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PREFACE 

This study was generated in part by reports of a low 

utilization rate of community mental health services among 

the Yaqui Indians of Tucson, Arizona. Underutilization was 

reported by the then Yaqui Health Director (Mo1off, 1981) 

and by the mental health center which includes the Yaqui 

community in its catchment area. It was also generated in 

part by the lack of mental health data or mental health re

search among the Yaquis. In spite of the fact that there 

ex i s tap pro x i mat ely 2 5 , a a a Y a qui sin Nor t h Am e ric a, tot h e 

author's knowledge, there has been no study devoted to any 

mental health issue among this group. 

Recent ly research among I nd i ans has been cons ider

able and seems likely to increase in quantity at an even 

greater rate (Trimble and Medicine, 1976). Some research 

reports little improvement in the mental health of Indians 

and that "complaints from Indian people about existing men

tal health programs are undiminished" (Ryan and Spence, 

1978, p. 15). Trimble and Medicine point out that although 

much research has focused on the mental health of American 

Indians, most of these studies ignore the input of the na

tive people and whether or not the Indians themselves deem 

the problems as worthy of solution. The present research 

hopes to avoid such criticism by focusing on the perception 

of mental disorder among the Yaqui Indians themselves. It 

is hoped that this study will contribute to the further 
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development of mental health services for the Yaqui people 

as well as toward improved understanding of "mental disor

.der" among Native Americans generally. 

Many people have contributed in many different ways 

to the completion of this work. If there are problems, er

rors or weaknesses to be found within, they are my own; if 

there is any value here, it is with them that credit must be 

shared. 

First and foremost, my committee chairman, Phil 

Balch, has worked with me closely ~nd throughout this pro

ject. He has been a good mentor, friend and teacher, and 

has always been accessible and helpful. My other committee 

members have also been generous with their time, each con

tributing something from his or her own areas of expertise 

and experience: Dr. George Domino, Dr. George Knight, Dr. 

Jerrold Levy, and Dr. Margarita Kay. I have profited from 

working with and knowing each of them. 

Those who assisted during the data collection pro

cess include Paula Moloff, "Mike" Smith, Felipe Flores, 

Lydia Godoy, Kathy Karuza, and all other members of the 

Yaqui Health Program. The Yaqui respondents of New Pascua, 

Old Pascua, and Marana were, of course, indispensable and 

are to be thanked for their time and patience. 

For help with coding the questionnaires I am in

debted to Richard Spaulding, Lewis Spaulding, and Dr. 

Margaret Akers Johnson. 
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Those who contributed to the data analysis include 

Dr. Dan Harper and Kuldip Maini of Winnipeg, Dr. John 

Gaines, Gary Blair, and Jim Guice. 

My typists, who worked with early drafts without 

compensation and without complaint, were Ruth Willis and 

Lily Spaulding. 

Ki t Causey read and cri tiqued portions of the manu

script and provided additional background material. 

Thanks are also due to the University of Arizona 

Graduate Development Fund which contributed financially 

toward the completion of this dissertation. 

I have appreciated the help provided by Ed and 

Audrey Barkman during the last months of work. 

My family has been extremely tolerant and supportive 

during my years on this project. My parents have, as al

ways, been encouraging and helpful in many ways and, to

gether with my brother Dick, provided me with a place to 

finish writing the dissertation. 

Finally, to Anne and Cylor Spaulding, who have sac

rificed so much in their lives so that I could complete this 

work, I owe an inexpressible gratitude. 
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ABSTRACT 

This investigation was designed to explore Yaqui In

dian perceptions of mental disorder. Since little empirical 

work has been done regarding mental health issues among the 

Yaquis, this study attempted to provide exploratory descrip

tive data in this area. The investigation sought to address 

the following questions: How do the Yaquis describe someone 

with "mental problems"? Would they include culturally

specific descriptions? Would the Yaquis be able to classify 

or categorize "mental problems"? Would they differ from 

other groups in determining whether specific behavior pat

terns would be labeled "mental problems"? What kinds of 

help would be enlisted for persons described as having "men

tal problems"? 

A survey of three Tucson area Yaqui communities was 

undertaken using eight members of the Yaqui Health Program 

as interviewers. Eighty-one Yaquis (20 males and 61 fe

males) responded to the survey (2.8 percent of the enrolled 

Yaquis in Pima County). The first part of the survey in

strument consisted of eleven open-ended questions asking 

about mental disorder, its cause and treatments available. 

Five behavioral vignettes (Star, 1955) were also presented 

and respondents were asked questions about whether the be

haviors described mental problems and what might be the 

causes of such behaviors. Elicited Yaqui descriptions of 

xiii 
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persons with mental problems were then given to three groups 

of five sorters each: Yaquis, low SES Anglos, and psycho

logy M.A.'s. These groups were asked to sort the descrip

tions based on similarity of problem. 

The Yaquis were found to be relatively knowledgeable 

about available mental health services. Very few cul-

turally-specific descriptions or folk beliefs were elicited. 

Respondents tended to identify social, environmental or psy

chological factors as causing mental problems. Also, with 

one exception, the Yaquis were found to be quite similar to 

other groups in labeling problem behaviors as mental prob

lems. The Yaquis did not appear to classify mental problems 

in a culturally-specific way. It is suggested that inter-

viewer effects may have contributed to these results and 

that the Yaquis may not be as assimilated as these results 

suggest. 



CHAPTER ONE 

A BRIEF HISTORY OF NATIVE AMERICANS 
AND "MENTAL DISORDER" 

The history of the association of the American In-

dian with traditional psychiatry has been one which argues 

the need for a more accommodating approach. An early and 

tenacious attitude among non-natives toward the mental 

health of natives was that Indians and other "primitives" 

rarely suffered from mental problems. This attitude can be 

traced back to Rousseau's concept of the noble savage in the 

eighteenth century. Presumably the farther one gets away 

from "civi1izationll with its stresses, pressures, and fast 

pace, the fewer problems one would have and therefore the 

less likely the chances of developing mental problems as 

we 11. Living closer to nature was assumed to be less 

stressful, and Mother Nature was assumed to be a great 

healer of psychic pain. In 1845, for example, the medical 

officer who cared for the Cherokees during their removal 

from Georgia and Alabama to Oklahoma reported that he IInever 

saw or heard of any case of insanity among them" (Brigham, 

1845). Isaac Ray, a superintendent of early mental hospi-

ta1s and author of Mental Hygiene (1863), reflected the 

thinking of his times when he stated his belief in the posi-

tive correlation of civilization and mental problems: 

1 



When we consider ••• the well-authenticated 
fact, that the prevalence of insanity is pro
portioned somewhat to the degree of cultivation 
and refinement which the people have reached, 
the conclusion seems to be inevitable that much 
of it originates in the incidents and condi
tions peculiar to the civilized state •••• The 
brain of the savage partakes of the common ex
emption from the disease shared by his stomach, 
lungs and heart. It knows little of that se
vere tension which the civilized man endures, 
and which tends to create a morbid irritability 
easily converted into disease (Ray, 1863, pp. 
228-29) • 

2 

In other words, since the American native lived in a state 

of relatively idyllic bliss, he presumably had few mental 

problems. 

A significant development for American Indians in 

their association with psychiatry. was the building of a men

ta 1 hospi ta 1 spec i fica 11y for Ind ians. In 1901 the federa 1 

government began the Hiawatha Asylum for Insane Indians in 

Canton, South Dakota, and in that year President Theodore 

Roosevelt appointed an attorney, Oscar S. Gifford, as its 

first superintendent ("Tale of Two Cities," 1966). But be-

cause the number of Indians placed in the Hiawatha Asylum 

gradua 11y increased, the Ind ian Bureau inst i tuted a po 1 icy 

in the early twenties of limiting the growth of the hospital 

and placing more of the "mentally disturbed" Indians in 

state hospitals (U.S. Department of HEW, 1957). Types of 

patients in June 1927 were listed as follows: dementia 

praecox, 31; imbecility, 17; epilepsy, 16; idiocy, 8; senile 

dementia, 7; alcoholic psychoses, 4; manic depressive, 3; 
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undiagnosed, 2; paranoia, 1 (Institute for Government Re

search, 1928). 

In 1929 a report critical of the Hiawatha Hospital 

was submi t ted by a psych ia tr ist from St. El i zabeth's Hospi

tal in Washington, D.C. Because of this report the hospital 

was closed and all patients were either transferred to state 

hospitals or to St. Elizabeth's, or allowed to go horne. 

From that point on, Indians in need of such hospitalization 

were cared for by contract or on a reimbursable basis in 

hospitals other than those operated by the Bureau of Indian 

Affairs (U.S. Department of HEW, 1957). 

In 1928 the Meriam Report echoed the old idea that 

Indians are less likely to suffer from mental disorders: 

"The preval~nce of insanity among Indians is not known, 

though the general impression is that such cases are propor

tionately less numerous than among the average white popula

tion" (Institute for Government Research, 1928, p. 305). 

However the assumption that "primitives" had a lower inci

dence of disorders began to be questioned in the 1920s and 

1930s (White, 1924; Winston, 1934; Hallowell, 1936). In 

spite of this, a report on Indians applying to the Selective 

Service in World War II commented on the surprisingly high 

number of Indians who were rejected for nervous and mental 

disorders since "it has always been the impression of Indian 

Service officials that mental disease is not so common among 

Indians" (McGiboney, 1942, p. 5). 
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Only by the 1950s, when such authorities as Opler 

(1956) dismissed such sweeping generalizations very readily, 

did the idea that primitive groups have fewer mental prob

lems seem to die. 

Traditionally the U.S. government provided health 

care to Indians as part of its treaty commitments. Health 

care was originally provided by the War Department, but in 

1955 the Indian Health Service carne into existence as part 

of the U.S. Public Health Service (Beiser and Attneave, 

1978). The Mental Health Program, which began in 1965 and 

whose origins are discussed below, was and continues to be a 

part of the Indian Health Service. 

In part due to the rise of social consciousness in 

the 1960s, the Indian Health Service met in 1964 with Indian 

leaders and mental health professionals to discuss what 

could be done toward alleviating the seemingly increasing 

mental problems of the Indian. Although there was agreement 

that the Indian Health Service should begin providing mental 

health services, there was disagreement over "definitions of 

mental health," the extent to which Indians should be in

volved, and whether or not services should begin without 

gathering basic epidemiological information. The following 

year IHS began a pilot program in mental health, devoted to 

"planning and data gathering" at Pine Ridge Reservation in 

Sou~h Dakota (American Indian Policy Review Commission, 

1976). Thus the IHS Mental Health Program was born. 
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By 1975 mental health facilities of a limited nature 

had been gradually established in each of the eight regional 

service areas of the IHS. By 1978 there were more than 90 

service units in the Mental Health Program throughout 17 

states. In 1974, there were 12,897 outpatients appearing 

for assessment and/or treatment in the program. On the two 

inpatient wards prov ided the IHS Mental Heal th Program for 

referrals, there were 1,872 patients served in 1974. By 

1977 the staff had grown to 242, including approximately 100 

paraprofessionals, and the budget appropriated was over four 

million dollars (Beiser and Attneave, 1978). The parapro

fessional program was begun in 1966 under the direction of 

Robert Bergman, M.D., who later helped develop a training 

program for medicine men with IHS funding (Report of the 

Special Populations, 1978; American Indian Policy Review 

Commission, 1976). 

In 1978 the National Center for American Indian/ 

Alaska Native Mental Health Research, under sponsorship of 

the National Tribal Chairman's Fund Inc., began publication 

of the White Cloud Journal, devoted to Indian mental health 

research. The center, now located in Vermillion, South Da

kota, also includes a library and bibliographic services for 

researchers. 

Although it is beyond the scope of this history to 

review the psychiatric epidemiological literature of the 

American Indian, Manson and Shore (1981) report that there 
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are only three comrnuni.ty-wide psychiatric epidemiological 

studies of American groups. Of these, two are Canadian. 

The United States study of 100 Pacific Northwest Indians re

sulted in the following distribution of psychiatric diagnos

tic categories: alcoholism, 31 cases; psychoneurosis, 18; 

psychophysiologic reaction, 9; transient si tuational reac

tion, 6; nonpsychotic organic brain syndrome, 2; and person

ality disorder, 5 (Shore, Kinzie and Hampson, 1973). In 

fiscal 1975 the nationwide ambulatory patient care data for 

the Indian Health Service indicated the following percentage 

breakdowns based on patient visits: neurosis (anxiety, de

pression, etc.), 38 percent; alcohol ism, 31.5 percent; psy

choses, 8 percent; drug abuse, 2.7 percent; personality dis

orders, 2.1 percent; organic brain syndrome, 1.1 percent; 

and other, 16.6 percent (quoted in Manson and Shore, 1981). 

In the sixties and seventies the stance of writers 

in the field seemed to be in direct opposition to the ear

Ii er "nob 1 e sa vage" concept. Often wr iter s po in ted to the 

high rates of suicide and alcoholism among Indians to demon

strate that the problems of Indians were far greater than 

those of the rest of the population. In the sixties, for 

example, according to the American Indian Policy Review Com

mission (1976), the alcoholism death rate among Indians was 

4.3 to 5.5 times that of the U.S. as a whole, and the sui

cide rate was twice the national average, with the homicide 

rate almost three times that of the nation. The reason 
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frequently given for these problems involved the subordinate 

position of the Indian within the dominant culture and the 

subsequent social disorganization of Indian groups (May and 

Dizmang, 1974). Levy's work (Levy, 1965; Levy and Kunitz, 

1974) has questioned the common assumption of a direct rela-

tionship between soc ia 1 pa tho logy and socia 1 disorgani za-

tion, at least among the Navajo and the Hopi, and suggests 

that rates of suicide and homicide may have been stable for 

years in those groups. 

More recently, Moran (1978) discussed the two ex-

tremes in this way: 

It is commonly believed that American Indians 
and Native Alaskans because of being caught be
tween two cultures are considerably more dis
turbed than the rest of Anglo society. It is 
almost equally commonly believed that American 
Indians and Alaskan Natives because of the 
simple, slow-paced life they lead are far less 
emotionally disturbed than the rest of the 
population. Neither bel ief is true. the 
Indians are a number of different groups scat
tered from the Everglades to the Aleutians, and 
their customs, lives and problems ••• are as 
varied as the terrain and climate of their 
homelands.... In the field of mental health 
their needs have been and are very great, not 
because of their particular craziness, but be
cause until recently nothing was done to help 
(p. 4). 



CHAPTER TWO 

THE YAQUIS 

Aspects of Traditional Yaqui Culture 

The Yaquis are members of the C,"hita branch of the 

Uto-Aztecan language group of North American native peoples. 

The C:hitas included eleven tribes living in southwestern 

Sonora and northwestern Sinaloa, from the Gulf of C~lifornia 

to the Sierra Madre. All the C:hi ta except the Mayo and the 

Yaqui are now extinct (Beals, 1945; Crumine, 1980). 

The traditional towns of the Yaqui lie along the Rio 

Yaqui in western Sonora and were first contacted by Spanish 

Jesuits in 1617 (Spicer, 1980). It is estimated that at the 

time of contact the Yaquis numbered more than 30,000. The 

Yaqui were always known as fierce fighters and were rarely 

at peace from 1740 to 1902, primarily fighting for their own 

independence (Beals, 1945). 

Agriculture provided the primary means of subsis-

tence for the Sonoran Yaqui. They cultivated their own 

lands, or later worked for other farmers, with the men doing 

the agricultural work. Crops raised included maize, wheat, 

garbanzos, beans, barley, peas, squash, watermelons and 

cantaloupes. 

In Sonora deer were the favorite game animals of the 

Yaqui and were hunted considerably. Not many other animals 
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were hunted although sometimes iguanas, snakes, lizards and 

wood rats were caught and eaten. Gathered foods were relied 

on during wartimes. These foods included mesquite beans and 

cactus fruits. Although they lived along the river and were 

not far from the Gulf of California, fish and shellfish were 

not important food sources for the Yaqui. However, some 

fish were taken, and it is said that the Yaqui were fond of 

oysters. The domestic animals of the Yaqui were dogs, cats, 

burros, horses, mules, cattle, sheep, goats, pigs, fowl and 

turkeys. Yaquis reportedly ate all of these animals, in

cluding burros and horses (Beals, 1945). 

At the tim e 0 f Be a 1 s 'w 0 r k in the 1 9 3 0 s , Yaqui 

traditional houses in Mexico were of vertical wattle base. 

Yards were usually fenced with cane fences. Houses had more 

than one room and often there was a ramada and separate 

structure for cooking. In front of each ramada was a small 

cross. 

The Yaquis had no localized clans and were without 

patrilineal or matrilineal kin groups. A loose tribal or-

ganization existed among the Sonoran Yaquis. A tribal 

chieftain or war captain was chosen at a tribal assembly 

which was attended by war captains and civil chiefs of each 

town and the people of the town in which the meeting was 

held (Beals, 1945). 

The religious organization of the Yaqui was perhaps 

the most important part of their social organization. 
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Although complex, Beals reports that there were three basic 

groups: the church organization proper, the matachin dan

cers' society, and the fariseo (clown) society. There were 

several church officer positions but a significant and im

portant group were the maestros, who exercised considerable 

authority. The matachin dancers' society had a special 

relationship with the Virgin and the entire organization of 

the church. Membership was for life and consisted of per

sons who made a vow to join the society as a result of an 

illness. Parents might, in fact, dedicate a child to the 

society during an illness of the child. The fariseos 

(clowns) also became members as a result of a vow made 

during an illness. The fariseos had significant functions 

during Lenten ceremonies at which time they wore various 

masks (Beals, 1945). 

Spicer (1940) reported that although men in Old Pas

cua called each other "father" and "brother" and women speak 

to each other as "mother", using the Yaqui kinship terms, 

this practice is simply custom. The kinship terminology ac

tually in use is Spanish. 

At the time of Spicer's work in the 1930s in Old 

Pascua, prestige in that village depended more upon one's 

ceremonial activities than on material goods or income. In 

the 1930s their standard of living, according to Spicer, was 

less than that of the lowest income Americans, but they also 

estimated their needs at lower figures than did the Tucson 
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social agencies. "Steady work habits and regular participa

tion in the surrounding economic life with the objective of 

increasing amounts of property held are not highly valued in 

the village" (Spicer, 1940, p. 58). 

Spicer reported that there are five male and two 

female ceremonial societies in Old Pascua. The societies 

have important economic functions and are not exclusively 

for ritualistic purposes. They help members who are sick or 

jobless and insure members against starvation. These socie-

ties emphasi ze sex differences. Although they may operate 

independently, their "joint activity is essential for the 

successful completion of nearly every type of village cere

monial" (p. 143). 

In addition to these groups are two others. The 

Kohtumbre, or "Customs Authority," which primarily has the 

nul timate authori ty dur ing the ceremonia I season" (Spicer, 

1980~ p. 72) and the pascolas. Perhaps the most well known 

group (but not strictly speaking a ceremonial society) among 

the Yaqui is the pascola group, with their associated per

former the deer dancer. The pascola dancers act as cere

monial hosts at fiestas; they are essential performers at 

children's funerals; and they perform at Papago and Anglo 

functions outside the village itself (Spicer, 1940). 

The religious ceremonies of the Yaqui reflect a rich 

blend of Catholicism and native tradition. They are pri

marily concerned with themes of the dead, the Virgin and 
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Jesus. Both the Virgin and Jesus have power over personal 

health but are not necessarily powerful in other aspects of 

a person's life. 

Both are curers, and the conception of them as 
such has an important bearing on the social or
ganization. Through the manda [vow] to the 
Virgin or Jesus, each of the ceremonial socie
ties builds up its nucleus of membership, and 
the manda provides the sanction that the work 
of the societies will go on. The belief in the 
curing powers of the deities, therefore, lies 
at the foundation of the whole ceremonial or
ganization (Spicer, 1940, pp. 267-68). 

The Yaquis in Arizona naturally have strong ties to 

the Hispanic culture. ~any of them speak Spanish, have 

relatives in Sonora, travel to Mexico, use Mexican curan-

deros, etc. Like the Hispanic culture (as well as other Na-

tive American cultures), there is great importance attached 

to the extended family, which often acts as a supportive 

network throughout one's life (Kelley, 1978). 

The Yaqui Community in Tucson 

In 1886, after a long struggle for independence, an 

important battle became a disaster for the Yaquis in Sonora. 

Some survivois drifted into Arizona, settling near Phoenix 

and Tucson. The movement for Yaqui independence was not 

effectively stopped by the Mexican military until approxi-

mately 1916. However, this lengthy period of fighting and 

harassment between the Yaquis and Mexico created a hostile 

rift which reduced the possibility of assimilation and which 

continues to be a factor in Mexican-Yaqui relations. The 
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Figure 2.1. Yaqui Settlements Near Tucson, Arizona, 
1900-1970 (froM Spicer, 198U). 
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final revolt of the Yaqui occurred in 1925 when Mexican 

troops were ordered into Yaqui territory. Water holes were 

bombed, four hundred Yaqui were deported, and Yaqui lands 

were occupied until 1950 (Chilcott, Buchanan, Molina and 

James, 1979; Spicer, 1980). 

As a result Yaquis, who had begun to enter the 

United States from Sonora in the late l880s, made a major 

migration in the period 1900 to 1910. These Indians were 

escaping deportation or seeking work when Sonoran economic 

conditions became harsh. Essentially they were refugees. 

Although Yaquis lived in various areas around Tucson, in 

1921 the U.S. government attempted to concentrate them in 

one place, Pascua Village, in order to "keep track of them 

easier." In the 1960s work was begun on what came to be 

known as New Pascua on land in southwest Tucson. This work 

was made possible in part through federal support. For a 

time there existed much pressure on the Yaquis to move to 

New Pascua; however, due to lack of continued government 

support and other factors, there were many who returned to 

Old Pascua. In 1978 the U.S. government recognized the Pas

cua Yaqui Association as a native tribe; consequently New 

Pascua Village became in effect the Yaqui Indian Reservation 

(Chilcott et al., 1979). This, of course, was a significant 

milestone for the Yaquis in Arizona since previously they 

had not been entitled to most of the governmental services 
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extended to other native Americans because of their non

tribal status. 

Yaquis began settling in the area of Marana, north

west of Tucson, around 1904, and in 1937 three small settle

ments of Yaquis joined together when the community of Marana 

was formed. Other groups of Yaquis carne to settle in the 

Phoenix area (in a settlement known as Guadalupe), in Yuma, 

in Nogales, and in other Arizona communities, so that by 

1969 there were reportedly 6,000 Yaquis living in Arizona 

(Chilcott et al., 1979). Although current statistics are 

difficult to obtain, there were approximately 20,000 Yaquis 

living in Sonora in 1970 (Spicer, 1980), making a total 

population of approximately 26,000 in North America. 

By 1970 thEre were four Yaqui settlements in the 

Tucson area: Old Pascua, New Pascua, Barrio Libre (South 

Tucson) and Campo Burro (Marana) (Spicer, 1980). In terms 

of population, in 1981, there were 2,879 enrolled Yaquis 

living in Pima County, according to tribal figures. Of 

these, 625 enrolled Yaquis were in New Pascua, 544 in Old 

Pascua, 178 in Marana, and the remainder were scattered 

throughout Tucson and South Tucson (Yaqui Tribal Enrollment 

Office, 1981). Al though the Yaquis or iginal1y migrated to 

the United States from Mexico, it was estimated by the tribe 

that in 1977 fewer than one percent of those living in Pima 

County were born in Mexico (Valencia, 1977). 
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As mentioned above, the Yaquis were officially clas

sified as a Native American group by the federal government 

in 1978, making them eligible for federal services. Prior 

to that date, the same health services were available to 

them as to the general public. In 1978 health care services 

became available through the Indian Health Service. Then in 

1980 the Yaqui tribe contracted its own health services 

through a health maintenance organization, E1 Rio Santa Cruz 

Neighborhood Health Center, in Tucson (Causey, 1983). 

Since federal recognition of the tribe in 1978, 

Yaqui communities in the Tucson area have been organized so 

that tribally enrolled members are eligible for assistance. 

However, there remains a large group that are Yaqui but due 

to a lack of supporting documentation are not enrolled and 

hence are not eligible for tribal benefits. This has served 

to factionalize the Tucson communities, according to Causey 

(1983), and they have a history of defending their own com-

munity integrity. The current tribal chairman and council 

are based at the federally designated reservation, New 

Pascua. However, each community has a council that acts on 

specific community concerns. Because of' these separate or

ganizational systems, this has become another factor which 

sometimes causes friction between individual community in

terests and the tribal leadership. 

One- of the strong unifying networks that remains in 

place in current Tucson Yaqui culture involves the religious 
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and ceremonial societies. These groups tend to unite the 

communities by bringing the kinship system and extended 

family together for specific purposes throughout the calen

dar year (for baptisms, funerals, wakes and weddings, in ad

dition to the more well known events during Christmas and 

Lent). Ceremonial labor crosses community boundaries and 

cons i stent ly acts as a uni fying force (Causey, 1983). Spi

cer (1980) maintains that the Yaqui community consists of 

those who nhelped in the ceremonies." In fact, specific 

place of residence plays no part in ceremonial service, and 

he defines a Yaqui community as "a congregation rather than 

a residential unit" (p. 300). 

The Yaquis in Tucson no longer have the agricultural 

base that their forefathers in Sonora had. They tend to 

work at unskilled or semiskilled jobs or depend on govern

ment assistance. Their houses are built with government 

money, and they have come to depend on the government for 

human services. According to the Arizona Office of Economic 

Planning and Development (1983), the Pascua Yaqui Tribe had 

an unemployment rate of 73 percent in 1981, with a median 

family income of $7,000. Of those who worked, 90 percent 

were employed by tribal enterprises or by the tribal govern

ment. In 1983, the Yaquis began operating a large bingo 

parlor as a tribally run business at New Pascua. 
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The Yaquis and "Mental Disorder" 

There appear to be no studies devoted exclusively to 

any mental health issues of the Yaquis. One of the few eth

nographic studies which includes any data related to mental 

health is that of Shutler (1967). Her work utilized data 

collected from four Yaqui informants in Old Pascua during 

the 1950s and reports on changes in health beliefs among the 

Yaquis in Old Pascua. She mentions that insanity is known 

by the Spanish name (man(a) and is often considered to be a 

punishment for the sins of the sufferer's parents or grand

parents. "No treatment can cure disease which is punish

ment ..• only God can cure it" (p. 43). She also mentions 

that a blow on the head can cause insanity. Beyond this, 

there are no other direct references to mental health in her 

work. 

Shutler does report that there is widespread belief 

in witchcraft in Old Pascua. This is supported by many acts 

of witchcraft described in contemporary life histories of 

Yaquis (Mois~s, Kelley and Holden, 1971; Kelley, 1978). 

Witchcraft is suspected when the usual treatments do not 

cure a disease or the disease lasts for an unusually long 

time. It is also suspected when an illness is accompanied 

by unusual or fr ightening dreams. Wi tches are bel ieved to 

use a variety of methods including praying for sickness to 

befall a person, using dolls, changing into small animals, 

sending magical things or beings into someone's body, and 
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using contagious magic. They can also harm simply by think

ing evil thoughts about a person (Shutler, 1967). 

Strong emotions may be another cau~e of sickness. 

Such feelings as extreme rage, surprise, jealousy or fear 

could result in weakness, trembling, diarrhea, pains, high 

fever or convulsions (Shutler, 1967). Death from sadness, 

or tristeza, is often diagnosed by Yaquis. An extreme 

fright, sus to, caused by a ghost climbing on one's shoul

ders, can also lead to death. Another folk illness related 

to mental health is that of chictura, a state of disorienta

tion or losing one's way in a familiar environment. This 

too can lead to death if one wanders until one dies of 

thirst (Moists. Kelley and Holden, 1971). 

Beals (1945) mentions that among the Mexican Yaqui 

and the Mayo suicide appears "always to have been common. 

Li v ing informants testi fied to suic ides over shame and for 

lovers' or marital quarrels, hanging being the usual method" 

(p. 83). Mois6s (Mois6s, Kelley and Holden, 1971) agrees 

that many Yaquis commit suicide. He says that yaqui men use 

violent means such as hanging, shooting, throwing themselves 

into a river or under a train, or burning themselves. Wo

men, he reports, will sometimes drink "money water"--water 

in which coins have been boiled and which, when drunk, 

causes one to "stop eating, with death coming within two 

months" (p. 98). He mentions eight suicides in his auto-

biography, three male and five female. The means and 
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reasons given are as follows: burning, male (because he had 

"done many bad thin~s"); hanging, male (because he was sad 

after his niece died); shooting, male (because he was sad 

after a friend had been killed); burning, female (because of 

her "unhappy life"); drinking "money water," three sisters 

("probably just because they were sad"); starvation, female 

(" died 0 f t r i s t e z a") • 

In Kelley's (1978) life histories of four Yaqui wo

men, there are two suicides mentioned: poisoning, female 

(no reason given); and hanging, male (following a severe at

tack of asthma). There are also two deaths attributed to 

tristeza (sadness): one was a five-year-old girl, the other 

an old womanG Savala's (1980) autobiography mentions the 

suicide of a man who threw himself under a freight train. 

During his fieldwork there in the 1930s, Beals 

(1945) noted that the Sonoran Yaqui had a reputation for 

homosexuality. In Rosalio Mois's' autobiography (Moise's, 

Kelley and Holden, 1971), it is noted that he knew both male 

and female homosexuals, but he believed that the Yaquis had 

a smaller percentage of homosexuals than did the Mexicans. 

Male homosexuals are known as sey..!. in Yaqui and as joto or 

frecos in Spanish; female homosexuals are known as marimacha 

in Spanish. Mois6s states that "no one cares if a person is 

a joto" (p. xlvii). 

Escalante (1980) reports on the drinking behavior of 

Arizona Yaquis. It is his observation that although heavy 
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drinking "is not normally accepted today within the Yaqui 

community, a large quantity of liquor is consumed by male 

residents who drink because they are sad, happy, or for no 

other reason than that a ready supply is available" (p. 

198). Drinking occurs on many social occasions including 

dances, parties, weddings, fiestas, baptismals, wakes and 

"spontaneous informal gatherings" (p. 198). Escalante be

lieves that excessive drinking occurs as a result of group 

pressure and that this pressure is stronger than any re

habilitative efforts from outside the community. According 

to figures he cites, the Yaquis do not have an extremely 

high arrest record for alcohol-related offenses. In fiscal 

1969-70, for example, only 1.98 percent of those Indians 

arrested by the Tucson Police Department for alcohol-related 

offenses were Yaquis. (By comparison, Yaquis constituted 

approximately ~ percent of the Indians in Pima County in 

1980.) However, he does not believe these figures reveal 

the extent of excessive drinking among Yaquis. He quotes 

Willard (1970) that Yaqui males "are employed irregularly 

and d uri n g 0 n 1 y a few m 0 nth s 0 f the yea r i nth e us ua 1 cas u a 1 

labor pattern. A third or more of the males are chronically 

drunk or under the influence of drugs" (p. 8). 

Disease among the Yaqui can be treated by profes

sional health providers or by a native healer (hitevi), ac

cording to Shutler (1967). Both men and women can be hite

vim, and they are professional curers who are paid for their 
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services. Hiteyim were very active in Old Pascua in the 

late 1950s. In addition, there are Mexican or Papago curan

deros to whom the Yaqui often turn in times of sickness (see 

Kelley, 1978; Mois6s, Kelley and Holden, 1971). Similarly, 

Mexican-Americans consult Yaqui healers from time to time 

(see Stafford, 1978). Since Yaquis believed that their 

methods of curing are "illegal" in the United States, they 

"naturally refused to discuss them with strange Anglo

·Americans. They know that Anglo-Americans do not ordinarily 

believe in witches so they usually disclaim any knowledge of 

witchcraft upon first acquaintance. They are most reluctant 

to reveal the identity of their curers" (Shutler, 1967, p. 

6) • 

Data concerning the Arizona Yaqui utilization of 

community mental health services are also difficult to ob

tain. However, according to a 1980 utilization report from 

the Yaquis' contracted health maintenance organization, the 

Yaquis made relatively few patient visits for problems re-

lated to mental health. For the twelve-month period March 

1980 to February 1981, there were 40 patient visits made for 

alcohol abuse and mental/behavioral disorders combined. For 

all health problems combined, there were 10,698 patient 

visits by Yaquis made during that same time period. Thus, 

patient visits for alcohol abuse and mental/behavioral dis

orders represent 0.37 percent of all patient visits at the 

center. By contrast, for the entire center in 1980, mental 
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health visits were approximately 0.68 percent of all visits. 

Of the 3,556 Yaqui patients seen during this time, only 30 

were patients seen for alcohol, mental or behavioral prob

lems. This represents 0.84 percent of all Yaqui patients 

seen in the twelve-month period (NHC Utilization Report, 

1981). This situation had not improved in 1983: during the 

first nine months, only 20 patients had been seen for mental 

health related issues (Causey 1983). Although underutiliza

tion is commonly reported for low income and minority groups 

(Karno and Edgerton, 1969; Sue, Allen and Conway, 1978), it 

is interesting that in this instance the health center 

serves a population which is predominantly low income and 

Mexican-American. Yet the Yaqui utilization rate for mental 

health services is lower than that for the health center as 

a whol e. 

These numbers do not include those patients who may 

have sought help from other mental health services in 'fuc

son, yet they do support the subjective impression of Yaqui 

health program personnel who have reported underutilization 

of community mental health services by the Yaquis in the 

Tucson area (Moloff, 1981; Ca.usey, 1983). This may be due 

to many factors; however, it has been only recently that 

considerable improvements have been made in the availability 

of both health and mental services. In 1980 the Yaquis be

gan contract service with a health maintenance organization 

which included some mental health services. In 1983, 
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specific and separate monies became avai1ab~e to the Yaquis 

for outpatient mental health coverage, although to date this 

program remains quite limited (Causey, 1983). Even so, as 

mentioned above, in the three years of the Yaqui HMO program 

there does not appear to be much improvement in utilization 

of mental health services. 



CHAPTER THREE 

ASSESSING THE CONCEPT OF "MENTAL DISORDER" 

Assessing "Mental Disorder" 
in Other Cultures 

Within the recent past the need for incorporating 

traditional cultural concepts and values into existing men-

tal health services has been argued for various subcultural 

groups within the United States--for example, Puerto Ricans 

(Diaz, 1975; Ruiz and Langrod, 1976), Chinese-Americans 

(Chen, 1977), Mex ican-Amer icans (Lev ine and Pad i 11 a, 1980), 

and American Indians (Trimble and Medicine, 1976). In 1978 

the President's Commission on Mental Health recommended that 

mental health service programs "actively involve ethnic and 

racial minorities in planning ana developing services" and. 

should "provide culturally relevant services" (quoted in 

Kiefer, 1979, p. 13). 

In the area of American Indian mental health in par-

ticular, a few of the early writers, although speaking from 

a traditional Western psychiatric point of view, recognized 

the confusion of cultural traits and symptomatology when 

dealing with Native American patients. Perkins in 1927 

writes that "certain mental traits of the Indian, perhaps 

pagan and atavistic beliefs, color the psychoses. Hallu-

cinations and reference to spirits apparently occur more of-

ten in benign psychoses of Indians than of whites, perhaps 
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due to their superstitions ••• " (p. 336). Devereux (1942) 

elaborates this confusion, pointing to such culturally rela

tive areas as motor behavior, contact with reality, affect 

and beliefs which may be mistaken for psychotic symptoms in 

Indian patients. And Jewell's (1952) article documented the 

case of a Navajo diagnosed as a psychotic and hospitalized 

for over eight months in the 1950s due to a misunderstanding 

of cuI tura 1 factors. Fina lly, a spec i fic contemporary in

stance which elucidates the need for a cultural approach is 

that described by Kinzie, Shore and Pattison (1972). Al

though an epidemiological study revealed that 35 percent of 

a rural Indian population had a diagnosis of alcoholism, 

these per sons were not referred for psychia tr ic eval ua tion 

because alcoholism, in this community, was not defined as an 

illness, and thus medical aid was not seen as an appropriate 

response to alcoholism. 

It would seem, then, that some knowledge of and ac

commodation to a subculture's concepts of mental disorder 

would be beneficial to service providers, particularly when 

those concepts are likely to differ from the EuroAmerican or 

Anglo tradition. In addition to avoiding problems asso

ciated with the imposition of another cultural framework on 

the subculture, the assessment of these concepts could lead 

to other practical uses: (1) the information gleaned from 

such an approach could be used to educate the community in 

terms of the early recogni tion and treatment procedures of 
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some mental disorders, such as schizophrenia; (2) the re

sults could help define standards of normality against which 

to measure some forms of deviant behavior within the commu

nity; (3) the results of such an investigation could be used 

as a yardstick of acculturation and/or traditionalism if 

utilized as a longitudinal measure; (4) the data could be 

used by existing mental health facilities serving the commu

nity to sensitize personnel to the culture and to these cul

tural concepts; and finally (5) the data could be used in 

developing and planning for needed services for the popula-

tion under consideration. In more abstract terms, however, 

such studies could lead to an enlarged understanding of how 

man responds to and copes with mental and behavioral prob

lems. 

Approaches Used 

When assessing mental disorder or physical illness 

in other cultures, researchers have tended to use one of the 

three approaches delineated by Fabrega and Silver (1973). 

The epidemiological approach assumes specific diseases or 

biomedical categories which are indicated and diagnosed by 

tests, procedures or specialists. This approach is designed 

to "make explicit the level and distribution of disease in a 

human community; it depends on applying the accumulated 

knowledge of Western bio 1 og ical sc iences and med ic ine, and 

it is an integral feature of public health disciplines ••• " 
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(p. 1). The ecological approach is often used with non

literate or isolated groups and attempts to describe human 

biophysical traits that may have a direct bearing on disease 

or health. "The immediate aim of these studies is to gain 

information on immunological, physiological and genetic 

factors that contribute to good health and to disease ll (p. 

2). The ethnomedical approach attempts to discover the 

meanings and implications of illness within a given culture 

or group. This approach is associated with the discipline 

of an thropo logy. IISuch stud ies base the ir defini tions on a 

community's own beliefs about illness and on the various 

practices that have been established to cure illness. Alto

gether di fferent defini t ions of disease and stra teg ies for 

coping with its effects thus stand out dramaticallyll (p. 3). 

If one is interested in a culture's concept of 

mental disorder, the ethnomedical approach would seem most 

appropriate. Within the ethnomedical approach, however, 

there exists a variety of methodologies. A survey of the 

literature reveals that researchers have frequently used one 

or more of the following methods: (1) informants; (2) ques

tionnaires or surveys; (3) behavioral vignettes; (4) 

psychiatric interviews; (5) psychological tests (often 

projective); (6) symptom checklists; or (7) ethnographic 

semantic techniques. 
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Methods Used 

A brief review will demonstrate the variety of 

methods and combinations of methods used by researchers in 

this area. A popular method in ethnography is the use of 

key informants as teachers and interpreters. Informants are 

usually chosen for their knowledge about a particular area 

of interest. Several studies in this area include the use 

of informants. Murphy, an anthropologist working among 

Yupik-speaking Inuit on St. Lawrence Island, used a key in

formant, extended life histories and daily observations to 

obtain native conceptions of behavior during her fieldwork 

in 1954-55 (Murphy, 1976). Schmidt (1964) used 53 infor

mants to obtain a system of folk psychiatry among the Iban 

of Sarawak. Shore (1974) in 1968 assessed the psychiatric 

adjustment of a Northwest Coast Indian community by using 

four sources of information: a psychiatric interview, a 

self-rating symptom checklist, the impression of a local 

physician, and a view of each subject's behavior from the 

viewpoint of a local community member. 

Behavioral descriptions or vignettes have been used 

by a large number of researchers. Chen (1977) assessed the 

perceptions of mental illness of 100 Chinese residents in 

Los Angeles' New Chinatown by using four case vignettes of 

mental disorders common in Western cultures (adapted from 

those of Star [1955]) and asking respondents if they thought 

these persons were mentally ill, how they would cope with 
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the problem, etc. The Star vignettes had previously been 

used by Cumming and Cumming (1957) in their study of atti

tudes toward and perceptions of mental problems in a small 

Canadian town. The same vignettes were used in a study of 

the perception of mental health problems among 100 residents 

of an Italian and Polish section of Baltimore (Fandetti and 

Gelfand, 1978). Vignettes were also used (together with 

lengthy interviews and personal histories) as the basis for 

a study of perceptions of mental illness among 444 Mexir.an

Americans in Los Angeles (Karno and Edgerton, 1969). 

Arenas, Cross and Willard (1980) used vignettes to assess 

"perceptions of psychopathology" among ten Mexican-American 

curanderos in Texas. 

Other studies have used surveys or questionnaires. 

Procedures based on the Leightons' Stirling County epidemio

logical survey (the Health Opinion Survey) have been popu

lar. Leighton, Lambo, Hughes, Leighton, Murphy and Macklin 

(1963) assessed psychiatric disorder among the Yoruba using 

the questionnaire. And Beiser and his colleagues (Beiser, 

Ravel, Co11omb and Egelhoff, 1972) used the same technique 

among the Serer of Senegal. Both of these studies used 

"symptom patterns" rather than diagnoses, and both also used 

native informants in conjunction with their surveys. Edger

ton (1966) conducted a study of lay conceptions of mental 

illness in four East African societies using a standard 

questionnaire. The questionnaire included a list of 
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symptoms developed from all four groups, a list of causes, 

and the most equivalent term for "insanity" across the four 

groups. Gaviria and Wintrob (1976) assessed Puer~o Rican 

folk beliefs about mental illness by interviewing 60 Puerto 

Ricans living in Connecticut using a l80-item questionnaire 

as a guide. Westermeyer and Wintrob (1979) examined folk 

explanations of mental disorder in Laos by identifying 35 

mentally disordered patients and interviewing both the pa

tients and their relatives using a questionnaire similar to 

the Stirling County Health Opinion Survey. 

Ethnosemantics, or ethnographic semantics, is an 

area within cognitive anthropology whose goals are to dis

cover folk taxonomies through the use of lexical semantics 

and thus to discover the psychological domain of given in

formation (see Metzger and Williams, 1963; Colby, 1966). 

Typically, a series of sentence frames are given the sub-

jec.t: "Is a type of emotional illness?" or "John is 

crazy because ." Most work in ethnosemantics has been 

in such areas as kinship terminology or botanical classifi

cation (see Sanches and Blount, 1975). However, Kay (1977) 

used this technique for assessing concepts of health and 

illness (including mental health) in a Mexican-American 

barrio in Tucson, Arizona; and Cancian (1975) used it in a 

study of "good" and "bad" behavior among informants in Zina

cantan, a Maya Indian township in southern Mexico. Agar 

(1975) made use of ethnosemantic techniques in a study of 
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the cognitive structure of event sequences in conversations 

of drug addicts. 

Clement (1974) studied Samoan concepts of mental 

illness using an adaptation of ethnosemantic techniques. 

This appears to be the only study to date which utilizes an 

ethnosemantic approach specifically for the domain of mental 

illness within a given culture. Clement first used infor

mants to find appropriate questions in the area of mental 

disorder and treatment, and the informants formulated them 

in the Samoan language. As a result five questions (or item 

elicitation frames) were used. Seven subjects were given 

the first three open-ended questions, while another unspeci

fied number of subjects were given the last two questions 

(which were used with responses to question No.1). Ques

tions used were: (1) What are the sicknesses or things that 

can be wrong with people's minds? (2) Where do people find 

help for (responses to question No.1)? (3) What is the 

reason for not needing help ••• for (responses to question 

No.1) ? ( 4) Wh a tar e the c a use s 0 f (r e s p 0 n s est 0 que s t ion 

No.1)? and (5) What are the signs and symptoms of (re

sponses to question No.1)? 

Other studies have used comprehensive approaches. 

Fabrega and Silver (1976), for example, studied illness con

cepts and curing in Zinacantan by using a variety of tech

niques including the Holtzman Inkblot (given to shamans), a 

questionnaire including illness terms of Zinacantan (given 
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to 30 shaman and 30 laymen), a type of 'ethnosemantic ques-

t ion n air e (g i v en to 3 3 s ham a n san d 3 6 1 a ym en), ph 0 tog rap h s 

of persons with various physical characteristics of disease 

(given to 35 shamans and 31 laymen who were asked to rank 
\ 

the photos in degree of seriousness), and informants. 

Regardless of the methodology used, however, often 

studies begin with some body of knowledge regarding the cul-

ture's perception of mental disorder. Sometimes there is a 

small published literature which incorporates illness terms. 

Fabrega and Silver (1973), for example, began with a pub-

lished list of concepts of disease in Mexican-American cul-

ture. In other cases informants are used prior to other 

methods (e.g., Clement, 1974). In any event, if one wishes 

to ask questions about specific concepts of disorder or spe-

c if i c concepts 0 f cur i ng, one needs to know wh i ch concept s 

to specify. One can incorporate such preliminary knowledge 

into surveys, questionnaires or ethnosemantic sentence 

frames. Higginbottham (1979, 1980) has proposed that in 

order to develop mental health services in developing coun-

tries, native concepts of mental disorder need to be 

acquired by using key informants who are asked open-ended 

questions about specific areas and whose responses are then 

turned into a forced-choice questionnaire for validation. 

White's review (in press) of the study of mental 

health concepts argues that, as studies in this area con-

tinue, the scope of the topic becomes wider and researchers 
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are becoming cognizant of theories of illness as closely in-

tegrated with cultural theories of social behavior. Thus, 

in White's view, researchers in the area are rejecting the 

idea that illness concepts are simply the way words desig-

nate categories in favor of viewing them as the way cogni-

tive constructs interrelate to form belief systems; hence a 

simple taxonomic method is inadequate. Pabrega and S i 1 ver 

(1973) appear to agree with this position. They criticize 

most studies of concepts of illness in other cultures as 

being too narrowly conceived and as not taking into account 

other social and phenomenological processes. 

Our claim is that to a large extent anthropolo
gists who study medical problems have stopped 
short of critically a.ddressing themselves to 
the fundamental problem: that is, explaining 
how man and his unique human institution, cul
ture, affect the expression of disease and in 
turn are affected by disease occurrences. When 
anthropologists have studied the mutual inter
actions between culture and disease, they have 
used rather abstract formulations which leave 
the process of social life out of focus (p. 
224) • 

Purpose of the Present study 

This study is designed as an exploratory assessment 

into the perception of "mental disorder" as held by the 

Yaqui people living in the Tucson, Arizona, area. Very lit-

tIe empirical research has been done to assess the percep-

tion of the concept of mental health held by any native 

North American group, although it is sometimes alluded to as 

being different (American Indian Policy Review Commission, 
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1976). At a time when efforts are made to provide cultur

ally relevant services, it would seem prudent to determine 

perceptions of mental health prior to establishing services 

or determining needs. 

In the specific case of the Yaqui, no research has 

been done which focuses on the area of mental health. In 

light of this, a study such as the present one might also 

help to provide some of the reasons for the underutilization 

of mental health services. 

Since this is an exploratory and descriptive study, 

no specific hypotheses were formulated. However, the study 

does attempt to address the following questions: 

1. How would the Yaquis describe someone with "mental 

problems" when asked to do 50? Would there be cul

turally specific descriptions elicited? 

2. Would the Yaquis be able to categorize or classify 

persons with "mental disorder ll ? If 50, how? 

3. Would the Yaquis differ from other groups in deter

mining whether specific behavior patterns would be 

called "mental problems"? Would they enlist help 

for persons so described? If 50, where and what 

kind of help? (e.g., Would native healers be used?) 

As alluded to earlier, many similar studies have 

utilized information from informants or other sources in 

order to formulate specific questions for forced choice 

questionnaires or for ethnosemantic studies or simply to 
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incorporate known culture-specific disorders into the study. 

Such information was not available for the present study. 

Previously published information provided only sketchy 

information about this area. Although the use of key infor

mants might have remedied this situation, it was felt that 

such a procedure might be too time consuming to use as a 

preliminary data-gathering tool. Consequently, it was 

thought best to use an open-ended approach and to avoid 

impos i ng any concepts of menta 1 disorder upon respondents. 

Since beha v iora I v ignettes had been used wi th many groups, 

there existed a body of literature with which to compare 

results. 

In order to address the specific questions given 

above, the study was divided into three parts. Part 1 

involved a survey of Yaquis who were asked open-ended ques

tions concerning what they thought a person with "mental 

problems" would act like, what names or categories are given 

to mental problems, where one might go for treatment of 

mental problems, what causes mental problems, and whether 

certain mental problems can be cured by the sufferers them-

selves. Part 2 consisted of taking the descriptions given 

by the Yaquis of persons with mental problems and asking a 

small group of Yaquis to group them into piles based on 

similarity. Part 3 consisted of giving Yaquis behavioral 

descr ipt ions of persons identi fied as having "menta I prob

lems" by EuroAmerican or Anglo standards and asking the 
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Yaquis if they believed these persons had "mental problems." 

If so, would they seek help for such a person and, if so, 

where? Since this study was designed to be exploratory, it 

was conceived with the idea that its results could be used 

in a subsequent study utilizing the data in a more precise 

manner. 



CHAPTER FOUR 

METHOD 

Instrument Used 

The instrument used in this study is divided into 

two sections (see Appendix A)." The first consists of an 

eleven-item questionnaire. The items are all open-ended 

questions. The first five questions ask about general com

munity and neighborhood problems, and their purpose is to 

create a nonpersonal, nonthreatening atmosphere and to allow 

some degree of comfort to be developed with the interview 

situation. These questions were adapted from the Group for 

Community Learning's Household Survey Instrument (Cohen, 

" Sills and Schwebel, 1977). The questions in the Household 

Survey Instrument, developed by a mental health center in 

Col umbus, Ohio, were specifically designed to minimize the 

imposition of a priori concepts on the community. 

The next six open-ended questions deal with the 

general topic of mental disorder. These questions were se

lected from an initial list of 15 questions after pretesting 

the questions during individual interviews with seven for

eign students attending the University of Arizona. The 

questions ask the respondent to describe someone who has 

problems with his mind, to describe behaviors that are con

sidered "crazy," to state whether or not specific names 

38 
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exist for certain kinds of mental problems, to tell what 

kinds of treatment are available, to state what causes men

tal problems, and to tell whether or not people can cure 

themselves of some mental problems. 

The second part of the instrument consists of five 

short behavioral descriptions or vignettes of persons who 

might be considered as suffering from a psychiatric problem 

if seen by a psychiatrist. These descriptions were first 

used by Shirley Star (1955) in a nationwide study of percep

tions of mental illness in the early fifties. At the time 

Star developed these descriptions they were labeled by psy

chiatrists as describing the following problems: paranoid 

schizophrenia, simple schizophrenia, alcoholism, compUlsive 

phobic behavior, and childhood behavior disorder. The vig

nettes have been used in at least ten studies involving the 

perception of mental disorder in various groups (Star, 1955; 

Cumming and Cumming, 1957; Lemkau and Crocetti, 1962; Doh

renwend, Bernard and Ko1b, 1962; Meyer, 1964; Dohrenwend and 

Dohrenwend, 1969; Karno and Egerton, 1969; Chen, 1977; Fan

detti and Gelfand, 1978; Arenas, Cross and Willard, 1980). 

The only change made in these vignettes for this 

study was to give the persons described Yaqui names. (The 

Yaqui names were provided by members of the Yaqui health 

program in order to avoid using the names of any actual per

sons.) After listening to each case being read, respondents 

were asked three questions about how they perceived the 
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person's behavior, one question about how they would handle 

such behavior, and one question about personal knowledge of 

people exhibiting such behavior. 

Pretesting both sections of the questionnaire indi

cated that the entire survey instr.ument could be given in 

about an hour's time. 

Yaqui health program personnel advised against pre

paring a separate Spanish or Yaqui version of the survey 

questionnaire since, they said, almost all residents knew 

spoken English. 

Interviewers 

The interviewers for the survey were eight members, 

of the health program of the Yaqui tribe. They were en

listed since they were familiar with the community, had ac

cess to the community, and were familiar figures to many 

community residents. Also, their affiliation with the 

health program, it was thought, would add a measure of legi

timacy to the survey and allay suspicion. (Shutler [1967], 

for example, was advised not to attempt a door-to-door sur

vey of the Yaquis since that would arouse too much suspi

cion.) Six interviewers were paid staff members of the 

health program. Three of these were Yaqui and spoke English 

and Yaqui as well as Spanish. Two interviewers were student 

social workers who worked for the health program three days 

'each week. Six interviewers were female; two were male. 
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Discussions were held with members of the health 

program regarding the purpose of the study. Staff members 

suggested certain changes and modifications to the question-

naire. Initial training of interviewers included interview 

techniques, suggested introductions to potential respon-

dents, and guidelines for the survey work. Periodic meet-

ings were held during the gathering of the survey data. 

Since the interv iewers were working for the heal th 

program, interviews had to be conducted during "slack" times 

or after working hours. Thus, interviews took six months to 

complete, from June through December 1981. 

Interv iewers were assigned those Yaqui settlements 

they normally worked so they would not be seen as intrusive 

and so that their interviews would fit into their work pat-

tern. 

Subjects 

Those selected to be interviewed were adult resi-

dents of one of three Yaqui settlements in Pima County. A 

five percent minimum sample of those residents in Old Pas-

cua, New Pascua and Marana communities was decided upon. 

Total population figures for 1981 tribal enrollees were ob-

tained from the Yaqui tribal enrollment secretary. These 

were as follows: New Pascua, 625; Old Pascua, 544; Marana, , 
178; total population of the three settlements, 1,347. 

The five percent minimum figure was achieved in two 

of the three communities surveyed. In Old Pascua, 3.30 
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percent of the residents were surveyed (n=18); in New Pas

cua, 7.84 percent were surveyed (n=49); and in Marana, 7.86 

percent were surveyed (n=14). (The New Pascua results in

clude two respondents who lived in South Tucson but who were 

interviewed in and spent considerable time in New Pascua.) 

Overall, 6.01 percent of the residents in all three communi

ties were surveyed (n=81). This figure represents 2.81 per

cent of the enrolled Yaquis in Pima County in 1981. 

As indicated above, a quota sampl ing procedure was 

attempted. Initially a random sampling procedure was also 

used, with individuals selected from the tribal enrollment 

list on a random basis. Due to not finding specific resi

dents at horne, the fact that children were unavoidably in

cl uded on the randomly se I ected 1 ist of residents, and the 

difficulty of making repeated horne visits for the inter

viewers who were working full time, the randomly selected 

lists were abandoned after three months into the data col

lection. Consequently, only 30 percent of those interviewed 

were taken from the lists ~f randomly selected persons. The 

remainder were selected arbitrarily from the communities as

signed to the workers. 

Procedure 

As mentioned above, in order to minimize distrust, 

interviewers were to collect data only in those communities 

where they worked. All interv iewers were thus qui te 
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familiar with the communities and presumably sensitive to 

the culture, with the exception of the two social workers 

who had only recently come to work at New Pascua. 

Interviewers were instructed not to interview anyone 

under 18, not to interview their friends or relatives, and 

to avoid interviewing more than one person from the same 

household. They were also told to assure respondents of 

anonymity and to explain that no one was under obligation to 

be interviewed (see Appendix A). 

After the interviews were completed, the answers to 

Question No. 6 (which asked respondents to describe someone 

known to him/her who had problems with his/her mind) were 

placed on separate 3" x 5~ index cards. "Don't know" 

answers and redundant or extremely fragmentary (two or three 

word) answers were eliminated. This resulted in 39 cards 

being used from the 79 who responded to the qu~stion. These 

39 cards 'were then given to three groups of five persons 

each: Yaquis, low socioeconomic Anglos, and persons holding 

a master's degree in psychology. Each member of each group 

was asked to sort the cards into piles based on some cri

terion of similarity (see Instructions to Sorters in Appen

dix A). No criteria were specified by the investigator, and 

the only requirement was that the number of piles or cate

gories could not exceed twenty. At the end of each sort, 

the sorter was asked to state his/her criteria for placing 

the cards in the given piles, and each sorter was also asked 
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to rank the groups he/she made on the basis of "seriousness 

of problem." This procedure was adapted from that used by 

Cancian (1975) to assess norms of good and bad behavior 

among a group of Mayan Indians~ 

The first group of sorters consisted of five Yaquis 

who were recruited through an announcement in the tribal ad

ministration compound in New Pascua. Each Yaqui sorter was 

paid $10.00. The first five persons answering the announce

ment were selected. None of these persons had participated 

in the original survey. 

The second group consisted of five low socioeconomic 

Anglos who were recruited by an adyertisement asking for low 

income people, which was placed in a local shopping flyer. 

These people were also paid $10.00 per person to do the 

soit, and again the first five persons to answ~r the ad were 

selected. 

The third group to sort the descriptions consisted 

of persons holding an M.A. degree with a major in clinical 

psychology. These persons were either serving a clinical 

internship or were working full time, and all received their 

degrees from different universities. The first five persons 

who were approached by the researcher agreed to do the sort 

and were used as sorters. This group was not paid. 

None of the sorters were told about'the nature of 

the overa 11 proj ect unti 1 after the sort was finished. In 

each case the sort was done on an individual basis and in 
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each case the same individual administered the sort, gave 

instructions and answered any questions the sorters might 

have. 

Analysis of Data 

The answer s to the open end ed ques t ions (Nos. 1-11, 

14, 15, 19, 20, 24, 25, 29, 30, 34 and 35) were subjected to 

a content analysis. Categories for the content analysis 

were selected after inspection of the data. The following 

are examples of the categories used for three questions: 

Question No. 

1. What kinds of problems 
do Yaquis have? 

2. How do you like living 
in your home? 

9. What kinds of treat
ment are available for 
people with mental 
problems? 

Categories 

1. unemployment 
2. lack of money 
3. alcohol or drugs 
4. education 
5.- transportation 
6. housing, rentals 
7. hunger, food, nutrition 
8. medical/health problems 
9. communicating with Anglos 

10. problems with children 
11. don't know 
12. no problems 
13. other 

1. like it, it's okay 
2. don't like it 

1. named clinic or hospital 
2. mental health professional 
3. unnamed clinic or hospital 
4. physician 
5. friend, relative, family 
6. native healer 
7. no or none 
8. don't know 
9. other 



46 

To determine interjudge reliability, two judges were 

given written directions involving the categories used. 

They were also given verbal instructions and were given 

three to five trial answers to classify. Interjudge relia

bility was computed for each group of categories using 

kappa, a coefficient of agreement designed for use with the 

nominal-level categories of content analysis (see Cohen, 

1960). The lowest kappa value obtained was .61 (see Ap

pendix B). 

Following the content analysis, chi-square statis

tics were computed for all questions by demographic varia

bles, by sex of interviewer, occupation of interviewer, race 

of interviewer, and length of interview. Data from the be

havioral vignette section were also compared with data from 

previously published studies which used the vignettes with 

different populations. 

Data from the sort were placed on matrices following 

an adaptation of the pLocedure use1 by Cancian (1975). A 39 

by 39 matrix was constructed for each of the three groups of 

sorters. The purpose of the matrices was to identify those 

descriptions or cards which had been placed together by.mem

bers of the same group. That is, if a Yaqui sorter had 

placed card No. 1 and card No. 23 and card No. 32 in the 

same pile, then a "1" would be entered in the matrix in each 

of the following cells: 1 and 32; 23 and 32; and 1 and 23. 

After all of the judgements for each Yaqui sorter had been 
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entered, the entries in each cell were summed so that the 

result showed the total number of times each pair of cards 

was placed together by the Yaqui group. 

The same procedure was followed for the Anglo group 

and for the M.A.'s in psychology. The information in each 

matrix was then represented by "cluster diagrams" in which 

any pair of descriptions sorted together by at least three 

persons from the group is represented. Descriptions which 

were thus sorted together are linked by bonds, resulting in 

clusters (see Cancian, 1975). In other words, if a particu-

lar description; for example No.1, were placed in the same 

pile as description No.2 by at least three Yaqui sorters, 

then it would appear on the cluster diagram as linked to No. 

2 (see Appendix C) • 

The number of sorters that could be expected to 

place any two descriptions together by random chance was 

calculated. This "raridom number" is equal to the number of 

sorters divided by the mean number of piles into which the 

descriptions were grouped (Cancian, 1975). 

After the "cluster diagrams" were made, the same 

data were analyzed to assess the degree of association among 

the piles sorted by members of the same group, and among the 

groups themsel ves, based upon whether or not other persons 

who sorted put the same cards together on the same pile. 

For this purpose, asymmetric lambda was used since it is a 

measure of association for nominal-level variables. If a 
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significant degree of association was obtained for each 

group of sorters, then a cluster analysis would be performed 

also. 



CHAPTER FIVE 

RESULTS 

Demographic Variables 

Eighty-one persons of 102 contacted responded to the 

survey. The age of respondents ranged from 18 years to 69 

yea r s • The mea nag e ~'l a s 3 5. 4, w h i 1 e the mod a 1 age was 3 7 • 0 

and the median age was 34.0 years. Seventy-fi ve percent of 

the respondents were female (~=61), and 24.7 percent were 

male (~=20). 

The educational level of respondents ranged from 0 

to 15 years of education. The mean level of education was 

9.1 years, with the median being 9.9 and the mode being 12.0 

years. No respondent over 44 years had more than 8 years of 

education, and no one under.25 years had less than 6 years 

of education. Educational level was, in fact, found to be 

significantly associated with age of respondents ( X2 = 

43.62, df = 20, E. <.002). 

In terms of length of time respondents had been liv

ing in the United States, answers ranged from 18 to 69 

years, with the mean number of years being 34.98. Thus, al

most every respondent reported living in the U.S. all 

his/her life ( X2 = 350, df = 25, E. < .001). 

Fifty-eight percent (~=47) of the respondents were 

from New Pascua. (This figure becomes 60.5 percent when the 

49 
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Table 5.1. Demographic Characteristics of Sample Popula
tion. (~= 81) 

Age 
(median) 

Education 
(median no. of years) 

Community: 

Old Pascua 

New Pascua 

Marana 

SES (H-R two-factor index) 

(median) 

No. of Years in U.S. 
(median) 

Male 
(.!!.=20) 

35.0 (24.7%) 

9 + 

2 (2.5%) 

15 (18.5%) 

3 (3.7%) 

5.0 

35.0 

Female 
(.!!.=6l) 

34.0 (75.3%) 

9 + 

16 (19.7%) 

34 (41.9%) 

11 (13.6%) 

5.0 . 

34.0 
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two respondents from South Tucson are added.) Old Pascua 

residents accounted for 22.2 percent (~=18), and Marana 

residents accounted for 17.3 percent (~=14) of the total 

number of respondents. 

The most common occupational level among these re

spondents, using Hollingshead-Redlich (1957) occupational 

scaling, was the unskilled or unemployed level (56.8 per

cent). This was followed by the semiskilled class (11.1 

percent), the skilled class (3.7 percent), and then clerical 

and sales workers (2.5 percent). 

Using the two-factor index of social position (Hol

lingshead and Redlich, 1957), one finds that 83.1 percent of 

those providing information (or 60.5 percent of all respon

dents) fell into socioeconomic level V; 13.6 percent of 

those providing information fell into level IV; and 3.4 per

cent of those providing information fell into level III. 

The length of time taken for the interviews ranged 

from 10 minutes to 110 minutes. The mean length was 35.13 

minutes, with the median being 33.0 minutes. 

The "average" respondent thus appears to have been a 

35-year-old New Pascua woman with a ninth grade education 

who is either unskilled or unemployed, and who has been in 

the United States all her life. 

Community and Family Problems 

By far the majority of respondents replied in a 

positive direction (77.8 percent; ~=63) when asked how they 
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liked living in their homes (Question No.2) and how they 

liked living in their neighborhoods (69.1 percent; ~=56) 

(Question No.3). They did, however, see the Yaqui people 

as facing some problems. A content analysis of responses to 

Question No.1, asking about the problems of the Yaquis, re

vealed that the most commonly mentioned problem· was unem

ployment (21.0 percent; ~=17), followed by alcohol and drugs 

(13.6 percent; ~=ll) (see Table B.l). (All tables of re

sults of content analysis are in Appendix B.) 

When questions became directed at problems within 

the respondent's family and problems of the respondent him/ 

herself (Questions 4 and 5), the most common response was 

that there were no problems: 50.6 percent stated that there 

were no problems in their families which bothered them 

(Table B.2), and 43.2 percent stated that there were no 

problems that he/she saw him/herself as having (Table B.3). 

Descriptions of Mental Problems 

When asked to describe behaviors which would Le con

sidered "crazy," respondents descr ibed some version of "poor 

reality testing" (e.g., "says things that don't make sense;" 

"thinks she is on Mars or someplace") more often than any 

other single category (22.2 percent; ~=18). This was the 

most frequent first response as well as being the most 

frequen t response £~~.!..!. when more than one response was 
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given (with the exception of the "miscellaneous" category) 

(see Tables B.4 and B.5). 

When asked to describe someone who had problems with 

his or her mind, 39.5 percent said they didn't know anyone 

like that. This was followed in frequency by a "miscellane

ous" group (18.5 percent), and then by descriptions of per

sons who had problems with alcohol or drug use (9.9 per-

cent) • Only 6.2 percent of the responses described someone 

who could be said to be suffering from poor reality testing 

or schizophrenic-like behavior (see Table B.4). 

The majority of respondents were unable to give any 

specific names for types of mental problems when asked to do 

so: 30.9 percent (E,=25) said they didn't know and 21.0 per

cent (E,=17) said "no" or "none." The next most frequent re

sponse was a category of colloquial terms such as "crazy," 

"nuts" or "weird" (8.6 percent, E,=7) (Table B.7). 

Treatments Available 

In answer to a question requesting the respondent to 

name kinds of treatment available for persons with mental 

problems, a content analysis revealed that the most frequent 

initial response was "don't know" ( 1 4 • 8 percent, E, = 1 2 ) • 

This was followed in frequency by a specifically named 

clinic or mental health center (13.6 percent, E,=11), and 

then by "counseling" or "counselor" (12.3 percent, E,=10). 

However, when ~! responses were totaled, the most frequent 

response was a specifically named clinic or mental health 
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center (13.6 percent of responses, ,!!=17), followed by "psy_ 

chiatrist" (12.8 percent of responses, ,!!=16), followed by 

"counselor" (12.0 percent of responses, ,!!=15) (Tables B.8 

and B.9). When both "clinic, named" and "clinic, no name" 

categories are combined, the adjusted frequency becomes 20.0 

percent (,!!=25). Similarly, when "hospital, named" and "hos

pital, no name" categories are combined, the result is 16.0 

percent of all responses (,!!=20). Thus, clinic responses are 

the most frequent and hospital responses the next most fre

quent for ~! responses totaled (some respondents gave more 

than one response to an open-ended question, while others 

just gave one). 

When asked if there are some mental problems that 

people can cure themselves, 45.7 percent (,!!=37) of the re

spondents indicated "yes. 1I Several of these respondents 

then indicated a method; the most popular method given was 

"talking to friends" (7.4 percent; ,!!=6). (See Table B.12.) 

Causes of Mental Problems 

Responses to Question N~. 10 (What causes mental 

problems?) were analyzed by content and coded into one of 23 

individual categories. These individual categories were 

also grouped into broader classifications which were adapted 

from those used by Gaviria and Wintrob (1976) and Wester

meyer and Wintrob (1979) in their classification of folk ex

planations of psychopathology. The broader classifications 
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used here were: ( 1 ) soc i a lor en vir 0 nm e n tal c a use s ; ( 2 ) 

supernatural or "cultural" causes; (3) organic causes, in

cluding alcohol and drugs; and (4) psychological causes. 

The most frequent initial response to Question No. 

10 was "don't know" (19.8 percent, !!=16). This answer was 

followed in frequency by "stress or pressure" responses 

(11.1 percent, Q=9), and then by "worrying too much" (9.9 

percent, ,!!=8) (see Table B.10). The most frequent response 

when ~..!:. responses were totaled was also "don't know" (12.0 

percent of all responses, ,!!=16), followed in frequency by 

"stress or pressure" (9.8 percent, Q=13), and then by "wor

rying too much" (9.0 percent, ,!!=12) (see Table B.1l). 

When these categories (excluding "don't know") are 

grouped into the broader classifications mentioned above, 

the following overall breakdown obtains: (1) social or en

vironmental causes, 40.6 percent of all responses (Q=54); 

(2) superna t ur a'l 0 r "cu 1 tura 1" causes, 3.0 perc en t (Q=4); 

(3) organic causes, including alcohol and drugs, 24.8 per

cent (Q=31); and (4) psychological, 19.6 percent (Q=28). 

Thus soc ia 1 and env ironmenta 1 causes appear to be favored, 

followed by psychological causes. 

Results of Sort 

Yaquis 

The answers to Question No. 6 (describing someone 

who had prob 1 ems wi th hi slher mind) were ed i ted and placed 
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The cards were then given to three groups to 

Yaqui sorters consisted of one male and four females 

with a mean age of 25.4 years. These sorters had a mean 

level of education of 11.6 years. All fell within the 

lowest socioeconomic classes (Hollingshead and Redlich, 

1957), with four in socioeconomic level IV and one in level 

V. The mean number of groups sorted by these Yaqui sorters 

was 7.8, and the mean number of cards per group was 5.63. 

Yaqui sorters spent an average of 36 minutes to do the sort. 

Following Cancian's (1975) procedure, a cluster dia

gram was made linking those descriptions of mental problems 

which were grouped together by at least three Yaqui sorters 

(see Fig. C.I). The most frequently grouped cards (the 

"strongest" cluster), although it is part of a larger clus

ter, involve cards Nos. 2,8 and 12. These cards describe 

drug related behaviors. (See Appendix C for precise content 

of all 39 cards involved in the sort.) 

Table C.2 shows the number of Yaqui sorters who 

placed a given description in the "most serious" group of 

cards. Table C.3 shows the number of Yaqui sorters who 

placed a given description in the "least serious" group of 

cards. 

Anglos 

Ang 10 sorters consisted of three males and two fe

males with a mean age of 31.2 years. The mean level of 
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Yaqui Anglos Psych M.A.s 
(~=5) (N=5) (~=5) 

Sex: 

male 1 3 2 

female 4 2 3 

Age 

(mean No. of 
years) 25.4 31.2 38.0 

Education 

(mean No. of 
years) 11. 6 10.0 21. 0 

Socioeconomic 
Level 

(H-R two-factor 
index) 4.2 5.0 1.2 
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education achieved by these sorters was 10.0 years. All of 

the Anglo sorters fell within the lowest socioeconomic 

leve1. The mean number of groups sorted by the Anglo 

sorters was 8.6, with a mean number of cards per group of 

6.36. The Anglo sorters spent an average of 26.6 minutes to 

do the sort. 

The cluster diagram of the Anglo sort appears in 

Figure C.2. The "strong" cluster of 8, 12 and 2 appears 

here again, with the addition of card No. 29. As mentioned 

above, the first three of these cards describe drug related 

behavior, and the last one (No. 29) describes alcohol re

lated behavior. 

Table C.4 gives the number of Anglo sorters who 

placed a given description in the "most serious" pile, while 

Table C.S shows the number who placed a given description in 

the "least serious" pile. 

M.A.s in Psychology 

The psychology M.A. sorters consisted of two males 

and three females with a mean age of 38.0 years. This group 

had a mean educational level of 21.0 years. Four of the 

M.A.s fell within socioeconomic level I and one was of level 

II in socioeconomic standing. They sorted the cards in~o a 

mean of 9.6 groups with 4.6 cards in each group. These 

sorters spent an average of 23.6" minutes to do the sort. 
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Table C.6 shows the number of M.A. sorters who 

placed a given card in the "most serious" pile, and Table 

C.7 shows the number placing a given card in the "least 

serious ll pile. 

Figure C.3 in Appendix C shows the result of a clus

ter d i ag r am 0 f the psycho logy M.A.s' sor t. As can be seen, 

there are more defined clusters here. Cards 8 and 12 again 

appear in the same cluster; this time, however, they are 

strongly bonded with card No. 21, which also is an alcohol

related card. 

The cluster diagrams of the three groups of sorters 

suggested that the three groups did sort the descriptions in 

ways which may be unique to their group. In order to see 

whether there were such differences, a statistical measure 

of association was computed for the groups. 

Measures of Association 

Pairwise comparisons of all possible pairs of 

sorters (within and across groups) were conducted using 

asymmetric lambda. In other words, asymmetric lambda was 

computed for each pair of sorters, regardless of which group 

they belonged to, in order to obtain a measure of associa

tion for each pair. (Asymmetric lambda measures the per

centage of improvement in the ability to predict the value 

of the dependent variable once the value of the independent 

variable is known.) Once lambda was computed for each pair 
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of sorters, then a mean lambda was computed for each of the 

three groups of sorters (Yaquis, Anglos and M.A.s). 

Lambdas for the Yaqui sorters ranged from .22 to 

.47, with a mean lambda of .30. Lambdas for the Anglo group 

ranged from .09 to .58, with a mean lambda of .36. For the 

psychology M.A.s lambdas ranged from .21 to .62, with a mean 

value of .40. The maximum value of lambda is 1.0 when, 

knowing the sorter's group, prediction can be made without 

error. Thus, here, knowing a sorter is Yaqui improves one's 

prediction by an average of 30 percent, etc. In none of 

these groups, therefore, is prediction improved by more than 

40 percent (see Table C.8). 

Because of the low degree of associations that ob

tained, the need for a cluster analysis seemed obviated and 

hence it was not performed. 

Behavioral Vignettes 

Man A ("Paranoid") 

Almost all respondents indicated that they thought 

something was wrong with Man A (95:1 percent, ~=77), and 

that he was suffering from a mental problem (90.1 percent, 

~=73). In terms of seriousness of problem, those who indi

cated that he was suffering from a mental problem most fre

quently indicated that this problem was "extremely ser ious" 

(44.0 percent of the responses, ~=33). This was followed in 

frequency by "very serious" (40.0 percent, ~=30). 
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In response to the question about what makes him act 

this way, a content analysis of the answers indicated that 

most frequently responses fell into the category "other in

dividual psychological problems" (34.6 percent, ~=28), fol

lowed by "treatment by others, poor parenting, etc." (12.3 

percent, ~=10) (Table Bo13). When grouped into the broader 

classification schema, responses occurred in the following 

percentages: (1) social or environmental, 32.9 percent; (2) 

supernatural or "cultural", 0 percent; (3) organic, includ

ing alcohol and drugs, 11.3 percent; and (4) psychological, 

44.0 percent. 

The majority of respondents indicated they would go 

for help if a family member had this problem, but 21.0 per

cent did not know where they would go (~=17). The most fre

quently reported places mentioned were specifically named 

clinics (17.3 percent, ~=14), followed by "psychiatrist" 

(11.1 percent, ~=9) '(see Table B.14). 

Over half of those responding indicated that they 

did not know anyone like this (56.8 percent, ~=46), but over 

a third of those responding said they did (37.0 percent, 

~=30) • 

Woman A ("Simple Schizophrenia") 

Two thirds of the respondents felt that there was 

something wrong with this woman's behavior (65.4 percent, 

~=53), but only 40.7 (~=33) felt that she was suffering from 

a mental problem. When those indicating that she was 
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suffering from a mental problem were asked how serious this 

mental problem was, the most frequently reported response 

was "moderately serious" (34.2 percent of the responses, 

.!!=13), followed by "mildly serious" (26.3 percent of the re

sponses, .!!=IO). 

The age of the respondent was significantly asso

ciated with the answer to "Is anything wrong with this 

woman?" (X 2 :: 10.59, df = 3,12.<.02). A larger percentage 

of those in the 25-34 year old age group said "no" (53.6 

percent, .!!=15) than said "yes" (46.4 percent, .!!=13). This 

was not true for any other age group. 

A content analysis of the answers to the question 

asking about the cause of her behavior revealed that the 

mos t frequen t I Y reported responses were "other i nd i v id.ua 1 

psychological problems" (39.5 percent, .!!=32), followed by 

"treatment by others" (11.1 percent, .!!=9) (see Table B.15). 

When the broader classifications are used, the following 

breakdown results: (1) social or environmental causes, 30.4 

percent; (2) supernatural, 0 percent; (3) organic, 3.6 per

cent; and (4) psychological, 60.7 percent. 

In regard to help seeking for a family member exhi

biting such behavior, most respondents indicated that they 

would seek help, with the most frequently mentioned sources 

being: "counselor or counseling," (7.4 percent, .!!=6), a 

specifically named clinic (6.2 percent, .!!=5), and "friend, 

relative or family" (6.2 percent, .!!=5). Fifteen percent of 
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the respondents (14.8 percent, Q=12) said they did not know 

where they would seek help, while 19.8 percent (Q=16) indi

cated "no or none" help would be sought (see Table B.16). 

The respondents were alm.ost evenly divided in re

sponse to whether they knew someone like this: 45.7 percent 

(Q=37) said yes, while 44.4 percent (Q=36) said no, and 8.6 

percent (Q=7) were unsure. 

Man B ("Alcoholism") 

Almost all respondents felt that there was something 

wrong with Man B's behavior (90.1 percent, Q=73), but less 

than half thought that he had a mental problem (46.9 per

cent, Q=38). Of those who thought he had a mental problem, 

most thought that his problem was either "very serious" 

(45.2 percent of responses, Q=19) or "extremely serious" 

(26.2 percent of responses, Q=ll). Answers regarding whe

ther or not this man had a mental problem were significantly 

associated with the community of respondent ( X2 = 6.30, 

df=2, E. < .05). The greater proportion of Marana respondents 

answered "no" to this question, but the majority of respon

dents from each of the other communities answered "yes." 

A content analysis of the responses to "What do you 

think makes him act this way?" revealed that the most com

monly reported responses fell into the category "alcohol or 

drugs" (51.9 percent, Q=42), followed by "too many problems" 

(11.1 percent, Q=9) and "other individual psychological 
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problems ll (11.1 percent, .!!=9) (see Table B.17). In broader 

terms, responses fell into the following classification of 

causes: (1) social or environmental causes, 24.3 percent; 

(2) supernatural causes, 0 percent; (3) organic causes, in

cluding alcohol and drugs, 51.9 percent; (4) psychological 

causes, 21.1 percent. 

A content analysis of the responses to the question 

about whether and where the respondent would go for help 

with this problem if a family member presented with it, 

revealed that most of the respondents would seek help with 

this problem. The most frequent source of help indicated 

was Alcoholics Anonymous or other alcoholic treatment (34.6 

percent, ,!!.=28). Almost twenty percent (19.8 percent, ,!!.=l6) 

said they did not know where they would go for help, but 

only a few respondents indicated that they would not seek 

help (8.6 percent, .!!=7) (see Table B.18). 

Three fourths of the respondents indicated that they 

know someone who acted like this (75.3 percent, .!!=61), while 

18.5 percent (,!!.=15) said they did not, and 3.7 percent (,!!.=3) 

were unsure. 

Woman B (IlCompulsive-Phobic Behavior ll
) 

Respondents were divided over whether or not they 

thought there was anything wrong with this woman: 49.4 per

cent (,!!.=40) said no, while 45.7 percent (.!!=37) said yes. 

The age of the respondent was significantly associated with 

this answer ( X2 = 8.12, df = 3, E. <.05). Respondents in 
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age groups 18-24 and 25-34 said "no" more frequently than 

"yes," whi Ie respondents in age groups 35-44 and 45-55 said 

"yes" more frequently than they said "no." 

Those who thought that there was something wrong 

with this behavior were divided over whether or not this was 

a mental problem: 22.2 percent (.!!=18) said "yes" and the 

same number said "no." Of those who thought the woman was 

suffering from a mental problem, most thought this was a 

"moderately serious" problem (40.0 percent of responses, 

.!!=8) or a "very serious" problem (30.0 percent, .!!=6). 

In regard to what makes her behave this way, the 

most frequent category into which responses fell was "other 

i nd i vjdua 1 psychol og ical problems" (37.0 percent, .!!=30) (see 

Table B.19). However, overall there was a low response rate 

for this question (missing cases = 38). In broader terms, 

responses fell into the following categories: (1) social or 

environmental causes, 16.3 percent; (2) supernatural, 0 

percent; (3) organic, 4.7 percent; and (4) psychological, 

72.1 percent. 

In response to whether and where one would go for 

help if a family member had this problem, the most commonly 

reported responses were those which fell into the category 

indicating no help would be sought (17.3 percent, .!!=14). 

This was followed by "don't know" (11.1 percent, .!!=9). This 

question also had a low response rate of approximately 50 

percent (missing cases = 40). Only 22.2 percent of all 
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respondents indicated that some help would be sought (see 

Table B.20). 

Respondents were almost evenly divided in their re-

sponses to the question asking if they knew someone who 

acted like this: yes = 4S.1 per.cent (.!!=39); no = 46.9 per

cent (.!!~3S); unsure = 1.2 percent (.!!=l). Answers to this 

question were significantly associated with the age of the 

respondent ( X2 = 10.57, df = 3, .E = .05). Respondents in 

age groups lS-24 and 25-34 said "no" more frequently than 

"yes," while respondents in the older age groups of 35-44 

and 45-54 said "yes" more frequently than they said "no." 

Boy A ("Childhood Behavioral Disorder") 

The majority of respondents indicated that they felt 

this boy did have something wrong with him (77.S percent, 

£=63), and more respondents thought that he did have a men

tal problem (39.5 percent, .!!=32) than did not (35.S percent, 

£=29). Of those who thought that he did have a mental prob-

lem, the most frequent degree of seriousness indicated by 

respondents was "very serious" (41.7 percent, n=15), fol-. -
lowed by "moderately serious" (27.S percent, .!!=10). 

When asked what makes him act this way, the respon-

dents most frequently responded with "treatment. by others, 

poor parenting, etc." (40.7 percent, .!!=33), followed by 

"family problems" (13.6 percent, .!!=ll) (see Table B.2l). 

Using broader categories, the responses fell into the 
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f 0 11 ow i n g c 1 ass i f i cat ion s : ( 1) soc i a 1 or en vir 0 nm e n tal , 

81.5 percent; (2) supernatural, 0 percent; (3) organic, 0 

percent; and (4) psychological, 12.3 percent. 

When asked whether and where they would go for help 

if someone in their family had this problem, respondents 

most often ind icated "don't know" (24.7 percent, g=20). The 

next most frequent response was that no help would be sought 

(18.5 percent, g=15), followed by "counseling" or "coun

selor" (16.0 percent, g=13) (see Table B.22). 

The majority of respondents indicated that they did 

k now s om eon eli k e t his (55. 6 per c en t, g = 4 5), wit h 3 9.5 per

cent (g=32) indicating they did not, and 2.5 percent (g=2) 

unsure. 

Folk Descriptions and Explanations 

Although there were relatively few "folk" descrip

tions or explanations of problem behavior elicited in this 

survey, most of those that were elicited were given to Yaqui 

interviewers. 

Native healers were mentioned by three respondents. 

(A sorter also referred to healers, but called them "witch 

doctors.") One of these respondents indicated that she 

would go to a healer for a mental problem before she would 

go to a doctor. She also indicated that when people suffer 

from "bad" people [witchcraft], they should go to a healer 

to get medicine and that "doctor medicine would hurt them 

more than help." When asked what a "crazy" person acts 



68 

like, she reported, "A person who is crazy wi~l hear a sound 

like a fly or bee or someone will do bad for that person, 

something evil or bad eye, and they act different." She was 

unable to give the names of specific types of mental prob

lems because, she said, the healers do not tell you the 

names. At one point she made a distinction between "mental 

health" and witchcraft, saying that she did not know about 

mental health, only about people "who do bad to others." 

The second respondent mentioning native healers sim

ply referred to "healers in our tribe" as one form of treat

ment for mental problems. 

The third respondent to include mention of healers 

indicated that a healer would be her first choice of treat

ment for Man A in the vignettes. After that, she would take 

him to a doctor. 

One respondent described what may have been tris~ 

teza: " ••• just walked around and didn't know or remember 

anything, caused from baby's death, never got better, died." 

Two responses have overtones of being folk ill

nesses. A description elicited in response to Question 6 

includes an unusual hallucination: "Yes I knew someone, 

that person just acted like he was scared, he lived by him

self, he says he saw something and this thing he said was 

dancing, it was hairy and ugly and small, he never got well 

after that. He was afraid of everything. Once he even 

accuse me of trying to kill him." Another response, 
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elicited after Question 7 was asked, describes someone as 

being "hyper, jumping allover I ike someone was in them." 

Folk explanations or causes given in this survey 

included the evil eye and witchcraft ["doing bad"] responses 

mentioned above, ana two responses to Question 10. One 

stated that if a person is cut on the head, "air can get in 

and cause mental problems." Another indicated that mental 

problems were caused when "the father and mother get mad to

gether just before he is born--all in baby's head." 

In addition to the native healers already mentioned, 

folk treatments incidentally elicited included "medicine 

t~a t was made a thorne" (i n response to Quest i on 6) and 

"going to church" (in response to Question 11), and one re

spondent suggested "taking a bath daily" (iri response to 

Question 11). 

Interviewer Effects. 

Certain characteristics of interviewers were found 

to be associated with selected items. The interviewer char

acteristics which were examined were: race of interv iewer 

(Anglo vs. Yaqui), occupation of interviewer (health worker 

vs. students), and sex of interviewer. 

Race of interview was found to be associated with 

length of interview (X 2 = 12.31, df = 2, .E = .002). (The 

majority of Yaqui-Yaqui interviews were 31 to 60 minutes 

long [81.0 percent], while the majority of Anglo-Yaqui 
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interviews ranged between 10 and 30 minutes [59.3 percent].) 

Race of interviewer was also associated with community of 

respondent ( X2 = 27.40, df = 3, E <.001). The majority of 

Anglo interviews were with persons from New Pascua (76.4 

percent), but only 19.2 percent of the Yaqui interviews were 

with residents of New Pascua. Whether or not a respondent 

gave additional responses to some open-ended questions was 

also associated with the race of interviewer. This associa

tion was found in Question No.1 (X 2 = 7.75, df = 1, .2 = 

.005) and in Question No.5 (X 2 = 5.512, df = 1, £ = .019). 

Occupation of interviewer (health worker vs. stu

dent) was found to be associated with community of respon

dent (X 2 = 43.24, df = 3, E< .001). (Students interviewed 

residents of New Pascua almost exclusively [97.3 percent], 

while only 25.0 percent of the health workers' respondents 

resided in New Pascua.) Occupation of interviewer was also 

associated with answers to Question No. 9--"kinds of treat

ment available" ( X 2 = 30.07, df = 5, £ < .001) and with 

Question No. 32--" ••• anything wrong with this boy?" ( X2 = 

4.54, df = 1, £ = .033). 

Sex of interviewer was associated with community of 

respondent (X 2 == 9.84, df = 2, E. <.01) and with answers to 

Question No. 19 (What makes Woman A act this way?) (X 2 = 

16.8, df = 2, E <.001). 
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Length of interview was found to be associated with 

responses to Question No. 16 (Do you know anyone like Man 

A?) ( X2 = 4.40, df = 1, E. < .050). 



CHAPTER SIX 

DISCUSSION 

Methodological Problems 

All the results in this study are limited by two 

methodological problems: the nonrandomness of the sample 

and interviewer effects. The nonrandom sample (only 30 per

cent of the sample were randomly selected) resulted in an 

over-inclusion of New Pascua and Marana residents, with 

fewer than anticipated from Old Pascua, and it may be re

sponsible for other unrepresentative results. 

Results were also quite dramatically influenced by 

whether an interviewer was Yaqui or Anglo and whether an 

interviewer was a full-time employee of the health program 

or a student working there part time. The Anglo inter

viewers had significantly shorter interviews and answers to 

some open-ended questions were shorter. Also, although very 

few "folk" explanations were elicited, they were given more 

often to Yaqui interviewers than to Anglo interviewers. The 

Anglo interviewers interviewed significantly more New Pascua 

residents than did the Yaqui interviewers. New Pascua is 

the largest and newest community, and it is the community 

where the offices of the health program are located; thus it 

is the most accessible to the student social workers. 

72 
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Results such as these suggest that even though 

interviewers might work in and be familiar to the community 

(as some of the Anglo interviewers were), the Yaquis are 

less verbal with them and may be more reticent about dis-

closing folk or "cultural" aspects of mental health issues. 

Demographic Comparisons 

Three times as many women responded to the survey as 

did men. This is probably due to more women being at horne 

during the working day. The only demographic data on the 

Yaqui which is available for comparison purposes is that 

compiled by the Yaqui Planning Office in 1982. These data 

are only for the community of New Pascua, but they indicate 

that the sample collected in the present study had approxi-

mately the same educational level and approximately the same 

unemployment level as that of New Pascua. The sex distribu-

tion is, of course,. discrepant as mentioned above. The 

median age is discrepant due to the fact that in the present 

study only adults were sampled. When compared to Pima 

County as a whole, the Yaquis in this sample had fewer years 

of education and more were unemployed (see Table 6.1). 

Satisfaction with Community, 
Horne and Neighborhood 

Yaqui respondents reported that their foremost com-

munity problems are unemployment and alcohol and drug use. 

These problems are almost ubiquitous among Native American 

groups. Yet it is noteworthy that McWilliams and Morris 
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Table 6.1. Characteristics of Sample Population Compared 
with Other Local Populations. 

Age 
(median) 

Sex 
(percent) 

male 

female 

Education 
(median No. of 
years) 

Unemployment 
(percent) 

Yaquis 
1981 

(~ = 81) 

34.0 
(only adults 
sampled) 

24.7 

75.3 

9.9 

< 56.8 

lNew Pascua 
Yaquis, 1982 

(~ = 796) 

16.9 

49.1 

50.9 

9.0 
(approx) 

51. 0 

2Pima County 
1981 

(~ = 1,500) 

27.4-

49.4 

50.6 

13.2 

5.7 

lPlanning Office, Yaqui Tribe, New Pascua, personal com
munication, September 1983. 

2Tucson Newspapers, Inc. and Valley National Bank, Tucson 
Trends 1982. Tucson: Author, 1982. 
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(1974) found a sample of residents on Tucson's east side 

also felt that alcohol and drug use was a most pressing so

cial problem for Tucson. 

The Yaquis surveyed here were generally satisfied 

with both their homes and their neighborhoods. When com

pared with other studies, these findings are consistent with 

those from other populations. A nationwide study by Camp

bell, Converse and Rogers (1976) on the "quality of life" 

found that most of its respondents were ei ther "very sa ti s

fied" or "completely satisfied" with both their homes and 

their neighborhoods. A Tucson study (Flynn, 1979) of 436 

primarily Anglo residents on the east side of the city also 

found that respondents replied in a generally positive di

rection when asked how satisfied they were with their neigh

borhoods and homes. Respondents tended to reply either "a 

little satisfied" or "very satisfied." 

Classification of Mental Problems 

When asked an open-ended question about names for 

specific kinds of mental problems, over half of the respon

dents indicated that they didn't know or that there lJere 

none. Of the names which were elicited, three respondents 

gave the term "loco," but other responses were English words 

(depression, paranoia, retardation, alcoholism, epilepsy, 

hypochondria, etc.). 
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When five Yaquis were asked to sort descriptions of 

Yaqui-provided mental problems, the classification systems 

elicited appeared to be individual classification systems, 

and prediction of a sorter's system was not particularly en

hanced by knowing that he/she was a Yaqui. 

These results would seem to indicate that the Yaqui 

respondents have no unique system of classifying mental 

problems. However neither the low SES Anglo nor the M.A. 

psychologists grouped the mental problems systematically 

enough to enable adequate prediction, either. These results 

may thus be due to other factors: they may be due to the 

low number of subjects in each group and/or to the fragmen

tary nature of the descriptions. Both these problems seem 

sufficient to warrant this possibility. Also, only one sort 

was elicited from each sorter, and results may have been 

different with more sorts. The question of whether Yaquis 

would classify mental problems in a way that might be dif

ferent from other groups must therefore await further re

search. 

Causes of Mental Illness 

Social or environmental explanations tended to be 

given when the question was asked, "Wha t causes menta 1 prob

lems?" (Question 10). These accounted for 41 percent of all 

responses, followed by organic explanations, including alco

hol and drugs, 25 p~rcent; psychological explanations, 19.6 

percent; and supernatural explanations, 3 percent. These 
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results differ from the two studies which used a similar 

classification system with other ethnic groups. 

Gaviria and wintrob (1976) asked 40 Puerto Ricans 

living in Connecticut what they thought caused a person to 

become crazy or to have a nervous condition. The authors 

divided the answers into categories similar to those used in 

the present study. Their results indicated that psychologi

cal explanations were favored by this group (39 percent), 

followed by biological including alcohol and drugs (34 per

cent), then sociological reasons (18 percent), and lastly 

supernatural explanations (9 percent). 

Westermeyer and Wintrob (1979) reported on 54 ex

planations given by friends and relatives of rural Laotian 

mental patients as reasons why that particular patient had 

mental problems. These explanations were then grouped into 

categories of social causes, physical causes, psychological 

causes, and supernatural causes. With this population 

supernatural causes accounted for 28 percent of the explana

tions and physical causes also accounted for 28 percent. 

Social causes were attributed to 26 percent of the explana

tions, while psychological causes were attributed to 18.5 

percent. 

Although these two studies do not report their data 

in much detail and do not give interjudge reliability data, 

it may be worth noting the discrepant results for the dif

ferent populations. Given that these three populations are 
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widely divergent culturally, the differing results should 

not be surprising. Also, Gaviria and Wintrob (1976) found 

that more supernatural explanations were subscribed to when 

they were included on a list of possible factors related to 

mental disorder, rather than when open-ended questions about 

causation were asked. In the present study, of course, the 

question was presented as open-ended. 

When these same categories were used with the 

resul ts of questions from the vignettes ("What do yOU think 

rna k e s him act t his way? "), a d iff ere n t pic t u r e em erg e s • In 

fact, although respondents tended to give social or environ

mental causes in responses to the general question of 

causation, when a particular mental problem is described the 

responses in these instances tended to fa 11 into the 

psychological category. Of the five vignettes presented, 

psychological explanations were given for three of the 

described behaviors, while a social or environmental 

explanation was given for one, and an organic explanation 

was given for one (see Table 6.2). 

Treatment for Mental Problems 

When Yaqui respondents were asked about the kinds of 

treatment available for mental health problems, their. ans

wers were quite expectedly varied, but many revealed a rela

tively good knowledge of community resources. These results 

are somewhat surprising when compared with the results of 
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Table 6.2. Percept ions of the Ca use of Menta 1 Prob1 ems 
Grouped into General Categories of Causation 
(percent) 

General 
question 

("What causes 
mental problems?) 

Man A 
( II pa ran 0 i d II ) 

Woman A 
(" simple schi zo
phrenia n

) 

Man B 
("alcoholic") 

Woman B 
("compulsi ve
phobic") 

Boy A 
("behav ior 
disorder") 

Social Super-
and natural 

Environ. 

40.6 3.0 

32.9 0.0 

30.4 0.0 

24.3 0.0 

16.3 0.0 

81. 5 0.0 

Organic 

24.8 

11. 3 

3.6 

51. 9 

4.7 

0.0 

Psycho
logical 

19.6 

44.0 

60.7 

21.1 

72.1 

12.3 
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other studies which have looked at the degree of community 

awareness of mental health services. Often studies report a 

reliance on physicians and hospitals rather than on mental 

health resources for help with mental problems. The follow

ing studies are offered as examples. 

Karno and Edgerton (1969) conducted house-to-house 

interviews with 400 Mexican-Americans and 200 Anglos in-two 

east Los Angeles communities. Vignettes were used, and one 

of the questions asked concerned recommended treatment for 

the described behavior. Although results were not reported 

in much detail, the authors suggest that the Mexican

Americans interviewed relied very heavily on their physi

cians as sources of help for mental problems. 

Heinemann, Perlmutter and Yudin (1974) conducted a 

telephone survey of 18·0 residents who lived within a half 

mile radius of six neighborhood satellite centers of a com

munity mental health center in Philadelphia. One of the 

questions respondents were asked was where they would go for 

help with the mental, nervous or emotional problem. The 

"hospital" was the most frequently given response (46 per

cent). 

Scott (1979) conducted a door-to-door study of 436 

residents in a relatively middle-class, Anglo area of 

Tucson's east side. Most of the respondents had some col-

lege education. One of the questions on the structured 

questionnaire asked, "If you felt in need of mental health 
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serv ices, where wou ld you go to find ou t about them?" 

Twelve responses were available to the respondents. The 

most frequently reported response was "physician" (31.7 per

cen t), fo 11 owed by "don't know" (2 O. 3 percen t), and then by 

"mental health center" (14.4 percent). 

By comparison, in the present study, in answer to 

what treatments are available for mental problems, the same 

percentage of respondents replied "don't know" and approxi

mately the same percentage gave a mental health center re

sponse as in the Scott study, but only 6.2 percent mentioned 

physician or doctor. 

In Scott's study when the question was asked "If a 

good friend or close relative came to you with an emotional 

or mental problem, you would recommend that he see [followed 

by twelve choices]." Again, the most frequent response 

given was "physician" (28 percent). In the present study 

the question was posed, after a vignette, "If someone in 

your family had this problem, would you go for help? If so, 

where?" The percentage of those indicating "doctor" or 

"physician" were as follows: Man A (3.7 percent), Woman A 

( 4 • 9 per c en t), Man B ( 1. 2 per c en t), Worn a n B ( 6 • 2 per c en t) , 

and Boy A (2.5 percent). In no case were physician choices 

given first (although for Woman B this was first choice af

ter "don't know" and "none" responses). 

Thus Scott's study suggests that her Tucson respon

dents rely heavily on physicians as mental health resources. 
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This was true in spite of the fact that mental health cen

ters were listed as possible alternatives, whereas in the 

present study open-ended questions were asked in these in

stances. Since IHS provided Yaqui health services, avail

ability or accessibility to medical services would not seem 

to explain this difference. 

Also somewhat unexpected were the relatively infre

quent responses which gave "family, friends or relatives" as 

a source of help for mental problems. Given the importance 

of the extended family, kin, and ritual kin relations that 

other works on the Yaqui suggest (e.g., Kelley, 1978; Spi

cer, 1980), one might expect a greater number of respondents 

mentioning kin as a primary source of aid. In fact, less 

than 2 percent of all responses to Question 9 mention 

"family, friends or relatives" as resources. 

Similarly, in the behavioral vignette section, when 

asked "If someone in your family had this problem, would you 

go somewhere for help? If so, where?" responses mentioning 

family, friends or relatives were also infrequent (Table 

6.3). They ranged from 1.2 percent (for Man A and Man B) to 

6.2 percent (for Woman A). It is possible, however, that 

responses which indicat'ed that "no help" would be sought 

carried an assumption that the problem would be handled 

within the family. These "no or none" responses to the be

ha v ioral v ignettes were frequent (a 1 ways the ~i rst, second 

or third most frequently given responses) to the question 
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Table 6.3. Types of Services Recommended for Behaviors 
Described in Vignettes (percent). (Collapsed 
from individual results in tables from Appendix 
B. ) 

Mental 
health 
services 

Medical 
services 

Alcohol 
treatment 
services 

Family, 
friends 

No help 

Don't 
know 

Man A 

45.7 

9.8 

1.2 

1.2 

9.9 

21. 0 

Woman A 

18.5 

7.4 

0.0 

6.2 

19.8 

14.8 

Man B Woman B Boy A 

17.3 9.9 19.7 

4.9 8.7 2.5 

34.6 0.0 0.0 

1.2 2.5 3.7 

8.6 17.3 18.5 

19.8 11.1 24.7 

Note: Mental health services = psychologist, psychiatrist, 
counselor, social worker or mental health clinic. 
Medical services = physician (doctor) or hospital. 
Alcohol treatment services = Alcoholics Anonymous, 
alcohol treatment center, etc. 
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which asked whether help would be solicited: Man A, 9.9 

percent (3rd most frequent); Woman A, 19.8 percent (1st); 

Man B, 8.6 percent (3rd); noman B, 17.3 percent (1st); Boy 

A, 18.5 percent (2nd). (See Appendix B for specific re

sults.) If it is true that these responses do indicate such 

behavior, then the one respondent might be accurate when he 

told the interviewer, "Yaquis seldom use counselors--they 

handle it within the family or send [their children] to 

Juvenile Hall." 

As can be seen in Table 6.3, the type of service 

recommended appears to have been carefully selected and de

pendent upon the problem presented. Mental health services 

were clearly endorsed for Man A ("paranoid"), and this is 

not surprising when 90 percent of the respondents agreed 

that he had a mental problem. 

Only 41 percent thought that Woman A ("simple 

s chi Z 0 ph r en i a") had arne n tal pro b 1 em, hen c e " no he 1 p" was 

recommended by 20 percent, with the next most frequent cate

gory being mental health services (18.5 percent). 

The alcoholic man (Man B) was reported to, have a 

mental problem by 47 percent. It is obvious from the table 

that respondents felt that alcohol-related services were 

preferable to either mental health or medical services and 

35 percent recommended them. 
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Woman B ("compulsive phobic") was seen as having a 

mental problem by only 22 percent; thus, the most frequent 

recommendation for her was that "no help" would be sought. 

Boy A ("childhood behavior disorder") was seen as 

having a mental problem by only 40 percent. However" re-

spondents did not seem to know what kind of services would 

be appropriate for him (25 percent). When services were 

recommended, mental health services were suggested (20 per-

cent). 

Behavioral Vignettes: 
Comparison with Other Studies 

Since many other studies used the Star vignettes, it 

is helpful to compare the present results with those. from 

other populations. Although studies differ in their method-

ologies, the comparisons made here are with those which 

asked the same questions as the present one. In particular, 

the studies compared are those which asked: (I) whether or 

not there was anything wrong with the behavior described, 

and/or (2) whether the person whose behavior is described 

could be said to have a "mental problem" or be II men tally 

ill. " S om est u die s did not use all the v i g net t e s 0 r did not 

report their data in sufficient detail to know the results. 

Those for which sufficient data are available for compara-

tive purposes are found tabulated in Tables 6.4 and 6.5. 

From Table 6.4 it can be seen that the 1950s studies 

differ considerably from those of later years. This has 



Table 6.4. Comparison of Studies: Percentage of Respondents Who Identified Star 
Vignettes as Describing "Mental Illness" or "Mental Problem." (Adapted 
from Dohrenwend and Chin-Shong, 1967.) 

Case 
Description 

Man A 
("paranoid") 

Woman A 
(" simple schi zo
phrenia") 

Man B 
(l a 1coho1ic") 

Woman B 
("compu1si ve

phobic behavior") 

Boy A 
("chi 1dhood be

havior disorder") 

Median Years 
Education 

1 U.S.,1950 

(!! = 3500) 

75 

34 

29 

7 

16 

9.3 

2Small Cana- 3Ba1timore 
dian Town 1960 

1951 
(!! = 178) (!! = 1736) 

69 91 

36 78 

25 62 

4 n.a. 

4 n.a. 

9.9 9.7 

4Easton, MD 
1962 

(!! = 139) 

89 

77 

63 

n.a. 

n.a. 

n.a. 

5 Wash. Hts., 
NYC,1963-

1964 
(!! = 151) 

90 

67 

41 

24 

41 

11. 7 

00 
(j\ 



Table 6.4 (continued). 

6 L.A. 7Texas 7Hispanic Yaquis, 
Chinese curanderos Mental Tucson, AZ 
Americans 1978 (?) Health Arizona, 

1975 Profes. 1981 
1978 (?) 

(!! = 100) (!! = 10) (!! = 9) (!! = 8lj 

Man A 
("paranoid") 89 10 77 80 

Woman A 
("simple schizo-

phrenia" ) 50 0 44 41 

Man B 
("alcoholic") n.a. 0 77 47 

Woman B 
("compulsive-

phobic behavior") 20 0 55 22 

Boy A 
("chi Idhood be-

havior disorder") 19 0 37 40 

l. Star, 1955. 5. Dohrenwend and Chin-Shong, 1967. 
2. Cumming and Cumming, 1957. 6. Chen, 1977. 
3. Lemkau and Crocetti, 1962. 7. Arenas, Cross and Willard, 1980. co 

-...,J 

4. Meyer, 1964. 



Table 6.5. Comparison of Studies: Percentage of Respondents who Identified Star 
Vignettes as Describing "Something wrong." 

Case 
Description 

Man A 
("paranoid") 

Woman A 
("simple schizophrenia") 

Man B 
("alcoholic") 

Woman B 
("compulsive-phobic 

behavior") 

Boy A 
("childhood behavior 

disorder") 

Median Years 
Educc...tion 

lChen, 1977. 

2Fandetti and Gelfand, 1978. 

lL.A. Chinese
Americans, 

1975 

(!! = 100) 

96 

74 

n.a. 

40 

68 

10.6 

2Italians and 
Poles, Balti
more, MD 
1976 (?) 

(!! = 100) 

97 

85 

92 

27 

82 

9.5 

Yaquis, Tucson 
AZ, 1981 

(N = 81) 

95 

65 

90 

46 

78 

9.9 

00 
00 
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been attributed to a greater sophistication on the part of 

the public since the 1950s (see Dohrenwend and Chin-Shong, 

1967). Studies numbered 3, 4 and 5 in the table are the 

most recent ones which use a general population as respon-

dents. When the Yaqui results are compared to these, it can 

be seen that the Yaqui reaction to Woman A appears to be 

more discrepant than their responses to the other vignettes. 

The Woman A vignette describes someone who is reclu-

sive, doesn't have a job, doesnit talk very much, and seems 

afraid of visitors. Sixty-five percent of the respondents 

here said they thought something was wrong, but only 41 per-

cent reported that this was a mental problem (less than any 

general population since the 1950s) and 41 percent of the 

respondents did not ~ive an answer. 

This response rate may reflect an acceptance of a 

behavior for Yaqui women that Kelley (1978) describes as 
, 

"stay-at-home women" (mujeres pegadas ~ ..!.~ ~). She de-

lineates their behavior in this way: 

Certain women continually make decisions to 
optimize their being localized in the house
hold. They do not visit much in other homes, 
or perhaps they do not 1 eave thei r own homes or 
compound sat a 11. They respond much more 
slowly than other women to economic pressures 
by seeking outside employment, and they termin
ate outside employment as soon as possible. 
They ~re unlikely to attend public ceremonials, 
confining themselves to household ceremonies of 
near relatives •••• In some respects stay-at
horne women are also close to ideal fulfillment 
of women's household roles in that they do stay 
at home and concern themselves almost exclu
sively with household affairs ••• they usually 
belong to the more traditionally oriented 



sector of Yaqui society.... They have deeply 
internalized these aspects of the women's role 
or they ha ve per son a lit i es tha t rna ke the con
tained household world the most compatible 
place for them to be (p. 67). 

90 

Two responses to Woman A lend support to the possi-

bility that this is a culturally accepted style of behavior: 

One respondent commented that "Some of us like our privacy," 

while another responded with "Sometimes this is natural." 

That a similar low percentage also appears among the 

Hispanic mental health professionals may indicate that this 

role is characteristic of many traditional Hispanic women as 

well. 

Folk Descriptions, Explanations 
and Beliefs 

As noted in the Results section, very few folk de-

scriptions or explanations were elicited. There were refer-

ences to native healers and allusions to witchcraft or evil 

eye. One response could possibly be a description of 

tristeza, but there were none which mentioned or appeared to 

.; 
describe susto, chictura or manIa. Four respondents de-

scribed attempted suicides; two involved men, but the se~ of 

the others was not reported. In only one instance was the 

method (hang ing) ind icated. Although there were references 

to sexual behaviors, there were no responses which described 

or alluded to homosexuality. 

Some responses might have been descriptions of folk 

beliefs without being labeled or recognized as such. For 
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example, three explanations of Man A's behavior ("paranoid") 

referred to his being jealous or angry. These could be re

ferences to the negative effects that strong emotions can 

produce (Shutler, 1967; Kay, 1977). Similarly, three re

sponses to Question 10 referred to not sleeping or not eat

ing as being causes of mental problems. These may be folk 

explanations as well. 

Possibly more folk descriptions and beliefs would 

have been elicited had other methods been used. Gaviria and 

Wintrob (1976), as noted above, obtained more "supernatural" 

explanations when a list including them was presented to the 

respondent and he/she was asked what percent of his commu

nity would subscribe to that explanation. Perhaps more folk 

beliefs would have been elicited if key informants had been 

used, or if all Yaqui interviewers had been used. Another 

possibility is that folk beliefs among the Tucson Yaquis 

have diminished considerably in recent years. 

Implications and Speculations. 

Some Yaqui responses here suggest that the 

Yaquis share several characteristics with other groups. 

They identify the same major problems as are present 

among many other Native American groups--unemp1oyment, 

alcohol and drug abuse. And, when asked to describe 

someone who had mental problems, a frequently appearing 

category involved alcohol and drug-related behaviors. 

They share with other minority groups underutilization 



of mental health resources available to them (e.g., 

Chen, 1977; Karno and Edgerton, 1969; Sue, Allen and 

Conway, 1. 97 8) • They are s im i 1 ar to other Amer i can 

groups in their labeling of whether or not certain 

problem behav iors are "mental problems." 
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Unlike some other groups, the Yaqui responses indi

cate that they are quite tolerant of the behavior of reclu

sive, timid women, and this may describe an accepted and 

traditional role for some Yaqui women. Also unlike some 

other groups, the Yaquis in this study do not appear to rely 

heavily on physicians or medical facilities for help with 

mental health problems. In fact, they appear to have a rea

sonably good knowledge of the local mental health clinics 

although they may not use them to the extent their popula

tion might suggest. There are some indications that the 

Yaquis continue to handle mental problems themselves or 

within their own families. But this would not necessarily 

compensate for professional help. Veroff, Kulka and Douvan 

(1981) report that a 1976 nationwide study on patterns of 

help seeking behavior found that while most people rely on 

family and friends for support during crises, "at the same 

time they frequently also turn to professional help" (p. 

44). They also found that among low income people generally 

"there is an especially high proportion who talk to neither 

formal nor informal resources about problems •••• " (p. 55). 
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Since the Yaquis here report that their main problem 

is unemployment, it is perhaps not surprising that they 

would attribute the cause of mental problems generally to 

social and environmental factors. When individual cases are 

presented, however, they tend to give other expla'nations 

and, for the cases presented here, psychological explana

tions were preferred. 

If the Yaquis are reasonably knowledgeable about 

services and they perceive mental problems as having a so

cial, environmental or psychological base, they would seem 

to be a population amenable to mental health services. But 

the available data suggest that they are underutilizing 

them. Perhaps the answer lies in the interviewer effects. 

If the Anglos who work for the health program had shorter 

answers and shorter interviews than did the Yaqui inter

viewers, this may say something about the Yaquis' perception 

of non-Yaqui s. wi 1 keson (1982) reports that a 1 though ear

lier studies have shown underutilization of mental health 

services by Mexican-Americans, more recent data show that 

this is not true for mental health care facilities that are 

designed specifically for Mexican-Americans. Perhaps the 

same phenomenon would occur if the Yaquis began their own 

mental health program as well. 

That the Yaquis do not seem to fit easily into any 

mold should not be surprising. Among U.S. Indian groups 

they are unique in being so heavily Hispanicized. But they 
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cannot be grouped together with the Mexican-Americans be

cause of important historical and cultural differences. In 

Spicer's words, "Yaqui shave 1 i ved in a wor Id apart from the 

various peoples who have dwelt beside and among them. This 

was true in the twentieth century and it was probably even 

more so in earlier centuries •••• The worlds of the Yaquis, 

the Spaniards, the Mexicans and the Anglo-Americans that 

have remained bounded and separate from one another through 

the centuries, are worlds of meaning" (1980, p. 303). The 

barrier remains in terms of mental health services, and thus 

a separate mental health program may be the answer. 

The results of the cluster diagrams suggest that the 

Yaquis may view mental health problems in a more holistic 

manner tha n either the Ang 1 0 so r ter s 0 r the M.A. psycho 10-

gists. Although all three groups tended to place alcohol 

and drug related problems together, in the Yaqui cluster 

diagram there are fewer clusters overall than in the other 

cl uster diagrams. Authors such as Fabrega and Si 1 ver 

(1973), Kleinman (1977,1980) and White (in press) maintain 

that illness concepts in other cultures cannot be examined 

through simple taxonomic methods since illness is integrally 

related to culturally determined social behaviors. Possibly 

this is reflected in the lack of differentiation made in the 

cluster diagram. The fact that there were not high statis

tical associations within these groups does not rule out the 

possibility that such associations might obtain had larger, 



representative samples been used. 

be considered as well. That 
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Another possibility must 

is that perhaps only 

"professional curers" within a culture can provide such dis

tinct classifications as those which were asked for here. 

This might account for the several discrete clusters among 

the M.A.s which were missing from the other two groups. To 

explore this possibility, enlisting Yaqui native healers to 

do a sort would be revealing. 

Among the issues that remain unresolved are the 

extent to which Yaquis rely on native healers for mental 

health problems and the extent to which Yaquis embrace tra

ditional folk beliefs concerning mental health issues. To 

accomplish such a task, it is suggested that only members of 

the native culture be used as interviewers and that forced 

choice questions which would include specific mention of 

folk beliefs and treatments be incorporated into the instru

ment. 

Conclusion 

Perhaps the most surprising results from this study 

are the relatively high awareness of services and the rela

tive similarity of the Yaquis' responses to those of other 

American groups. It must be remembered, however, that the 

population of Yaquis in the Tucson area is no longer a 

discrete population. Not only has their culture had close 

ties with the Mexican culture for hundreds of years, but 

more recently they have had close association with United 
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States bureaucracies, and this has resulted in the introduc

tion of their own bureaucracy with its concomitant ties to 

local, state and federal agencies. The educational level of 

younger members of the Yaqui people also appears to have 

risen quite dramatically in recent years. When these 

factors are considered in light of the present findings, 

what we may be seeing is a further dilution of the tradi

tional uniqueness of Yaquis as they adapt to the culture 

which surrounds them. Since cultures are almost always in 

the process of change and adaptation, this should not be 

surprising. 

Yet we must be cautious about reaching conclusions 

regarding such assimilationist tendencies. There is a 

difference between knowing how to interact with agencies of 

a dominant culture and changing fundamental, long-held 

beliefs. Another possibility is that we may be seeing an 

accommodation to the dominant society, and to the demands of 

that society, without a fundamental change in belief sys

tems. What one says to a representative from a health pro

gram (or to an Anglo physician or nurse or schoolteacher) 

may be quite different from what one may say to one's neigh

bor or children when they ask about mental health issues. 

This is particularly the case when one knows that the domi

nant society holds different health beliefs from one's own. 

When we consider that the Yaquis have had a history of 

persecution, such a defensive posture cannot be ruled out. 
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This defensiveness could be interpreted from the high 

frequency of "don't know" answers and from such individual 

responses as "sometimes this is natural." 

In all probability these results indicate a combina

tion of these two factors--an ongoing adaptation to the 

dominant culture and a reluctance to reveal folk beliefs 

which might be looked at askance by a health agency. 

Further research would be needed to parcel out the relative 

contributions of these factors. 
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SURVEY OF NEEDS AND ATTITUDES 

FOR THE YAQUI COMMUNITY 

AND THE YAQUI HEALTH PROGRAM 

TUCSON, ARIZONA 

Respondent No. __________ _ Interviewer: --------------------
Sex: M F Date of Interview: ---------
Age: ---------------------- Time Interview Began: ---------
Years of Education: Time Interview Ended: --- ---------
Occupation of Head of Household: 

Community: o N M 

-------------------------------
No. Years Respondent Has Lived 

in U.S. -------------------------

1. At this moment what kinds of problems, difficulties, 
worries, or hardships do you see the Yaqui people as hav
ing? 

2. How do you like living in your home? What are the good 
and bad things about living there? 

3. How do you like living in your neighborhood? What are 
the good and bad things about living there? 

4. Are there any problems in your family which bother you? 

5. What other kinds of problems, worries, troubles, or hard
ships do you see yourself as having? 

6. I would like you to think of someone you have known or 
known about who had problems with his or her mind (mental 
problems). Describe that person. What kinds of problems 
did he or she have? What caused his or her problems? 
Did he or she get better? 

7. A person is considered "crazy" if he or she does what? 
(What would a "crazy" person act like? How would you 
know he or she was "crazy"? List as many things as you 
can think of that he or she might do which would indicate 
that he or she was crazy.) 
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8. Are there specific names for certain kinds of mental 
problems (problems with your mind)? If so, what are 
they? How are they different from each other? 

9. What kinds of treatment are available for people with 
mental problems? (Are there certain people you can go 
to for help with mental problems? If so, who would they 
be?) 

10. What causes mental problems (troubles with your mind), 
in your opinion? 

11. Are there certain kinds of mental problems that people 
can cure themselves? If so, what are they? 
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I am thinking of a man--let's call him Martin Chavez-
who is very suspicious: he doesn't trust anybody, and he's 
sure that everybody is against him. sometimes he thinks 
that people he sees on the street are talking about him or 
following him around. A couple of times now he has beaten 
up men who didn't even know him. The other night, he began 
to curse his wife terribly; then he hit her and threatened 
to kill her because, he said, she was working against him 
too, just like everybody else. 

12. would you say there is anything wrong with this man or 
not? 

Yes 
No (if "no" go to question No. 16) 

13. If yes, would you say that this man, Martin Chavez, has 
some kind of mental problem, or not? 

Yes 
No 

If yes, how serious is his mental problem? 

Extremely serious 
Very serious 
Moderately serious 
Mildly serious 
Not serious at all 

14. What do you think makes him act this way? 
causing him to act this way?) 

(What is 

15. If someone in your family had this problem, would you go 
somewhere for help? If so, where? 

16. Do you personally know anyone who acts like this? 

Yes 
No 
Not sure 
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Now here's a young woman in her twenties--let's call her 
Jean Flores. She has never had a job, and she doesn't seem 
to want to go out and look for one. She is a very quiet 
girl; she doesn't talk much to anyone, even her own family, 
and she acts like she is afraid of people, especially young 
men her own age. She won't go out with anyone, and whenever 
someone comes to visit her family, she stays in her room un
til they leave. She just stays by herself and daydreams all 
the time and shows no interest in anything or anybody. 

17. Would you say there is anything wrong with this woman, 
or not? 

Yes 
No (if IIno" go to question No. 21) 

18. If yes, would you say that this woman, Jean Flores, has 
some kind of mental problem, or not? 

Yes 
No 

19. If yes, how seriou~ is her mental problem? 

Extremely serious 
Very serious 
Moderately serious 
Mildly serious 
Not serious at all 

19. What do you think makes her act this way? 
causing her to act this way?) 

(Wha tis 

20. If someone in your family had this problem, would you go 
somewhere for help? If so, where? 

21. Do you personally know anyone who acts like this? 

Yes 
No 
Not sure 
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How about Fred Blanco? He never seems to be able to 
hold a job very long because he drinks so much. Whenever he 
has money in his pocket, he goes on a spree; he stays out 
till all hours drinking, and never seems to care what hap
pens to his wife and children. Sometimes he feels very bad 
about the way he' trea ts hi s fami ly; he begs hi s wi fe to for
give him and promises to stop drinking, but he always goes 
off again. 

22. Would you say there is anything wrong with this man, or 
not? 

Yes 
No (if "no" go to question No. 26) 

23. If yes, would you say that this man, Fred Blanco, has 
some kind of mental problem, or not? 

Yes 
No 

If yes, how serious is his mental problem? 

Extremely serious 
Very serious 
Moderately serious 
Mildly serious 
Not serious at all 

24. What do you think mak~s him act this way? 
causing him to act this way?) 

(What is 

25. If someone in your family had this problem, would you go 
somewhere for help? If so, where? 

26. Do you personally know anyone who acts like this? 

Yes 
No 
Not sure 
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Here's a different sort of girl. Let's call her Carmen 
Munoz. She seems happy and cheerful; she's pretty, has a 
good job, and is about to marry a nice young man. She has 
loads of friends; everybody likes her and she's busy and ac
tive. However, she just can't leave the house without going 
back to see whether she left the gas stove on or not. And 
she always goes back again just to make sure she locked the 
door. And one other thing about her: she's afraid to ride 
up and down in elevators; she just won't go any place where 
she'd have to ride in an elevator to get there. 

27. Would you say there is anything wrong with this woman, 
or not? 

Yes 
No (if "no" go to question No. 3l) -28. If yes, would you say that this woman, Carmen Munoz, has 

some kind of mental problem, or not? 

Yes 
No 

If yes, how serious is her mental problem? 

Extremely serious 
Very serious 
Moderately serious 
Mildly serious 
Not serious at all 

29. What do you think makes her act this way? 
causing her to act this way?) 

(Wha tis 

30. If someone in your family had this problem, would you go 
somewhere for help? If so, where? 

31. Do you personally know anyone who acts like this? 

Yes 
No 
Not sure 
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Now I'd like to describe a twelve-year-old boy--Alex 
Rico. He's bright enough and in good health, and he comes 
from a comfortable home. But his father and mother have 
found out that he's been telling lies for a long time now. 
He's been stealing things from stores and taking money from 
his mother's purse, and he's been playing truant, staying 
away from school whenever he can. His parents are very up
set about the way he acts, but he pays no attention to them. 

32. Would you say there is anything wrong with this boy, or 
not? 

Yes 
No (if "no" go to question No. 36) 

33. If yes, would you say that this boy, Alex Rico, has some 
kind of mental problem, or not? 

If yes, how serious is his mental problem? 

Extremely serious 
Very serious 
Moderately serious 
Mildly serious 
Not serious at all 

34. What do you think makes him act this way? 
causing him to act this way?) 

(What is 

35. If someone in your family had this problem, would you go 
somewhere for help? If so, where? 

36. Do you personally know anyone who acts like this? 

Yes 
No 
Not sure 

Thank you for your time in answering these questions. 
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PROCEDURE FOR SURVEY INTERVIEWERS 

1. Don't interview your friends or relatives. 
next person on your list.) 

2. Don't interview anyone under 18. 
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(Go on to 

3. Avoid (if possible) interviewing more than one person 
from each family or household. 

4. Call first or just stop by. 

5. Introduce yourself by saying something like this: "Mr. 
Garcia? I am from the Yaqui Health Program. 
We are conducting a survey to help us get more informa
tion about the community. This information might help 
us get more money for our health program, and we think 
that it wi 11 help improve our serv ices to the communi ty. 
Do you have some time to answer some questions for us? 
This takes half an hour to an hour--do you have that 
much time? If not now, would it be possible to set up 
an appointment time to talk to you this week? ' 

* * * 
"These questions cover a wide variety of topics. I want 
to tell you that you do not have to answer any question 
that you don't want to. So, if I ask a question that 
you don't want to answer, just tell me, o.k.? I also 
want you to know that your name will not be used. No 
one's name is used. I will be writing down what you 
tell me but I will not be writing anyone's name, o.k.?" 

6. It is very important to establish good rapport. Don't 
pressure anybody into anything. 

7. Take up to one hour for each interview, unless there are 
exceptional circumstances one way or the other. (If 
someo~e seems like he or she wants to talk to you, 
please listen.) 

8 • I tis v e r y imp 0 r tan t to be!.!. ex i b .!.~; ad C'. p t tot h e i n -
d i vidual. 

9. It is very important to emphasize that no names will be 
used. 
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10. Turn finished questionnaires in to Health Office every 
week. These will be picked up from the office every 
Friday afternoon (beginning June 19). 

11. Don't hesitate to call me if you have any questions or 
problems--

John Spaulding Home phone: 327-8405 
Office phone: 626-2921 

Thank you all for your help and cooperation. 
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INSTRUCTIONS TO SORTERS 

Directions: We are studying how people classify things. 
These people described on these cards supposedly have 
problems with their minds. Please sort these descriptions 
of people into piles on the basis of similarity of problem-
that is, if two cards seem to describe the same kind of 
problem, put them into the same pile. Please do not use 
more than twenty groups or piles. If you think that there 
are some cards that do not fit into any groups, you can put 
those aside. You can use any system you want to sort the 
cards. 

When you are finished, please tell me the numbers of the 
cards in each group--for example, Group 1 might include 
cards 6, 12, 17, 18, 19,23 and 34. Then tell me why you 
put the cards in these groups. In other words, what is 
similar about the cards in Group I? in Group 2? etc. 

Now, please tell me your groups in the order of seriousness 
of the problem. -For example, tell me the number of the 
group which has the most serious problem, then the number of 
the group which has the next most serious problem, etc. 

Thank you for your help. 



APPENDIX B 

RESULTS OF CONTENT ANALYSIS 

(Tables B.l to B.22) 
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Table B.1. Rank-Ordered Results from a Content Analysis of 
Initial Responses to Question No. 1 ("At this 
moment what kinds of problems, difficulties, 
worries or hardships do you see the Yaqui people 
as having?") 

Relative Absolute 
Problem Frequency Frequency 

(percent) 

1. Unemployment 21.0 17 

2. Alcohol, drugs 13.6 11 

3. Don't know 12.3 10 

4. Money 9.9 8 

4. Nothing, none 9.9 8 

5. Education 7.4 6 

5. Other 7.4 6 

6. Housing 4.9 4 

6. Food, nutrition 4.9 4 

7. Transportation 1.2 1 

7. Medical, health 1.2 1 

7. Children 1.2 1 

TOTAL 94.9 77 

Missing cases = 4 

KaEEa (coefficient of agreement) = .61 
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Table B.2. Rank-Ordered Results from a Content Analysis of 
Initial Responses to Question No.4 ("Are there 
any problems in your family which bother you?") 

Relative Absolute 
Problem Frequency Frequency 

(percent) 

1. No problems 50.6 41 

2. Alcohol, drugs 8.6 7 

3. Relatives or fr iends 
(other than spouse) 7.4 6 

4. Health, medical problems 6.2 5 

4. Employment 6.2 5 

4. Other 6.2 5 

5. Money 3.7 3 

5. Housing 3.7 3 

6. Transportation 2.5 2 

7¥ Spouse 1.2 1 

----
TOTAL 96.3 78 

Missing cases = 3 

Ka}2}2a (coefficient of agreement) = .84 
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Table B.3. Rank-Ordered Results from a Content Analysis of 
Initial Responses to Question No. 5 ("What other 
kinds of problems, worries, troubles or hard
ships do you see yourself as having?") 

Problem 

1. No problems 

2. Health, medical 

3. Money 

4. Transportation 

5. Other 

6. Employment 

6. Education 

7. Relatives or friends 
(other than spouse) 

8. Housing 

9. Spouse 

TOTAL 

Missing Cases = 3 

Relative 
Frequency 
(percent) 

43.2 

12.3 

9.9 

7.4 

6.2 

4.9 

4.9 

3.7 

2.5 

1.2 

96.2 

Kappa (coefficient of agreement) = .81 

Absolute 
Frequency 

35 

10 

8 

6 

5 

4 

4 

3 

2 

1 

78 
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Table B. 4. Rank-Ordered Responses from a Content Anal ysis 
of Responses to Question No.6 ("I would like 
you to think of someone you have known or known 
about who had problems with his or her mind 
[mental problems]. Describe that person.") 

Problem 

1. Don't know anyone 

2. Other (miscellaneous) 

3. Alcohol and drug use 

4. Poor reality testing 

5 •. Paranoid-like behavior 

5. Physical affliction 

6. Violent, destructive 
behavior 

6. Retarded, slow learner 

7. Poor impulse control 

7. Suicidal behavior 

8. Depressed 

TOTAL 

Missing cases = 2 

Relative 
Frequency 
(percent) 

39.5 

18.5 

9.9 

6.2 

4.9 

4.9 

3.7 

3.7 

2.5 

2.5 

1.2 

97.5 

Kappa (coefficient of agreement) = .76 

Absolute 
Frequency 

32 

15 

8 

5 

4 

4 

3 

3 

2 

2 

1 

79 
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Table B.5. Rank-Ordered Results from a Content Analysis of 
Initial Responses to Question No.7 ("A person 
is considered 'crazy' if he or she does what?") 

Problem 

1. Poor reality testing 

2. Otper (miscellaneous) 

3. Don't know 

4. Violent, destructive 
behavior 

5. Sexual behavior problem 

5. Depression 

5. Poor impulse control 

6. Alcohol or drug use 

6. Delinquent-type behavior 

6. Paranoid behavior 

7. Suicidal behavior 

7. Spell, curse, evil eye 

7. Retarded, slow learner 

TOTAL 

Missing cases = 6 

Relative 
Frequency 
(percent) 

22.2 

21. 0 

17.4 

8.6 

3.7 

3.7 

3.7 

2.5 

2.5 

2.5 

1.2 

1.2 

1.2 

91.4 

Kappa (coefficient of agreement) = .70 

Absolute 
Frequency 

18 

17 

14 

7 

3 

3 

3 

2 

2 

2 

1 

1 

I 

75 
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Table B.6. Rank-Ordered Responses from a Content Analysis 
of All Responses to Question No.7 ("A person is 
considered 'crazy' if he or she does what?") 

Problem 

1. Other (miscellaneous) 

2. Poor reality testing 

3. Violent, destructive 
behavior 

4. Don't know 

5. Poor impulse control 

6. Sexual problem 

7. Delinquent-type behavior 

7. Suicidal behavior 

8. Alcohol or drug use 

B. Depression 

9. Paranoid behavior 

9. Spell, curse, evil eye 

10. Retarded, slow learner 

TOTAL 

Relative 
Frequency 
(percent) 

20.1 

19.2 

14.4 

13.5 

7.7 

6.7 

3.8 

3.8 

2.9 

2.9 

1.9 

1.9 

1.0 

100.0 

Kappa (coefficient of agreement) = .64 

Absolute 
Frequency 

21 

20 

15 

14 

8 

7 

4 

4 

3 

3 

2 

2 

1 

104 
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Table B. 7. Rank-Ordered Responses from a Content Analysis 
of Responses to Question No.8 ("Are there spe
cific names for certain kinds of mental problems 
[problems with your mind]? If so, what are 
they?"). 

Problem 

1. Donlt know 

2. No or none 

3. Other 

4. "Crazy", "nuts", "weird" 

5. Depression 

6. Loco 

7. Paranoid 

7. Retardat.ion 

8. Alcoholism 

8. Epilepsy 

8. Stress 

8. Hypochondria 

TOTAL 

Missing cases = 5 

Relative 
Frequency 
(percent) 

30.9 

21. 0 

13.6 

8.6 

6.2 

3.7 

2.5 

2.5 

1.2 

1.2 

1.2 

1.2 

93.8 

Kappa (coefficient of agreement) = .85 

Absolute 
Frequency 

25 

17 

11 

7 

5 

3 

2 

2 

1 

1 

1 

1 

76 
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Table B.8. Rank-Ordered Responses from a Content Analysis 
of Initial Answers to Question No.9 ("What 
kinds of treatment are available for people with 
mental problems [problems with your mind]?"). 

Relative Absolute .. 
Problem Frequency Frequency 

(percent) 

1. Don't know 14.8 12 

2. Clinic (named) 13.6 11 

3. Counselor, counseling 12.3 10 

4. Psychiatrist 9.9 8 

4. Other 9.9 8 

5. Hospital (named) 7.4 6 

5. No or none 7.4 6 

6. Hospital (no name) 6.2 5 

6. Doctor 6.2 5 

7. Clinic (no name) 4.9 4 

8. Psychologist 2.5 2 

9. Native healer 1.2 1 

9. Social worker 1.2 1 

TOTAL 97.5 79 

Missing cases = 2 

KaEEa (coefficient of agreement) = .80 
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Table B.9. Rank-Ordered Responses from a Content Analysis 
of All Answers to Question No. 9 (IIWhat kinds of 
treatment are available for people with mental 
problems?") • 

Problem 

1. Clinic (named) 

2. Psychiatrist 

3. Counselor, counseling 

4. Hospital (named) 

5. Donlt know 

6. Doctor 

7. Other (miscellaneous) 

7. Clinic (no name) 

8. Hospital (no name) 

9. No, none 

10. Native healer 

11. Psycholoqist 

11. Friend, relative, family 

12. Clergyman 

12. Social worker 

TOTAL 

Relative 
Frequency 
(percent) 

13.6 

12.8 

12.0 

10.4 

9.6 

8.8 

6.4 

6.4 

5.6 

4.8 

2.4 

1.6 

1.6 

0.8 

0.8 

100.0 

Kappa (coefficient of agreement) = .73 

Absolute 
Frequency 

17 

16 

15 

13 

12 

11 

8 

8 

7 

6 

3 

2 

2 

1 

1 

125 
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Table B.lO. Rank-Ordered Responses from a Content Analysis 
of Initial Answers to Question No. 10 ("What 
causes mental problems [problems with your mind] 
in your opinion?"). 

Relative 
Problem Frequency 

(percent) 

1. Don't know 19.8 

2. Stress or pressure l~.l 

3. Worrying too much 9.9 

4. Family problems 8.6 

5. Problems other than family 7.4 

5. Other individual psycho-
logical problems 7.4 

6. Other environmental problems 6.2 

6. Alcohol or drugs 6.2 

7. Birth defects 4.9 

8. Depression 3.7 

8. Not expressing self 3.7 

9. Treatment by others, 
poor parenting, etc. 2.5 

10. Unemployment, no money 1.2 

10. Loss of someone 1.2 

10. Parents got mad before 
child was born 1.2 

10. Beating up a pregnant woman 1.2 

10. Doing evil or bad things 1.2 

10. Head injuries 1.2 

TOTAL 98.6 

Absolute 
Frequency 

16 

9 

8 

7 

6 

6 

5 

5 

4 

3 

3 

2 

1 

1 

1 

1 

1 

1 

80 

Missing cases = 1 Kappa (coefficient of agreement) = .82 
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Table B.ll. Rank-Ordered Responses from a Content Analysis 
of All Answers to Question No. 10 (IIWhat causes 
mental problems [troubles with your mind] in 
your opinion?"). 

Problem 

I. Don't know 
2. Stress or pressure 
3. Worrying too much 
3. Alcohol or drugs 
4. Problems other than family 

4. Family problems 
5. Other individual psycho-

logiqal problems 
6. Other environmental 

problems 
7. Birth defects 
8. Unemployment or lack of 

money 

9. Poor parenting, etc. 
10. Depression 
lI. Not eating or not sleeping 
11. Head injuries 
12. Loss of someone 

12. Other organic problems 
12. Being jealous or angry 
13. Parents got mad before 

child was born 
13. Beating up pregnant woman 
13. Doing evil or bad things 

13. Lack of religion 
13. Premature birth 

TOTAL 

KaEEa (coefficient of agreement) 

Relative 
Frequency 
(percent) 

12.0 
9.8 
9.0 
9.0 
7.5 

7.5 

6.8 

6.0 
5.3 

4.5 

3.8 
3.0 
2.2 
2.2 
1.5 

1.5 
1.5 

0.8 
0.8 
0.8 

0.8 
0.8 

100.0 

= .75 

Absolute 
Frequency 

16 
13 
12 
12 
10 

10 

9 

8 
7 

6 

5 
4 
3 
3 
2 

2 
2 

1 
1 
1 

1 
1 

133 
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Table B.12. Rank-Ordered Responses from a Content Analysis 
of Stated Methods of Self-Care of Mental Prob
lems from Question No. 11 ("Are there certain 
kinds of mental problems that people can cure 
-themse 1 ves? ") • 

Problem 

1. Talk to friends 

2. Become more active 

2. Stop drinking 

3. Other (miscellaneous) 

4. Get a job 

5. Through medication 

5. Through spiritual help 

TOTAL 

Missing cases = 56 

Relative 
Frequency 
(percent) 

7.4 

6.2 

6.2 

3.7 

2.5 

1.2 

1.2 

30.9 

Kappa (coefficient of agreement) = .73 

Absolute 
Frequency 

6 

5 

5 

3 

2 

1 

1 

25 
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Table B.13. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 14 ("What do you 
think makes him [Man A] act this way?"). 

Problem 

1. Other individual psycho
logical problems 

2. Treatment by others 

3. Don't know 

4. Alcohol or drugs 

4. Other environmental 
problems 

5. Stress or pressure 

5. Being jealous or angry 

6. Too many problems 
(other than family) 

6. Family problems 

6. Unemployment, no money 

7. Head injuries 

7. Birth defects 

7. Other organic problems 

7. Worrying too much 

7. Not expressing self 

TOTAL 

Missing cases = 5 

Relative 
Frequency 
(percent) 

34.6 

12.3 

11.1 

7.4 

7.4 

3.7 

3.7 

2.5 

2.5 

2.5 

1.2 

1.2 

1.2 

1.2 

1.2 

93.7 

Kappa (coefficient of agreement) = .76 

Absolute 
Frequency 

28 

10 

9 

6 

6 

3 

3 

2 

2 

2 

1 

1 

1 

1 

1 

76 
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Table B.14. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 15 ("If someone in 
your family had this problem, would you go some
where for help? If so, where?"). 

Problem 

1. Don't knoy] 

2. Clinic, named 

3. Psychiatrist 

4. No or none 

5. Counselor, counseling 

6. Clinic, no name 

7. Hospital, no name 

8. Doctor 

9. Psychologist 

10. Hospital, named 

10. Native healer 

10. Clergyman 

10. Alcoholics Anonymous, etc. 

10. Social worker 

10. Friend, relative, family 

10. Police, court, etc. 

10. Prayer 

10. Other 

TOTAL 

Missing cases = 3 

Relative 
Frequency 
(percent) 

21. 0 

17.3 

11.1 

9.9 

8.6 

6.2 

4.9 

3.7 

2.5 

1.2 

1.2 

1.2 

1.2 

1.2 

1.2 

1.2 

1.2 

1.2 

96.0 

Absolute 
Frequency 

17 

14 

9 

8 

7 

5 

4 

3 

2 

1 

1 

1 

1 

1 

1 

1 

1 

1 

78 
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Table B.1S. Rank-Ordered Responses from a Content Anal ysis 
o fAn s w e r s to Que s t ion No. 19 ( "Wh a t do you 
thinlt makes her [Woman A] act this way?"). 

Problem 

1. Other individual psycho
logical problems 

2. Treatment by others 

3. Family problems 

3. Other environmental 
problems 

4. Don't know 

5. Depression 

6. Birth defects 

6. Other organic problems 

TOTAL 

Missing cases = 25 

Relative 
Frequency 
(percent) 

39.5 

11.1 

4.9 

4.9 

3.7 

2.5 

1.2 

1.2 

70.0 

Kappa (coefficient of agreement) = .69 

Absolute 
Frequency 

32 

9 

4 

3 

2 

1 

1 

56 
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Table B.16. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 20 ("If someone in 
your family had this problem, would you go some
where for help? If so, where?"). 

Relative Absolute 
Problem Frequency Frequency 

(percent) 

1. No or none 19.8 16 

2. Don't know 14.8 12 

3. Counselor or counseling 7.4 6 

4. Clinic, named 6.2 5 

4. Friend, relative, family 6.2 5 

5. Doctor 4.9 4 

6. Psychiatrist 3.7 3 

7. Hospital, no name 2.5 2 

8. Clergyman 1.2 1 

9. Clinic, no name 1.2 1 

10. Other 1.2 1 

TOTAL 69.1 56 

Missing cases = 25 
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Table B.17. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 24 ("What do you 
think makes him [Man B] act this way?"). 

Problem 

1. Alcohol or drugs 

2. Too many problems 

2. Other individual psycho
logical problems 

3. Family problems 

4. Unemployment, lack of 
money-

4. Other environmental 
problems 

4. Depression 

4. Don't know 

5. Loss of someone 
or something 

5. Being jealous or angry 

TOTAL 

Missing cases = 7 

Relative 
Frequency 
(percent) 

51. 9 

11.1 

11.1 

4.9 

2.5 

2.5 

2.5 

2.5 

1.2 

1.2 

91.4 

Kappa (coefficient of agreement) = .70 

Absolute 
Frequency 

42 

9 

9 

4 

2 

2 

2 

2 

1 

1 

74 



127 

Table B.18. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 25 ("If someone in 
your family had this problem, would you go some
where for help? If so, where?"). 

Relative 
Problem Frequency 

(percent) 

1. Alcoholics Anonymous, alcohol 
treatment center, etc. 34.6 

2. Don't know 19.8 

3. No or none 8.6 

4. Clinic, no name 7.4 

4. Counselor, counseling 7.4 

5. Other 3.7 

6. Clinic, named 2.5 

6. Hospital, no name 2.5 

7. Hospital, named 1.2 

7. Doctor 1.2 

7. Friend, relative, family 1.2 

7. Police, court, etc. 1.2 

TOTAL 91.4 

Missing cases = 7 

Absolute 
Frequency 

28 

16 

7 

6 

6 

3 

2 

2 

1 

1 

1 

1 

74 
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Table B.19. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 29 ("What do you 
think ~akes her [Woman B) this way?"). ' 

Problem 

l. Other individual psycho-
logical problems 

2. Other environmental 
problems 

2. Don1t know 

3. Other organic problems 

4. Too many problems 

4. Family problems 

4. stress of pressure 

4. Treatment by others 

4. Worrying too much 

TOTAL 

Missing cases = 38 

KaEEa (coefficient of agreement) 

Relative 
Frequency 
(percent) 

37.0 

3.7 

3.7 

2.5 

1.2 

1.2 

1.2 

1.2 

1.2 

53.1 

= .82 

Absolute 
Frequency 

30 

3 

3 

2 

1 

1 

1 

1 

1 

43 
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Table B.20. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 30 ("If someone in 
your family had this problem, would you go some
where for help? If so, where?"). 

Relative Absolute 
Problem Frequency Frequency 

(percent) 

l. No or none 17.3 14 

2. Don't know 11.1 9 

3. Doctor 6.2 5 

4. Psychiatrist 3.7 3 

5. Clinic, named 2.5 2 

5. Counselor, counseling 2.5 2 

5. Hospital, no name 2.5 2 

5. Friend, relative, family 2.5 2 

6. Clinic, no name 1.2 1 

6. Other 1.2 1 

TOTAL 50.7 41 

Missing cases = 40 
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Table B.21. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No~ 34 ("What do you 
think makes him [BoY.A] act this way?"). 

Problem 

1. Treatment by others 
(poor parenting, etc.) 

2. Family problems 

3. Other environmental 
problems 

3. Other individual psycho
logical problems 

4. Don't know 

5. Too many problems 

5. Unemployment, no money 

5. Not expressing self 

TOTAL 

Missing cases = 16 

Relative 
Frequency 
(percent) 

40.7 

13.6 

8.6 

8.6 

4.9 

1.2 

1.2 

1.2 

80.0 

Kappa (coefficient of agreement) = .66 

Absolute 
Frequency 

33 

11 

7 

7 

4 

1 

1 

1 

65 
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Table B.22. Rank-Ordered Responses from a Content Analysis 
of Answers to Question No. 35 ("If someone in 
your family had this problem, would you go some
where for help? If s~, wehre?"). 

Problem 

1. Don't know 

2. No or none 

3. Counselor, counseling 

4. Police, court, etc. 

4. Other 

5. Friend, relative, family 

6. Clinic, no name 

6. Doctor 

7. Clinic, named 

TOTAL 

Missing cases = 17 

Relative 
Frequency 
(percent) 

24.7 

18.5 

16.0 

4.9 

4.9 

3.7 

2.5 

2.5 

1.2 

78.9 

Absolute 
Frequency 

20 

15 

13 

4 

4 

3 

2 

2 

1 

64 



APPENDIX C 

RESULTS OF SORT 

1. Content of Cards (Table C.l) 

2. Tables of "Most Serious" and "Least 
Serious" Groups (Tables C.2 to C.?) 

3. Cluster Diagrams (Figures C.l to C.3) 

4. Asymmetric Lambda Values (Table C.S) 
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Table C.l. Content of Cards Used in Sort (from answers to 
Question No.6). 

1. This person had problems with suicide or killing his 
family or friends. He went to Fort Grant. He feels he 
is a black sheep. He is getting better. 

2. This person sits and stares at the wall. He acts 
scared. I think he had taken drugs. He is better now 
after his hospitalization. 

3. This woman had a stroke. She imagined things. She 
never got better. Later she died. 

4. A friend of mine was sick. She used to drink medicine 
that was made at home. A lady used to come and see 
her. 

5. This person just acted like he was scared. He lived by 
himself. He says he saw something and this thing he 
said was dancing. It was hairy and ugly and small. He 
never got well after that. He was afraid of every
thing. Once he even accused me of trying to kill him. 

6. This person bothers me a lot. She is an adult but acts 
like a child. Her parents keep her at home. I think 
she doesn't like me or anyone. I think she needs help. 

7. [This number was not used.] 

8. This person used drugs. He was very violent. He also 
laughed a lot. He is now under a doctor's care. 

9. This one has family problems. She was four years in a 
mental hospital. She also got help from La Frontera. 
She had alcohol problems. She got divorced, but she is 
still with her husband. Now she is better but she 
still has a tendency to go back to her problems. 

10. This person acts like a little kid. He is in senior 
high school but he is doing first grade work. He 
hasn't gotten any better. 

11. This person will hit you with anything, and she gets 
violent, scratches, kicks, and pulls your hair out 
without any reason. She can't talk and is hard to un
derstand. She had arthr i tis or M.S. or something like 
that. 
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Table C.l (continued). 

12. This man saw people that weren't there. The cause of 
this was taking drugs and drinking something at the 
same time. He would chase people around with an axe or 
anything without any reason. He didn't hurt anyone. 
Since then he did get better. 

13. This man does things that he's not supposed to do. He 
left his family without telling them or sending any 
money to help his wife. He had pressure from work and 
family problems. He didn't get any better. 

14. This girl is nice, open, and fun to be with, but she 
has problems. Her adopted mother didn't act like she 
wanted her. She didn't get any better. 

15. This' woman is always lying and she thinks that she is 
sick. The cause is insanity. She got better by having 
people show trust in her. 

16. This person talks like she might be talking with her 
little brother. But it couldn't be him. There is no 
one there. I don't know what the cause is or if she 
got any better. 

17. This man was not very crazy. 
It happened when he got old. 

He wasn't born with it. 
He really wasn't crazy. 

18. He is mentally retarded. I'm not sure what caused it. 
He has been going to school. He is doing better now. 

19. This one just walked around and didn't know anything or 
remember anything. It was caused from a baby's death. 
This person never got any better and finally died. 

20. This person had epilepsy. It was caused by brain dam
age. Later he did get better. 

21. This man used to drink a lot. He was a priest. He 
took on too many of other people's problems. He did 
get better. 

22. She is very nervous. He had family problems and has 
been on medication for eighteen years. She got better. 

23. This person was born with this problem. He fights for 
no reason. He gets upset for no reason. He is getting 
better. He is seeing a doctor and is taking medica
tion. 
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Table C.l (continued). 

24. This person was wandering arQund~ I don't know what 
caused it. She was put in a srecial home and she got 
better. 

25. He was hyperactive and lookeq at you funny. I'm not 
sure what caused it and I'm no~ sure if he got better. 

26. This person was slow and had l~arning problems. He had 
depression. It was caused by lacklof work. 

27. This person had recurring dreams about her mother. 
This was caused by her mother's death. She got better. 

28. This person was born with a cleftl palate. The doctor 
corrected it. 

29. His problems were caused by ~rinking. He didn't get 
any better. 

30. This woman is an older woman w1:l0 wears a winter jacket, 
boots, and a hat in the middle of summer. I don't know 
her~ I have just seen her in the streets. 

31. This man was molesting a young lady while she was wait
ing for a bus to come. There were other people around 
but he just didn't seem to care. 

32. This person used to walk the s~reets screaming at imag
inary people. He was in the state hospital once. They 
said he was better. He was oqt for a while, but he's 
back in there now. 

33. This person never associates with anyone. He has prob
lems. I don't know what caused this. 

34. She is paranoid. And she cries andl walks with a float
ing style. I think depression caused this and I think 
she got better. 

35. This man was insecure and unspre !of himself. He was 
always thinking that somebody was after him. He was 
always on the run. I don't thipk he got any better. 

36. This man is a little out of ~he track. He fights a 
lot. He was born that way, I ~:hin!k. He left the area 
and his family. 

37. This boy is ten years old, but }:le is still having potty 
problems. He just looks and stares. 
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Table C.1 (continued). 

38. This girl is very confused. She is now out of the hos
pital. I don't know if she is better or what caused it. 

39. This person is childish. She fights sometimes. Some
times she is happy. She is quite withdrawn. I don't 
know why she is like this. 

40. This person talks funny. I think it is caused by the 
family. He didn't get any better. I don't know why. 
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Table C.2. Number of Yaqui Sorters Placing Given Card in 
"Most Ser ious" Group of Menta 1 Problem Descr ip
tions. 

Number of 
Sorters 

5 

4 

3 

2 

1 

Card Identification Numbers 

8, 12, 24 

2, 27, 31, 32, 33, 34, 35 

1, 3, 4, 5, 6, 9, 10, 11, 13, 16, 18, 19, 29, 30 

Table C.3. Number of Yaqui Sorters Placing Given Card in 
"Least Serious" Group of Mental Problem Descrip
tions 

Number of 
Sorters 

5 

4 

3 

2 

1 

Card Identification Numbers 

20, 28 

3, 14, 17, 25 

19, 23, 30, 33, 36, 38, 40 
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Table C.4. Number of Anglo Sorters Placing Given Card in 
"Most Serious" Group of Mental Problem Descrip
tions 

Number of 
Sorters Card Identification Number 

5 8, 12 

4 

3 2, 29 

2 1, 11, 19, 21 

1 5, 14, 15, 16, 17, 18, 23, 25, 26, 30, 32, 36, 
37,38,40 

Table C.5. Number of Anglo Sorters Placing Given Card in 
"Least Serious" Group of Mental Problem Descrip
tions. 

Number of 
Sorters 

5 

4 

3 

2 

I 

Card Identification Numbers 

4, 17, 27, 28 

3, 9, 14, 15, 16, 19, 20, 22, 32 
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Table C.6. Number of Psychology M.A. Sorters Placing Given 
Card in "Most Serious" Group of Mental Problem 
Descriptions . 

Number of 
Sorters 

5 

4 

3 5, 11, 33, 35 

Card Identification Numbers 

2 16, 17, 30, 31, 34, 37, 38 

1 1, 2, 3, 4, 16, 17, 30, 31, 37, 38 

Table C.7. Number of Psychology M.A. Sorters Placing Given 
Card in "Least Serious" Group of Mental Problem 
Descriptions. 

Number of 
Sorters 

5 

4 

3 

2 28 

1 3, 10, 15, 19 

Card Identification Numbers 
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Table C.8. Asymmetric lambda values for each pair of sorters (measuring de
gree of association between results of each sort). 

Yaquis Anglos 

2 3 4 5 1 2 3 4 5 

1 .22 .47 .39 .25 .28 .47 .28 .25 .30 
2 .37 .21 .26 .33 .44 .11 .17 .30 
3 .22 .36 .39 .62 .33 .33 .39 
4 .25 .54 .64 .18 .11 .35 
5 X = .300 .32 .68 .25 .33 .17 

1 .58 .30 .29 .21 
2 .53 .50 .'56 
3 .25 .26 

4 .09 
5 X = .357 

1 
2 
3 
4 

---~-~~ 5 

M.Aes 

1 2 3 4 5 

.44 .47 .41 .30 .25 

.26 .30 .37 .30 .11 

.54 .56 .47 .33 .25 

.36 .54 .54 .25 .25 

.36 .46 .54 .28 .07 

.35 .39 .42 .18 .39 

.62 .64 .75 .41 .43 

.23 .33 .40 .15 .25 

.29 .42 .46 .17 .17 

.21 .43 .48 .30 .22 

.396 

No. of 
Groups 

8 
7 

12 
5 
7 

10 
17 

8 
5 
3 

7 

, ...... 
~ 
w 
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