone, verified medications (including MOUD) shall be continued using the same medication at the same dose or a dose-equivalent within-class substitution without interruption unless otherwise ordered by a prescriber based on documented clinical need. If the medication cannot be verified, the practitioner (medical or psychiatric) will be contacted as soon as possible for patient-specific orders regarding the medication in question prior to the next scheduled (based on the patient’s report) dose. The practitioner’s orders shall be consistent with national guidelines and clinically appropriate practice and the Facility will not utilize a forced detoxification program or policy before evaluating a patient for OUD and providing MOUD to a patient who would benefit or continuing a patient on MOUD. 
8.14.2
RFP Provision: Patients diagnosed with substance use disorder (SUD), whether identified as being intoxicated, in withdrawal, or at risk of withdrawal, shall be offered and provided medication (including MOUD) and treatment consistent with national standards of care. The presence of illicit substances in the patient’s urine or blood, or the absence of MOUD in the urine of a patient claiming to take the medication, should not preclude the patient from receiving MOUD in the Facility unless there is a clinical reason to do so. Failure to provide MOUD because of the presence of illegal drugs in the body, because of a lapsed prescription, because the patient was never treated with MOUD, or because the patients diverted MOUD or took diverted MOUD while in custody violates the Americans with Disabilities Act and often the Rehabilitation Act.
8.14.3
RFP Provision Explanation: Especially in a jail setting, patients may be released unexpectedly without staff being able to arrange proper linkage to care in the community. This provision ensures that such patients will at least have some information about where to receive services.
RFP Provision: Patients diagnosed with SUD shall be provided printed information about where to receive care for their condition in the community as soon as the diagnosis is made. When leaving custody, patients shall also be provided with free naloxone and a week’s supply of any MOUD they were prescribed. See Provision 8.24 for additional information when release is not unexpected. 
8.14.4
RFP Provision: If the intake screening indicates that the patient is at risk of withdrawal but there is no current evidence of intoxication or withdrawal, the patient shall be monitored using the appropriate tools (e.g., CIWA-Ar, COWS). If the intake screening indicates that the patient is intoxicated or in withdrawal, or if a patient originally only at risk of withdrawal later manifests symptoms of withdrawal, the patient shall be managed according to policies/procedures/protocols and patient-specific orders, after consultation with a practitioner (medical or psychiatric). Patients withdrawing from opioids will be offered treatment using buprenorphine or methadone when clinically appropriate based on their clinical status, including COWS score. Patients who are intoxicated or in withdrawal will be comanaged with mental health professionals including assessment for suicide risk. Patients will be discharged from acute substance-related treatment only upon a patient-specific order from the practitioner. 
8.14.5
RFP Provision Explanation: Some facilities designate one or more living areas for housing patients who are intoxicated, going through withdrawal, or at risk of going through withdrawal. This arrangement has at least two advantages. First, it lends itself to the consistent assignment of the same medical, mental health, and custody staff to this unit. These staff gain expertise in managing SUD, which can reduce errors, increase patient safety, and reduce liability. Second, this arrangement can reduce diversion of the controlled medications used to treat SUD because many, if not most, patients are already receiving the medications by prescription. If your facility does not have such dedicated living units, delete this RFP provision.
RFP Provision: A practitioner (medical or psychiatric) shall make rounds in the acute substance-related treatment area daily. An RN or practitioner shall be assigned to the acute substance-related treatment area twenty-four (24) hours per day, seven (7) days per week.
8.14.6
RFP Provision: Patients who are intoxicated or in withdrawal shall be comanaged by medical professionals with mental health professionals, including assessment for suicide risk. Facility will not employ a forced detoxification program before evaluating a patient for OUD and then providing MOUD to any patient who would benefit.
8.14.7
RFP Provision: Patients who are at risk of withdrawal but never manifest withdrawal may be released from monitoring without consultation with a practitioner (medical or psychiatric) provided that the policies/procedures/protocols governing the release consider the expected time course of withdrawal for the particular drug(s) and the patients’ history of substance use.
8.14.8
RFP Provision: Patients with AUD shall be offered treatment with a medication approved by the Food and Drug Administration. Patients with OUD shall be offered, as clinically appropriate, buprenorphine, naltrexone, or methadone. Vendor may limit offerings to buprenorphine and naltrexone if Facility does not have a license from the Drug Enforcement Administration to function as an opioid treatment facility (OTP; “methadone clinic”) and there is no OTP in the community willing to cooperate with Facility to provide methadone, or the patient is expected to return to a community that does not have an OTP. Decisions regarding which MOUD to use shall be made jointly by the practitioner (medical or psychiatric) and the patient and should be based on medical need, not funding, facility or staff preference, or security factors.  
8.14.9
RFP Provision Explanation: This provision requires the vendor to offer patients the option of receiving a long-acting injectable form of buprenorphine at a certain point in the course of treatment. At present there are two medications on the market; others are likely to become available in the coming years. Sublocade® is injected under the skin of the belly. It can be started after the patient is on a stable dose of oral buprenorphine, usually at least 7 days after starting. It lasts for one month. Brixadi® is injected under the skin, rotating from the buttock, thigh, abdomen, and upper arm. It can be started after a single dose of oral buprenorphine and can be given weekly or monthly. With both medications, the patient may require some supplementation initially using oral buprenorphine. Advantages of using these medications include less risk of diversion and reduced custody and staff time. Disadvantages include the medications’ cost – roughly between $1,500 to $1,700 per month – and some patients find it less acceptable because there can be some discomfort at the injection site. Sublocade has the additional disadvantage that it must be stored in a locked refrigerator. As more and more states receive permission to bill Medicaid for prerelease services, it is very possible that doses of these medications administered in preparation for release (in the last 30 to 90 days of incarceration) may be reimbursed by Medicaid. Facilities should consider including this RFP provision. The decision will be based, in part, on the economics. A vendor will likely submit a higher bid amount if the contract makes the vendor responsible for the cost of medications. However, because switching from daily (or more than daily) administration of oral buprenorphine to once-a-week (Brixadi) or once-a-month (Sublocade or Brixadi) injection reduces custody and nursing time, the savings to the facility (and the vendor, costs which should be passed on to the facility) may make this provision cost saving.
RFP Provision: For patients receiving an oral buprenorphine medication, once the patient is on a stable dose, Vendor shall offer to convert the patient from the oral form to a long-acting injectable (Sublocade® or Brixadi®) if in the patient’s best interest.
8.14.10
RFP Provision: Vendor shall evaluate every patient for OUD at intake and regularly (at least every two months) throughout their time in custody. Vendor shall provide MOUD to any patient who would benefit. Vendor shall begin treatment for OUD as soon as clinically safe to do so without requiring patients to undergo complete withdrawal. If a patient opts for treatment with naltrexone, however, the patient will go through complete withdrawal prior to beginning treatment. The different MOUD medications are not interchangeable and a change in dosage or medication should only be made if medically appropriate and in the patient’s best interest.
8.14.11
RFP Provision: If a patient declines MOUD or elects to use naltrexone, Vendor shall use a tapering dose of buprenorphine supplemented, as clinically necessary, with supporting medication for pain, nausea, diarrhea, and alpha-adrenergic hyperactivity.
8.14.12
RFP Provision: If a pregnant patient was prescribed and taking MOUD in the community, the medication should be continued throughout pregnancy. MOUD shall be continued after birth and for as long as the patient would benefit. If Facility is not an OTP and does not have access to an OTP, Vendor shall either transfer the patient to the hospital or engage the assistance of a physician experienced in substance use disorder treatment in pregnant patients to convert the patient from methadone to buprenorphine.
8.14.13
RFP Provision: Once substance withdrawal is under control, Vendor shall offer all patients screening, brief intervention, and referral to treatment and shall provide information on linkage to services upon release. In addition to the provision of medications, patients who remain incarcerated beyond three (3) weeks shall be offered substance dependence counseling, including, as appropriate, individual psychotherapy, counseling, group therapy, and residential treatment services. The SUD discharge planner shall coordinate the continuity of care with a community-based program prior to release, including any Medicare and/or Medicaid coverage that the patient is eligible for.
[bookmark: _Hlk181952809]8.14.14
RFP Provision Explanation: This provision addresses providing nasal naloxone (Narcan®, Kloxxado®) to patients. If your facility allows in-person visitation, consider also providing nasal naloxone and training to people who visit patients with OUD. Indeed, it is a bystander – often friends and family – who administers naloxone to reverse an opioid overdose, not the patient themselves.
RFP Provision: All patients with OUD shall be offered at least two (2) doses of nasal naloxone (Narcan®) and training in its use (unless they state they have already received training) upon release.
8.14.15
[Omit this provision if you operate a prison that does not admit residents directly from the community.]
[bookmark: _Hlk181952709]RFP Provision: Vendor shall provide care for SUD consistent with Guidelines for Managing Substance Withdrawal in Jails published by the Bureau of Justice Assistance and the National Institute of Corrections.
8.14.16
RFP Provision Explanation: Some administrators react to buprenorphine or methadone diversion by trying to limit access to MOUD. In fact, diversion is often a sign of a need for expanded MOUD access. The experience at many facilities has been that expanding MOUD actually helped reduce diversion. It is also important to remember that, as frustrating as it is to the smooth operation of a facility, the act of diversion of prescribed MOUD does not change a patient’s clinical need for MOUD nor their right to medication access protected by federal civil rights laws. Patients who legitimately need MOUD may divert because they’re being strong-armed or they may stockpile some of their medication if they anticipate they’re going to be transferred to a facility that does not have MOUD, to avoid going through cold-turkey withdrawal. Thus, discontinuation of MOUD, even in the face of diversion, should be driven by clinical factors, as it would be in the community.
RFP Provision: Vendor shall not discontinue MOUD solely or automatically based on evidence that the patient surreptitiously is not taking some or all of their MOUD doses (“diversion”). Decisions to discontinue MOUD in these circumstances must be made on a clinical basis, including an attempt to understand the reasons for the patient’s behavior and an analysis of the risks and benefits for the patient. Whenever buprenorphine or methadone is discontinued, if clinically indicated, the patient should be offered a tapered withdrawal using buprenorphine or methadone as appropriate.
[bookmark: _Ref181080804]8.15 Hunger Strikes, Food or Water Refusal
8.15.1
RFP Provision: Vendor shall adhere to the guidelines articulated in the Declaration of Malta. When notified (or independently aware of) a resident who either has declared that they are on a hunger strike or is refusing food or water for more than one day or has had a significant change in eating habits, Vendor shall assess the patient’s decision-making capacity and respond accordingly, monitor the patient’s condition appropriately, create a treatment plan that includes appropriate multidisciplinary members, attempt to identify one or two members of the team who will have consistent interaction with the patient, educate the patient and staff who interact with the patient about the risks of the patient’s behavior, and encourage and ensure any fluid, nutrient, or vitamin intake that will reduce the risk of harm (e.g., glucose and thiamine ingestion). Vendor shall honor the right to clinical autonomy for medical decisions of any patient with decision-making capacity.
[bookmark: _Ref181080809]8.16 Health Care for Individuals in Restrictive Housing Units
8.16.1
RFP Provision: Within 24 hours of Facility staff notification to Vendor that an individual has been, or will be, placed in a restrictive housing unit, an RN, medical practitioner, or psychiatric practitioner will screen the patient’s health record to determine whether the patient has any active acute or chronic medical or mental health diagnoses. If the patient does have such a diagnosis, the patient’s PCP (if the patient has medical diagnoses) and/or primary therapist (if the patient has MH diagnoses) will review the patient’s case (including an examination, if appropriate) to determine whether such placement poses a health risk to the patient. If the PCP and/or primary therapist is not available, the patient may be evaluated by another practitioner/therapist acting on behalf of the PCP/primary therapist. This PCP and/or primary therapist review must be completed within the same initial 24-hour period. If the medical or mental health review indicates that placement poses a risk, the clinician will immediately notify Facility staff. Note that the screening and review described in this provision is in addition to the evaluation after use of force described in Provision 8.4.3.
8.16.2
RFP Provision: Vendor shall provide the same access to care and level of health care for residents in restrictive housing [Insert any living units where movement and/or privileges are restricted, e.g., disciplinary seg, administrative seg, protective custody.] as this RFP requires for care of any individual in general population.
8.16.3
RFP Provision: An LPN or higher-level health care professional shall conduct welfare checks on any resident in restricted housing at least daily. The check requires (a) sufficient oral and visual interaction with the resident to make a general determination whether they appear to be unstable or in any distress mentally or physically, and (b) a specific inquiry as to whether they have any health care needs. Urgent needs are met immediately. Nonurgent needs result in an appointment no later than the next day in which episodic clinic is held. Rounds shall be conducted at least weekly by a professional who by their education, credentials, and experience are permitted by law to evaluate and care for the health and/or mental health needs of patients. All health care evaluations – aside from the activities of the daily checks described above – will take place either wholly inside the patient’s room or in another room appropriately equipped for the encounter and will be confidential from other residents.
[bookmark: _Ref181080814]8.17 Terminally Ill and End-of-Life Care
8.17.1
RFP Provision Explanation: In many facilities a custody administrator is the person assigned to notify next-of-kin of the death of their family member. We recommend considering engaging a senior member of the health care staff – a practitioner or chief nurse, for example – to make that notification, possibly in the company of the custody administrator. Delivery of bad news to families is part of the training for many practitioners and nurses and so can help convey the facility’s caring message and answer questions family members may have. When custody administrators are unable to answer technical health care questions the family has – because they honestly don’t know the answers – that can be misinterpreted by grieving families as evasiveness in a setting where they are already suspicious of mistreatment. Of course, such an approach to death notifications is one that you should discuss with the facility’s legal advisor. 
RFP Provision: Vendor shall provide care for patients at end of life consistent with the community standard, including the use of medically necessary narcotics medications for pain relief. Vendor may provide such care itself or contract with an external provider (e.g., hospice) at its own expense. A qualified professional shall discuss end-of-life care and advance directives with any patient with serious acute conditions or with a life expectancy less than one (1) year and offer to assist with execution of any advance directive documents. With the patient’s consent, Vendor shall include family or friends in end-of-life planning. 
8.17.2
RFP Provision: When requested to do so by Facility, Vendor shall assign a practitioner or RN to participate in notification of a next-of-kin following a resident’s death.
[Delete this provision if your state does not have a “death with dignity” (aka physician-assisted death) law.]
RFP Provision: Vendor shall allow patients to participate in the state’s death with dignity process, in accordance with state law.
[Delete this provision if your facility does not house individuals sentenced to death. Although typically this applies to prisons, jails may house such individuals for periods of time when they must appear in court.]
RFP Provision: Vendor shall provide full and compassionate care to individuals sentenced to death.
[bookmark: _Ref181080823]8.18 Patient Education
8.18.1
RFP Provision: Vendor shall provide patients with education, at a minimum whenever a diagnosis is made, the status of a condition changes, there is an abnormal or unexpected test result or finding, or the patient requests education. The education may be oral or via another medium, as appropriate, and must be in a language the patient understands and at an appropriate level for their comprehension. Because many encounters do not require patient education, especially when they involve chronic conditions, the wholesale and/or rote inclusion of a statement such as “education provided” in EHR progress note entries, in the absence of meaningful education, generally would not satisfy the requirement of this provision.
[bookmark: _Ref181080828]8.19 Medication Services
8.19.1
RFP Provision: Vendor shall conduct all pharmaceutical procurement, storage, handling, and medication administration in compliance with all federal, state, and local regulations and NCCHC and ACA accreditation standards.
8.19.2
RFP Provision Explanation: Include the following provision only if the RFP specifies that the vendor is paid on a cost-plus basis. In other words, if medication costs to you are not broken out by the vendor, you should allow the vendor to find the most cost-effective way to manage pharmacy. However, if the vendor will bill you directly for the cost of medications (plus a handling fee), then the following provision helps keep your costs down.
RFP Provision: Vendor shall use patient-specific medications that family members bring from home after verification of the medications prior to ordering medications de novo.
8.19.3
RFP Provision: Prescription medications shall be administered or delivered to the patient only on the order of a physician, dentist, or other legally authorized individual. However, if the patient arrives with medications in hand, or someone brings the patient’s medications to Facility, and medical staff validate that the medication in the container matches the dispensing label, appropriately licensed medical staff shall administer the medication as indicated on the container and contact Facility prescriber for further instructions.
8.19.4
RFP Provision: Prescribing and discontinuation of medications is the sole province of Vendor’s licensed prescribers. Neither risk of diversion alone nor instruction from Facility staff to discontinue a medication for security reasons can be a reason for discontinuing a medically necessary medication, though a prescriber may consider these and other factors on a case-by-case basis as they would in a community setting, to arrive at the most appropriate clinical decision. A patient’s history of nonadherence may be considered as a factor in discontinuing a medication as long as the decision is a clinical one using the same criteria that would be applied in a community setting. Facility agrees to defer to health care staff with regard to prescribing and discontinuation of medications and will not interfere with the decision to start or discontinue any medication, including controlled medications.
8.19.5
RFP Provision: Provision 2.3.24 states that “Custody staff do not confiscate medications in possession of a patient for whom the medication was prescribed, even if the usage pattern is inconsistent with the way it was prescribed, without a written order from a prescriber.” When writing such an order, Vendor’s prescriber’s decision to continue or discontinue the medication may consider the information provided by custody as long as the final decision is a clinical one using the same criteria that would be applied in a community setting.
8.19.6
RFP Provision: Administration of medication shall be by individuals properly trained and under the supervision of the health authority and Facility administrator or designee.
8.19.7
RFP Provision: When patients request refills or renewals of a keep-on-person (KOP) medication, the medication shall be delivered to the patient before the medication runs out (based on the date of the previous fill), provided that the patient submitted the request within the required time frame. A KOP medication is delivered either by providing the patient with the KOP supply or by staff administering the medication from stock, dose by dose, to bridge the gap until the KOP supply is delivered. It is acceptable for the medication to not be delivered before the previous fill runs out if a prescriber makes a clinically appropriate and documented decision that the medication should not be continued, and the patient is so informed.
8.19.8
RFP Provision: Prescribed medications intended for directly observed therapy (DOT) administration are administered as ordered or there is documentation of a valid reason for nonadministration. Documentation includes the identity of the administrator. Valid reasons for failure to administer a medication as ordered include unavailability of the medication as long as the patient receives a clinically appropriate substitute; a declared emergency (e.g., natural disaster, weather emergency); a force majeure; a facility riot or lockdown; a sudden staff absence (e.g., a medication nurse taking ill during their shift); and patient refusal. Chronic understaffing or understaffing that was foreseeable or for which a contingency plan should have been in place are not valid reasons for nonadministration. “As ordered” means: 
a. For medications ordered as weekly, every other day, or certain days of the week, daily (“qd”), twice daily (“bid”), thrice daily (“tid”), four times daily (“qid”), or every 12 hours (“q12H”), within two (2) hours of a specific time, set in policy, procedure, or orders, for administration. These set times must be at reasonable times of the day.
b. For medications ordered as every eight (8) hours (“q8H”) or more frequently, or intermediate-acting insulin, within one (1) hour of a specific time, set in policy, procedure, or orders for administration
c. For fast-acting or regular insulin (or insulins containing these), within fifteen (15) minutes of the serving of a meal
d. For all other medications, at the times of the day ordered
For a patient newly admitted (e.g., transfer from another of the jurisdiction’s facilities, return from a hospital stay, admission from a jail) and already on a medication in their previous venue, the first dose of a medication shall be delivered KOP or administered DOT in time for their next regularly scheduled dose. For all other patients, the first dose of a newly ordered medication shall be delivered KOP or administered DOT within the time frame ordered or, if no time frame is specified, within a clinically appropriate time frame not to exceed twenty-four (24) hours.
8.10.9
RFP Provision: Medication administration is documented on a medication administration record.
8.19.10
RFP Provision: Unavailability of the patient (e.g., “no-show”) or of the medication (e.g., gap due to delayed refill or renewal) are not valid reasons for not administering the medication. Refusal is a valid reason, but only if the refusal is expressed face-to-face between the patient and the health care staff member and if the medication refusal policy is followed. A patient’s refusal of a medication (or classes of medication), based on the specific medication or class and the number and pattern of refusals, shall trigger the medication administrator to escalate the case to a higher authority within a specified amount of time (which may differ by medication or class). The higher authority is an RN or appropriately licensed practitioner who then shall be responsible for determining the reason for the refusal and securing the patient’s adherence with the medication, or finding a clinically appropriate alternative treatment, or ensuring that the patient is making an informed refusal, or ensuring the execution of whatever clinically appropriate action is ordered by a prescriber.
8.19.11
RFP Provision: To reduce stigma, medication lines shall not be disease specific, except – if necessary – for insulin and MOUD (for example, there shall not be separate medication administration processes or lines for HIV or psychotropic medications).
8.19.12
RFP Provision: In locations where nurses are unable to easily transport the medication cart used for nurse-administered medications, nurses may pre-pour the medications as long as (a) the nurse who pre-pours is the same nurse who administers, (b) the medications are not out of the control of that nurse between these two activities, (c) the pre-poured medications are labeled with all information required by state law, and (d) the nurse documents on the medication administration record as soon as they return to the medication cart.
8.19.13
RFP Provision Explanation: This provision calls for the vendor to adhere to your state’s Medicaid formulary. In the community and in corrections, a formulary is a list of medications that are approved for use by prescribers within the health care entity. Generally, the formulary is written by the entity that pays for the care. The intent of a formulary is to contain costs without compromising safety. The formulary limits prescribers to prescribing certain medications within a class of medications that are as effective but less expensive than others or may bar the prescribing of certain medications because they are very expensive or dangerous and therefore require the prior involvement of a specialist. Many vendors have their own formulary. We recommend instead requiring the vendor to use your state’s Medicaid formulary for two reasons. First, doing so improves continuity of care upon release. Most releasing patients (especially in states where Medicaid has been expanded to broad populations under the Affordable Care Act) will be covered by Medicaid in the community. If the vendor were to prescribe medications that are not on the Medicaid formulary, upon arrival in the community the patient would likely have to be switched to a different medication, which can destabilize their condition. This is especially true with mental health medications. Second, as more states receive permission to bill Medicaid for some health care in the 30 to 90 days prior to release (see MRS 1115 Waiver discussion at Provision 2.4.2), they will be able to do so only if they provide medications on the Medicaid formulary.
RFP Provision: Vendor shall adopt the state’s Medicaid formulary.
8.19.14
RFP Provision Explanation: When a formulary exists, there should be a mechanism whereby a prescriber can ask for approval, on a case-by-case basis, to prescribe a medication that is not on the formulary.
RFP Provision: Describe the process for a practitioner to prescribe a nonformulary medication. Label this response: 8.19.14 Process for a practitioner to prescribe a nonformulary medication. 200-word limit.
8.19.15
RFP Provision Explanation: KOP medications can be dispensed to patients in a number of formats, such as blister cards, plastic bottles, and baggies. With blister cards, each dose of a medication is in an individual transparent bubble mounted on a firm card. For security reasons, some facilities prefer medications to be dispensed on blister cards. However, blister cards may be more expensive than other formats. If your facility will require the vendor to dispense KOP medications on blister cards, use the first provision. If your facility is willing to consider other formats, depending on the cost, use the second provision.
RFP Provision: Vendor shall provide KOP medications in a format wherein each dose of a medication is in an individual transparent bubble mounted on a firm card (“blister card”).
RFP Provision: Facility is interested in proposals that provide KOP medications in a format wherein each dose of a medication is in an individual transparent bubble mounted on a firm card (“blister card”) as well as alternative formats (e.g., plastic bottles). Describe the least expensive format you can use and include the cost of that format in the overall cost of your proposal. Also describe any other KOP medication formats you are willing to use along with the net difference in total cost for each format. Label this response: 8.19.15 Least expensive KOP medication format Vendor can use and any other formats Vendor is willing to use; the net difference in total cost for each format. 100-word limit.
8.19.16
RFP Provision: Vendor shall provide medications KOP with the following exceptions: all controlled substances; all mental health medications unless, on a case-by-case basis, the prescriber determines that KOP administration of a particular medication for a particular patient is safe; medications for patients who are in mental health crisis, on suicide precautions, or in inpatient medical or mental health units; if a patient requests that their medications be provided DOT (e.g., a patient receiving HIV medications who fears that fellow residents might see his KOP medications learn of his disease); if a prescriber orders the medication to be provided DOT (e.g., for a limited time to determine whether the patient’s condition is failing to respond to treatment because the medication is ineffective or because the patient is not taking it as ordered).
8.19.17
RFP Provision: Vendor shall prescribe nitroglycerin, rescue inhalers, and oral glucose as KOP for all patients, regardless of living unit, unless a medical practitioner has determined that delayed access to these medications is not dangerous to the patient.
8.19.18
RFP Provision: Describe your process for procuring KOP and DOT medications for use while patients are incarcerated. For example: Do you receive patient-specific medications from a pharmacy or do nurses administer medications from stock? For patient-specific medications, do you obtain them from a distant pharmacy, local pharmacy, or on-site pharmacists? If using a distant pharmacy, what is its turnaround time? Do you use a computerized order entry system or paper/faxed orders? How will you procure medications that are needed quickly? Label this response: 8.18.18 Process for procuring KOP and DOT medications. 400-word limit.
8.19.19
RFP Provision Explanation: This provision addresses providing medications to patients upon release. This is generally not a challenge in prisons because the date of release is known well in advance. It is primarily a challenge for jails (and prisons that house individuals who have violated the terms of community supervision) because patients may be released on short notice. Thus, if you operate a prison that does not house individuals who have violated the terms of community supervision, or only house those with predictable release dates, you may omit this provision.
RFP Provision: Describe your process for procuring in a timely manner medications, including MOUD if applicable, that must be provided to patients in hand upon release. Label this response: 8.19.19 Process for procuring medication to be provided to patients in hand upon release. 400-word limit.
[bookmark: _Ref181080835]8.20 Diet and Nutrition
8.20.1
RFP Provision: Vendor shall order medical diets whenever clinically necessary. Vendor and Facility agree to work collaboratively to design an offering of medical diets that meets the clinical needs of patients but minimizes the number of distinct diets.
8.20.2
RFP Provision: Vendor shall inform Facility if they identify a patient’s nutritional need that is not addressable by a current facility diet and work with Facility to meet the patient’s need.
[bookmark: _Ref181080840]8.21 Laboratory, Electrocardiogram (EKG), and Radiologic Testing
8.21.1
RFP Provision: List the CLIA-waived tests Vendor will perform on-site. Label this response: 8.21.1 CLIA-waived tests Vendor will perform on-site. Response is limited to the requested list.
8.21.2
RFP Provision: List any CLIA moderate or high complexity tests Vendor will perform on-site. Label this response: 8.21.2 CLIA moderate or high complexity tests Vendor will perform on-site. Response is limited to the requested list.
8.21.3
RFP Provision: Vendor shall provide or arrange for, on-site or off-site, all medically necessary laboratory, imaging, and other diagnostic or disease management tests; clinical interventions; and consultations at Vendor’s expense. For nonurgent plain X-rays and routine ultrasonography, Vendor shall arrange for mobile services to perform tests on-site. Vendor shall perform EKGs on-site and arrange for real-time EKG interpretation for nonroutine EKGs.
[bookmark: _Ref181080844]8.22 Digital Monitoring
8.22.1
RFP Provision: Vendor may use remote (wired or wireless) digital patient monitoring (e.g., vital signs, respiratory movement, thermal imaging) as an adjunct to, but not as a replacement for, in-person assessments.
[bookmark: _Ref181080849]8.23 Use of Restraints
8.23.1
RFP Provision Explanation: An issue that comes up with regard to restraints is the use of restraints on pregnant individuals. Because restraint of anyone – including a pregnant individual – for security reasons, is the purview of custody staff, not health care staff, we did not include any requirements for the vendor. With regard to restraint of a pregnant individual for medical reasons, we did not include any specific requirements for the vendor beyond what appears below because the existing NCCHC standard are adequate, as is, to provide for the safety of pregnant and non-pregnant individuals. Further, because there are times when a clinician would appropriately need to restrain a pregnant individual (for example, to prevent self-harm or harm to the fetus), we feared that any wording specific to pregnancy might cause a clinician to hesitate to provide necessary care.
RFP Provision: Vendor shall use clinical restraints or monitor restraints applied by custody staff for security reasons only in accordance with the current NCCHC standard on restraint and seclusion.
8.23.2
RFP Provision: Clinical restraints shall be used only as a patient safety measure. They are applied only pursuant to an order by a medical or psychiatric practitioner, or by a psychologist or master’s-level mental health counselor with the approval of a practitioner. Every effort shall be made to minimize the restrictiveness and length of time in restraints. They shall not be used for more than four (4) hours at a time unless renewed by a medical or psychiatric practitioner, and renewals must be at intervals no longer than four (4) hours. The justification for continued use shall be documented in the patient’s health record along with attempts and interventions provided to the patient in order to reduce behaviors and symptoms requiring clinical restraints. Patients shall be restrained only in settings that allow nurses sufficient access to perform wellness checks and provide necessary medical care. Nurses shall ensure that the restraints do not impair any essential health needs, such as breathing or circulation to the extremities. These checks shall be documented in the patient’s health record. Patients in restraints shall be under direct observation at all times and shall be monitored in accordance with the NCCHC standard on restraint and seclusion. If an observer notes any ill effects of the restraints, every effort shall be made to remedy the ill effects, and a medical or psychiatric practitioner shall be notified immediately. Patients shall be removed from clinical restraints only by order of a medical practitioner (if the patient was placed in restraints for medical reasons) or a psychiatric practitioner, psychologist, or master’s-level mental health counselor (if the patient was placed in restraints for mental health reasons). 
In exceptional cases (e.g., a patient who is self-harming himself by opening the sutured closing of an abdominal incision when it is expected that healing of the wound requires the wound to be undisturbed for weeks), the renewal interval may be extended. Such extension requires the written approval of the facility medical director and includes appropriate monitoring of the patient to ensure patient safety.
[bookmark: _Ref181080853]8.24 Planning and Arranging for Postrelease Care
8.24.1
RFP Provision Explanation: The goal of linkage to care (or continuity of care) is to facilitate postrelease care and confirm the patient’s health and safety. Upon release, patients will have competing priorities (e.g., housing) that will take priority over attending a medical appointment or picking up a prescription. An effective linkage-to-care plan enables the community provider to support the patient in addressing competing priorities and ensuring continued medical care.
In the last item of this provision, we recommend that you require the vendor to provide releasing patients with at least a 10-day supply of medications in hand. In states where MRS 1115 Waivers are approved by Medicaid, correctional facilities will need to provide a 30-day supply. Thus, as MRS 1115 Waivers become more widespread nationally, the standard of care is likely to evolve in that direction. The additional requirement to provide case management services will also influence some of the language around discharge planning and linkage.
In Provision 2.3.30 you listed the reentry services already available in your facility, either from facility personnel or from community in-reach services. Based on your needs, delete or mark as “provided” or “needs expansion” any of those services from the list below. Additionally, in Provision 2.4.4 you indicated whether there were personnel in the facility or in the community who assist patients to enroll (or reenroll) in Medicaid. If such personnel already exist, delete the relevant parts of the first item.
RFP Provision: Vendor shall implement comprehensive discharge planning for all patients who need ongoing health (including mental and behavioral health) care and treatment, including, but not limited, to the following:
a. Assist the patient in establishing or reestablishing health care insurance. If the patient was on Medicaid and coverage was terminated or paused upon entry or during residency in Facility, assisting with reenrolling or reactivating the patient in Medicaid prior to release
b. Establish a single designated point of contact within Facility for community partners
c. Develop a discharge planning mechanism for individuals who release unexpectedly (e.g., middle of the night bail out, release directly from court)
d. Develop a community reentry guide. This lists agencies in the local community that provide important priority services for patients, such as housing/shelter, health/medical clinics, substance use/mental health treatment programs, income related (e.g., employment, job training, government benefits), and food pantries. In developing this guide, Vendor shall:
i. Prescreen agencies for quality
ii. Prescreen agencies to confirm they can and will serve releasing patients 
iii. Identify a contact at the agency (name, phone, hours)
iv. Update the guide periodically
e. Identify the patient’s needs, challenges, and competing interests to successfully return to the community, including factors that often prevent patients (or in the past have prevented this patient) from promoting individual health. Patient needs to evaluate include, but are not limited, to:
i. Housing/shelter
ii. Food
iii. Employment
iv. Other sources of income
v. Nonhealth care government benefits
vi. Transportation
vii. Cell phone/internet access
viii. Driver’s license (or other government ID)
ix. Clothing
x. Health care provider (medical, mental health, SUD)
xi. Medications
xii. Conditions of community supervision (probation and parole)
xiii. Overdose prevention
xiv. Alcohol and drug health education
xv. Sexual/reproductive health education and planning
xvi. HIV prevention. If the patient’s HIV status is not known, they should be offered testing for HIV infection. If the patient is at risk for acquiring HIV in the community (e.g., sexual partner with HIV, injection partner with HIV), they should receive education about reducing risk and be offered pre-exposure prophylaxis (PrEP medications) as part of their release medications. 
xvii.  Nutrition
xviii. Self-care for chronic medical conditions 
xix. Child or elder care needs
f. Develop an action plan for release based on a prioritized list of needs generated with the patient’s input and resulting in “to do” lists for the patient and discharge planning staff
g. Obtain the patient’s contact information in community (and alternatives such as family and friends)
h. Obtain the patient’s signature on appropriate release of information forms to assist in communicating with community providers
i. Arrange facilitated referrals to the services (in the community reentry guide) matching the needs identified through needs assessment
j. Arrange with the local health department for any follow-up needed for infectious diseases that require continuing health department involvement (e.g., tuberculosis)
i. Schedule the first postrelease health care appointment as soon as possible, ideally within 48 hours of release
k. Arrange for transfer of health records or a medical summary of key information (e.g., current problem list, medications, test results, pending workup or follow-up needs)
l. Prepare the patient for appointments including education about the importance of keeping appointments and a fail-safe mechanism if an appointment is missed (e.g., card with contact information of jail discharge coordinator)
m. Consider engaging peer support staff/navigators
n. Facilitate the patient’s attending appointments (e.g., arranging transportation)
o. Consider having community staff (provider and/or case manager) attend referral appointments with clients prior to release, in person or via videoconferencing
p. Confirm linkage to a community medical provider and medication obtained in the community
Reach out to the patient if elements of the plan are missing
Provide every patient a minimum of a ten (10)-day supply in hand of all non-MOUD current medications and a prescription to bridge them to their next scheduled appointment for this condition or ninety (90) days, whichever is less, except as noted below:
For PRN inhalers, Vendor shall approximate the remaining contents of the current canister by placing it in water. If the canister floats perfectly vertically or sinks, Vendor shall provide the current canister only. If the canister floats in any other position, Vendor shall provide a thirty (30)-day prescription.
If a patient refuses medications and/or prescriptions, Vendor shall obtain a signed informed refusal and file it in the patient’s health record.
i. For MOUD medications, Vendor shall provide enough medication, in hand, to last two (2) days longer than the arranged follow-up appointment in the community. If the patient is on buprenorphine, an injection of a long-acting opioid of approximately one (1-)month duration administered within five (5) days of release satisfies the in-hand requirement.
8.24.2
RFP Provision: Vendor shall coordinate with community-based agencies providing in-reach services within Facility and refer to community-based transition/reentry services for patients within Facility.
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Purpose: This section covers important but less direct health services and operational aspects of health care delivery. Like Section 8, areas in this section are seen as necessary parts of comprehensive health services. Thus, for this section, we have decided to not include a separate “purpose” for each area of work as they should be viewed as the collective body of ancillary health services.
[bookmark: _Ref181081164]9.1 Health Records and Health Record Requests 
9.1.1
RFP Provision: Vendor shall maintain an adequate health record consistent with the community standard, including, but not limited to, the following attributes:
a. The health record problem list shall be accurate, complete, and easily usable. “Easily usable” includes, but is not limited to, the following qualities: resolved or historical conditions or diagnoses are separated from current conditions; the date of onset or resolution of resolved or historical conditions or diagnoses is indicated, if known. Diagnoses of current conditions are listed only once; redundant diagnoses do not appear. For example, a problem list would not simultaneously list “heart disease,” “heart failure,” and “congestive heart failure, not otherwise specified.” The user of the record shall be able to easily view relevant background of listed conditions. For example, a diagnosis of congestive heart failure might be accompanied by such information as “Diagnosed by echocardiogram in 2014 with ejection fraction of 35%. Repeat echocardiogram 2019 shows ejection fraction of 25%.” A diagnosis of schizophrenia, multiple episodes, currently in partial remission, might be accompanied by such information as “Failed treatment with a variety of first- and second-generation antipsychotics. Started on clozapine 2022.”
b. For EHRs, imported or scanned documents (e.g., diagnostic test results, consultation reports, hospital discharge summaries) shall be filed in a clear and usable manner. For example: Documents shall be scanned into the health record within two (2) business days of receipt, reviewed by a practitioner within four (4) business days of receipt, scanned right side up, readable as a single file (for a multipage document), and accurately labeled with meaningful titles/file names. Fewer than 1% of files have titles/file names that begin with “Miscellaneous” or “Other.” Scanned documents shall be dated (and appear in any programmed or ad hoc list according to this date) based on the clinically relevant date of the document, not the date scanned. Examples of clinically relevant dates include the following: laboratory test – the date the test was reported by the lab, discharge summary – the date of discharge, a prior health record – the date it was received, and an imaging study – the date of the study.
c. For paper health records, the records shall be maintained in a clear and usable manner. For example: All documents shall be legible with the printed name, title, and signature of its creator and the date and time of its creation; documents shall be filed in chronological order; external documents shall bear the date they were received at Facility, shall not be filed in the record until reviewed and initialed by a practitioner, and shall be filed in the record within four (4) business days of receipt.
d. Clinically relevant, acute and chronic conditions shall include a clinically appropriate treatment plan.
9.1.2
RFP Provision Explanation: This provision addresses patients’ access to their health records. If your state or local law is more permissive, you will need to modify it accordingly.
RFP Provision: Vendor shall provide patients with access to their health record. Upon written request from a patient, a patient may, once every six (6) months, have a copy of any part of their health record that has not already been provided, without charge. Between these times, upon patient request (which is limited to no more often than once every thirty [30] days), Vendor shall provide a copy of any part of their health record that has not already been provided. Vendor may charge nonindigent patients a maximum of two cents ($0.02) per page if provided in paper (and retain these fees). If there is an EHR and patients can receive, store, and have a mechanism to retain health records electronically (e.g., with the use of tablets) after release, Vendor may provide requested health records electronically, but may not charge a fee.
9.1.3
RFP Provision: Although Vendor shall be the custodian of patient health records, Facility is the owner of all patient health records. At the conclusion of the contract, Vendor shall return full control of all health records to Facility as described in Provision 9.1.7 and destroy all paper or electronic copies of health records in its possession. For the purposes of this RFP, “health records” includes clinical still, sound, and video recordings.
9.1.4
RFP Provision: Vendor shall ensure that health records are maintained for a period of time consistent with federal and state law and regulations.
9.1.5
RFP Provision: State which Vendor personnel will have access to health records and what level of access they will have (e.g., read only; read and write; read, write, and amend; authority to download/save data to a different location). Label this response: 9.1.5 Vendor personnel who will have access to health records and the level of access they will have. 200-word limit.
9.1.6
RFP Provision: Vendor’s proposed budget for the proposed EHR system or interface shall include all one-time implementation/installation costs and recurring costs, including staffing or consultants, as well as the cost of data conversions, billing requirements, intelligence/analytics, and reporting requirements. 
9.1.7
RFP Provision Explanation: Health care in the community, as well as in corrections, is certainly moving towards EHRs. However, there may be situations in which paper HRs is the better choice. The main advantages of paper HRs are that they are usually less expensive and less complicated to create and maintain. There are also many disadvantages. First, paper HRs are harder to read, especially if users have poor handwriting. Second, they are harder to track, especially in a large facility or a facility with more than one clinic location. Third, finding information in a paper HR is harder once the record becomes more voluminous and complex (i.e., with many sections and subsections). Fourth, once a record becomes voluminous, it can then become more expensive, and complicated to maintain. Fifth, paper records may make it more difficult to comply with Medicaid requirements and to bill Medicaid, if and when, Medicaid becomes a payor for care in your facility. With many states already requesting Medicaid Reentry Section 1115 Demonstration Opportunity Waivers (MRS 1115) to be able to bill Medicaid for certain reentry services provided in the weeks prior to release (see Provision 2.4.2 for further discussion of these waivers) and the requirement from Congress to provide certain Medicaid reimbursable services for youth in adult facilities by 2025, the value of switching to an EHR is increasing. Sixth, with paper HRs it is much more difficult to identify infection clusters, disease trends, and prevalence and incidence of health conditions. Seventh, and closely related to the last point, with paper records it is more difficult to evaluate processes of care, implement certain safety improvement programs such as provider alerts, and measure the effectiveness of process changes.
Select the appropriate option and delete the others.
Option A
Use this option if you have a paper health record and wish the vendor to continue using it.
RFP Provision: Vendor shall utilize the existing paper health record. Vendor staff shall document all care in the record in accordance with the standard of care for documentation and federal, state, and local laws and regulations.
RFP Provision Explanation: Options B, C, and D entail use of an EHR. We provide draft language for each option, including, in Option D, an extensive list of specific requirements to consider related to IT infrastructure and operations. This is a highly technical and specialized field. Some of these requirements may not be tailored to your facility; conversely, requirements that are necessary for your facility may be missing. Thus, we highly recommend seeking consultation from an internal or external IT expert when crafting this part of the RFP.
Option B
Use this option if your facility has decided to purchase an EHR that it will continue to use in the future, regardless of vendor (a “permanent EHR”). You might currently be using a paper health record or an EHR that the current vendor arranged to use. We recommend that facilities adopt the permanent model due to staff efficiency, better patient care and safety, and lower cost. However, one potential disadvantage is if vendors have created their own in-house EHR or use a particular off-the-shelf EHR and will contract with your facility only if they can use that EHR. If the permanent EHR you have adopted is not the vendor’s in-house EHR or their EHR of preference, the vendor may not be willing to bid on your RFP. This reduces your choices of vendors.
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.
1. Purchase an off-the-shelf EHR. There are generic EHRs designed for any clinical setting and those designed specifically for the correctional setting. If you operate a very small facility, you might be able to use an EHR designed for any clinical setting. Larger facilities with more complex clinical operations may benefit from a corrections-specific EHR. The purchase option entails a larger upfront cost. There may still be periodic costs for maintenance and software updates. Purchasing is becoming less common, in favor of leasing.
2. Lease an off-the-shelf EHR. The choices of EHRs for lease are mostly the same as for purchase. In the leasing model, you could lease directly from the EHR vendor or direct each of your successive health care vendors to assume the lease. The choice of leasing by the facility or the vendor is usually driven by which lease is more palatable to the facility’s funding authority.
Whether choosing to purchase or lease, we offer the following advice for selecting the right EHR for your facility:
a. Working with your health care staff, custody staff, and an independent EHR expert, start by constructing a list of all the tasks and functionality you need an EHR to do for your operation. Do this before beginning to assess EHRs that are on the market. With your “needs list” in hand, you can then begin assessing EHRs by asking each EHR vendor to demonstrate how their EHR performs each task or functionality on your list. Unfortunately, many facilities begin their assessment by inviting EHR vendors to demonstrate their EHR. During these demos, vendors usually highlight the “bells and whistles” functionality that can look impressive but often is not be very helpful to your operation. This can lead you to choose the wrong EHR.
b. Depending on the level of expertise within your agency or jurisdiction, you should consider engaging an expert in health informatics to assist with selecting an EHR. You might also consider using the health care vendor as that expert. You could, for example, include an RFP provision stating that you want the vendor to help you identify, select, and manage the installation of an EHR that the agency will lease.
c. Finally, it may be advantageous to embed the provision of the EHR into the overall RFP/contract for health care. In some jurisdictions, it may be politically easier to roll the cost of the EHR into the larger health care contract than to seek funding for a separate EHR project.
3. Share an EHR with a community or correctional partner. Under this option, you use the same EHR that a facility partner uses and share the same patient database. As a result, when patients move to or from your facility and the partner, the patient’s health records continue without interruption. This is a powerful advantage in terms of quality and continuity of care. Depending on the partner, there may or may not be a cost to you for sharing the EHR. One challenge is determining who the best partner is. Generally, there are three categories of partners to consider:
a. Other correctional facilities in your sphere of operation. For example, if you operate a county jail, your state prison system might be a logical partner because most of your residents convicted of felonies will be transferred there, and if those residents return to court for additional proceedings, they are likely returning to your jail.
b. A community health clinic or health clinic system. For example, if your facility is in a small to medium-sized community and most of your residents frequent a low-barrier or public health community clinic, sharing this clinic’s EHR helps support continuity of care during reentry or if the patient is rearrested.
c. The local hospital to which most of your patients are transported if they require inpatient care.
Which type of partner is the best choice depends on numerous local factors, such as the partner’s willingness to work with you; the cost, if any; the frequency with which patients move between your facility and the partner; and average length of stay before patients transfer from your facility to the next health care provider. To illustrate the last factor, if you operate a jail and most of the individuals releasing to the community do so within a week, chances are high that all the care you provided during this short stay could be easily related in a one-page summary or a copy of your facility’s health record. Sharing an EHR with a community clinic, then, would have limited added value.
4. Construct your own EHR. The major disadvantages of constructing your own EHR are that it requires considerable planning and time to implement, and you will incur larger upfront costs. Typically, only large systems, like state prisons, pursue this option. The major advantage is that the EHR will be more tailored to your facility’s needs than any off-the-shelf EHR.
Which of these four approaches to a permanent EHR is the best choice depends very much on local factors, as described. For the average facility, leasing an off-the-shelf EHR (with either your facility or the health care vendor as the lessee) or sharing the EHR of a community or correctional partner is likely the most viable choice.
Finally, using an EHR – especially in a correctional facility – involves a plethora of issues related to wiring, hardware, servers, Wi-Fi, network connections, software, interconnectivity and interoperability with other software such as the custody management system, and Health Insurance Portability and Accountability Act privacy regulations, to name a few. These issues are highly technical and usually require expertise to understand and plan. As mentioned earlier, we highly recommend that you seek input from internal or external IT experts now, when strategizing and planning how you want to deal with the matter of EHRs; later, when writing the RFP provisions; and at the end, when negotiating with the vendor to craft the contract.
RFP Provision: Facility currently uses [health record name/type] but has chosen to begin using [health record name/type]. Facility will bear the cost of purchasing (or leasing) the software, migrating existing clinical data to the new EHR, and maintaining and operating the EHR through a separate contract with the EHR provider. Facility will also be responsible for all costs related to user and network hardware and connectivity. However, Vendor shall be responsible for working with the EHR provider to implement the new EHR. Implementation includes all other costs necessary to make the EHR operational, including, but not limited to, training and making expert (“super”) users available and training staff. Vendor shall be responsible for the cost of software modifications specific to Vendor’s operational needs whereas Facility shall be responsible for the cost of software modifications that would likely benefit any future vendor.
Option C
Use this option if you already use a permanent EHR (that you purchased) that you want the vendor to continue to use.
RFP Provision: Facility currently uses [health record name/type]. Facility bears the cost of maintaining and operating the EHR through a separate contract with the EHR provider. Facility will also be responsible for all costs related to user and network hardware and connectivity. Vendor shall continue using this EHR and shall be responsible for training any new staff, training staff if EHR functionality changes, and training and making available expert (“super”) users.
Option D1
Use this option if you already use a permanent EHR (that is leased) that you want the vendor to continue to use. For budgetary reasons, most facilities prefer to have the vendor assume the lease so that those costs are rolled into the total cost of the vendor contract, so we have provided only that language. However, a reasonable variation for Option D1 is that you hold and pay the lease, rather than asking the vendor to do so.
RFP Provision: Facility current uses [health record name/type]. This EHR is leased at a monthly cost of [     ]. Vendor shall continue to use this EHR, leasing it from the EHR vendor under the same terms that currently exist. A copy of the lease agreement is attached as Appendix [X]. Vendor shall provide Facility with an unredacted executed copy of the lease agreement and any amendments and renewals.
Option D2
Use this option if you will allow the vendor to implement an EHR of their choosing.
RFP Provision: The current vendor is using [health record name/type]. Vendor may continue using this EHR or may switch to a different EHR of their choosing. In either case, Vendor shall be responsible for contracting with the new EHR provider (unless Vendor owns the EHR to which it will be switching). If switching EHRs, Vendor shall migrate all existing clinical data to the EHR chosen by Vendor and shall be responsible for all costs associated with the migration. Please indicate whether you will switch to a different EHR and, if so, its name. Label this response: 9.1.7 Whether Vendor will switch to a different EHR, and if so, the EHR’s name. 20-word limit.
Also part of Option D2
RFP Provision: Except where noted, Vendor shall be responsible for hardware, functionality, software, and corresponding costs including, but not limited to, the following. [Delete any items that do not apply. Modify any others as needed based on your local needs and the input of your IT expert.]
Network Infrastructure, Integration, and Interfaces
a. Managing and maintaining a separate HIPAA-compliant network, independent from Facility’s network. Facility is not responsible for providing any infrastructure for Vendor and staff. Vendor shall be responsible for paying for, installing, and maintaining all circuits and network equipment to operate its own network, network infrastructure, management of circuits and wireless connectivity, and ensuring connectivity to the circuit infrastructure.
b. Servers, laptop computers, desktop computers, tablets, and any other hardware and software required for operations, including operation of an EHR
c. Interfaces between EHR system and Facility system
d. Ensuring the security of data on servers, laptop computers, desktop computers, any other device that stores or handles patient data
e. Ensuring that the system can be securely accessed from any location with an Internet/broadband connection
f. Secured Internet access to its employees and subcontractors
Maintenance of Hardware and Software
a. Secure network topology including circuits and Wi-Fi to ensure that the HIPAA and 42 CFR Part 2 data are managed and accessed only by medical Vendor’s employees such as medical staff and IT personnel
b. A health network on its own domain user account management and controls such as those provided from Active Directory or Microsoft 365
c. IT resources including, but not limited to, licenses, subscriptions, personnel, and hardware to manage the medical domain, systems, applications, email Internet access, data backups, antivirus and malware, OS and application patch management, and any user administration for the medical network and EHR system
d. Ensuring that all Vendor medical equipment, including desktop computers, servers, and medical cart laptops, will be solely on the health network and domain
e. Redundancy for the EHR system and data via alternative data site or other disaster recovery facility and procedures
f. Routine backup of the EHR data in mirror image near real time 24/7 and cloned on a separate, independent system to ensure immediate access to data and prevent loss of data
g. All data storage within the United States
h. Provision and maintenance of all hardware and software including, but not limited to, network circuit infrastructure, all EHR software, servers, desktop computers, laptop computers, and tablets
i. All other components of the EHR that are not explicitly identified as Facility’s responsibility herein
j. A system that allows Vendor to continue to operate health services, provide care, and record such care in the event of temporary unavailability of the EHR
k. Ensuring that the EHR meets all industry standards, including, but not limited to, HIPAA, HITECH[footnoteRef:6], PHI, Health Level 7[footnoteRef:7], and other industry standards [6:  What is the HITECH Act? 2024 Update (hipaajournal.com)]  [7:  https://en.wikipedia.org/wiki/Health_Level_7 ] 

l. A system that is premise or cloud based and meets HIPAA security and encryption standards and is housed in a data center meeting SSAE 16 SOC 2 Type II Data Center[footnoteRef:8] [8:  https://en.wikipedia.org/wiki/SSAE_16 ] 

i. Ensuring that the EHR system uses SAML 2.0[footnoteRef:9] or higher for federated identity single sign-on user account connection and communication for a cloud-based deployment and LDAP single sign-on user account connection and communication for on-premises deployment [9:  https://en.wikipedia.org/wiki/SAML_2.0 ] 

ii. An EHR system that includes comprehensive medical, dental, behavioral health, lab, and pharmacy services modules and the ability to interface to other services and providers
iii. Ensuring that all data interfaces and integration from the EHR system to other providers or services are supported and managed by the EHR or medical Vendor
iv. Ensuring that the EHR system can interface with appropriate external systems to ensure appropriate data exchange will be bidirectional and include, but not be limited to, incarcerated individuals’ demographics, diets, special conditions, and supplies. The interfaces would be close to real time. The specific database information will be discussed with Vendor at the time of negotiations and contract execution
v. Using the SAFER self-assessment[footnoteRef:10] guide to evaluate the readiness for safety and completion for use of an EHR system by Vendor [10:  https://www.healthit.gov/topic/safety/safer-guides ] 

vi. Ensuring that the system employs industry-leading security to protect the records from unauthorized access by third parties
vii. Ensuring that the EHR provides for pharmacy integration, lab services integration, and radiology integration and can accommodate custom program requests by Facility
RFP Provision Explanation: In the Toolkit, we presented two options for addressing P&Ps: the facility has its own permanent set of P&Ps that continue from vendor to vendor, or each vendor brings its own. We recommend the former option. Most health care forms correspond to a P&P. In most cases, these forms should be addressed the same way as their corresponding P&P. So, if you adopt the vendor’s P&Ps, you should adopt the corresponding form. Conversely, if you have your own set of P&Ps, the vendor should be required to use your forms.
a. Converting to an electronic format for use in the EHR system all the following Facility forms related to the provision of health care: [     ].
b. Ensuring that the EHR includes an electronic medication administration record (eMAR) module
c. Ensuring that health records are maintained for a period of time and in a manner consistent with state and federal law and regulations
Ensuring that the EHR can produce all quantitative reports described in this RFP or data referenced in the RFP that is used to monitor the contract. For example, a Key Performance Indicator is “All refusals for medications, clinical encounters, and interventions are received in person by health care staff and in accordance with policy.” Thus, to facilitate Facility’s monitoring of that indicator, Vendor’s EHR shall be capable of producing a list of all patients, within a given period, who refused a medication, the name of the medication, and the date and time of the refusal.
Option D1 or D2
Also part of Option D1 or D2
RFP Provision: Vendor shall provide Facility staff or agents full access (including remote access) to the EHR data and reports. Under no circumstances shall Vendor restrict access in special circumstances including, but not limited to, a patient death, an internal Vendor corporate inquiry or investigation, or an external inquiry or investigation. Vendor shall train Facility personnel on use of the EMR to run custom reports and conduct audits.
Also part of Option D1 or D2
RFP Provision: Transitions
If Vendor is not able to implement its EHR immediately when this contract begins, Vendor agrees to arrange for, and pay for cost of, continued operation of the current EHR until such time that Vendor’s EHR is operational.
a. Upon implementation of Vendor’s EHR, Vendor agrees to fully support, at no further charge to Facility, the complete, accurate, and successful transfer of all patient information in the current EHR to Vendor’s EHR. All individual data elements in the previous record must be mapped and transferred to the corresponding element in the new record. Regarding the generic titles of documents and files (e.g., intake medical screening form, cardiology consultation report), Vendor agrees to transfer these objects to meaningfully titled objects within its own EHR; no more than 5% of said objects may be labeled or titled with a name that includes the word “miscellaneous” or similar meaning terminology. If any part of this data transition is not completed within one (1) week of the contract start date, Facility will either arrange on its own to effectuate the transfer, deducting all reasonable costs from the next monthly payment(s) to Vendor, or, if Vendor must complete the work, will impose liquidated damages as described in Appendix Z – Key Performance Indicators.
b. Upon termination of this contract, Vendor agrees to fully support, at no further charge to Facility, the complete, accurate, and successful transfer of all patient information in its EHR (“old EHR”) to the EHR that will replace it (“new EHR”). Such transfer must accommodate the transfer of all data into the new EHR such that it integrates with the same or comparable fields in the new EHR. This transfer must be completed within one (1) week after the contract end date. Facility will withhold payment of Vendor’s last three (3) monthly invoices until this transfer is satisfactorily completed. Facility will deduct from these three (3) payments any reasonable costs incurred by Facility to complete work for which Vendor was responsible. If the costs incurred by Facility due to Vendor nonperformance or incomplete performance exceed the amount available to withhold, Vendor will be liable for these additional costs.
c. If Vendor’s engagement with Facility ends and an EHR has not yet been set up, Vendor agrees to allow Facility to continue to use Vendor’s EHR and to support such use, including continuing all maintenance and backup activities it was required to provide under this contract, until Facility can begin full operation of the new EHR. Vendor may bill Facility for these activities at a negotiated rate.
Also part of Option D1 or D2
RFP Provision: Facility will be responsible for the following:
a. Access to Facility applications necessary to support the EHR (e.g., resident management system, canteen)
b. Arranging, and paying for the cost of, the interface between the EHR and Facility applications necessary to support the EHR
Also part of Option D1 or D2
RFP Provision: Explain how you will avoid catastrophic loss of data (e.g., via a ransomware attack). Label this response: 9.1.7 How Vendor will avoid catastrophic loss of data. 400-word limit.
Also part of Option D1 or D2
RFP Provision: Explain how you will ensure continued health care operations during periods when the EHR is inoperative (e.g., due to server malfunction). Label this response: 9.1.7 How Vendor will ensure continued health care operations during periods when the EHR is inoperative. 400-word limit.
End of Option D1 or D2
9.1.8
RFP Provision: Vendor shall share information from patient health records for research, quality assurance, and internal and external administrative reviews if such usage is requested by Facility, approved by Facility, or was ongoing at the time the contract begins.
[bookmark: _Ref181081169]9.2 Communication and Access to Interpretation Services
9.2.1
RFP Provision: Vendor shall ensure equal access to interpreter services for all individuals with communication barriers that prevent understanding of oral or written language. Such services include the provision of oral interpretation, sign language, signs in braille for people with visual difficulties, and auxiliary aids and services for people who have hearing, visual, and other disabilities that impair communication.
9.2.2
RFP Provision: Vendor shall inform residents by means of brochures, information posted in clinical areas, on its website, and orally that interpreter/translator/hearing impaired language assistance services are provided at no cost to the individual.
9.2.3
RFP Provision: Vendor shall assess the English fluency of patients (including those who are deaf or hard of hearing) and, if not fluent, determine a language in which the patient is fluent, including during intake, upon request of the patient or others on behalf of the patient at any time, and whenever staff have a reason to believe a patient is not fluent in English. Explain how you will accomplish this requirement. Label this response: 9.2.3 How Vendor will assess English fluency and, if not fluent, determine a language in which the patient is fluent. 200-word limit.
9.2.4
[If your facility is responsible for any one of items e, f, or g in the list below, delete that item and instead address it in Provisions 2.3.13 and 6.3.1.]
RFP Provision: Vendor shall ensure the following:
a. The patient’s primary language shall be visible on all relevant screens of the patient’s EHR, or the outside of the patient’s health record if using a paper record.
b. In all individual and group health care encounters in all settings involving patients who are not fluent in English, interpretation shall be provided via health care staff named on a Vendor-maintained list of people who, pursuant to Vendor’s written procedure, are proficient in the language understood by the patient, or via in-person or video interpretation service (for sign language) or audio language interpretation service. Such service shall be compliant with federal law and use licensed interpreters. This requirement for interpretation may be waived in an emergency.
c. The method of interpretation for all encounters is documented in the patient’s health record.
d. All written materials given to patients are in a language the patient understands.
e. Language line/video is set up in all locations where scheduled care takes place.
f. Equipment is sufficient to allow confidential communication (e.g., dual handset where speakerphone would breach confidentiality).
g. Portable phones are available for emergency response to locations outside the clinic.
9.2.5
RFP Provision: As noted in Provision 9.2.4, Vendor may use Vendor health care staff to interpret if the staff member is named on Vendor’s list of people who are proficient in the language understood by the patient. Indicate whether you will ever use this method of interpretation and, if so, describe the procedure by which you will determine that a staff member is proficient in the language. Label this response: 9.2.5 Whether Vendor will ever use health care staff to provide interpretation and, if so, the procedure for determining language proficiency. 200-word limit.
[bookmark: _Ref181081173]9.3 Continuity of Operations During Lockdown
9.3.1
RFP Provision: Vendor shall ensure continuity of clinical operations during Facility lockdowns and other causes of reduced or arrested resident movement. Describe how you plan to ensure provision of health care during times of limited movement that last for hours, days, or longer (e.g., count, partial or full lockdown). Label this response: 9.3.1 How Vendor plans to ensure provision of health care during times of limited movement that last for hours, days, or longer. 200-word limit.
9.3.2
RFP Provision: When patient movement is restricted, Vendor shall travel to the patient’s housing unit to deliver medically necessary care if such care can be safely and appropriately delivered in that venue. If care must be delivered in a clinical setting, Facility agrees to transport the patient to the clinical setting.
[bookmark: _Ref181081177]9.4 Disaster and Emergency Services Response Plan
9.4.1
RFP Provision Explanation: As with your P&Ps in general, there are two models for dealing with disaster plans: (a) The facility has a plan that continues from vendor to vendor OR (b) the vendor brings/creates a plan. We recommend the first approach. Like P&Ps, disaster plans contain many facility- and community-specific elements. Also, the plan will likely be improved after any disaster based on lessons learned. An external vendor does not know your facility and your community as well as you do, so jettisoning the previous plan for a new one risks losing all the wisdom woven into the previous plan. As noted in Provision 2.3.33, however, a caveat for adopting model (a) is that the health care component of your disaster plan must be well designed.
9.4.2
RFP Provision Explanation: If the facility maintains a disaster plan that continues from vendor to vendor, delete this provision. (See the explanation in Provision 2.3.33 regarding the merits of such a continuing disaster plan.)
RFP Provision: Within sixty (60) days of the contract start date, Vendor shall provide Facility with a written disaster plan.
[bookmark: _Ref181081181]9.5 Grievances
9.5.1
RFP Provision Explanation: See the explanation for Provision 2.3.27 regarding your grievance procedure and ensure that this provision is consistent with that one and your grievance procedure, especially regarding the role of the practitioner. Generally, a practitioner should be involved in all grievance appeals of a clinical nature, whether it is the vendor’s practitioner or someone you trust who is independent of the vendor.
RFP Provision: Vendor shall respond to emergency grievances from patients within four (4) hours of receipt and other grievances within seven (7) business days of receipt. An emergency grievance is one that is either labeled as such or that, in the opinion of Facility staff, is an emergency. In general, Vendor staff shall meet in person with a patient who has submitted a grievance; if a meeting is unnecessary, that shall be documented in the grievance file. Vendor shall make a good faith attempt to resolve each grievance in a timely manner. Grievance responses shall be thorough, respectful, meaningful, and acknowledge when a program improvement should be made. All grievance responses shall include a determination of “resolved” or “not resolved.” A practitioner (medical, mental health, dental) shall be involved in addressing all grievance appeals.
[bookmark: _Ref181081185]9.6 Self-Improvement Program
9.6.1
RFP Provision: Vendor shall evaluate errors, system problems, and possible system problems that come to its attention through a variety of sources, including, but not limited to, the near-miss and preventable adverse event reporting systems, mortality reviews, litigation, grievances, the ombuds, staff reports, continuous quality improvement, patient satisfaction surveys, staff meetings with residents, and joint custody/health care living unit meeting, and shall addresses them as appropriate. To prioritize analysis and remediation of errors and other system problems that it discovers, Vendor maintains an active log of all such errors and problems to assist it in deciding which issues to address and when, and to monitor progress in resolution. Based on this prioritization, root cause analysis is conducted as appropriate, from which an effective and sustainable remedial plan is implemented in a timely manner. A sustainable plan is one that outlives staff memory from a single training session after the review and outlives staff turnover. The remedial plan is monitored for effectiveness. Appropriate and timely modifications are made to the plan based on the monitoring.
9.6.2
RFP Provision: Vendor shall operate a near-miss error reporting system with the following components:
Only errors that caused no (or minimal) harm to the patient may be reported through this system.
a. Reporting is voluntary.
b. Anyone can report, including patients.
c. The reporter is immune from discipline, punishment, or retaliation related to the error unless the following are all true: the reporter is a staff member, the error is one they made themselves, and the error is one for which they have a current disciplinary or other performance improvement plan that addresses such errors.
d. Reporting is easy and fast for staff with a minimal amount of information required of the reporter initially, so that the reporting process itself is not a barrier to reporting.
e. Because minimal information is required initially, reports are confidential but not anonymous so that the reporter can be contacted to obtain richer detail if needed.
f. Reporters receive feedback about reports and their impact. Although individual feedback might be optimal, even feedback to the whole workforce about specific patient safety changes that resulted from reporting can be valuable.
9.6.3
RFP Provision: Vendor shall operate a preventable adverse event error reporting system with the following components:
a. This system is for the reporting of errors that cause more than minimal harm to a patient.
b. Any such error is reported, not just medication-related errors.
c. Reporting is mandatory for staff.
9.6.4
RFP Provision: Following a death or suicide attempt, Vendor shall identify all significant errors (near misses as well as preventable adverse events). Based on prioritization of all errors identified in Facility, root cause analysis is conducted as appropriate, from which an effective and sustainable remedial plan is implemented in a timely manner. A sustainable plan is one that outlives staff memory from a training session after the review and outlives staff turnover. The remedial plan is monitored for effectiveness. Appropriate and timely modifications are made to the plan based on the monitoring. The sustainable plan is implemented within thirty (30) calendar days of the death. The above is completed whether or not the medical examiner’s report is available. If the medical examiner’s report was unavailable, the above is revisited and modified, if necessary, within thirty (30) days of receipt of the report.
9.6.5
RFP Provision: Vendor shall implement a robust continuous quality improvement program to monitor the quality of clinical care. As part of this program, Vendor shall monitor the absolute value and trend of various parameters on a monthly basis. Where metrics or trends in metrics show room for improvement, Vendor shall make appropriate efforts to understand the underlying reason for deviation, take reasonable steps to effectuate improvement, evaluate the effectiveness of these steps in a reasonable time, and adjust its improvement efforts as needed. On a quarterly basis, beginning with the first full calendar quarter after the contract start date, and reporting by thirty (30) days after the end of the quarter, Vendor shall report the above information. At a minimum, Vendor shall monitor the following:
a. Percentage of individuals released who released with a completed reentry linkage action plan
b. Percentage of individuals linked to a community health care provider within two (2) weeks of release
c. Percentage of individuals with a diagnosis of hypertension whose systolic blood pressure exceeds 140 mmHg or diastolic blood pressure exceeds 90 mmHg
d. Percentage of all residents who in the past 12 months have had a systolic blood pressure that exceeds 140 mmHg or diastolic blood pressure that exceeds 90 mmHg who do not have a diagnosis of hypertension and for whom there is no clinical explanation for not having a diagnosis
e. Among individuals with a diagnosis of diabetes, average hemoglobin A1C
f. Percentage of individuals taking ten (10) or more prescribed medications
g. Percentage of women receiving timely breast cancer screening
h. Percentage of individuals receiving timely cancer screening
i. Percentage of pregnant women who have routine prenatal laboratory tests results as recommended in current national guidelines (e.g., Guidelines for Perinatal Care, 8th Edition, American Academy of Pediatrics and American College of Obstetricians and Gynecologists, Table 6–2) documented within one (1) month of diagnosis of pregnancy
j. Percentage of grievances that are appealed
k. Percentage of patients on antipsychotic medications receiving timely AIMS (Abnormal Involuntary Movement Scale) assessments
l. Percentage of patients on antipsychotic medications receiving appropriate and timely metabolic assessments
m. Percentage of patients whose psychotropic medications were discontinued due to nonadherence without contact with a psychiatric provider
n. Percentage of arriving residents for whom intake screening by an RN or medical practitioner is completed more than four (4) hours after arrival
o. Number of uses of medical restraints, the percentage which might have been avoidable, and recommendations for changes in policy, practice, or training that might reduce the use of restraints
Vendor shall monitor other parameters as reasonably dictated by the other self-improvement activities described in the RFP.
9.6.6
RFP Provision Explanation: Sometimes when individuals with mental illness commit a rule violation, the behavior is the direct result of their illness. In these cases, a mental health intervention is more appropriate than discipline. It is in the best interest of the resident and the facility to identify those instances when a mental health intervention could have been used instead so that facility staff can learn. We recommend that you consider including this provision wherein you use the expertise of the vendor to help the facility improve.
RFP Provision: Facility desires to avoid the inappropriate use of discipline for rule violations by residents with mental illness for whom a mental health intervention would have been more appropriate. Vendor agrees to collaboratively review cases brought to its attention by Facility in which a resident with a history of mental illness was disciplined for a rule violation and to provide feedback based on the professional expertise of its clinical staff regarding whether a mental health intervention would have been more clinically appropriate than discipline. Vendor also agrees to advise Facility on how future interactions with such residents might be improved.
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Purpose: This section outlines the facility’s view of vendor requirements to be part of the bidding process.
[bookmark: _Ref181081556]10.1 Vendor Requirements
Purpose: This section addresses the qualifications you desire vendors to possess. To the extent that your jurisdiction’s laws or regulations require these qualifications, these provisions help ensure that you follow the law. They also protect you legally against protests from unsuccessful vendors because they articulate how you arrived at your selection of a vendor.
10.1.1
RFP Provision Explanation: Although it is tempting to articulate specific minimal vendor qualifications in the RFP, we advise against it (unless required by state or local regulations) for two reasons. First, there are no fixed or evidence-based criteria to determine whether a vendor is qualified. Second, setting minimal qualifications can limit your options. For example, assume that the RFP states that all vendors must have 7 years of correctional experience. A vendor with 6.5 years of experience might be interested in contracting with your facility, and might, indeed, be able to perform the contract as well as the vendor with 7.5 years of experience. But the vendor would be automatically excluded. Furthermore, with the implementation of MRS 1115 Waivers, local community health care providers may prove to be optimal facility vendors because they can provide care for patients while they are incarcerated as well as when they are released. However, most of them have no correctional experience.
Instead, we recommend that you list the factors that you will consider in evaluating proposals, without committing to specific qualifications. This provides the most flexibility in selecting the best vendor while also being transparent about your selection process.
An exception to this recommendation is if your state or local regulations require certain qualifications. Consult with your procurement or legal specialist to learn whether any such regulations exist.
10.1.2
RFP Provision: [Describe any specific vendor qualifications required by state or local regulations – see the explanation for Provision 10.1.1.]
10.1.3
RFP Provision: [In addition to the specific qualifications described in the preceding provision,] [Delete this phrase if there are no specific qualifications.] Facility will take the following vendor attributes into account when evaluating proposals: having a long track record of providing safe, humane, constitutionally adequate health care at the community level of care to residents at similar and other facilities; size; length of time in business; name changes, especially when associated with any restructuring; litigation history; history of adverse actions taken against the firm or its employees or agents by government entities or clients; financial stability; correctional experience; performance history and experience contracting with facilities similar to ours; key corporate and local personnel; professional histories of previous and current employees; ability to attract and retain employees; capability to fulfill the contract requirements now and for the duration of the contract; reputation; and feedback from previous and current clients.
[bookmark: _Ref181081560]10.2 Vendor History
Purpose: These provisions call for the vendor to provide information about their past performance and financial stability so that you avoid contracting with a company that is not reputable, has insufficient experience, or is financially unstable, all of which help avoid serious patient care problems and/or squandering of funds.
10.2.1
RFP Provision: How many years has your firm been providing correctional health services similar to those described in this RFP? Label this response: 10.2.1 Number of years Vendor has been providing correctional health services similar to those described in this RFP. 20-word limit.
10.2.2
RFP Provision: List all correctional or detention entities with which you have contracted to provide services in the past ten (10) years. Include average daily population, the contract manager’s contact information, and whether the contract is active or has ended. Label this response: 10.2.2 All correctional or detention entities with which Vendor has contracted to provide services in the past ten (10) years, average daily population, the contract manager’s contact information, and whether the contract is still active. No word limit.
10.2.3
RFP Provision Explanation: We do not recommend that you request vendors to submit letters of recommendation from previous or current clients. First, undoubtedly the vendor will request letters only from clients it knows are satisfied with its work. Second, regardless of satisfaction level, many clients are hesitant to commit criticism to writing. Thus, we believe vendor-promulgated letters of recommendation are of limited value, if not misleading. Instead, we recommend a more proactive approach on your part (see the Toolkit for more on reference checking).
RFP Provision: Please provide a letter on your letterhead giving Facility permission to discuss your Vendor performance with any of the entities listed in your response to Provision 10.2.2. Label this response: 10.2.3 Letter giving Facility permission to discuss Vendor’s performance with entities listed in response to Provision 10.2.2. 1-page limit.
10.2.4
RFP Provision: For your three (3) most recent contracts that started at least three (3) months before issuance of this RFP, please provide, for each of the most recent twelve (12) months (or as many months the contract has been in effect, if less than twelve [12] months): the number of hours of on-site service the contract required you to provide by for each health care discipline and the number of hours actually provided, as shown in the sample table. Limit the information to the following disciplines: [Name the disciplines you want the bidder to report on. To make this report manageable for bidders, we recommend you limit the report to three to six key disciplines for your operation.]
	Example 
	Month 
	Discipline 
	Contracted Service Hours
	Service Hours Provided

	Contract 1
	Jan 20XX
	RN 
	160
	123

	
	
	LPN 
	320
	320

	
	
	Psychiatrist 
	30
	22

	
	Feb 20XX
	RN
	160
	123

	
	
	LPN 
	320
	320

	
	
	Psychiatrist
	30
	20

	Totals
	
	
	
	

	
	
	
	
	

	Contract 2
	Dec 20XX
	RN
	160
	123 

	
	
	Physician
	  80
	  76

	
	
	Psychiatrist 
	  30
	  22

	
	Jan 20XX
	RN 
	160
	123

	
	
	Physician
	  80
	  80

	
	
	Psychiatrist 
	  30
	  22

	Totals
	
	
	
	


Label this response: 10.2.4 Number of hours of on-site service Vendor was required to provide for each health care discipline and number of hours actually provided. No word limit but must use the format shown in the sample.
10.2.5
RFP Provision: In the past ten (10) years, has your firm, or a company that you were previously called, been assessed liquidated damages or penalties or been put on corrective action, including receipt of default letters or notices of corrective action for contract noncompliance, or other performance improvement plan while contracting with any correctional or detention entity? If yes, explain circumstances, including entity name, date(s) of action, cause for action, and outcome. Label this response: 10.2.5 In the past ten (10) years, Vendor assessments of liquidated damages or penalties, or corrective action or other performance improvement plan while contracting with any correctional or detention entity; circumstances, including entity name, date(s) of action, cause for action, and outcome. No word limit.
10.2.6
RFP Provision: In the past ten (10) years, has any contract between your firm, or a company that you were previously called, and a correctional or detention entity terminated (voluntarily or involuntarily) before the natural expiration of contract? If yes, explain circumstances, including entity name. Label this response: 10.2.6 In the past ten (10) years, Vendor contracts with a correctional or detention entity that terminated before the natural expiration of contract and circumstances, including entity name. No word limit.
10.2.7
RFP Provision: List all claims or litigation initiated against your firm (bidding entity) and parent company if the parent company is also engaged in health care, a company that you were previously called, related corporate entities, or employees of your firm related to work performed under your contract with a correctional or detention entity in the past five (5) years. This would include, but is not limited to, claims made by individuals, the U.S. Department of Justice, the U.S. Department of Homeland Security, a state regulatory agency, or a disability advocacy organization. If applicable, include the identity of the court and case number, nature of the claim and the outcome (e.g., trial, settlement, amount paid, pending). Label this response: 10.2.7 All claims or litigation initiated against Vendor, parent company, related entities, or Vendor employees related to work performed under a contract with a correctional or detention entity in the past five (5) years. No word limit.
10.2.8
RFP Provision: List all state, federal, or grand jury investigations of your firm in the past ten (10) years. Label this response: 10.2.8 All state, federal, or grand jury investigations of Vendor in the past ten (10) years. No word limit.
10.2.9
RFP Provision: List all adverse actions taken by any licensing agency against anyone providing services for your firm where the action is related to those services. Label this response: 10.2.9 All adverse actions taken by any licensing agency against anyone providing services for Vendor where the action is related to those services. No word limit.
10.2.10
RFP Provision Explanation: If you are going to request a surety bond, delete this provision because it is automatically a requirement for the vendor to obtain a surety bond.
RFP Provision: Provide your most recent three (3) years of audited financial statements from an independent certified public accountant. Label this response: 10.2.10 Most recent three (3) years of audited financial statements from an independent certified public accountant. No word limit.
10.2.11
RFP Provision Explanation: This provision addresses national vendor quality reporting. At the time of this writing no such reporting system exists for correctional health care vendors. However, we recommend that you include this provision in case one is created during the life of the contract. If one is created, we encourage the facility to not only contribute an evaluation to the reporting system, but also – as mentioned in Provision 12.5.1– consult the system’s evaluations when scoring prospective vendors who respond to this RFP.
RFP Provision: Vendor acknowledges that Facility has the right, at the completion of the contract (whether or not it is renewed) to submit a post-contract evaluation to a national quality reporting system for correctional health care vendors, that describes Facility’s experience with Vendor, including, but not limited to, an evaluation of the quality of care Vendor provided and the quality of Vendor’s communication and cooperation with Facility or other partners or stakeholders with whom Vendor interacted in relationship to the contract.
10.2.12
RFP Provision: Provide a copy of your company’s most recent bond capacity letter. Label this response: 10.2.12 Vendor’s most recent bond capacity letter. Response limited to a bond capacity letter from a surety agency.
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Purpose: Section 11 establishes the minimal standards for vendor insurance, bonding, and liability. This information is important to mitigate and minimize facility risks while clarifying minimal standards for a successful vendor. We suggest exploring the “corrections” insurance marketplace prior to establishing requirements.
[bookmark: _Ref181081685]11.1 Insurance, Bonding, and Liability
Purpose: These provisions aim to protect the facility from financial loss if a claim were made against the vendor for which the vendor had no, or insufficient, insurance coverage and the claimant then pursued the claim against the facility.
11.1.1
RFP Provision: Throughout the term of this Agreement and for all applicable statutes-of-limitation periods, Vendor shall maintain, in full force and effect, the insurance coverage set forth in this section.
11.1.2
RFP Provision: All insurance policies shall be issued by companies that (a) are authorized to transact business in the State of [     ], (b) have agents upon whom service of process may be made in [your jurisdiction] and (c) have a Best’s rating of A–VI or better.
11.1.3
RFP Provision: All insurance policies shall name and endorse the following as additional insureds: [Facility; name of your governmental agency; Sheriff/Mayor/Governor]; the Board of Commissioners of [for a jail, your city or county]; and their officers, agents, employees, and commission members with an Additional Insured – Designated Person or Organization endorsement, or similar endorsement, to the liability policies. An additional insured is defended and indemnified for claims to the extent caused by the acts, actions, omissions, or negligence of Vendor, its employees, agents, subcontractors, and representatives, but is not defended or indemnified for the additional insured’s own acts, actions, omissions, or negligence.
11.1.4
RFP Provision: All insurance policies shall be endorsed to provide that (a) Vendor’s insurance is primary to any other insurance available to the additional insureds with respect to claims covered under the policy and (b) Vendor’s insurance applies separately to each insured against whom claims are made or suit is brought and that the inclusion of more than one insured shall not operate to increase the insurer’s limit of liability. Self-insurance shall not be acceptable.
11.1.5
RFP Provision: Vendor shall provide Facility with a copy of the certificate of insurance or endorsements evidencing the types of insurance and coverages required by this provision prior to beginning the performance of work under this contract and, at any time thereafter, upon request by Facility. Vendor’s insurance policies shall not be canceled, nonrenewed, restricted, reduced in coverages or limits, or otherwise materially altered without providing Facility at least thirty (30) days prior written notice. Notice shall be sent to [title and address]. If Vendor fails to submit the required insurance certificate in the manner prescribed, Vendor shall be in default and the contract shall be rescinded. Under such circumstances, Vendor may be prohibited from submitting future solicitations to Facility.
11.1.6
RFP Provision: Vendor shall carry the following minimum types of insurance when services are being provided and installation/labor is being provided, and in any instance where your firm will be on Facility premises (Commercial General Liability is to be carried by all contractors): 
a. Vendor shall carry Worker’s Compensation insurance with the statutory limits that shall include Employers’ Liability insurance with a limit of not less than one million dollars ($1,000,000) for each accident, one million dollars ($1,000,000) for each disease, and one million dollars ($1,000,000) for aggregate disease. Policies must be endorsed with waiver of subrogation against Facility and [jurisdiction name].
b. Vendor shall carry Comprehensive General Liability insurance with limits of not less than five million dollars ($5,000,000) per occurrence and an annual aggregate of not less than ten million dollars ($10,000,000) combined single limit for bodily injury and property damage. The insurance policy must include coverage that is not more restrictive than the latest edition of the Comprehensive General Liability Policy, without restrictive endorsements, as filed by the Insurance Services Offices, and the policy must include coverages for medical malpractice, premises and/or operations, independent contractors, products and/or completed operations for contracts, contractual liability, broad form contractual coverage, broad form property damage, products, completed operations, cyber coverage (to cover malicious malware, ransomware, and unauthorized data compromises), and personal injury arising under various causes of action, including, but not limited to, tort, or allegations against Vendor acting as a state or government actor and committing violations of the constitutional rights of incarcerated individuals. Personal injury coverage shall include coverage that has the employee and contractual exclusions removed.
c. Vendor shall carry Professional Liability coverage for it, each of its employed physicians, and its employees that has a per occurrence limit of not less than five million dollars ($5,000,000) per claim and an annual aggregate limit of not less than ten million dollars ($10,000,000). Vendor shall require its subcontractors and independent contractors to carry these same levels of professional liability insurance, or the levels required by state statute, whichever is higher. Vendor shall require its insurance carrier to notify Facility’s risk manager if the reserves against the aggregate reach five million dollars ($5,000,000). Upon such notification, Facility has the right to require Vendor to obtain additional coverage acceptable to Facility at Vendor’s expense.
d. Vendor shall carry Business Automobile Liability insurance with minimum limits of one million dollars ($1,000,000) per occurrence, combined single limit bodily injury liability and property damage. The policy must be no more restrictive than the latest edition of the Business Automobile Liability policy without restrictive endorsements, as filed by the Insurance Services Office, and must include owned vehicles and hired and nonowned vehicles.
e. If Vendor’s insurance policy is a claims-made policy, Vendor shall maintain such insurance coverage for a period of five (5) years after the expiration or termination of the Agreement or any extensions or renewals of the Agreement. Applicable coverage(s) may be met by keeping the policies in force, or by obtaining an extension of coverage commonly known as a reporting endorsement or tail coverage. If any of Vendor’s insurance policies includes a general aggregate limit and provide that claims investigation or legal defense costs are included in the general aggregate limit, the general aggregate limit that is required shall be not less than fifteen million dollars ($15,000,000).
11.1.7
RFP Provision: Vendor shall secure a performance and payment bond for the duration of the Agreement and any options to renew. The surety issuing the bond must be registered to do business in the State of [     ]. The surety must be rated no less than “A” as to management and no less than Class “VI” as to financial strength. Vendor shall provide copies and evidence of said bond and its continued issuance within ten (10) days of contract signing and any other request. Vendor agrees that the performance bond is not intended to, nor shall be deemed to, transfer liability of Vendor to Facility in the event of a material breach of any service agreement between Facility and Vendor.
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Purpose: These provisions describe the process that the vendor and you will follow for selecting the successful vendor, ensuring that the selection process occurs smoothly and on time to make a seamless and safe transition from the current vendor to the new one and avoid time-consuming protests or expensive litigation.
[bookmark: _Ref181081742]12.1 RFP Process Overview
Purpose: This provision provides a universal statement of the RFP review process, how vendors can choose to participate, and what information is considered in the vendor selection process.
12.1.1
RFP Provision: In order to engage in a contract with a vendor to provide the best services at the most advantageous cost to Facility, Facility will use the following process. We will offer a tour of the physical plant to prospective vendors and an opportunity to pose questions in writing. Based on the written response to this solicitation and the strength of those responses using criteria described herein, Facility may select one or more vendors to make formal presentations to the selection committee. These presentations are not mandatory, but the selection committee will consider information provided during the presentation in its final selection decision. The selection committee may use experts and others to inform, advise, and assist the committee at any stage of the RFP process. Using the criteria below, the committee expects to select a single vendor with which to enter into final negotiations and with which to contract. However, Facility reserves the right to make no selection.
[bookmark: _Ref181081747]12.2 RFP Timeline
Purpose: This provision provides a written timeline and expectations for the facility and vendor to follow regarding the RFP process.
12.2.1
RFP Provision Explanation: The Toolkit provides information and guidance to help you set reasonable time limits for each step of the RFP process. In this provision, you inform vendors of those time frames. The Toolkit also provides guidance regarding whether vendor participation in the tour should be voluntary or mandatory and the number of vendor representatives to allow on the tour.
The deadline for protests to selection by nonselected bidders depends on the anticipated date to notify bidders of selected vendor because nonselected bidders need time to digest this notification and decide whether they will protest. Nonetheless, you must provide bidders with information about the timeline. There are at least three ways to approach this.
a. Provide a firm date now for the deadline. This approach requires you to stay on schedule and does not allow you any flexibility if the process up to this point becomes delayed.
b. Provide a deadline that is relative to the previous date (e.g., “Midnight of the Xth day after the date bidders were notified of selected vendor).”
c. Inform bidders of the deadline when you notify them of the selected vendor.
It is likely that the rules regarding protests are addressed in local or state law or regulations, so we recommend that you consult with your procurement or legal expert to choose the best approach to providing this deadline.
Deadlines should include the time and time zone. Make sure the dates below match those in the Key Events Timeline at the beginning of the RFP.
RFP Provision: Facility will adhere to the following schedule. Where action is required of a vendor by a certain date, failure to complete that action may result in elimination of the vendor from further consideration. Dates marked as “anticipated” are an estimated date and subject to change at the sole discretion of Facility. The deadline for all events described as ”deadlines" is 11:59 PM [time zone] on the date shown.
a. XX/XX/XX RFP release date
b. XX/XX/XX XX:XX XXT Deadline to notify Facility of interest to participate in a Bidders’ Conference and/or tour of Facility and submit information about visitors. Participation in the conference and tour are voluntary. Requests should be submitted in writing to [recipient, location, and submission mechanism, if applicable]. [Each vendor is limited to [     ] representatives participating in the conference and tour. /OR/ Vendors are not limited in the number of representatives participating in the conference and tour.] [See the Toolkit for a discussion of visitor numbers.] When submitting your notice of interest to participate, for each proposed visitor, include their name, date of birth, social security number. [Add any other information required or how to access any special forms.] Be advised that Facility may bar a visitor based on the results of a background check and/or late submission.
c. XX/XX/XX Anticipated date Facility will make all notifications of approval (or denial) of proposed visitors. Notification will include more specific information about where to report, screening procedures, and allowable personal items. 
d. XX/XX/XX 0X:00 to XX:00 Bidders’ Conference; XX:00 to XX:00 Facility Tour. We will provide details about location and how to access Facility after receipt of your list of proposed participants.
e. XX/XX/XX Beginning date for submitting written questions. Submit questions to [     ].
f. XX/XX/XX XX:XX XXT Deadline for submitting written questions
g. XX/XX/XX Anticipated date Facility will complete responses to questions. Responses will be posted at [website where questions and answers can be viewed.]. Facility reserves the right to group questions and provide a single response.
h. XX/XX/XX XX:XX XXT Deadline for submitting proposals
i. XX/XX/XX Anticipated date Facility will notify vendor(s) that have been selected to make presentations (subject to change) and to notify vendor(s) of the date and time of their presentation
j. XX/XX/XX Anticipated date of vendor presentations (subject to change). Once selected vendors have been notified of their presentation date, this date cannot be changed. If a vendor is unable to present at the designated time and date, Facility may, at its sole discretion, reschedule the presentation. If Facility does not reschedule, vendor forfeits that opportunity. However, Facility will still consider vendor’s written proposal.
k. XX/XX/XX Anticipated date to notify vendors of selection committee’s selected vendor 
l. XX/XX/XX XX:XX XXT Deadline for protests by nonselected vendor(s)
m. XX/XX/XX Anticipated data of Intent to Award Letter; based on contract agreements
n. XX/XX/XX Anticipated date to finalize the contract with the successful vendor
o. XX/XX/XX Anticipated date vendor will begin providing services
[bookmark: _Ref181081754]12.3 How to Respond to the RFP
Purpose: This provision creates a standardized format and expectations for how the response to the RFP should appear.
12.3.1
RFP Provision: Bidders’ proposals should contain the following sections, labeled as such and arranged in the following order:
Section 1: Cover letter
The cover letter should include the proposed cost to provide the services described in the RFP.
Section 2: Responses to Questions and Requests for Information
A number of RFP provisions request specific responses from you. Follow these instructions when responding:
a. Place all such responses within this section of the proposal.
b. In this section, label each response (at the top of the response) with the bolded text that appears in the instruction to submit the response.
c. Place the responses in the same order as the requests for responses appear in the RFP.
d. Begin each response on a new 8.5-by-11-inch page.
e. Set page borders no narrower than 0.5 inches.
f. Set font as Times New Roman, no smaller than 12-point.
g. Do not exceed the word or page limit for each response, if one is indicated.
h. Do not include graphics such as pictures, drawings, diagrams, logos, and artwork in the responses unless requested to do so. Bullet lists and tables are allowed, but their word count or length are subject to any stated limits.
i. All information required for a complete response to the request must be contained within the written response as described above. The response should not reference nor rely upon material/information (a) in another part of your submission, (b) provided orally, (c) provided in another specific response, or (d) conveyed during a presentation to the selection committee.
j. Any information that appears in other parts of the submission will not be considered in evaluating responses to questions and requests for information.
k. Vendor understands and agrees to the following:
i. For each question or request in the RFP, the information contained in the response is the entire response for that question or request.
ii. If Vendor places any full or partial response to the above-described requests in any part of its submission other than the part labeled as the response to the specified question or request, the misplaced content will not be considered in evaluating or scoring the submission.
iii. If Vendor exceeds the word or page limits, any part of the response exceeding these limits will not be considered in evaluating or scoring the submission.
Section 3. Agreement Exceptions
List any RFP provisions that you cannot agree to along with a brief explanation. Be advised that stating any Agreement Exception does not constitute an agreement to accept your exception.
Section 4. Company and Program Description
Provide any additional information about your company and your work plan that you believe will be helpful in evaluating your proposal.
Section 5. Additional Requested Information
[List and/or describe any other forms, documents, or information required by local or state rules or laws. Also consult with your legal counsel or procurement specialist to find out whether there are other requirements for the format or content of RFP submissions particular to your jurisdiction. For example, some jurisdictions require that vendors register as a vendor. If you are in such a jurisdiction, you should require bidders to provide, here, proof of registration.]
12.3.2
RFP Provision Explanation: Inform vendors of how you require them to provide their proposals. We do not offer draft wording because this process varies by jurisdiction. For example, the laws/regulations in your jurisdiction may dictate the medium of submissions (paper bound, paper in a three-ring notebook, digital submitted on a portable USB, digital uploaded to the cloud) or may require a specific number of copies of paper submissions. Consult with your legal counsel or procurement specialist to find out whether your jurisdiction has any such requirements. If there are no laws or regulations, consider the following. The medium (paper vs. digital) has different advantages and disadvantages for different stakeholders. Digital proposals are easier and less expensive for bidders to prepare and are easier for you to receive and store. However, large digital proposals can be difficult for your experts and selection committee members to read and comprehend. Large digital proposals can be hundreds – even thousands – of pages long. They are typically produced in PDF format. Reviewers do more than read these in a linear fashion, from front to back. Rather, to fully absorb the proposal and understand how different pieces intersect with other pieces, readers must jump from one section to another and back to where they started. Sometimes they need to look at two pages side by side to compare them. This is much easier to do when the proposal is on paper (unbound) than in a PDF. When working with such large proposals, it is desirable to have both paper and digital versions, enabling the reader to search digitally for a word or phrase. In summary, because you may not know ahead of time how long proposals will be, requiring bidders to submit both an unbound (e.g., three-ring notebook) paper version and a digital version is most useful for all situations. If you are fairly confident, from previous experience, that proposals will be short (less than 100 to 200 pages), digital-only submissions may be acceptable. Unless you only require bidders to upload their proposals to the cloud, have the bidders submit enough copies of paper and/or digital proposals for each of your expert reviewers and selection committee members.
Finally, include in the RFP Provision clear instructions about how bidders are required to deliver their proposals. Provide a web address if the proposal is to be uploaded to the cloud. Provide a mailing address for paper or device-loaded digital proposals. State that proposals delivered in a manner other than instructed (e.g., by hand if mail was required, to the wrong email address) will not be accepted.
[bookmark: _Ref181081759]12.4 Question Submission and Response
Purpose: This provision provides a framework for how to manage vendor inquiries after the RFP’s release. Adopting a standardized process for responding to inquiries can save time and increase uniform knowledge across bidders.
12.4.1
RFP Provision Explanation: Once you publish the RFP, prospective bidders will contact you with questions. We recommend that you avoid responding directly to such questions. Instead, create a page on your facility’s website and post all questions and answers there. This ensures that all bidders have the same information, and none can claim that another had an unfair advantage because it had information that was not available to all.
See the Toolkit for a discussion of how to respond to questions. In that section, we also describe an alternative approach to the one provided here: Instead of waiting for all questions to be submitted before providing responses, you could respond on a “rolling” basis. If you adopt that approach, adjust the RFP timeline and following provision accordingly.
RFP Provision: All questions should be submitted in writing to [email address or web page] by [date provided in “Timeline”]. Questions will be answered by the date noted in Provision 12.2.1.
[bookmark: _Ref181081763]12.5 Scoring Factors/Model
Purpose: Local preference should be used in this section. Use the stated vendor selection guidelines to promote transparency, uniformity, and fairness when reviewing each vendor submission.
12.5.1
RFP Provision Explanation: We provide three options for scoring the responses to the RFP. First check with your jurisdiction’s counsel to determine whether your jurisdiction requires you to use a certain scoring method. If it does and the method does not match one of the options below, delete all options and replace them with a description of the required scoring method.
Assuming you are not required to use a certain scoring method, we offer three options, listed here in the order in which we recommend them. Option A – the consensus method – is most likely to provide a robust decision because it allows the selection committee to use common sense and to understand and resolve differences of opinion. Option C is the most common selection method, but most likely to result in a selection that may not be in the best interest of the facility, for two reasons. First, the method does not allow for deliberation, clarification, and understanding among the selection committee members. Second, and more importantly, it assumes that the influence of any one of the scoring factors is limited to the percentage contribution of that factor to the score. That assumption is flawed and dangerous. For example, let’s say that cost is assigned a scoring weight of 30% (i.e., the cost factor contributes anywhere from 0% to 30% towards the total score). And let’s say that the vendor’s proposed cost was astronomically high, but the rest of its proposal was excellent and therefore received the maximum score. The score would be 0% + 70% = 70%. This might be a very competitive score and could be the winning proposal, despite the fact that the facility could simply not afford the price tag. Barring other verbiage or stated limitations in the RFP, the facility would be forced to award the contract to this expensive vendor.
Option A: Consensus
RFP Provision: Facility will select the vendor proposal that best meets its needs by a consensus process. A selection committee, chosen by [person or entity], will review all proposals that meet the minimal requirements of the RFP. The committee will consider the following factors when reviewing proposals:
a. Vendor qualifications, history, and present resources, as described in Section 10, including, but not limited to, having a long track record of providing safe, humane, constitutionally adequate health care at the community level of care to residents at similar and other facilities
b. Vendor’s quality score as published in a national quality reporting system for correctional health care, if one exists at the time
c. Cost of the proposal
d. Quality of the proposal and the degree to which it is likely to produce the results required by Facility
e. Likely qualifications of key vendor personnel directly involved with the contract management
f. Vendor’s performance on other contracts
g. Quality of vendor’s presentation
h. Agreement Exceptions stated by vendor
The committee will confidentially discuss each vendor proposal and arrive at a consensus regarding the ranking of each vendor among those reviewed. The committee may ask individuals who are not part of the committee to advise and assist the committee in evaluating proposals, including attending any of the activities described herein, such as Facility Tour, vendor presentations, and committee deliberations.
Facility reserves the right to reject all proposals if none meet its needs.
Option B: Global Scoring
RFP Provision: A selection committee, chosen by [person or entity], will review all vendor proposals that meet the minimal requirements of the RFP. The committee will consider the following factors when reviewing proposals:
a. Vendor qualifications, history, and present resources as described in Section 10, including, but not limited to, having a long track record of providing safe, humane, constitutionally adequate health care at the community level of care to residents at similar and other facilities
b. Vendor’s quality score as published in a national quality reporting system for correctional health care, if one exists at the time
c. Cost of the proposal
d. Quality of the proposal and the degree to which it is likely to produce the results required by Facility
e. Likely qualifications of key vendor personnel directly involved with the contract management
f. Vendor’s performance on other contracts
g. Quality of vendor’s presentation
h. Agreement Exceptions stated by vendor
The committee will confidentially discuss each vendor proposal, and then each member will assign a global score between 0 and 100, with 100 being the optimal score. The scores will be averaged to determine the committee’s choice.
Facility reserves the right to reject all proposals if none meet its needs.
Option C: Fixed-Point Method
RFP Provision Explanation: You may modify the suggested maximum subscores in the table, as long as the total is 100%.
RFP Provision: A selection committee, chosen by [person or entity], will review all vendor proposals that meet the minimal requirements of the RFP. The committee will consider and rate the following factors when reviewing proposals:
	Factor
	Maximum Subscore (%)

	Vendor qualifications, as described in Section 10
	20

	Vendor’s quality score as published in a national quality reporting system [If no reporting system exists, delete this row and redistribute the points among the other rows.]
	20

	Cost of the proposal
	20

	Quality of the proposal and the degree to which it is likely to produce the results required by Facility
	20

	Likely qualifications of key vendor personnel directly involved with the contract management
	10

	Agreement Exceptions stated by vendor
	5

	Quality of vendor’s presentation
	5


The committee will confidentially discuss each vendor proposal and then, for each proposal, each committee member will score the following factors, assigning a subscore between zero and the maximum score indicated. The total score of each member will be averaged with the scores of the other members to arrive at a summary score for the proposal. The committee will compare the proposal scores to determine choice of vendor.
Facility reserves the right to reject all proposals if none meet its needs.
12.5.2
[Add this provision if the selection committee is not the final decision-maker.]
RFP Provision: The above-described selection process results in a recommendation to [person who /OR/ entity that] is vested with the authority to make the final selection of successful vendor.
[bookmark: _Ref181081768]12.6 Vendor Protest
Purpose: Local written policy and procedures for vendor protests should be included to promote clarity and uniformity in the selection process.
12.6.1
RFP Provision Explanation: In most jurisdictions, vendors who are not selected as the contractor can protest the decision through a formal appeal process. They may also have legal rights beyond the appeal process. Consult with your legal counsel or procurement specialist to find out what the appeal process is and describe it below.
RFP Provision: [Describe the appeal process.]
[bookmark: _Toc181082076]Appendix Z – Key Performance Indicators
RFP Provision Explanation: This appendix defines KPIs and the dollar amount of liquidated damages for failure to perform the KPIs at the minimal level required. We have provided dollar amounts for each liquidated damage, but these are mere suggestions for your consideration. You should modify them based on your past experience with contracted care as well as the relative importance of each KPI to your facility. The amounts should also be modified based on the overall cost of the contract, using lower amounts for smaller contracts and vice versa. See the Toolkit for additional discussion.
The decision to include the KPIs listed below depends on the underlying contract. Delete KPIs that measure care for which you do not intend to contract. For example, in the Care Continuity group of KPIs, a KPI measures the vendor’s compliance with the requirement to have a nurse evaluate all patients returning from the hospital prior to their return to the facility living unit. If you are not contracting with a vendor to have a nurse or other clinician present or available by phone 24/7, delete this KPI.
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%). Vendors may push to reduce the performance threshold for two specific KPIs related to practitioner and nursing care: KPI CD–5 “Patients with a diagnosis of hypertension who have been in Facility for more than three (3) months have blood pressures at or below target.” and KPI CD–6 “Patients with a diagnosis of diabetes who have been in Facility for more than three (3) months have HbA1c values at or below 7.5%.” These performance thresholds are set at 80%. The vendor’s likely argument is that many factors contribute to whether a patient’s blood pressure or diabetes is well-controlled, some of which (e.g., the patient’s willingness to eat properly or exercise) are outside the vendor’s control. Therefore, the vendor should not be penalized for poor disease control. The first part of that argument is correct: Some aspects of the patient’s condition are outside their control. However, it is precisely for that reason that the performance threshold is set as low as it is, allowing for the fact that a significant portion of the patient’s disease condition is outside the vendor’s control.
The following information pertains to Facility’s auditing of the KPIs in this appendix and the calculation of liquidated damages.
1. Liquidated Damages:
a. Are calculated and assessed/awarded no more often than once a quarter
b. Are calculated on full percentage points after rounding
c. Are calculated as the stated damages amount multiplied by the number of percentage points variance from the threshold value, unless otherwise indicated
d. Are calculated using the event as the unit of analysis, unless otherwise specified
e. Are based only on events occurring during the quarter under review (i.e., the audit may not look at events from previous quarters)
2. An individual patient record may be used in the audit of more than one KPI.
3. Multiple events in an individual patient record may be used in the audit of a single KPI. For example, if a patient were sent to the ER on two occasions, the visits may be counted individually in the audit.
4. The size of the sample upon which KPIs are measured and liquidated damages are calculated depends on specific KPI. 
a. For some KPIs, no sample of cases will be drawn because liquidated damages are levied for all events that fail the KPI. These KPIs are obvious from context. For example, a KPI in the “Practitioner and Nursing Care and Documentation” section requires that “All deaths are unavoidable.” Measuring this KPI does not call for the drawing of a sample of deaths. Rather, liquidated damages will be levied for any death that was avoidable.
b. Some KPIs relate to events that are easily measured without the need for professional judgment. For example, a KPI in the “Practitioner and Nursing Care and Documentation” section requires that “Patients with a diagnosis of diabetes who have been in Facility for more than 3 months have HbA1c values at or below 7.5 %.” If an EHR is in use, the measuring of this KPI may be automated. For these KPIs, therefore, the sample size is all patients with a diagnosis of diabetes who have been in Facility for more than 3 months. If no EHR is in use (i.e., this KPI must be measured manually), Facility will use the method in item (c).
c. For all other KPIs with a performance threshold of 90% or 100%, Facility will use a minimum sample size of 20. For those with a performance threshold of 95%, Facility will begin with a sample of 20. If 2 or more cases fail the KPI, Facility will increase the sample size to 40. All samples will be random samples drawn from a relevant subset of individuals. For example, the sample for audits involving the quality of medication administration will be drawn only from individuals who were prescribed medications.
5. For certain KPIs that measure the timeliness of performance of a task, the due date of performance may be beyond the audit date. In those cases, the KPI will be evaluated using a method analogous to “vaccination protection.” For example, most adults are supposed to receive a tetanus vaccination every 10 years. Assume a patient received their last vaccination in 2020. If the patient’s record were audited in 2025, we would conclude that their health care provider was compliant with vaccination because in 2025 the patient is still “protected” against tetanus. Likewise, if a vendor’s psychiatrist saw a patient on January 15 and documented that the patient should return in 90 days, an audit of a KPI for February requiring “health care that is planned is completed within the time frame designated at the time of planning” would conclude that the vendor is compliant because the patient was within the 90-day window and therefore still “protected.”
KPIs fall into 10 categories:
	Code
	Key Performance Area
	Page

	I
	Intake
	143

	M
	Medications
	144

	AC
	Access to care
	145

	CD
	Practitioner and nursing care and documentation
	146

	CC
	Care continuity
	147

	R
	Refusals
	148

	SU
	Substance use disorder treatment
	148

	A
	Administration
	149

	P
	Personnel
	150

	HR
	Health records
	151
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[bookmark: _Ref181013037]Intake
	Performance Indicator
	Threshold Value
	Liquidated Damages

	I–1
	Intake health and behavioral health screenings described in Provision 8.2.2 are completed within four (4) hours of arrival at Facility.  
	95%
	$1,000

	I–2
	Findings on intake screening are handled as follows:
a. Any patient with an active nonchronic disease, stable or unstable: the nurse contacts a medical practitioner and follows up as ordered
b. Any patient with an unstable chronic disease: the nurse contacts a medical practitioner, and a practitioner sees the patient within two (2) days
c. Any patient with a stable chronic disease: a medical practitioner sees the patient within five (5) days
	95%
	$1,000

	I–3
	Health assessments are completed within the time frame specified in the contract. 
	90%
	Base penalty = $750. 
Supplemental penalty: If any sampled values exceed 21 days after admission = $200 for each patient day beyond with a limit of 20 patients in sample 

	I–4
	Health assessments are completed in the manner specified in the contract.
	95%
	$1,500

	I–5
	A master’s-level or higher licensed mental health professional evaluates any patient referred during the intake process within twelve (12) hours of arrival.
	95%
	$2,000

	I–6
	Health records are requested immediately upon arrival when clinically appropriate. Where there is a reasonable suspicion that the patient may have a health condition and/or be taking medications, but no records have been received, a practitioner is contacted in a clinically appropriate time frame, but no later than twenty-four (24) hours, to determine appropriate care.
	95%
	$1,500




[bookmark: _Ref181013048]Medications
	Performance Indicator
	Threshold Value
	Liquidated Damages

	M–1
	Upon arrival at Facility, patients receive the next scheduled dose of any medication they should be taking unless otherwise ordered by a practitioner, in accordance with Provision 8.2.6. 
	90%
	$750

	M–2
	New medications are administered within the time frame ordered by the physician or, if none were specified, within a clinically appropriate time frame not to exceed twenty-four (24) hours.
	95%
	$1,000

	M–3
	Ongoing medications are administered without gap across refill and renewal junctures. Note: Where a patient with the capacity to participate in the refill or renewal process fails to follow the relevant instructions, a resultant gap will not be counted as a failure.
	95%
	$1,500

	M–4
	Administrators of medications conduct and document medication administration in accordance with Section 8.19. Notes: (a) The unit of analysis is a patient dosing time. Thus, if there were multiple errors in administration of medications to a single patient at the morning pill line on a single day, this would count as a single failure. (b) Any missed doses due to gaps across refill and renewal junctures should be ignored here (these errors are counted KPI M–3). (c) This indicator should be measured across multiple patients (15–20). Thus, for a single month, there will usually be 30–120 data points per patient, depending on the number of times a day the patient receives medications. Therefore, the denominator for this indicator is likely to be in the hundreds or thousands.
	95%
	$2,000




[bookmark: _Ref181013056]Access to Care
	Performance Indicator
	Threshold Value
	Liquidated Damages

	AC–1
	Following submission of a request for care expressing a clinical symptom or problem (e.g., excludes requests for an administrative service such as a copy of records, the date of a future service, refill of a medication), the patient is seen at a visit within twenty-four (24) hours.
	95%
	$1,000

	AC–2
	Following an oral request for urgent care from a resident, whether communicated directly to a Vendor employee or via a Facility staff member, Vendor staff manage the request in accordance with Provision 8.4.4.
	100%
	$2,500

	AC–3
	Patients with dental nonemergencies/urgencies are managed in accordance with Provision 8.6.4.
	90%
	$500

	AC–4
	Patients discharged from suicide watch are evaluated by a master’s-level or higher licensed clinician between the 2nd and 4th day after discharge and between the 12th and 16th day after discharge.
	100%
	$500

	AC–5
	Individuals identified as in need of supports and accommodations in compliance with the Americans with Disabilities Act, receive them within forty-eight (48) hours of booking into Facility. 
	90% 
	$1,000


 

[bookmark: _Ref181013068]Practitioner and Nursing Care and Documentation for Medical, Mental Health, and Dental Care
	Performance Indicator
	Threshold Value
	Liquidated Damages

	CD–1
	All care and documentation of care is consistent with the requirements of Provision 8.1.3.
	95%
	$2,000

	CD–2
	Unscheduled hospital/ER/urgent care center usage is unpreventable (i.e., more likely than not that the unscheduled event did not result from deficient ambulatory care before the event). Note: Performance is assessed based on the information that was, or should have been, available to Vendor at the time the decision to evacuate the patient was made and not information that came to light later. For example, evacuation of a patient with chest pain to the ER because a reasonable medical practitioner would have suspected a possible heart attack, but where it later turned out that the patient had nonsignificant chest wall pain, would be found compliant. Performance on this KPI is also based on the practitioner resources for which Facility contracted with Vendor. For example, if Facility contracts to have a physician on-site until 5 PM without the requirement that the physician will return to Facility in the event of a single patient emergency, evacuation of a patient who sustained a simple laceration requiring suturing would be compliant if it came to staff’s attention after 5 PM.
	100%
	$3,000 per event + actual custody staff and transportation costs + applicable health care costs if some risk is assumed by Facility in the contract.
For any penalty greater than $15,000, at Vendor’s request, the case may be referred to a three-physician panel composed of the original reviewer, a noninvolved physician of Vendor’s choosing, and a physician of the jurisdiction’s choosing, the final decision to be made by majority vote.

	CD–3
	Unscheduled hospital/ER/urgent care center usage is unavoidable (i.e., the event could not have been managed in a less expensive manner).
	95%
	Actual custody staff and transportation costs + applicable health care costs if some risk is assumed by Facility in the contract

	CD–4
	All deaths are unavoidable.
	100%
	$10,000 per avoidable death

	CD–5
	[bookmark: _Hlk159150064]Patients with a diagnosis of hypertension who have been in Facility for more than three (3) months have blood pressures at or below target.
	80%
	$500

	CD–6
	[bookmark: _Hlk159150090]Patients with a diagnosis of diabetes who have been in Facility for more than three (3) months have HbA1c values at or below 7.5%.
	80%
	$500




[bookmark: _Ref181013077]Care Continuity
	Performance Indicator
	Threshold Value
	Liquidated Damages

	CC–1
	All health care that is planned or ordered is completed within the time frame designated at the time of planning or ordering. “All health care” includes, but is not limited to, on-site and off-site diagnostic tests, interventions, referrals, and care prescribed in a medical, mental health, or dental treatment plan.
	95%
	$1,500

	CC–2
	Nursing and practitioner plans or orders for requests for tests, interventions, referrals, or outside records, are ordered only by appropriately licensed staff and reviewed timely and in accordance with policy.
	95%
	$1,500

	CC–3
	Upon return from an off-site clinical visit, all patients are evaluated (including receipt and review of a patient-specific clinical report with findings and recommendations if any recommendations were generated) by an RN or practitioner prior to the patient returning to the living unit. Note: When measuring this KPI, auditors should ignore returns in which there were recommendations for immediate action; these should be captured in the next indicator.
	95%
	$2,000

	CC–4
	Upon return from an ER or urgent care center visit, procedure, hospitalization, or any other consultation resulting in immediate recommendations, if an RN conducts the evaluation, the RN discusses the case with a practitioner.
	95%
	$1,500

	CC–5
	Recommendations received from an ER or urgent care center visit, procedure, hospitalization, or any other consultation are followed by Vendor unless the reason for not following them is obvious or an appropriate rationale is documented.
	95%
	$1,000

	CC–6
	Patients admitted to a hospital are returned to Facility as soon as it is clinically safe to do so, in accordance with Provision 5.4.2. If the patient could have safely been released from the hospital back to Facility sooner than the actual release date, there is documentation of Vendor’s good faith efforts to secure an earlier release.
	100%
	Actual cost of unnecessary hospitalization (custody staff + hospital charges)

	CC–7
	Patients are released to the community with: 
a. Medications in hand and prescriptions in accordance with Provision 8.24.1
b. Arrangements for follow-up care in accordance with Section 8.24
	90%
	$500


[bookmark: _Ref181013085]
Refusals
	Performance Indicator
	Threshold Value
	Liquidated Damages

	R–1
	All refusals for medications, clinical encounters, and interventions are received in person by health care staff and in accordance with the requirements in Provision 8.3.4.
	95%
	$1,500


[bookmark: _Ref181013092]Substance Use Disorder Treatment
	Performance Indicator
	Threshold Value
	Liquidated Damages

	[bookmark: _Hlk501099539]SU–1
	All cases of intoxication, withdrawal, or risk of withdrawal are managed in accordance with the requirements in Section 8.14.
	100%
	$2,000

	SU–2
	Upon release of patients with SUD, Vendor offers linkage to community follow-up care for their SUD and, if patients are receiving medications for SUD during their incarceration, offers the same medication, in hand, in sufficient dose to last two (2) days longer than the arranged follow-up appointment for this condition in the community. If the patient declines follow-up or, despite reasonable efforts, a follow-up appointment cannot be arranged, Vendor offers enough medication for the patient to safely taper from the medication.
	100%
	SU–2




[bookmark: _Ref181013099]Administration
	Performance Indicator
	Threshold Value
	Liquidated Damages

	A–1
	All grievances are addressed appropriately, timely, and respectfully and in accordance with policy, and include face-to-face encounters when appropriate. Emergency grievances are, at a minimum, assessed as soon as they are received. If the assessment reveals that there is no clinical emergency, the grievance may be resolved as would a nonemergency grievance.
	90%
	$500

	A–2
	All reports are submitted as required by the contract.
	100%
	$100 per report, per business day overdue (Monday–Friday, excluding federal holidays)

	A–3
	All patient care errors, system problems, and possible system problems of which Vendor is aware, as described in Section 9.6, are managed in accordance with Provision 9.6.1.
	100%
	$2,000 per event

	A–4
	Decisions regarding how to address near misses and adverse events captured in the quality improvement system are appropriate (i.e., are reviewed periodically by the appropriate multidisciplinary team, are appropriately triaged to those requiring and not requiring follow-up, and those requiring follow-up are appropriately prioritized and reprioritized as needed).
	95%
	$2,000

	A–5
	All records requested for public disclosure, regulatory requirements, or litigation are produced within fourteen (14) days from the date the written request is made to Vendor.
	100%
	Actual cost to Facility resulting from tardiness

	A–6
	Assigned reviews (including root cause analyses) of near misses and adverse events are conducted timely and are appropriately thorough; recommendations are reviewed by the appropriate multidisciplinary team and appropriate recommendations are implemented and tracked for success.
	100%
	$2,000

	A–7
	[Delete this placeholder if you do not require Vendor to achieve or maintain accreditation.]
See Provision 1.3.4 for liquidated damages related to achieving and/or maintaining accreditation.
	See Provision 1.3.4
	See Provision 1.3.4




[bookmark: _Ref181013107]Personnel
	Performance Indicator
	Threshold Value
	Liquidated Damages

	P–1
	In Provision 3.2.1, you will select either a structure-based or performance-based staffing model. In the former model, you will define all the positions the vendor needs to provide. In the latter, you may define a few key positions the vendor needs to provide. These are candidate positions to address in this KPI. List each category of position you defined and for each category state the level at which the vendor must keep the position filled (“Threshold Value”) and the liquidated damages if the fill rate falls below that value. For example, if you list “Infirmary Nurse,” you likely set the threshold value at 100% (i.e., there must always be a nurse in the infirmary) and set the liquidated damages at twice the hourly expense rate for infirmary nurses. On the other hand, you might not even list administrative assistants because if these staff were absent for a few days, they could likely catch up when they return. For some categories of positions that are important but not critical for day-to-day operations, and for which there may be multiple staff in those positions who can cover for each other, you would list them and set the threshold value at 80% or 90%. Keep in mind that liquidated damages are the penalty for vacant positions; however, according to Provision 3.4.3, the vendor still must reimburse you for some or all unfilled staff work hours. An important caveat: The more positions listed, the higher the threshold value and liquidated damages for each, the higher the cost of the bidders’ proposals. However, unfilled positions are the greatest risk to patient safety.
For each category of positions below, Vendor must maintain staff in those positions at a minimum of the threshold value listed for the number of hours required. For example, if Vendor is required to provide 4.0 FTE medication nurses (equivalent to 160 nursing hours per week) and the threshold value is 95%, then in a given week those positions must be filled at least 152 hours. If they were filled only 149 hours, and the liquidated damages for medication nurses were twice the hourly expense rate, then Vendor would be penalized 3 (152–149) x 2 hours x the hourly wage + benefits of a medication nurse. For the purposes of this KPI, a position is considered to have a staff member in that position only if the staff member is legally qualified to perform the functions of that position, as described in Provision 3.2.3.
[Insert the list of categories of positions.]
	[Variable – see comment at left]
	Twice the hourly expense rate (including benefits) for each hour a position is unstaffed above the threshold value.


[bookmark: _Ref181013115]Health Records
	Performance Indicator
	Threshold Value
	Liquidated Damages

	HR–1
	Upon implementation of Vendor’s EHR, Vendor agrees to fully support, at no further charge to Facility, the complete, accurate, and successful transfer of all patient information in the current EHR to Vendor’s EHR. Regarding the generic titles of documents and files (e.g., intake medical screening form, cardiology consultation report), Vendor agrees to transfer these objects to meaningfully titled objects within its own EHR; no more than 5% of said objects may be titled with a name that includes the word “miscellaneous” or a similar meaning term. If any part of this data transition is not completed within one (1) week of the contract start date, Facility will either arrange on its own to effectuate the transfer and deduct all reasonable costs from the next monthly payment(s) to Vendor or, if Vendor must complete the work, will impose liquidated damages.
	100%
	$5,000 per day that transfer of all patient information has not been completed in accordance with the Performance Indicator
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