EDITORIAL

Sectorised versus subspecialist care: what does

the patient deserve?

Lucinda Scott

The backbone of community psychiatry developed with
deinstitutionalisation which began first in the US and
subsequently in Europe after WWI. This paradigm shift in
the care of the mentally ill was fuelled by several overlap-
ping factors including the dissatisfaction with, and
economic non-viability of, large hospitals (asylums),’ the
synthesis of effective major tranquillisers, the rise of social
psychiatry? and the improving social conditions due to
lower unemployment and the enlargement of the welfare
service. The closure of asylums has over subsequent
decades led to the examination of the most appropriate
conceptual framework for the delivery of comprehensive
community mental health services.

In Ireland, the Department of Health report Planning for
the Future (1984) signalled the intention to follow a simi-
lar strategy of deinstitutionalisation and the development
of community services in Ireland.’ Sectorisation is the basic
framework within which community services have been
planned and developed. This article aims to highlight some
important aspects of a sectorised model of service delivery
and also emphasises the requirement for sup-specialist
psychiatric service development in an optimum model of
psychiatric care provision.

Sectorisation refers to the responsibility of a team for a
specified geographical area which is generally based on a
postal district or similar boundary. The principles under-
pinning a sectorised model of service delivery entail a
social model of treatment and a commitment to patient-
based services, with an emphasis on prevention and
ongoing evaluation, which is, in essence, community
psychiatry. The principle sector service is the community
mental health team (CMHT) which may be found in a
variety of settings and be composed of a variety of
professionals but usually including a consultant
psychiatrist, community psychiatric nurse (CPN), social
workers, occupational therapist and psychologist. In
general, it is an ill-defined concept. In a sectorised model
core adult psychiatric services are delivered through a
network of acute and continuing care beds, day hospitals,
day centres and outpatient clinics. Hostels, rehabilitation
and training facilities are also part of the community care
approach currently being advanced.” In theory, a catch-
ment area/sectorised service model facilitates the
development of community based services and allows a
more integrated and seamless care for the service user. In
a preventive capacity, a designated care team with which
the patient and his or her carers have an established
relationship may serve to reduce the likelihood of
secondary and tertiary handicaps either by prevention of
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relapse or the prevention of injurious consequences of
relapse such as prolonged hospitalisation.® Patient and
relative satisfaction and burden to relatives are also impor-
tant factors. Sectorisation affords the concentration of
services important to the patient (psychiatric and social
work input, housing and benefits advice) and helps avoid
the ‘pass the parcel’ attitude that long term ill and their
relatives find so frustrating.

UK experience

The sectorised service model has been well-developed in
the UK since the mid 1980s. Various models of delivering
community treatment have been explored including that of
assertive community treatment® and intensive case
management,’ yet the model based on the generic multi-
disciplinary CMHT remains the pre-eminent one.!
Attempts have been made in mental health services
research to examine the efficacy of these models in terms
of patient satisfaction, quality of life measures, cost-effec-
tiveness, hospital admission rates and psychopathology
scores. Although a comprehensive review of various
models of community care is beyond the scope of this arti-
cle, a number of the recent studies are worthy of mention.

The UK 700 trial of intensive versus standard case
management of severe psychotic illness failed to find any
difference in terms of admission rates, clinical outcome or
cost-efficacy, and concluded that UK standard care
contained many of the characteristics of assertive outreach
services.’ The PriSM Psychosis studies also concluded that
there was little difference in community mental health
team models but that community-orientated services were
more effective than hospital-orientated services in terms of
health and social gains.”

Simmonds et al'' conducted a systematic review of
CMHT management of severe mental illness, defined as “a
psychiatric illness of sufficient severity to require intensive
input and regular review”. CMHT management was
defined as generic care (ie. care not supplied by ACT,
intensive case management or any other specific model)
from a community based multi-disciplinary team that
provides a full range of interventions to adults (aged 18-
65 years) with severe mental illness within a defined
catchment area. Standard care represented the usual care
in the area concerned usually hospital-based out-patient
care.

It was concluded that CMHT management was superior
to standard care in promoting a greater acceptance of
treatment. CMHT care may reduce length of hospital
admissions and avoid deaths by suicide, in addition to
increasing service satisfaction among service users. This
meta-analysis, presented in greater detail in the Cochrane
database of systematic reviews'? was based on a sophisti-
cated search strategy in which the authors identified 1,200
citations. However, only five studies were methodologi-
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cally adequate for the comparison of ‘CMHT approach’
with ‘standard care’ and only two of these relate to the
functioning of a CMHT with responsibility of the total
service to a defined catchment area.'** Given that the
CMHT is the central component of the developing psychi-
atric services policy in Ireland the dearth of strongly
supportive evidence for this approach is lamentable.
Holloway* asserts that a discussion of the relevance of the
CMHT in the UK mental health services model is now
supplanted by the issue of add-on assertive outreach, inten-
sive case management and crisis services. The service
policy debate appears to have moved on. Indeed, he argues
that the generic comprehensive CMHT may disappear in
the UK in favour of the North Birmingham model of a
group of specialist teams.'*

One model fits all

With the development of sectorised services in Ireland
the problems of a ‘one model fits all’ approach to psychi-
atric service development becomes apparent. This is
particularly pertinent for deprived and inner-city sectors
which are well-recognised to have a greater frequency of
psychiatric morbidity. Glover et al'” compared the preva-
lence of mental health problems at primary care, general
secondary care and forensic care levels among English
health authorities. The most morbid, according to needs
indices, have about twice the prevalence of primary care
mental illness as the least morbid. For secondary care the
ratio is between 2.5:1 and 4:1, whilst for services for
mentally disordered offenders it is in excess of 20:1. Socio-
economic deprivation is a powerful predictor not only of
prevalence but also the persistence of mental illness.'®

The ODIN study of the prevalence of depressive disor-
ders across Europe found urban Dublin to have one of the
highest rates of depressive illness.”” Some effort is made
within the NHS to take account of these factors and to
ensure that resources are allocated equitably between
health authorities, although the final allocation is not
divided according to different clinical areas.” The amount
that is actually spent on services is at the discretion of the
local health authority. Bindman et a/*' have examined this
as a potential cause for inequity. They found that the ratio
of expenditure to allocation among different authorities
varies widely and that relative underspending on mental
health occurs more frequently in deprived areas.

In Ireland, deprivation indices and their association with
greater psychiatric morbidity, and the issue of private
health insurance are not factored into the sectorised model.
In the allocation of resources little attention is paid to
poorer sectors within urban areas where all mental health
difficulties will present to the public system, unlike other
sectors where a considerable proportion of the patients
have private mental health insurance which lightens the
burden for the public system within these locations. The
Future of Psychiatry in Ireland document prepared by the
Irish Division of the Royal College of Psychiatrists in 1998
acknowledges this, stating that the population size of
sector responsibility should be reduced where severe socio-
economic deprivation exists (centre-city districts, areas of
high ‘Jarman index’).”

Sub-specialisation

This planning document also aimed to assess how a
service based on sectorisation would fit in with the increas-
ing need for specialisation. In the past decade psychiatry,
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parallelling developments in other medical specialities, has
evolved into a number of subspecialty areas. These
changes have been impelled both from within psychiatry,
where the rapid increase in knowledge and skills make
mastery of the entire field by any one practitioner less
possible, and from without, related to new expectations
for psychiatric services from referral sources and patients.?

In Ireland, higher training is available in general and
community psychiatry, old age psychiatry, mental handi-
cap/learning disabilities psychiatry and child and
adolescent psychiatry subspecialties.”? In the Eastern
Regional Health Authority’s Service Plan 2001 the areas
currently identified as requiring specialist service develop-
ment include mental illness among the homeless, areas of
addiction including alcoholism, and the forensic service.*
The ERHA does, however, aspire to identifying and
providing services that would provide “best practice
responses to a known condition”.* That a patient with
severe treatment resistant depression or an eating disorder
has access, if necessary, to an individual with specific
expertise in this area is implicit in this statement. This
service plan is consistent with the aspirations of The
Future of Psychiatry in Ireland document which empha-
sises the need to encourage general and community
consultants to develop special interests, eg. affective disor-
ders, cognitive-behavioural therapy.? It stated explicitly
that it should be possible for a service to restructure posts
over time to allow for useful special responsibility devel-
opments. The key to enabling part-time speciality work to
co-exist with sector responsibility lies in protected special
sessions alongside reduced sector responsibility in general
psychiatry.

Opponents of the increasing academic subspecialisation
of psychiatry emphasise the need for the preservation of
core skills in psychiatry and the recognition of the contin-
uing public need for general psychiatrists.?® These points
are entirely reasonable. Yet, that the patient receives opti-
mal treatment remains of paramount importance. In
Dublin, the two large private psychiatric hospitals attempt
to provide a subspecialist service, eg. a general adult
psychiatrist with a special interest in eating disorders, anxi-
ety disorders and affective disorders. This provision is
clearly made easier by the absence of restrictions imposed
by a sectorised service. It is not apparent that within the
public service, in which there may be a number of general
adult psychiatrists serving one health board area, that any
efforts are made currently to provide a range of special
interests within the general adult consultant body. A fail-
ure to consider this as an aspect of service improvement
does a disservice to the patient population but also to the
consultant body, as a system which allows a general
psychiatrist to pursue their special interest may improve
professional satisfaction and help prevent ‘burnout’.

Implications for clinical practice

Sectorisation has significant implications for clinical
practice. A possible consequence of a sectorised service is
that the different psychiatrists and psychiatric teams may
come to function in an isolationist manner both within the
psychiatric services and the medical profession, and that
their spread into the community can lead to the develop-
ment of closed subcultures often characterised by
resistance to change, a lack of academic motivation® and a
tendency for professionals to become deskilled. Concerns
have also been raised that staff ‘burnout’ may make
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community mental health care difficult to sustain.** This is
particularly relevant if resources required to implement a
service that is comprehensive and satisfactory to the
patient and the clinical team are inadequate. The under-
development of community resources is reflected in the
considerable variations in the provision of community
psychiatric services (day hospitals, day centres, community
residences) throughout the different health board areas.
For example, the number of day centre places ranged from
178.5 per 100,000 population in the North Western
Health Board to 34 per 100,000 in the Northern Area
Health Board.”

In Ireland, as a consequence of sectorisation, public
psychiatry is the only speciality where a patient is not
allowed to chose their clinician. This may be interpreted as
an infringement on the rights and autonomy of mental
health patient population and impact negatively on the
doctor/patient relationship which, in cases of major mental
illnesses, may be a lifelong one. While general practi-
tioner’s will generally find it useful to have a specific
consultant psychiatrist to whom they refer and with whom
they can establish a relationship, some may find the
sectorised model restrictive and unsatisfactory, as may
service users.

The relatively late conversion to sectorisation in Ireland,
compared to the UK, is helpful in allowing the advantages
and disadvantages of a sectorised model to be explored. It
is not appropriate that a sectorised model of care be
pursued without considering the requirement of specialist
service development in parallel. Flexibility at consultant
and health board level are required to facilitate this mixed
approach. The development of tertiary referral centres,
which would be academically driven and funded by the
different health boards purchasing services for specific
problematic cases, should also be encouraged.
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