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Compliance and Quality Improvement Issues in
Behavioural Healthcare Today

• Integrated care is the new method by which medicine 
is practised as a result of implementation of the 
Affordable Care Act.

• Via integrated care, behavioural health agencies 
are assuming the outcomes-based measurement 
commonly found in medicine.

• Increasing numbers of behavioural health agencies 
are learning how to quantify changes in behaviour 
with the assistance of accrediting bodies. 

• There are a number of contemporary issues for 
integrated care agencies in Massachusetts.

• Enhanced staff training offers one method for 
bolstering integrated care. 

• Clinical research can provide considerable instruction 
to integrated care. 

The face of behavioural healthcare is changing. In 
recent years, behavioural health agencies have begun 
to apply the outcomes-based measurements found in 
medicine to improve their ability to meet compliance 
standards via increased quality improvement and 
collection of data. A look at the introduction of integrated 
care in Massachusetts, for example, highlights the 
dramatic change behavioural healthcare is undergoing, 
especially as a result of Medicaid expansion. The history 
of quality and compliance demonstrates the disparate 
nature of the two fields. The question is really, can 
behavioural health be elevated in the area of quality via 
the introduction of integrated care, and what does this 
mean for the field of clinical research? The evidence to 
answer these questions is mixed. 

As background, it was the publication of two Institute 
of Medicine (IOM) reports in 1999 and 2001 that finally 
fixed national attention on the critical need for quality 
improvement in medicine. These reports raised awareness 
about the extent to which medical errors occurred and 
an overarching failure in the country’s healthcare system 
to provide “consistent, high-quality medical care to all 
people.”1

The review of quality improvement in healthcare 
focuses especially on integrated care — the provision 
of primary care and behavioural healthcare in one 
setting — because this is the new method by which 
medicine is practised as a result of the implementation 
of the Affordable Care Act. Integrated care as a model of 
service delivery achieves increased efficiencies, because 
it places service where folks seem to want it: one-stop 
shopping in their primary care physician’s office. It also 
allows the practitioner to be more productive by adopting 
a number of practice standards that differ from standard 

mental health speciality care (whether in private offices 
or mental health clinics or centres), including:

• Brief evidence-based assessment; 
• Consultation liaison models;
• Focused, evidence-based assessments that save 

time and money over the non-evidence-based 
interventions;

• Evidence-based groups become possible, because 
of the large number of patients with a particular 
behavioural problem (e.g., obesity, chronic pain, 
depression, non-compliance with medical regimen);

• The standard of restoring functioning rather than 
completely curing or restructuring the personality; 
and

• A wider scope of practice—the behavioural care 
practitioner is not just a specialist in DSM problems, 
but also effectively treats subclinical problems 
and pathways to medical utilisation (e.g., stress, 
non-compliance) as well as behavioural medicine 
interventions (e.g., chronic pain, obesity).

There are two reasons, though, why mental health, 
now more appropriately termed behavioural healthcare, 
has been declining: “(a) a lack of understanding among 
psychotherapists of healthcare economics, particularly 
the intricacies of medical cost offset; and (b) our failure 
as a profession to see the importance of behavioral 
interventions as an integral part of the healthcare 
system inasmuch as the nation pays for healthcare, not 
psychosocial care.” 2

But, advocating for increases in research dollars for 
telehealth and e-health may be premature. This is due 
to several factors, including Medicare reimbursement 
procedures, fuzzy legal boundaries involving licensing 
and scope of practice, and lack of organisational 
investment in the integration of the technologies into 
standard healthcare infrastructures. All of these  continue 
to undermine the use of any programme that may be 
established. To date, investments in the integration of 
these technologies into standard healthcare delivery 
systems have fallen well short of what is needed to 
make them viable treatment delivery modalities. On the 
legislative front, efforts to pass the Medicare Telehealth 
Enhancement Act (MTEA) have not borne fruit to date, 
leaving a vacuum that some state legislatures based on 
the unique needs of each state. For example, the New 
Hampshire Telemedicine Act of 2009 requires “insurance 
coverage for telemedicine services if the healthcare service 
would be covered by the insurer if it were provided through 
in-person consultation between the patient and provider.”
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These issues are further sharpened via the integration 
of primary care and behavioural healthcare. Federal and 
state agencies are still unsure as to how to effectively 
license these new healthcare bodies, and managing the 
bureaucratic system is often confusing for bureaucrats 
and practitioners alike. For instance, the author waited 
more than a year for the federal agency required to 
license her integrated care site and its practitioner, which 
is an unheard-of length of time. 

But, quality improvement changes on the government 
level are not enough; practitioners need to want to pursue 
these other uses. Clearly, education and dissemination 
have been a problem. This can be addressed via changes 
in training of specific specialities and/or be a provision of 
continuing education credits that emphasise the stepped-
care possibilities and the associated reduction in cost, 
while expanding the populations served. But in this case 
also, support from the organisations and departments 
responsible is contingent on convincing evidence that 
encourages use.

“The behavioral healthcare field has tended to rely on 
what Donald Berwick, former Centers for Medicare and 
Medicaid Services administrator, calls the ‘bad apple 
approach’ to identifying defects in quality. Specifically, 
the field emphasizes ethical complaints and audit 
problems in some accreditation reviews and often relies 
on whistleblowers to detect and respond to (typically 
by punishing) individuals thought to be responsible for 
quality defects.”2

A number of problems are connected to the bad apples 
approach. The first is that a flaw is typically defined as 
something shocking, such as having sex with a patient. 
Second, because of the way our system is organized,  
practitioners have inducements to hide or deny flaws, 
making it difficult for us to learn about our problems 
and to prevent them from reoccurring. Third, the bad 
apples approach treats flaws as inert entities, because 
it holds practitioners to existing standards rather than 
encouraging them to ask questions about what may be 
changed or improved. Fourth and finally, this approach 
to quality improvement is weak, because it is person-
centred rather than process-centred. It seeks to ask, Who 
is a bad apple? rather than the more instructive question, 
What problems in the process produced this problematic 
result? 3

Unfortunately, quality improvement’s potential for 
behavioural healthcare has been largely ignored. The 
field has relied mainly on the relatively ineffective bad 
apples approach to identifying errors and has, in effect, 
been met with inadequate results. Some believe the 
field is falling behind physical medicine, which is rapidly 
embracing quality improvement technology. “With only a 
few noble exceptions, the field of behavioral healthcare 
has also been surprisingly defensive in the face of clear 
evidence that it could and should do better.”2 A quality 
improvement philosophy implies that the field should 

welcome criticism, rather than ignore or dismiss it. 
Perhaps through the integration approach, however, the 
field of behavioural healthcare will be carried by physical 
medicine into a space where more rigorous quality 
improvement will become commonplace; at least, that is 
the hope of many.

Contemporary Behavioural Healthcare
A more contemporary example of behavioural health 
compliance can be seen in the growth of integrated care 
at the state level in Massachusetts. Signed in August 2012, 
Chapter 224 of the Acts of 2012 includes a number of 
provisions specific to promoting the adoption of patient-
centred medical homes (PCMHs) in Massachusetts. 
The legislation required a newly-formed Health Policy 
Commission to develop certificate standards, a training 
programme, and a model payment system for PCMHs 
by January 2014. The PCMH initiative represents one 
step towards meeting the state’s goal of having all 
Massachusetts primary care practices functioning as 
medical homes by 2015. 

Chapter 224 calls for healthcare workforce education 
and training, specifically to improve education, promote 
safety, and provide career ladders and worker training 
programmes, and learn core competencies of PCMHs. It 
establishes a primary care residency programme for the 
purpose of training primary care providers, presumably in 
integrated care. It calls for training of physician assistants 
and advanced practice registered nurses (APRNs), again, 
presumably in integrated care. Finally, Chapter 224 
calls for training of personal care assistants (PCAs) and 
consumers who provide in-home personal care services. 

The legislation is designed to reduce fragmentation 
and improve quality, but there are a number of ways in 
which the systems of PCMHs continue to be unnecessarily 
cumbersome and not carefully planned. For instance, 
Chapter 224 in Massachusetts also requires medical 
homes to adopt an electronic medical record by December 
31, 2016. The problem is, however, that there are 
disparate medical records — such as one for primary care 
and one for behavioural healthcare — and they do not 
communicate with one another. The disparate electronic 
health record systems often rely on staff to bridge them, 
creating a patchwork system of communication, whereby 
data from one system is hand-entered into another. 

Furthermore, presently there are no good electronic 
health records (EHR) systems that combine primary care 
and behavioural healthcare in one. Many health homes 
are reliant on the Massachusetts Health Information 
Exchange (Mass HiE) to communicate with one another 
and aid in developing interoperability, but this too has 
shortcomings as information technology. For instance, 
respondents to a recent GAO survey reported that, as 
healthcare providers, they have difficulty exchanging 
certain types of health information due to insufficient 
health data standards.4 There are also significant 
upfront costs to implementing health exchange systems. 

IT & Logistics



Volume 6   Issue 648  Journal for Clinical Studies

IT & Logistics

Some providers told GAO that they do not participate 
in these systems, because of the upfront costs and the 
fact that they see limited opportunities to exchanging 
information through them. It is true; IT programmers 
must spend too much time programming linkages to 
enable interoperability. And not all providers are using 
the Mass HiE. According to a recent GAO report, “sharing 
clinical information in patients’ EHRs with providers 
outside the system, and changing management and 
physician cultures to adapt to organizational change,” 
are significant impediments.5

This is an area where integrated care can learn from 
clinical research. Clinical research software companies 
such as Clinovo are leading the way with respect to 
achieving interoperability between electronic data 
capture (EDC) and electronic medical records (EMR). 
According to the company, the costs of establishing 
interfaces between HIEs and EMRs are negligible 
compared to the costs associated with duplicate data 
entry and associated errors.  

Also, billing for the two disparate healthcare systems 
poses considerable challenge. There are presently few 
means of supporting integrated care systems within the 
current healthcare payment structures. For instance, 
there is no mechanism for reimbursements for care 
coordination (i.e., a professional care manager provides 
support to clients individually), which is a significant part 
of the integrated healthcare model. According to GAO, 
some integrated programme administrators reported that 
not receiving reimbursement from healthcare insurance 
companies for the care coordination services they provide 
to patients is a financial challenge.5

Other challenges relate to the lack of billability of 
various, additional integrated healthcare roles, such as 
occupational therapists, community health workers, 
and peer specialists. In Massachusetts, unlike a handful 
of other states, these roles are not billable under the 
major healthcare financing sources, such as Medicaid/
MassHealth. Although community health workers have 
been shown to dramatically reduce cost and improve 
outcomes for newly discharged psychiatric patients, this 
role remains unbillable under current payment structures.6

There are considerable challenges to the development 
of the physical integrated care space, the healthcare sites 
themselves. For instance, in Massachusetts, some clinics 
wait years to receive federal recognition (i.e., change 
of scope licensure), which is needed to open up an 
integrated care practice (i.e., beginning to provide onsite 
primary care in a behavioural health clinic). Similarly, 
there are no regulations directly related to the location 
of medical equipment in behavioural health clinics. 
For instance, one site recently needed guidance on the 
placement of an AED machine at the behavioural health 
clinic, and received contradictory guidance from different 
federal, state, and local regulatory bodies regarding the 
AED’s placement. Whereas federal American Disabilities 

Act (ADA) law requires that AEDs not jut out more than 
four inches on a hallway wall, the local authorities in this 
instance believed placement of an AED in a hallway may 
be a fire code violation.

Finally, an important challenge relates to the lack 
of training or degree programmes for professionals 
in the field of integrated care. Despite considerable 
investments on the state and federal levels, this has not 
translated into development of career tracks, training, 
or degree programmes in integrated care. Additionally, 
the professionals who receive some training in integrated 
care service provision generally do not have a keen 
understanding of the importance of data collection and 
analysis, or the methods by which this might be achieved, 
which is not taught in integrated care trainings. 

A perfect position to be emulated for data collection 
in integrated care is the clinical trials coordinator (CTC). 
CTCs are typically well versed in collecting data that is 
both medical and psychiatric in nature. These data are 
typically entered into case report forms and electronic 
data capture systems. What is particularly useful about 
the training that CTCs undergo relates to their ability to 
juggle multiple demands simultaneously and maintain 
a keen awareness about meeting deadlines with respect 
to data collection windows. The author recommends 
the emulation of CTCs for the role of integrated care 
coordinators. 

So, can primary care aid behavioural healthcare in 
elevating itself to the levels of rigour and outcomes 
measurement used in general medicine? On its face, 
it appears that there are a number of challenges to 
achieving this goal. Perhaps most obviously is the 
attempt to quantify changes in behaviour which are far 
less quantifiable than physical health changes. Other 
challenges pertain to those outlined here, especially 
financing and regulatory challenges. 

But it’s possible to find hope, here especially. Many 
more behavioural health agencies, with the assistance of 
accrediting bodies in particular, are learning just how to 
quantify changes in behaviour and whole health 
outcomes. For instance, CARF International, the 
behavioural health accrediting body that has been in 
existence since 1966, is leading the charge in training 
behavioural healthcare sites to become more medical in 
their approach to outcomes measurement and quality 
improvement.7 The ASPIRE standards are built upon 
tenets like AHRQ’s National Quality Strategy,8 including 
six objectives to make care safer, more effective, and 
affordable. The standards also call for development of 
indicators that result in demonstrable gains in 
effectiveness, efficiency, service access, satisfaction, and 
business functions.

Real resolutions for the future include enhancement 
of current regulations and programmes by Chapter 224, 
but it falls short of requiring training in data collection 
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and analysis for integrated care professionals, such as 
can be found with CTCs. Chapter 224 provides funding 
for training programmes, but does not specify that these 
programmes should include a data capture component, 
which is essential for moving PCMHs forward and realising 
true equality between primary care and behavioural 
healthcare. What are specifically needed are:

• Training for care coordination providers (i.e., care 
managers)

• Training on enhanced data collection and 
management 

 
These are perceived to be essential for the field of 

integrated care at present. It is recommended that a 
universal role is created for care managers at all of the 
PCMH entities, a hybrid of mental health and medical case 
managers. Care managers in the PCMH model function 
in a hybrid fashion, combining community mental health 
case management and medical case management. This 
hybrid form of case management involves not only the 
coordination of community services for seriously mentally 
ill clients, but also involves a collaborative process with 
medical providers to facilitate recommended treatment 
plans to assure appropriate medical care is provided. 
As is the case with all types of case management, the 
care managers’ tasks include assessment of need, care 
planning, implementation, and regular review. Their case 
management is clinical or therapeutic in nature, requiring 
that they establish therapeutic relationships with their 
clients and that they are actively involved in their 
clients’ clinical care. They also evaluate clients’ medical 
conditions, coordinate medical resources, communicate 
healthcare needs to clients, monitor their progress, and 
promote cost-effective care. 

The care manager role in PCMHs is essential for 
reducing unnecessary healthcare utilisation and waste, 
as well as aiding in navigation of the complex healthcare 
system. It is best to streamline this role across all state 
agencies and entities involved, such as the Department 
of Mental Health and MassHealth. This role should be 
increasingly professionalised and require formal training 
and certification akin to the training of clinical trial 
coordinators, given the need for regulatory knowledge 
and management of large amounts of data. Present care 
manager training programmes in the state provide a 
start, but they are too costly and could be improved upon. 

Secondly, there are no training programmes presently 
available that provide training in data collection, 
management, and analysis. As stated previously, this is 
what will drive the healthcare integration process and, 
in turn, advance the field of behavioural healthcare, 
such as via the training that CTCs undergo. Only through 
the collection of data on programme outcomes, will 
both compliance and quality improvement be realised, 
particularly in the field of integrated care. For instance, 
without knowing how compliant your staff is with new 
healthcare requirements, how can PCMHs be adopted?

Conclusion
In the end, it’s possible that the historical, economic, 
and cultural differences between primary care and 
behavioural healthcare may be so strong that true 
integration will never be fully realised. But it is indeed 
possible that integrated care may be what is needed to 
achieve at least what many have hoped for: equipoise 
between primary care and behavioural healthcare. 
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