
PSYCHIATRIC SERVICES � ps.psychiatryonline.org � June 2010   Vol. 61   No. 6556622

The New Freedom Commis-
sion on Mental Health stated
that access to effective acute

inpatient and other short-term 24-
hour services is an essential compo-
nent of a balanced system of mental
health care, which is especially im-
portant for persons in crisis who need
the safety and intensive treatment of-
fered in these settings (1). Communi-
ty hospitals are the primary source of
inpatient psychiatric treatment in the
United States, based on number of
admissions (2,3). Community hospital
inpatient psychiatric care can be pro-
vided in a distinct part of the hospital
in psychiatric units that are organized
and staffed specifically to treat psy-
chiatric disorders, or it can be scat-
tered throughout in general medical
beds, sometimes known as “scatter
beds.” Psychiatric care in scatter beds
may occur even in hospitals with sep-
arate psychiatric units.

Current information is very limited
on the extent to which scatter beds are
used for patients with psychiatric dis-
orders and if any characteristics of
these patients are associated with the
use of scatter beds. Studies that exam-
ine treatment in psychiatric units,
compared with treatment in scatter
beds, are often limited to a subset of
discharges, such as Medicare patients,
and most of these studies were done
ten or more years ago. Several studies
have found that patients treated in
scatter beds have shorter lengths of
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Objective: This study sought to describe the extent to which community
hospitals, in a sample of states, are caring for patients with psychiatric
disorders in medical-surgical beds (scatter beds) and to compare the
characteristics of patients treated in scatter beds with those of patients
treated in psychiatric units in community hospitals. Methods: Informa-
tion on hospital discharges in 12 states for patients with a principal psy-
chiatric diagnosis was gathered from the Healthcare Cost and Utiliza-
tion Project State Inpatient Databases. Discharges of patients who were
treated in community hospital psychiatric units (N=370,984) were com-
pared with those of patients who were treated in scatter beds
(N=26,969). Results: Overall, only 6.8% of discharges were from scatter
beds. The rate of total psychiatric discharges per 10,000 total state pop-
ulation ranged from a high of 62.3 in one study state to a low of 9.6 in
another. The average rate of scatter bed discharges per 10,000 state
population ranged from 1.6 to 5.8, whereas the average rate of psychi-
atric unit discharges ranged from 7.4 to 58.9. A comparison of dis-
charges of patients treated in scatter beds with discharges of patients
treated in psychiatric units indicated that patients in scatter beds were
more likely to have somatic conditions and were half as likely to have an
accompanying substance use disorder. Discharge codes indicated that
almost 40% of patients from scatter beds had a diagnosis of schizophre-
nia, episodic mood disorder, or depression; about two-thirds were ad-
mitted from emergency rooms; and about one-fifth were transferred to
another facility. Conclusions: More research is needed to determine the
optimal supply of psychiatric unit beds across regions and whether and
how scatter beds should be used to address the lack of psychiatric beds.
(Psychiatric Services 61:562–568, 2010)



stay than those treated in psychiatric
units (4–7). Research also suggests
that compared with patients treated in
psychiatric units, patients with psychi-
atric disorders treated in scatter beds
tend to be older and are more likely to
be receiving Medicare, to present with
somatic complaints, to have greater
medical comorbidity, and to have a
principal diagnosis other than schizo-
phrenia, bipolar disorder, or major de-
pressive disorder (4–8).

Limited research has focused on
how treatments provided in scatter
beds differ from those provided in
psychiatric units. Mechanic and Davis
(6) found that psychiatric patients in
scatter beds were rarely attended by
psychiatrists and that they had more
CAT scans and electroencephalo-
grams (EEGs) than patients in psychi-
atric unit beds. Olfson (8) found that
patients in a psychiatric unit were
more likely than psychiatric patients
treated in scatter beds to receive anti-
depressants. Norquist and colleagues
(9) concluded that the quality of care
for the psychological aspects of de-
pression treatment may be better in
psychiatric units, whereas the quality
of general medical care may be better
in general medical beds.

In 2005 there were approximately
1,245 psychiatric units in the United
States (author calculation based on
Medicare Cost Reports). Approxi-
mately 25% to 30% of all community
hospitals had distinct psychiatric
units. In recent years, the number of
psychiatric units has declined, from
1,458 in 1998 to 1,245 in 2005 (author
calculation based on Medicare Cost
Reports). The decline of psychiatric
unit beds, in tandem with the decline
in free-standing psychiatric hospital
beds and a lack of outpatient alterna-
tives, has resulted in a shortage of psy-
chiatric beds, at least in some commu-
nities. A 2006 survey of state mental
health agency directors revealed that
80% of the states reported shortages
in psychiatric beds (10). The shortage
was also documented in the 2004 New
Freedom Commission Subcommittee
on Acute Care (1). One potential con-
sequence of the lack of psychiatric
beds has been overcrowding and in-
creased waiting time in community
hospital emergency rooms, as report-
ed by emergency room directors

(11,12). Another consequence, about
which few data exist, may be lack of
access to any hospital treatment. To
what extent and how scatter beds are
being used to fill the void in psychi-
atric bed availability is unclear. The
question of how many of the approxi-
mately 1.8 million community hospital
discharges with a principal psychiatric
diagnosis are from scatter beds has
not been examined since the 1980s.

The goal of this study was to de-
scribe the extent to which scatter
beds are being used across a sample
of states. The study also compared
the characteristics of patients with
psychiatric diagnoses who were dis-
charged from community hospital
psychiatric units with those who were
discharged from scatter beds. The
aim is to inform policy makers about
how scatter beds are currently being
used and to stimulate consideration
of their appropriate role in acute, in-
patient psychiatric care.

Methods
The data were from the State Inpa-
tient Databases (SID), part of the
Healthcare Cost and Utilization Pro-
ject (HCUP) sponsored by the Agency
for Healthcare Research and Quality
(AHRQ). The databases contain the
universe of inpatient hospital dis-
charge abstracts from participating
states. SID data compose a core set of
clinical and nonclinical information on
all patients, regardless of payer, includ-
ing persons covered by Medicare,
Medicaid, and private insurance and
those who are uninsured.

This project took advantage of the
revenue codes found on the discharge
abstracts from some of the participat-
ing SID states. Revenue codes were
used to identify the type of room and
board accommodations for each inpa-
tient stay. Particular codes refer to
charges for psychiatric unit room and
board and thus can be used to identi-
fy patients who were treated in psy-
chiatric units. Specifically, any pa-
tients who were discharged with the
following revenue codes were identi-
fied as having been treated in a psy-
chiatric unit: 0114, 0124, 0134, 0144,
or 0154. The study focused on dis-
charge records for patients who were
given a principal psychiatric diagnosis
(ICD-9-CM codes 295–302, 306–314).

Two additional sources of informa-
tion on the hospital psychiatric units
were used to verify the identification
of units based on SID revenue codes.
The first source was the American
Hospital Association’s (AHA’s) Annual
Survey of Hospitals, which includes
questions regarding the presence of a
psychiatric unit. The second source
was Medicare Cost Reports, which
also indicate whether the hospital has
a psychiatric unit and thus should be
paid under the separate Medicare
payment system for psychiatric units
(in effect during the period of this
analysis). For the uncommon cases
where these sources conflicted, the
Internet was searched to determine
whether the hospital listed a psychi-
atric unit as one of its services.

Using 2003 data (13) we identified
12 states that had revenue codes of
sufficient completeness to be useful
for the study: Kentucky, Maine,
Massachusetts, Nebraska, Nevada,
New York, North Carolina, Pennsyl-
vania, Tennessee, Texas, Washington,
and West Virginia. Because HCUP
partner agreements prohibit disclo-
sure of specific state names when re-
porting some data elements, state-
specific data were reported by as-
signed alphabetical letters for identi-
fication rather than state name. Esti-
mates of the prevalence of psychiatric
unit discharges, psychiatric units, and
psychiatric unit beds per capita were
created with population estimates
from the U.S. Census. We examined
records for patients with a principal
psychiatric diagnosis and compared
those who were treated in hospital
psychiatric units and those who were
treated outside of a psychiatric unit in
a medical-surgical bed, which we re-
fer to as scatter beds. The factors
compared included age; gender;
length of stay; specific principal ICD-
9-CM psychiatric diagnoses (grouped
by ICD-9-CM diagnosis groups); exis-
tence of any secondary psychiatric,
substance use disorder, or nonpsychi-
atric or nonsubstance abuse ICD-9-
CM diagnoses (grouped by the Clini-
cal Classification Software [14]); ex-
pected primary source of payment;
mean total charges; admission source;
and discharge type. Chi square and t
tests were used to compare differ-
ences between the characteristics of
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discharges from psychiatric units and
scatter beds. Because the study used
deidentified administrative data that
were compliant with the Health In-
surance Portability and Accountabili-
ty Act, institutional review board ap-
proval was not needed.

Results
Thirty-nine percent (N=496) of the
1,274 hospitals in the 12 states had a
psychiatric unit (data not shown).
Overall, of the 397,953 discharges in
2003 that were examined, 93.2%
were from a psychiatric unit and 6.8%
were from a scatter bed (Table 1).
The percentage of scatter bed dis-
charges was about equally divided be-

tween hospitals that had a psychiatric
unit (3.6%) and those that did not
(3.2%) (Table 1).

The rate of total community hospi-
tal psychiatric discharges per 10,000
total state population ranged from 9.6
to 62.3 (Figure 1). The average rate of
scatter bed discharges was 2.8 per
10,000, with a minimum of 1.6 and a
maximum of 5.8. The average rate of
psychiatric unit discharges per 10,000
was 40.3, with the rate ranging from
7.4 to 58.9.

Table 1 describes the characteristics
of discharges from psychiatric units,
scatter beds in hospitals with psychi-
atric units, and scatter beds in hospi-
tals without psychiatric units. Results

are presented for all states combined.
All pairwise comparisons of each vari-
able across the three settings were sta-
tistically significant at p<.001.

Females accounted for a higher
percentage of scatter bed discharges
than psychiatric unit discharges
(61.0% versus 54.0%). Patients with
the youngest mean age (39 years)
were discharged from psychiatric
units, followed by scatter beds in hos-
pitals with psychiatric units (43 years)
and scatter beds in hospitals without
psychiatric units (51 years). Only
9.2% of the psychiatric unit dis-
charges were for persons older than
65 years, compared with 20.5% for
scatter beds in hospitals with psychi-
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Characteristics of community hospital discharges coded with a principal psychiatric diagnosis, by place of discharge

Scatter bed

Hospital with Hospital without
Total psychiatric unit psychiatric unit Psychiatric unit
(26,969 discharges) (14,130 discharges) (12,839 discharges) (370,984 discharges)

Variablea N % N % N % N %

Sex
Male 10,519 39.0 5,743 40.6 4,776 37.2 170,794 46.0
Female 16,449 61.0 8,386 59.3 8,063 62.8 200,180 54.0

Age
Age (M±SD) 47±23 43±23 51±22 39±17
Age group

0–17 3,755 13.9 2,878 20.4 877 6.8 38,579 10.4
18–34 4,807 17.8 2,515 17.8 2,292 17.9 110,521 29.8
35–44 4,409 16.3 2,303 16.3 2,106 16.4 90,461 24.4
45–54 4,220 15.6 2,119 15.0 2,101 16.4 67,389 18.2
55–64 2,986 11.1 1,418 10.0 1,568 12.2 29,972 8.1
≥65 6,791 25.2 2,896 20.5 3,895 30.3 34,052 9.2

Primary expected payer
Medicare 9,198 34.1 4,007 28.4 5,191 40.4 101,651 27.4
Medicaid 5,872 21.8 3,679 26.0 2,193 17.1 123,820 33.4
Private insurance 8,158 30.2 4,578 32.4 3,580 27.9 99,627 26.9
Uninsured 2,442 9.1 1,188 8.4 1,254 9.8 31,503 8.5
Other 1,227 4.5 637 4.5 590 4.6 12,774 3.4

Total charge (M±SD $) 9,790±14,604 10,206±16,364 9,330±12,349 15,456±26,507
Length of stay (M±SD days) 5±12 6±16 4±5 10±14
Admission source

Emergency department 17,254 64.0 8,505 60.2 8,749 68.1 200,768 54.1
Another hospital 933 3.5 602 4.3 331 2.6 23,998 6.5
Other health facility,

including long-term care 386 1.4 189 1.3 197 1.5 12,072 3.3
Court or law enforcement 158 .1 109 .1 49 .4 6,856 1.8
Routine 7,881 29.2 4,389 31.1 3,492 27.2 124,829 33.6

Discharge disposition
Routine 19,258 71.4 10,358 73.3 8,900 69.3 310,668 83.7
Short-term hospital 869 3.2 407 2.9 462 3.6 8,404 2.3
Other facility 5,187 19.2 2,536 17.9 2,651 20.6 37,455 10.1
Home health care 910 3.4 436 3.1 474 3.7 4,042 1.1
Against medical advice 568 2.1 313 2.2 255 2.0 8,663 2.3
Died 53 .2 25 .2 28 .2 322 .1

a All pairwise comparisons of each variable across the three settings were statistically significant at p<.001.



atric units and 30.3% for scatter beds
in hospitals without psychiatric units.

For all payers, at least 90% of dis-
charges were from a psychiatric unit
(data not shown in Tables). Consistent
with the age findings, the percentage
of discharges billed to Medicare was
highest among scatter beds in hospitals
without psychiatric units (40.4%) and
lower for discharges from scatter beds
in hospitals with psychiatric units
(28.4%) and from psychiatric units
(27.4%). Psychiatric units tended to
have a higher percentage of Medicaid
patients discharged than the other two
settings (33.4% versus 26.0% in scatter
beds in hospitals with a psychiatric unit
and 17.1% in scatter beds in hospitals
without a psychiatric unit). Uninsured
status was most common in scatter
beds in hospitals without psychiatric
units (9.8%) and somewhat less com-
mon in psychiatric units (8.5%).

Average total charges per discharge
were highest in psychiatric units
($15,456), followed by discharges
from scatter beds in hospitals with
psychiatric units ($10,206) and those
from scatter beds in hospitals without
psychiatric units ($9,330). Consistent
with the findings for total charges, av-
erage length of stay was highest
among the discharges from psychi-
atric units (ten days), followed by
those from scatter beds in hospitals
with psychiatric units (six days) and
those from scatter beds in hospitals
without psychiatric units (four days).

Emergency room admissions were
most common among patients treated
in scatter beds in hospitals without
psychiatric units (68.1%), followed by
patients treated in scatter beds in hos-
pitals with psychiatric units (60.2%)
and patients from psychiatric units
(54.1%). As would be expected, dis-
charges from psychiatric units were
more likely to have patients were ad-
mitted through a transfer from anoth-
er hospital (6.5%), and scatter beds in
hospitals without psychiatric units
were the least likely to have patients
admitted in such a manner (2.6%).
Discharges from scatter beds in hospi-
tals without psychiatric units were
more likely result in a patient being
transferred to another facility (20.6%),
and discharges from hospitals with psy-
chiatric units were least likely to result
in transfer to another facility (10.1%).

As shown in Table 2, schizophrenia
disorders (ICD-9-CM code 295)
were much more common in psychi-
atric units than in scatter beds
(21.9% in psychiatric units versus
8.8% in scatter beds in hospitals with
psychiatric units and 8.0% in scatter
beds in hospitals without psychiatric
units). Similarly, episodic mood dis-
orders (ICD-9-CM code 296) were
much more common in psychiatric
units than in scatter beds. In fact,
episodic mood disorders made up
more than half of all psychiatric unit
discharges (54.4% in psychiatric
units versus 29.4% in scatter beds in
hospitals with psychiatric units and
22.9% in scatter beds in hospitals
without psychiatric units). In total,
about 84% of psychiatric unit dis-
charges were coded with a principal
diagnosis of schizophrenia, episodic
mood disorder, or depressive disor-
der (ICD-9-CM code 311), whereas
less than half of scatter bed dis-
charges were coded with these diag-
noses (35.1% of scatter beds in hos-
pitals without psychiatric units and
43.1% of scatter beds in hospitals
with psychiatric units). The most
common diagnosis in scatter beds
was anxiety, dissociative, and somato-
form disorders (ICD-9-CM code
300) (25.2%). Anxiety disorders
made up only 2.2% of discharges
from psychiatric units compared with
22.8% of discharges from scatter
beds in hospitals with psychiatric

units and 27.7% of discharges from
scatter beds in hospitals without psy-
chiatric units. Discharges coded with
a principal diagnosis of other nonor-
ganic psychosis (ICD-9-CM code
298) were more common in scatter
beds (11.2%) than in psychiatric
units (4.8%).

Approximately one-third of psychi-
atric unit discharges were coded with a
secondary substance use disorder di-
agnosis, whereas less than 20% of scat-
ter bed discharges were coded with
such a diagnosis (18.6% from scatter
beds in hospitals with psychiatric units
and 14.3% from scatter beds in hospi-
tals without psychiatric units). A code
for a secondary nonpsychiatric or sub-
stance abuse diagnosis was the most
common in discharges from scatter
beds in hospitals without psychiatric
units (88.8%), followed by those from
scatter beds in hospitals with psychi-
atric units (79.0%) and those from psy-
chiatric units (70.2%).

We also examined the most fre-
quent secondary diagnoses across the
three settings using AHRQ’s Clinical
Classifications Software (not shown in
tables). Across the three settings, sev-
en codes were common to the top ten
most frequent codes (substance-relat-
ed mental disorders, alcohol-related
mental disorders, essential hyperten-
sion, diabetes, esophageal disorders,
thyroid disorders, and hyperlipi-
demia). In psychiatric units, asthma
and other nutritional, endocrine, and
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Rate of psychiatric discharges per 10,000 state population from community 
hospital psychiatric units and nonspecialty units (scatter beds), by state
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metabolic disorders were among the
top nine. Coronary atherosclerosis
and other heart disease as well as se-
nility and organic mental disorder
were among the ten most frequent di-
agnoses coded in discharges from
scatter beds in hospitals without psy-
chiatric units. Among those from scat-
ter beds in hospitals with psychiatric
units, coronary atherosclerosis and
other heart disease and other nutri-
tional, endocrine, and metabolic dis-
orders were among the top nine. Sec-
ondary nonpsychiatric diagnoses were
slightly more common in scatter beds.

Across all settings, approximately
80% of psychiatric discharges had no
procedure code indicated. The per-
centage with no procedure code was
relatively similar across settings
(82.0% from scatter beds in hospitals
without psychiatric units, 77.4% from

scatter beds in hospitals with psychi-
atric units, and 80.0% in psychiatric
units). Across all types of health con-
ditions treated in hospitals, only
about 36% of discharges have no pro-
cedure code (not shown in tables).

Discussion
Data revealed that across the 12 states,
only 6.8% of discharges with a princi-
pal psychiatric diagnosis code were for
patients treated in scatter beds and the
other 93.2 % were for patients treated
in psychiatric units. The percentage of
scatter bed discharges with a code for
a principal psychiatric diagnosis was
about equally divided between hospi-
tals that had a psychiatric unit and
those that did not. The number of psy-
chiatric community hospital dis-
charges per capita varied widely across
the 12 states examined, overall and by

setting. The rate of total community
hospital psychiatric discharges per
10,000 individuals in the state ranged
from 9.6 to 62.3. The average rate of
scatter bed discharges was 2.8 per
10,000, with a minimum of 1.6 to a
maximum of 5.8. The average rate of
psychiatric unit discharges was 40.3,
with a range of 7.4 to 58.9.

Compared with patients in a psy-
chiatric unit, patients treated in scat-
ter beds were more likely to be older
and on Medicare. They were more
likely to be admitted from the emer-
gency room, have shorter lengths of
stay, and be transferred to another fa-
cility. They were less likely to have
schizophrenia, episodic mood disor-
ders, or depressive disorders, al-
though 35%–43% of patients treated
in scatter beds in hospitals without
units had these principal diagnoses.
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Clinical characteristics of community hospital discharges coded with a principal psychiatric diagnosis, by place of discharge

Scatter bed

Hospital with Hospital without
Total psychiatric unit psychiatric unit Psychiatric unit
(26,969 discharges) (14,130 discharges) (12,839 discharges) (370,984 discharges)

Characteristic N % N % N % N %

Principal diagnosisa

Schizophrenic disorder 2,272 8.4 1,249 8.8 1,023 8.0 81,184 21.9
Episodic mood disorder 7,097 26.3 4,153 29.4 2,944 22.9 201,867 54.4
Delusional disorder 246 .9 99 .7 147 1.1 1,561 .4
Other nonorganic psychoses 3,018 11.2 1,401 9.9 1,617 12.6 17,974 4.8
Pervasive developmental disorder 123 .5 90 .6 33 .3 645 .2
Anxiety, dissociative and somatoform 6,789 25.2 3,227 22.8 3,562 27.7 8,093 2.2
Personality disorders 227 .8 140 1.0 87 .7 1,370 .4
Sexual and gender identity disorders 55 .2 36 .3 19 .1 36 .0
Physiological malfunction arising

from mental factors 783 2.9 351 2.5 432 3.4 107 .0
Special symptoms or syndromes not

elsewhere classified 1,842 6.8 870 6.2 972 7.6 1,361 .4
Acute reaction to stress 429 1.6 171 1.2 258 2.0 415 .1
Adjustment reaction 1,047 3.9 661 4.7 386 3.0 17,376 4.7
Specific nonpsychotic mental 

disorder due to brain damage 1,266 4.7 584 4.1 682 5.3 340 .1
Depressive disorders not else-

where classified 1,230 4.6 692 4.9 538 4.2 27,748 7.5
Disturbance of conduct not else-

where classified 293 1.1 197 1.4 96 .7 5,929 1.6
Disturbance of emotions specific to

childhood and adolescents 156 .6 135 1.0 21 .2 2,251 .6
Hyperkinetic syndrome of childhood 96 .4 74 .5 22 .2 2,727 .7

Secondary diagnoses
Psychiatric diagnosis 11,147 41.3 6,036 42.7 5,111 39.8 155,734 42.0
Substance abuse diagnosis 4,476 16.6 2,635 18.6 1,841 14.3 120,488 32.5
Nonpsychiatric or nonsubstance

abuse diagnosis 22,565 83.7 11,169 79.0 11,396 88.8 260,380 70.2
No procedures indicated 21,479 79.6 10,939 77.4 10,540 82.0 296,627 80.0

a All pairwise comparisons of each variable across the three settings were statistically significant at p<.01.



The most common diagnosis in scat-
ter beds, making up about one-fourth
of all discharges, was anxiety, dissocia-
tive, and somatoform disorders. Oth-
er nonorganic psychoses were also
more common among discharges
from scatter beds in hospitals without
psychiatric units, compared with psy-
chiatric units.

This study is subject to certain limi-
tations. The data came from 12 states
and are not nationally representative;
in particular, the states vary in the
number of available psychiatric unit
beds. Second, the data were obtained
from administrative records, which did
not contain details about the types of
providers treating patients within hos-
pitals (such as the extent to which pa-
tients were treated by consulting psy-
chiatrists or psychiatric nurses), about
the particulars of the clinical services
offered (such as what types of psy-
choactive medications patients were
provided), or about the details of the
reasons for the admissions (such as
whether the patient was at risk of
harming him- or herself or others).
Third, chart review was not conducted
to validate the diagnoses contained in
the billing records, and it is possible
that psychiatric diagnoses were under-
coded in scatter beds. Fourth, by pool-
ing data across states, we have present-
ed data on the distribution of patient
characteristics on average across the 12
states rather than within each state. Fi-
nally, the study focused on community
hospitals, and an important extension is
to marry the HCUP SID data with in-
formation on psychiatric hospital beds,
as well as with information on the avail-
ability of outpatient services. Despite
these caveats, the study is one of the
few to provide a sense of the availabili-
ty and use of hospital psychiatric units
and scatter beds and the types of pa-
tients being served in different settings
within community hospitals.

The estimate from this analysis that
only 6.8% of mental health care dis-
charges were from scatter beds in
2003 is much lower than prior esti-
mates. In particular, Kiesler and
Simpkins (7) estimated that in 1980,
33% of psychiatric community hospi-
tal discharges were from scatter beds.
Their estimates were based on a study
that linked 1980 data on psychiatric
units from the National Institute of

Mental Health (NIMH) and the AHA
with information on psychiatric dis-
charges from the National Hospital
Discharge Survey. In a recent analysis
that linked Medicare Cost Reports
data on psychiatric unit status to
HCUP SID data from all states, we
estimated that between 6% and 20%
of discharges were from scatter beds,
with the best estimate being 6% (15).
The high estimate of 20% assumed
that the Medicare Cost Reports cap-
tured all psychiatric units. However,
additional analysis based on hospital
psychiatric discharge volume, hospi-
tal Web sites, and the AHA data indi-
cated that the Medicare Cost Reports
miss some hospitals and the best esti-
mate is probably that 6% of dis-
charges are from scatter beds. Thus,
if we assume that the NIMH and
AHA surveys used in Kiesler and
Simpkins’ study captured psychiatric
units as well as the Medicare Cost Re-
ports and that the other methodolog-
ical differences are not great, it ap-
pears that the percentage of dis-
charges from scatter beds has de-
clined since the 1980s. This decline in
scatter bed utilization may be due to
the significant expansion in number
of psychiatric units and beds that oc-
curred after the implementation of
Medicare PPS (prospective payment
system) in 1983 (16).

The relatively low use of scatter
beds across the states has several im-
plications. First, if scatter beds are
not being used often for psychiatric
treatment, the importance of psychi-
atric units may be magnified. This
may be particularly true given the de-
cline in public and private psychiatric
free-standing hospital beds. In some
regions of the country, the low supply
of psychiatric beds appears to be lim-
iting access to care and resulting in
more patients staying longer in emer-
gency rooms (1,10–12,17–19). How-
ever, it is important to note that de-
termining the appropriate supply of
psychiatric beds is a complex problem
and dependent, in part, on a commu-
nity’s outpatient infrastructure and
the extent to which an individual’s fi-
nancial resources allow him or her to
access alternative services.

The trend in declining psychiatric
unit beds may be further exacerbated
if the new PPS for psychiatric care in

community hospitals places addition-
al financial pressure on community
hospitals (20). In 2005 Medicare be-
gan paying for inpatient psychiatric
services on a prospective basis, end-
ing a PPS exemption for psychiatric
facilities that began in 1983. The PPS
methodology sets a prospective per
diem base payment rate with pay-
ments for each case adjusted by pa-
tient characteristics (for example,
age, principal diagnosis, selected co-
morbidities, length of stay, and emer-
gency room usage) and facility char-
acteristics (for example, rural loca-
tion, teaching status, geographic wage
index, and geographic cost of living).
Outlier payments were also estab-
lished. The impact of PPS on com-
munity hospital psychiatric unit bed
supply is uncertain and may depend
on unmeasured patient mix, such as
the extent to which a hospital admits
patients who require one-on-one ob-
servation because of their risk of
harming themselves, the cost struc-
ture of the hospital, and the generos-
ity of Medicare payment relative to
that of other insurers (21).

These data suggest that when scat-
ter beds are being used, they may of-
ten be employed as a short-term sub-
stitute for specialty psychiatric beds.
Placing psychiatric patients in gener-
al medical-surgical beds may be an
appropriate response to a lack of psy-
chiatric beds for patients who are
medically stable and need psychiatric
treatment, particularly in rural areas.
However, at this point little is known
about the nature and quality of psy-
chiatric care being provided in scatter
beds. In evaluating the appropriate
supply of psychiatric unit beds and
the role of scatter beds, particularly in
regions where psychiatric units are
sparse, a number of issues must be
addressed. These include the avail-
ability and training of staff to assess
patient needs, the ability of staff to
closely monitor patients who may be
dangerous to themselves or others,
the availability of consulting psychia-
trists and other psychiatric specialists,
the adequacy of reimbursement for
psychiatric treatment, and the ability
of hospitals to coordinate care with
other behavioral health providers in
the community.

In addition to identifying the im-
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portant role that psychiatric units play
in short-term inpatient treatment, this
study highlights the wide variation in
the supply of psychiatric beds across
the states. This finding demonstrates
the need to examine more closely the
adequacy of mental health services
across the continuum of service needs
within particular communities. Local-
ities with hospital alternatives, such as
crisis residential programs, may re-
quire fewer hospital beds. Similarly,
communities with a strong outpatient
mental health system may be able to
discharge patients sooner. Planning
for an adequate supply of acute care
psychiatric beds is hindered by the
lack of clear guidelines for what level
of acute care is appropriate for mental
health consumers in crisis and a lack
of consensus on standards for assess-
ing the number of beds needed in a
community and the ideal mix of serv-
ices in a community-based system of
care (1). The planning process must
also focus on how hospitals without
psychiatric units should treat patients
with psychiatric illness. As the AHA
Task Force on Behavioral Health re-
cently noted, “Every hospital treats pa-
tients with behavioral health disorders,
even when an acute care, community
hospital has no organized behavioral
health services or psychiatric clinical
specialists,” and all hospitals should
give more attention to planning for the
needs of patients with principal or sec-
ondary psychiatric disorders (22). Be-
cause community hospitals are now a
major component of psychiatric care,
it is important to have more deliberate
policies and treatment strategies re-
garding psychiatric treatment in com-
munity hospitals.

Conclusions
The study illustrates that scatter beds
are used in a limited way to supple-
ment psychiatric units. The variation
in psychiatric hospitalization across
communities highlights the need for
research to understand the appropri-
ate supply of psychiatric unit beds
and the appropriate way to deliver
psychiatric care in regions of the
country with limited access to psychi-
atric units. Additional research and
policy making are particularly urgent
because of recent changes in how
psychiatric units are reimbursed.

Acknowledgments and disclosures

This work was jointly funded by the Substance
Abuse and Mental Health Services Administra-
tion (SAMHSA) and the Agency for Healthcare
Research and Quality (AHRQ) under contract
number HHSA-290-2006-00009-C. The au-
thors acknowledge the state data organizations
that participated in the 2003 Healthcare Cost
and Utilization Project State Inpatient Data-
bases. Partners for the 12 states that provided
data for this analysis were as follows: Kentucky
Cabinet for Health and Family Services, Maine
Health Data Organization, Massachusetts Di-
vision of Health Care Finance and Policy, Ne-
braska Hospital Association, Nevada Depart-
ment of Health and Human Services, New
York State Department of Health, North Car-
olina Department of Health and Human Ser-
vices, Pennsylvania Health Care Cost Contain-
ment Council, Tennessee Hospital Association,
Texas Department of State Health Services,
Washington State Department of Health, and
West Virginia Health Care Authority. The au-
thors also acknowledge the programming sup-
port of Daniel Whalen, B.A., and the editorial
support of Cheryl Kassed, Ph.D. This article
does not necessarily reflect the views or poli-
cies of SAMHSA, AHRQ, or the Department
of Health and Human Services, and the au-
thors are solely responsible for its content.

The authors report no competing interests.

References
1. Subcommittee on Acute Care: Background

Paper. DHHS pub no SMA-04-3876.
Rockville, Md, New Freedom Commission
on Mental Health, 2004. Available at www.
mentalhealthcommission.gov/papers/Acute
_Care.pdf

2. Owens P, Elixhauser A, Brach C: Care of
Adults With Mental Health and Substance
Abuse Disorders in US Community Hospi-
tals, 2004. AHRQ pub no 07-0008.
Rockville, Md, Agency for Healthcare Re-
search and Quality, 2007

3. Foley D, Manderscheid R, Atay J, et al:
Highlights of organized mental health serv-
ices in 2002 and major national and state
trends; in Mental Health, United States,
2004. DHHS pub no SMA-06-4195. Edited
by Manderscheid R, Berry JT. Rockville,
Md, US Department of Health and Human
Services, 2006

4. Ettner SL: The setting of psychiatric care
for Medicare recipients in general hospitals
with specialty units. Psychiatric Services
52:237–239, 2001

5. Ettner SL, Hermann RC: Inpatient psychi-
atric treatment of elderly Medicare benefi-
ciaries. Psychiatric Services 49:1173–1179,
1998

6. Mechanic D, Davis D: Patterns of care in
general hospitals for patients with psychi-
atric diagnoses: some findings and some cau-
tions. Medical Care 28:1153–1164, 1990

7. Kiesler C, Simpkins G: The Unnoticed Ma-
jority in Psychiatric Inpatient Care. New
York, Plenum, 1993

8. Olfson M: Treatment of depressed patients
in general hospitals with scatter beds, cluster
beds, and psychiatric units. Hospital and

Community Psychiatry 41:1106–1111, 1990

9. Norquist G, Wells KB, Rogers WH, et al:
Quality of care for depressed elderly patients
hospitalized in the specialty psychiatric units
or general medical wards. Archives of Gen-
eral Psychiatry 52:695–701, 1995

10. State Profile Highlights: State Psychiatric
Hospitals 2006. Alexandria, Va, National
Association of State Mental Health Pro-
gram Directors Research Institute, 2006

11. Larkin GL, Claassen CA, Emond JA, et al:
Trends in US emergency department visits
for mental health conditions, 1992 to 2001.
Psychiatric Services 56:671–677, 2005

12. Cunningham P, McKenzie K, Taylor EF:
The struggle to provide community-based
care to low-income people with serious
mental illnesses. Health Affairs 25:694–
705, 2006

13. HCUP State Inpatient Databases (SID):
Healthcare Cost and Utilization Project
(HCUP). Rockville, Md, Agency for Health-
care Research and Quality, 2003. Available at
www.hcup-us.ahrq.gov/sidoverview.jsp

14. HCUP Clinical Classifications Software
(CCS) for ICD-9-CM: Healthcare Cost and
Utilization Project (HCUP). Rockville, Md,
Agency for Healthcare Research and Qual-
ity, 2003. Available at www.hcup-us.ah
rq.gov/toolssoftware/ccs/ccs.jsp

15. Mark T, Stranges E, Vandivort-Warren R,
et al: Psychiatric care in community hospi-
tals with and without psychiatric units: how
much and for whom? Presented at the
Agency for Healthcare Research and Qual-
ity Annual Conference, Bethesda, Md, Sept
14, 2009

16. Liptzin B, Gottlieb GL, Summergrad P:
The future of psychiatric services in gener-
al hospitals. American Journal of Psychiatry
164:1468–1472, 2007

17. Bellotti M: Lack of psychiatric beds bur-
dens health care system. Portland Business
Journal, Feb 3, 2006. Available at portland.
bizjournals.com/portland/stories/2006/02/
06/focus3.html

18. Olson D: Recent case exposes cracks in
fractured mental health system. Minnesota
Public Radio, Jan 20, 2006. Available at
news.minnesota.publicradio.org/features/
2006/01/20_olsond_mentalhealth

19. The Crisis in Ohio’s Acute Mental Health
Care: A Mental Health and Overall Health
Problem. Columbus, Ohio, Ohio Depart-
ment of Mental Health, Apr 2004. Avail-
able at b9962ed140049a571a710839f1f71
c989aaf09ce.gripelements.com/medicaldir
div/documents/acutecare.report.pdf

20. Cotterill PG: Medicare psychiatric admis-
sions, 1987–2004: does the past offer in-
sights for the future? Health Affairs
27:1132–1139, 2008

21. Salinsky E, Loftis C: Shrinking inpatient
psychiatric capacity: cause for celebration
or concern? Issue Brief 823. Washington,
DC, National Health Policy Forum, 2007

22. Behavioral Health Challenges in the Gen-
eral Hospital: Practical Help for Hospital
Leaders. Chicago, American Hospital Asso-
ciation, 2007. Available at www.aha.org/aha
/content/2007/pdf/07bhtask-recommendat
ions.pdf

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � June 2010   Vol. 61   No. 6556688



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


