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ABSTRACT 

This study was a survey of the chronically mentally ill cases 

served by the Public Fiduciary of Pima County, Arizona made to determine 

differences between and among these cases in numbers, finances, living 

arrangements, and the nature of their involvement with the Public 

Fiduciary according to age, sex, ethnic group, and mental disorder. 

Information was collected on 89 chronically mentally ill cases from case 

workers and data on file at the Public Fiduciary using a form designed 

for the study. Summaries and statistical analyses were made of the 

collected information. Considerable variation was encountered among all 

parameters used in the study with the exception of finances which were 

fixed in the great majority of instances by government agencies such as 

Social Security. Differences between males and females often existed 

within and between ethnic groups, and according to the type of mental 

disorder. However, the differences were not statistically significant 

in many cases. Schizophrenia in its various forms was found to be the 

dominant illness. Representative payee by far made up the greater 

percentage of cases. Over half of the cases lived in unsupervised 

settings. Almost half of the cases received supplemental security 

income. Three-fourths of the cases received a total income of less than 

350 dollars per month. The percentage of Hispanic people in the sample 

was higher than in the percentage of this group in the general 

population of Pima county. 
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CHAPTER 1 

INTRODUCTION 

Over the past two decades, legislation has been promulgated with 

the intent of protecting the rights of the mentally ill. The 

legislation was initiated in part because of the sometimes arbitrary 

assignments to institutions of people diagnosed as mentally ill. There 

are many degrees and forms of mental illnessr and diagnoses were (and 

are still) not always certain. In addition, bureaucratic procedures 

made it difficult to obtain a discharge from a mental institution once a 

person was admitted. However, this legislation, though well intended to 

preserve human rights, has created a serious new set of social problems. 

The chronically mentally ill have been defined as persons "who 

as a result of a mental disorder exhibit emotional or behavioral 

functioning which is so impaired as to interfere substantially with 

their capacity to remain in the community without supportive treatment 

or services of a long term or indefinite duration" (Santiago 1985). 

With these persons, mental disability is severe and persistent, 

resulting in long term limitation of their functional capacities for 

primary activities of daily living such as interpersonal relationships, 

homemaking, self care, employment and recreation. 

Between 1963 and 1984 the number of patients in mental 

institutions has been reduced from 505,000 to 116,000 (ABC Documentary 

1987). Deinstitutionalization has left many of the mentally ill 
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homeless and destitute. At present, only those who are found by the 

courts to be gravely disabled or a danger to themselves or to others can 

be committed to an institution. The majority of the other mentally ill, 

who may not be dangerous or disabled but may be seriously incapaciated, 

are usually not capable of holding a job and have difficulty in coping 

with the ordinary demands of day to day living. Many have been 

abandoned to the streets by their families or relatives because of the 

difficulty or expense of caring for a mentally ill person. According to 

an ABC documentary (1987) one-third of the homeless in this country are 

mentally ill. When these people cannot be cared for in a mental 

institution or have been abandoned by their families, the responsibility 

for their care then lies with society. 

A number of government agencies and charitable institutions have 

taken on part of this responsibility, and the resources of other 

agencies have been augmented to care for people, including the mentally 

ill, who are in need of help or protection. The Pima County Public 

Fiduciary is one such agency. It was established in 1972 to serve in a 

legal capacity as guardian or conservator for individuals who are 

determined by the court to be incapacitated or in need of protection. 

The Public Fiduciary also serves individuals on a voluntary basis as 

their representative payee. The population served by the Public 

Fiduciary includes the elderly, the mentally retarded, the mentally ill 

and minors under the age of 18 as well as others whose condition 

prevents them from making responsible decisions concerning their person. 
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As guardian, the Public Fiduciary is responsible for making all 

decisions concerning an incapacitated individual's person including 

medical, social and financial decisions. As conservator, it is 

responsible for making financial decisions only for persons in need of 

protection. As representative payee, it is responsible only for 

receiving the monthly income for an individual, setting up a budget, and 

distributing the funds. Representative psyee clients are those whose 

resources are limited to receiving a low monthly income and are 

typically indigent. 

Cases are referred to the Public Fiduciary by social service 

agencies such as Adult Protective Services, Social Security 

Administration, Kino Community Hospital, or by private individuals. The 

Public Fiduciary becomes involved as guardian, conservator or 

representative payee only when no other person or corporation is 

qualified, willing or able to serve. 

The case load of mentally ill people administered by the Public 

Fiduciary has been increasing each year partly because of the growth in 

the population of Pima county but also because of an increased awareness 

by the general public of the services offered by the Fiduciary. 

Although the Public Fiduciary is providing essential services to 

an ever increasing number of mentally ill in Pima county, there has been 

no attempt to determine as a group what services the cases receive; who 

is being served and how many; what their needs are and how are the needs 

being met. 
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This study was made to determine some of the characteristics of 

the mentally ill cared for by the Public Fiduciary. This information 

should be useful to counselors, case workers of the Public Fiduciary and 

others who provide services and counseling to the chronically mentally 

ill. 



CHAPTER 2 

OBJECTIVES 

The primary objective of the study was to develop profiles of 

the chronically mentally ill cases administered by the Public Fiduciary 

of Pima county. 

A secondary objective was to determine differences among these 

cases in numbers, age and sex between and within ethnic groups according 

to type of mental disorder, living arrangements, income, expenses, and 

the nature of their involvement with the Public Fiduciary. 
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CHAPTER 3 

SCOPE 

The study was limited to an analysis of data collected on all of 

the cases served by the Public Fiduciary in 1986 that were diagnosed by 

a psychiatrist or psychologist as being chronically mentally ill. This 

group of people was considered a sample of the population of all 

mentally ill cases administered by the Public Fiduciary over all years. 

The specific data collected on these cases is described in the section 

on methods given below. 
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CHAPTER 4 

METHODS 

Information needed for this study was obtained by gathering data 

for all of the mentally ill cases administered by the Public Fiduciary 

in 1986. A computer listing of all current cases was available, but 

there was no master list for the mentally ill only. All cases, whether 

mentally ill or not, were equally divided among five case managers. In 

order to obtain the sample, each case manager was asked to furnish a 

list of those among his case load that were diagnosed as mentally ill. 

Although the case managers were very cooperative, it is possible that 

they could have overlooked a small number of their mentally ill cases. 

A total of 89 cases were obtained for the study. 

A sampling form was prepared that listed the information 

required for the study (Figure 1). Age and sex of the cases was 

considered necessary as well as ethnic group. The cases were separated 

into three groups depending on their ethnic background, Hispanic, white 

and "other". There were only seven individuals in the "other" group of 

the sample. Although ethnic background, primarily black, of the people 

in this group could have been separated out, the sample would have been 

too small for analysis. 

Four classes of psychiatric diagnosis were used: schizophrenia, 

bipolar, personality disorder, and "other". All forms of schizophrenia, 

bipolar condition and personality disorder were included under these 
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Male , Female , Age 

Ethnic Group 

Hispanic , White , Other 

Psychiatric Diagnosis 

Schizophrenia , Bipolar , Personality Disorder , Other 

Public Fiduciary Involvement 

Guardian , Conservator , Representative Payee 

Other Agencies Involved 

La Frontera , Title 20 , Probation , Substance Abuse _ 
Az. State Hosp. , Kino Hosp. , S. Az. Mental Health Ctr. _ 
V.A. , Nursing Home , None 

Living Arrangements 

Supervised , Semi-supervised , Unsupervised 

Monthly Income Source 

SSA , SSD , SSI , V.A. Welfare , Other 

Monthly Income Amount 

0-50 , 50-100 , 100-150 , 150-200 , 200-250 , 250-300 
300-350__, 350-400 , 400-450 , 450-500_, 500 or more 

Monthly Expenses 

Rent and Utilities 

0-50 , 50-100 , 100-150 , 150-200_, 200-250 , 
250-300 , 300-350 , 350-400 , 400 or more 

Personal Needs 

0-50 , 50-100 , 100-150 , 150-200 , 200-250 , 
250-300 , 300-350 , 350-400 , 400 or more 

Frequency Of Payments for Personal Needs 

Monthly , Bi-monthly , Weekly , Bi-weekly , Daily . 

Figure 1. Sampling Form 
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categories. The "other" category included a range of mental illness such 

as multiple personality, severe depression, schizoaffective disorder, 

schizophreniform disorder, paranoid disorder and cyclothymic disorder. 

The Public Fiduciary serves as guardian, conservator, or 

representative payee, but other agencies provide such services as mental 

therapy, medical treatment, training, residences, medication and 

assistance with meals and cleaning. It was necessary to determine the 

extent to which the Public Fiduciary was involved with these agencies. 

There are three types of living arrangements for Public 

Fiduciary cases: 1) supervised, which could be a boarding home, mental 

hospital or nursing home where a responsible person is present 24 hours 

a day; 2) semi-supervised, which is usually an apartment where someone 

is responsible for care of the case on a limited basis; and 3) 

unsupervised, where the mentally ill person lives on his or her own with 

no supervision. 

Many of the cases receive some form of Social Security. 

Individuals who have reached the age of 62 and are eligible or 

dependents through the death of an eligible spouse or parent are 

entitled to regular Social Security (SSA). Those who have worked for 

two or more years but have beoome disabled are eligible for Social 

Security Disability (SSD). Supplemental Security Income (SSI) and 

welfare (SPP) were created to provide assistance to people who are 

indigent. Veterans Administration (VA) benefits are for those who have 

a military service related disability. The "other" category includes 

private pensions, savings, inheritances, and personal support payments. 
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Data were also obtained with the form on roost aspects of the 

finances of the mentally ill including income, expenses for rent and 

personal needs and frequency of payments. 

After a complete listing of all mentally ill individuals was 

obtained, personal files and the financial transaction listings in the 

Public Fiduciary computer were used to complete a sampling form for each 

individual case on the list. Names were not used in the tabulations. 

Data from the sampling forms were summarized in tabular form with a 

computer program developed for the study. Statistical and graphical 

analyses were made of the tabulated data. 



CHAPTER 5 

RESULTS AND ANALYSIS 

According to the data from this study, the Fiduciary acts as 

representative payee to 82 percent of the mentally ill cases in the 

sample and as guardian for 12 percent of the cases (Table 1). In only 6 

percent of the cases in the sample did the Fiduciary act as conservator, 

and then only for cases in the white ethnic group. Among the 10 

agencies involved in programs for the Public Fiduciary, 29 percent were 

with Kino Hospital (Table 2). Nearly 34 percent of the cases were not 

involved with any formal agency. The greatest number of cases (58.4 

percent) were not supervised; 38.2 percent were supervised; and 3.4 

percent were semi-supervised (Table 3). Most of the cases received 

income from Social Security (SSA), Social Security-disability (SSD) or 

Social Security-supplemental income (SSI) as shown in Table 4. The 

remaining cases (6.7 percent) received income from other sources or had 

no known sources of income. Although the Veterans Administration and 

Public Welfare Office provide funds for other cases administered by the 

Public Fiduciary, none of the mentally ill in the sample received funds 

from these agencies. 

Half of the cases received payments on a weekly basis and one 

quarter received monthly payments (Table 5). Only three cases received 

money on a daily basis and eight were paid on a bi-weekly basis. The 

more frequent payments were necessary in these cases because the 

11 
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Table 1. Public Fiduciary Involvement By Sex And Ethnic Group. 

Involvement Hispanic White Other Total Sample 
F M T  F M T  F M T  F M T  

Guardian 0 1 1 6 3 9 0 1 0 6 5 11 
Conservator 0 0 0 1 4 5 0 0 0 1 4 5 
Rep. Payee 9 12 21 24 22 46 2 4 6 35 38 73 

Total 9 13 22 31 29 60 2 5 7 42 47 89 

Table 2. Other Agencies Involved. 

Agency Hispanic White Other Total Sample 
F M T  F M T  F M T  F M T  

None 7 4 11 6 11 17 1 1 2 19 11 30 
Kino Hospital 2 4 6 8 10 18 0 2 2 10 16 26 
La Frontera 0 3 3 1 4 5 0 0 0 1 7 8 
Az. State Hosp. 0 0 0 5 1 6 0 1 1 5 2 7 
Az, Mentl. Health 0 0 0 3 3 6 0 0 0 3 3 6 
Title 20 Service 0 1 1 1 0 1 1 0 1 2 1 3 
Probation 0 1 1 0 1 1 0 1 1 0 3 3 
Substance Abuse 0 0 0 1 1 2 0 0 0 1 1 2 
V.A. 0 0 0 0 2 2 0 0 0 0 2 2 
Hope House 0 0 0 0 1 1 0 0 0 0 1 1 
Nursing Heme 0 0 0 1 0 1 0 0 0 1 0 0 

Total 9 13 22 31 29 60 2 5 7 42 47 89 



Table 3. Living Arrangements. 

Arrangement Hispanic White Other Total Sample 
F M T F M T F M T F M T 

Supervised 4 3 7 11 12 23 1 3 4 16 18 34 
Semi-supervised 0 1 1 1 0 1 0 1 1 1 2 3 
Un-supervised 5 8 14 19 17 36 1 1 2 25 27 52 

Total 9 13 22 31 29 60 2 5 7 42 47 89 

Table 4. Sources Of Income. 

Hispanic White Other Total Samplt 
Source F M T F M T F M T F M T 

SSA 3 6 9 7 15 22 0 2 2 10 23 33 
SSD 0 0 0 3 7 10 0 0 0 3 7 10 
SSI 6 7 13 17 6 23 2 2 4 25 15 40 
Other 0 0 0 2 0 2 0 0 0 2 0 2 
None 0 0 0 2 1 3 0 1 1 2 2 4 

Total 9 13 22 13 29 22 2 5 7 42 47 89 
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Table 5. Frequency Of Payments For Personal Needs. 

Hispanic White Other Total Sample 
Frequency FMT FMT FMT FMT 

Monthly 2 3 5 9 7 16 0 1 1 11 12 22 
Bi-Monthly 1 1 2 2 0 2 0 1 1 3 1 5 
Weekly 3 8 11 13 16 29 1 1 2 17 25 42 
Bi-weekly 2 0 2 3 2 5 0 1 1 5 3 8 
Daily 0 0 0 0 3 3 0 0 0 0 3 3 
None 1 1 2 4 1 5 1 1 2 6 3 9 

Total 9 13 22 31 29 60 2 5 7 42 47 89 

individuals were deemed incapable of managing money over longer periods 

of time. 

Ccmparison Of Sample With The Population Of Pima County 

Chi-square tests were made to determine how the percentages of 

males and females and the percentages of people in the three ethnic 

groups in the sample compared statistically with the percentages of the 

two sexes and ethnic groups in the population. The test as outlined in 

Snedicor (1968) is: 

chi-square = (H - 0)^ (1) 
H 

Where: 

H = Hypothetical population 

0 = Observed sample population 

The population of Pima county by sex and ethnic group is given 

in Table 6 (Special Census 1985). The population of citizens 18 years 
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Table 6. Males And Females In Sample And Pima County By Ethnic Group. 

Group Females . Males Both Percent in Pima County 
No. % No. % No. % Females Males Both 

Hispanic 9 10.1 13 14.6 22 24.7 14.7 14.6 14.7 
White 31 34,8 29 32.6 60 67.4 78.2 77.6 77.9 
Other 2 2.2 5 5.6 7 7.9 7.1 7.7 7.4 

Total 42 47.2 47 52.8 89 100.0 51.4 48.6 100.0 

of age or older in Pima county' in 1985 consisted of 51.4 percent females 

and 48.6 percent males, or 263,207 and 249,128 individuals respectively. 

The differences in these percentages did not vary significantly from 

those of a hypothetical population of 50 percent males and 50 percent 

females as indicated by chi-sguare test (chi-square = 0.078). There 

were 5.6 percent more males in the sample than females. However, the 

percentages of males and females in the sample also were not 

statistically different from those of a hypothetical population of an 

equal number of both sexes (chi-square = 0.314), nor were the 

percentages of males and females in the sample significantly different 

from those of the population in Pima county (chi-square = 0.706). 

The percentage of the people in the ethnic groups included in 

the "other" category of the sample was very close to the percentage of 

this group in the Pima county population (i.e., 7.9 percent in Pima 

county versus 7.4 percent in the sample). However, there were 

significant differences between the white and Hispanic groups in the 
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sample as compared with the total population: 78 percent white in the 

population as compared with 67 percent in the sample, and 14.7 percent 

Hispanic in the population as compared with 24.7 percent in the sample. 

The differences were statistically significant (chi-square = 8.28). 

Psychiatric Diagnosis 

A summary of the number of individual cases in the sample by 

diagnoses of mental disorder, ethnic group and sex is given in Table 7. 

Almost exactly half (44 in 89 cases) of the people in the sample were 

diagnosed as schizophrenic, 16 percent were bipolar, and 8 percent had 

personality disorder. The remainder of the cases had other 

miscellaneous mental illnesses. More males (29 percent) than females 

(20 percent) were schizophrenic. The difference was statistically 

significant if it were assumed that equal numbers of men and women had 

the disease. The number of men with miscellaneous mental diseases also 

exceeded that of women, but the number of bipolar women was greater than 

that of men. Cases with personality disorder were about equally divided 

between men and women. These trends appeared similar for the 

individuals in the "other" ethnic classification, but the number of 

individuals in this group was too small for meaningful analyses. 

Slightly more than 77 percent of the people diagnosed as 

schizophrenic used the Public Fiduciary as representative payee (Table 

8). Among these, 54 percent were supervised and the remainder were 

either semi-supervised or unsupervised (Table 9). Of the 24 supervised 

schizophrenic individuals, 13 were males and 11 were females. With the 

exception of one female, all of the cases diagnosed as bipolar were 
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Table 7. Psychiatric Diagnosis By Sex And Ethnic Group. 

Diagnosis Hispanic White Other Total Sample 
f m t  f m t  f m t  f m t  

Schizophr. 6 7 13 12 17 29 0 2 2 18 26 44 
Bipolar 2 1 3 6 3 9 2 0 2 10 4 14 
Disorder 0 2 2 4 0 4 0 1 1 4 3 7 
Others 1 3 4 9 9 18 0 2 2 10 24 24 

Total 9 13 22 31 29 60 2 5 7 42 47 89 

Table 8. Psychiatric Diagnosis - Public Fiduciary Involvement. 

Involvement Schizoph. Bipolar Disorder Other Total 

Guardian 7 0 2 2 11 
Conservator 3 1 0 1 5 
Rep. Payee 34 13 5 21 73 

Total 44 14 7 24 89 

Table 9. Psychiatric Diagnosis - Living Arrangement. 

Arrangement Schizoph. Bipolar Disorder Other Total 

Supervised 24 1 3 6 34 
Semi-supervised 10 11 3 
Unsupervised 19 13 3 17 52 

Total 44 14 7 24 89 
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unsupervised. Kino Hospital was involved with 27 of the cases, 17 of 

which were diagnosed as schizophrenic (Table 10). Of these 17, 35 

percent were females. The difference in the percentages males and 

females was significant (chi-square - 9.00). There were 10 people from 

the white ethnic group, five of Hispanic origin and two from the "other" 

ethnic classification. The ratio of these ethnic groups (10:5:2) 

compares with the ratio (10:4:1) found for the total sample. 

One-third (30 individuals) of the cases were not involved with 

any agency other than the Public Fiduciary. Of these, 20 were females 

and 10 were males. The difference in numbers was statistically 

significant (chi-square = 13.33). The age of women averaged 44 years 

and that of men 34 years. This difference was also significant. Among 

the ethnic groups, 36 percent were Hispanic, 58 percent were white, and 

7 percerv ir -. in the "other" ethnic group. The percentage of people in 

the Hispanic group was significantly higher than the percentage (24.7 

percent) of people in the total sample. The percentage of people in the 

white ethnic group was lower than that of the total sample but was not 

statistically significant. 

Age 

The ages of people in the sample ranged from 20 to 80 years. 

The mean age was 38 years with a standard deviation of 13.1. About 60 

percent of the the individuals in the sample were less than the mean 

age. Only about 6 percent of the people in the sample population were 

greater than 60 years old; 75 percent were 50 years old or less; and 35 

percent were between 20 and 35 years old (see Figure 2). 
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Age Distribution 
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Figure 2. Frequency Distribution Of Individual Ages In The Sample. 
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Table 10. Psychiatric Diagnosis - Other Agencies Involved. 

Involvement Schizoph. Bipolar Disorder Other Total 

Az. St Hosp. 4 0 2 1 7 
Kino Hosp. 17 4 0 1 27 
Az. Mental H. 3 2 1 1 7 
Probation 2 0 0 2 3 
La Frontera 5 111 8 
None 10 7 3 10 30 
Other 3 0 0 4 7 

Total 44 14 7 24 89 

Student's "t" test was used to test differences between the mean 

ages of females and males both in the total sample and within the three 

ethnic groups of the sample. The hypothesis was made that there were no 

differences in ages between the sexes (null hypothesis). The values of 

"t" were calculated as outlined in Snedicor (1982) with the equations: 

t = (2) 
s (n£ + 'V 

where: 

<nf)(V 

Xf and 3^ = The arithmetic means of females and males, 

n^ and = The number of females and males sampled. 

S^ = The pooled within-group variance. 

The within-group variance was calculated as: 

SSf + SS_ 
S = f " (3) 

(nf - D + tr^ -1) 
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where: 

SS and SS = The corrected sum of squares within each 

group, calculated as 

(4) 

(5) 

The results of the analyses are given in Table 11. On the 

average, males were six years younger than females. For each of the 

ethnic groups as well as for the total sample, the differences in age 

between females and males were significant at the .05 level (null 

hypothesis rejected). 

Confidence limits were calculated to determine if there were any 

significant differences in the mean age of the three ethnic groups. The 

calculations were made using the relationship: 

X = The mean. 

Sx = The standard error of the mean. 

"t"(.05) = Tabular value of Student's "t" for the .05 level. 

The mean ages of the Hispanic and white groups were remarkably 

similar. The age of Hispanic males averaged 36 years as compared with 

35 years for white males; the average age of females in both the white 

X = + ("t"(.05))(Sx) ( 6 )  

where: 
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Table 11. Age Comparisons By Sex. 

Group Sex n X S2 EX EX2 "t"(.05) 

Male 5 29.50 7.37 118 3644 
Other Female 2 32.50 10.61 65 2225 9.061** 

Both 7 30.50 7.58 183 5869 

Male 13 35.67 16.49 428 18256 
Hispanic Female 9 42.89 14.32 386 18196 5.649** 

Both 22 38.76 15.65 814 36452 

Male 29 35.55 8.43 1031 38643 
White Female 31 41.45 12.89 1285 58247 2.084* 

Both 60 38.60 11.27 2316 96890 

Male 47 35.26 12.61 1657 65737 
All Female 42 41.33 12.99 1736 78668 2.232* 

Both 89 38.12 13.08 3393 144405 

and Hispanic groups was 41 years. Although the average age of 

individuals in the "other" ethnic groups was less than that of the 

Hispanic and white groups, the differences were not statistically 

different as indicated by the overlapping confidence limits given in 

Table 12. However, only seven cases fell into this group, less than 7 

percent of the total number of individuals sampled. Because of the 

small number in the sample, comparison of this group with the other 

groups cannot be made with any degree of certainty. 

The mean ages of all cases with the type of mental illness are 

compared in Table 13. The greatest difference in age (7 years) was 

between the schizophrenic and personality disorder, but the difference 
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Table 12. Age Comparisons By Ethnic Group. 

_ Confidence _ 
Group X Limits Sx Mt"(.05) 

Other 30.50 + 7.07 2.865 2.477 
Hispanic 38.76 + 7.12 3.415 2.086 
White 38.60 + 2.9 1.455 2.000 

Table 13. Age Versus Psychiatric Diagnosis. 

_ _ Confidence Limits 
Diagnosis n X S Sx lower upper 

Schizoph. 44 39.18 11.49 1.732 35.69 42.67 
Bipolar 14 37.07 11.87 3.172 30.27 43.87 
Disorder 7 32.29 9.39 3.549 23.90 40.68 
Other 24 38.50 17.08 6.987 31.98 45.02 
All 89 38.12 13.08 1.922 34.30 41.94 

was not significant as indicated by the overlapping confidence limits 

for these two groups. The sub sample of the personality disorder group 

was small which may account for the confidence limits nearly spanning 

two standard deviations. There appeared to be no relationship between 

age and type of mental illness among the other diagnostic categories as 

also indicated by the spans in the confidence limits for these 

categories. The mean age of the 10 women in the bipolar group was 38 

years with 95 percent confidence limits of + 8 years. The mean age of 

the four men in this group was 34 + 14 years. The difference in ages 

were, therefore, not significant. Within the schizophrenic group, the 
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mean age of women was 44 + 6 years; that of men was 35 + 4 years. These 

differences were also not significant despite the 10 year difference in 

the mean ages of males and females. The wide range on ages (25 to 66) 

of the women accounts for the lack of significance. There were only 

three males and four females in the personality disorder group, too 

small a sample for analysis. Tests were not made on age differences 

betwen males and femmales in the "other" mental illness group because of 

the mixed mental illnesses in this group. 

The ages of supervised cases ranged from 22 to 80; those of 

unsupervised cases ranged from 21 to 56. The difference in the mean age 

of these two groups was only about one year and was not significant (see 

Table 14). Only three cases in the sample received no supervision. 

There was a 45 year range in the ages of these cases. Thus, the 

deviation was great and, consequently, the confidence interval too wide 

to be meaningful for this small sub sample. 

There were no significant differences in the mean ages of cases 

that received income from the various sources. The greatest difference 

(five years) in mean age was between those that received Social Security 

disability (SSD) and those that received income from other sources, but 

the difference was not significant at the .05 level (Table 15). 

There was no apparent correlation between age and income as 

shown in Figure 3. This was expected since the majority of the cases 

administered by the Public Fiduciary receive only supplemental income 

from Social Security. The maximum allowed by Social Security in 1986 

was 336 dollars per month for SSI regardless of age. 
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Table 14. Age Versus Living Arrangements. 

_ _ Confidence Limits 
Arrangement n X S Sx lower upper 

Supervised 34 38.50 13.05 2.238 33.95 43.05 
Semi-superv. 3 50.00 25.98 4.999 
Un-superv. 52 37.19 12.21 1.693 33.79 40.59 
All 89 38.12 13.08 1.922 34.30 41.94 

Table 15. Age Versus Income Source. 

__ _ Confidence Limits 
Source n X S Sx Lower Upper 

SSA 33 38.48 14.86 2.58 33.22 43.74 
SSD 10 35.00 10.69 3.38 27.97 47.53 
SSI 40 38.43 12.14 1.92 34.34 42.32 
Other 2 57.50 4.95 3.52 
None 4 30.25 4.99 2.49 22.31 38.19 
All 89 38.12 13.08 1.922 34.30 41.94 

Income 

The monthly income of the cases in the sample was extremely low: 

75 percent received 350 dollars or less per month (see Figure 3). Four 

individuals were being cared for at the state hospital and had no income. 

The lowest income received by an individual not hospitalized was 180 

dollars per month. Only one individual with savings had a monthly 

income of slightly more than 1000 dollars. The mean income of all 
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individuals in the sample was 358 dollars with a standard deviation of 

137. In 1985, only 6 percent of the households in Pima county had 

inoomes of less than 833 dollars per month (Special Census 1985). 

A summary of income statistics by sex and ethnic group is given 

in Table 16. Although the mean income of females appears to be lower 

than that of males for the white and Hispanic groups/ the variation in 

the amounts received by females is greater as indicated by the higher 

standard deviations. This variation would tend to mask any real 

differences if they existed. Student's "t" tests were made using 

equations (2) through (5) which indicated that the differences in the 

mean income between females and males in the sample were not 

significant. The two females in the "other" group received higher 

incomes than the males. However, one male in the group had no income. 

The income of males that received payments averaged 330 dollars a month. 

It is interesting that income seems to differ between ethnic 

groups, increasing on the order "other", Hispanic, and white. However, 

confidence limits calculated using equation 5 and given in Table 17 

indicate that the differences are not significant at the .05 level. The 

fact that one case in this group received no income accounts for the 

wide confidence limits. Again, the sample number in the "other" 

category is very small. A much larger sample taken over several years 

would be required for a more rigid test. 

The confidence limits given in Table 18 indicate that only the 

individuals in the personality disorder classification received 

significantly less income than did all cases as a whole. Their income 
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Table 16. Monthly Income By Sex. 

Group Sex n X S^ SX EX t 

Male 5 246.00 166.16 984 324896 
Other Female 2 336.00 181.00 672 235792 1.711 ns 

Both 7 276.00 136.84 1656 550688 

Male 13 342.50 9.98 4110 1408770 
Hispanic Female 9 316.33 57.91 2847 927429 1.566 ns 

Both 22 331.29 39.65 6937 2336199 

Male 29 393.00 118.13 11397 4869761 
White Female 31 359.35 186.38 11140 5045366 1.013 ns 

Both 60 375.62 156.76 22537 9915127 

Male 47 365.60 110.44 17183 680359 
Total Female 42 349.02 162.47 14659 6198587 .568 ns 

Both 89 357.78 136.90 31842 13041646 

Table 17. Income Comparisons By Ethnic Group. 

_ Conf idence _ 
Group X Limits Sx "t"{.05) 

Other 276.00 + 128.11 51.72 2.477 
Hispanic 331.29 + 6.75 8.45 2.080 
White 375.62 + 40.47 20.13 2.000 
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Table 18. Income Versus Psychiatric Diagnosis. 

_ _ Confidence Limits 
Diagnosis n X S2 Sx lower upper 

Schizoph. 44 373 .84 164 .07 24. 85 324 .04 423. 64 
Bipolar 14 332 .86 64 .54 17. 24 258 .36 370. 00 
Disorder 7 236. ,86 162.00 61. 23 87 '.03 286. .69 
Others 24 378 .13 80 .19 16. 37 339 .28 411. 98 
All 89 357 .13 136 .90 27. 94 344 .27 372. 29 

was also less than that of those in the other two classifications. 

However, two of the seven individuals with personality disorder had no 

known source of income. There were no significant differences in the 

mean income of individuals existing under the different living 

arrangements as indicated by the overlapping confidence limits given in 

Table 19. 

There were also no significant differences in the mean income of 

those receiving income from the various Social Security programs (Table 

20). However, six individuals had no income. Among these, four were 

being cared for in the Arizona State Hospital. Among the two people 

with income from other sources, one had savings which yielded 1,220 

dollars per month, and the other received 500 dollars per month. Some 

cases who live in institutions are ineligible to receive any income and 

are not held responsible for paying roan and board. 
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_ 2 _ Confidence Limits 
Arrangement n X S Sx lower upper 

Supervised 34 339, .56 195, .60 33. .54 271, .47 407, .65 
Semi-superv. 3 342, .67 11. .55 6. .67 314, .03 371, .31 
Un-superv. 52 370. .56 84, .73 11. .75 346, .99 394, .13 
All 89 357. .78 136. .90 27. .94 328, .96 386, .60 

Table 20. Income Versus Income Source. 

_ 2 — Confidence Limits 
Source n X S Sx lower upper 

SSA 33 388.24 95.28 16.58 254.44 421.99 
SSD 10 403.90 99.32 31.40 322.86 474.94 
SSI 40 331.75 31.60 5.00 321.04 342.46 
Other 2 860.50 0 0 0 0 
None 6 0 0 0 0 0 
All 89 357.78 136.90 27.94 328.97 386.59 

Expenses 

Monthly expenses were separated by rent and utilities and 

expenses for personal needs. Rent and utilities include both roam and 

board for boarding home residents who typically pay about 300 dollars per 

month. The data in Table 25 indicate that the average cost of room and 

board for those living in supervised facilities is 207 dollars, and for 

those living in semi-supervised facilities it is 319 dollars. Depending 

on their individual living circumstances, rent and utilities for cases 
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who live independently in their own house or apartment may include 

monthly rent, gas, electricity, water and sewer, and/or phone. Some 

cases who live in institutions are ineligible to receive any income and 

are not held responsible for paying room and board. 

Personal needs cover a wide range of expenses from food, 

clothing, and transportation to obtaining medications and paying for 

medical treatment not covered by insurance. 

The average expenditure for rent and utilities for all cases was 

202 + 23 dollars (Table 21). The average for personal needs was 117 + 

16 (Table 22). Thus, on the average, 38 dollars per month was left for 

miscellaneous needs. 

There were no significant differences in expenditures for rent 

and utilities between men and women considering all cases, but within 

the Hispanic group, women had or used significantly less money for rent 

and utilities than men. There were no significant differences in 

expenditures between the sexes in the white or "other" group. However, 

the "other" ethnic group spent or had significantly less money for rent 

and utilities (104 + dollars) than all other cases combined (202 + 23 

dollars). Less money was used by women than men for rent and utilities 

(Table 22). 

Within the Hispanic group, women spent an average of 30 dollars 

per month more than men, but the difference was not statistically 

significant. Within the "other" group, women spent a surprising 112 

dollars more on personal needs than men, but there were only two women 

in this group. Because of the few degrees of freedom, the calculated 



Table 21. Monthly Expenses For Rent And Utilities By Sex. 

Group Sex n X S2 EX £X2 

Male 5 108.75 84.89 435 68925 
Other Female 2 95.00 9.90 190 18148 0.219 

Both 7 104.17 66.29 625 87073 

Male 13 246.25 56.01 2955 762175 
Hispanic Female 9 178.33 93.32 1605 355897 2.104 

Both 22 217.14 79.97 4560 118072 

Male 29 196.69 96.55 5704 1382958 
White Female 31 211.45 146.83 6555 2032874 0.456 

Both 60 204.32 124.27 12259 4473450 

Male 47 205.19 91.80 9644 2366558 
Total Female 42 198.81 134.96 8350 2406892 0.263 

Both 89 202.18 113.59 17994 4773450 

Table 22. Monthly Expenses For Personal Needs By Sex. 

Group Sex n X S2 EX EX2 

Male 5 90.50 70.53 362 47684 
Other Female 2 202.50 31.82 405 83025 2.049 ns 

Both 7 127.83 80.82 767 13079 

Male 13 83.33 48.35 1000 109050 
Hispanic Female 9 113.89 64.51 1025 150025 1.258 ns Hispanic 

Both 22 96.43 56.48 2025 259075 

Male 29 129.90 81.90 3767 677139 
White Female 31 121.39 80.09 3763 649195 0.406 ns 

Both 60 125.50 80.39 7530 1326334 

Male 47 112.32 74.64 5279 849173 
Total Female 42 123.64 76.54 5193 882245 0.706 ns 

Both 89 117.66 75.32 10472 1731418 



33 

"t" value of 2.049 did not exceed the tabular value of 2.447. With the 

white group, men spent or required 8 dollars more than women for 

personal needs. 

Mental disorders are oompared with expenses in Tables 23 and 24. 

Although the bipolar cases had 172 dollars for rent and utilities as 

compared with a mean of 202 dollars for all cases, the difference was 

not statistically significant. The differences among these groups, with 

regard to the amount of personal needs they received was not significant 

except for the personality disorder cases. Again, this group was too 

small for meaningful analyses and two of the cases received no income. 

Level of supervision with regard to living arrangements is 

compared against expenses in Tables 25 and 26. The supervised and semi-

supervised cases received significantly less for personal needs then did 

the unsupervised cases. The three semi-supervised cases had only 20 

dollars per month for personal needs. There was a significant 

difference between the semi-supervised cases who averaged 318 dollars 

for rent and utilities as compared with an average of 202 dollars and 

193 dollars for supervised and unsupervised cases respectively. There 

were also significant differences in the amount of money (an average of 

only 43 dollars) for the personal needs of those in the personality 

disorder classification. Four of these cases had no known source of 

funds; two of the cases were supervised, one was semi-supervised, and 

one was unsupervised. 
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_ 2 — Confidence Limits 
Diagnosis n X S Sx lcwer upper 

Schizoph. 44 215. .43 133. .04 20. .05 165, .00 245, .86 
Bipolar 14 172. .43 98. .07 26. .21 116, .21 228. .65 
Disorder 7 185. .14 136. .20 51. .48 63, .57 306. .71 
Others 24 200. .21 70. .96 14. .48 185. .73 214. .69 
All 89 202. .18 113. .59 11. .47 184. .39 219. .97 

Table 24. Personal Needs Versus Psychiatric Diagnosis. 

Diagnosis n X S2 Sx 
Confidence Limits 
lower upper 

Schizoph. 44 112.32 68.98 10.40 91.36 133.28 
Bipolar 14 130.64 74.45 19.90 87.96 173.32 
Disorder 7 42.86 57.14 21.60 0 93.94 
Others 24 141.71 79.76 16.28 108.11 175.31 
All 89 117.66 75.32 7.98 101.81 133.51 

Table 25. Rent And Utilities Versus Living Arrangements. 

_ 2 — Confidence Limits 
Arrangement n X S Sx lower upper 

Supervised 34 207.03 154.23 26.45 153.64 260.78 
Semi-superv. 3 318.67 18.04 10.41 153.64 260.78 
Un-superv. 52 192.29 77.11 10.62 170.83 213.75 
All 89 202.18 113.59 11.47 184.39 219.97 
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Table 26. Personal Needs Versus Living Arrangements. 

_ 2 _ Confidence Limits 
Arrangement n X S Sx lower upper 

Supervised 34 89, ,79 63. .87 10. .95 67. .50 112. .04 
Semi-superv. 3 20. .00 17. .32 10, .00 0 51. .82 
Un-superv. 52 141. .52 74. .02 10. .26 120. .92 162. .12 
All 89 117, .66 75. .32 7. .98 101. .81 133. .51 



CHAPTER 6 

DISCUSSION 

Demographics 

Southern Arizona Legal Aid Inc. (1986) estimated that 12 to 14 

thousand mentally ill reside in Arizona, with 2500 living in Pima 

county. By ethnic group, 74 percent of the chronically mentally ill in 

Arizona are white, 14 percent are Hispanic and 12 percent are black, 

Native American or others (Adams and Schwegler 1986). These 

percentages are reasonably close to those of the population in Pima 

county (i.e., 78 percent white, 15 percent Hispanic, and 7 percent 

black, Native American, and others) according to the Special Census 

(1985). However, the Hispanic group comprised 25 percent of the cases 

in the sample which was found to be significantly higher than the 

percentage (15 percent) of this group in Pima county as well as in 

Arizona as a whole (16 percent). This may be due in part to the 

generally lower income of Hispanic people in the county (Special Census 

1985). It may be that the white group, having a higher income, provides 

a greater extent of home care for their mentally ill. Income alone may 

not be the answer since Hispanic people, traditionally, are generally 

family oriented. However, it has been found by the American Psychiatric 

Association (1986) that in cases of schizophrenia, the diagnosis is made 

more commonly among the lower socio-economic groups. This is borne out 

by Adams and Schwegler (1986) who found that blacks make up 3 percent of 

36 
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Arizona's population but make up 8 percent of the total number of 

chronically mentally ill clients seen by mental health agencies in 

Arizona. The American Psychiatric Association (1986) states that the 

reason is not clear, but "may involve downward social drift, lack of 

socio-economic ability and higher stress." Beels (1981) maintains that 

social support, social class, and ethnicity are interrelated as they 

imply different network characteristics. He states that "The high rate 

of treated schizophrenia in black inner-city society is probably due in 

part to the demands of daily life. Hustling and swapping are not things 

schizophrenics are good at, and their friends and family have too little 

left over from their own scramble to maintain them without strong 

institutional support." Over 55 percent of the chronically mental ill 

in Pima county are between the ages of 25 and 44? about 15 percent are 

less than 25 years old; and 28 percent are older than 44 (Adams and 

Schwegler 1986). About 42 percent of the cases in this study were 

within the 25 to 44 age group; 8 percent were younger than 24; and 50 

percent were older than 44. 

None of the chronically mental ill cases in this study lived 

with their families. Many of the adolescent chronically mental ill are 

cared for at home and are not served by the Public Fiduciary which could 

explain the lower percentage of cases in the younger group as compared 

with this group in Pima county. The higher percentage of older people 

in the sample may be due to the common occurrence of relatives 

abandoning older mentally ill to be cared for by public institutions and 

other agencies. 



38 

Half (44 in 89) of the cases in the sample were between the ages 

of 18 and 35. This age group has been cited by Pepper and Ryglewich 

(1983) as a population of great concern growing to the extent of an 

"emerging crisis". There were 64 million babies born between 1946 and 

1961 (Talbot 1982). They now represent nearly one-third of the 

nation's population. Thus, the absolute number of young people at risk 

for developing mental disorders is very substantial and occurs at a time 

when steps are being taken to greatly reduce the number of patients in 

mental institutions. 

Pepper and Ryglewich (1983) consider this new population of 

mentally ill young adults a transitional generation which is not de

institutionalized but un-institutionalized. It is composed of young men 

and women who have grown to chronological adulthood and into adult 

mental and emotional disorders while living in the community. This new 

generation of young adults who are severely and persistently impaired in 

their psychological and social functioning, yet live most of their lives 

outside of mental institutions, has "presented distinctive problems in 

mental health treatment and has become a most pressing ooncern for 

mental health treatment and has become a most pressing concern f^r 

mental health agencies today." 

Most of this population live in communities, usually with some 

involvement of their families. According to the Office of Community and 

Behavioral Health a high percentage of the clients in their study who 

had families also had frequent family contacts (Adams and Schwegler 

1986). Nearly half (48 percent) had family members involved in their 
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treatment, and 23 percent had families incorporated into the treatment 

plan of the behavioral health agency they were involved with. Adams and 

Schwegler (1986) also found in their study that 29 percent of the 

chronically mentally ill live in a household where a relative is the 

head of the house. The greatest percentage of mentally ill in the 

United States live with their families. Eckholm (1986) gives the 

following figures: 

Living Arrangements Percentage 

With family 47 

Alone 13 

Nursing Home 18 

Hospitals 11 

Public shelter, streets 9 

Jail 2 

Unfortunately, many of the mentally ill, whether involved with 

the family or not, may not follow through with agency treatment plans. 

They are under no legal constraints to do so unless they are under 

treatment ordered by the court. 

In this study, women were about 10 years older than men on the 

average. However the difference was not statistically significant due 

most likely to the wide ranges in the ages of both .sexes in the sample. 

It appears, at least for the cases in this study, that the symptoms of 

mental illness seem to occur later in women than in men. There were no 

statistical differences in ages among the three ethnic groups 

considering both men and women and the types of mental illnesses, 
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although the age of the white and Hispanic group both averaged 38 years 

and the "other" group averaged 30 years. 

Nature Of Involvement By The Public Fiduciary 

Over 82 percent of the chronically mentally ill cases served by 

the Public Fiduciary use the office as representative payee to help 

control and manage their money. Nearly 34 percent of the representative 

payee cases in this study were not involved with any agency or 

institution other than the Public Fiduciary. The Public Fiduciary was 

involved as guardian for 12 percent of the cases in the sample and 

conservator for 6 percent of the cases. In a survey of eight publicly 

funded behavioral health agencies in Maricopa and Pima counties, Adams 

and Schwegler (1986) found that 3 percent of the cases investigated were 

served by a Public Fiduciary acting as guardian. 

There are possibly three reasons for the high percentage of 

representative payee cases, 1) most of the chronically mentally ill 

cases referred to the Fiduciary have no immediate guardianship issues, 

2) many cases do not require a conservator because they have very little 

or no estate and their resources are typically limited to a small 

monthly income, and, 3) the Fiduciary does not charge fees for acting as 

representative payee. 

Involvement Of Cases With Other Agencies 

Over one-third (34 percent) of the chronically mentally ill 

cases in this study were found not to be involved with social service 

agencies other than the Public Fiduciary. This high proportion may have 
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been due to inadequate information at the time the sample was taken. 

Personal interviews could have been made to obtain possibly more 

detailed information directly, but the sample was taken from the records 

available. Furthermore, the task of obtaining exact information from 

some of the cases would have been formidable if not impossible. 

Of the two-thirds (66 percent) of the sample that was involved 

with other agencies, over half were involved with more than one. In 

their study of the chronically mentally ill involved with public service 

agencies, Adams and Schwegler (1986) found that many of the individuals 

in their sample were involved with more than one and often several 

agencies and had more than one source of income. 

Among the cases in this study that had no interaction with other 

agencies, 30 percent were schizophrenic, and 30 percent were either 

bipolar or suffered from one of the forms of personality disorder. 

Forty percent had mental illnesses in the "other" category. A possible 

reason for the high percentage of cases in the "other" category may be 

due to a general policy of social service agencies of accepting only 

those cases for which specific diagnoses, such as schizophrenia or 

bipolar condition, have been made. However, exceptions are sometimes 

made. Many of these cases receive no supervision and are more or less 

on their own and left to their own devices, except to use the Public 

Fiduciary to provide reliable money management for the dispersing of 

funds for housing and other personal needs. For purposes of this study, 

only the primary social service agency was considered in the analyses. 
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A more intensive study of the specific interactions of involvement with 

multiple agencies could be a useful subject for the future. 

Psychiatric Diagnosis 

Almost exactly half of the people in the sample were 

schizophrenic. According to Boffey (1986), this disease is emerging as 

the worst mental health problem facing the nation. Nationwide, it was 

estimated that two million to three million Americans, one percent of 

the population, either have the disease or will develop it at some point 

in their lives (National Institute of Mental Health 1986). 

The characteristics of schizophrenia as described by the 

American Psychiatric Association (1986) are: 

1. Bizarre delusions such as delusions of being controlled, through 

broadcasting, through insertion, or through withdrawal. 

2. Somatic, grandiose, religious, nihilistic, or other 

delusions without persecutory or jealous content. 

3. Delusions with persecutory or jealous content if accompanied by 

hallucinations of any type. 

4. Auditory hallucinations on several occasions with content of one 

or more than one or two words having no apparent relation to 

depression or elation. 

5. Auditory hallucinations in which either a voice keeps up a 

running commentary on the individuals behavior or thoughts, or 

two or more voices converse with one another. 
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6. Incoherence, marked loosing of associations, markedly 

illogical thinking, marked poverty of speech if associated with 

at least one of the following: 

a). Blunted flat or inappropriate affect. 

b). Delusions or Hallucinations. 

c). Catatonic or other grossly disorganized behavior. 

Symptoms of withdrawal from the world and indifference often create 

street people who drag their possessions along with them in bags and 

sleep on sidewalks. People who show these symptoms are often on a 

downhill course from which they never recover. 

In terms of total number, the Public Fiduciary does not have 

many street people at any one time. In working with the mental health 

agencies, the Fiduciary often arranges for residential placement. 

Unfortunately, some of these cases return to the street and do not 

receive mental health treatment. When this happens they usually 

decompensate both mentally and physically to the point where they may 

need medical or additional psychiatric treatment provided by a hospital 

or psychiatric facility. Some are arrested and serve jail sentences for 

petty crimes such as trespassing or shoplifting for food or alcohol. 

Many of these cases return to the streets after being stabilized despite 

the best efforts of the agency involved. The Public Fiduciary often 

becomes involved as payee after the family is no longer capable or 

willing to manage the finances of the mentally ill person. Usually, 

this responsibility is not limited to financial management alone, but 
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entails a role somewhat like that of a surrogate parent, particularly 

when the Fiduciary serves as guardian. 

Nearly 16 percent of the cases in the sample suffered from 

bipolar oondition. Typically, people with this illness fluctuate in 

episodes of mood back and forth between depression and mania. More 

exactly, and according to the American Psychiatric Association (1986), 

the manic episode is characterized by "one or more distinct periods with 

a predominantly elevated expansive, or irritable mood. The elevated or 

irritable mood must be a prominent part of the illness and relatively 

persistent, although it may alternate or intermingle with depressive 

mood." The depressive episode is characterized by a "dysphoric mood or 

loss of interest or pleasure in all or almost all usual activities and 

pastimes. The dysphoric mood is characterized by symptoms such as the 

following: depressed, sad, blue, hopeless, low, down in the dumps, 

irritable. The mood disturbance must be prominent and relatively 

persistent, but not necessarily the most dominant symptom, and does not 

include momentary shifts from one dysphoric mood to another dysphoric 

mood, e.g., anxiety to depression to anger, such as are seen in states 

of acute psychotic turmoil." 

In the study conducted by Adams and Schwegler (1986), 39 percent 

of the mentally ill cases from eight mental health agencies in Maricopa 

and Pima counties were diagnosed as having an affective disorder. 

Bipolar personalities as well as major depression diagnosis would be 

included in this classification. A possible explanation for the 

differences found in this study and that of Adams and Schwegler (1986) 
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may be due to a better ability to manage finances by those who are 

bipolar than those who are schizophrenic. Bipolar individuals, given 

appropriate therapy and medications, are often capable of living 

independently, thereby avoiding the involvement of a guardian, 

conservator, or payee. Only one bipolar individual in the sample lived 

in a supervised setting; the remaining 13 diagnosed with bipolar 

disorder lived in unsupervised settings. In this study, only 10 women 

and four men were diagnosed as being bipolar. The difference was not 

statistically significant with this small sample as compared with the 

population of 51 percent females and 49 percent males in Pima county 

(Special Census 1985). Acoording to the American Psychiatric 

Association (1986), unlike major depression, bipolar is equally common 

in women and men. There were also no significant differences in numbers 

among bipolar ethnic groups in the sample. 

Individuals diagnosed with personality disorder comprised 8 

percent (seven cases) of the sample. According to the American 

Psychiatric Association (1986), personality disorder generally begins by 

adolescence and continues throughout most adult life, though the 

symptoms often diminish with advancing age. This may account for the 

younger average age of this group as compared with the other diagnostic 

groups in this study. The average age of the personality disorder group 

was 32 years as compared with 37 years for the bipolar group and 38 

years for the schizophrenic group. 

The American Psychiatric Association (1986) states that "when 

personality traits are inflexible and maladaptive and cause either 
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significant impainnent ia social or occupational functioning as 

subjective distress they oonstitute personality disorder." Specific 

personality disorders are as follows: 

1. Paranoid personality disorder in which there is a 

pervasive and unwarranted suspiciousness and mistrust of people, 

hypersensitivity and restricted objectivity. 

2. Schizoid personality disorder in which there is a defect in the 

capacity to form social relationships, evidenced by the absence 

of warm, tender feelings for others and indifference to praise, 

criticism, and the feelings of others. 

3. Schizotypal personality disorder in which there are various 

oddities of thought, perception, speech and behavior that are 

not severe enough to meet the criteria for schizophrenia. 

4. Histrionic personality disorders in which there are overly 

dramatic, reactive and intensely expressed behavior and 

characteristic disturbances in interpersonal relationships. 

Other personality disorders include narcissistic, antisocial, 

borderline, avoidant, dependent, compulsive, and passive aggressive. 

Cases in the personality disorder group in this study had the 

lowest amount of money, an average of 43 dollars per month, for personal 

expenses. This is partly due to two of the seven cases being cared for 

in the Arizona State Hospital who received no income. 

Cases in the "other" category of mental illnesses made up a 

large percentage of the sample. This category covers a wide range of 

mental illnesses as described in the section on "methods" above. In 
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retrospect, it may have been appropriate to have dispersed certain 

diagnostic groups into the schizophrenic and bipolar categories. For 

example, the number of cases in the "other" category oould have been 

substantially reduced if the schizoaffective and schizophreniform 

disorders oould have been assigned to the schizophrenic category, while 

major depression and bipolar disorder could have been assigned to an 

affective disorder category. 

Income And Expenses 

As previously mentioned, 75 percent of the cases in the sample 

received incomes of 350 dollars or less per month, while the mean income 

for all individuals was 358 dollars per month. Based on the low income 

of the cases in the sample, most were categorically eligible for county, 

state or federal medical coverage. Additionally, certain of the cases 

may have received assistance through food stamps, meals provided at 

boarding homes or institutions in which they reside, soup lines, lunches 

from Meals on Wheels, food boxes from the Food Bank, extra income from 

part time work, and/or family and friends. 

Regardless of what additional assistance they may receive, 

funding from government sources for the chronically mentally ill is far 

from adequate in providing for even the most basic of needs and is very 

far below the established poverty level. Fifty-two of the 89 cases in 

the sample who lived in unsupervised settings received an average income 

of 371 dollars per month and pay an average of 193 dollars per month for 

rent and utilities. The amount remaining, on the average, was 179 

dollars per month to cover food, clothing and other basic necessities. 
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In most instances, cases who resided in supervised settings received 

free meals, but they only had an average of 90 dollars per month 

remaining to cover any additional needs. 

Supplemental Security Income was received by 45 percent of the 

cases. This percentage is fairly close to the findings in Adams and 

Schwegler's study (1986) of 54 percent SSI recipients. However, a much 

higher percentage of cases received Social Security income (37 percent) 

in this study compared to Adams and Schweglers' 4 percent. This 

difference may be attributed in part to a higher number (21 percent) of 

cases in Adams and Schweglers1 study who were supported by their 

families. It is interesting that a significantly higher percentage (62 

percent) of females in the sample received SSI payments compared to 

males (38 percent). Males made up 70 percent of the SSD and SSA 

recipients in the sample and females made up 30 percent. These results 

indicate that more of the men in the sample had employment histories. 

The frequency distribution of personal needs helped point out 

the functioning level, with respect to money management, of the 

chronically mentally ill in this study. Overall, 66 percent of the 

cases received personal needs payments either weekly, bi-weekly or daily 

while the remaining 38 percent received personal needs income on a bi

monthly or monthly basis. The differences among ethnic groups and 

between males and females versus frequency of payments were not 

statistically significant. However, three males in the sample received 

personal needs payments daily. None of the females in the sample 

received daily payments. 



CHAPTER 7 

CONCLUSIONS 

Legislation designed to deinstitutionalize mentally ill persons 

has reduced the number of mentally ill cared for in public institutions 

by 80 percent over the past 25 years. Nationwide, the number of 

mentally ill is increasing due primarily to an overall increase in the 

general population. Younger people who have never been 

institutionalized as well as the number of those being discharged from 

mental hospitals is increasing. 

Unfortunately, as indicated by this study, there has not been 

adequate planning nor resources to meet the increasing needs of the 

chronically mentally ill in the community. The major problems involving 

the chronically mentally ill, as found in this study, are believed to be: 

" - Inadequate inocme. 

- Lack of supervised and semi-supervised living arrangements. 

- Lack of mental health case management to arrange for services. 

The average income of the cases in this study was 358 dollars 

per month, while monthly expenses for living arrangements averaged 202 

dollars per month. This left an average of only 156 dollars for all 

other needs including food for most of the cases. The cost of 

maintaining a person in a mental institution may run as high as 40,000 

dollars per year. Even a small increase in the income of the mentally 

ill could greatly improve their quality of life. 

49 



50 

Over half of the cases in this study lived on their own. If 

funds were adequate, this would be a suitable arrangement for many. 

Others, who live independently, would most likely benefit from living in 

more structured settings. At present, however, such settings are not 

readily available and placement in existing supervised facilities can be 

difficult to obtain. Furthermore, many of the boarding homes for the 

chronically mentally ill are no better than slums. There is a serious 

need for suitable lower cost housing and better trained residential 

staff for our mentally ill. 

Nearly one-third of the cases in this study receive no services 

from any agency other than the Public Fiduciary. At present, mental 

health agencies that provide case management need improvement in the 

coordination among agencies to provide a continuum of medical, 

educational, and social services to minimize the disability of mentally 

ill persons. Increased funding for case management should enable the 

chronically mentally ill to acquire many of the services that are 

lacking under the current fragmented mental health system. 

Finally, given the existing lack of resources and services for 

the chronically mentally ill, and taking into consideration the 

difficulty in managing this population on a personal level because of 

the nature of their illnesses, due credit should be given to the Pima 

County Public Fiduciary for keeping the individuals they serve off of 

the streets and on tight enough budgets in order that at least the most 

basic needs of the cases are met. 



APPENDIX A 

SYMBOLS AND ABBREVIATIONS 

n = Number of individuals. 

X = Mean. 

X = Individual measurement or observation. 

SS = Corrected sum of squares. 

S = Standard deviation. 

Sx = Standard error of the mean. 

"t" = Calculated value of Student's "t". 

"t"(.05) = Tabular value of Student's "t" at 5% confidence level. 

* = Significant at the .05 level (hypothesis rejected). 

** = Highly significant at the .01 level. 

ns = Non significant. 

SSA = Social Security Administration 

SSD = Social Security disability 

SSI = Supplemental Security income 
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