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recurring issue in managing any
Asystem of mental health care
that includes inpatient services is
the overutilization of hospital beds
by patients with multiple admis-
sions. These frequent service users
require a disproportionate amount
of system resources, including
emergency services, inpatient beds,
and transportation, and are often
identified as failures of the service
system (1-8). To effectively manage
the care of this group, service sys-
tems must ask themselves whether
they are carrying out best practices.
The Joint Commission on Accredita-
tion of Healthcare Organizations
(9,10) conceptualizes best practices
in terms of nine dimensions of care:
efficacy, appropriateness, timeli-
ness, effectiveness, efficiency, avail-
ability, safety, continuity, and re-
spect and caring.

This column describes a system of
early interventions to prevent recidi-
vism that attempts to address these
nine aspects of care. The system was
developed by the Southeastern Area
of the Massachusetts Department of
Mental Health and is the result of an
ongoing performance improvement
process. The Southeastern Area is
the first mental health network to be
accredited by the Joint Commission
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on Accreditation of Healthcare Orga-
nizations under its new standards for
health care networks (11).

Early intervention program

In spring 1994 we identified 88 indi-
viduals who, in the past four years,
had met the agency’s criterion for
multiple hospitalization of more than
two hospitalizations of any length
within a year. A team of public and
private providers reviewed the med-
ical records of the 88 frequent service
users using qualitative and quantita-
tive techniques from performance
improvement methodology, includ-
ing brainstorming and multivoting
(9,10).

Eleven clinical events isolated
from these data were judged to be
potentially useful as measures for risk
management aimed at reducing inpa-
tient utilization. The 11 events were
named “triggers,” both because the
event’s occurrence was thought to be
early evidence of a clinical decom-
pensation that might trigger an inpa-
tient admission and because the
identification of the event would trig-
ger an intensive review of the con-
sumer’s treatment plan.

Trigger events included any admis-
sion to a detoxification facility for al-
cohol or substance use; two consecu-
tive missed appointments for med-
ication monitoring; an incident re-
port filed by staff in case manage-
ment, residential, or outpatient ser-
vices related to the consumer’s use of
alcohol or drugs or psychiatric symp-
toms; and four unplanned phone calls
to the emergency services program
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in one seven-day period. The other
trigger events were two face-to-face
evaluations in a seven-day period or
three such evaluations in a 30-day
period, a stay of nine or more days in
a crisis stabilization bed, three ad-
missions to a crisis stabilization bed
in six months or two admissions in
one month, and any readmission to
an inpatient facility within six
months.

The next step was to institute a
tracking system for the triggers and a
procedure for early intervention. Two
levels of screening were put in place.
All trigger events are initially re-
viewed by clinicians affiliated with
the program that report the events.
For example, if the emergency ser-
vice identifies five people who had
more than three evaluations in a
week, the clinical content of each
evaluation is reviewed by an emer-
gency services clinician.

If the clinician decides that the
event represents evidence of clinical
decompensation, the consumer is re-
ferred for a more intensive clinical
review by an interdisciplinary team.
The team reviews the consumer’s
treatment plan and changes the plan
to include interventions designed to
improve the consumer’s functioning
and thus reduce the likelihood of
hospitalization.

Results

The system for identifying clinical
decompensation and early interven-
tion to prevent hospital recidivism
was instituted in September 1994 af-
ter being pilot tested during July and
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Table 1

Mean number of hospital admissions and length of stay of all Southeastern Mass-
achusetts patients and frequent users of hospital services during three years be-
fore and one year after the triggers system was implemented

Before After
Variable 1991-1992 1992-1993 1993-1994 1994-1995
All patients
N 6,795 6,866 7,098 7,116
N total admissions 851 866 1,071 924
Total admissions per 100,000
general population .00075 .00076 .00093 .00080
Mean=+SD length of stay (days)! 52.20 41.16 28.84 20.95
Frequent service users
N 86 83 79 65
% of all patients® 1.2 1.1 0.9
N admissions 353 311 313 238
% of total admissions* 414 35.9 29.2 25.7
Mean=SD length of stay (days)® 31.96 27.79 25.81 15.33

! F=24.25, df=3,3,708, p<.05

2 Frequent service users had more than two hospitalizations within a year.

3 42=16.5, df=3, p<.001
4 ¥2=17.1, df=3, p<.001
5 F=3.71, df=3,1,211, p<.01

August. Since then, data on triggers
and the clinical reviews have been
reviewed monthly, and several sa-
lient features have emerged. First,
some of the trigger events occur
more frequently than others. Sec-
ond, some of the events are selected
for review more often than others.

The team found several reasons
why some triggers occur more often
than others. Some types of utiliza-
tion by their very nature occur more
frequently than others; for example,
the number of phone calls received
by an emergency service is generally
greater than the number of evalua-
tions it completes. Some events—
such as admissions to substance
abuse treatment or to inpatient or
crisis stabilization units—occur rela-
tively infrequently. In addition, trig-
gers may overlap; the same person
who met the criterion of three evalu-
ations in a week may have also had
four evaluations in a month.

Several factors may account for a
trigger’s not leading to a clinical re-
view. An individual might meet a
trigger criterion for three consecu-
tive months, but if the clinical review
was done in the first month, it would
not be repeated. Also, some of the
triggers are probably more useful in
providing early evidence of decom-
pensation. In 1995 a total of 1,455
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triggers were reported, and 303 clin-
ical reviews were done. The triggers
most often selected for clinical re-
view were those derived from the
crisis stabilization service: a stay of
nine or more days in such a service
had a 29 percent likelihood of trig-
gering a clinical review, three admis-
sions within six months had a 36 per-
cent likelihood of triggering a re-
view, and two admissions in one
month had a 44 percent likelihood of
triggering a review.

Certain triggers, such as an admis-
sion for detoxification or missing two
consecutive medication monitoring
appointments, had less than a 10
percent likelihood of being selected
for clinical review. The reason for
the low incidence of referral for
missed medication appointments ap-
pears to be that most programs al-
ready had a procedure in place for
aggressive outreach in the case of
missed appointments and were han-
dling those cases through the usual
process.

It is not clear why admission for
detoxification did not trigger a re-
view more frequently, as substance
abuse is often listed as an important
factor in patients’ recidivism. Some
reviewers reported that information
about admission for detoxification is
difficult to obtain and is not timely or

comprehensive. Because the depart-
ment of mental health does not fund
substance abuse programs, we must
depend on the consumer or family
for these data.

To evaluate the effectiveness of the
triggers system in reducing multiple
hospitalizations, we examined data
on number of admissions and aver-
age length of stay for inpatients from
three 12-month periods before intro-
duction of the system (July 1991 to
June 1994) and one 12-month period
after the process was implemented
(October 1994 to September 1995).
Table 1 shows data for all admissions
to department of mental health facil-
ities in Southeastern Massachusetts
during those four years and for fre-
quent service users.

An analysis of variance was used to
test for differences among the
lengths of stay. An extension of the
median test was used to derive chi
square values for comparison of the
numbers of admissions in the four
years because different numbers of
patients were admitted in each year
and the data were frequency counts.
There were no significant differ-
ences between the four years in
number of admissions for all pa-
tients. No differences between years
were found in the number of fre-
quent service users and the number
of admissions of frequent service
users until the fourth year, the first
year the triggers were used, when
the number of frequent service users
and the number of their admissions
were significantly lower.

According to the federal census for
our geographic area, the general
population showed very little growth
during the four years we analyzed.
As length of stay for all admissions
steadily decreased during the study
years and the source population did
not grow, the reduced length of stay
is likely the result of changes in the
service environment, such as in-
creased oversight by managed care
organizations. However, length of
stay for the frequent service users
did not decrease, suggesting that al-
though managed care efforts were
significantly affecting the overall in-
patient population, a similar impact
on multiple admissions was absent.
Only in 1994-1995 did length of stay
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for frequent service users decrease.
The major difference in our mental
health system during that time was
the introduction of the triggers sys-
tem. These results suggest that im-
plementation of this system for early
intervention produced a reduction of
inpatient utilization among the popu-
lation of frequent service users.

Discussion and conclusions

One explanation for the effectiveness
of the triggers system in reducing in-
patient admissions and length of stay
may be that the tracking system and
clinical reviews led to improvements
in the overall functioning of the
mental health system. Local man-
agers reported increased involve-
ment by private providers in team
reviews, more effective communica-
tion among providers in cases where
many agencies serve a single con-
sumer, and more intensive and fo-
cused treatment planning for fre-
quent service users, which led to
more effective interventions and bet-
ter outcomes.

The idea that increased contact
with consumers through intensive
case management may reduce re-
cidivism is well documented (12—
15). The triggers system may have
provided a systematic, quantifiable
way to focus the attention and re-
sources of the managed care system
on a selected group of patients in the
early stages of decompensation. The
triggers system has also provided an
easy way for staff to prioritize the
needs of various consumers when
competing demands on staff time
and energy are made.

A major positive result of the trig-
gers system was the increased in-
volvement by private providers in
treatment planning and clinical re-
views. In the past, the public mental
health system has had difficulty gain-
ing access to the time and resources
of private providers who are not un-
der contract for the provision of ser-
vices.

The triggers system meets the cri-
teria for best practices in the nine
dimensions of care outlined by the
Joint Commission. It meets the cri-
teria for efficacy because it produces
increased scrutiny and treatment
planning for consumers who may be

experiencing a psychiatric deterio-
ration. The process is also appropri-
ate because it allows treatment plan-
ning directed to the consumer’s im-
mediate needs. The system meets
the criteria for availability, timeli-
ness, effectiveness, and efficiency
because clinical reviews are provid-
ed for screened trigger events soon
after the event, and the plan that re-
sults from the review reduces un-
necessary hospitalizations and crisis
stays. Because the process is a coop-
erative venture among service
providers, reduces the risk of hospi-
talization, and includes the con-
sumer in treatment planning, the
goals of continuity, safety, and re-
spect and caring are met. We hope
that continued study will further de-
fine the advantages of the triggers
system and that the results reported
here may be replicated. ¢
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