
Management Benefits 
While each QPD administration could be billed to the patient under one of several CPT codes, the 
decision was made not to do this, removing cost as a barrier for patients to be screened.  
Instead, the time savings from automated in-depth assessment was seen as adequate cost 
justification.  Additionally, this higher efficiency and productivity by the staff and PCPs resulted in 
increased usage of the MH/BH clinic producing more revenue and further justifying the modification. 
 
From a population management perspective, the modification helps meet an underlying goal of 
integrating MH/BH services in primary care by increasing detection, increasing treatment and 
promoting better collaboration between the PCPs and MH/BH. As expected, this integration was 
shown to better utilize PCPs and MH/BH while producing better mental, behavior and physical health 
in the patient population. 
 
Monitoring the patient population’s psychological condition prevalence, enables management to 
understand the population’s needs and track effectiveness.  This enables them to better design 
programs and coordinate community behavioral health services. 
 
Finally, having the screening data available electronically makes the summary data instantly 
available to be used for grant reporting, grant applications and FQHC renewal. Working with 
community leaders, current partners and identifying potential funding sources is much easier with 
up to the minute information collected as part of normal daily activities. 

Results-at-a-glance 
 

·    Replaced PHQ-9 with in-depth psych  
assessment 

·    Replaced paper/hand scoring with  
automation 

·    More and better detection 
·    More patients screened and treated 
·    Increased usage of MH/BH 
·    Saves time normally required to assess 
·    Saves expense not pursuing medical  

that is psychosocial 
 

 
 
·     Objective patient report and discussion 
·     Actionable patient results 
·     Better communication between  

PCPs and MH/BH staff 
·     Data for grant reporting/justification 
·     Better patient and provider satisfaction 
·     Improved quality of care 
·     Helps meet the goal of providing care for 

the whole person 
  

  Future plans  
GNCHC will be implementing the QPD Panel with the Early Development Network (EDN),  
a collaborative effort of the Nebraska Departments of Education and Health and Human Services 
to serve infants and toddlers with disabilities and their families. During home visits, caseworkers 
will use the QPD Panel to screen the parent(s). Ideally, the assessment will assist caseworkers to 
proactively identify psychological and behavioral issues. When a QPD scale is out-of-range,  
EDN caseworkers will coordinate with the parent and GNCHC Behavioral Health Department  
to schedule appointments.  
 
Continuation of the QPD program is central to the continued integration of Primary Care and 
Mental Health at GNCHC. Budgeting and financial issues are alleviated by driving more business to 
mental health. Further, population data will continue to be used for grant support, grant 
applications and coordination of services with community partners to help reduce duplication of 
services and identify future service needs. 
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Abstract 
Good Neighbor Community Health Center implemented an electronic in-depth behavioral health 
assessment, the Quick PsychoDiagnostics Panel, to expand the scope of their patient screening 
beyond simply depression, previously measured using the PHQ-9. Acceptance has been high with 
patients, staff and providers. The expanded screening has identified, otherwise missed, conditions 
among the patient population; while saving staff and provider time. Available real-time  
“lab results” individual reports and population reporting has: helped providers facilitate 
communication with patients; integrate and collaborate with behavioral health services creating a 
much-needed increase in usage; and allow management to easily incorporate data for grant 
writing and support. Future plans include continued integration of primary care and behavioral 
health services, support of future grants and outreach efforts, coordination of community services 
and partnerships and at-home screening with the Early Development Network. 
 
Background 
Delivery of mental health in primary care has been identified as a major factor in producing health 
and considered to be a major source of cost savings in our healthcare system. To this end, 
federally qualified health centers (FQHCs) have been mandated to provide mental health services. 
This case study examines how self-report in-depth assessment combined with automation is an 
excellent support component for delivering these mandated mental health services. 
 
Setting 
Good Neighbor Community Health Center (GNCHC) is a federally qualified health center located in 
Columbus, Nebraska serving Platte, Colfax, Boone and Nance Counties and the surrounding 
communities. Started in 2003, GNCHC provides a full range of public heath services.  
 
In addition to the Medical and Dental staff, GNCHC employs Mental and Behavioral Health (MH/
BH) staff including Psychiatrist, Psychologist, LMHP, LADAC, LCSW and a dual-licensed NP (family 
and psych).  
 
Pre-Modification 
GNCHC used a paper version of the PHQ-9 to screen their patients and meet reporting 
requirements. Staff delivered and calculated the PHQ-9 manually. While the PHQ-9 screened for 
depression and severity of depression, limitations included hand calculation, client dislike, and 
staff’s concern that conditions were being missed.  
 
Modification 
In August 2007, GNCHC expanded their screening to include the Quick PsychoDiagnostics Panel™ 
(QPD) and implemented both the PHQ-9 and QPD using Patient Tools electronic survey tablet 
system. The expanded scope of the QPD (depression, anxiety, somatization, panic, PTSD, 
substance abuse, etc) was intended to detect the conditions that were potentially being missed 
and facilitate communication between the primary care provider (PCP) and patient, as well as the 
PCP and the MH/BH staff. Delivering the PHQ-9 and QPD electronically saves time, shifting data 
entry onto the patients and enabling automatic calculation and reporting. 
 
 
 



Installation 
The POV2000™ tablet and communication station were installed at two distinct locations within 
GNCHC. Each installation took less than 15 minutes and has needed minimal technological 
maintenance.  
 
Additional installations were added for supervisor secured access and population reporting. 
Examples of population reports (QPD prevalence and co-morbidity) are included in Appendix A.  
 
Screening Protocol and Workflow 
The screening protocol implemented uses the QPD to screen all new, annual, previously flagged or 
provider-identified patients. QPD scores are sensitive to change and are used to monitor treatment 
and outcomes.  
 
Taking advantage of downtime in the exam room, the QPD is delivered after the initial nurse 
examination and before the physician visit. Patient compliance has been high, ~95%. When a 
patient is unable to read the QPD (language barriers, literacy, etc), a staff interpreter is used. 
Typically patients complete the QPD in 7–10 minutes, allowing a lab style report to be electronically 
generated and reviewed by the PCP before entering the exam room.  
 
When a report scale is out-of-range, a MH/BH professional is called over for a consultation. 
Consultation may occur with both the MH/BH professional and PCP in the exam room.  
 
For scores that are lower, the PCP may choose to treat or refer to MH/BH. Appointments are  
made as soon as possible.  
 
In-Depth Reporting 
While other assessments such as the full PHQ could have been used, the QPD was selected because 
of its depth of information provided in an instant, chart-ready report resembling a standard blood 
chemistries report. The report provides 1) numeric scores indicating the severity of symptoms,  
2) provisional DSM-IV diagnosis with codes, 3) a list of symptoms leading to the diagnosis and  
4) trended severity scores when appropriate (Appendix B includes a real-time report example).  
 
The QPD is a validated assessment that trends severity scores and screens for major depression, 
dysthymic disorder, bipolar disorder, generalized anxiety disorder, panic disorder, posttraumatic 
stress disorder, bulimia nervosa, alcohol/substance abuse, somatization disorder, suicide risk and 
domestic abuse.  
 
Delivered in both English and Spanish, the QPD is administered via Patient Tools’ handheld survey 
tablet. Tablets are ATM-like and easy to use for staff and patients. Questions are presented in a 
True/False format and all logic and branching is completed automatically on the tablet. No staff-time 
or specialized training is required to score, deliver or complete the assessment.  
 
In addition to the lab style individual report, summary reports are available to examine prevalence 
of conditions, co-morbidity and trends. These reports are available online 24/7 and used for 
population management and grant writing/reporting. 
 
Post-modification Results 
When an out-of-range QPD score occurs, 73% of the time clients follow through with provider-based 
care for the identified behavioral health condition. In comparison, at the time the QPD was initiated, 
only 36% of patients followed through with care for behavioral health condition. Of the 73%,  
some are managed in the clinic with the primary provider’s judgment and/or the  
QPD recommendations for treatment, while the remaining are seen in the behavioral health clinic.  
 
Of those not managed by the primary provider, 63% saw a behavioral health professional at the 
time of the primary care visit when the positive QPD occurred, increasing integration of behavioral 
health into primary health care. Approximately, 69% of clients that scheduled a visit with the 
Behavioral Health Clinic, kept that appointment.  
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Prior to implementation, staff were concerned that mental/behavioral issues were under detected.  
Of special significance, staff were concerned that the under detection was prevalent in the Hispanic 
population. The QPD has detected high levels of PTSD and Anxiety in the Hispanic population and 
helped staff identify the patients and treat accordingly.  
 
Since the QPD screening has begun, the referrals and MH/BH services has experienced  
a  much-needed increase in usage.  
 
Because the QPD is automated and requires little staff-time and almost no staff training, staff 
acceptance and support of screening protocols has remained high. GNCHC’s goal is to, not only, 
continue screening their current population, but also reach out to the geriatric community.  
 
Staff and Patient Benefits 
Illustrating the utility and ease of use, in the first 15 months of administration, 768 paper PHQ-9’s 
were administered, compared to 725 electronic QPDs in only 8 months. The paper PHQ-9’s are, 
retrospectively, viewed as taking more staff-time and more of a hassle than the QPD.  
The QPD saves time and provides in-depth, actionable information.  
 
Just as staff has accepted the survey tablet screening system, patients have welcomed the change. 
The tablets are viewed as “fun and interesting” and “novel and cute”. Patient acceptance is high and 
few patients decline the opportunity to complete the assessment. 
 
The depth of the QPD assessment is perceived by patients as higher quality/better care. Being able 
to objectively view psychological conditions via scores and self-reported symptoms helps patients 
confront their issues and receive better treatment. Further, the ability to track treatment progress 
helps with motivation and compliance. 
 
During focus groups, conducted by GNCHC, clients reported that the QPD actively supports  
GNCHC’s mission of treating and caring for the whole person.  
 
Physician Benefits 
Similar to staff and patients finding benefit from the QPD screening, the PCPs have integrated the 
reports into their daily routines. Because the QPD is self-reported and the lab style report produced 
automatically, the PCP is able to review the report before examining the patient without spending 
any time having to perform the assessment.  
 
The assessment enables the PCP to provisionally determine psychosocial causes for presented 
medical conditions. When psychological issues are detected, the details are available to quickly 
review, collaborate with MH/BH and determine an appropriate course of action.  
 
The QPD “helps to quantify subjective issues” providing objective discussion points. When sharing 
the report with the patient, providers may speak concretely about subjective behavioral issues 
without being viewed as judgmental. The reports have increased provider’s ability to establish 
patient rapport and review seemingly difficult psychological and behavioral symptoms.  
 
Providers reported that the QPD was “outright helpful” enabling them to treat the whole patient.  
If the patient has completed the QPD before, a trending chart to track progress automatically prints, 
helping the provider to channel the discussion.   
 
Particularly helpful is having the report results for substance abuse and eating disorders.  
By objectively approaching the symptoms patients are less likely to deny behaviors.  
 
The automated screening simplifies and supports PCPs integrating MH/BH into their daily routine and 
is reported as a useful and helpful tool. Greater productivity and job satisfaction is the result. 
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While each QPD administration could be billed to the patient under one of several CPT codes, the 
decision was made not to do this, removing cost as a barrier for patients to be screened.  
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Sample C – QPD Depression Comorbidity 
 

 
Sample C displays percentages of comorbid conditions that were detected, 
when patients scored out-of-range on the QPD Depression scale. This data 
shows how often these other conditions can be expected when out-of-range 
depression is detected in this sample patient population. This illustrates a 
serious need for in-depth screening beyond simple depression measures such 
as the PHQ-9. Sample size = 378 patients. 
 
Sample D – QPD Anxiety Comorbidity 
 

 
Sample D displays percentages of comorbid conditions that were detected, 
when patients scored out-of-range on the QPD Anxiety scale. This data shows 
how often these other conditions can be expected when out-of-range anxiety 
is detected in this sample patient population (note OCD was not enabled). 
Sample size = 472 patients. 
 

Note: The graphs represent indicative sample data. Report samples above are direct representation of 
report types available, in real-time, via the secure Patient Tools Toolkit software. 


