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ABSTRACT 

Since early this century theoretical and research 

endeavors have addressed several aspects of payment for 

psychotherapy including efforts to supply information about 

why some clients pay for the services provided while others 

do not. Public agencies have had to look increasingly at 

client fees for a viable means of support. This study 

investigated client demographic variables available at the 

time of intake and tried to associate these with various 

patterns of fee payment. Data was collected from a sample 

of client charts taken from a clinic that serves primarily 

low income and minority individuals. Although results 

indicated several differences among groups in individual 

comparisons, no clear pattern was found that discriminated 

clients on the basis of payment group. Lack of a pattern 

may be due to the small fees assessed to the' client. This 

may be a reflection of the strong humanistic philosophy 

held by the clinic where service to the client is of the 

utmost importance and fees are held secondarily. 

vii 



CHAPTER 1 

INTRODUCTION 

In 1942 a mandatory fee to the client for service 

was first instituted in some public counseling agencies 

throughout the U.S. (Levin, 1942). The original purpose of 

charging a fee was to reach new groups in the community, 

who would not be eligible for a free service, and to help 

the client utilize the service to a greater advantage. 

Only secondarily was the fee considered as a source of 

income to the clinic. Since that time of abundant public 

and private funding, fee assessment has become a regular 

practice at counseling agencies of all types, both public 

and private. 

With the advent of recent government budgetary 

cuts, community mental health centers have been forced to 

look elsewhere, at least in part for financial support. 

Even in these days of third party payment, clinics cannot 

find adequate coverage for all the clientele they serve. 

Without alternative resources these clinics would be forced 

to cut back on the services they provide or, to the 

extreme, close their doors permanently. Mental health 

agencies have begun to look hard at patient fee as one 

viable source of income to supplement any subsidies to them 

1 
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through private, state or federal funding. To increase the 

amount collected from clientele and to predict who will pay 

for services are important pieces of information to these 

clinics for long range fiscal planning. 

Community agencies are from a tradition of public 

funding, often are reluctant to change, and have typically 

used a sliding scale to set the fee for service. This fee 

is typically set to conform to a scale adopted by the 

clinic as being the most equitable for the population being 

served. In all cases the client is assessed a fee based on 

his or her ability to pay. The sliding fee scale operates 

in the following manner; at the low end of the scale no fee 

is charged, at the other end a fee is charged which equals 

the operating cost per unit of therapy (Adams, 1968). In 

some cases the fee assessed is never successfully collected 

from the client, Why this fee is never paid and the issues 

that surround it have been insufficiently studied yet much 

speculation has been made about it since early this 

century. 

The literature on fee payment is of two types. The 

first is in the form of position papers. The second 

investigates the topic of fee payment through research. 

Theoretical Papers on Fee Payment 

A major position on fee considers that fee 

automatically sets aside the therapeutic relationship from 
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other relationships in the individual's life. Freud 

(1913/1958) concluded that payment motivates the individual 

to bring the therapeutic relationship to a successful end. 

In this vein, Celia Brody (1949) wrote on the topic of fee 

as a dynamic issue in that the fee can serve as the medium 

that defines a client problem to both the client and the 

therapist. Conflicts around the fee, as well as other 

aspects of the contract between therapist and the client, 

illuminate basic patterns of behavior and open up areas for 

exploration in the therapeutic milieu. Koren and Joyce 

(1953) stated that the client who was not "ready" for 

therapy would drop out or decline treatment when apprised 

of the fee involved. These authors went on to say that 

when the individual is ready he or she will engage a 

therapist for a fee. Hofstein (1954) wrote that payment of 

a fee can be viewed as a limiting factor in the therapeutic 

relationship, in that therapy will not be drawn to an 

exaggerated and unnecessary length. He also speculated on 

the maintenance of motivation to succeed in therapy and fee 

payment. He recognized that some therapy might be 

prohibitively expensive to the client and that the assessed 

fee should not be over the client's ability to pay. The 

scaled fee was viewed by Hofstein as being just as 

efficient in eliciting motivation from the client in the 

therapeutic setting. This author concluded that when a fee 
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is not charged the client may not find the service 

valuable, and that payment of a fee may signify self 

sufficiency to some clients. 

Menninger (1958) wrote on the process of 

psychotherapy and stated that the payment of a fee is the 

primary motivating force in treatment. - He also stated that 

the analysis will not go well if the patient is paying less 

than he can reasonably afford to pay. The fee should be a 

definite sacrifice to him in order to promote motivation. 

However Menninger cautioned that mounting indebtedness puts 

the patient under obligation to the therapist and this is 

always a handicap that can be disastrous to therapy. In 

1963 Davids stated that without payment for service the 

client would remain too complacent and the ego would not be 

involved enough to change. In a position paper by Gedo 

(1963), the author stated that when a patient in therapy 

failed to pay his or her fee, the individual violated an 

agreed and explicit responsibility. Gedo suggested that 

there was some specific characteristic among these clients 

and saw this as the principle independent variable involved 

in the non-payment of a fee. Upon reflection on his own 

clientele, Gedo speculated that the occurrence of non

payment of a fee was most frequent when someone other than 

the patient was responsible for payment; such as in the 

case of third party payment. Gedo noted that of those 
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clients who failed to pay, none were schizophrenic or 

overtly depressed. The author went on to cite the 

usefulness of the Winnicott (1953) theory of transitional 

objects and transitional phenomena, in this instance the 

withholding of money, to explain non-payment for therapy. 

The object loss or separation from the therapist by the 

client is postponed by the client who fails to pay his or 

her bill. Gedo concluded that this issue of attachment 

must be confronted in therapy if such treatment is to 

succeed. 

Schonbar (1967) wrote about fee as an issue of 

transference and countertransference. As a transference 

issue, withholding of a fee or delayed payment may reflect 

anger, a general withholding characteristic in the client, 

denial of the therapist's rights, an attempt to anger the 

therapist, or to keep the therapist interested in the 

client. As a countertransference issue, Schonbar stated 

that the therapist may fear that what he has to offer is 

not really worth paying for or feel guilty for selling a 

human relationship. Allen (1971) cited Gedo's work in a 

thesis on the payment of fees and stated that not only is 

the failure to pay a fee for service when assessed a 

violation of responsibility on the patient's part but also 

a violation on the therapist's part if such an issue around 

payment is ignored. The therapist has a responsibility to 
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deal with the issue of non-payment of fees because it is 

included in the broad category of effective functioning in 

reality and is specifically part of the therapeutic 

contract. In this view the fee can be an intrapsychic 

problem for the therapist as well as for the patient. The 

therapist may feel guilty over the charge of a fee or have 

some misconstrued belief of the patient's inability to deal 

with such matters. This perception of frailty whether real 

or not can easily be communicated to patient. Such neglect 

from the therapist can often be deleterious on the patient. 

This effect can either foster guilt over non-payment or a 

feeling of contempt for the therapist. Allen concluded 

that "when the charges and fees are not considered in terms 

of the total therapeutic interaction, a valuable 

therapeutic tool is being overlooked." Mintz (1971) 

discussed fees along three lines; as a tabooed subject in 

psychotherapy practice, as a patient dynamic and as a 

therapist dynamic. He found the lack of literature on fees 

remarkable. In a review of current texts on psychotherapy 

there was often no mention of fees or any other financial 

subject which pertained to therapy. Fees were usually 

discussed in the context of information relayed to the 

patient in the initial interviews, and in the form of a set 

of guidelines that may serve to inhibit the discussion of 

fees rather than promote it. As a dynamic issue for the 
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patient, the fee was considered the necessary sacrifice for 

psychotherapy to be subjectively valuable. Mintz went on 

to state that the effectiveness of therapy does not seem to 

be influenced in any great degree by the amount of fee 

charged. As a therapist dynamic, Mintz touched on the 

obvious vested interest private practitioners would have in 

the fee and payment. He pointed out that such an interest 

could cloud the therapeutic judgment of the therapist and 

should be dealt with beforehand in training or in the 

therapist's own analysis. Schofield (1971) agreed with 

Mintz in that texts on psychotherapy do not touch on the 

subject of fees to any extent. Fees are usually not talked 

about by therapists among themselves and they are often 

reluctant to reveal their financial orientation. Chodoff 

(1972) wrote about the effects of third party payment on 

transference and countertransference in psychoanalysis. He 

stated that although it seems advisable to require a 

sacrificial fee from the patient in order to provide 

motivation and analyzable material, such a sacrifice is not 

necessary in all cases and it appears that in some cases at 

least such a fee may be more important to motivate the 

therapist than the client. Eissler (1974) wrote on fee 

payment for psychoanalytic treatment. His conclusions are 

that the analyst must look at the fee as a psychological 

factor. When there is some controversy over the fee, 
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slowness to pay, willingness to pay more than the person is 

able to afford, a suggestion on either the therapist's or 

patient's part for free therapy these issues must be 

discussed as a regular part of analysis. Questions of 

payment for missed appointments and the presence of a third 

party payer were also seen as dynamic issues in the ongoing 

process of therapy. 

Lastly, Meyer and Norton (1981) suggested that the 

failure to pay is clinically significant data and that it 

is important for the clinician in the community mental 

health setting to be informed about whether or not his or 

her clients pay regularly for the service being utilized so 

that discussion of such issues may be undertaken. 

Research Studies on Fee Payment 

Research in the area of fee payment stands on the 

theoretical framework of the preceding authors. In 1951 

the Family Service Association of America indicated that a 

significant number, of the 61 agencies responding to a 

survey, found the assessment of a fee to facilitate the 

value of therapy to the client. In another study, Goodman 

(196) studied clients' and therapists' reactions toward 

fees and therapy. He showed that clients charged a fee 

were deterred more often from therapy than those not 

charged a fee. He also found that non-payers were less 

able to utilize the service offered. Therapists in this 
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study viewed those who paid for therapy services in greater 

need of such services over those who did not pay. The 

clients who paid were more favored by the therapist, seen 

as being involved in therapy and more likely to benefit 

from therapy. In making his conclusions, Goodman cited the 

Hollingshead and Redlick (1958) hypothesis that the status 

and attitude of the therapist may be an alternative 

explanation for early dropout rather than the fee charged 

per se. In spite of this however, Goodman stated that 

payment may be a sensitive device that selects for clients 

genuinely interested in therapy. Davids (1963) also 

studied the therapeutic relevance of the fee as seen by the 

therapist. He found that therapists viewed fees as 

therapeutically relevant. The lack of monetary 

remuneration signified to the therapists surveyed, a lack 

of internal motivation that can lead to therapeutic 

progress. Lievano (1967) observed 20 male psychotherapy 

patients with a variable pattern of fee payment. He 

classified three groups; those that never paid their bills, 

those that paid in full and those that paid in part. He 

found that those who never paid stayed the shortest time in 

therapy. He also found that of the 20 patients sampled, 

only one did not improve with therapy regardless of how 

well they paid their bills. A study conducted by Adams 

(1968) demonstrated no difference between clients who paid 
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and those that did not in the level of motivation each type 

portrayed as measured by the number of appointments kept. 

He did however find significant differences between the two 

groups of clients when rated on income and education level. 

Fee payers were found to have more income and education 

overall than non-payers. Adams concluded that cognitive 

differences in therapists toward payers and non-payers was 

nonexistent. He went on to state that such differences 

demonstrated by Goodman (1960) were a "myth." 

In 1970 Dightman surveyed 297 mental health 

professionals which included psychiatrists, psychologists, 

and social workers. The purpose of the questionnaire was 

to ascertain the attitude of these professionals about 

providing counseling for little or no fee. The results 

indicated that mental health professionals believe that all 

persons should be charged for services. The sample of 

therapists also suggested that the fee should be no more 

than what a person could afford to pay, vis-a-vis a sliding 

fee scale. Roback, Webb, and Srassberg (1974) studied 

client attitude toward the value of the service when a fee 

was assessed. They concluded that clients who regarded the 

service as worthwhile were also desirous of doing well in 

the situation and more likely to pay for the service than 

those who did not see the service as worthwhile. Among the 

total sample, the researchers found no difference in 
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education, age or intelligence. There was however a 

difference in the anxiety level of the two groups of 

clients. Non-payers were seen as more confused and less 

anxious than their paying counterparts. Pope, Geller and 

Wilkinson (1975) used a multivariate analysis to look at 

(a) who paid the fee assessed, (b) diagnosis, (c) 

socioeconomic status, (d) appointments kept, (e) 

attendance, and (f) outcome. This set of researchers 

concluded that the assessment of a fee failed to have any 

effect on outcome, number of appointments or attendance at 

therapy sessions. However, results demonstrated a 

correlation between diagnosis, socioeconomic status and fee 

payment. The more severe the diagnosis and lower the 

socioeconomic status, the lower the incidence of fee 

payment. Diagnosis was seen as the factor most influencing 

appointment attendance and outcome. 

Meyers (1976) looked at differences in attitude 

toward fee payment and actual practice in psychiatric 

residents. These researchers suggested that since theory 

and practice differed in the majority of cases they 

studied, that education about and discussion of fees is an 

important aspect of training for psychiatric residents. 

They went on to say that to ignore such issues sabotaged 

therapy. In another study on fee payment and attitude of 

psychiatric residents, Pasternack and Treiger (1976) 
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stressed the therapeutic importance of discussion of fee-

related issues. Careful and straightforward discussion was 

suggested on the issue of fee payment. Therapeutic focus 

on fees helped bring to light other patterns of behavior in 

non-paying clientele. This pair of researchers also could 

not fail to mention the bonus of a four-fold increase in 

clinic income over a three-year period when fee issues 

began to be discussed in the regular course of therapy. 

Nash and Cavenar (1976) studied patient attitude in a 

Veterans Administration hospital, a system where the client 

is not charged for the service provided. The results 

demonstrated that in this particular setting there are 

unique conflicts in the treatment process arising from 

"free" therapy. The patient may come to depreciate his 

therapy or feel otherwise obligated to the therapist for 

providing such a service for no charge. These authors 

concluded that fee arrangements are a major component of 

the therapy contract and that exploration of feelings that 

surround the assessment of a fee often can lead to the 

discovery of deeper conflicts. They finished by stating 

that since not everyone is charged a fee for therapy, some 

important issues that revolve or are triggered by such 

discussion cannot be resolved. 

In a study of client characteristics, Balch, 

Ireland, and Lewis (1977) found no relationship between 
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those who paid for therapy and the variables of age, sex, 

or social status. These researchers however did find that 

those clients who were third-party plus self payers had 

more frequent and longer clinic contact. They went on to 

conclude that the process of therapy was unchanged whether 

the client paid for the service alone or as part of a third 

party health insurance payment. Kurland (1978) studied the 

effect of a change in fee collection strategy on fee 

payment. He found that when a client was asked to pay the 

fee at the time of each session the efficiency on fee 

collection went up dramatically. This technique plus the 

increased utilization of third party payers resulted in a 

900 percent jump in income over a three year period at that 

mental health center. Two years later in 1980, DeMuth and 

Kamis studied source of payment and utilization. Service 

utilization was seen as more related to the level of 

clinical functioning. Those clients who were more 

seriously disturbed used the facility more often. Ayers, 

Mendel, Robinson, and Wright (1981) tried to link client 

demographics to fee payment. These researchers found that 

variables such as the father's education level, worth or 

value of treatment as seen by the client, length of time on 

a waiting list and severity of diagnosis were positively 

correlated with the payment of the fee assessed. Mayer and 

Norton (1981) concluded from their study of client 



14 

characteristics, that clients who pay regularly for therapy 

are more satisfied and have higher goal attainment than 

those who do not pay for therapy regardless of diagnosis. 

They also went on to state that involvement of the 

clinician in the process of fee collection could improve 

therapy as well as increase agency income. Bloom, 

Schroeder, and Babineau (1981) studied the client's 

attitude toward the therapist's credibility and the amount 

charged for therapy. They found that a therapist who 

charges a high fee, contrary to what might be predicted, 

was less credible to the client and less attractive as a 

therapist. 

In his comparison of the presence of third party 

coverage and the payment of any balance not covered, Wood 

(1982) found no difference between payers and non-payers in 

satisfaction with the service provided. The results 

indicated, however, that those individuals who tended to 

pay the assessed fee were those who usually met other 

obligations as well. Truatt and Bloom (1982) concluded 

from their study of fees, that fees were unnecessary for 

the therapeutic process to function. The fee was seen by 

them as a possible hindrance to someone seeking therapy. 

Yoken and Berman (1984) studied the effect of one therapy 

session on the distress of those who either paid for the 

session or were not charged. They found that those 
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individuals who were seen at no charge reported reliably 

lower levels of symptom and problem distress. 

Freud, who worked primarily with middle- to upper-

class outpatients, postulated that fees for therapy and 

their payment were important therapeutic aspects for 

treatment above and beyond the economic justification for 

the therapist. In times of shrinking financial assistance 

to community agencies, the economic aspect of fee payment 

has to a greater extent become an important feature to 

treatment than ever before in the mental health movement. 

As can be seen from the above literature review, no 

comprehensive or systematic body of research on the topic 

of fees and payment of these fees exists and there is 

little agreement in those studies that have been conducted. 

Also, it must be noted that the advent of third party 

payment complicates the situation. Freud's statement that 

"money matters are treated by civilized people in the same 

way as sexual matters; with the same inconsistency, 

prudishness and hypocrisy" (Freud, 1913/1958) could 

certainly hold true today, although research into money 

matters would help financially strained mental health 

centers keep their doors open. 

Purpose of the Study 

The purpose of the present study is to investigate 

demographic variables of the client that may be associated 



16 

with the fee payment pattern of the individual. The focus 

of this study is to investigate client demographics in a 

way to determine if there are factors associated with who 

will and will not pay for service provided. This study 

deals with predominantly low income minority clients of a 

community mental health center, and includes the study of 

variables that may impact on fee payment, such as 

demographic data on the client, diagnosis, and fee set. 



CHAPTER 2 

METHOD 

Subjects 

Data was collected from a sample of client charts 

(N=198) chosen at random from the population seen between 

October 1982 and June 1983 at La Frontera Community Clinic, 

located in Tucson, Arizona. This clinic serves primarily 

low income individuals who present with moderate to severe 

mental health problems. Mean age for the sample was 

27.8 years with a mean education level of 8.9 years and 

only 22% with a high school degree. Males comprised 51% of 

the sample, females 49%; 43% of the subjects were white, 

43% hispanic, 7% Native American, and 5% black. Most of 

the clientele sampled were never married (50%) , while 23% 

were married, 6.5% separated, 17% divorced and 3% widowed. 

Thirty-one percent of the sample were unemployed, 34% were 

students, 15% employed full time, and 11% part-time, with 

the remainder of the sample either retired (3%), disabled 

(3%), or unspecified (3%). 

The major diagnosis on axis I of the DSM III (1980) 

revealed that 36% of those sampled were diagnosed as having 

a condition not attributable to a mental disorder, such as 

family or marital problems, occupational problems, etc. 

17 
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This was one third of the sample and the largest segment of 

individuals under one diagnosis category. Eleven percent 

were diagnosed as having an adjustment disorder, 23% were 

diagnosed as having a substance abuse disorder, and 10% 

were diagnosed with an affective disorder. The other 20% 

of the sample were in various other categories under the 

DSM III. When the client came into the clinic for the 

initial interview, a financial status interview was 

conducted by a billing officer and a clinical interview was 

conducted by a mental health worker. These demographic and 

descriptive characteristics of the sample are given in 

Table 1. 

Archival data was collected from a total of 198 

charts. A data code sheet was developed specifically for 

this study to allow immediate coding of the information 

gathered from the client chart. The data code sheet was 

generated from the La Frontera Client Fact Sheet and the 

client billing ledger card. 

The Client Fact Sheet Financial Agreement form was 

developed by the clinic to assess the appropriate fee for 

treatment and to gather general information about the 

client. The form is completed by a billing officer at the 

time of initial contact. This fact sheet includes such 

information as client name, date of birth, address, sex, 

employment status, marital status, education level, 
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Table 1. Client: demographics for total sample by N and 
percentage of population. 

Variable N % 

Sex 

Male 101 51 
Female 97 49 

Marital status 

Married 45 23 
Never married 99 50 
Separated 14 7 
Divorced 33 17 
Widowed 5 3 
Unknown 3 2 

Ethnicity 

White 86 43 
Black 10 5 
Hispanic 86 43 
Native American 14 7 
Unknown 2 1 

Employment status 

Fulltime 29 15 
Part-time 21 62 
Unemployed 62 31 
Retired 5 3 
Houseperson 2 1 
Disabled 6 3 
Student 67 34 
Unknown 6 3 

Primary source of income 

None reported 
Employment 
Family 
SSI 

34 
67 
52 
5 

17 
34 
26 
3 



Table 1. Client demographics for total sample by N and 
percentage of population, Continued 

Variable N % 

Primary source of income (continued) 

AFDC 9 4 
Social security 10 5 
Unemployment benefits 6 3 
Pension 5 3 
Unknown 10 5 

Primary source of payment 

Medical insurance 38 19 
Kino 36 18 
El Rio 3 2 
Indian Health 2 1 
Title XX 35 18 
Social Security 0 0 
Medicare 4 2 
Client 48 24 
Parent 7 4 
None 25 13 

Secondary source of payment 

Client 38 20 
Parent 17 9 
Spouse 1 .5 
None 142 72 

Axis 1 diagnosis 

Childhood disorder 23 15 
Organic brain disorder 1 .5 
Substance abuse 46 23 
Schizophrenia 1 .5 
Affective disorder 20 10 
Anxiety disorder 4 2 
Somatoform disorder 1 .5 
Impulse disorder 4 2 
Psychosexual disorder 1 .5 
Adjustment disorder 22 11 
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Table 1. Client demographics for total sample by N and 
percentage of population, Continued 

Variable N % 

Axis I diagnosis (continued 

Not attributable to 
mental disorder 71 36 
Not diagnosed 4 2 

Axis II personality disorder 

Personality disorder 27 14 
No personality disorder 171 86 

Axis III medical disorder 

Medical disorder 51 26 
No medical disorder 147 74 

Axis IV level of stress 

Unspecified 62 31 
Mild 3 2 
Moderate 42 21 
Severe 79 40 
Extreme 8 4 
Catastrophic 4 2 

Axis V previous level of functioning 

Unknown 57 28 
Superior 1 .5 
Very good 3 1 
Good 24 12 
Fair 61 31 
Poor 41 21 
Very poor 10 5 

Primary form of treatment 

Intake 17 9 
Group 16 8 
Family 52 26 
Individual 109 55 
Assessment 1 .5 
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Table 1. Client demographics for total sample by N and 
percentage of population, Continued 

Variable N % 

Primary form of treatment (continued) 

Medication check 
Emergency 

2 
1 .5 

Mean education 

Mean age 

Mean others in household 

Mean amount charged 

Mean amount adjusted to 

Mean number of sessions 

8.9 years 

27.8 years 

2.3 persons 

$5.94 

$2.75 

4.6 

without group 1 
$10.03 

$4.55 



ethnicity, current medications, allergies or other medical 

disorders, number of others in household, person(s) 

responsible for payment, primary source of income, third 

party payers, therapist name, billing officer name, client 

fee in dollars, and also any adjustment in that fee up or 

down. The client is assigned an identification number as 

well at the time of intake. The client billing ledger card 

contains information on the number and dates of visits to 

the clinic. The ledger card also lists the amount charged 

per visit to the client, the amount charged by the clinic 

for the service per hour, and the amount paid by the client 

including the date paid. The client ID number was used 

throughout the study to identify the case and to protect 

client confidentiality. Once information was gathered on a 

particular case a subject number was assigned to it to 

identify the case during analysis. All data was collected 

by the same person over a three month period. 

Client Billing Information La Frontera Center 

La Frontera is a non-profit community mental health 

center which receives funds from a variety of public and 

private sources. Client fees are combined with these 

sources of funding to pay the cost of services provided at 

La Frontera. The sliding fee scale used by the clinic 

helps establish the cost to the client based upon his or 

her ability to pay. This process takes into account the 
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client's gross income, number of dependents and what type 

of service is needed at the time of contact as assessed by 

an intake worker. The charge for individual therapy is 

$40/hour, for group therapy is $20/hour and for medical 

evaluation is $60/hour. The percentage charged to the 

client ranges from 100% of the operating cost per hour to 

0% or nothing per unit hour. The client is encouraged to 

utilize supplementary sources for fee payment which include 

a variety of insurance and public assistance agencies. 

Procedure 

Once the data was collected, inspection of it 

revealed five distinct payment pattern groups. The cases 

were divided into these five groups by payment pattern for 

subsequent analyses. 

Groups 

These groups are: 1 = paid for by third party or 

not charged by the agency, 2 = individual who paid on time 

in the beginning then missed payments as treatment 

progressed, 3 = the client is assessed a fee but failed to 

pay the bill, 4 = the fee assessed to the client is usually 

paid late, and 5 = the client paid the fee on time. 

Analysis 

Three sets of analyses were performed on the data. 

2 Descriptive statistics, X analyses, and discriminative 
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function analyses were executed on the sample of client 

charts separated by the above groups. Comparisons of group 

means and discriminative function analysis were performed 

on the cases divided at random into two groups for purposes 

of cross validation. 



CHAPTER 3 

RESULTS 

Fee Assessment 

The average initial fee assessed to a client in the 

sample was $5.95, and the average adjustment in that fee 

was down over 46% to $2.75 per visit. Of those clients 

assessed a fee where third party payers did not pay wholly 

for the service, the average fee was $10.03, adjusted later 

to $4.55, down over 45%. The primary source of payment in 

general for the sample came from third party sources; 

medical insurance (19%), Kino (18%), Title XX (18%), El Rio 

(2%), Indian Health (1%), and Medicare (2%), with the 

clinic providing the resources for no cost to 11% of the 

sample population. 

Fee Groups 

Of the 198 cases samples, 88 cases, or 44% 

categorized as group 1, those who were paid for or not 

charged a fee. Of these, 22 cases or 11% of the sample 

were not charged any fee while 66 cases or 33% of the 

sample were charged but the fee was paid for totally by a 

third party or state agency. Seventeen cases or 9% of 

those sampled were categorized into group 2, the 

26 
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individuals who pay the fee on time initially then start to 

pay the fee late. Forty-five cases or 23% of the sample 

never paid for the service, constituting group 3, 34 cases 

or 17% of the sample paid their fees late, making up group 

4, and only 14 cases or 7% of the population sampled paid 

for the service on time, categorized as group 5. 

Group 1 consisted of 43 males and 45 females. Of 

the 86 white individuals in the sample 28 were in group 1 . 

There were also 42 hispanic, 7 black and 10 Native American 

individuals and one person of unknown ethnic origin were in 

group 1. 

In group 2, those individuals who paid on time in 

the beginning then regularly missed payments; 8 were male, 

9 female. Eight persons in the group were white, none were 

of black or Native American ethnicity, 8 persons were 

hispanic and one individual was of unknown ethnic 

background. 

Group 3, those individuals who never paid for the 

service, consisted of 24 males and 21 females. Twenty-four 

white individuals, 16 hispanic, 2 black, and 3 Native 

American individuals were in this group. 

Group 4, those clients who were regularly late with 

their fee, consisted of 21 males and 13 females, with 20 

white, 12 hispanic, 1 black, and 1 Native American 

individuals. 
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Group 5, those who paid on time, was made up of 5 

males and 9 females, with 6 white, and 8 hispanic 

individuals. 

Other demographic data for the 5 groups can be 

found on Table 2. This table also lists the total number 

of individuals under each demographic category and 

percentage overall by group membership. Table 2 shows the 

client demograhpics by group membership in actual number, 

percentage overall, and total number for the sample. 

Discriminant Function Analysis 

The direct discriminant function analyses used 13 

variables as predictors of membership in the above 

mentioned five payment pattern groups. Predictor variables 

were those that could be assessed at the time of intake 

interview into the mental health center. These variables 

were; years of education, marital status, sex, ethnicity, 

age, employment status, number of others in the household, 

the primary source of income, who is responsible for the 

bulk of the fee, who is secondarily responsible for payment 

of the fee, if anyone, the amount charged as the fee per 

visit, any adjustment in that fee, and the diagnosis of the 

individual according to the third edition of the Diagnostic 

and Statistical Manual (1980). Table 3 summarizes the 

discriminant function analysis. 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage 

(Example: of 101 males, 43% categorized in group 1, 8% 
categorized in group 2) 

Group 1 = paid for or not charged. 
Group 2 = paid on time in the beginning then miss payments. 
Group 3 = did not pay at all. 
Group 4 = fee payment regularly late. 
Group'5 = paid on time in full. 

Variable Group 

1 2 3 4 5 

N 88 17 45 34 14 
% 44 9 23 17 7 

Sex 

Male 
N 43 8 24 21 5 t=101 
% 43 8 24 21 5 

Female 
N 45 9 21 13 9 t=97 
% 47 9 21 13 9 

Ethnicity 

White 
N 28 8 24 20 6 t=86 
% 33 9 28 23 7 

Black 
N 7 0 2 1 0 rt

 II o
 

% 70 0 20 10 0 

Hispanic 
N 42 8 16 12 8 t=86 
% 49 9 19 14 9 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Ethnicity (continued) 

Native American 
N 10 0 3 1 0 t=1 4 
% 71 0 21 7 0 

Unknown 
N 1 1 0 0 0 t=2 
% 50 50 0 0 0 

Marital status 

Married 
N 11 5 16 12 1 t=45 
% 24 11 36 27 2 

Never married 
N 52 7 19 14 7 t=99 
% 53 7 19 14 7 

Separated 
N 7 2 2 1 1 rt

 u CO
 

% 53 15 15 7 7 

Divorced 
N 16 2 6 5 4 t=33 
% 48 6 18 15 12 

Widowed 
r 1 1 2 1 0 t=5 
% 20 20 40 20 0 

Unknown 
N 1 0 2 0 0 t=3 
% 33 0 66 0 0 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Employment status 

Employed 
N 
% 

2 
7 

3 
10 

13 
45 

7 
3 

4 
14 

t=29 

Part-time 
N 
% 

4 
19 

8 
38 

4 
19 

4 
5 

1 
21 

t=21 

Unemployed 
N 
% 

38 
61 

2 
3 

11 
17 

8 
13 

3 
5 

t=62 

Retired 
N 
% 

1 
20 

0 
0 

1 
20 

3 
60 

0 
0 

t=5 

Houseperson 
N 
% 

0 
0 

0 
0 

1 
50 

1 
50 

0 
0 

t=2 

Disabled 
N 
% 

1 
17 

0 
0 

4 
67 

0 
0 

1 
17 

t=6 

Student 
N 
% 

39 
58 

4 
6 

11 
16 

8 
12 

5 
7 

t=67 

Unknown 
N 
% 

3 
50 

0 
0 

0 
0 

3 
50 

0 
0 

t=6 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

Primary source of income 

No income 
N 29 

85 
0 
0 

4 
1 2  

0 
0 

1 
3 

t=34 

Employment 
N 6 

9 
1 2  
1 8  

24 
36 

18 
27 

7 
10 

67 

Family 
N 
% 

37 
71 

3 
6 

8 
15 

4 
8 

0 
0 

t=52 

SSI 
N 3 

60 
0 
0 

1 
1 1  

0 
22 

1 
0 

t=5 

AFDC 
N 
% 

6 
67 

0 
0 

1 
11 

2 
22 

0 
0 

t=9 

Social security 
N  1 1 2  5  1  
% 10 10 20 50 10 

1 0  

Unemployment 
N 
% 

0 
0 

0 
0 

1 
17 

3 
50 

2 
33 

t=6 

Pension 
N 1 

20 
1 

20 
2 

40 
0 
0 

1 
20 

t=5 

Unknown 
N 
% 

7 
70 

0 
0 

1 
10 

1 
10 

1 
1 0  

t=10 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

Primary source of payment 

Medical insurance 
N 2 5 14 13 4 
% 5 13 37 34 11 

t=38 

Kino 
N 
% 

25 
69 

1 
3 

4 
1 1  

4 
1 1  

2 
6 

t=36 

El Rio 
N 2 

66 
0 
0 

0 
0 

1 
33 

0 
0 

t=3 

Indian Health 
N 1 

50 
0 
0 

1 
50 

0 
0 

0 
0 

t=2 

Title XX 
N 
% 

33 
94 

0 
0 

1 
3 

0 
0 

1 
3 

t=35 

Medicare 
N 0 

0 
1 

25 
1 

25 
1 

25 
1 

25 
t=4 

Client 
N 3 

6 
9 
19 

19 
40 

1 2  
25 

5 
1 0  

t=48 

Parent 
N 1 

14 
1 
14 

2 
28 

2 
28 

1 
14 

t=7 

None 
N 21 

84 
0 
0 

2 
8 

2 
8 

0 
0 

t=25 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Primary source of payment (continued) 

Social security 
N 
% 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

t=0 

Secondary source of payment 

Client 
N 
% 

2 
5 

5 
13 

15 
40 

16 
42 

0 
0 

t=38 

Parent 
N 
% 

2 
12 

2 
12 

3 
18 

3 
18 

7 
41 

t=1 7 

Spouse 
N 
% 

0 
0 

0 
0 

0 
0 

0 
0 

1 
100 

t=1 

None 
N 
% 

84 
59 

10 
7 

27 
19 

15 
11 

6 
4 

t=142 

Axis 1 diagnosis 

Childhood disorder 
N 
% 

14 
61 

1 
4 

4 
17 

2 
9 

2 
9 

t=23 

Substance abuse 
N 
% 

14 
30 

9 
20 

11 
24 

10 
22 

2 
4 

t=46 

Affective disorder 
N 
% 

9 
45 

1 
5 

5 
25 

3 
15 

2 
1 

t=20 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

Axis I diagnosis (continued) 

Anxiety disorder 
N 2 

50 
0 
0 

2 
50 

0 
0 

0 
0 

t=4 

Impulse disorder 
N 0 

0 
1 

25 
1 

25 
2 

50 
0 
0 

t=4 

Adjustment disorder 
N 1 6  

73 
1 
5 

3 
14 

I 
5 

1 
5 

t=22 

Not attributable to 
mental disorder 
N 28 

39 
4 
6 

19 
27 

13 
1 8  

7 
10 

t=71 

Organic brain disorder 
N 0 0 0 1 0 
% 0 0 0 100 0 

t=1 

Schizophrenia 
N 0 

0 
0 
0 

0 
0 

1 
100 

0 
0 

t=1 

Somatoform disorder 
N 1 0 0 0 0 
% 100 0 0 0 0 

t=1 

Psycho-sexual 
disorder 
N 0 

0 
0 
0 

0 
0 

1 
100 

0 
0 

t=1 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage. Continued 

Variable Group 

12 3 4 5 

Axis I diagnosis (continued) 

No diagnosis 
N 
% 

4 0 0 0 
100 0 0 0 

0 
0 

t=4 

Axis II personality disorder 

Yes 
N 
% 

11 2 7 6 
40 7 26 22 

1 
4 

t=27 

No 
N 
% 

77 15 38 28 
45 9 22 16 

13 
8 

t=1 71 

Axis III medical disorder 

Yes 
N 
% 

22 3 9 11 
43 6 18 22 

6 
12 

t=51 

No 
N 
% 

66 14 36 23 
45 10 24 16 

8 
5 

t=147 

Axis IV level of stress 

Unspecified 
N 31 5 16 7 2 t=62 
% 50 8 27 12 3 

Mild 
N 
% 

0 1 0 0 2 t=3 
0 33 0 0 66 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Axis IV level of stress (continued) 

Moderate 
N 
% 

15 
36 

5 
12 

8 
19 

9 
21 

5 
12 

t=42 

Severe 
N 
% 

38 
48 

5 
6 

17 
22 

15 
19 

4 
5 

t=79 

Extreme 
N 
% 

5 
63 

1 
13 

1 
13 

1 
13 

0 
0 

t=8 

Catastrophic 
N 
% 

1 
25 

0 
0 

2 
50 

1 
25 

0 
0 

t=4 

Axis V previous level of functioning 

Unknown 
N 
% 

28 
49 

4 
7 

16 
28 

7 
12 

2 
4 

t=57 

Superior 
N 
% 

0 
0 

0 
0 

0 
0 

0 
0 

1 
100 

t=1 

Very good 
N 
% 

0 
0 

0 
0 

2 
66 

0 
0 

1 
33 

t=3 

Good 
N 
% 

12 
50 

3 
13 

2 
8 

6 
25 

1 
4 

t=24 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Axis V previous level of functioning (continued) 

Fair 
N 25 4 17 11 4 t=61 
% 41 7 28 18 7 

Poor 
N 16 5 6 10 5 t=42 
% 38 12 14 24 12 

Very poor 
N 7 1 2 0 0 t=10 
% 70 10 20 0 0 

Primary type of treatment 

Intake 
N 6 0 8 0 3 t=1 7 
% 35 0 47 0 18 

Group 
N 6 0 6 2 2 t=1 6 
% 38 0 38 13 13 

Family 
N 25 7 9 7 4 t=52 
% 48 13 17 13 8 

Individual 
N 49 10 21 25 4 t=109 
% 45 9 19 23 4 

Assessment 
N 0 0 0 0 1 t=1 
% 0 0 0 0 100 
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Table 2. Proportion of total sample by group on each variable, 
client demographics, N in group, total N for the 
variable, and overall percentage, Continued 

Variable Group 

1 2 3 4 5 

Primary type of treatment (continued) 

Medical check 
N 1 0 1 0 0 t-2 
% 50 0 50 0 0 

Emergency 
N 1 0 0 0 0 t-1 
% 100 0 0 0 0 



Table 3. Results of discriminant function analyses of demographic variables. 

Predictor Correlation with 
Variable discriminant function 

Univariate 
F 

Pooled within 
group correlation 
among predictors 

1 98 cases F(4,196) 

Fee .59 24.29 .21 

Secondary .53 
responsibility 

16.98 

100 case cross-validation F(4,98) 

Fee .56 12.04 .26 

Secondary .48 
responsibility 

9.68 

98 case cross-validation F(4,96) 

Fee .47 15.56 .23 

Secondary .31 
responsibility 

7.58 

•P-O 
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The discriminant function analysis performed on the 

total sample of 198 cases revealed one significant 

function; (76) = 251.61, £ < .01, which accounts for 84% 

of the variance between groups. The canonical correlation 

was also high (.80) which indicates a high degree of 

association between the significant function and group 

membership. As shown in Figure 1, the significant function 

maximally discriminates group 1 from group 4. A loading 

matrix of correlations between predictor variables and the 

significant discriminant function, as seen in Table 3, 

suggests that the primary variables in distinguishing 

between group 1 and group 4 are the fee charged and the 

party secondarily responsible for fee payment. Group 1 is 

charged significantly less and has a greater amount of 

individuals who have no secondary source available for fee 

payment. Loadings less than .42 are not interpreted. The 

pooled within group correlation between the two predictor 

variables are shown in Table 3 £(196) = .21, £ < .005, 

indicating that there is a relationship between fee charged 

and secondary accountability for payment of that fee. 

Those not charged for treatment or rely heavily on third 

party payment usually have no secondary source of payment 

for a fee. 

With the use of a classification procedure for the 

total sample of 198 cases, 123 (62.1%) were classified 
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Figure 1. Discriminant function analysis 
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correctly. This classification rate was achieved by 

classifying a disproportionate number of cases as group 1 

or paid for individuals. This means that paid for 

individuals were more likely to be correctly classified 

(85.7% correct classifications) than were group 2 (58.8%), 

group 3 (39.5%0, group 4 (39.5%), or group 5 (35.7%). 

The stability of the classification procedure was 

checked by two cross-validation runs. Approximately 50% of 

the sample was used on each discriminant function analysis. 

The first analysis of 100 subjects revealed one significant 
o 

function; X (76) = 147.59, £ < .01, which accounts for 

71.2% of the variance between groups. Again, this function 

maximally discriminates between group 1 and group 4 

individuals. A loading matrix of correlations between 

predictor variables and the one significant function, as 

shown in Table 3, suggests that the main predictor 

variables are the fee charged and the party secondarily 

responsible for fee payment. The pooled within group 

correlation between the two predictors was r(98) = .26, £ < 

.005, indicating a positive relationship between the fee 

charged and secondary accountability for fee payment. 

The second cross-validation sample consisted of 98 

cases. The analysis revealed one significant function; 

X^(76) = 160.8, £ < .01, which accounts for 82% of the 

variance between groups. The function maximally 
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distinguishes between group 1 and group 5. The loading 

matrix correlation of the only significant predictor 

variable of fee charged and the significant function is 

reproduced in Table 3. This suggests that the amount of 

the fee is the single most important variable in 

distinguishing between group 1 and group 5 which was no fee 

and $12.00 respectively. 

For the 198 case run there was a 62% correct 

classification rate, for the 100 case cross-validation run 

the classification rate was 74% and for the 98 case cross-

validation run there was a 72% classification rate. This 

indicates a high degree of consistency in the 

classification scheme. 

A fourth discriminant function analysis was 

performed on the data without the group that is either paid 

for or is not charged a fee; group 1. The results of this 

analysis would be very useful to predict who of those 

individuals charged a fee would pay it. The analysis was 
O 

non-significant, X (57) « 51.72. There was no function 

defined in the analysis to delineate between the remaining 

four groups. 

Chi Square Analysis 

The last set of analyses on the data consisted of 
o 

several X tests and F tests performed on the individual 

variables across the five groups. Table 4 shows client 
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Table 4. Client demographics of each group in percentages only 
and x2 analysis across groups 

Significantly different variables: £ < .05*, p < .01**, £ < 
.001 (example: of 101 males, 43% categorized in group 1 , 8% 
categorized in group 2) 

Group 1 = paid for or not charged. 
Group 2 = paid on time in the beginning then miss payments. 
Group 3 = did not pay at all. 
Group 4 =» fee payment regularly late. 
Group 5 = paid on time in full. 

Variable Group X2 

1 2 3 4 5 

N 
% of sample 

88 
44 

17 
9 

45 
23 

34 
17 

14 
7 

Sex 

Male 48 47 53 62 36 

Female 52 53 47 38 64 

Ethnicity 

White 31 47 53 59 43 • 9.8 

Black 8 0 4 3 0 ** 14.7 

Hispanic 48 47 36 35 57 

Native Am. 11 0 7 3 0 *** 21 .6 

Unknown 1 6 0 0 0 

Marital status 

Married 13 29 36 35 7 *** 2.92 

Never married 59 41 42 41 50 

Separated 8 12 4 3 7 



Table 4. Client demographics of each group in percentages only 
and analysis across groups , Continued 

Variable Group X2 

1 2 3 4 5 

Marital status (continued) 

Divorced 16 2 6 5 4 ** 10.5 

Widowed 1 1 2 1 0 

Employment status 

Fulltime 2 18 28 21 29 *** 20.7 

Part-time 5 47 9 12 7 ** 76.7 

Unemployed 43 12 24 24 21 ** 20.6 

Retired 1 0 2 9 0 

Houseperson 0 0 2 3 0 

Disabled 1 0 9 0 7 *** 21 .5 

Student 44 24 24 24 24 * 11 .2 

Primary source of income 

None reported 33 0 9 0 7 *** 75.4 

Employment 7 71 53 53 50 *** 48.2 

Family 42 18 18 12 0 *** 52.0 

SSI 3 0 2 0 7 ** 13.8 

AFDC 7 0 2 6 0 ** 14.3 

soc/sec/ret 1 6 4 15 7 
** 16.5 



Table 4. Client demographics of each group in percentages only 
and analysis across groups, Continued 

Variable Group X2 

1 2 3 4 5 

Primary source of income (continued) 

Unemployment 0 0 2 9 14 *** 31 .2 

Pension 1 6 4 0 7 
* 10.3 

Primary source of payment 

Medical ins. 2 29 31 38 29 *** 29.5 

Kino 28 6 9 12 14 *** 20.9 

El Rio 2 0 0 3 0 

Indian Health 1 0 2 0 0 

Title XX 36 0 2 0 7 *** 104.0 

Medicare 0 6 2 3 7 

Client 3 53 42 35 36 *** 41 .0 

Parent 1 6 4 6 7 

None 24 0 4 3 0 ** 17.6 

Secondary source of payment 

Medical ins. 2 0 0 0 0 

Client 2 29 33 47 0 *** 75.6 

Parent 2 12 7 9 50 

None 93 59 60 44 43 ** 27.3 

Assessment 

Type of therapy 

0 0 0 0 7 
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Table 4. Client demographics of each group in percentages only 
and analysis across groups, Continued 

Variable Group X2 

1 2 3 4 5 

Type of therapy (continued) 

Intake 7 0 18 0 21 *** 42.5 

Group 7 0 13 6 14 ** 16.2 

Family 28 41 20 21 28 ** 10.1 

Individual 56 59 47 74 28 *** 21 .7 

Medication ck. 1 0 2 0 0 

Axis I diagnosis 

Childhood dis. 16 6 9 6 14 * 8.3 

Substance abuse 16 53 24 29 14 *** 35.9 

Organic 
brain disorder 0 0 0 3 0 

Schizophrenia 0 0 0 3 0 

Affective disorder 11 6 11 9 14 

Anxiety disorder 2 0 4 0 0 * 10.5 

Impulse disorder 0 6 2 6 0 

Adjustment disorder 18 6 7 3 7 ** 15.9 

Not attributable to 
mental disorder 34 24 42 38 50 

No diagnosis 5 0 0 0 0 
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Table 4. Client demographics of each group in percentages only 
and x2 analysis across groups , Continued 

Variable Group X2 

1 2 3 4 5 

Axis II personality disorder 

Yes 13 12 16 18 7 

No 86 88 84 82 93 

Azis III medical disorder 

Yes 25 18 20 32 43 ** 14.9 

No 75 82 80 68 57 

Axis IV level of stress 

Unspecified 35 29 36 24 21 * 11 .4 

None 0 0 2 0 0 

Minimal 0 0 0 0 0 

Mild 0 6 0 0 14 *** 38.0 

Moderate 17 24 18 26 36 

Severe 43 29 38 44 29 

Extreme 6 6 2 3 0 

Catastrophic 1 0 4 3 0 

Axis V previous level of functioning 

Unspecified 32 24 36 21 14 ** 12.1 

Superior 0 0 0 0 7 

Very good 0 0 4 0 7 
** 

18.5 

Good 14 18 4 18 7 
** 

13.4 



Table 4. client demographics of each group in percentages only 
and analysis across groups , Continued 

Variable Group x2 

Axis V previous level of functioning (continued) 

Fair 28 24 38 32 29 

Poor 18 29 13 29 36 

Very poor 8 6 4 0 0 

Grossly impaired 0 0 0 0 0 
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demographics for individual groups in percentages and X 

analysis results. Forty-eight percent of group 1 were 

male, 52% female, 31% of the individuals in this group were 

white, 8% black, 48% hispanic, 11% Native American and 1% 

unknown. Because the group numbers were so diverse, 88 in 

group 1, 17 in group 2, 45 in group 3, 34 in group 4, and 

2 14 in group 15, X analyses were performed on the variable 

percentage within the group, then compared across groups. 

This made the groups more comparable to each other and any 

single difference among them more likely for detection. 

2 X analysis revealed that the groups were 

significantly different on several variables. Table 4 

lists significant differences at the £ < .05, £ < .01, and 

£ < .001 levels. 

Because of the problem with alpha slippage in the 
o 

interpretation of several X analyses taken together, only 

those of 18.45, or better, £ < .001, will be interpreted to 

differentiate groups of payment pattern. Alpha slippage 

occurs when several individual statistical tests are 

interpreted together. Calculating the alpha slippage will 

indicate the actual probability of making a type one or 

alpha error when interpreting several individual 

statistical tests together. The formula used to calculate 

alpha slippage is: 1 - (1 - significance level)**, where J 

equals the number of tests performed. 



52 

The alpha slippage calculated for the tests 

significant at the .05 level boosted the actual 

significance level to £ < .30, which made this set of tests 

much to high to interpret. The calculations for the .01 

level of significance put the level of significance up to £ 

< .14, also too high to interpret. The alpha slippage 

calculated at the .001 level was £ < .02. This was an 

acceptable probability for making a type one error. 

Variables that were significant at the £ < .001 
o 

level are as follows: Native American (X = 21.6), married 

(X2 = 29.2), employed fulltime (X2 = 20.7), employed part-

time (X2 = 76.7), unemployed (X2 - 20.6), disabled (X2 = 

2 21.5), no reported income (X = 75.4), income from 

2 2 employment (X = 48.2), family supported (X = 52), primary 

2 source of payment from; medical insurance (X = 29.5), Kino 

(X2 = 20.9), Title XX (X2 = 104), client (X2 - 75.6), none 

available (X2 = 27.3), individual therapy (X2 » 21.7), 

2 2 intake only (X = 42.5), substance abuse diagnosed (X = 

35.9), and finally, mild level of stress (X2 = 38). 

Group 1, those paid for or not charged, can be 

characterized as significantly unemployed or underemployed, 

compared to the other groups, with many individuals having 

no income or supported primarily by family members. 

Payment for group 1 individuals came primarily from state 

agencies created to help the needy. Group 1 also had a 
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high percentage of Native American individuals when 

compared to the other groups. This group also on the whole 

had no secondary source of payment available to them. 

Group 2, those individuals who pay on time in the 

beginning, then miss payments, can be characterized as 

having a large percentage of employed individuals when 

compared to the other groups. Individuals in group 2 were 

also high in the percentage of individuals diagnosed with 

substance abuse when compared to the other four groups. 

Group 3, those who fail to pay for treatment, and 

4, those who are always late with payment, were not 

singularly different from the other groups on any of the 

2 variables in the X analyses. 

Group 5, those who paid on time, can be 

characterized by a low percentage of married individuals 

compared to other groups, a high percentage of individuals 

on unemployment benefits compared to groups 1, 2 and 3, and 

a high percentage of persons diagnosed with a mild level of 

stress compared to all other groups. 

Table 5 lists group means of the variables of years 

of education, age, number of others in the household, 

amount set as the fee per visit, adjustment in that fee, 

and the number of sessions in therapy. There were no 

significant differences among groups on any of the F values 

calculated on these variables, with the exception of fee 
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Table 5. Group means f overall means for sample, and F tests. 

Group 1 = paid for or not charged. 
Group 2 - paid on time in the beginning then miss payments. 
Group 3 = did not pay at all. 
Group 4 = fee payment regularly late. 
Group 5 = paid on time in full. 

Variable Group Xa 

1 

Education 8.6 9.0 8.8 10.1 8.9 8.9 

Age 23.4 32.5 29.7 33.3 31 .7 27.8 

Others in 
household 2.5 1.7 2.3 2.3 1.8 2.3 

Amount set as 
feepervisit $.49 $11.76 $8.53 $12.06 $12.00* $5.94 

Adjusted fee $.00 $3.52 $5.23 $4.42 7.36* $2.75 

Number of 
sessions 6.9 10.1 7.2 10.9 4.6 4.6 

a X = overall mean for sample 

*Fee charged F ("4,196) = 24.29. Adjusted fee (F(4,198) = 9.86, 
£< .05. 
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(F(4,196) = 24.9, £ < .001) and adjusted fee (F(4,196) = 

9.86, £ < .001) charged to the client. The individuals in 

group 1 were personally charged an average of 49 cents per 

visit when first assessed a fee. Later this fee was in-

every case adjusted to nothing. These individuals were 

those that were paid for or were charged nothing for the 

service, therefore they were not responsible for any of the 

cost for therapy. When this group was dropped from the 

analysis of fees, there was no significant difference among 

the four remaining groups in the amount of fee charged per 

session. 



CHAPTER 4 

DISCUSSION 

This study into fee payment for services provided 

at a community mental health agency delineated five payment 

patterns. ' The further aspect of the study which sought to 

find distinctive patient characteristics associated with 

the payment patterns was generally inconclusive. 

The major factor that distinguished the five groups 

of 1 = those who were paid for or not charged, 2 = those 

who paid on time in the beginning then missed payments, 3 = 

those who did not pay at all, 4 = those who paid regularly 

late, and 5 = those who paid on time, in the discriminative 

function analysis was that of not being charged a fee, due 

in most cases to payment being made by a third party 

source. Other than this one variable, the groups were not 

classified as significantly different in the discriminant 

function analysis. 

In individual comparisons performed on the data the 

results demonstrated some notable differences among the 

groups. Taking into account the problems with alpha 

slippage, the interpretation of such differences must be 

conservative. Those individuals in group 2, those who paid 

on time in the beginning of treatment then missed payments, 

56 
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were most likely to be diagnosed as substance abusers. The 

pattern of payment seen in this group of individuals may be 

related to their overall lifestyle at the time of 

treatment. Those individuals in group 5, who always paid 

on time, were likely to be unmarried, on unemployment 

insurance and diagnosed with a mild level of stress at the 

time of intake. Their ability to meet their obligations of 

payment for therapy may be due to their lack of obvious 

family obligations, relative short time out of work, and 

relative low level of stress. 

In terms of fees charged, 44% of the population are 

not personally charged a fee, these individuals either 

being paid for by a state agency (33%) or being treated at 

no charge (11%). Of those individuals charged a fee (N = 

110), about 41% never paid, 47% paid sometimes, and only 

13% paid fully and on time. 

For those individuals who were personally charged a 

fee, the initial fee set on the average was quite modest in 

terms of community rates, about $10.00 per session. This 

fee was usually reduced about 50% or more to an average of 

less than $5.00 per visit. It would appear that the agency 

was engaged in charging fees that were perhaps more token 

or symbolic than as a meaningful source of revenue. 

Given that almost half the cases had no fee charged 

to them and the rest on the average were assessed modestly 
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and then in most cases the full fee was not collected, it 

seems that agency practice did not represent a strong 

philosophy of fee for service. There was thus a small 

range of low fees which did not give a meaningful spread 

needed for prediction. Since these low fees were almost 

always immediately reduced by half, the findings of minimal 

differences in payment patterns and patient characteristics 

might be accounted for on that basis. It is possible that 

this is the major factor in the lack of discrimination 

among groups. 

This was a clinic with a long-standing policy of 

serving the poor and not relying on client personal payment 

of fees for support. This philosophy seems well reflected 

in the setting of the fee and particularly in the routine 

fee reductions of nearly 50%. 

What is also of note is that one third of those 

cases sampled were diagnosed as not exhibiting a 

psychiatric disorder, with only 1% diagnosed as exhibiting 

schizophrenic behavior. These statistics may accurately 

reflect the clientele or may reflect a deemphasis on 

labeling the client and may also be related to the lack of 

emphasis on fee collection, with more interest lying in 

service to the client. This philosophy of course would be 

of a humanistic orientation as opposed to a medical model 

and therefore advocate strongly for the client. 



59 

Under such circumstances of fees being minimized, 

nothing conclusive can be said about patient 

characteristics and fee payment patterns in this sample. 

This kind of determination would be better studied in a 

setting where fees were more a central aspect of the actual 

support of the service. 
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