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A Comparative Study of Clinical
Events as Triggers for Psychiatric
Readmission of Multiple Recidivists
RRoobbeerrtt  SS..  FFrraazziieerr,,  PPhh..DD..
EEddwwaarrdd  SS..  CCaassppeerr,,  PPhh..DD..

The Southeastern Area of the De-
partment of Mental Health in

Massachusetts was the first mental
health network to be awarded net-
work accreditation by the Joint Com-
mission for the Accreditation of
Healthcare Organizations (JCAHO).
In late 1994, this network began mon-
itoring specific clinical events as part
of a performance improvement pro-
ject aimed at reducing multiple psy-
chiatric hospitalizations.

Service utilization patterns indicat-
ed that 11 clinical events were associ-
ated with clients’ subsequent clinical
decompensation and inpatient read-
mission. These 11 clinical events
were called triggers, and they, along
with an intervention system, were
known as the Triggers Intervention
and Prevention System (TIPS) (1,2).
The 11 triggers were four phone calls
to the crisis service in seven days, two
crisis evaluations in seven days, three
crisis evaluations in one month, two
missed medication monitoring ap-
pointments in a row, an incident re-
port related to the client’s mental ill-
ness, an incident report involving
substance use, admission to an alco-
hol detoxification facility, two admis-
sions to crisis stabilization beds in one
month, three admissions to crisis sta-
bilization beds in six months, a length

of stay of more than eight days in a
crisis stabilization bed, and an inpa-
tient readmission within six months of
discharge.

Under TIPS, each trigger is tracked
and screened by a clinician. If the
clinician believes that the client shows
evidence of decompensation, the
client is referred to the clinical review
team, who change the treatment plan
to prevent a future hospitalization.

TIPS was demonstrated to be an ef-
fective early-identification and inter-
vention system when the numbers of
admissions and lengths of stay of re-
cidivists and nonrecidivists over a
four-year period (1992 through 1995)
were compared. Recidivism or “high-
end use” was defined as three or
more admissions in a 12-month peri-
od. Although TIPS had no effect on
overall admissions or length of stay,
the approach was shown to reduce
the number of high-end users in the
fourth year, compared with the three
previous years when TIPS was not
used.

TIPS may also be a promising best
practice for reducing the repeated
readmissions of multiple recidivists.
Consumers having three or more ad-
missions within 18 months constitute
the multiple-recidivist population. In
longitudinal studies, they have been
shown to have significantly more total
readmissions and incidents of multi-
ple readmission within a year than
consumers having one, or even two,
index admissions within 18 months
(3). In addition to its general use,
TIPS also appears to be well designed
for monitoring patterns of service use
in this specific population.

In a study in New York State, inves-
tigators followed 422 multiple recidi-
vists from five state psychiatric hospi-
tals longitudinally during the 1980s
and found that their yearly readmis-
sion rates were similar (4). Their
readmission pattern over six consecu-
tive years was also found to reliably
predict the yearly readmission rates
of multiple recidivists from three oth-
er hospitals. This pattern of readmis-
sion, found in a study involving eight
hospitals and 1,456 cases, defined a
readmission baseline for multiple re-
cidivists who were receiving tradi-
tional clinical services, crisis interven-
tion, and case management.

In current parlance, this readmis-
sion pattern is a benchmark of the ef-
fectiveness of these traditional ser-
vices in reducing multiple-recidivist
readmissions. The Massachusetts and
New York recidivist populations were
similar in that they consisted largely
of consumers admitted to state men-
tal health facilities who received af-
tercare, including case management,
residential services, medication mon-
itoring, day treatment, psychosocial
rehabilitation, and outpatient treat-
ment.

Methods
The multiple-recidivist sample from
the Massachusetts Department of
Mental Health’s Southeastern Area
comprised consumers who had three
or more inpatient admissions to a net-
work hospital in the Southeastern
Area during the 18-month index peri-
od, July 1991 through December
1992. The number of yearly readmis-
sions of this sample for each of the
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next four postindex years, 1993
through 1996, were converted to per-
centages of the total indexed sample
to obtain the sample’s pattern of read-
mission rates. This pattern was then
compared with the pattern of read-
mission rates for the first four years of
the study involving the eight New
York State hospitals.

During 1993 and 1994, TIPS was
not in full effect in Southeastern
Massachusetts, but it was fully imple-
mented during 1995 and 1996. Com-
parisons between the 1993 and 1994
readmission rates and the 1995 and
1996 rates, which would evaluate
TIPS’ effectiveness, were made using
chi square analysis. To determine if
TIPS also exceeded the benchmarks
for multiple-recidivist readmissions,
the 1995 and 1996 rates of readmis-
sion were compared with the rates for
the third and fourth years reported in
the study involving the eight New
York state hospitals. This comparison,
made using chi square analysis, would
determine whether the magnitude of
TIPS’ effectiveness was superior to
that of other interventions.

In addition, we hypothesized that
the sample’s rates for 1993 and 1994
would be within expectations report-
ed for the first two years in the New

York State study. Because TIPS was
not in full effect during 1993 and
1994, rates for those years were ex-
pected to match those in the New
York State study if TIPS does define a
true baseline for yearly readmissions
of multiple recidivists. The New York
State readmission rates for the first
four postindex years were 43 percent,
36 percent, 36 percent, and 32 per-
cent, respectively.

Results
During the index period, a total of
158 consumers in the Southeastern
Area met the operational definition of
multiple recidivist. The readmission
rates for this sample over the four-
year study period (1992 through
1995) were 41 percent, 38 percent, 24
percent, and 19 percent, respectively.
The differences between the read-
mission rates for the first two years
and those for the last two years were
significant (χ2=23.07, df=1, p<.001).
The two years during which TIPS was
used had fewer readmissions than the
previous two years, when TIPS was
not used.

Figure 1 shows the comparison be-
tween the rate for the Massachusetts
sample and the rates for the New
York state hospitals. For the first two

postindex years (1993 and 1994), the
Massachusetts rates were similar
(within 95 percent confidence limits)
to the New York State rates. During
this time period TIPS was not in full
effect. However, during the third and
fourth postindex years (1995 and
1996) when TIPS was fully opera-
tional, the sample’s readmission rates
were well below the rates from the
New York study (χ2=14.98, df=1,
p<.001). During the two years of
TIPS operation, the difference in
rates was 12 percent and 13 percent,
respectively.

To be sure that these observed ad-
mission rate reductions from the
baseline were associated with TIPS,
the use of TIPS during 1995 and 1996
was reviewed. Complete data from all
of the network agencies were not
available, but data were available
from agencies that accounted for 61
percent of the index cohort of multi-
ple recidivists.

These data revealed that 30 per-
cent of the multiple recidivists initiat-
ed a trigger clinical event during both
1995 and 1996. Thirty-nine percent
of these patients were diverted from
inpatient admission during 1995, and
71 percent during 1996. The im-
proved effectiveness of TIPS over
time may have been due to the clini-
cal staff’s increased familiarity with
and full use of the intervention. The
proportion of trigger clinical events
that resulted in a full clinical case re-
view increased from 19 percent dur-
ing 1995 to 46 percent during 1996.
This dramatic increase in the full uti-
lization of TIPS paralleled a robust
increase in admission diversions.

It is also noteworthy that when the
number of cases diverted from admis-
sion was added to the actual number
of admissions for each year, the re-
vised readmission rates were within
expectations suggested by the bench-
mark readmission pattern. The ad-
mission diversions that were associat-
ed with the TIPS intervention process
fully accounted for all of the differ-
ence from the benchmark pattern ob-
served in the readmission rates.

Discussion and conclusions
This study demonstrated that TIPS
was effective in reducing the read-
missions of multiple recidivists for
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Percentage of clients with repeated psychiatric hospitalizations readmitted during
a four-year period (1993–1996) in the Southeastern Area of the Massachusetts
Department of Mental Health and eight state hospitals in New York State1,2
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1 The Triggers Intervention and Prevention System (TIPS) was fully implemented in Massachusetts
in 1995 and 1996.

2 Bars indicate 95 percent confidence intervals.



PSYCHIATRIC SERVICES ♦ November 1998   Vol. 49   No. 11 11442255

two consecutive years and that the re-
duction exceeded baseline expecta-
tions for this population of con-
sumers. Studies have shown that mul-
tiple recidivists have consistently ac-
counted for 19 to 30 percent of pub-
lic psychiatric hospital admissions
(3,5–7). TIPS’ sustained effectiveness
with this subpopulation is particularly
noteworthy because of the repeated
use of high-cost services by these
clients. Admission and census reduc-
tions achieved by TIPS could con-
ceivably affect a mental health net-
work’s resource allocation and service
delivery in addition to a particular
hospital’s operating costs and profits.

This study also replicated in Massa-
chusetts and in a more recent time
period part of the pattern of multiple
recidivists’ readmissions observed in
New York during the 1980s. The pat-
tern may well describe a useful base-
line for this population where the
care system includes such services as
medication, day treatment, crisis
teams, and case management. TIPS
surpassed this benchmark and can
claim best-practice status in reducing
the readmissions of multiple recidi-

vists. Future intervention strategies
would have to exceed the bench-
marks set by TIPS in this study.

The two-pronged approach of TIPS
may well account for its efficacy.
First, TIPS identifies specific events
that have been observed to be related
to psychiatric hospital admission.
These events are the triggers that are
continuously monitored throughout
the network by risk managers. They
may be routine and unremarkable for
most patients. However, for high-risk
patients, they signal an impending re-
lapse and represent opportunities to
intervene decisively.

Once observed, these triggers initi-
ate TIPS’ second prong—a consis-
tent, planned response throughout
the service network. The continuous
monitoring coupled with a swift, stan-
dard, and decisive response by clini-
cal staff are the key ingredients of
TIPS.

Continuous improvement of TIPS
would focus on both prongs of the ap-
proach. Reviewing future admissions
to discover additional triggers would
be one effort. Reviewing the inter-
ventions that were recommended by

case review initiated by a trigger
would serve to identify and isolate
new or most effective interventions
for future use with these high-risk
clients. ♦
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A compendium of 13 articles on families and their involvement in mental health
treatment has just been released by the Psychiatric Services Resource Center. All
of the articles originally appeared in Psychiatric Services and Hospital and Com-
munity Psychiatry.

Lisa B. Dixon, M.D., a Baltimore psychiatrist who is active in the family advo-
cacy movement, wrote the introduction to the 72-page compendium, entitled
Families & Mental Health Treatment. The articles focus on the needs and con-
cerns of families of adults with severe and persistent mental illness, highlight the
family and parenting needs of persons suffering from mental disorders and their
children, and examine the costs to families associated with severe mental illness.

A copy of the compendium will be sent free to mental health facilities enrolled
in the Psychiatric Services Resource Center. Staff in Resource Center facilities
may order additional single copies (regularly priced at $13.95) for $8.95. For or-
dering information, call the Resource Center at 800-366-8455 or fax a request to
202-682-6189.


