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1.0 Introduction
1.1 Project Scope

As part of its EHR Implementation Project, TCMHS is releasing this RFI to begin its search for a new EHR.  This system will be inclusive of electronic health records, practice management, and revenue cycle management.  TCMHS is seeking information from vendors with fully integrated systems through which care coordination efforts can be maximized and quality improvement efforts can be driven.

The chosen EHR will be implemented to include all services at TCMHS.  The implementation will be done site-wide in order to minimize disruption to normal clinic operation.  The chosen EHR must provide features and functions to help facilitate both the attainment of CMS Meaningful Use Attestation (Stages 1-3) and the fulfillment of NYSCRI documentation standards.  The EHR must also provide functions and features that facilitate the secure sharing of information between TCMHS EHR users within the EHR, between the TCMHS EHR and external systems (e.g. via HL7 interfaces to be completed in future projects).  These features and functions must be present and usable in the initial EHR implementation, and should not require significant hardware, software, or program development.  An EHR that demonstrates attention to usability, as opposed to only utility, will be given preference, as will an EHR that offers the flexibility to achieve future HL7 interface and care integration goals.
Key project deliverables follow:

	Milestone # 1 – June 27, 2014
	Request for Information/Proposal Published

	Milestone # 2 -  July 11, 2014
	Responses Received

	Milestone # 3 – Week of July 14, 2014
	Vendor Demonstrations


Respondents are required to provide answers to questions in section 4 System Overview. The remaining sections are for reference.

2. Organizational Overview

The Tompkins County Mental Health Services (TCMHS) Department is a licensed Article 31 Outpatient Mental Health Clinic. As an identified Safety Net provider, TCMHS offers a continuum of care to individuals of all ages who present with acute and/or chronic symptoms of mental illness (adults) or emotional disturbance (children/adolescents) which interfere with the ability to function in daily life activities. TCMHS provides clinical expertise in assessment and diagnosis of mental illness, evidence based individual, family, and group clinical treatment interventions, crisis de-escalation and stabilization, school based services, care coordination, court ordered evaluation, and referrals to appropriate community support services. TCMHS is participating in the NYS PSYCKES Quality Assurance Project, is actively working toward integration of health/behavioral health services and is planning attainment of full meaningful use objectives. TCMHS accepts Medicaid, Medicare, most private insurance, and allows for sliding fee scale as needed. 

TCMHS is comprised of the certified Clinic Treatment Program, the certified Continuing Day Treatment Program, and the Local Governmental Unit. Each of these will be described in more depth below. 

Certified Clinic Treatment Program 

Although the Clinic Treatment Program is separated into four different units based on the client population served, there is cohesiveness between units which allows for seamless transfer of individuals from one unit to another for appropriate assessment and/or treatment interventions. The Open Access system allows individual seeking services to walk in at their convenience for an intake assessment, health screening, and beginning treatment/referral recommendations. Once medical necessity is determined and the individual is assigned to an appropriate professional staff member, then a person-centered treatment plan is developed, followed by evidence based clinical interventions and support, psychotropic medication assessment/monitoring, crisis intervention, and other services as needed. 

The Adult Mental Health Services Program is designed to provide and oversee clinical services to adults with acute psychiatric symptoms and/or recurrent acute episodes in the context of chronic psychiatric conditions. Licensed Social Workers, Registered Nurses, Nurse Practitioner in Psychiatry, and Psychiatrists work as a multidisciplinary team to provide the best treatment interventions to aid the individual seeking services in their personal recovery goals. 

The Outpatient Clinic provides an array of professional nursing, social work and psychiatry services to individuals who have been identified as having a serious and persistent mental illness, a dual diagnosis of mental illness/substance abuse, or a chronic inability to adequately function in daily activities. Many individuals served in this unit have received inpatient psychiatric treatment. 

The Children and Youth Program provides psychosocial assessment, screening for substance abuse and clinical interventions for children/adolescents ages 5 to 18 and their families both at the Clinic site and in various School Districts in the County. Licensed Social Workers provide individual, group, and family therapy determined by person/family centered assessment and treatment plan. On site psychiatry provides assessment and medication management as needed.  Evaluations for the court are completed as needed. The licensed Social Workers and Psychiatrist meet regularly for case consultation.

The Forensic Unit provides a formal link between the mental health and criminal justice systems. Forensic staff and psychiatrists provide services at TCMHS, at the Tompkins County Jail, and at the courts. Licensed professional staff complete court ordered evaluations, sex offender evaluations and related SOAR treatment, domestic offender evaluation and related DOORS education group, anger management assessment and treatment, and suicide and behavioral assessments at the local jail. Consultation with community agencies such as Probation, Jail, and the Court system, as well as assisting with psychiatric hospitalization at regional forensic hospitals are an essential component of the work of this unit. 

Emergency Outreach Services (EOS) provides assessment, consultation, and crisis intervention to individuals experiencing a mental health crisis resulting in the wish to harm self/others. Both face to face and phone service are provided during normal business hours to individuals, families, and community members whether or not they are TCMHS clients. The primary focus of EOS is to assess individuals with acute mental health needs and/or psychiatric crises requiring hospital evaluation. Consultation with law enforcement is also an essential component of this service. 

Health Home Care Coordination Unit has recently transitioned from a mental health targeted case management program to a broader care coordination unit that can serve identified individuals with mental illness, certain medical conditions, and/or addiction. Although part of TCMHS, the unit is a downstream provider of Health Homes of Upstate New York. The current transition requires different paperwork/billing requirement for legacy targeted case management clients and health home clients. 

Certified Continuing Day Treatment Program, TCMHS has offered Continuing Day Treatment services to the community for many years and assisted adults with serious and persistent mental illness to maintain or enhance current levels of self-esteem, daily functioning, and ability to live within the community. The program is in the process of converting into a PROS (Personalized Recovery Oriented Services) program. PROS is a comprehensive recovery oriented program for individuals with severe and persistent mental illness. The goal of the program is to integrate treatment support and rehabilitation in a manner that facilitates the individual’s recovery. Goals for individuals in the program are to improve functioning, reduce inpatient utilization, reduce emergency services, reduce contact with the criminal justice system, increase employment, attain higher levels of education, and secure preferred housing. There are four Components in the PROS program: Community Rehabilitation and Support (CRS); Intensive Rehabilitation (IR); Ongoing Rehabilitation and Support (ORS); and Clinical Treatment (an optional component of a PROS program).

Local Governmental Unit (LGU), The Local Governmental Unit, which is comprised of the Commissioner of Mental Health Services and the Mental Health Services Board, is part of the overall structure of TCMHS Department. Certain LGU functions are housed within TCMHS and other functions utilize parts of the electronic health record. 

Single Point of Entry (SPOE) is a program through which adults with severe mental illness can access housing services, case management and Assertive Community Treatment (ACT). People access these services by completing an application, which is then reviewed by the SPOE committee. The committee is made up of representatives from various agencies in the community including Lakeview Mental Health Services (housing services), the Department of Social Services and the Mental Health Association.

Single Point of Accessibility (SPOA), also referred to as Solution for Youth and Families, provides youth and their families to access services such as Intensive Case Management, Waiver Services, or a combination of community based services and supports. Local providers of children/youth services participate in this meeting. 

The Dual Recovery Coordinator provides individual and group therapy services to people with co-occurring mental health/substance abuse disorders.  The Coordinator also works as a consultant with community agencies (e.g. alcohol and drug treatment services and the local hospital) that treat people with co-occurring disorders. The Coordinator’s mission is to ensure that people with co-occurring disorders who are being served by mental health and/or substance abuse treatment agencies receive appropriate care. 
General Support and Administration 

The Billing staff uses the clinical records maintained by Clinicians to certify payment and reimbursements by Medicare, Medicaid and private insurance and to maintain other records relevant to Billing duties. Billing requirements are dictated by factors such as session duration, types of services and progress notes. The billing staff frequently utilizes NYS Department of Health’s EPACES program (emedny.org) for insurance verification, completes routine billing transactions with Medicaid, Medicare and private insurance companies, and creates self-pay invoices based on a sliding scale.  In addition, the staff bills, or will soon be required to bill, the OMH Personalized Recovery Oriented Services (PROS) program, the Ambulatory Patient Group (APG), and the NYS Department of Health’s Medicaid Health Homes program.  The department must respond to various changes in fees and billing requirements, and often needs to generate reports to support clinical and administrative functions. 

With the assistance of the Compliance Officer, the Records staff maintains Utilization Reviews to keep clinical records in order and reminds providers of deadlines for required documentation (e.g. progress notes, treatment plans/reviews, assessments, admission notes, closing summaries). The Records staff is responsible for maintaining the clinical record, correspondence, collateral information and record retention requirements. Case loads are maintained using two instruments- Admission Notes and Closing Summaries. With the help of clinical support staff, Records staff maintains authorizations for release of information, responds to information requests (e.g. redacting and releasing information) and maintains related accounting of disclosures. The records staff also works with clinical support staff to help prescribers request prior authorization for medications.

Fiscal Administration and General Support is made up of General Support staff, Clinic Support staff, and Fiscal and Administrative Support. General Support/Front Desk staff is the support arm for the Clinical staff in that they are the front line and reception for client phone calls and walk-ins.  Some of their responsibilities include answering phones, entering and changing client demographic information, verifying and updating billing information, scheduling appointments, taking medicine requests, and alerting staff about volatile clients. Clinical Support staff assists with redaction and release of proper client information per information request. This staff also assists prescribers with completion of medication prior authorization requests. Fiscal and Administrative staff generates comprehensive reports to satisfy external requirements of State and Federal regulatory and insurance entities, as well as requirements for internal monitoring of productivity, evaluation and revenue planning.

Information Technology Services (ITS) is a central service bureau that provides County Departments with staff and computer and network resources necessary to meet their individual missions with computing, telecommunications, and Geographic Information Systems. All proposed system installations must be approved and coordinated by ITS. ITS also mandates a long-term technical role in the future support and maintenance of the TCMHS electronic health records system, database standards, hardware, and networking components.

County Administration is responsible under the County Charter for ensuring that all Departments adhere to the policies of the Legislature. This is done through direct supervision of 24 Departments including Assessment, Human Rights, Mental Health, Office for the Aging, Planning, Public Health, Public Works, Personnel, Probation, Social Services, Youth Bureau, and more. Other County Departments report directly to the Legislature (Finance, County Attorney, Clerk of the Board); are accountable to the voters (County Clerk, District Attorney, Sheriff); or accountable to the political parties (Board of Elections). The Administrator maintains direct communication with these Departments and is responsible for ensuring that they, too, implement the policies of the Legislature. The Department of County Administration also carries out functions related to the development of the annual budget, public information, policy oversight, risk management and contract management.
3. Project Background and Purpose

In 1995 Tompkins County Mental Health Services (TCMHS) implemented a software program for the primary purpose of managing client billing information. TCMHS subsequently implemented the same company’s electronic health record (EHR) and additional modules to manage clinical functions. TCMHS has been unable to fully transition from paper record due to several EHR limitations, and is now seeking to replace the EHR in order to achieve the following results:

a. Usability: TCMHS is looking for an EHR with a user-centered design with focus on not only utility, but usability. 
b. Technology and Platform: TCMHS seeks to implement an EHR built on current technology.

c. Business Rules and Configurability: TCMHS seeks to implement an EHR that is customizable and is configured prior to Go-Live to meet workflow needs.  As payment systems change and TCMHS integrates with primary care, TCMHS needs a product that can be easily re-configured to support the necessary changes in types of providers and workflows.  TCMHS seeks to partner with an EHR vendor who understands and supports the provider’s individual needs.

d. Meaningful Use and NYSCRI: In order to receive full compensation for services rendered and receive incentive payments, TCMHS must use technology that is NYSCRI and 2014 Meaningful Use Edition certified. TCMHS seeks an EHR that is NYSCRI certified and is either 2014 Edition certified for Meaningful Use or will be 2014 certified prior to implementation.

e. Patient-signed forms: TCMHS needs an EHR that incorporates electronically signable forms (e.g. authorizations for release of information) into the patient record in a place that allows staff to quickly see whether and when the forms have been completed.
f. Integration: Standard APIs, data access (such as ODBC) methods, or other native means through which we can implement integration with other systems including standard reporting tools such as Crystal Reports or Microsoft Excel, but one that also seamlessly integrates with other reporting tools. 

g. Reports: TCMHS seeks an EHR with a robust reporting system that allows general users without SQL knowledge to be able to easily learn to run reports.

h. Accounting of Disclosures: TCMHS seeks an EHR with an accurate accounting of disclosures method built into the patient record, allowing for a report to be quickly run for a patient who requests an accounting.

i. Interfacing: TCMHS needs an EHR that is capable of interfacing with both its RHIO/HIE (HEALTHeCONNECTIONS) and local hospital (Cayuga Medical Center) LIS to securely share (send and receive) information. TCMHS also needs a vendor experienced in building and maintaining HL7 interfaces who will clearly communicate estimates on cost, time and responsibilities. 

j. Quality Assurance: TCMHS seeks an EHR vendor who builds quality assurance into its development process, and who prioritizes quickly fixing bugs when they do occur. 

k. Documentation, Support and Service: TCMHS seeks an EHR vendor that provides quality and timeliness in documentation, support and service. 
1. System Overview

Please provide descriptions of your system’s capabilities. You may supplement these descriptions with attachments of screenshots, system documentation, tutorials and other media. If using such attachments, please explicitly specify the section of the specified attachment, and the context for the reference in your descriptions below.

4.1 General
a. Describe system’s architecture including description of tiers, database backend, programming languages and compilers, use of third-party components, hardware requirements, and deployment options (Vendor Hosted or On-Premise).
b. Describe system’s security model in support of role-based access and protection of client PII.
c. Describe standard and custom reporting capabilities including those used for clinical operations, accounting, and administration.
d. Describe system’s capabilities with regard to customized business rules.

e. Describe system’s capabilities with regard to customization and configuration defined by and for the end-user.

4.2 Clinical Operations and Billing
a. Describe client intake procedure including admissions, transfers, and discharge.
b. Describe scheduling capabilities including those supporting centralized scheduling and reminders to clients (email, phone, SMS text).

c. Describe treatment plan documentation, approval, and review processes.

d. Describe prescribing including electronic prescribing, the method by which controlled substances are electronically prescribed, and dispensing of samples.

e. Describe the system’s billing capabilities including interfaces with 3rd-party clearing houses.

f. Describe the system’s capabilities with regard to integration with Regional Health Information Organizations (RHIOs).

g. Describe the system’s approach to managing integrated treatment including both physical and behavioral health services.

4.3 Implementation of State Regulations and Guidelines

a. Describe system’s capabilities with regard to federal and state Meaningful Use guidelines.
b. Describe system’s capabilities with regard to New York State Clinical Records Initiative (NYSCRI)

c. Describe system’s capabilities with regard to NYS OMH regulations Part 599-Clinic Treatment Programs

d. Describe the system’s capabilities with regard to NYS OMH regulations Part 512-Personalized Recovery Services (PROS)

4.4 Implementation and Support

a. Describe implementation plan including preparation, training, and go-live support.

b. Describe data conversion/migration procedures and constraints.

c. Describe methodology for transitioning to proposed system including any need for parallel operations.

d. Describe system documentation, including materials supporting system administrators and end-users. Specify format of documentation including on-line contextual help, user guides, video tutorials, etc. 

e. Describe ongoing support services.

5 Practice Scenarios

The following scenarios are a subset of the types of operations typically performed by users of the system. Respondents to this RFI may, but are not required to address each of the below in their written reply. However, respondents may use the below information to inform their responses to the questions in section 4. 
5.1 Locating/Creating client record

a. Determine presence of existing client record using any or all of the following criteria: client name; previous name; phone number; Client ID; SSN; DOB. If multiple matches, display the above mentioned criteria to help identify correct record.

b. If no matching record found, create and save new client record using site-definable required data elements (i.e. Last Name, First Name, DOB).
c. Be able to identify client on the display of any client-specific records by displaying Client Name, DOB, and Client ID. Provide means to copy to clipboard each of these fields to facilitate client look-up in 3rd-party systems such as RHIO).

5.2 Working with Release of Information forms
a. A call comes to a clinician from a third party requesting information on the clinician’s client. 

b. Locate Client Record (see item 5.1 above)
c. Quickly determine if there is a valid Release of Information.
d. Review client treatment plan, progress notes, and medications. 
e. Write a progress note. 
f. Log the information released during the call.

g. Clinician can quickly render one or more new Release of Information forms for client with the system completing those fields for which there is data already residing in the system (including client name, DOB, address and name/address of frequently used 3rd-party providers with whom information will be shared).

5.3 Performing Treatment Plan Reviews
a. A clinician is performing a treatment plan review with the client. In this scenario: 
b. If applicable, clinician will be presented with alert(s) (see Item 5.9 below) denoting high risk, need for lethality assessments, etc.

c. Clinician will record client’s description of progress made in first objective, indicating a status denoting ‘progress made/objective still active’. 
d. For second objective, record clients progress and denote that objective has been achieved. 
e. For third objective denote no progress, and denote that objective is no longer in scope for upcoming period. 
f. For fourth objective integrate the results from a testing instrument (a standardized depression scale, for example) and review progress made using same instrument from 3 months ago, and from one year ago. 
g. Add a new fifth objective. 
h. Preview and print NYSCRI format Treatment Plan Review. 
i. Clinician and client sign (electronically). 
j. Confirm that there are no previous Treatment Plans that remain unsigned by client, and if there are, client signs them. 
k. 14 days later, add to this treatment plan a new method for an existing objective that will involve Group Therapy.
l. Both sign amended treatment plan with new method added, and objectives 2 (completed) and 3 (discontinued) from above no longer included, and original Treatment Plan effective and expired dates unchanged.
5.4 Using To-Do List
a. A clinician identifies and executes tasks. The system:

b. Presents a list of treatment plans and treatment plan reviews that are due using a site-configurable set of business rules based on number of days since admission, the end-date of the active treatment plan, and a window of days into the future within which treatment plans will be considered “due” (allowing for time-lag between signing by clinician & client and signing by credentialed psychiatrist).

c. Presents a list of progress notes that are due.

d. Presents a list of all documents in progress for which signatures are due, including prescriptions if clinician is a prescriber).

e. Presents a list of appointments (today, and with ability to define any other window of time) with indication for each denoting any documentation that is due).

f. Presents any alerts (i.e. Treatment Plans, health monitoring, etc. are due) and messages (i.e. “get current contact info from client”) that have been attached to the client whose appointment appears in the clinician’s calendar.

g. For any of the above, the user will be able to easily access and edit the referenced entities, and the lists will reflect the changes in status as each item is addressed.

5.5 Maintaining Progress Notes.
a. The system presents a set of site-defined templates that can be selected as the basis for the progress note.

b. One or more templates (including site-defined assessment tools) can be selected as input into the progress note.

c. Clinician can select one or more of the goals and objectives active in the client’s treatment plan, copying the description and/or numeric designation of the goal and/or objective into the note.

d. Clinician can include in the note (or create a reference from within the note) any assessment tools used in session including site-defined instruments integrated into the system and documents created outside the system.

e. Clinician can easily review past notes, and all demographic and treatment-related documentation recorded for client while editing the note.

f. Clinician can suspend editing of the note, and be notified in clinician’s to-do list that the note remains incomplete and unsigned.
g. Clinician can append to a completed signed note.

h. Clinician can quickly determine if the next appointment is already scheduled, see the client’s appointments with other clinicians (i.e. group therapy, psychiatry, health screening) and schedule next appointment for client.

5.6 Scheduling appointments
a. Locate client record (See item 5.1). Default to client when applicable (for example, if currently writing a progress note for client when scheduling appointment, default to that client when locating client record).
b. Select clinician, defaulting to current user if user is assigned clinician, select from assigned clinicians, select from all clinicians.
c. Quickly find and select from available slots based on specified time horizon, clinician availability, and client availability. If clinician has specified availability for specific services within her calendar (i.e. 15 minute Low Complexity Medication Management) then provide ability to limit scope to specified service.

d. System presents alerts using site-configurable business rules for factors including: double-booking; appointment outside of business hours; insurance reimbursement problem (i.e. client cannot have two clinic appointments in the same day); treatment plan or other required documentation will be expired on day of scheduled treatment; and other client-specific alerts such as confirm client contact info, schedule health screening, etc.
e. System will automatically alert client of upcoming appointment via SMS text, automated phone call, and/or email based on user preference. System will provide such features natively, or through integration with third-party system(s).

5.7 Filing and routing documents from third-parties

a. A document regarding a current or prospective client is received at the clinic.

b. If existing client, locate client record. If prospective client, create new client. (See item 5.1 above) 

c. [If document is received in hard-copy form is it scanned at attached to a client via fax it is already stored electronically by existing fax system, else it is scanned manually]

d. User attaches electronic document to client’s record in system

e. User optionally forwards a link to the document in the client’s record to another staff member with a message.

f. Recipient receives alert regarding new document with message from sender and can access new document directly from within the system.

5.8 Supporting Walk-in Clients

a. A client arrives at the clinic as a walk-in seeking services

b. Locate/Create client record (See item 5.1 above)

c. Print pre-defined set of site-definable intake forms with client information pre-filled.

d. Quickly determine which clinicians are available now for intake.

e. If clinician available within window of time client is willing to wait, then create appointment (for now) with selected clinician when clinician is available.

f. When clinician comes to waiting room for client, denote in system that client has been checked in to appointment.
g. If no clinician available during time client is willing to wait, then create alert on client record (for example “Give priority at next walk-in”) that will display to user if and when client arrives during subsequent walk-in hours.
5.9 Creating and Displaying Alerts

a. Display in a prominent way the presence of current alerts regarding a client when client record is selected.

b. User explicitly initiates the display of the alert(s) (may choose to not display alert if, for example, client is viewing screen).

c. When creating alert, specify start date (default to today), end date (default to none), site-definable alert type (i.e. High Risk, Services Needed, Forms Needed). message (free-text)—for example “High Risk: reports SI/HI on 5/1/2014. Contact clinician Mary Smith or supervisor Jane Jones”; “Client waited 2 hours for walk-in screening- give priority at next walk-in”; “Client requires health screening”.
d. Alert will not display if after specified expiration date.

e. Display and report lists of alerts using criteria including: Assigned Clinician, Assigned Supervisor, Alert Type (i.e. High Risk). 
5.10 Performing Initial and ongoing assessments

a. Using site-definable business rules, specific assessments are required for clients. For example, health assessments should be done annually for all clients, self-harm screening should be performed periodically for clients who have history of self-injurious behavior, or are currently reporting suicidal ideation, etc.
b. Assessments that are due are made apparent to assigned clinicians (for example using To Do lists (see item 5.4 above), reports, and Alerts (see item 5.9 above).
c. Assessment forms are accessible from within the system.

5.11 Prescribing

a. Prescriber reviews client’s current and past medications, accesses RHIO to review records from other health providers, reviews lab results including changes from previous labs.

b. Prescriber initiates refill, discontinue, and/or order for new medications using prescription pad or through electronic interface (using current pharmacy by default, with ability to select alternative pharmacy). Issuing of samples, writing of paper prescriptions, and submission of electronic prescriptions are recorded in system.

c. Site-definable business rules alert prescriber to perform additional operations (for example, controlled substance requires verification through NYS Prescription Monitoring Program).

5.12 Creating Reports
a. Export retrieved list of records for viewing in Microsoft Excel.

b. In tabulated summary reports, drills-down to disclose un-summarized source information.

c. User selects pre-defined database view(s) as the data source for third-party tools including Microsoft Excel and Crystal Reports. Database views or other sources are available for base entities (i.e. Client, Service, Clinician) and transactions (i.e. a Service rendered to a Client by a Clinician).
d. From within the system, user can create a letter selecting from a library of user-defined Microsoft Word templates, with fields populated from the database.

5.13 Open Access

a. Client walks in for intake. Need to be able to add them into a clinical program (e.g. children’s screening vs. elderly screening vs. clinic screening) in the EHR quickly and easily at the front desk so that the information is available on the EHR for the clinician a few minutes later when they see the client. 

b. Staff is looking for a clinician to take an unscheduled open access client and needs a way to instant message a clinician with a schedule opening to let them know that a client is waiting for an intake.
6 Questions

Questions regarding this Request for Information shall be directed to Greg Potter, Director, Information Technology Services, gpotter@tompkins-co.org.

7 Submittal Requirements

Electronic responses must be submitted no later than 2:00 p.m. on Friday, July 11, 2014 to Lisa Hall, Buyer, Tompkins County Purchasing, lhall@tompkins-co.org.   
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