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Objective: This study examined
emergency department use among
Medicare beneficiaries with seri-
ous mental disorders. Methods:
Drawn from the 2004 national 5%
sample of Medicare beneficiaries,
the sample in this study (N=
129,805) included fee-for-service
enrollees with primary diagnoses
of schizophrenia, major depres-
sion, other major affective disor-
ders, or other psychoses. Emer-
gency department use was com-
pared by psychiatric diagnostic
category and presence of a claim
related to substance use disorder.
Results: Having any emergency
department visit was common for
beneficiaries aged ≥65 years
(58.3%) and beneficiaries <65
years who were Medicare eligible
because of a disability (48.5%).
Emergency department visits with
a primary psychiatric diagnosis
occurred for 14.8% of disabled
beneficiaries and 6.7% of aged
beneficiaries. Use varied by diag-
nosis and was higher for those
with any substance-related claims
(p<.01). Conclusions: Emergency
department use was common in
the sample. Within each eligibili-
ty category, use varied by psychi-
atric diagnostic category and
presence of a substance-related
claim. (Psychiatric Services 61:628–
631, 2010)

Emergency department utilization
has risen considerably. According

to the National Hospital Ambulatory
Medical Care Survey (NHAMCS),
from 1996 to 2006 the total number
of emergency department visits in-
creased by 32% and the population-
based emergency department use
rate increased by 18% (1). The num-
ber of emergency department visits
for psychiatric reasons has also been
growing and constitutes 5.4% of all
emergency department visits by
adults (2).

Emergency departments provide
essential and unique services. How-
ever, high emergency department use
may in part reflect crises that could
be averted or better addressed with
effective outpatient treatment and
coordination. Interventions to im-
prove medication adherence, for ex-
ample, can reduce emergency de-
partment use (3). It is important to
give attention to both psychiatric and
general medical emergency depart-
ment use for persons with major
mental disorders, who are likely to
have high need in both domains. In
prior research on emergency depart-
ment use in a treatment sample with
serious mental illness, 37% reported
emergency department utilization for
somatic problems (4). There is evi-
dence that persons with serious men-
tal illness may have more difficulty
with access to or quality of medical
care (5,6). They may, therefore, be
more likely to use the emergency de-
partment as their de facto medical
care point of contact. Furthermore,
the high prevalence of co-occurring

substance use disorders and unmet
need among persons with serious
mental illness (7) suggests the possi-
bility of higher emergency depart-
ment use.

Within Medicare, the two major el-
igibility groups—persons younger
than 65 years who were Medicare eli-
gible because of a disability (disabled
beneficiaries) and persons who are
aged 65 years or older (aged benefici-
aries)—present high levels of general
health and mental health needs.
Among aged Medicare beneficiaries
with chronic medical illness, a de-
pression diagnosis doubles the likeli-
hood of emergency department use
(8). Yet nationally representative
studies of emergency department use
among Medicare beneficiaries with
major mental health disorders are
lacking.

In this descriptive study, nationally
representative Medicare claims data
from 2004 were used to examine
emergency department utilization
for beneficiaries with serious mental
disorders. Two primary research
questions were examined. First,
among Medicare beneficiaries with
serious mental disorders, does emer-
gency department utilization vary by
mental health diagnostic category?
Second, among Medicare beneficiar-
ies with serious mental disorders, is
the presence of a claim related to
substance use disorder (substance-
related claim) during the year associ-
ated with greater emergency depart-
ment utilization?

The findings from this retrospec-
tive analysis of secondary data will
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inform our understanding of treat-
ment patterns for this population
and will point to where further at-
tention may be warranted in terms of
additional research and treatment
system improvements.

Methods
The study used claims and eligibility
data (Standard Analytic Files) from a
random 5% sample of the 2004 na-
tional survey of disabled and aged
Medicare beneficiaries. The sample
consisted of 129,805 fee-for-service
beneficiaries whose most frequent
primary psychiatric diagnosis during
the year was in one of four mutually
exclusive categories: schizophrenia
(ICD-9 code 295), major depressive
disorder (ICD-9 codes 296.2 and
296.3), other affective psychoses
(largely bipolar disorder; ICD-9 codes
296.0, 296.1, and 296.4–296.99), or
selected other psychoses in the ICD-9
rubric (ICD-9 codes 293, 294, and
297–299, including conditions such as
paranoid states and some organic psy-
choses but excluding 290-series codes
for primary dementia).

Emergency department visits were
identified by place of service, revenue
codes, and Current Procedural Ter-
minology (CPT) codes. Measures in-
cluded dichotomous variables indi-
cating any emergency department
visit or any emergency department
visit with a primary psychiatric diag-
nosis (ICD-9 codes 293–302, 306–
314, and 316), as well as mean num-
ber of emergency department visits.
For emergency department visits re-
sulting in hospitalization, inpatient
primary diagnosis was used to assign a
primary diagnosis. Chi square tests
and F tests were used to compare uti-
lization by other mental health diag-
nostic category and presence of pri-
mary substance abuse diagnosis or se-
lected substance-related codes on any
claim during the year (ICD-9 codes
291, 292, and 303–305, plus selected
substance-related codes—for exam-
ple, ICD-9 code 648.3, drug depend-
ence in pregnancy). We also exam-
ined the percentage of emergency
department visits that were identified
through inpatient claims, indicating
that the visit was followed by a hospi-
tal admission.

Human subject protections were

ensured by the federal funding
agency and its primary contractor
through which these analyses were
conducted. The study was considered
exempt from institutional review
board review.

Results
The subsample of disabled benefici-
aries (N=129,805) had a mean±SD
age of 46.7±9.9 years, and 50.8%
(N=25,114 of 49,481) were women.
Women accounted for 67.6% (N=

54,297 of 80,324) of the aged benefi-
ciaries, who had a mean age of 78.7±
8.4 years. The proportion of the sam-
ple in each diagnostic category varied
for disabled and aged beneficiaries
(Table 1).

As shown in Table 1, 48.5% of dis-
abled beneficiaries had at least one
emergency department visit during
the year, with an average of 3.3 visits
per user; 14.8% had a psychiatric
emergency department visit, averag-
ing 1.9 visits per user. Among aged
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Emergency department utilization by fee-for-service Medicare enrollees with
claims in 2004 for serious mental disorders, by eligibility group

Disabled Aged 
beneficiaries beneficiaries
(<65 years) (≥65 years)

Variable N % N %

Total
Claimants 49,481 100.0 80,324 100.0
Emergency department visits

Any visits 24,009 48.5 46,858 58.3
Visits per user (M±SD) 3.3±4.5 2.4±2.2

Psychiatric emergency department visits
Any visits 7,335 14.8 5,407 6.7
Visits per user (M±SD) 1.9±2.2 1.2±.6

Schizophreniaa

Claimants 16,439 100.0 4,665 100.0
Emergency department visits

Any visits 7,206 43.8 2,043 43.8
Visits per user (M±SD) 3.1±4.7 2.3±3.5

Psychiatric emergency department visits
Any visits 3,248 19.8 403 8.6
Visits per user (M±SD) 2.2±2.8 1.4±.8

Major depressiona

Claimants 17,300 100.0 23,312 100.0
Emergency department visits

Any visits 8,487 49.1 11,841 50.8
Visits per user (M±SD) 3.3±4.6 2.4±2.3

Psychiatric emergency department visits
Any visits 1,640 9.5 1,248 5.4
Mean visits per user 1.6±1.6 1.3±.7

Other affective psychosesa

Claimants 10,311 100.0 5,159 100.0
Emergency department visits

Any visits 5,360 52.0 2,389 46.3
Visits per user 3.4±4.5 2.3±2.3

Psychiatric emergency department visits
Any visits 1,823 17.7 413 8.0
Visits per user (M±SD) 1.9±1.8 1.4±.8

Other psychosesa

Claimants 5,431 100.0 47,188 100.0
Emergency department visits

Any visits 2,956 54.4 30,585 64.8
Visits per user (M±SD) 3.4±3.9 2.4±2.0

Psychiatric emergency department visits
Any visits 624 11.5 3,343 7.1
Visits per user (M±SD) 1.4±.8 1.1±.4

a All utilization measures differed significantly by diagnosis within eligibility group: p<.01 for all ex-
cept for differences in emergency department visits per user, which was p<.05.



beneficiaries, 58.3% had at least one
emergency department visit during
the year, averaging 2.4 visits per user.
Among these aged beneficiaries,
6.7% had a psychiatric emergency de-
partment visit, averaging 1.2 visits per
user. Emergency department visits
per 100 beneficiaries—a population-
level calculation that incorporates
both the proportion of beneficiaries
with any emergency department vis-
its and the number of visits per
user—totaled 158 for disabled bene-
ficiaries and 138 for aged beneficiar-
ies (data not shown).

Among disabled beneficiaries, all
utilization measures (percentage with
any emergency department visits,
percentage with any psychiatric
emergency department visits, mean
number of emergency department
visits per user, and mean number of
psychiatric emergency department
visits per user) varied significantly by
psychiatric diagnosis (p<.01 for all
utilization measures, except for the
mean number of psychiatric emer-
gency department visits per user,
which was p<.05.). The percentage of
disabled beneficiaries with a psychi-
atric emergency department visit
ranged from 9.5% (major depression)
to 19.8% (schizophrenia). The pat-
terns among aged beneficiaries were
similar, although utilization was lower
overall. All utilization measures var-
ied significantly by mental health di-
agnosis for aged beneficiaries (p<.01
for all utilization measures, except for
the mean number of psychiatric
emergency department visits per
user, which was p<.05). The percent-
age of aged beneficiaries with any
psychiatric emergency department
use ranged from 5.4% (major depres-
sion) to 8.6% (schizophrenia).

Disabled beneficiaries were more
likely than aged beneficiaries to have
a substance-related claim during the
year (N=4,335, 8.8%, versus N=
1,904, 2.4%) (data not shown in
table). In both groups, persons with
substance-related claims were far
more likely to have any emergency
department and psychiatric emer-
gency department visits. Among dis-
abled beneficiaries, 82.4% (N=3,574
of 4,335) of those with a substance-
related claim had an emergency de-
partment visit, compared with 45.3%

(N=20,435 of 45,146) of those with-
out a substance-related claim (p<.01).
Thirty-seven percent (N=1,602) of
disabled beneficiaries with a sub-
stance-related claim had a psychiatric
emergency department visit, com-
pared with 12.7% (N=5,734) of those
without (p<.01). For aged beneficiar-
ies, somewhat smaller but still major
increases in emergency department
use occurred for those with a sub-
stance-related claim (N=1,591 of
1,904, or 83.6%, versus N=45,264 of
78,420, or 57.7%, for any emergency
department visits and N=263 of 1,904,
or 13.8%, versus N=5,144 of 78,420,
or 6.6%, for psychiatric emergency de-
partment visits; p<.01 for both).

For disabled beneficiaries, 26.5%
of all emergency department visits
(N=20,710 of 78,146) and 46.9% of
psychiatric emergency department
visits (N=6,575 of 14,033) were iden-
tified from inpatient claims, indicat-
ing that the visit resulted in admission
(data not shown in table). This pat-
tern was consistent across schizo-
phrenia (N=5,929 of 22,529, or
26.3%, for all emergency department
visits and N=3,387 of 7,108, or 47.7%
for psychiatric department visits),
major depression (N=7,225 of
27,646, 26.1%, and N=1,338 of 2,701,
49.5%), and other affective psychoses
(N=3,905 of 17,956, 21.7%, and N=
1,552 of 3,380, 45.9%). For the se-
lected other psychoses category,
about one-third of any emergency de-
partment visits (N=3,651 of 10,015,
36.5%) and psychiatric emergency
department visits (N=298 of 844,
35.3%) resulted in inpatient admis-
sion. For aged beneficiaries, 50.5%
(N=55,962 of 110,841) of all emer-
gency department visits and 44.6%
(N=2,836 of 6,363) of psychiatric
emergency department visits were
identified from inpatient claims, in-
dicating admission. Rates of inpa-
tient admission for all emergency
department visits ranged from
41.9% (N=1,946 of 4,645) (schizo-
phrenia) to 52.0% (N=37,854 of
72,769) (selected other psychoses),
and rates of inpatient admission for
psychiatric emergency department
visits ranged from 35.6% (N=1,303
of 3,655) (selected other psychoses)
to 58.9% (N=337 of 572) (other af-
fective psychoses).

Discussion
The results show that total emer-
gency department use—for general
medical and psychiatric reasons—is
very common for Medicare benefici-
aries with serious mental disorders.
Compared with NHAMCS estimates
of 48 visits per 100 persons with
Medicare (1), in our Medicare sam-
ple total emergency department use
was much higher for both disabled
and aged beneficiaries (158 and 138,
respectively). There are important
differences between the NHAMCS
and our analysis, other than our focus
on persons with serious mental ill-
ness. The NHAMCS, a national prob-
ability sample survey of nonfederal,
general, and short-stay hospitals, has
a four-stage sampling design that ulti-
mately selects a sample of patient vis-
its for which hospital staff complete a
patient record form, including clinical
data and type of insurance. However,
this comparison may be contextually
informative.

In populations with high levels of
morbidity, emergent needs inevitably
arise. The study findings do not iden-
tify whether emergency department
utilization was necessary or appropri-
ate. However, extensive emergency
department use raises concern about
potential issues regarding access to
care and quality or continuity of care.
Treatment system improvements,
such as care coordination, may be
helpful in averting some emergency
department use by meeting patients’
needs elsewhere.

Specific patterns can help point to
where the predominant needs may
exist. For example, greater emer-
gency department use by beneficiar-
ies who had a substance-related claim
during the year underlines the partic-
ular needs and challenges for those
with dual disorders. High rates of use
for persons with schizophrenia and
bipolar disorder, especially among
disabled beneficiaries, suggest sub-
stantial needs there as well. About
half of psychiatric emergency depart-
ment visits for these groups plus
those with other affective disorders
resulted in inpatient admissions. This
may partly reflect the use of the
emergency department as the accept-
ed point of entry when psychiatric
hospitalization is recognized as neces-
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sary. A high rate of emergency de-
partment utilization was also noted
for aged beneficiaries with selected
other psychoses. This may reflect a
subpopulation with especially com-
plex diagnoses or clinical scenarios,
possibly stemming from or inter-
twined with general medical issues.

At the same time, the large majori-
ty of utilization was not for primary
psychiatric diagnoses. The fact that
three-quarters of all emergency de-
partment visits for disabled benefici-
aries did not result in admission
(compared with half of all visits for
aged beneficiaries) suggests the pos-
sibility that some disabled beneficiar-
ies with serious mental illness may
use the emergency department as a
medical care point of contact because
of barriers to other outpatient care.
Our findings do not provide further
insight into this possibility, but they
suggest that further research would
be useful. Probable high levels of co-
morbidity, the interconnectedness of
psychiatric and general medical disor-
ders, and the limits of claims data
mean that these findings are simply a
first step in understanding how to in-
tervene.

The findings also suggest an oppor-
tunity for emergency departments to
better promote linkage to both mental
health and medical services. This will
be a challenge for emergency depart-
ments beleaguered by high demand,
funding constraints, and nursing
shortages (9). However, patients with
serious mental illness can stress emer-
gency department resources, and thus
it may be viewed as worthwhile to ef-
fectively address this problem. Use of
emergency department alternatives
(for example, mobile assessment
teams) when appropriate for psychi-
atric crises may also be a focus (10).

The study has several limitations.
Identification of diagnoses was limit-
ed to what providers recorded on
claims. This descriptive analysis did
not control for potentially confound-
ing factors, such as health status, age
(other than that associated with eligi-

bility group), gender, race, or ethnici-
ty. Future research utilizing multi-
variate methods would be a fruitful
next step, building upon the descrip-
tive analyses presented here. The
findings do not allow determination
of which visits were preventable or
unnecessary. Emergency department
primary diagnosis for visits that re-
sulted in admission was inferred on
the basis of inpatient primary diagno-
sis. Psychiatric emergency depart-
ment utilization estimates may be
conservative in that they were based
on primary diagnosis only and exclud-
ed a primary diagnosis of substance
use disorder and excluded suicide at-
tempts unless a primary psychiatric
diagnosis was listed. Finally, the study
included only fee-for-service Medi-
care beneficiaries. Thus the study
does not describe the 11% of benefi-
ciaries who were enrolled in Medi-
care Advantage (managed care) plans
in 2004 (11).

Conclusions
Most emergency department utiliza-
tion for Medicare beneficiaries with a
serious mental disorder was for a
nonpsychiatric primary diagnosis, but
a substantial minority was for a psy-
chiatric primary diagnosis. Emer-
gency department utilization patterns
varied significantly by psychiatric di-
agnostic category. Persons with sub-
stance-related claims during the year
had higher utilization. Although the
findings do not permit determination
of which visits may have been pre-
ventable, the substantial emergency
department utilization suggests the
possible need to improve coordina-
tion and continuity of care in treat-
ment systems for these high-morbidi-
ty populations. Building capacity in
the emergency department setting to
enhance linkage to needed services
may assist in achieving optimal care.
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