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TRANSITIONS IN CARE AND SERVICE USE AMONG MEDICARE
BENEFICIARIES IN INPATIENT PSYCHIATRIC FACILITIES
This analysis used fee-for-service (FFS) Medicare Part A and B claims to examine the
characteristics of Medicare beneficiaries who use inpatient psychiatric facilities (IPFs),
the types of inpatient and outpatient care these beneficiaries receive throughout the
year, and the types of care these beneficiaries receive before and after their IPF stay.
Most FFS Medicare beneficiaries who use IPFs have primary diagnoses of
schizophrenia, major depressive disorder, and bipolar disorder, but Alzheimer’s and
related diagnoses are also common. During 2008, Medicare beneficiaries who used
IPFs had relatively high levels of emergency room and acute care use compared with
all FFS Medicare beneficiaries. The majority of IPF admissions came from physician
referrals or emergency rooms, and most IPF patients were discharged to their home
or to self-care. Around one-third of beneficiaries had some type of inpatient care-either an IPF stay or an acute care stay--in the 30 days before their IPF stay, and
around one-quarter had an IPF stay or an acute care stay in the 30 days after their
IPF stay. In addition, emergency room visits were common 30 days before and after
the IPF stay. In the 30 days before and after their IPF stay, Medicare beneficiaries
were less likely to have an outpatient mental health visit than an outpatient encounter
unrelated to mental health.

BACKGROUND
The term “inpatient psychiatric facility” refers to either an inpatient psychiatric hospital or
distinct psychiatric units of acute care hospitals and critical access hospitals. IPFs are
certified under Medicare as an institution primarily engaged in providing psychiatric
services for the diagnosis and treatment of mentally ill patients, as well as maintaining
clinical records for determining the degree and intensity of treatment and staffing
requirements. For a distinct part psychiatric unit to be certified as an IPF they must meet
the clinical record and staffing requirements in 42 CFR 412.27 for a “psychiatric bed”
(CMS, 2010). Medicare beneficiaries receive IPFs coverage through Medicare Part A,
also known as Hospital Insurance. If a beneficiary is receiving care in an IPF Part A
covers up to 190 days as a lifetime limit. A beneficiary may have multiple benefit
periods, up to the 190 day lifetime limit (Your Medicare Coverage, n.d.).
Medicare beneficiaries in IPFs have complex conditions that require sustained
engagement with physical and mental health care providers. People who receive care
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from IPFs are at risk for a range of negative health outcomes, but surprisingly little is
known about their patterns of care. To fill this knowledge gap, we conducted an analysis
to examine: (1) the characteristics of IPFs; (2) the characteristics of Medicare
beneficiaries who use IPFs; (3) the types of inpatient and outpatient care these
beneficiaries receive throughout the year; (4) the types of care they receive right before
and after their IPF stay; and (5) the types of care they receive 30 days before and after
their IPF stay. Our findings are intended to help identify points in the health care system
that could be targeted to reduce preventable IPF admissions and readmissions. The
findings may also inform efforts to develop and implement quality measures focused on
this population.
This analysis builds on an earlier project conducted for U.S. Department of Health and
Human Services (HHS) Office of the Assistant Secretary for Planning and Evaluation-with support from the HHS Centers for Medicare & Medicaid Services (CMS)--to
develop a quality measure that uses Medicare claims to assess follow-up care after IPF
discharge.

DATA AND METHODS
We used inpatient Medicare claims from calendar year 2008 and the Area Health
Resources File to describe the characteristics of IPFs that provided care for FFS
Medicare beneficiaries. We then used Part A and B Medicare claims to summarize the
demographic characteristics, diagnoses, and inpatient and outpatient service use of
FFS Medicare beneficiaries who received care in IPFs.
When examining inpatient and outpatient use of services, we first analyzed
beneficiaries’ receipt of care for the entire 2008 calendar year (using Part A and B
claims). We then analyzed the care that beneficiaries received directly before and after
their IPF stay (using admission and discharge codes from IPF inpatient claims) as well
as their care in the 30 days before and after their stay (using Part A and B claims). The
sample for this analysis consisted of 303,096 FFS Medicare beneficiaries who had
462,688 Medicare-paid IPF stays in 2008.1 These FFS Medicare beneficiaries
comprise roughly one-quarter of all IPF patients (Medicare Payment Advisory
Commission, 2010). This sample included beneficiaries enrolled only in Medicare Part A
and B as well as dual-eligible beneficiaries--those enrolled in both Medicare Parts A and
B and Medicaid--during 2008. See the technical appendix for additional details on our
methods.
Our findings have several limitations. First, we present inpatient and outpatient service
use at the national level, but state-level and facility-level findings vary. Second, our
service use rates do not allow for an analysis of episodes of care. For example, if a
beneficiary were admitted to a psychiatric unit IPF from a general hospital’s emergency
room, this would be shown as an IPF stay and an emergency room visit--not as a single
episode of care involving both the emergency room and IPF. Finally, the analysis relies
1

At the beginning of this project, 2008 was the most recent year for which Medicare claims were available.
ASPE RESEARCH BRIEF | 2

primarily on Medicare claims data; some people may have received care that was not
reimbursed by Medicare; this care would be unobservable in the data we used.

FINDINGS
What are the characteristics of IPFs that serve Medicare beneficiaries?
Psychiatric units account for most IPFs in the country, but freestanding IPFs account for
most psychiatric beds. IPFs that receive Medicare reimbursement include freestanding
IPFs and psychiatric units in general as well as critical access hospitals in the 50 states,
the District of Columbia, and Puerto Rico and other United States territories. In 2008,
psychiatric units--particularly units in general hospitals--represented over 70 percent of
IPFs in the country. Freestanding IPFs accounted for only 27 percent of IPFs, but they
accounted for around 60 percent of IPF beds in the country (Table 1). Freestanding
IPFs had around four times the average number of beds as psychiatric units (137 beds
in freestanding IPFs versus 32 beds in psychiatric units, on average).
Most IPFs are in non-rural settings and non-low-income counties, but almost all are in
mental health care shortage areas, as defined by the Health Resources and Services
Administration. Nationally, in 2008 less than one-quarter of IPFs were in a rural setting,
and only 15 percent were in a low-income county (Table 1).
TABLE 1. Characteristics of IPFs Serving FFS Medicare Beneficiaries, 2008
Freestanding
Psychiatric
All IPFs
IPFs
Unit IPFs
Number of beds (total)
100,779
61,595
39,184
Number of beds (average)
60
137
32
a
Located in a rural setting (%)
23
15
26
b
Located in a low-income county (%)
15
12
17
Located in a mental health care
86
88
86
c
shortage area (%)
Total IPFs
1,691
450
1,241
SOURCE: Medicare FFS inpatient claims from IPFs for calendar year 2008, POS file, and
Area Health Resource File.
a. Rural is defined as non-metropolitan, based on the metro/micro indicator in the Area Health
Resources File.
b. A low-income county is a county with a median household income lower than $39,000,
based on the 2008 median household income variable in the Area Health Resources File.
c. A mental health care shortage area is an area with 1 psychiatrist for every 30,000 or more
people.

What are the characteristics of Medicare beneficiaries served by IPFs?
More than half of FFS Medicare beneficiaries served in IPFs are also enrolled in
Medicaid. In 2008, 56 percent of Medicare beneficiaries who received care in IPFs
were dual-eligible beneficiaries (Table 2). The average age of Medicare beneficiaries
served in IPFs was 59, compared to the average age of 71 for all FFS Medicare
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enrollees (Chronic Conditions Data Warehouse, 2014).2 Overall, IPFs served a slightly
higher percentage of women than men (53 percent versus 47 percent), and
beneficiaries served by IPFs were predominantly White (followed by African American).
Schizophrenia, major depressive disorder, and bipolar disorder account for most
primary diagnoses in IPFs, but Alzheimer’s and related diagnoses are also common.
Schizophrenia was the most common primary diagnosis in IPFs (25 percent of patients),
followed by major depressive disorder (23 percent) and bipolar disorder (18 percent;
Table 2). However, Alzheimer’s and related conditions accounted for 15 percent of
primary diagnoses. Recent studies have noted an increase in diagnoses of this kind at
IPFs, potentially linked to a higher incidence of Alzheimer’s and dementia among
Medicare beneficiaries and the growing practice of nursing facilities transferring
dementia patients to IPFs for stabilization (Moran Company, 2014).
Substance use and Alzheimer’s and related diagnoses are common comorbidities. With
respect to patients’ full set of diagnoses--including primary, secondary, and additional
diagnoses during the IPF stay--nearly one-quarter of IPF patients had a substance use
diagnosis, and one-quarter had Alzheimer’s or dementia. These conditions often
accompany beneficiaries’ primary diagnoses of schizophrenia, depressive disorder, and
bipolar disorder (Table 2).
Psychiatric units and freestanding IPFs serve beneficiaries with somewhat different
demographic characteristics and diagnoses. In 2008, over 210,000 FFS Medicare
beneficiaries had at least one stay at a psychiatric unit, and over 90,000 beneficiaries
stayed at a freestanding IPF.3 Beneficiaries who received care from psychiatric units
were more likely to be female and tended to be older, on average, than patients who
received care from freestanding IPFs (Table 2). In addition, psychiatric units served a
higher share of people with Alzheimer’s and related diagnoses than freestanding IPFs
(30 percent versus 12 percent in freestanding IPFs). In contrast, freestanding IPFs
served a higher share of people with substance use diagnoses (31 percent in
freestanding IPFs versus 20 percent in psychiatric units).

2

This difference in age is likely due in part to the high proportion of dual-eligible beneficiaries with disabilities who
receive care from IPFs (Table 2). Dual-eligible beneficiaries tend to be younger, on average, than all Medicare FFS
beneficiaries.
3
Beneficiaries who stayed at psychiatric units and freestanding IPFs in 2008 were assigned to either freestanding or
psychiatric unit based on their last stay of the year.
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TABLE 2. Characteristics of FFS Medicare Beneficiaries
with IPF Hospitalizations in 2008, by IPF Type
Freestanding
Psychiatric
Characteristic
All IPFs
a
a
IPFs
Unit IPFs
Average age (in years)
58.6
52.2
61.3
Female (%)
53
48
55
Race (%)
White (non-Hispanic)
79
75
80
African American (non-Hispanic)
16
19
15
Asian/Pacific Islander
1
1
1
Hispanic/Latino
2
3
2
American Indian/Alaska Native
1
1
1
Other
1
1
1
b
Primary diagnosis (%)
Schizophrenia
25
30
23
Bipolar disorder
18
20
16
Major depressive disorder
23
19
24
Psychosis
5
5
5
Substance use disorder
5
10
3
Alzheimer’s (and related diagnoses)
15
8
19
Other
9
8
10
b
Any diagnosis (%)
Schizophrenia
27
32
25
Bipolar disorder
22
24
21
Major depressive disorder
32
27
35
Psychosis
7
6
8
c
Substance use disorder
23
31
20
d
Alzheimer’s (and related diagnoses)
25
12
30
Insurance coverage (%)
FFS Medicare-only
44
40
46
Dual-eligible for Medicare/Medicaid
56
60
54
Average number of IPF stays
1.5
1.6
1.5
e
Average length of stay (in days)
16.0
26.6
11.5
Total beneficiaries discharged from IPFs
303,096
90,402
212,694
SOURCE: Medicare Part A inpatient claims from IPFs for Medicare FFS beneficiaries, calendar year
2008.
NOTES: Sample size is 303,096 FFS Medicare beneficiaries who had at least 1 IPF discharge from
January 1 to December 31, 2008. The numbers in this table are at the beneficiary level (that is, the
table shows 1 observation per unique beneficiary rather than each individual discharge).
a. Beneficiaries who stayed at psychiatric units and freestanding IPFs in 2008 were assigned to either
freestanding or psychiatric unit based on their last stay of the year.
b. In cases of multiple IPF stays with alternate diagnoses, this is the diagnosis for the last IPF stay of
the year.
c. This includes diagnoses of alcohol and drug psychoses, alcohol and drug dependence, and drug
non-dependence.
d. This includes diagnoses of dementia and other cerebral degenerations.
e. Length of stay was calculated when admission and discharge dates were present. The length of stay
calculation includes stays that began before 2008 but not stays that extended past 2008. Because
this is a beneficiary-level table, in cases of multiple stays, we calculated the length of stay for the
last stay of the year. As a sensitivity test, we examined lengths of stay excluding stays that began
before 2008, which resulted in an average length of stay of about 13 days (as opposed to 16 days).

Length of IPF stay varies substantially by IPF type and diagnosis. Including IPF stays
that began before 2008, the average length of stay at freestanding IPFs was 26.6 days
(35 percent were longer than two weeks), compared with 11.5 days at psychiatric units
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(23 percent were longer than two weeks). Length of stay varied by primary diagnosis in
both freestanding IPFs and psychiatric units; people with schizophrenia had the longest
average length of stay, followed by psychosis and Alzheimer’s disease (Figure 1).4
FIGURE 1. FFS Medicare Beneficiaries’ Average Length of IPF Stay (in days),
by Primary Diagnosis and IPF Type, 2008

SOURCE: Medicare Part A inpatient claims from IPFs for Medicare FFS beneficiaries, calendar
year 2008.
NOTES: The sample size is 303,096 FFS Medicare beneficiaries who had an IPF discharge from
January 1 to December 31, 2008. The data shown are at the beneficiary level, with 1 observation
per unique individual. In cases of multiple stays, we only counted the length of stay and diagnosis
for the last stay of the year.

What care do IPF patients receive in the community?
Medicare beneficiaries who use IPFs also use emergency room, acute care, and skilled
nursing facilities (SNFs) frequently. Nearly 90 percent of FFS Medicare IPF patients
had an emergency room visit in 2008, and nearly half had an acute care hospital stay in
2008 (Figure 2). This is much higher than the rates of national emergency room and
acute care use among all Medicare FFS beneficiaries, which were 30 and 21 percent,
respectively, in 2008 (CMS, 2011). In addition, 26 percent of IPF patients used SNF
services during 2008--by far their most frequently used type of post-acute or residential
care paid for by Medicare. This is around five times the national average of FFS
Medicare beneficiaries (5 percent) who used SNFs at least once in 2008 (Medicare
Payment Advisory Commission, 2010). In contrast, less than 10 percent of IPF patients
used intermediate care, psychiatric residential treatment, or rehabilitation services at
any time in 2008.
Use of SNF, acute care, and emergency room services is higher among beneficiaries
who received care from psychiatric units compared with freestanding IPFs. In 2008, the
proportion of beneficiaries who had SNF care was 15 percentage points higher among
those who received care from a psychiatric unit versus a freestanding IPF (not shown in
Figure 2). Likewise, the proportion of beneficiaries who had an emergency room visit or
an acute care hospital stay was around 10 points higher among those who received
4

These length of stay calculations include IPF stays that began before 2008.
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care from a psychiatric unit versus a freestanding IPF. In part, these higher rates of
emergency room and acute care use reflect direct transfers between the emergency
room, the psychiatric unit, and other departments within general hospitals. Higher rates
of SNF use among beneficiaries in psychiatric units likely reflect the higher average age
and higher prevalence of Alzheimer’s diagnosis among these individuals, compared
with beneficiaries who receive care from freestanding IPFs.
FIGURE 2. Service Use in 2008 among FFS Medicare Beneficiaries with a IPF Stay
(percentage who received each service)

SOURCE: Medicare Part A and B claims for Medicare FFS beneficiaries who had an IPF stay in
calendar year 2008.
NOTES: Sample size is 303,096 FFS Medicare beneficiaries who had an IPF discharge from
January 1 to December 31, 2008. This is a beneficiary-level table, with 1 observation per unique
individual. ER visits were counted without regard for diagnosis (all were included). A visit with a
mental health practitioner includes an OP visit, an intensive OP encounter, or a partial
hospitalization with a psychiatrist, psychologist, clinical social worker, or other certified mental
health professional. Any OP mental health care is defined as either a visit with a mental health
practitioner or other non-ER OP care with a primary mental health diagnosis. Other OP health
care includes all non-ER OP care that does not meet the criteria above for mental health care;
this category generally covers physical health conditions but could include OP care with a
substance use diagnosis.

Most IPF patients receive outpatient mental health care during the year. In 2008, nearly
two-thirds of IPF patients had an outpatient visit with a mental health practitioner--a
psychiatrist, psychologist, social worker, psychiatric nurse, or physician assistant with a
psychiatric specialty (Figure 2). Around three-quarters of IPF patients had any
outpatient mental health care, either with a mental health practitioner or another type of
provider, such as a primary care doctor. The majority (92 percent) of IPF patients
received some other outpatient care during the same period, generally for physical
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health conditions. These use rates do not vary substantially between patients of
psychiatric units versus freestanding IPFs.
What care do Medicare beneficiaries receive directly before and after their IPF
stay?
The majority of IPF admissions come from physician referrals or emergency rooms. In
2008, 38 percent of IPF admissions came from a physician referral, and another 35
percent came from the emergency room (Figure 3). Rates of IPF admission from the
emergency room were much higher in psychiatric units compared with freestanding
IPFs (45 percent versus 12 percent, respectively; not shown). This finding likely reflects,
in part, general hospitals’ common practice of admitting psychiatric patients through the
emergency room or “boarding” patients in swing beds in the emergency room until
space becomes available in psychiatric units (American College of Emergency
Physicians, 2014).
Most IPF patients are discharged to their home or to self-care. Around 70 percent of
beneficiaries were discharged from IPFs to their home or to self-care, compared with by
11 percent discharged to SNFs, 5 percent discharged to intermediate care facilities
(ICF), and 6 percent discharged to inpatient settings (Figure 3). Consistent with the
findings mentioned earlier, a higher proportion of beneficiaries who received care from
psychiatric units were discharged to a SNF (compared with freestanding IPFs), and a
lower proportion were discharged to their home or to self-care (not shown in Figure 3).
FIGURE 3. IPF-Reported FFS Medicare Discharges and Transfers in 2008

SOURCE: Patient discharge and admission status codes from Medicare Part A inpatient IPF
claims for Medicare FFS beneficiaries who had 1 or more IPF discharges in calendar year
2008.
NOTES: Sample size is 462,688 FFS Medicare discharges from January 1 to December 31,
2008. This is a discharge-level table, with 1 observation per discharge.

A much larger share of beneficiaries are discharged to SNFs than admitted from them.
Only 2 percent of patients were transferred to IPFs directly from SNFs, whereas 11
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percent of IPF patients were discharged to a SNF from the IPF (Figure 3). Similar
findings emerge from an analysis of all Part A and B claims (as opposed to only IPF
admission and discharge codes): SNF use among FFS Medicare beneficiaries is more
than twice as high in the 30 days after IPF discharge compared with the 30 days before
IPF admission (17 percent after discharge versus only 6 percent before discharge; see
Figure 4).
What care do Medicare beneficiaries receive in the 30 days before and after their
IPF stay?
Around one-third of beneficiaries have some type of inpatient care--either an IPF stay or
an acute care stay--in the 30 days before their IPF stay, and around one-quarter have
an inpatient stay in the 30 days after their IPF stay. Twenty-seven percent of Medicare
FFS beneficiaries who received care in IPFs had an IPF stay or a non-IPF acute care
hospital stay in the 30 days after their IPF discharge (Figure 4). This readmission rate is
notably higher than the national 30-day all-cause hospital readmission rate for Medicare
FFS beneficiaries, which averaged 19 percent from 2007 to 2011 (Gerhardt et al.,
2013). Direct transfers to the IPF from acute care settings (and vice versa) likely
account for some of the non-IPF hospital care in the 30 days before and after IPF stays.
Emergency room visits are common 30 days before and after the IPF stay. Two-thirds
of IPF patients had an emergency room visit in the 30 days before their IPF stay, and 29
percent had an emergency room visit in the 30 days after their IPF discharge (Figure 4).
This rate of emergency room use following an IPF stay is higher than the 30-day
emergency room rate among patients discharged from non-IPF hospitals, estimated at
18 percent of discharges (Rising et al., 2013). (However, this statistic for non-IPF
hospitals is based on a study that was not limited to Medicare populations.) Direct
transfers from the emergency room to the IPF likely account for around half of the
emergency room use before the IPF stay.
Less than 40 percent of IPF patients visit a mental health practitioner in the 30 days
before or after their IPF stay. Only 30 percent of IPF patients visited a mental health
practitioner--a psychiatrist, psychologist, or clinical social worker--in the 30 days before
their IPF stay, and 37 percent did so in the 30 days afterwards (Figure 4). The slightly
higher receipt of care after the IPF stay (versus before it) could reflect a wide range of
factors, including patients’ efforts to get necessary follow-up care directly after their IPF
stay, as well as IPFs’ efforts to connect recently discharged patients with mental health
practitioners. However, these analyses reflect only Medicare-reimbursed mental health
services; some patients may receive mental health care outside of Medicare
reimbursement.
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FIGURE 4. Percentage of FFS Medicare Beneficiaries Who used Services
in the 30 Days Before and After an IPF Stay, 2008

SOURCE: Medicare Part A and B claims for Medicare FFS beneficiaries who had an IPF stay in
calendar year 2008.
NOTES: Sample size is 372,311 FFS Medicare IPF discharges from January 31 to December 1,
2008. This is a discharge-level table, with 1 observation per discharge in the designated time
period. ER visits were counted without regard for diagnosis (all were included). A visit with a
mental health practitioner includes an OP visit, an intensive OP encounter, or a partial
hospitalization with a psychiatrist, psychologist, clinical social worker, or other certified mental
health professional. Any OP mental health care is defined as either a visit with a mental health
practitioner or other non-ER OP care with a primary mental health diagnosis. Other OP health
care includes all non-ER OP care that does not meet the criteria above for mental health care;
this category generally covers physical health conditions but could include OP care with a
substance use diagnosis.

Slightly more than half of IPF patients receive other outpatient care in the 30 days
before or after their IPF stay. In the 30 days before their IPF stay, 56 percent of
beneficiaries received outpatient care that was not with a mental health practitioner or
did not involve a primary mental health diagnosis, and 53 percent received such care in
the 30 days afterwards (Figure 4). In contrast, only 40 percent of beneficiaries received
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outpatient mental health services--a visit with a mental health practitioner or other
outpatient care with a primary mental health diagnosis--in the 30 days before the IPF
stay, and only 44 percent received outpatient mental health care within 30 days
following the stay.
Service Use Among Dual-Eligible Beneficiaries Who Receive IPF Care
Besides the main analysis of all FFS Medicare beneficiaries discussed above, we used
Medicare and Medicaid claims to examine the use of services among dual-eligible
beneficiaries who visited IPFs in 2008. These beneficiaries accounted for 56% of all FFS
Medicare beneficiaries who visited IPFs.
In our analysis of this population’s Medicare-reimbursed care, we used the sample of all FFS
Medicare beneficiaries with dual coverage in all 50 states, the District of Columbia, and
United States territories. However, our analysis was limited to dual-eligible beneficiaries with
FFS Medicare and FFS Medicaid coverage in 35 states for which complete Medicaid claims
data are available.*
Below are some key findings:


Medicare-reimbursed care (N = 168,553 beneficiaries):
o In 2008, 91% of dual-eligible beneficiaries had an ER visit, 45% had an acute care
hospital stay, and 23% stayed at a SNF. In addition, nearly 70% of dual-eligible
beneficiaries saw a mental health practitioner in 2008.
o 68% of dual-eligible beneficiaries had an ER visit in the 30 days before the IPF
stay, and 33% had an ER visit in the 30 days after the IPF stay.
o 32% saw a mental health practitioner in the 30 days before their IPF stay, and 39%
did so in the 30 days after their IPF stay.



Medicaid-reimbursed care (N = 85,449):
o In 2008, 29% of dual-eligible beneficiaries had an OP visit with a primary mental
health or substance use diagnosis, and 45% had OP care without a primary mental
health or substance use diagnosis.
o 13% of dual-eligible beneficiaries had a visit with a primary mental health or
substance use diagnosis in the 30 days before their IPF stay, and 14% had such a
visit in the 30 days after their stay.

* These are: Alaska, Alabama, Arkansas, California, Connecticut, District of Columbia,
Delaware, Florida, Georgia, Idaho, Illinois, Indiana, Kentucky, Louisiana, Massachusetts,
Maryland, Michigan, Missouri, Mississippi, North Carolina, North Dakota, Nebraska, New
Hampshire, New Jersey, New Mexico, New York, Ohio, Oklahoma, South Carolina, Texas,
Virginia, Washington, Wisconsin, West Virginia, and Wyoming.

SUMMARY AND DISCUSSION
The findings from these analyses have several implications for quality measurement
and improvement efforts targeted to Medicare beneficiaries who receive care from IPFs.
Medicare beneficiaries who receive care in IPFs have complex health care needs,
as indicated by their co-occurring conditions and their use of health care
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services. IPFs serve populations with diverse diagnostic and demographic
characteristics. It is particularly notable that nearly one-quarter of all Medicare IPF
patients (and 31 percent of these patients in freestanding IPFs) have a substance use
disorder. This may present an opportunity for IPFs to address these conditions during
the inpatient stay. Likewise, one-quarter of all Medicare IPF patients (and 30 percent of
patients in psychiatric units) have Alzheimer’s or dementia. Although some IPFs-particularly psychiatric units--have specialized geriatric services and units dedicated to
this population, others treat these individuals along with the general population. Given
the size of this population in some IPFs, there may be opportunities to address these
patients’ needs and monitor their quality of care.
Compared with all FFS Medicare beneficiaries, Medicare beneficiaries who
receive care in IPFs use emergency room and inpatient services a lot throughout
the year, particularly before and after IPF stays. In particular, IPF patients’ high
rates of emergency room use in the 30 days after the IPF stay (29 percent)--and repeat
IPF hospitalizations within 30 days (18 percent)--are undesirable outcomes. To address
the repeat hospitalizations, CMS is developing and testing a 30-day readmission
measure for the Inpatient Psychiatric Facility Quality Reporting program. Relatively high
use of the emergency room 30 days after an IPF stay could be an additional area for
quality improvement.
Many Medicare beneficiaries are not engaged in mental health services directly
before their IPF stay. Despite high rates of inpatient and ambulatory service use over
the course of a year, only 30 percent of FFS Medicare beneficiaries saw a Medicarereimbursed mental health practitioner--a psychiatrist, psychologist, or clinical social
worker--in the 30 days before their stay. And only 40 percent received any Medicarereimbursed mental health care as an outpatient (any visit with a mental health
practitioner or other outpatient care with a primary mental health diagnosis) during the
same time frame. (However, 13 percent of dual-eligible beneficiaries had a Medicaidreimbursed visit with a primary mental health or substance use diagnosis in the 30 days
before their IPF stay). Although we do not have access to data on service use outside of
Medicare and Medicaid reimbursement, this finding may suggest that many
beneficiaries are not receiving routine mental health services that could prevent them
from requiring inpatient care.
Medicare beneficiaries who receive care in IPFs have high rates of service use for
other conditions; this may present opportunities to address their mental health
needs. Fifty-six percent of FFS Medicare beneficiaries received outpatient health care
unrelated to mental health in the 30 days before their IPF stay; this is nearly double the
percentage who visited a Medicare mental health practitioner during the same period.
This presents an opportunity to address mental health issues concurrently with physical
health issues in outpatient settings. In recent years, several health care models have
emerged with the potential to provide more holistic care. For example, the CMSsponsored Comprehensive Primary Care Initiative offers primary care providers
financial incentives to work with behavioral health specialists in delivering personcentered care (Older Americans Behavioral Health Technical Assistance Center, 2012).
Medical homes and health homes may also provide similar opportunities.
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IPFs often serve as a gateway to SNF care. A much larger proportion of IPF patients
are discharged to SNFs than admitted from them. Furthermore, SNF use among FFS
Medicare beneficiaries is more than twice as high in the 30 days after IPF discharge
than in the 30 days before. The progression from IPFs to SNF care may be warranted
for beneficiaries who need medication assistance, close supervision after their IPF stay,
or help with daily activities. However, there is growing concern that SNFs are not
equipped to provide specialized psychiatric care to these beneficiaries. Given this
concern, CMS has limited the compensation SNFs can receive for serving IPF patients
who enter SNFs with a primary psychiatric diagnosis (CMS, 2015). Further research
could focus on the IPF-to-SNF progression in more depth, with an emphasis on: (1)
identifying common mismatches between beneficiaries’ psychiatric care needs and SNF
capacity and expertise; and (2) assessing alternate treatment arrangements for
Medicare beneficiaries recently discharged from IPFs.
The findings from these analyses provide a baseline from which to measure progress in
follow-up care and readmission rates after an IPF stay. The findings also identify opportunities
for closer monitoring of patterns and quality of care among subpopulations. These
subpopulations include those with substance use disorders as well as Alzheimer’s disease
and related dementias, who account for a large proportion of Medicare beneficiaries receiving
care in IPFs.
Future quality monitoring and improvement efforts should take into account: (1) the diagnostic
and demographic heterogeneity of the IPF population; and (2) the care provided to particularly
vulnerable subgroups, who may require additional supports to avoid institutional care. Further
research is needed to understand how service use and quality of care for the IPF population
may vary by state and region, and how use rates and quality may change over time as
various quality measures and payment reforms affect the delivery of care.
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APPENDIX: TECHNICAL SPECIFICATIONS
Identification of the analysis sample
The sample for this analysis included 303,096 FFS Medicare beneficiaries who had
462,688 Medicare-paid IPF stays in 2008. We defined these beneficiaries as people
with FFS Part A and B coverage during at least 6 months in 2008. We defined IPFs as
standalone IPFs or IPF units that received reimbursement under the Medicare Inpatient
Psychiatric Facility Prospective Payment System in 2008. Restricting the sample to FFS
Medicare beneficiaries with Part A and B coverage during all 12 months in 2008 would
result in a similar sample of 295,532 people with 450,691 discharges.
For this analysis, we defined dual-eligible beneficiaries as people with: (1) FFS
Medicare Part A and B coverage during at least 6 months in 2008; and (2) FFS or
managed care Medicaid coverage during at least 6 months in 2008. We drew our
information on these individuals from the monthly coverage information in the Medicare
Enrollment Database and the Medicaid Analytic eXtract Person Summary File. Our
analysis of dual-eligibles’ Medicare-reimbursed care includes all members of this
population. However, we limited the analysis to dual-eligible beneficiaries who: (1) have
FFS Medicare and FFS Medicaid coverage during at least 6 months in 2008; and (2)
reside in the 35 states for which complete Medicaid claims data are available. Notably,
dual-eligible beneficiaries with Medicaid managed care are excluded from the analysis
of Medicaid reimbursed care, under the assumption that their Medicaid-reimbursed
service use is not reflected in Medicaid claims.
Definitions of key concepts
Rural and low-income counties. We defined a rural county as non-metropolitan,
according to the metro/micro indicator variable in the Area Health Resource File. A lowincome county is a county with a median household income of lower than $39,000,
according to the 2008 median household income variable in the Area Health Resource
File. The $39,000 amount is the income cutoff used by the Healthcare Cost and
Utilization Project to estimate low socioeconomic status at the county level in 2008.
Mental health shortage areas. This designation is based on the population size and
number of psychiatrists in an area. If an area has 30,000 or more people per
psychiatrist, it can be designated as a mental health shortage area (Health Resources
and Services Administration, 2016). We coded IPFs as being located in such an area if
they were fully or partially located in a mental health shortage area as determined by
the Health Resources and Service Administration (according to the 2009 data element,
F12492-09, in the Area Health Resource File).
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Codes used to identify facilities, diagnosis categories, inpatient and outpatient
care, and mental health practitioners
TABLE A1. Codes to Identify IPFs and Acute Care Medicare IPFs
Facility codes with:
 Last 4 digits of 4000-4499 (psychiatric hospital excluded from PPS)
 Third digit of “S” (psychiatric unit in an acute care hospital)
 Third digit of “M” (psychiatric unit in a critical access hospital)
Acute care facilities
Provider number with 5th thru 8th digit of 0001-0899
IPFs

TABLE A2. Codes to Identify Diagnosis Categories (ICD-9 codes)
Primary mental health
295-299, 300.3, 300.4, 301, 308, 309, 311-314
Depression
296.2x, 296.3x, 296.82, 300.4x, 311
Bipolar disorder
296.0x, 296.1x, 296.40, 296.4x, 296.5x, 296.6x, 296.7x, 296.80, 296.81,
296.89, 301.13
Schizophrenia
295
Psychosis
298
Substance use disorder 291, 292, 303.00, 303.01, 303.02, 303.90, 303.91, 303.92, 304.00, 304.01,
304.02, 304.10, 304.11, 304.12, 304.20, 304.21, 304.22, 304.30, 304.31,
304.32, 304.40, 304.41, 304.42, 304.50, 304.51, 304.52, 304.60, 304.61,
304.62, 304.70, 304.71, 304.72, 304.80, 304.81, 304.82, 304.90, 304.91,
304.92, 305.00, 305.01, 305.02, 305.20, 305.21, 305.22, 305.30, 305.31,
305.32, 305.40, 305.41, 305.42, 305.50, 305.51, 305.52, 305.60, 305.61,
305.62, 305.70, 305.71, 305.72, 305.80, 305.81, 305.82, 305.90, 305.91,
305.92, 535.3, 571.1
Alzheimer’s and related 290.0, 290.10, 290.11, 290.12, 290.13, 290.20, 290.21, 290.3, 290.40,
disorders
290.41, 290.42, 290.43, 294.0, 294.10, 294.11, 294.8, 331.0, 331.11,
331.19, 331.2, 331.7, 797

TABLE A3. Codes to Identify Medicare-Paid Post-Acute and Residential Care
Description

HCPCS
(Medicare
carrier file)

Hospice

SNF
Comprehensive
inpatient
rehabilitation facility
Respite
ICF
Residential
substance abuse
treatment facility
Psychiatric
residential treatment
center

UB Revenue
(Medicare SNF,
hospice, OP, and
HHA files)
0115, 0125, 0135,
0145, 0155, 0650,
0656, 0658, 0659
019x
0118, 0128, 0138,
0148, 0158

UB Type of Bill
(Medicare SNF,
hospice, OP, and
HHA files)
81x, 82x

21x, 22x, 28x

POS
(Medicare
carrier files)
34

31, 32
61

0655

T2048, H0017H0019

1002

54
55

1001

56
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TABLE A4. Codes to Identify ER Visits (Medicare carrier/OP and Medicaid OT files)
Any line-level claim with:
 Revenue center code values of 0450-0459 (ER) or 0981 (professional fees--ER) or HCPCS
codes associated with ER use (99281, 99282, 99283, 99284, 99285) in the OP file
OR


POS code (23 = ER--hospital) or BETOS code (M3 = ER visit) in the carrier file

TABLE A5. Codes to Identify OP Mental Health Care (Medicare and Medicaid)
CPT
HCPCS
(Medicare carrier/OP
(Medicare carrier/OP
and Medicaid OT files)
and Medicaid OT files)
90804-90815, 98960-98962, 99078, 99201G0155, G0176, G0177, G0409-G0411,
99205, 99211-99215, 99217-99220, 99241H0002, H0004, H0031, H0034-H0037,
99245, 99341-99345, 99347-99350, 99383H0039, H0040, H2000, H2001, H201099387, 99393-99397, 99401-99404, 99411,
H2020, M0064, S0201, S9480, S9484,
99412, 99510
S9485
CPT with POS (Medicare carrier and Medicaid OT files)
90801, 90802, 90816-90819, 90821-90824,
03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 24,
with
90826-90829, 90845, 90847, 90849, 90853,
33, 49, 50, 52, 53, 71, 72
90857, 90862, 90870, 90875, 90876
99221-99223, 99231-99233, 99238, 99239,
52, 53
with
99251-99255
CPT with TOS or facility type (TYPSVC/FACTYP) (Medicare OP files)
90801, 90802, 90816-90819, 90821-90824,
TYPSVC of 2 or 3 if FACTYP = 1-6 or 9
90826-90829, 90845, 90847, 90849, 90853,
FACTYP = 7
with
90857, 90862, 90870, 90875, 90876
FACTYP = 8
99221-99223, 99231-99233, 99238, 99239,
99251-99255
UB Revenue (Medicare OP and Medicaid OT files)
0513, 0900-0905, 0907, 0911-0917, 0919 (does not have to be performed by a mental health
practitioner)
0510, 0515-0517, 0519-0523, 0526-0529, 077x, 0982, 0983 (must be with either a primary mental
health diagnosis or performed by a mental health practitioner)
ER visits cannot count as OP visits (Medicare carrier/OP and Medicaid OT files)
NOTE: A visit with a mental health practitioner in the analysis above is defined as a procedure or
revenue code in this table performed by a mental health practitioner in Table A6, unless an exception is
noted.
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TABLE A6. Codes to Identify Mental Health Practitioners (Medicare)
HEDIS Definition of
Specialty
Taxonomy
Mental Health Practitioner
Code
(linked to NPI)
An M.D. or D.O. who is certified as a
26
2084P0800X; 2084P0804X
psychiatrist or child psychiatrist
Neurologist (not in original HEDIS
13
2084V0102X; 2084N0400X; 2084N0402X
specification)
An M.D. or D.O. who successfully
86
2084A0401X; 2084P0802X; 2084B0002X;
completed an accredited program of
2084N0600X; 2084D0003X; 2084F0202X;
graduate medical or osteopathic
2084P0805X; 2084H0002X; 2084P0005X;
education in psychiatry or child psychiatry
2084N0008X; 2084P2900X; 2084P0015X;
and is licensed to practice patient care
2084S0012X; 2084S0010X
psychiatry or child psychiatry
Licensed psychologist
62
103T00000X; 103TA0400X; 103TA0700X;
103TC0700X; 103TC2200X; 103TB0200X;
103TC1900X; 103TE1000X; 103TE1100X;
103TF0000X; 103TF0200X; 103TP2701X;
103TH0004X; 103TH0100X; 103TM1700X;
103TM1800X; 103TP0016X; 103TP0814X;
103TP2700X; 103TR0400X; 103TS0200X;
103TW0100X
Certified in clinical social work
80
1041C0700X
Psychiatric nurse, physician’s assistant,
89, 50, 67
364SP0808X; 364SP0809X; 364SP0807X;
or occupational therapist
364SP0810X; 364SP0811X; 364SP0812X;
364SN0800X; 364SP0813X; 363LP0808X;
225XM0800X
NOTE: A visit with a mental health practitioner in the analysis above is defined as a procedure or
revenue code in Table A5 performed by a mental health practitioner in this table, unless an exception is
noted.
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TABLE A7. Codes to Identify OP Care (Medicare and Medicaid)
Codes
Files
No line-level claim information related to ER services can count as OP care. Medicare OP and
These are defined as:
Carrier; Medicaid OT
 Revenue center code values of 0450-0459 (ER) or 0981 (professional
fees--ER) or HCPCS codes associated with ER use (99281, 99282,
99283, 99284, 99285) in the OP file
OR


POS code (23 = ER--hospital) or BETOS code (M3 = ER visit) in the
carrier file
The following POS codes count as a numerator hit if they appear in any
Medicare Carrier
line-level claim: 03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 24, 33, 49, 50, 52,
53, 71, 72
The following codes count as a numerator hit: TYPSVC of 2 or 3 if FACTYP Medicare OP
= 1-6 or 9 OR FACTYP = 7 or 8
Numerator hit in Medicaid if one of two conditions are present as defined by Medicaid OT
TOS and/or POS codes:
1. MSIS_TOS = 11 or 12
OR
2. MSIS TOS = 08, 10, 13, 19, 33, 37, or 99 AND
POS = 03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 24, 33, 49, 50, 52,
53, 71, 72, 99, or unassigned--but cannot have TOS of 99 and POS
of 99 or unassigned
NOTE: These codes are used to define any OP mental health care (when combined with a mental
health diagnosis) and other OP care (when not combined with a mental health diagnosis) in the
analysis above.
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ACRONYMS
BETOS
CMS
CPT
D.O.
ER
FACTYP
FFS
HCPCS
HEDIS
HHA
HHS
ICD-9
ICF
IPF
M.D.
MSIS
MSIS_TOS
NPI
OP
OT
POS
SNF
TOS
TYPSVC
UB

Berenson-Eggers Type of Service
HHS Centers for Medicare & Medicaid Services
Current Procedural Terminology
Doctor of Osteopathy
Emergency Room
Facility Type
Fee-For-Service
Healthcare Common Procedural Coding System
Healthcare Effectiveness Data and Information Set
Home Health Agency
U.S. Department of Health and Human Services
International Classification of Diseases, 9th edition, Clinical
Modification
Intermediate Care Facility
Inpatient Psychiatric Facility
Medical Doctor
Medicaid Statistical Information System
Medicaid Statistical Information System Type of Service
National Provider Identification
Outpatient file
Medicaid Other service/Therapy file
Place-of-Services
Skilled Nursing Facility
Type of Service
Type of Service in Medicare files
Uniform Billing
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