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possible to reclaim expenses through this.
However, none of the patients in our group had
insurance, which is unsurprising as they were
probably unwell at the time of booking their
flights and were unlikely to think of it. Second,
patients would have to be fit to travel, or
sufficiently supervised to make this feasible.
Given that a high proportion may be significantly
disturbed, this could again be expensive.
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All 34 patients admitted from a central area of London
over a 10-week period were identified. The 25 (73%)
who were subsequently interviewed were questioned
about their whereabouts at various points in the past.
Eleven (44%)of the interviewed patients had arrived in
the area within one month prior to admission, nine (36%)
within the last week. Seven (28%) of the total were
identified as not being the responsibility of the local
authority. Patientswho have recently arrived provide a
significant proportion of the clinical workload in this
area.

London mental health services are in crisis(Marshall. 1997). The King's Fund (1997) has
described the problems faced by London's
services and identified a number of inadequacies
in service provision. Current methods of asses
sing the degree of capitation weighting fail to
fully reflect the extra challenges that such

services face (Goldberg, 1997). The contribution
that homelessness makes to service require
ments has already been highlighted (Turner &Haskins, 1993). The extra burden of "geo
graphical drift" (Gerard & Houston. 1953) of
mentally ill people to city centres is not taken
into account in the current method of capitation
weighting.

Although work in Sweden (Lewis et al. 1992)
has cast doubt on the validity of the theory of
drift to explain the excess prevalence of schizo
phrenia in urban environments, analysis of
census data in Hampstead (McNaught et al,
1997) suggests that some of the excess is due
to increased movements of Individuals with
schizophrenia, in particular, young men with
positive symptoms. Clinical experience indicates
that a significant proportion of patients admitted
from the South Marylebone (North-East West
minster South (NEWS)) catchment area have
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Table 1. Location of study patients

InterviewedNot
interviewedTheGordon183OtherNHS13Privatesector63

recently arrived. Some of these may be so-called
"psychiatric tourists" (Tannock & Turner, 1995).
The implications of issuing "psychiatric pass
ports" by providing treatment and aftercare to
such patients has already been noted by Parshall
(1995).

Current National Health Service policy is for
patients with a permanent address to be funded
by their local health authority. For those thathave recently moved into an area, the 'three-
month rule' sometimes still applies, whereby the
new health authority takes over responsibility
after three months. For those with no fixed abode
the area from which the patient is admitted (often
the street from which the patient is found or
picked up) assumes responsibility. In cases of
dispute the final arbiter can be where the patient
says he or she lives. With the acute pressure on
psychiatric beds, at least in the inner city, the
three-month rule is apparently no longer sup
ported on all occasions. Some services insist on a
six-month handover period, while others main
tain that in-patient and continuing care respon
sibility resides with the locality from the day theindividual is housed or 'picked-up' there.

South Marylebone (NEWS) encompasses such
diverse areas as Soho, Mayfair and Marylebone.
It is, on average, a moderately deprived area with
Jarman indices between 17.22 and 24.35. It has
a large homeless population as well as a huge
number of tourists visiting every year. The
resident population is 33 000. The area has a
relatively large number of direct access hostels
and this may account, in part, for its attractive
ness to insecurely housed individuals who are
thought to suffer from higher than average rates
of mental illness. In-patient beds are at the
Gordon Hospital, where 14 beds out of a total
of 64 are allocated to the South Marylebone
(NEWS) sector. Bed occupancy is on average
130%.

We surveyed the movements prior to
admission of all patients admitted over a 10-
week period (4 September 1996-22 November
1996) with the aim of establishing the proportion
of patients that had recently arrived in the area.

The study
The names and current location of all patients
admitted from the above area were obtained from
the bed-manager at the local admitting hospital
(the Gordon). All patients who could be traced
and were prepared to be interviewed were seen
by one of the investigators (A.M.) who applied a
short semi-structured questionnaire. This in
cluded socio-demographic details and questions
about the whereabouts of the patient at various
fixed points in the past, from the place of birth to
the night prior to admission.

The locations were coded into four categories:
South Marylebone (NEWS); London, outside
South Marylebone (NEWS): outside London, in
the United Kingdom; and outside the United
Kingdom (including Eire).

The total number of patients admitted over a
period of one year, including the study period,
was estimated from data collected by the bed-
manager. For all patients interviewed, the health
authority assuming responsibility was identified.

Findings
A total of 34 patients were identified over the 10-
week period. This compared to an annual
admission rate of 147 from April 1996 to March
1997. Twenty-five of the 34 were successfully
traced and interviewed, of the remainder, three
declined to be interviewed, three were judged by
nursing and medical staff to be too ill to be seen,
two were discharged before they could be seen
and one could not be identified at the hospital he
was transferred to.

Table 1 shows the location of patients at the
time of assessment divided into interviewed and
uninterviewed groups.

The average age of the 14 males was 37 (range:
20 to 61) and of the 11 females also 37 (range: 20
to 84). Sixteen of the total were unemployed and
seven were homeless (including two street home
less and five in hostels or other insecure

Table 2. Locations of patients at fixed points in the past

Time prior to admission

Location Last night One week One month One year Five years 10 years Birth

South Marylebone(NEWS)London,
outside SouthMaryleboneOutside
London, in theUKOutside
theUKLocation

unknown20

(80%)3(12%)2(8%)0016(64%)5
(20%)2(8%)1

(4%)1
(4%)14(56%)5

(20%)2(8%)2(8%)2(8%)1
1(44%)3(12%)3(12%)4

(16%)4(16%)9

(36%)4(16%)3(12%)6

(24%)3(12%)4(16%)5

(20%)4
(16%)7
(28%)5(20%)07

(28%)3(12%)13(52%)2(8%)
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accommodation). The location data are shown in
Table 2.

Three patients were identified as falling under
the responsibility of other authorities and were
either admitted directly to local units or trans
ferred within a few days of admission. Four
patients were identified as overseas visitors and
funding was sought from the Home Office. Thus,
only 14 (56%) of the patients were resident in the
area, or indeed in the area at all, one month prior
to admission. Even as recently as one week prior
to admission nine (36%) of the patients were not
resident or in the local area. Two (8%) of the
patients had arrived from abroad within the last
month. None of the patients were born in the
area.

Comments
In the present survey we have obtained detailed
information about a relatively small number of
patients. This contrasts with other work in the
area which has relied on census and other
national surveys with large numbers of subjects
but necessarily limited detail. A limitation of this
survey is its reliance on accurate reporting by
patients. Care was taken to avoid pressurising
patients into committing themselves when they
were uncertain, but no corroborative evidence
was available to confirm their reports.

The current system of resource allocation is
based on a study by Carr-Hill et al (1994). In this
study a large number of variables derived from a
variety of sources including the 1991 census,
were assessed for their association to current
health care provision, as a way of predicting
future resource allocation. The parsimonious
model they derived did not include a mobility
factor because it was not found to be closely
linked with health care provision on a national
level. Nevertheless, we have shown that on a
local level migration is a significant factor, and
certain areas, such as the one studied, are
significantly impacted upon in terms of resource
use by migration. Carr-Hill et al make the
recommendation that "a system for adjusting
allocation to districts in the light of localcircumstances is retained".

It is of note that a significant proportion of the
patients identified in the study as recent arrivals
from other areas (i.e. in the locality for one month
or less) were neither funded as extra-contractual
referrals nor returned to their local unit.

Discussion
This survey confirms that recent arrivals make
up a significant proportion of patients admitted
from this area of central London. Some of these

patients are not being identified by the local
authority and are consequently funded locally.

We propose that there should be clarification
of the responsibilities of authorities to fund
migrating patients. Patients could be classified
according to their origin in terms of. for example,
the four categories used in this paper. This would
be of value to the authority with responsibility for
admitting and discharging patients by allowing
the construction of a dataset giving an indication
of the local significance of migration.

Second, local allocation of resources should
reflect the extra demands made by new arrivals.
Without this, magnification of the inadequacy of
inner-city funding already identified will result.
In this service increased costs could be as much
as 20% which local efficiency savings will be
unable to match.

The data supports the view that there may be
enduring and accumulating resource issues forareas at the receiving end of 'urban drift'.
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