
REQUEST FOR PROPOSALS 
 

Codington County, SD hereby issues this Request for Proposals (RFP) for the provision of 

behavioral deflection services in the Watertown community and surrounding areas.  Proposals 

from qualified vendors must be received by January 30, 2017, no later than 5:00 pm.  The 

contact person for this RFP is Sarah Petersen, County Welfare Director, at 605-882-6286.  

Proposals must be received at the Codington County Welfare Office, 14 1st Ave SE, either via 

mail, in-person delivery, email to codwelfare@codington.org or fax to 605-882-5243.  Late 

proposals will not be considered and will be returned unopened to the proposer. 

 

Codington County may issue one or multiple contracts for the services described herein.  This 

RFP does not obligate the County to issue any contract, nor does it obligate the County to pay for 

the costs of preparing a proposal.  Codington County reserves the right to negotiate with any 

proposer to reach the agreement that is most advantageous to the County. 

 

 

PROGRAM DESCRIPTION 
 

Behavioral Health Deflection  

 

Oftentimes, persons with behavioral health issues have multiple contacts with law enforcement 

officials (LEOs) without those contacts leading to arrest and incarceration, but still absorbing 

significant amounts of time and resources from the LEOs.  In other instances, LEOs have no 

choice but to arrest a person with behavioral issues, because there is no practical alternative to 

arrest when other available community resources (e.g. Safe Room) are being utilized fully. The 

aim of the Behavioral Health Deflection Program is to prevent unnecessary incarcerations by 

providing needed services to the indigent persons with behavioral illness as a means of 

connecting them with needed services.  The Program is not intended to duplicate or compete 

with existing services, but rather to provide outreach to help individuals to engage services at the 

point they are ready to do so. 

 

NOTE: The Behavioral Health Deflection Program, by intent, incorporates the Harm Reduction 

model.  Harm Reduction refers to policies, programs and practices that aim primarily to reduce 

the adverse health, social and economic consequences of behavioral health issues and/or the use 

of legal and illegal psychoactive drugs without necessarily reducing drug consumption.  Harm 

reduction benefits people who use drugs, their families and the community.  Harm Reduction is 

an approach to criminal justice and health care, which recognizes that, while certain behaviors 

like drug and alcohol use or other behavioral health issues may have harmful effects on 

individuals and communities, not every person is ready, willing, or able to abstain from such 

behaviors immediately. Using tools such as motivational interviewing and stages of change 

models, providers and individuals can address the complex behavioral health issues and other 

health and social service needs an individual may have while avoiding the traditional sanctions 

for “non-compliance” and relapse. Success within a harm reduction framework is defined by 

engagement in the process and incremental goal achievement, building self-efficacy, and 

removing stigma from the provider-client relationship. 



Throughout the life of the program, the vendor shall cooperate with the County in the collection 

of data regarding the progress of the program.  See “Performance Measurement” section for 

specific data requirements 

  

Deliverables 

 

The Behavioral Health Deflection Program staff member will provide services including, but not 

limited to, the following: 

 

· Establishing strong working relationships with local law enforcement officials, to assure 

that the maximum number of interventions will occur; 

· Working 20 hours per week and be available 4-5 days per week; 

· Anticipated caseload will be agreed upon at contract; 

· Assisting LEOs as appropriate to follow up with de-escalated interventions; 

· Establishing and maintaining appropriate professional relationships with persons with 

behavioral health issues; 

· Assessing individual needs and determining what services are available to assist in 

meeting those needs; 

· Advocating for eligible persons to receive community-based services and/or supervision 

as alternatives to incarceration; 

· Creating individual service plans with clients to guide their movement toward life 

changes; 

· Coordinating all activities to place clients into appropriate services; 

· Working to assure that clients stay in services as long as needed; 

· Reassessing client needs periodically over time to measure progress or regress; 

· Ensuring continuity of care through ongoing client advocacy, support and intervention as 

needed; and 

· Monitoring client progress and ensuring that information is shared with appropriate 

entities, including clients, referral sources, and service providers. 

· Working collaboratively with the County in collecting and sharing data. 

· Any interested client uninsured will be referred to appropriate medical/medication 

assistance sources.   

· Any interested homeless client consumers will be referred to emergency housing 

services. 

 

 

Performance Measures  

 

The goal of the program is to improve the lives of individuals with behavioral health issues by 

assisting them to gain access to case management and other appropriate resources in the 

community.  

 

Success will be measured by the program’s ability to lead individuals to engage in community-

based care in order to improve behavioral health outcomes and reduce future law enforcement 

contacts.   Progress will be tracked based upon the number and percent of clients who are linked 

to intensive case management. 



 

The proposer shall provide a list of suggested performance measures, which list will be subject to 

negotiation during contract.  Anticipated areas of performance measurement include, but are not 

limited to, the following: 

 

1. Number of Individualized Care Plans developed, including linkages with behavioral 

health services. 

2. Targeted number of persons complying with their Individualized Care Plan. 

 

 

The successful proposer will collect data using a standard tool and an electronic report that will 

be provided at the time of award.  Data will be collected using the standard tool at three data 

collection points: intake to services, six months post intake, and at discharge.  Data elements 

include, but are not limited to, the following: 

 

·  number of individuals served; 

·  rates of participation in treatment and disability support services; 

·  employment; 

·  housing stability; 

· criminal justice involvement; 

· social connectedness; 

· risk factors; 

· services provided; 

· service linkages (e.g. substance abuse treatment, housing, etc) – completed and 

incomplete; 

· hospitalization in community hospital or evaluation and treatment facility; and  

· changes in frequency and duration of law enforcement contacts 

 

The successful proposer shall participate in regular periodic meeting with the County’s program 

manager, to discuss data collection, findings, program progress and other relevant issues.  The 

staff member shall also participate in the meetings of the Stepping Up Initiative Committee, and 

other meetings as required by the County. 

 

Capacity 

 

Each proposal must include a statement of organizational capacity in order to demonstrate its 

ability to provide the services described in this Request for Proposals. 

 

Training 
 

Each proposal must include a statement of the proposer’s compliance with the requirements of 

this Request for Proposals, including training required by the County. 

 

 

Codington County does not discriminate on the basis of race, color, national origin, 

sex, religion, age or disability in employment or the provision of service. 


