
WHITE MOUNTAIN APACHE HEALTH AND ILLNESS: AN
ETHNOGRAPHIC STUDY OF MEDICAL DECISION-MAKING

Item Type text; Dissertation-Reproduction (electronic)

Authors Everett, Michael Wayne, 1943-

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 26/05/2023 10:10:26

Link to Item http://hdl.handle.net/10150/290261

http://hdl.handle.net/10150/290261


71^14,512 

EVERETT, Michael Wayne, 1943-
WHITE MOUNTAIN APACHE HEALTH AND ILLNESS: 
AN ETHNOGRAPHIC STUDY OF MEDICAL 
DECISION-MAKING. 

University of Arizona, Ph.D., 1971 
Anthropology 

University Microfilms, A XEROX Company, Ann Arbor, Michigan 

(•£) COPYRIGHTED 

BY 

MICHAEL WAYNE EVERETT 

1971 

iii 

THIS DISSERTATION HAS BEEN MICROFILMED EXACTLY AS RECEIVED 



WHITE MOUNTAIN APACHE HEALTH AND ILLNESS: 

AN ETHNOGRAPHIC STUDY OF MEDICAL DECISION-MAKING 

by 

Michael Wayne Everett 

A Dissertation Submitted to the Faculty of the 

DEPARTMENT OF ANTHROPOLOGY 

In Partial Fulfillment of the Requirements 
For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

19 7 1 



THE UNIVERSITY OF ARIZONA 

GRADUATE COLLEGE 

I hereby recommend that this dissertation prepared under my 

direction by MICHAEL WAYNE EVERETT 

entitled White Mountain Apache Health and Illness: 

An Ethnographic Study of Medical Decision Making 

be accepted as fulfilling the dissertation requirement of the 

degree of Doctor of Philosophy 

„ , t 
Dissertation Director Date 

After inspection of the final copy of the dissertation, the 

following members of the Final Examination Committee concur in 

its approval and recommend its acceptance:" 

K. My//. se Ai>/7C> 

/?a/7<• 

r • -*-*i te(\*h 

/ohfho 

This approval and acceptance is contingent on the candidate's 
adequate performance and defense of this dissertation at the 
final oral examination. The inclusion of this sheet bound into 
the library copy of the dissertation is evidence of satisfactory 
performance at the final examination. 



STATEMENT BY AUTHOR 

This dissertation has been submitted in partial fulfillment of 
retirements for an advanced degree at The University of Arizona and 
is deposited in the University Library to be made available to bor
rowers under rules of the Library. 

Brief quotations from this dissertation are allowable without 
special permission, provided that accurate acknowledgment of source 
is made. P.eouests for permission for extended quotation from or 
reproduction of this manuscript in whole or in part may be granted by 
the copyright holder. 

SIGNED 



PREFACE 

The ten months of field work upon which this study is based 

were carried out on the Fort Apache Indian Reservation in east-central 

Arizona, home of the White Mountain Apaches. During this period of 

time, my wife and I lived first in VJbiteriver, the largest of the 

three communities investigated, and then for the remainder of the 

project resided in the nearby district of East Fork. As a result of 

this residence pattern, we were able to maintain intimate contact with 

Apaches and Anglos in both communities at all times. Less familiarity 

was afforded with respect to Seven Mile, since formal interviewing 

was the primary basis for establishing knowledgeable relations. 

This field work was financially supported by various sources. 

Research expenses were defrayed by a generous Comins Fund award from 

the Department of Anthropology and by a special fund kindly set aside 

by the Graduate College at The University of Arizona. A subsistence 

stipend was available as part of a two year pre-doctoral fellowship 

in anthropology from the U.S. Steel Foundation. 

Several individuals are responsible for the final form of the 

dissertation itself. Dr. Jerrold E. Levy, of Portland State University, 

provided impetus for my interest in medical anthropology and first 

introduced me to the notion of decision-making as an ethnographic 

concept. These directions have been developed through a close working 

relationship with Dr. Levy and Stepehn J. Kunitz, N.D., over the past 

several years. 
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If these colleagues are responsible for the broad topical 

orientation of Try work, it is my dissertation advisor, Dr. Keith H# 

Basso, who crystalized these interests into their present form. Dr. 

Basso not only suggested field work at Fort Apache, but expertly guided 

it at every turn. Moreover, he is responsible for taking the somewhat 

unorganized ideas of a young anthropologist and molding them into a 

set of workable principles for conducting rigorous ethnographic field 

work and evaluating the result of such work in formal methodological 

terms. The critical comments and valuable suggestions ardously made 

by the other members of the dissertation committee, Drs. Jane Hainline 

Underwood, and Thomas Weaver, are also clearly reflected in the final 

form of this report. To Dr. Edward H. Spicer, a former committee mem

ber, much appreciation is expressed for his meticulous editing of the 

original manuscript. 

Actual field work was facilitated initially by the kind co

operation of the White Mountain Apache Tribal Chairman, Mr, Ronnie 

Lupe, the Vice-Chairman, Mr. Fred Banashley, and the Tribal Council. 

Without the diligent interpreting services of Edwin Longstreet of East 

Fork and Riley Way, Sr. of Whiteriver, the study as it stands would 

not have been possible in view of my inadequate knowledge of the Apache 

language. Raymond Endfield, Jr., through long, scholarly discussions 

with regard to his native culture, provided me with insight into the 

problem at hand. A great debt is owed to the Apache people themselves, 

who, despite all they have suffered at the hands of Whites both past 

and present, were at all times friendly and cooperative toward that 

"medicine guy." 
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Certain others also contributed valuable assistance to the 

study. Mr. Dick Cooley, the perennial mentor of anthropologists at 

Fort Apache, served as a gentle but firm reminder that the expertise 

developed by anthropological field work is not an accurate measure of 

a man. Mr. Philip Greenfeld, fellow student and field worker, pro

vided an eager sounding board for long discourses on my work and ideas. 

Without the aid of Mr. John Dieteman, of the U.S. Public Health Ser

vice, the problems of a reliable household survey and population 

census would have been overwhelming. Appreciation is due the U.S.P. 

H.S. Whiteriver Hospital staff for its interest and cooperation and 

the U.S.P.H.S. Phoenix Area Research Committee for its permission to 

utilize medical records at Whiteriver. 

Throughout the field work, which she enjoyed immensely, and 

throughout the writing of this report, which she patiently endured, 

my wife provided unwavering support and encouragement. Thanks are due 

also to Mrs. Hazel Gillie for her thoughtful attention in typing this 

manuscript and to Mrs. Joyce Rehm for her capable illustrations. 

More than anyone else, two individuals are responsible for my 

non-academic commitment to this project, and it was with them always 

in mind that guided both field work and writing. So meaningful was my 

relationship with these individuals that I would like to dedicate the 

present volume to them. To the late Frank Declay, medicine man par 

excellence, who despite his proud efforts to preserve the old ways 

recognized with dignity the inevitability of their passing, and to 

Robert Jochim, M.D., U.S.P.H.S. physician, who despite his commitment 



to the new ways recognizes only too clearly how empty they are when 

compared to what came before, a deep debt of appreciation is expressed. 
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ABSTRACT 

The White Mountain Apache Indians of east-central Arizona 

have access to a limited number of therapeutic procedures for the 

treatment of illness. Presumably, these should relate to particular 

types of illness occurring under a given set of circumstances. Thus, 

when a certain kind of ailment occurs, a commonly shared rule indi

cating appropriate therapeutic behavior should come into play. 

Although a set of "ideal" rules for medical behavior pro

vides some guidance, a casual glance at actual Apache therapeutic 

practices suggests that another kind of principle is operant here. 

Thus, the present investigation addresses itself to two related ques

tions: what is the nature of the contemporary Apache medical system 

and what processes are responsible for its development? 

Utilizing the theoretical notion of decision-making an abstract 

medical systems model is constructed on the fundamental proposition 

that certain types of information processing operations are respon

sible for decisions relevant to therapeutic behavior. This model 

generates a set of hypotheses that could theoretically explain how 

Apache medical behavior operated in the past and how it assumed its 

present form. These hypotheses are then tested against empirical data 

for verification. 

Three White Mountain Apache communities, reflecting different 

levels of acculturation, were selected for study. On the basis of 

xiii 



data gathered from ethnographic and documentary sources, the following 

conclusions are reached. First, the White Mountain Apache medical 

system, represented as a decision-making phenomenon, is indeed orderly, 

despite the lack of clear-cut rules regarding therapeutic behavior. 

Utilizing both cognitive and behavioral data in the decision-making 

model, it is possible to predict medical decision event outcome proba

bilities. Second, although historical data are quite unreliable and 

tenuous, the contemporary Apache medical system appears to have result

ed from the voluntary acceptance of Anglo concepts and practices 

which were most adaptive in view of changing Apache health problems. 

Finally, the theoretical decision-making model, although some of its 

hypotheses could not be verified, proved to be of analytic value in 

demonstrating the orderly nature of the Apache medical system. 



CHAPTER 1 

INTRODUCTION 

A Question of Relevance 

One result of the trend toward increasing specialization with

in the social sciences has been the achievement of a certain amount of 

respectability and legitimacy with regard to the more formal and 

rigorous scientific disciplines. This has clearly been the case with 

medicine and anthropology. In the past decade, it has become fashion

able for medical institutions to utilize the services of resident 

anthropologists ostensibly for medical-behavioral science purposes. 

What in actuality has occurred, however, has been a tangential inter

section of the two disciplines. The anthropologist analyzes behavioral 

data, while the clinician diagnostically scrutinizes disease, prescrib

ing appropriate treatment procedures. There is little or no inter

change at a fundamental level. The problem would appear to be that 

both types of specialists view the same set of phenomena not merely as 

variant aspects of observable and understandable reality, but as 

qualitatively different domains of human experience. The most natural 

outcome of such conflict, in view of the anthropologist's newly developed 

concern for analytic and methodological rigor, is a trend toward an 

increasing medico-biological orientation in the work of anthropologists 

in medical institutions. Rather than a mutually productive interchange 
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concerning the sociocultural and physiological nature of human health 

and disease, the result has been merely the creation of new para

medical technical statuses. 

The recent developnent of cooperative endeavors between anthro

pologists and medical personnel — sometimes referred to under the 

rubric "medical anthropology" — clearly illustrates this pattern. 

Post-World War II brought scientists from many disciplines into socio

economic development work aimed at the application of behavioral 

knowledge to problems of so-called "underdeveloped" countries across 

the globe. Anthropologists provided background research protocols and 

advisory services for the development and maintenance of health pro

grams for native populations (Paul 1955; Foster 1958). The role of 

the anthropologist, however, remained largely that of human relations 

coordinator, i.e., a person whose knowledge facilitated the imposition 

of Western medical practices on native populations. 

More recently, two other avenues of participation have been 

developed by anthropologists engaged in medically oriented activities. 

The first of these stems from earlier community development work and 

involves a view of health and illness as community or group phenomena 

which contrast with other folk institutions (Clark 195>9; Blum and Blum 

1965; Rubel 1966). Frequently, the focus here has been on accultura

tion and the impact of Anglo-Western culture on traditional health 

systems (Madsen 1961; Holland 1961; Harrnan 1969). While sociocultural 

studies such as these were being undertaken, some anthropologists 

became interested in more medically relevant problems and began to 
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pursue troublesome medical questions, not from a sociocultural frame 

of reference, but from a bio-physiological one (Scotch I960; Kunitz, 

Levy, and Everett 1969; Gussler 1969). Work of this type continues 

to be characterized largely by an epidemiological concern for disease 

defined in absolute terms„ The ultimate goal is to understand the 

influence of different sociocultural contexts on the frequency and 

occurrence of particular Anglo illness categories. 

In none of these three broad types of medically related anthro

pological studies does there exist encouraging evidence for the mutual 

exchange of information relevant to the fundamental issues of the two 

disciplines. Either the anthropologist assumes an epidemiological 

perspective or the physician becomes culturally sensitized. It is 

primarily with respect to non-organic disease categories — the proper 

bailiwick of those interested in psychosocial and psychopathological 

medical phenomena -- that any basic dialogue has been firmly estab

lished (Leighton and others 1963). Yet even here the tendency persists 

to regard Anglo-Western psychiatric categories as inviolable (Field 

i960j Edgerton 1966). 

The Problem 

A firm belief which motivated the present investigation is 

that anthropology has more to contribute to an understanding of human 

problems of health and disease than a handbook for applied medical 

programs or statements regarding acculturative stress. At one level 

of abstraction, human behavior for the anthropologist is a product of 

essentially ideational or cognitive processes. In addition, the 



notion of psychosomatic medicine has demonstrated that ill health is 

only in small part a physiological property of total medical systems. 

It is suggested here, therefore, that the appropriate focus of atten

tion in medical anthropology is not upon an artificial distinction 

between organic disease problems and related but ancillary sociocul-

tural factors. In terms of his training and professional competence, 

the most suitable role for the anthropologist is not that of para

medical technician. Nor is it that of a behavioral scientist respon

sible for providing sociocultural information for a conventional Anglo 

consideration of health and disease. I submit that the anthropologist 

interested in health and illness utilize as his fundamental unit of 

observation, and analysis the ideational construct "medical system/ 

and that however this unit is defined it be accepted not as an im

perfect replica of some basic model discovered by Anglo-Western medical 

specialists, but as an accurate reflection of phenomenal reality as 

perceived by the users of the system. It is in this fundamental propo

sition that the problem orientation of the present investigation is 

firmly rooted. 

The current study examines the manner in which the members of 

one particular social system — the White Mountain Apache of east-

central Arizona — cope with the problem of ill health. The analytic 

point of view taken is that medicine is a cultural domain whose con

stituent components are both ideational and behavioral. Conceptually, 

the two components operate at contrastive levels. Yet only together 

can they be said to accurately reflect medical reality. Essentially, 

two problems are involved in the investigation of such a phenomenon. 



The first is an ethnographic one in which the focus is the descriptive 

mapping of the total system with respect to its component elements, 

i.e., what constitutes a significant indicator of pathology, how 

symptoms are grouped into illness classes, the way in which these are 

defined in terms of appearance and occurrence, and how the negative 

influence of disease can be successfully alleviated through the pursuit 

of appropriate treatirent procedures. The goal here is to construct an 

analytic model which is capable of accurately replicating cultural 

reality as perceived by native users of the system. A second problem 

is theoretical in nature and operates on the results of initial 

descriptive analysis. Medical systems are not static phenomena. As 

physical and social environments change, the continued maintenance of 

cultural stability becomes more and more unlikely and a process of re-

adaptation begins, involving innovation and deviance which is respon

sible for variation and the increasing use of alternatives. The 

problem here, then, is to characterize the domain of Apache health 

and illness with respect to questions of function and change. 

The procedures developed to strategically attack these prob

lems involve model building, hypothesis formulation, and testing. 

Initially, the major methodological question is how to render the 

Apache domain of medicine amenable to more productive analysis than 

mere description. In other words, we want to account for or explain 

the structure and operation of the system by a process other than the 

simple enumeration of its various forms. An abstract, generative model 

is needed for this task. No less important a matter is the question 



6 

of the comparative significance of cultural systems such as medicine. 

A satisfactory theory of culture consists of component theories of 

specific cultures. The initial procedure, then, in.constructing a 

theory of medical systems is the building of an analytic model with 

the capacity for generating or accounting for all the possible types 

of such systems. The model operates to produce hypotheses or general

izations to which empirical data are then expected to conform. The 

output of this testing procedure is a statement about the degree to 

which the model satisfactorily accounts for or can be used to represent 

empirical reality. Finally, any discrepancies which are revealed 

should theoretically provide information for the reformulation of the • 

model. 

Thus, the task to be undertaken is the investigation of White 

Mountain Apache medicine as a systemic phenomenon, through the use of 

an analytic model which is descriptively accurate, cross-culturally 

relevant, and sensitive to variation and change over time. Within 

this specified set of prerequisites, the particular form of the model 

may be of two types. A structural approach holds that cultural phe

nomena are systemic in nature and thus amenable to analysis as a 

schematic pattern of structural points and their intersecting re

lationships. The orientation is normative because variation is not 

relevant to the definition of structural features. Actors here are 

seen as passive recipients, whose behavioral modes are products solely 

of the system, with no intervening cognitive factor. Yet this per

spective does not meet our requirement of adequacy with respect to 
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either descriptive accuracy or variation sensitivity. Only the 

statistical definition of normative behavior with reference to the 

role of the individual actor permits a clear understanding of 

variation and deviance. It is suggested here that a focus on the 

actor as decision-maker and information relevant to the decision

making event is one productive way in which to solve the problem of 

structural analysis. Thus, the analytic model developed herein for 

the investigation of the Apache domain of medicine possesses component 

elements derived from systems theory, decision theory, and information 

theory, all of which contribute to an integrated theory of medical 

systems. 

The Study 

Initially, the selection of White Mountain Apache health and 

illness as a study topic was conceptually free of such theoretical 

considerations. The resident population of the Fort Apache Indian 

Reservation seemed ideally suited for a cultural-epidemiological in

vestigation of certain disease categories, with decision-making 

analysis only a marginal consideration. Residential units appear to 

manifest a wide range of acculturative levels, with respect to general 

sociocultural phenomena and to medicine in particular. Traditional 

medicine men continue to provide therapeutic assistance to a popula

tion that has been served by a modern U.S. Public Health Service 

hospital since and by a U.S. Bureau of Indian Affairs hospital 

for 30 years prior to that date. Only the -most isolated and conserva

tive community on the reservation had been studied systematically, 
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but not with particular regard to sickness. The situation appeared to 

present an ideal opportunity for a longitudinal investigation of health 

and disease. 

Three Apache communities were selected for study on the basis 

of ostensible acculturative differences. The largest is Whiteriver, 

headquarters for federal government administrative and tribal political 

affairs. With a sizeable progressive, wage-work population, Whiteriver 

contrasts markedly with East Fork, a nearby conservative agricultural 

settlement where subsistence is provided by farm labor, seasonal wage 

labor, and welfare doles. The neighboring district of Seven Mile, 

though like East Fork an area of non-commercial agriculture, has 

recently fallen under the influence of a Christian faith healing church 

which disclaims any connection with traditionally defined Apache 

culture. Thus, this community, when compared to both Whiteriver and 

East Fork, should provide information on variation in acculturative 

pattern. 

The total residential population of the three communities 

numbered in excess of 2000 persons. A suitable study sample was dram 

on the basis of a newly completed U.S.P.U.S. household survey. Arbi

trarily, the size of this sample was set at 200 individuals. These 

were then selected using random sampling techniques corrected for the 

relative population size of each community. The result was a 21$ 

sample of all households in the three communities. Prospective inform

ants were interviewed by the writer and an interpreter primarily in 

the native language and by means of an open-ended interview schedule 
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developed on the basis of two months preliminary field work. Addition

ally, U.S.P.H.S. hospital medical records of informants and their 

households were randomly sampled. In order to provide more formal 

qualitative data, a systematic effort was made (1) to interview tradi

tional Apache medicine men and other knowledgeable individuals, (2) to 

attend or gather information regarding all curing ceremonies occurring 

during the period of field work and about which knowledge was available, 

and (3) to be present at or gather data on all medical decision-making 

events occurring in two extended family camps, one in Whiteriver, and 

the other in East Fork. Finally, field data were processed at the 

University of Arizona through the use of a CDC 61+00 computer. 

It was only after preliminary field work had begun that a 

crucial discovery was made. Earlier, the assumption was made — quite 

erroneously as it turned OUL — that depending on level of accultura

tion, Apaches would operate in medical decision-making events on the 

basis of a clearly defined set of rules regarding the appropriate treat

ment procedures to be followed for particular ailments. Repeatedly, 

the investigator was unable to predict decision outcomes on the basis 

of articulated information from individuals who were intimately in

volved. This was true not only with respect to essentially medical 

factors such as type of disease symptom, but also for preferential 

attitudes concerning the general efficacy of various therapeutic 

institutions. Thus, one could designate at a structural level types 

of disease categories, their respective causal agents, and the kinds of 

treatment procedures as components of a medical system. It became 
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evident, however, that only an examination of individual decision

making processes could provide an accurate understanding of the inter

nal operation of such a system. It is toviard this end that the present 

focus on the derivation of a medical decision-making paradigm is 

intended. 

\ 



CHAPTER 2 

COGNITION, DECISION-MAKING, AND BEHAVIOR 

Conceptual Problems and Strategies 

It is only recently that anthropologists have manifested any 

concern for variation as a significant quality of human behavior. 

Formerly, the holistic perspective of anthropological investigations 

produced non-statistical descriptive and analytic statements which 

focused on the patterned, regular, and normative characteristics of 

human groups. Even when the existence of variation and alternative 

forms was- established, they were viewed as acceptable institutionally 

determined phenomena or deviance in the pathological sense, rather 

than individually motivated innovation (see Linton 1936; Herslcovits 

195>1). Culture and personality studies, whose ostensible raison d'etre 

was the appreciation of the individual, psychological notion of group 

behavior, evaded the question of variation and focused attention on 

the proposition that incumbent in group membership is an enculturation 

process which requires the reshaping of fundamental human drives into 

a basic personality type. The residue of this painful and repressive 

procedure is social and psychological pathology (Honigmann 195>U). 

Except for the work of Sapir, few major theoretical studies between 

the 1930's and the early 195>0's involved a constructive notion of in

dividual psychological processes as essential components of group 

11 
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behavior. One of these — Barnett's (I9i?3) studies on innovation — 

was rather poorly received by the profession, and it contributed little 

in the way of on-going developments in this area. 

It was with the entrance of descriptive linguistics into the 

methodological and theoretical consciousness of anthropology that in

creasing impetus was given to a focus on the degree to which individ

uals are affected by cultural norms. Initially, the concern was not 

behavioral, but cognitive. The work of Goodenough (195>6), Lounsbury 

(1956), and Conklin (195>5>) demonstrated the utility of semantic 

analysis in tapping the fundamental psychological character of "cul

ture" defined as a system of mutually shared concepts and ideas. The 

notion of cognition, i.e., the structure and content of phenomenal 

reality as conceptualized by individual psychological processes, led 

Wallace (1961) to characterize societies as groups or-dered by the 

"organization of diversity." Despite such recent breakthroughs, sub

sequent studies have tended to belabor the problem of cognitive codes 

from a structural and comparative frame of reference at the expense of 

more provocative, but less rigorous, questions regarding the a priori 

relevance of behavior. One commonly accepted attitude was recently 

articulated in the following way: 

There is no necessity to assume that the cognitive order is 
either systematically a derivative of or a predicator of 
substantive actions.... So construed, neither prediction of 
actual events nor specification of developmental process is 
a necessary component of a theory of culture (Taylor and 
0'Conner 1969: 13-lH). 

Other investigators have been quick to recognize the dilemma 

of such a position with respect to understanding total sociocultural 
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systems. Without resort to the behavioral component of human existence, 

analytic statements regarding these systems are as inadequate as 

earlier non-cognitive studies. Two different research strategies have 

been developed to attack the cognition/behavior problem. The less 

successful of the two involves merely an intensified or magnified 

focus on cognitive codes which will account for situational variables. 

Thus, rules for behavior are viewed as context-sensitive, i.e., appli

cable only in certain situations, without specifying whether this is 

a generic quality or simply a behavioral manifestation (Frake I96I4). 

Yet the mere refinement of cognitive paradigms leaves the question of 

behavioral reality still unanswered. VJhat obviously is required is a 

refocusing of attention on behavior per se. The most productive means 

of achieving this end has been suggested by the work of Geoghegan 

(1968) and others on information processing and decision analysis. 

Formal information theory, as an outgrowth of descriptive 

linguistics, has been primarily concerned with the structure rather 

than the content of communication, focusing on patterns of message 

codification and processing with reference to artificial languages 

and computer science (Ash 1965). Some investigators, however, have 

adopted the notion that culture, as an ideational construct, is analo

gous to an information processing device. Parallels to biochemical 

cerebral functions appear dubious on the basis of current research. 

Recent work in social psychology seems to indicate, however, that 

the storing, sorting, and valuation of appropriate bits of information 

relevant to action may well constitute the fundamental mechanism by 
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which human cognition and behavior are ultimately linked (Reitman 

196^). 

The problem with information theory as an analytic model is 

that it involves an essentially artificial mechanism which produces an 

automatic outcome or message interpretation. Despite some productive 

applications in social psychology where the concern is how information 

is ordered or processed relevant to cognitive operations, information 

theory, in and of itself, constitutes an inadequate model of human 

cognition. It is the actual selection of appropriate behavioral 

responses from a series of possible alternatives, based on a complex 

information processing procedure, that is the fundamental issue. The 

primary component in decision analysis is uncertainty or conflict, 

which results in the probabilistic nature of its predictions. Thus, 

this analytic strategy provides a means by which the relationship of 

behavioral reality to cognitive operations can be explained: (1) in 

the face of uncertainty, choices are made on the basis of considering 

relevant information, and (2) the more highly valued a piece of data, 

the more likely it will produce a particular decision. 

Modern decision theory, like information processing, is essen

tially a mathematical approach to problem solving (Raiffa 1968). Its 

utility as an analytic device has been confined primarily to the fields 

of business administration and management and social psychology. The 

former deals with executive decisions of largely an economic nature, 

as, for example, the selection of the most economically feasible course 

of action with respect to marketing a new product (Schlaifer 1969). 



Social psychological studies have tended to rely more on the theory of 

decision-making, minimizing the importance of its quantitative method

ology. Task performance problems or conflict situations which neces

sitate decision-making operations are specified as to number of possible 

alternative choices, the relative subjective probabilities of these, 

and the most appropriate expected outcome. This research design has 

been used to investigate such topics as the impact of personality on 

decision-making (Brim and others 1962) and the resolution of cognitive 

dissonance (Festinger 196U). 

Anthropologists have been slow to realize the utility of 

decision analysis. Since Davenport's (i960) classic study of Jamaican 

fishing techniques, only a handful of investigations have dealt with 

decision-making, information processing, and related strategies (see 

Howard 1963; Wallace 1965; Barth 1966; Keesing 1967; Sanday 1968; 

Geoghegan 1968, 1969; Buchler and Nutini 1969; Clement 1969; and 

Izmirlian 1969). Two of these are particularly insightful and will be 

used in the current study for the construction of a medical decision

making model. In an examination of land tenure and social organization 

on a Polynesian island, Howard (19&3) proposed a decision-making model 

that would account for both cognitive rules for behavior and behavioral 

reality. The focus was on "activity systems" or task performance 

groups whose functioning depended upon (1) the selection of a group 

decision-maker, and (2) the selection of appropriate decisions with 

respect to the task at hand by this individual. The first is a social 

structural matter involving the allocation of authority by means of a 
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system of status and roles, while the latter requires the use of cul

tural or ideational decision-making principles. Izmirlian (1969) 

utilized this dichotomy in an analysis of political power in village 

India. In this study, an individual's political behavior was viewed 

as the product of either structural or decision-making factors. Struc

tural or systemic variables are defined as the passive observance of 

cognitive rules for behavior. When an individual makes a conscious 

choice between sets of rules, then his actions are best characterized 

as resulting from decision-making factors. 

Neither one of these analytic strategies satisfies the require

ment of descriptive accuracy and temporal sensitivity, especially with 

reference to medical systems. Howard's model does not provide for the 

individual decision-making procedures utilized by members of activity 

groups other than the prime decision-maker, thus leaving the question 

of non-group or loosely-structured group decision-making processes un

answered. In addition, the artificial dichotomy between structural 

and cultural is used to describe cognitive operations that are 

obviously identical with respect to the selection of appropriate 

decision choices thi-ough a process of value maximization. Izmirlian 

perpetuates this error when he expects decision analysis to account 

for the particular configuration of each constituent component within 

structurally defined systems. At this level of analysis, decision

making is an enumerative, non-abstract procedure which is of limited 

use in generating hypotheses useful in predicting actual behavior. 

What is obviously required in both cases is a unified, integrated 
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approach to the problem of decision-making with respect to particular 

types of human activities. 

Toward an Analytic Model 

Pathology appears to be a universal feature of the human con

dition. However these may be defined, all cultural systems possess 

notions of "wrongness," of imperfection, of deviance from normally 

acceptable states. Abnormality may be manifested as bodily malfunc

tion or organic illness. It may take the form of capricious and un

predictable behavior with respect to interpersonal social relations. 

Finally, pathological conditions may occur as non-organic psychological 

interference. Wherever pathology is found, social systems have 

developed mechanisms to cope with the problem. Frequently, tolerance 

is the guiding criterion, and institutionalized forms of deviance are 

established with adequate control devices. More often, corrective pro

cedures are developed. In some social systems, where pathological con

ditions exhibit fundamental causal similarities, only one therapeutic 

institution provides corrective measures, while in others, several 

such mechanisms might exist. Whatever their form, corrective thera

peutic procedures and the pathological conditions at which they are 

directed constitute the fundamental structure of a "medical activity 

system." 

The basic analytic question with regard to such systems is: 

how do decision-making operations order human activity toward the de

sired end of therapeutic success and the restoration of normalcy? 

Only two anthropological studies have attempted to answer this question 
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in any systematic way. Metzger and Williams (1963) examined the prob

lem of how curers were selected on the basis of ability among the 

Tenejapa of Chiapas. In the same geographic region, Nash (1967) 

described culturally appropriate therapeutic responses in terms of the 

manner in which disease classes were conceptualized. Yet even here 

the problem of normative logic occurs. Neither study attempted to 

account for situational valuation. Sometimes the most able curer is 

unavailable for assistance. Sometimes, despite capability judgments, 

other curers are selected. And finally, sometimes culturally appro

priate responses to the occurrence of disease are either improvised 

upon or, perhaps even more importantly, consciously ignored, in favor 

of other ostensibly idiosyncratic considerations. 

The analytic model developed to examine White Mountain Apache 

medical phenomena is designed to satisfactorily cope with such ques

tions. It is represented as a processual flow diagram in Figure 1. 

Any case of illness may be conceptualized as involving three different 

sets of culturally non-specific operations or decision events prior to 

the actual outcome of a decision-making process. As we have mentioned 

previously, a state of illness is a culturally defined condition which 

involves the perception and categorization of disease symptoms into 

significant illness classes. This decision event is devoted to label

ing ailments, i.e., diagnosing particular pathologies with respect to 

culturally specified definitions. It is this procedure which produces 

the sick individual. In some societies, little may be involved, 

especially where one-to-one correlations between complaints and 
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recognized disease categories are common outcomes of the diagnostic 

operation, usually as a result of large, easily definable illness 

classes (Rubel I960; Shaw 1968). On the other hand, diagnostic pro

cedures may be quite complex in which the formal labeling of a set of 

disease symptoms involves the manipulation of an intricate system of 

categories in an information processing operation (Frake 1961). 

Once a positive pronouncement has been made with regard to the 

pathological status of an individual, i.e., whether or not he is in 

fact "sick," the more important matter of the appropriate course of 

action to follow is then considered. This second decision operation 

is more complex than the first because it involves two similar, yet 

markedly different, procedures or decision events. Initially, all 

formally recognized disease states are subjected to scrutiny on the 

basis of two types of considerations. Some specification must be made 

with regard to culturally appropriate responses to the occurrence of 

disease and the basis for such responses. Some medical systems may 

indicate a limited number of appropriate rules for behavior (Click 

1967). Others may permit a host of alternative possibilities, each 

equally appropriate with respect to the others (Turner 196U). The 

logical underpinnings of these prescriptions may be of a medico-

religious nature, based on such considerations as the type of disease 

symptom and its causal agent (Mash 1967; Shaw 1968). More likely, 

however, are situations in which other types of factors, i.e., inter

personal social relations or perceived pragmatic effect (Kunstadter 

1959; Levy 1962; Shutler 1967; Adair 1963) are operant. 
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The output of this decision event may well constitute the out

come of the whole medical decision-making process. An important al

ternative channel, however — one which I suspect has yet to receive 

proper illumination — is another decision event involving the proces

sing of information relevant to therapy on the basis of (l) the con

sideration of all possible appropriate alternatives or responses, and 

(2) the assignment of utility values or relative weights to these. 

Many variables which were points of consideration in the initial thera

peutic decision event may also occur here. What distinguishes these 

seemingly redundant features is that in the alternative channel they 

are not delimited as culturally appropriate, i.e., not bound by a set 

of logical cultural constraints. For example,' disease class X is im

peratively linked to therapeutic procedure A on the basis of a causal 

agent of the category K. Yet perhaps some similarity is noted between 

K and a member of causal category M, which requires treatment procedure 

C. In addition, G may well manifest a greater therapeutic success rate 

than A. It is this kind of situation which makes the consideration of 

possible alternatives so attractive. Noteworthy here is the fact that 

many medical systems develop internal means of controlling and mini

mizing the significance of this type of procedure. Either therapeutic 

success by definition does not result automatically from a single 

curing session or the onus of failure is placed on the patient or 

other individuals, but not on the curing institution itself. 

Both decision events result in outcomes with regard to what 

course of therapeutic action to follow. Between this decision outcome 



and the outcome of the decision process, however, a disruptive factor 

may occur. Despite the conscious, careful consideration of relevant 

data necessary to arrive at a culturally or situationally appropriate 

treatment decision, the desired outcome frequently does not occur. 

The disruptive factor takes the form of another decision event which 

produces "dissonance" with respect to already extant therapeutic 

decisions. Two major types of dissonance prevent the normal comple

tion of the medical decision-making process. The most obvious is 

unexpected, unpredictable interference, usually a result of such 

things as the unavailability of necessary personnel or materials. A 

decision may be made to seek out curer X who specializes in medicine 

B, but if either is absent, an unsurmountable obstacle is presented, 

and an alternative course of action must be considered, 

A much less obvious factor, but one whose influence on the 

whole decision-making process is by comparison quite profound, is what 

might be termed "cultural dissonance." The reference here is to the 

conscious disregard of appropriate therapeutic responses, however 

designated, in favor of some other course of action. Motivation may 

stem from factors of experimentation, innovation, curiosity, anger or 

spite, irrationality, or simple deviance. Whatever the source, the 

outcome of the dissonant decision-making event is usually non-action 

or the postponement of action. 

It is the dissonance factor, the decision-making process out

come, and information processing with regard to possible alternatives 

rather than culturally appropriate responses that provide sources of 



feedback into the medical system and thus allow for flexibility, ex

pansion, and change. Actual behavioral outcome, with respect to 

symptomatic relief, or non-relief, probably ranks first in significance 

here. Indeed, many medical systems tend to maximize short-term thera

peutic success rates with respect to redefining what are appropriate 

reactions to particular illness classes (Ketzger and Williams 1963). 

In some cases, feedback from the dissonance factor ramifies not only 

to therapeutic information processing procedures, but to the labeling 

and diagnosis of culturally defined illness categories as well (Levy 

n.d.; Spencer 191+1). It is from the consideration of possible alterna

tives and their respective utility values, however, that a large amount 

of continual feedback re-enters the system, VJhether as a response to 

the emergence of new treatment procedures or to the occurrence of 

different epidemiological patterns, the net effect of processing in

formation relevant to potentially appropriate courses of therapeutic 

action is to alter in some degree culturally specified rules for 

behavior in subsequent medical decision-making processes (Adair 1963). 

The degree to which any particular medical system can be 

expected to conform to this analytic model is a question of testing 

empirical reality against a logical artifice, i.e., not in terms of 

matching structural configurations but rather by judging the value of 

operational generalizations with respect to characterizing the system 

as a functioning whole. These statements are phrased as hypotheses, 

to be either validated or rejected. In character and number, they 

are clearly neither rigidly intractable nor automatically derivable; 



rather, testable operational generalizations regarding an analytic 

model are measured by the degree of accountability they permit with 

respect to representing empirical reality. Thus, they are necessarily 

interrelated in order to facilitate the satisfactory reformulation of 

the analytic model as indicated by the output of the testing pro

cedure. 

Two sets of generalizations or hypotheses immediately suggest 

themselves, those relevant to the maintenance of the system and those 

concerning the system as a changing phenomenon. The first set of 

hypotheses to be tested is as follows: 

1. Where the occurrence of disease is regular and expectable and 

can be satisfactorily explained by culturally'defined concepts regard

ing illness, information processing in decision-making events will be 

primarily in terms of culturally appropriate rules for behavior, 

despite feedback based on previous decision event outcomes. 

2. Where the diagnosis of illness is a matter of either sorting 

disease symptoms by a small number of easily definable categories or 

labeling symptoms which are not reduceable to a set of mutually ex

clusive categories, culturally appropriate responses will be limited 

in number and redundant, despite feedback based on previous decision 

event outcomes. 

3. Where 1 and 2 are true, the importance of cultural dissonance 

in medical decision-making events is minimized or non-existent. 

U. Where 1, 2, and 3 are not true, feedback based on previous 

decision event outcomes is the primary factor guiding information 



processing relevant to the selection of situationally appropriate 

therapeutic responses. 

. Hypotheses relating to variation and change are defined in 

terms of conflict or dysfunction with respect to the epidemiology of 

disease, the recognition and diagnosis of ailments, and the appro

priateness of therapeutic responses* Those hypotheses to be tested 

are: 

5. Where the occurrence of disease becomes highly unpredictable 

or unknown diseases suddenly appear, the diagnostic and information 

processing components will remain stable initially, until decision pro

cess outcomes are demonstrably successful. If this fails to occur, 

information processing becomes primarily a matter of considering 

possible alternatives. 

6. Where conflict occurs in the labeling and diagnosis of disease 

categories due to new modes of conceptualization, the initial response 

in terms of selecting appropriate rules for behavior will be to con

tinue previously acceptable strategies. If desired decision process 

outcomes do not follow, information processing becomes primarily a 

matter of considering potentially appropriate alternatives. 

7. Where $ and 6 are true, the role of cultural dissonance in 

medical decision-making events is initially maximized and then gradu

ally reduced as the consideration of possibly appropriate therapeutic 

responses brings about desired decision process outcomes. 

8. Where £, 6, and 7 are not true, the role of cultural dis

sonance in medical decision-making events is maintained at a high 

level. 



We now proceed to an examination of data relevant to the 

testing of these hypotheses. 



CHAPTER 3 

WESTERN APACHE SOCIETY - CA. A J). 1^00 TO 18?U 

Historical Development 

It.has been suggested by some observers that Apache Indian 

groups are among the least known of American aborigines. This judg

ment could not be more accurate than with respect to the Western Apache 

proper, those designated by Goodviin (193£: as "...Apache peoples 

who have lived within the present boundaries of the State of Arizona 

during historic times, with the exception of the Chiricahua, Warm 

Springs, and allied Apache, and a small band of Apaches, known as the 

Apache Mansos, who lived in the vicinity of Tucson." The westernmost 

branch of the linguistically related Southern Athapaskans — which 

also includes Chiricahua, Kescalero, Lipan, Jicarilla, Kiowa-Apache, 

and Navajo — the Western Apache even today remain virtually unknown 

historically and ethnographically. With the exception of a meager 

number of reliable sources, most characterizations of Western Apaches 

past and present are seriously misleading and blatantly erroneous. 

Based on popular accounts taken from missionaries, travelers, govern

ment officials, soldiers, and other local Whites, the commonly held 

portrait of the Apache contrasts sharply with the findings of scholarly 

investigation and research. Yet it is only from careful and diligent 

inference based on the few reliable sources' available that any accurate 
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description can be had with respect to the early development of Western 

Apache society. 

Archaeological research points to an early date for the in

trusion of nomadic Athapascan speaking groups into the Southwest from 

the western Plains. Due to conflicting interpretations of material 

remains, however, an actual entrance date can be no more clearly esti

mated than the time period A.D. lOOO-l^OO (Hall 19UU). Certainly by 

the middle of the 17th century, the Athapascan intruders had become 

territorially localized, making ecological adjustments to the diverse 

physical environment of Apacheria. The rugged, broken canyonlands of 

the northern plateau country offered Navajos a suitable region for 

seasonal agriculture coupled with hunting and 'gathering pursuits, while 

their easternmost relatives, the Kiowa-Apache, soon gave up more seden

tary subsistence activities in favor of buffalo hunting with other 

southern Plains groups, Chiricahuas and Kescaleros inhabited the arid 

basin and range areas of southwestern Arizona, southeastern New 

Mexico, and northern Chihuahua and Sonora, a region suited at this 

time only for nomadic hunting and gathering endeavors. To the north, 

in the desert foothills and high mountainous regions of east-central 

Arizona (see Fig. 2), Western Apache bands combined relatively seden

tary agricultural pursuits with equally productive hunting and 

gathering activities (Kaut 1957). 

It was, however, an additional feature of ecological adapta

tion with respect to subsistence activities that soon wrought major 

changes in the developing Apache life way. Surrounding Pueblo, 
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Sobaipuri, Opata, and Spanish farmers probably provided Apachean groups 

quite early with models for the successful pursuit of sedentary agri

culture (Forbes i960). It doubtless became evident, to Apaches, however 

that raiding and plundering these hapless peoples for the fruits of 

their labor was a much more efficient mode of operation. Thus began 

the major external influence that was to affect Apache society and 

which would ultimately bring about its demise as an aboriginal way of 

life. By 1800, Mescalero, Chiricahua and Western Apache had perfected 

an existence whose dimension of raiding and hostilities — aimed at 

the livestock and agricultural produce of surrounding sedentary peoples 

— soon overshadowed other subsistence activities (Spicer 19o2: 239). 

Throughout the subsequent period of Indian depredations in 

Apacheria, distinctions must be made with respect to those groups most 

directly involved. It was largely Chiricahuas and Mescaleros who were 

responsible for hostile activities during the early part of the 19th 

century. As Spanish influence waned, resistance was taken up by the 

American military and by Anglo vigilante groups made up of settlers 

and ranchers (Thrapp 1967; Spicer 1962). Chiricahuas bore the brunt 

of the military campaigns, and it was they who suffered most upon de

feat in the 1880's. Although evidence is only now becoming available 

(Basso 1970b), it seems certain that Western Apaches proper, with some 

exceptions among southern and eastern bands, played only a marginal 

role in the so-called "Apache wars." Unlike their Chiricahua neighbors 

Western Apaches developed a dependence on semi-sedentary agriculture, 

and though they clearly engaged in a good deal of seasonal raiding 



activities against Mexicans and Pimans, most groups, especially the 

northern ones, remained rather isolated and uninfluenced by both direct 

Spanish and Anglo contact. So unreliable are the available data that 

the influence of indirect contact can only be speculative. 

Subsistence Activities 

Pre-reservation economic pursuits among Western Apaches were 

defined largely on the basis of seasonal movements. It has been esti

mated that only about 2$ percent of all yearly foodstuffs were 

provided by agriculture (Goodwin 19h2). In the spring and late fall, 

planting and harvesting activities required a certain amount of 

sedentarism, but during the remainder of the year, Apaches were con

stantly on the move, gathering wild food products, hunting deer and 

other game, and raiding Piman, Mexican, and, later, Anglo settlements 

for livestock and agricultural produce. The degree to which any par

ticular Apache group reflected this pattern seems a direct function 

of environmental conditions. In the extreme arid south, some bands 

practiced little or no farming, relying mostly on hunting and gather

ing and raiding pursuits. The high altitude upland and mountain 

regions provided suitable stream valleys for greater dependence on 

agriculture (Goodwin 1935; 19&2). 

Farming activities, despite their seemingly haphazard pattern, 

were actually quite complex. Arable bottom land was subdivided into 

a series of small fields held by local kin groups. Where streams 

provided a reliable water supply, irrigation by means of an extensive 

water control system, involving ditches and dams, was practiced 
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(Griffin, Leone, and Basso 1970). In less productive areas, dry 

farming, utilizing available ground water and runoff from locally 

heavy thundershov.'ers, permitted reasonably successful crop yields 

(Buskirk 19ll9). Corn, of several varieties, was the staple crop, 

along with beans and squash, which occupied in proportion only small 

areas of tillable soil in the larger corn fields. After the time of 

White contact, some wheat was grown. Adult males provided heavy field 

labor, while women planted and harvested. Produce was then stored in 

caches for future use. 

Agricultural activities developed in this fashion affected the 

demographic distribution of Apaches in two distinct ways. In order to 

maximize crop yields in a frequently harsh and unpredictable environ

ment, planting activities had to be carefully scheduled. If the 

clearing and repair of irrigation ditches, the tilling of fields, and 

subsequent planting occurred too early in the spring, late killing 

frosts would wreak devastation oh tender seedlings. On the other hand, 

early summer planting could mean a growing season cut short of its 

optimal length by premature temperature drops. Thus, a sufficiently 

large labor force made up of both men and women had to be available 

at just the appropriate time. This meant that (1) hunting and raiding 

activities could not prevent the annual concentration of local groups, 

and (2) once these groups had returned to their farming homeland, work 

forces had to be relatively easy to muster. These considerations 

appear to have produced a settlement pattern of scattered farmsteads 

bordering cultivated fields, with residential camp clusters located 

on surrounding higher ground (Buskirk 19^9). 
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Hunting and gathering pursuits, although practiced locally 

whenever conditions permitted, were sandwiched between agricultural 

activities, and operated not on the basis of large work groups, but on 

the separate labors of individual families and family clusters (Good-

Xtfin 19^2)„ The first wild plant product to be exploited was the mescal 

(Agave palmeri), which ripened in early spring at the lower elevations. 

This root crop provided sustenance during farming activities, until 

acorns (from Gambel and Emory oak) began to ripen in August and long 

treks to their sources were required. A few older people remained 

behind to tend the growing crops. Upon the return of gathering parties, 

corn and other vegetable products were harvested and stored, and family 

clusters departed again, this time for areas where pinon nuts (Pinus 

edulis) and juniper berries (Juniperus monosperma) were abundant 

(Goodwin 1935). Although these four items constituted the principal 

wild plant foods utilized by Western Apaches, depending upon local en

vironmental conditions, many others were used in some degree by indi

vidual families. This secondary repertoire included banana yucca, 

mesquite beans, saguaro fruit, and other zerophytic plants, as well as 

high altitude ones such as wild potato, wild grape, and black walnut 

(Reagan 1929). 

The pursuit of wild game was both an individual and group 

affair. Unorganized hunting took place all year round, and while women 

were engaged in gathering activities, with a few men along for protec

tion where great distances were involved, males spent a good deal of 

time hunting (Goodwin 19U2). At other times, a group of men, usually 



from the same locale, were organized by a leader and participated 

jointly in the hunt. Deer was the most important game animal, with 

antelope, elk, and small fur-bearing animals frequently the target of 

hunting activities (Buskirk 19h9)» Rodents such as rabbits and wood 

rats were also preyed upon, the latter more for the wild edibles col

lected and stored in their nests than for meat. 

It is important to make a distinction between raiding and war

fare with respect to their roles in Western Apache subsistence economy. 

Raiding was almost always initiated as a result of food shortages, 

while warfare was considered an act of vengeance for the death of a 

kinsman (Basso 1970b). Thus, the raiding activities of any particular 

local group — whose target was the plunder of livestock and agricul

tural products — were an inverse reflection of the efficiency of the 

group's other economic pursuits. Unlike warfare, which involved up to 

100 men drawn from several local groups on the basis of clan relations, 

raids were mounted by possibly a dozen males from one local group. 

Open combat was avoided, and once the party returned successfully, 

booty was redistributed to local group families on the basis of kin

ship and ceremonial obligations with respect to participating raiders 

(Basso 1970b). 

The Ordering of Cooperative Endeavors 

The organization and channeling of individual effort upon which 

successful economic exploitative activities depended was accomplished 

in pre-reservation Western Apache society through the development and 

application of a clearly articulated set of principles concerning 



interpersonal relations. Task performance activity groups were re

cruited, depending on the nature of the labor involved, by an ever-

widening network of culturally defined mutual obligations. At its 

least complex level, the network consisted of close kinship and marital 

ties within single extended families and family camp clusters. It was 

this set of individuals — consisting typically of an older couple, 

their married daughters, the families of these girls, and the unmarried 

children of the couple, plus an unattached relative or two — that 

normally resided together, owned adjacent farming plots, and jointly 

formed hunting and gathering expeditions (Goodwin 1935, 19U2). 

With respect to other economic pursuits, however, it became 

advantageous for several extended family camps to join forces. Under 

the nominal leadership of a chief, this "local group" constituted the 

basic social unit among the Western Apache. Since it was geographically 

or territorially defined, the local group provided mutual support in 

farming activities, in some large scale wild food gathering, and in 

raiding. As a focus for the exploitative knowledge of a particular 

ecological locale, it was the group within which marriage normally 

occurred (Kaut 1956, 1957). 

The chief recruitment principle of local group membership was 

that of clanship — kin relations traced through females at a distance 

greater than demonstrable consanguineal ties. Local groups consisted 

of a nuclear clan, from which was usually drawn the status of chief

tainship, plus a small number of related clans (Basso 1970a). The 

mechanisms of migratory movement, of local group non-alliance, and of 



36 

in-marrying male marital practices all tended to de-localize the clan 

as a territorial unit (although they were designated by locally sig

nificant environmental features). Only initially does it appear that 

clans possessed any important functions with respect to the control 

of farming sites (see Kaut 19$7, 19&9) or political affairs. The real 

strengths of the Western Apache clan system lay in the far flung net

work of mutual obligations which existed between clan relatives on the 

basis of real or fictive kinship. 

The development of this mechanism was accomplished by the sys

tematic extension of basic kin terms and appropriate behavioral forms 

incumbent upon these to incompass large numbers of genetically non-

related individuals. Both terminologically and behaviorally, the kin

ship system had as its fundamental focus the local group, whose members 

represented a core clan and a small number of marginal ones, i.e., 

those individuals most commonly involved in face-to-face interpersonal 

relations. Thus, kin ties and clan relations reinforced the perceived 

need for cooperative endeavors. Depending on the activity in question, 

mobilisation of mutual obligations occurred first on the basis of 

close kinship relations and secondarily with respect to clan membership. 

Yet the two were coterminous where cooperative endeavors were most 

critical, in economic pursuits. Only where clearly defined maternal 

and paternal close kinsmen could not provide the requisite assistance 

was resort made to clan relations, a situation which occurred pri

marily with regard to warfare, feasting, and ceremonialism (Kaut 1957, 

1969), none of which, interestingly enough, directly involves subsis-
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The reality of Western Apache existence was largely a result 

of family camp, local group, and clan functions. Yet Western Apache 

"society" consisted of many such configurations, geographically defined 

within the territorial limits of Apacheria. Reliable figures are 

lacking, but Goodwin (19h2) estimated a total pre-reservation popula

tion size of about IjOOO individuals, who were distributed in terms of 

five sub-tribal groups made up of some 20 bands. These units had only 

territorial significance, and possessed no real economic or political 

functions. Though the respective members of their component local 

groups frequently traded, visited, intermarried, and waged war together, 

bands and band groups were primarily responsible for the control of 

hunting territories and farming sites, sometimes under the nominal 

leadership of an influential local group chief (Goodwin 19U2), Since 

representatives of the 60 or so Western Apache clans were distributed 

unevenly throughout different bands, any sort of cooperative activities 

occurring between the groups could probably be conceptualized in terms 

of clan and related clan membership. This was particularly true with 

respect to "religious" activities. 

Ceremonialism 

Ritual in pre-reservation Western Apache society is perhaps most 

productively viewed as a mechanism developed to insure the maintenance 

of culturally defined interpersonal relations which provide the basis 

for cooperative pursuits. Thus, ceremonialism was an activity whose 

function it was to provide on-going symbolic'support for other activity 

systems, primarily with regard to uncontrollable and unpredictable 



recruiting obstacles such as sickness and death. Conceptually, the 

normal state of Apache affairs, i.e., the successful performance of 

cooperative endeavors, was a product of non-human, supernatural guid

ance and protection (Basso 1970a), In order to insure the continuation 

of these conditions, it was necessary to ritually propitiate the 

various categories of this powerful force, a complex set of activities 

which focused on two different levels of phenomenal reality with 

respect to the conditions affecting individual Apaches. 

Although reliable evidence has yet to be made available (Good

win n.d.), it seems certain that Western Apaches practiced relatively 

few communal or group oriented rituals. Group welfare was the concern 

in ceremonials associated with raiding and warfare, with those used 

to ward off disease in the case of epidemics, to insure protection 

against lightning, and to cause rain and insure good crops (Goodwin 

1938). Even though these were common occurrences, in comparative 

importance they were superseded by rituals in which it was the indi

vidual — and frequently but always secondarily his close kinsmen — 

viho was the focus of attention. Ceremonialism thus defined, provided 

two major types of support in Apache affairs — protective assistance 

and therapeutic assistance. In pre-reservation times, both were 

probably equally complex. The former was deemed appropriate to pre

vent the future occurrence of misfortune, whether anticipated or not, 

while therapeutic aid dealt with an already extant instance of path

ology. 

Protective ritual, depending upon various pertinent considera

tions, could be quite an involved affair, as in the case of the girl's 
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puberty ceremony (nai'es), a four- day ritual which attempted to insure 

the life long health and well being of Apache females (Basso 1966), a 

somewhat predictable focus in view of the matrilineal clan system. 

Other minor rituals, such as those used on behalf of hunters in the 

pursuit of game, were also oriented toward insuring the successful 

outcome of particular events (Goodwin 19h5>). But it was probably in 

the prevention of anticipated disaster, where, for example, contact 

with a possibly malevolent supernatural, such as a ghost, almost in

evitably predisposed one to danger, that protective cei'emonies found 

their most elaborate form of corrective action. 

Therapeutic ritualism was directed toward a single end: the 

restoration of normalcy with respect to a dysfunctional state of 

affairs. In the case of illness, the Apache shaman or medicine man 

diagnosed the ailment by discerning a set of actions possibly inter-

pretable by a supernatural power as disrespectful and thus likely to 

have evoked the malevolent wrath of the offended entity. Then appro

priate ceremonial measures were taken to rectify the situation, both 

in terms of removing the perceived supernatural cause of the ailment 

and restoring the affected individual to a state of health (Goodwin 

1938, 19U5; Bourke 1892). Such activities were both time consuming 

and costly, and in the instance of the major curing ceremonies, re

quired the assistance of numerous kinsmen and the provision of vast 

amounts of foodstuffs and other material items. 

The conceptual ordering which gave rise to Western Apache cere

monialism was primarily a function of notions regarding the manipulation 



ho 

of supernatural power (diyi). Goodwin (.1936: 28) succinctly describes 

the matter in the following way: 

...power, when man can utilize it, is an incomparable tool by 
which to exist and combat the very sources from which it 
emanates. To be able to kill deer, the Apache felt that he 
must have some of the power of the deer; to prevent lightning 
from striking him or his family, he must use lightning power; 
to cure sickness caused by bear he needed the power of the 
bear, and so on. 

Sources of power are numerous, and include all parts and 
phenomena of the universe...as well as many objects such as 
stones, shells, plants, and animals... 

The power in a source may remain unused by man until, by a 
series of events, it is released and takes effect. Man has 
access to it in both a mechanical and spiritual way. By 
going through the proper forms and ceremonial sequences, he 
may bring about the required result and direct the power as 
he wishes, or there is the personal approach to the power 
through direct communion with it. 

Anyone could pray, and successful individuals were believed to 

possess some form of power. However, it was primarily the ritual 

specialist, the medicine man, who had gained the ritual knowledge re

quired to perform a limited number of ceremonial feats, that provided 

major therapeutic assistance in the case of misfortune. Western Apache 

ritualism could thus be conceptualized as a complex network of symbolic 

activities whose function it was to insure that a proper cooperative 

relationship was maintained between human beings and the other occu

pants of the universe. 

•ft -if •«- # *- •?:-

To what degree this description accurately characterizes a 

fundamentally Apachean way of life will probably remain an unanswered 



question. Clearly, the effects of external contact with outsiders were 

felt quite early, from the adoption of Pueblo agricultural methods to 

the importance of booty plundered from raids on Indian and Spanish 

settlements. By the middle of the 19th century, Western Apache society 

was the end product of centuries of selective adaptation, the responsi

bility for which lay in the position of dominance which Apaches always 

held in relations with non-Apaches. It was not until the coming of 

the Whites that this pattern was altered, and when, after several years 

of violence, bloodshed, and oppression, Apache independence was finally 

curtailed, the net result was both drastic and tragic. We now turn to 

a consideration of that transition and its consequences. 



CHARTER U 

THE IMPACT OF ANGLO CULTURE 

'Heavy Times' 

A long time ago, by the people's words, everyone was poor and 
there was really nothing. Nothing vias wasted a long time ago. 
Old men and old ladies, to them nothing was wasted. This was 
the way it was when everything was really tough, when the 
Apache's hair was long, when it was still frightening. This 
was a long time ago when everything was hard, when everything 
was serious and great. Everybody was asleep. From that time, 
the people came through, from a very hard time they came 
through. We were lucky to have lived through that time, when 
many things happened, many things that would have killed us. 
It was said and that was the way it was. Since that time, 
many things have changed, the times have changed. Things 
have just changed. Now everything is not clear. 

These words, spoken recently by a White Mountain Apache medi

cine man, provide some indication of how many older Apaches concep

tualize the early reservation days of their childhood. Notions of how 

things should have been conflict sharply with how they actually were. 

It is this kind of contrastive juxtapositioning by which Apaches also 

characterize change in contemporary Indian society. Expectably, among 

a group of people whose aboriginal life way centered around relatively 

unrestricted movement and independence, traditional cultural modes 

tenaciously resisted encroaching subordination at the hands of Whites, 

The first three decades of Anglo contact wrought irrevocable damage to 

aboriginal Western Apache society, the exact consequences of which were 

often mitigated by a powerful combination of cultural and environmental 

UZ 



factors in the contact situation. This was particularly true with 

reference to the end of the 19th century after overt Indian-White 

hostilities had subsided in Apacheria, It was during the hostile 

actions, however, that the seeds of change were first sowed. 

The Western Apaches as a whole — with the notable exceptions 

of the Tontos and Aravaipas — were not greatly affected by the kind 

of violent conflicts experienced by Chiricahuas under the leadership 

of such popularly known chiefs as Cochise, Victorio, Mangas Coloradas, 

and Geronimo. After the massacre of the Aravaipas at Camp Grant by 

Whites and the military defeat of the Tontos in the early l870's, the 

Western Apache proper underwent a rather different type of supervisory 

control. Under the wrathful efficiency of General George W. Crook, 

they were confined by force to several newly established reservations, 

where they were subject to the often conflicting regimentation of 

military versus civilian Indian agent control (Spicer 1962: 2£lj Thrapp 

1967). Prior to 187^, this was only true with respect to the San 

Carlos and Camp Verde reservations, during which time the White Moun

tain bands remained relatively isolated. Some degree of control was 

exerted over these groups, but in a passive way only. Beef and flour 

rations were issued, and attempts were made to intensify sedentary 

agricultural pursuits in the vicinity of the branch agency at 

Camp Apache. 

In I87H, a series of events was set in motion which brought 

about what was probably the single most disruptive phase in Western 

Apache history. Early that year, relatively peaceful White Mountain 



groups were prohibited from returning to their homeland and restricted 

to the vicinity of the military camp, where they were forced to culti

vate and plant (U.S. Commissioner of Indian Affairs 18?U). Several 

months later, approximately 1600 individuals from the northern region 

were moved to the San Carlos Reservation in the south and confined 

along with other Western Apache groups who were forcibly detained 

there by military decree. It was this incarceration, which brought 

heretofore alien Apaches together under the harsh military/civilian 

regime of Crook and Indian agent John P. Clurn, that laid the initial 

foundation for subsequent developments with respect to the San Carlos 

bands. Seasonal movement in regard to subsistence activities were cur

tailed. Roll calls were mustered daily. Rations of beef, flour, 

farming implements, and planting seed were issued, and agricultural 

endeavors were coercively encouraged. On the positive side, an Indian 

police force and a tribal court of Indian offenses were established 

(Clum 1936). 

The detention of more than JjOOO Western Apaches at the San 

Carlos agency — most of whom had maintained rather strained relations 

amongst themselves in former times, and who were now expected to co

operate effectively if not amicably under the threatening, seemingly 

capricious authority of military and government officials — was 

frought with hostility, violence, and disruption. Watchful military 

supervision, which repeatedly demonstrated the futility of aggression 

directed against Whites, and of flight, as opposed to confrontation, 

acted to channel hostile behavior tovrard other ingroup members. This, 



coupled with enforced idleness and the consumption of prohibited native 

beer, produced interpersonal conflicts which resulted in a high rate of 

violence and homicide (Ogle 1939). A state of constant regulatory-

supervision ensued at the San Carlos Reservation, providing the matrix 

for subsequent developments for all but the White Mountain bands per

mitted to return to their northern homeland in 1881; (Frazer 188£). 

Between the time of the Geronimo outbreak and the turn of the 

century, San Carlos Apache economic autonomy and subsequent social 

distance were gradually and irrevocably reduced. Despite extensive 

agricultural operations, involving the government issue of seed and 

implements, a network of irrigation ditches and dams, strict super

vision by government farmers and military personnel, the 3000 or so 

resident Apaches increasingly depended upon the issuance of rations, 

which were continued until 1902 (Spicer 1962: 2^6-57). Mormon farmers 

on the eastern boundary of the reservation lowered the water level in 

the Gila River to a point where irrigation at San Carlos was virtually 

impossible. To the west, the growing coal and other mining operations 

of Anglos threatened to encroach on reservation land. Harsh authori

tarian measures governed Apache daily life, from restricted travel on 

the basis of a permit system to the irregular issue of government 

rations and the unremitting harassment of Indian police who broke up 

drinking parties and incarcerated indolents (U.S. Commissioner of 

Indian Affairs 1893). 

By 1913, on-reservation economic self-sufficiency was so im

possible that most of the available work force at San Carlos was 



engaged in wage labor activities in surrounding Anglo farming and mining 

enterprises (Getty 1963: 12), The Depi-ession years brought wage work 

and the sale of reservation goods to a virtual halt. The stagnating 

economy was revitalized by the resumption of welfare doles under the 

Civilian Conservation Corps and the leasing of reservation land to en

croaching White farmers. Despite the growth of a new cattle industry, 

economic independence through the 1930's and 19U0's was non-existent. 

The net effect of these years of enforced idleness are plainly evident 

in the contemporary San Carlos population, a high percentage of which 

derives its subsistence from welfare monies (Adams and Krutz 1970). 

Decades of Apache/White enmity have produced marked.disruption in in

terpersonal social relations and a breakdown in traditional economic, 

social, and religious sanctions for the maintenance of group solidarity. 

This disintegration is manifested in personal anxiety problems and 

social factionalism (Willard 1968j Parmee 1968), in high rates of prob

lem drinking (Mail 1967; Hays 1968), and in the associated social 

pathologies of homicide and suicide (Everett 1969). 

As a result of the return to their mountain homeland in I881j, 

the White Mountain bands largely escaped the fate of the San Carlos 

groups. Two factors were responsible for subsequent developments on 

the northern Fort Apache Reservation. Most significant was the extreme 

isolation of the region, both from outside areas and with respect to 

native settlement clusters. Many days of tortuous travel by horseback 

were required to get from the military installation at Fort Apache to 

the western farming districts of Cibecue and Canyon Creek, some fifty 
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miles distant. Moreover, the rugged terrain provided numerous locations 

ideally suited for the concealment of individual family camps. This, 

coupled with the fact that the garrison at the fort was undermanned 

and the Indian agent in charge of the subageney was stationed at San 

Carlos, acted to produce a situation in which the supervisory control 

of Apaches, except in the vicinity of the fort, was virtually impossible 

(U.S. Commissioner of Indian Affairs 1893). 

The lack of intensive domination by resident Anglos at Fort 

Apache prompted two highly important developments. Most significant 

was the maintenance of seasonal movement connected with subsistence 

activities well into the first quarter of the 20th century. Except 

with respect to warfare and raiding, most White Mountain bands, from 

the time of their return from San Carlos, were permitted to resume an 

essentially unchanged aboriginal life way. Additional economic pur

suits provided a stopgap against the absence of necessary plunder from 

raiding. What was important here was the form of these new endeavors, 

which contributed markedly to the maintenance of Apache self-sufficiency 

and independence. Early in the tenure of the military garrison at the 

fort and later for the Indian agency and school, Apaches began to 

produce substantial quantities of wheat, corn, and barley for sale on 

a cash and credit basis to Anglos. An even more valuable activity 

was the cutting of gamma grass or hay which grew in mountainous regions 

and the provision of cords of firewood for White consumption (Reagan 

1930). 
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What is remarkable here was the largely voluntary manner in 

which Apaches engaged in most of these activities. Certainly some 

agricultural labor was closely supervised with reference to the cul

tivation and irrigation of land surrounding the fort. Yet, even with 

the introduction of cattle and sheep, horse drawn plows, new plant 

crops such as wheat and barley, and the use of wagons for hauling, 

traditional patterns of task performance activity group operation re

mained relatively unchanged, except that the male role in such pursuits 

was perhaps intensified (see Griffin, Leone and Basso 1970 for a 

regional variation of this situation). The ease with which these new 

economic activities were adjusted to meet the exigencies of Apache 

society as traditionally defined contributed in large part to their 

success. It is noteworthy that never, at any time, were rations issued 

indiscriminately at Fort Apache (where only the infirm received continual 

assistance). The net effect of this state ofaffairs was the maintenance 

of a viable native subsistence system which provided protection against 

the development of potentially pernicious economic dependence of the 

type to which San Carlos Apaches were subjected. 

The absence of authoritarian control over White Mountain Apache 

groups was especially narked with reference to the internal maintenance 

of law and order and external contact viith surrounding White settle

ments. Military supervision was always quite lax, especially in later 

days, and was confined largely to casual contact connected with com

mercial and/or recreational dealings. After the creation of full 

agency status in 1899, the resident Indian agent and other government 

employees extended Apache/Anglo interaction, but only with regard to 



those camps located in the vicinity of Fort Apache and the. new agency 

headquarters four miles north in Whiteriver. The placement of govern

ment farmers and the opening of day schools in various outlying areas 

contributed to some increased contact. Yet disciplinary measures were 

largely a function of the Indian police, many of whom were recruited 

from a corps of ex-military scouts» As members of locally viable kin 

groups, these men were notorious for their ineffectiveness in enforcing 

prohibitions against the production and consumption of alcoholic 

beverages and in preventing the eruption of violence in interpersonal 

relations (U.S. Commissioner of Indian Affairs 1903). 

A logical concomitant of these conditions was a certain degree 

of tolerance for White Mountain Apache resistance against the some

times flagrant encroachment of Anglo culture. This took the form of 

general avoidance of White contact, which was frequently reinforced 

by Anglo sentiment, such as the prohibitions against fraternization 

initiated by military personnel at the fort. Apaches apparently made 

a concerted effort to withdraw or retreat from any sort of potentially 

threatening encounters (VJharf ield 1965). After the demonstrable failure 

of aggressive resistance at Cibecue in 1881 (Header 1967) and again in 

1896, the value of this passive reaction probably became plainly evi

dent. 

This was particularly true with respect to those institutions 

of Anglo society specifically designated to bring corrosive pressure 

to bear on traditional Apache culture. The initial response to Anglo 

educational, religious, and medical activities was either outright 
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rejection or nominal acceptance (UeS„ Commissioner of Indian Affairs 

I90I4). Nowhere in the available documentary record or in reports from 

informants is there anything but a note of discord with regard to 

intercourse with Whites. This was also the case for contact with 

nearby off-reservation Anglos, who were denied access to reservation 

grazing lands until 1902, but whose cattle were the constant target for 

Indian rifles. Organized non-violent resistance to White encroachment 

occurred only twice among White Mountain groups. Both were religious 

movements, the first of which (1903-1907) focused on a millenium in

volving the destruction of evil and the creation of a new world of good 

and happiness, while the second (1921 to date) arose in response to the 

syncretistic, Christian/Indian teachings of the Apache prophet Silas 

John. As mechanisms by which to cope successfully — in any sort of 

unified fashion — with the pressures of Anglo culture, both were 

failures (Goodwin 1938; Goodwin and Kaut ±9%h)» 

Relentlessly, White Mountain Apaches in the 20th century were 

subjected to the stimuli of change. Their responses were selective 

wherever conditions permitted, but the cumulative effects of this un

remitting adjustment soon became overwhelming. New ways of behaving, 

new ideas, new things — these increasingly appeared in contrast!ve 

environments opposite the Apache way. Material items such as canned 

and processed foodstuffs, metal tools and implements, kerosene, leather 

goods, cloth and wearing apparel, and firearms, available on credit at 

Anglo owned and operated trading posts, soon became essential foci of 

newly developed Apache acquisitive values. Young males returning from 



off-reservation government boarding schools and ex-service men brought 

with them notions of a new world, a world which permitted little lee

way for the Apache legacy. Missionary groups intensified their 

proselytizing campaigns against core features of traditional Apache 

culture, the kinship system and the medicine man, and parochial edu

cational efforts began to pay off as increasing numbers of Apaches 

became nominal converts. Not to be outdone was the government 

hospital staff which, with the aid of the military and the Indian 

police, conducted such activities as the forcible vaccination and 

decontamination of large numbers of confused and frightened Apaches, 

apparently as a precautionary measure against the epidemics which 

periodically decimated the native population. Despite the atmosphere 

of animosity characterising such encounters, field health personnel 

were able increasingly to promote the regular use of Anglo medical 

facilities. Finally, with the Indian Reorganization Act of 1935, pro-

•cedures for the development of a stable, democratic leadership and 

political structure were established, and old patterns of authority 

and the allocation of power were infused with notions of ability and 

youth. Yet the paternalistic policies of the growing Bureau of Indian 

Affairs bureaucracy remained and simply operated through non-existent 

Indian leadership roles. 

None of this is meant to convey the image of Apache society 

as pristine and unaffected in a disruptive sense by acculturation pro

cesses, and as we will soon see, nothing could be further from the 

truth with reference to contemporary White Mountain Apaches (see Levy 
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and Kunitz 1969). The point to be emphasized is that in comparison 

'to other Western Apache groups, the resident Fort Apache population 

underwent a rather unique form of acculturation to the Anglo world, 

a process which tended to be non-violent, minimally coercive, selec

tive, and generally of limited influence with respect to the destruc

tion of an essentially Apachean life way. The end produce of this 

process is contemporary White Mountain Apache culture, a configuration 

to which we now turn for closer, more careful examination. 

Reorganization and Awareness 

In the beginning, there was nothing but darkness, and iiusin 
made this light. Iiusin is the one that made him, he made 
man that was cut up. So they asked him, "how you going to 
put this man back together?" He said, "we'll see." He 
picked him up, throw part of him this way, part of him that 
way, "If you don't believe me, look." All they have thrown 
together, there he was standing. They asked him, "is there 
anything wrong with you?" He said, "no, there ain't 
nothing wrong with me." 

Perhaps the most productive means of conceptualizing con

temporary White Mountain Apache culture is suggested by the two themes 

of this passage associated with the native creation myth. Modern life 

at Fort Apache is inextricably a function of (1) a process whereby the 

disparate parts of a system are consciously reorganized into a more 

satisfactory whole, and (2) a process involving the developing aware

ness of individuals regarding their respective roles in this procedure. 

These processes are fundamental to a theory of culture change, and it 

is by means of their basic structural framework that other problems 

are formulated. As a result of the acculturative pressures ex

perienced over the past eight decades, present day Apache society is 



engaged in the conscious reformulation of notions of what constitutes 

a desirable life form. Frequently, these new cultural forms are in

compatible with what we have described as traditionally defined 

Western Apache culture. Yet under other circumstances, they allow a 

large degree of tolerance for the old way. Whatever the constituent 

components of the process, all White Mountain Apache groups can be 

characterized with regard to their respective degree of participation 

or lack thereof. Probably the most systematic means of approaching 

the question of participation is through the analytic framework used 

earlier of activity groups and the ordering of cooperative endeavors. 

The resident Indian population of the Fort Apache Reservation, 

estimated at $1$9 from the tribal rolls of 1968, is geographically 

localized in ten rather discrete districts or communities. More than 

half of these territorial units cluster in the eastern portion of 

the reservation, where they account for almost 70% of the total popu

lation. An accurate demographic statement would show, however, two 

population centers, Whiteriver, the agency headquarters, and Cibecue, 

the isolated settlement $0 miles west of here. Relatively little 

systematic data are available for the whole reservation population. 

One recent study provides information with respect to manpower re

sources, while the only non-economic material extant for the "west 

end" is Basso's longitudinal investigation of Cibecue proper. Insofar 

as it contributes to a further understanding of the problem at hand, 

these data will be contrasted with material from our survey of the 

three sample communities of Whiteriver, East Fork, and Seven Mile 

(see Fig. 3). 
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Activity work groups with respect to economic pursuits in 

which modern White Mountain Apaches participate involve a labor force 

and task performance configuration somewhat foreign to traditional 

Apache culture. No reliable information as to the importance of sub

sistence farming activities is available, except in terms of this 

endeavor as a relatively minor income source. Unfortunately, what 

is lacking is some indication of agriculture as an activity focus 

regardless of its monetary valuation. Thus, the available labor force 

(2166 individuals over the age of 16 in 1968) is apparently engaged 

in other economic pursuits, the most important of which is wage work 

employment on reservation. Approximately $0% of this work force was 

employed in 1968, and was accounted for largely by various tribal 

operations (236 jobs), lumber and logging activities (370 positions), 

and the Bureau of Indian Affairs (93 jobs). None of these figures 

provide for seasonal increases of about 2%% in all areas, such as 

BIA firefighting and additional spring and summer work (Taylor and 

0'Conner 1969)* Subsistence income for the unemployed appears to 

come from several sources, the most important of which are welfare 

assistance programs of several types and income sharing in the form 

of gifts from relatives. In 1968, over $0% of individual income came 

directly from some kind of welfare plan, while 13% received support 

through the largess of kinsmen. In addition to unearned cash income, 

the subsistence level of most Apache families is raised by credit 

payment for consumable goods at local trading posts, which accounts 

for almost 70% of grocery and clothing purchases (Taylor and O'Conner 

1969). 



The recruitment and organization of individuals for the per

formance of task group activities or to provide for basic subsistence 

requirements is apparently accomplished among present day White Moun

tain Apaches only minimally by resort to kinship relations. This 

seems particularly true with respect to wage work employment where 

capability, defined in terms of education and age, is supposedly the 

primary consideration for filling available job positions. Yet most 

labor is semi-skilled, the training for which is provided by on the 

job experience (7k%) as opposed to formal schooling (6%), Thus, the 

need for job education is a perceived feature of permanent wage work 

employment, held primarily by those who are not employed. This is 

also true with respect to age, except that it does appear to be an 

important variable in employment, with 50% of the labor force between 

the ages of 20 and UO (Taylor and O'Conner 1969). Moreover, age is a 

crucial consideration in the receipt of assistance and welfare pay

ments, where differential allocation of these monies is significant 

for individuals in both young and old categories. Clearly, other 

factors must account for job recruitment mechanisms. Again, these 

are perceived rather than actual factors. The most common reasons 

given for difficulty in finding a job are (1) no positions available, 

(2) transportation, (3) physical disability or ill health (Taylor and 

O'Conner 1969). These data reveal that, contrary to expectations, 

subsistence activities, however they are defined, continue to operate 

on the basis of kinship relations and the relative proximity to seats 

of prestige and authority. Material drawn from our three-community 

sample tend to support this contention. 



Motivation to participate in these new economic activities has 

been, for the reservation as a whole, a matter of both external per

suasion and developing self-interest. The former stems from the 

pressures exerted by Anglo institutions such as schools, churches, 

and the Indian agency. At every turn, contemporary White Mountain 

Apaches are exhorted to provide adquately for the subsistence needs 

of their families, which involves steady wage work and a set of be

havior standards appropriately moderate with regard to Anglo notions 

of propriety and reliability. Indeed, many Anglos believe that a 

natural or logical connection exists between permanent jobs, new homes, 

appliances and other material amenities, automobiles, and a particular 

type of value orientation, which are all mutually reinforcing with 

respect to providing ongoing support for the new life way. Bureau 

of Indian Affairs and Public Health Service programs in particular 

operate on this basic proposition. Partly as a response to the same 

kinds of pressure and partly from the fragmented felt needs of Apaches 

not already participating in the new system, tribal government con

tinues to characterize its projects and programs in terms of what 

"the people" want and need, emphasizing, however, the more practical 

matter of short range, immediate results in reference to particular 

population clusters and their respective kin groups. What this in

volves, as we shall see in the three sample communities, is the 

increasing development of tribal enterprises as corporate interests 

at the expense of individual Apaches who either must participate in 

order to derive some material benefit or are left to flounder in an 

economic and ideological backwash. 
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Whiteriver 

Since wage labor constitutes the single most important form 

of subsistence activity at Fort Apache, it is expectable that it would 

draw individuals to the locale in which jobs are available. White-

river, as agency headquarters and thus the focus for tribal and 

government operations, should provide wage labor opportunities for 

its resident population, which is drawn from surrounding districts. 

This is indeed the case. For a 130 household sample, the available 

work force numbers 138. Of these, approximately b$% were born in 

Whiteriver, 10$ in Cedar Creek, $% in Cibecue, $% in San Carlos, but 

less than k% in East Fork and Seven Mile. Fifty percent of the avail

able work force is employed by either tribal enterprises or federal 

government operations, while 23$ works at lumbering tasks. Twenty-

five percent of the available work force is unemployed. This discon

tinuity is reflected in economic income levels. Of those permanently 

employed in Whiteriver by the government or the tribe, 60% receive 

$5,000 or more per annum, and a relatively high percentage of house

holds include two individuals with such wage earning capacity. Lumber 

work provides 60% with less than $5,000, while welfare assistance, the 

second largest source of income for the population, provides 8%% of 

its recipients with less than $2,!?00 per year. The only other cash 

income source is the cattle industry, which, despite its impressive 

contributions to tribal coffers, provides only 13* of the Whiteriver 

households with any sort of income. More than 80% of these receive 

annual payments from the livestock association of less than $U00. 



These data clearly portray an economically polarized popula

tion, in which high employment and income levels are counterbalanced 

by an almost equally high rate of unemployment and. subsequent low 

income levels. The effects of the situation are somewhat mitigated 

by two factors. On the one hand, seasonal and temporary employment 

are both quite common. Depending upon the type of tasks required, 

two or three months of work are relatively easy to obtain. On the 

other, employment at the local, tribally-owned, but Anglo-supervised, 

lumber mill is usually a temporary affair, and has been characterized 

recently by an annual personnel turnover rate as high as $0%, Apaches 

interested in a few months work can normally be placed at the sawmill 

with little difficulty. In addition, welfare assistance is usually 

available during periods of non-work. Agriculture could possibly be 

relevant here except that it hardly ever involves any cash income, 

and is not normally a subsistence activity in that no family derives 

its sole support from farm products. Indeed, agriculture for White-

river residents (2l$ of 130 households) is primarily an ancillary 

economic activity for the wage work populace (7h%)» 

Recruitment for economic work group activities in Whiteriver 

is a function of several factors. Educational considerations clearly 

play a significant role. Only 2% of the population has had no formal 

schooling at all, while $0% has some high school education, and lk% 

has graduated from high school. The influence of this factor shows 

up in the resident work force. Of those employed by the BIA, PHS, 

or tribal enterprises, 70% have at least a tenth grade education, 



while only $0% of those Apaches engaged in unskilled sawmill labor and 

of those who are not working have attained that level. Despite 

the expectation that as education becomes more important in getting 

permanent jobs, the mean age of the work force should decrease, the 

factor of age appears to contribute little in the way of recruitment 

for particular types of employment. There is no significant differ

ence in the age distribution of workers in either permanent government 

and tribal jobs or unskilled sawmill labor, but the distribution for 

unemployed individuals definitely skews toward older age brackets. 

These figures suggest that education is not a primary recruit

ment factor for wage work employment, but rather an element or moti

vation. Those with higher education tend to get better jobs. But 

they do not get them as a result of their formal schooling. Two other 

factors appear to be operant in Whiteriver with respect to job place

ment. The first is sheer availability. As we noted earlier, this is 

more a problem of perception than anything else. Yet permanent, well-

paying positions are not numerous, and some method of establishing 

priorities, other than job descriptions must be developed. It is 

generally conceded among Apaches that such placement occurs as a re

sult of a kinship, primarily clan, tie. Thus, the probability of 

being considered for an available position is very high for an indi

vidual who can demonstrate a strong kin relation to those in a 

position to affect the decision-making process. This is not only true 

for tribal affairs, but also for BIA operations. It is interesting 

to note in this connection, however, that kinship relations and 



residence patterns, at least as traditionally defined, appear to be 

breaking down in Whiteriver. Only 21% of the households are formed 

around a core of related females with husbands brought in from outside. 

Moreover, the rate of clan intermarriage, a traditionally proscribed 

type of marital union, is about 5% as opposed to less than half that 

in the other two communities. Nepotism with respect to wage work em

ployment is thus not usually a matter involving close kinsmen, but 

rather more distant clan relatives. 

Most Whiteriver Apaches are keenly aware of this system and 

use it to utmost advantage. The problem, of course, is that upward 

mobility into high income, high education, wage earning groups is 

relatively slow. For some, it is a matter of continual de-selection. 

Thus, those whose goals appear readily attainable may develop strong 

motivation incentive, which is usually reinforced positively by both 

Anglo institutions and tribal power groups. This leaves, however, 

. quite a large portion of the population without either the formal or 

informal means of achieving participatory status in new economic 

pursuits. This is obvious in the high turnover rate in unskilled 

jobs and the lack of initiative displayed by the unemployed. What 

makes this position doubly uncomfortable and conducive to anxiety 

and frustration is that it is the target of opprobrium from all pres

sure groups. Missionaries, teachers, medical personnel, EIA em

ployees, and other Anglos view unemployment and irregular work as 

antithetical to the successful reorganization of Apache society. 

Tribal power groups are also hostile to these individuals, for they 
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are normally the focus of discontent and controversy with respect to 

development programs sponsored by government monies and beneficial to 

those Apaches in a position to take advantage of them. The net pro

duct of this state of affairs is a higher rate of problem drinking, 

a greater amount of social pathology and disruption, and more frequent 

involvement in subsequent criminal and legal activities. 

East Fork 

The population of East Fork, whose residents are scattered 

along the two mile arable stream bed of the east fork of the White 

River, presents a situation of radically different proportions. With 

respect to wage labor, what is most striking here is that for a k2 

family sample, over $0% of the available work force (38 individuals) 

is unemployed. Tribal and government operations clearly account for 

a high percentage of the wage work population (39%), but only $% are 

gainfully employed at the local Whiteriver sawmill, which is only two 

miles distant. Two other sources of cash income fill the gap created 

by the lack of lumber mill labor, seasonal work in the surrounding 

timber country at logging operations or on the brush piling crews 

which clean up after logging activities. Inclement weather prevents 

these pursuits from lasting more than six to ten months out of the 

year, but h%% of the available labor force is thus occupied. Various 

forms of welfare assistance act to raise the income levels of families 

who subsist only on seasonal labor activities. Not only do tempor

arily unemployed family heads receive some assistance, but the 

families of males employed seasonally frequently receive aid in 



addition to the cash income of the wage earner. Thus, more than 0% 

of the households sampled were receiving welfare monies from federal, 

state, or local sources at an average rate of two separate assistance 

programs per family. 

Subsistence activities in East Fork clearly suggest the main

tenance of traditional Apache economic patterns. Indeed, a shifting 

dependence on a series of locally available economic resources charac

terizes in large part the East Fork population. From April through 

December, males obtain work on brush crews, laboring for whatever 

period they desire. During slack periods, their families receive 

assistance through various welfare programs and surplus commodity 

distribution. Late summer and fall provide 6$% of the households 

with some agricultural produce. Lean months are accounted for by 

credit purchases of consumables at the local trading post. Annual 

household incomes reflect a peculiar quality of this shifting system, 

namely, a leveling tendency across all forms of subsistence activity. 

Approximately 10% of those households supported by both permanent and 

seasonal employment received between $2,300 and $2,3>00 per annum. 

Yet East Fork subsistence economy cannot be accurately described with 

reference to raw income figures. It is supported at a deeper level 

by a complex system wherein goods and services are redistributed 

along basic kin lines. Cash, groceries, farm produce, and durable 

goods — all of these are differentially allocated to households in 

terms of their relative positions in an economic network of coopera

tive sharing. 



Participation in these activities is largely a function of 

kinship relations rather than other formal factors. Permanent wage 

work possibly involves age and ability considerations — education 

and age distributions are random across all types of employment — 

but all other forms of economic pursuit depend primarily upon a set 

of alternative actions. Thus, if weather prevents wage labor, welfare 

assistance may be available} if not, credit at the store, usually 

under the auspices of one relative or another, can normally be 

arranged. The system of obligations is mutual. Cash or groceries 

given at one time are reimbursed upon later request. Labor contri

buted in agricultural activities is redeemable in kind at harvest. 

Work groups organized for the purpose of gathering wild plant pro

ducts, such as acorns, pifions, and walnuts, also operate along kin

ship lines. These cooperative endeavors are made possible by the 

maintenance of traditional Apache residence patterns, with respect to 

both the actual residential kin group and proximity to other such 

units. Approximately 60% of East Fork residents were born there, with 

another 9% from the adjacent district of Seven Mile. Some semblance 

of the traditional pattern of female focused family camps, with males 

marrying in, exists in more than S0% of the East Fork households. In 

addition, clan marriage patterns remain intact, with only one case of 

a marital union between members of the same clan. Non-kin forms of 

economic activity do exist, but they are mutually obligatory only in 

that payment for services rendered is immediate. With cash at a 

premium, recompense for labor involving fence repairs, hoeing, har

vesting, fruit picking, house building, and so on usually takes the 



form of readily consumed domestic beer, a home-brewed beverage which 

normally lubricates any gathering of two or more adults regardless of 

the factors responsible for their meeting. 

East Fork as a face-to-face residential community does not 

exist. Its occupants are clustered in 20 or so extended family camps 

along the course of the river. Except for activities recruited along 

clan lines, such as ceremonialism, these units tend to be rather 

autonomous. The net result is that East Fork does not exist as a 

community of interest. Group motivation is fragmented by the action 

of unanimity as a social principle. Individual awareness with regard 

to the value of a particular form of existence within the larger plan 

of socio-economic development varies tremendously. Some perceive the 

long range desirability of changej others, however, interpret external 

pressure from Anglo and tribal political sources in a limited, maximum 

benefit framework. The outcome is that any activity which requires 

group approval, even to a limited degree, is usually derailed by fac

tional disputes. Such has been the fate of a domestic water system, 

a farm committee organized for plowing activities, and the location 

of a community building. What contributes to the maintenance of this 

state of affairs and furthers already extant anxiety and frustration 

is that either those willing to cooperate benefit most or, where 

authority from outside is involved, the prospective program may be 

initiated as planned, regardless of the wishes of Apaches directly 

concerned. Thus, there is a subsequent lack of motivation and 

initiative on the part of many groups who feel that what they say 



66 

may be overlooked in favor of another point of view or that individual 

desires are not taken into consideration at all. The fact that 

neither the means nor the desire exist to facilitate participation in 

the new economic world created by Anglo influence is reflected in ex

tensive problem drinking, a great deal of interpersonal conflict and 

violence, and a remarkably high rate of suicide. 

Seven Kile 

In most respects, Seven Mile is more similar to East Fork 

than it is to Whiteriver. This is due in part to both territorial 

proximity and long historical exchange between the two districts. 

Fifty percent of the residential population was born there, but almost 

20% originally derive from East Fork, a good indication of close con

tact, Like East Fork, unemployment is high (k0% from an available 

work force of28 in a sample of 28 households), permanent wage labor at 

tribal and government jobs is low (Ul/6 of those employed), while other 

forms of seasonal and temporary work provide subsistence for many 

families (logging operations 17%, other 17$). Virtually no one is 

gainfully employed at the Vfhiteriver sawmill, and only a small per

centage of individuals work at timber activities. Other available 

sources of wage labor are the Seven Mile elementary school and the 

Fort Apache boarding school, both located nearby. Forty-five percent 

of those eligible receive some sort of welfare assistance, at an 

average rate of one per household. Income levels reflect somewhat 

the same situation as in East Fork, in that regardless of type of 

employment, cash income is generally equivalent (6received less 
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than $3,£00 per annum). However, since fewer families receive welfare 

support, some skewing toward lower income brackets' for the unemployed 

occurs. A mutually supportive system involving agriculture (60% of 

all households), credit, and the sharing of consumable goods buttresses 

the local cash economy. 

Cooperative economic activities in Seven Mile clearly indicate 

a similarity to East Fork in the important role of kinship relations 

as a recruiting mechanism. The smaller land area, and the fact that 

residence units cluster above the available farmland along the river, 

act to produce a settlement pattern involving frequent face-to-face 

interaction between relatives residing in separate family camp units. 

Proximity by residence and by place of birth both reinforce tradi

tional patterns of residence unit structure and marital exchange. 

Fifty percent of the households in Seven Mile retain a matrifocal 

orientation with respect to indigenous females and in-marrying hus

bands. The respective unions, be they legal or common law, upon which 

these units are formed all conform to traditional prohibitions against 

clan intermarriage. 

Seven Mile residents are subject to the same persuasive pres

sures with regard to socio-economic development as people in either 

Whiteriver or East Fork. Two factors, however, operate to produce a 

community of opinion and reduce the amount of internal factionalism 

between kin groups. First, the relatively small population of the 

district is welded into a somewhat united body by the actions of a 

locally powerful set of related individuals. That this group is 



indigenous and also represents both tribal political authority and 

general Anglo approbation contributes greatly toward its strong in

fluence. The existence of such a power group is responsible for the 

maintenance of Seven Mile as a viable, semi-autonomous community, with 

its own community building and seat on the tribal council, despite its 

being merged with East Fork as an administrative district with refer

ence to governmental operations. The unanimity of opinion concerning 

desirable action made possible by this type of organizational struc

ture is reflected in the material amenities, such as modern homes, 

domestic water supply, and electrical power, possessed by most Seven 

Mile inhabitants. 

Those not directly motivated by a connection with the politi

cal authority structure derive the reorganizational values of con

temporary existence from a formally established association, a local 

branch of A. A. Allen's Miracle Church, which exerts control over 

approximately \\0% of the population in Seven Mile. Other religious 

groups clearly play an important role in pressuring contemporary 

Apaches — five other denominations contend for Indian souls -- and 

in both East Fork and Whiteriver, Lutheran affiliation is predominant 

(60$ and k0%, respectively). Yet the function of these two sects 

with respect to providing a guiding theme for individual action is 

quite different. The Lutheran congregation is a loosely knit organi

zation, membership in which is ostensibly a doctrinal matter of the 

attainment of a state of grace in this world prepatory to life after 

death. The impracticality of a behavioral mode which offers no 



immediate benefit is quite obvious to Apaches and this attitude is 

reflected in perfunctory church attendance and the formal performance 

of inconspicuous rites at what are otherwise Apachean funeral pro

ceedings. The Miracle Church, on the other hand, recruits its mem

bership on the basis of immediate solace and respite from personal 

troubles, with respect to both interpersonal relations and faith heal

ing. Proselytizing activities, which occur at regular Apache-run 

services and frequent summer tent revivals, emphasize that converts 

who adopt the group's fundamental brand of Christianity, who support 

their relatives, abstain from alcohol and tobacco, and disclaim faith 

in traditional Apache ideological precepts will not only lead a life 

free from social disruption, but also be cured of any illness or 

physical disability. The high success rate exhibited by this group 

constitutes a powerful mechanism for exerting lasting control over 

the lives of its membership. 

* * * * -5'r * * *- * 

It is within this complex sociocultural framework that White 

Mountain Apaches attempt to maintain some sort of order with respect 

to the disruptive effects of physical, social, and psychological 

pathology, a task at all times frought with frustration and anxiety. 

Formerly, medical ceremonialism was probably a rather predictable 

response to a set of stable variables affecting the population as a 

whole. Even so, the amount of control exerted over the exigencies of 

disease and illness was presumably more a function of perception than 



of actuality. The point, however, is a moot one. Contemporary 

Apaches employ a system of medical technology which in part reflects 

the past, but which is perhaps more accurately characterized, like 

their culture in general, as a product of the stress and strain of 

almost a hundred years of acculturation. From the foregoing, it is 

clear that significant differences with regard to the content of 

present day Apache culture occur along community lines. White Moun

tain Apache medical systemics should reflect this variation. It is 

with this expectation in mind that we begin our investigation of 

medical decision-making and the initial problem of epidemiology. 



CHAPTER 5 

DISEASE ECOLOGY 

Exposure to disease agents, however these might be defined, 

is the area of study of a group of health professionals known as epi

demiologists. Despite the sensitivity displayed by these investiga

tors with regard to the environmental milieu in which disease occurs, 

they are essentially concerned with the etiological patterns of a set 

of arbitrarily defined disease categories which frequently assume a 

conventional as well as an empirical reality. The implications that 

this practice holds for cross-cultural medical analysis are quite 

significant. The utilization of an absolute perspective,which this 

approach embodies, produces a decidedly limited and frequently dis

torted view of the impact of sociocultural context on disease 

etiologies (see, e.g., Reichenback 1967 j Seivers 1966). Not only does 

this do violence to anthropological notions of environmental adapta

bility, but it also overlooks the importance of genetic variation in 

human breeding populations and mutational processes taking place in 

disease organisms themselves. Epidemiological studies can provide, 

however, some significant insights into the kinds of fundamental 

disease agents which achieve perceptive reality in a cultural system 

and which are subsequently categorized into relevant illness classes. 

This is particularly true with respect to White Mountain Apache health 
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and illness where discovery procedures developed to ferret out disease 

by Anglo physicians have been a priori Anglo culture-specific. 

A most productive strategy for the analysis of human exposure 

to illness, and the one utilized here for White Mountain Apaches, in

volves the notion of "disease ecology." Cognitive considerations 

'aside, the reference is to a complex interactional network, whose 

focus is not discrete disease agents, but rather the environmentally-

mediated host-parasite system itself. Intentionally, the orientation 

is more neutral with respect to the role of the disease itself than 

is commonly the case in conventional epidemiological investigations 

(but see Rubenstein, Boyle, Odoroff, and Kunitz n.d.; Kunitz, Levy, 

Odoroff and Bollinger n.d.). A satisfactory'ecological study of ill

ness begins with the formulation and consideration of two primary 

questions: what are the pertinent disease agents in a particular 

ecosystem, and how do these entities operate in such a system? 

The Raw Elements 

Historically, evidence for the prevalence of disease among 

White Mountain Apaches is quite tenuous. Until the time that Anglos 

began to take note of such things, nothing but Apache oral accounts 

provide any insist into pre-reservation patterns of health and ill

ness. These, however, are very clear as to the exact nature of the 

circumstances which produced Indian sickness, as suggested in the 

following statement by a 68 year old medicine man. 

At the beginning, there was no sickness at all, when iiusin 
made people. In the early days, there was hardly anybody 
sick. All boys and girls were real healthy. But since White 
men came, they brought all the disease, especially the one 
called SQQS (syphilis). 



Whatever the preceding conditions, by the turn of the 20th century, 

White Mountain Apaches had begun to experience a series of rather 

regular epidemics which decimated the local population. A smallpox 

epidemic in I896 forced the rapid dispersal of family camps, as 

Apaches fled situations which were conducive to the highly communi

cable disease. 

Between 1900 and 1901; the incidence of tuberculosis increased 

killing many children and young people, especially at the local board 

ing school where students were forcibly protected from what Anglo 

supervisors considered harmful and unhealthy exposure to the elements 

The students were prohibited from sleeping on the floor and leaving 

windows and doors open in rooms and buildings (U.S. Commissioner of 

Indian Affairs 1902). Pneumonia, influenza, diarrhea, and cholera 

were all responsible for some deaths during this period, but tubercu

losis soon assumed the position of major contributor to mortality. 

•Some idea of the situation is conveyed by the somewhat dubious report 

from the agency physician in 190lt. 

Tuberculosis in the form of consumption of the lungs has 
claimed a victim about every month. In some cases an entire 
family has been gradually exterminated by it. Lack of care 
as to dissemination, bad hygeine, late presentation of 
treatment, coupled with a special predisposition, are factors 
in causation and fatality. The medicine men have frequently 
instilled a false sense of hope in some of the worst cases. 
We were fortunate in being able to contradict them and to 
prognosticate the fatal termination with the exact date in 
a way that has gone far toward gaining the confidence of the 
Indians. 

It was this disease which affected White Mountain Apaches in 

greatest numbers (Hrdlicka 1908; U.S. Senate 1913). In 1911, $8% of 
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those examined by the agency physician were suffering from tuberculo

sis, while 65% of the total population was estimated to be affected 

by the disease. The diagnostic procedure was probably based on clini

cal symptoms, although there is no record of this. Four years later, 

proportions had been reduced somewhat, but tuberculosis was still 

responsible for 60% of all reported deaths (U.S. Commissioner of 

Indian Affairs 1915). Reliable information for subsequent years, 

prior to the present day, is not readily available, but judging from 

the prevalence of the disease among contemporary Apaches, matters have 

not improved much since 1920 (Kraus 195U). This is also true with 

respect to trachoma, the eye disease to which Apaches quite early fell 

victim. In 191U, 21% of all patients examined were afflicted by the 

disease, and 33% of the total population was estimated to suffer in 

some degree from its symptoms (no distinction is made as to type and 

symptom, whether pannus or trachiasis). By 1918, these figures were 

slightly lower for the local population (U.S. Commissioner of Indian 

Affairs 1918). Yet the Bureau of Indian Affairs operated a special 

trachoma hospital at the Fort Apache military post primarily for 

Navajos for many years after this. The prevalence of trachoma in 

the present day population and the severity of its symptoms in the 

reduction of visual acuity, indicate that it remains one of the most 

serious disease problems affecting White Mountain Apaches. The fact 

that syphilis and other forms of venereal diseases were considered 

non-existent by Anglo physicians in the early days is obviously not a 

reflection of accurate prevalence rates, but a result of Apaches 



simply not reporting genital symptoms to the physician (see Reagan 

1930: 3110. 

Despite their apparent reliability, these data are of limited 

value for epidemiological analysis. All they actually indicate is 

the magnitude of disease problems which came to the attention of Anglo 

physicians. Since this sample was certainly not representative, there 

is no reliable way to expand it to encompass the population as a 

whole. Even if such an expansion was possible, it is doubtful how 

accurate the resultant disease frequencies would be. This is par

ticularly true with respect to present day epidemiological patterns 

which are estimated on the basis of hospital medical records. One 

productive course of action would be to examine the major disease 

categories brought to White doctors, and, even though these only ap

proximate empirical reality, estimate both the types and frequencies 

of those diseases affecting Apaches. If this could be done for 

discrete disease agents and for their symptomatic features as conven

tionally defined, some basic insight would be gained into the kinds 

of ailments affecting Apaches and the kinds of symptoms they might 

perceive as culturally relevant to a definition of "sickness." 

The only extensive corpus of epidemiological data readily 

available for this type of analysis is the in-patient statistical 

record from the Whiteriver U.S. Public Health Service Hospital for 

fiscal year 1967 (Table 1). More recent, but incomplete figures, 

support the assumption that these data are representative of current 

epidemiological patterns at Fort Apache. The value of this material 



Table 1. Selected disease frequencies from U.S.P.H.S. In-patient 
Medical Statistics, Fiscal Year 1967. 

Frequency 
Type of Disease No. 

1. Infective and parasitic 62 6 
Tuberculosis 
Hepatitis 
Dysentary 
Measles 
Other 

2. Allergic, Endocrine, Nutritional 18 2 
Allergy 
Diabetis 
Avitaminosis 
Other 

3. Mental Disorders 37 3 
Effects of alcohol 
Other 

U. Nervous System and Sense Organs bh U 
Vascular lesions 
Meningitis 
Eye diseases 
Otitis media 
Other 

5. Circulatory System 36 3 
Rheumatic diseases 
Other 

6. Respiratory System 330 30 
Upper respiratory infections 
Influenza and pneumonia 
Bronchitis 
Other 

7. Digestive System 208 19 
Gastroenteritis 
Liver diseases 
Gallbladder diseases 
Other 

8. Gastro-Urinary System U6 U 
Nephritis 
Other 
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Table 1—Continued 

Frequency 
Type of Disease No. 

9. Skin and Cellular Tissue 60 5 

10. Bones 17 l 
Arthritis and rheumatism 
Other 

11. Injuries 226 21 
Fractures 
D i sloeati ons, sprains 
Lacerations 
Contusions 
Burns 
Chemical substance 
Other 

- -

Total cases 108U 98 

*Does not sum to 100 percent due to rounding. 



is that its organizational structure logically groups disease symptoms 

by anatomical and physiological categories. That this taxonomy may 

have little relevance to Apache medical cognition is here of small 

consequencej the important point is to discover a set of disease symp

toms which should be perceived by individuals who are diagnosed as 

suffering from an ailment normally expected to exhibit such symptoms. 

The result, when compared to cognitive data, will indicate the corres

pondence between Anglo and Apache perception of disease symptoms and 

definitions of "sickness." The eleven categories of Table 1 provide 

a framework for this procedure. 

It is noteworthy that the two diseases which ostensibly 

affected White Mountain Apaches so severely in the past are only mini

mally represented. Aside from inaccuracies in the early reports, the 

reason for this is that both tuberculosis and trachoma are now amen

able to chemotherapy which is normally administered at the out-patient 

clinic or by field health personnel. In addition, seriously ill 

tubercular patients are regularly sent to a private sanatorium in 

Tucson for extended, frequently surgical, treatment. A recent PHS 

trachoma eradication program, using modern slit-lamp diagnostic 

procedures, revealed that in 1967 20% of the total reservation popu

lation under the age of 20 was afflicted with this disease. The same 

kind of iceberg effect characterizes rates of tubercular infection, 

where the percentage of positive skin test responses and arrested 

disease cases reach relatively high proportions, with respect to both 

other disease symptoms and other Southwestern Indian populations. On 
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the other hand, those disorders which plagued Apaches in the past less 

severely than either tuberculosis or trachoma — pneumonia, digestive 

malfunctions, and injuries — are not only still prevalent, but are 

among the diseases with the highest rate of occurrence in the present 

day population. 

Based on the figures presented in Table 1, whose total sample 

is IO8I4 cases, approximately 70% of the diseases affecting White 

Mountain Apaches fall into three conventional epidemiological cate

gories: (1) respiratory system ailments, 30$; (2) digestive system 

ailments, 19%; and (3) injuries, 21%, Only the latter, which includes 

such diverse phenomena as fractures, dislocations, sprains, contusions, 

burns, and lacerations, appears to lack any sort of fundamental order 

which connects its constituent elements. Upon closer inspection, how

ever, this is not the case at all. Two underlying features character

ize this array of symptoms. One portion of the injury class involves 

an obvious impairment to locomotor functions. For example, broken 

bones, sprains, and dislocations all inhibit normative motion-type 

activities. In addition, these symptoms are all, anatomically, inter

nal disorders. The remaining injury class afflictions, whatever the 

degree to vihich they prevent locomotion, focus on a disturbance in 

the normal condition of body surfaces. These surfaces are naturally 

intact and free of rents or blemishes, a state which is obviated by 

the presence of lacerations, burns, and contusions. A feature which 

links all symptoms in the injury category, and which may have some 

bearing on relative occurrence patterns, is that each obviously 
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results from the action of some foreign agent on external body struc

tures. 

. Those symptoms in the other two major disease classes, however, 

are all internal disorders. In the digestive system category, gastro

intestinal ailments such as gall bladder diseases, gastroenteritis, 

and associated liver diseases are most prevalent. The internal nature 

of these afflictions is reflected in their component symptoms of 

diarrhea, vomiting, and abdominal pain, all of which clearly point to 

a bodily malfunction focused on digestive disorders. Unlike many 

injury symptoms, digestive system ailments generally range in inten

sity from slightly uncomfortable to moderately severe. The high 

infant mortality rate associated with gastroenteritis is not a result 

of the disease itself, but of its prodromal effects such as dehydra

tion. Thus, the salient symptoms of digestive disorders tend to be 

chronic, but not necessarily acute. Somewhat the same can be said 

for respiratory system disorders, which include various upper respira

tory infections, influenza, pneumonia, and bronchitis. The respective 

symptoms of these ailments are normally localized in the upper quad

rant of the body (with the exception of vomiting) and usually involve 

a repertoire of nasal, bronchial, and pulmonary congestion, fever, 

cough, and locally specific pain. Pneumonia is a major contributor 

to mortality, and, as in the winter epidemic of 19&9, influenza may 

also be responsible for some deaths. Despite the sometimes critical 

nature of these afflictions, other respiratory disorders are generally 

both mild and chronic. 



Two types of diseases are significantly not represented in 

Table 1. The first — the sense organ disorder affecting the ear, 

otitis media -- is easily accounted for. Like trachoma, this disease, 

whose salient symptoms are running, painful ears, is largely an out

patient care problem. It is, however, quite prevalent among children 

and represents a high percentage of treatment cases in the hospital 

out-patient clinics. The other type of ailment missing from this 

selection is not so easily explained away. If all the categories but 

number three are grouped, there is revealed a marked absence of mental 

disorders. To be sure, the frequency of such problems in the past, 

as reported by Anglo observers, has been generally quite low. One 

possibility, then, is that the figures in Table 1 are accurate, and 

mental disorders, of whatever kind, are not serious epidemiological 

problems at Fort Apache. On the other hand, mental or psychological 

afflictions are defined in terms of behavioral rather than physiologi-

.cal or anatomical symptoms. What this suggests is that mainly psysio-

logical disease problems affect present day White Mountain Apaches. 

Or, as implied in the earlier mention of social pathology, and sug

gested at the beginning of this section, medical statistics drawn 

from a treatment sample do not accurately reflect epidemiological 

reality. The interplay of at least two factors probably produces 

this kind of skewing: (1) only certain types of disease symptoms 

which define a limited array of illness classes are taken to the 

Anglo physician for treatment, and (2) although some instances of 

particular ailments and their respective symptoms are treated by 



82 i 

Anglo doctors, the majority of these are handled elsewhere. In addi

tion, no reliable way of accounting for the occurrence of diseases 

which are not subsequently brought to the attention of White doctors 

exists on the basis of this statistical record. Whatever the explana

tory factors involved, extreme caution is obviously called for when 

conventional epidemiological work is concerned. It is for this reason 

that the ecological framework in which disease occurs is so important. 

The Media 

The complex media by which disease is transmitted at Fort 

Apache involve the interplay of two sets of ecological factors, en

vironmental and sociocultural. Both contribute in a fundamental way 

to the etiological patterns of disease agents affecting the popula

tion. Like its constituent components, the epidemiological ecosystem 

of White Mountain Apaches appears to have changed little over the past 

70 years, except with respect to the growth of sedentary residence 

clusters. Around the turn of the century, the situation at Fort Apache 

was described in the following rather biased way by an Indian service 

employee. 

The Apache are a much diseased people. Their drinking so 
much tiswin, their exposure while drunk, their filth, and 
their sleepless nights at medicine ceremonies are breaking 
them down physically.... Furthermore, their medical prac
tices tend to spread these diseases instead of to cure 
them (Reagan 1930: 31U). 

Matters then were obviously more complex than this would lead one to 

believe. Ignoring for the moment the supposed role of alcohol in 

disease ecology, it has already been established that at the peak 
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period of disease infection, White Mountain Apaches generally con

tinued to maintain a semblance of the traditional life way, living in 

grass wickiups, migrating in pursuit of various economic activities, 

and interacting with a clearly defined set of individuals. With in

creased White contact and subsequent artificial changes in these 

patterns, ecological factors with respect to disease occurrence began 

to assume new relational forms. Infectious diseases were spread by 

Anglo carriers, heretofore unprecedented interaction with large num

bers of other Apaches in educational and employment activities pro

vided a favorable environment for disease transmission, and increased 

dependence on new material goods, especially commercially produced, 

canned food, brought attendant disruption to what were formerly stable 

nutritional conditions based on native foods (Miller 196?). The dif

ferential effects of these pressures are readily apparent in present 

day community ecosystems, 

Expectably, factors of both a physical and sociocultural type 

now exhibit a wide range of variation. To what degree this was true 

in the past is unknown. This variation is most marked by intra-

community differences in Whiteriver and community-wide comparisons 

betvieen Whiteriver on the one hand and East Fork and Seven Mile on 

the other. Table 2 clearly indicates this variation with respect to 

the physical environment. Despite the relative affluence of the 

Whiteriver economic elite, the human ecosystem at Fort Apache exhibits 

many deficiencies by conventional Anglo standards. Sixty-seven per

cent of Whiteriver and Seven Mile residents occupy haphazardly built 
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Table 2. Type of physical variable affecting man/environment 
relationships. 

Variable 
Whiteriver East Fork Seven Mile Total 

Variable No. No. J No. X No. % 

Housing 
2h Modern 39 30 3 7 5 18 U7 2h 

Dilapidated 87 67 35 8U 19 68 lUl 71 
Wickiup 2 1 h 9 3 11 9 U 
Other 2 1 1 3 3 1 

Total 130 ~2B 200 

Domestic water 
Inside 50 38 10 2ii 12 U3 72 36 
Outside faucet 65 50 7 17 U 1U 76 38 
Irrigation/river 7 5 16 38 3 11 26 13 
Other 8 6 9 21 9 32 26 13 

Total 130 T? "25 500 

Heating 
Gas 58 U5 k 9 6 21 68 3U 
Wood 72 55 36 86 18 6U 126 63 
Other 2 5 U 1U 6 3 

Total 130 TB 200 

Waste Disposal 
Toilet h9 38 7 17 8 28 6U 32 
Privy 81 62 3k 81 17 61 132 66 
Other 1 2 3 11 U 2 

Total 130 1? "28 200 

Electrical power 
Yes 93 72 15 36 12 U3 120 60 
No 37 28 27 6U 16 57 80 Uo 

Total 130 HZ "2F 
57 

200 

Food Storage 
Yes 78 60 13 31 10 36 101 51 
No 52 Uo 29 69 18 6h 99 h9 

Total 130 H5 TE 200 

*Does not sum to 100 percent due to rounding. 



frame structures that are poorly ventilated and insulated, while 8U$ 

of the East Fork population is so housed. Approximately 10$ of East 

Fork and Seven Mile residents still inhabit wickiups. Notoriously 

inclement weather makes the problem of housing accommodations crucial. 

Gas heating provides warmth for only a small portion of Apache fami

lies 10$, and 21% respectively, for Whiteriver, East Fork, and 

Seven Mile), In Whiteriver, located away from the river, of the 

households have domestic water available inside the dwelling, while 

50% are forced to haul water from a local network of outside faucets. 

Several Seven Mile families have inside water supplies (h3%), but a 

like percentage must obtain water from the river or other unsafe 

sources. East Fork residents normally get domestic water from the 

contaminated river and irrigation ditches located nearby (60%), while 

only 2k% have it available in their homes. The use of adequate food 

storage devices is positively correlated with the presence of electri-

.cal power, with 69%, 36%, and k3% of Whiteriver, East Fork, and Seven 

Mile, respectively, thus equipped. To what degree waste disposal 

methods affect sanitary conditions at Fort Apache is somewhat unclear, 

but with approximately 6\% of both Whiteriver and Seven Mile and 81$ 

of East Fork utilizing frequently unsatisfactory outdoor privies, the 

potential danger is clearly evident. Even where adequate facilities 

occur, they are apt to be poorly understood and, as a consequence, 

frequently fall into disrepair. 

With respect to each of these variables, there is an average 

}0% difference between the representation of high income ($5,000 or 
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more per year) and low income households, a factor which contributes 

significantly to the role of sociocultural considerations in disease 

ecology. As suggested earlier, much of the social pathology preva

lent in White Mountain Apache society is a result of the type of 

adjustment achieved in the face of forniidible acculturative pressures. 

With some allowance for traditionally defined goals, modern Apaches 

are relentlessly persuaded to adhere to Anglo socio-economic norms. 

As was demonstrated previously, however, the means that would normally 

facilitate this shift are as yet only minimally developed. Where they 

do exist, sociopathological problems are not widely prevalent. But a 

double conflict may occur, in that superficial acceptance of new be

havioral modes may collide with a set of deeply rooted Apachean 

values, a situation that is group-specific for semi-acculturated in

dividuals. A large percentage of Apaches, faced with these kinds of 

conflicts, take the path of least resistance — procrastination and 

indecision — which, in turn, fosters apathy, self-directed aggression, 

social factionalism, problem drinking, and the continued inability to 

extricate themselves from a disintegrating state of affairs. 

Reliable quantitative data are not yet available for an 

accurate analysis of social and psychological factors in disease 

occurrence, but some indication of their respective roles can be seen 

in an examination of what some investigators prefer to term "problem 

drinking." For almost a hundred years, Anglo observers have seen fit 

to characterize all that is undesirable in Apache culture, from their 

point of view, in terms of the irresponsible revelry and subsequent 



disruption associated with native use of alcoholic beverages. Abori

ginally, Apaches brewed a mildly intoxicating drink from fermented 

corn (tulapai). Despite proscriptions against its. production and con

sumption instituted by the Anglo legal system, Apaches not only 

refused to cease imbibing, but sometime after World War I developed 

another type of intoxicant based on the fermentation of apples and 

raisins. Bootlegging activities, supplied by off-reservation Anglo 

sources, were widely prevalent throughout the 191+0's and 1950's. 

Efforts to obtain illegal liquor, however, exacted a high toll, both 

in violent conflicts between Apaches and Whites and in automobile 

accidents occurring in route to distant rendezvous. As a result of 

these and other pressures, the White Mountain Apache Tribal Council, 

though it had chosen to maintain a local liquor ordinance despite the 

repeal of the federal anti-Indian drinking statute in 1953, decided 

in i960 to permit the on-reservation sale of alcoholic beverages. A 

tribal commercial venture, these sales were confined to an Apache-

owned package goods operation and a tavern. Technically, home brew 

and tulapai are still illegal, but possession is no longer a punitive 

offense. The tribal package goods store frequently averaged during 

the summer of 1969 a net income of almost $1,000 per day. 

In the past, Apache drinking behavior functioned as a social 

lubricant. An intrinsic part of many gatherings was the consumption 

of tulapai. Ceremonial occasions and feasts involved the preparation 

of large quantities of the beverage, to be both presented formally 

to specially designated guests and jointly consumed by all participants 



Now tulapai is difficult to come by and a large portion of each year's 

corn harvest is sold to other Apaches or conserved for its production. 

Most Apaches label the beverage "food" or "medicine" (in reference to 

certain herbs used in its manufacture), and those individuals who 

abstain from other alcoholic drinks normally accept tulapai. It is 

"home brew" or bia litsoogi (prepared with water, malt, yeast, and 

sugar) and commercial beer which contribute to Apache problem drink

ing. Among low income population segments, who spend a great deal 

of their time unemployed and idle, drinking, to the exclusion of other 

types of behavior, is considered a normal and desirable form of daily 

activity. Home brew is legal tender for payment of farm labor. It 

is the preoccupation of many individuals known as "camels" who wander 

endlessly in search of drinks. At least one camp in every community 

has home brew readily available in gallon bottles, which can be pur

chased or gotten in trade for food obtained on credit at the trading 

post. Some individuals add aspirin or snuff to the mixture, believing 

that it produces stronger effects. A conservative estimate for the 

prevalence of home brew in East Fork would be about 60% of all house

holds. Commercially manufactured beer, more readily available in 

Whiteriver than in other communities, occupies somewhat the same 

position in contemporary Apache drinking patterns. 

Not all White Mountain Apache drinking is problem drinking. 

High income groups in Whiteriver have begun to shift to both private 

consumption and moderate social drinking, not because of the ready 

availability of liquor, but as a result of pressures for the 
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maintenance of a behavioral mode necessary to meet the socio-economic 

obligations of their affluent living standards. These constraints do 

not affect the majority of reservation residents, however, and it is 

usually, among those who regularly participate in drinking group 

activities where consumption becomes a problem, especially with re

spect to disease ecology. 

Problem drinking contributes to pathogenesis in three impor

tant ways. First, it constitutes a drain on the economic resources 

of household units. Where large amounts of cash, either from employ

ment or welfare assistance, are expended on liquor, or where trading 

post credit is used to purchase groceries which are then traded for 

liquor, basic subsistence needs go unmet. Second, problem drinking 

tends to channel time and energy, so much so that individuals choose 

to engage in drinking activities not only during leisure time, but 

also at the expense of frequently necessary economic endeavors. Thus, 

decision-making with regard to almost any undertaking is characterized 

by procrastination and postponement, a particularly unstable situation 

where immediate action is required by those Apaches involved. Finally, 

with large numbers of individuals constantly engaged in group drinking 

activities, unintended slights and minor disagreements are high

lighted, to a point where the sense of false conviviality produced 

by inebriation is suddenly disrupted by flaring tempers and vitriolic 

arguments. Frequently, matters may proceed no further, and conflict 

is left to simmer in a brooding atmosphere, only to erupt later. A 

likely outcome of such confrontation, however, is spontaneously 
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kindled violence, directed either at the individual ostensibly re

sponsible for the trouble or internally in a symbolic gesture of 

defiance and vengeance. Such patterns of behavior have produced 

remarkably high rates of homicide and suicide at Fort Apache. 

Some indication of how physical and sociocultural variables 

affect disease etiology can be seen in the following case history,, 

Two months ago, X, a 16 year old high school dropout, gave birth to 

an illegitimate baby girl. Her parents, Miracle Church converts, 

were quite disturbed,and the girl moved out with the child to the 

home of an older sister in Whiteriver. She made several attempts to 

give the child up for adoption, as she did not desire the added 

responsibility it brought. For two weeks the baby had been "sick," 

exhibiting a set of vague symptoms. X took the infant to the hospi

tal for treatment and medication several times. Then a close kinsman 

by marriage was killed in a hit and run accident, and she chose to 

participate in the wake and funeral proceedings, an affair which 

lasted several days. Most activities occurred outside, and the 

weather was cold and windy. As many as a hundred people were present 

at one time or another. Sleep was fitful, and while the mother 

visited with friends, the baby was looked after by several different 

relatives. Continually moved during this hectic period, the baby 

was poorly cared for, and its condition worsened. X'brought the 

child again to the hospital, asking that it be admitted. She was 

given more medication and sent home. The next morning the baby died. 

Without benefit of an autopsy, the cause of death was officially 

listed as asphyxiation. 



The same kinds of factors influence the prevalence of readily-

identifiable disease agents, as in the following case of tuberculosis. 

Over the past several years, Y, a well-known medicine man in his 

forties has developed chronic lung disease. Although he lived in 

Cibecue for many years, he now prefers to stay with friends and rela

tives in Whiteriver and East Fork. Recently, however, Y has spent 

most of his time in off-reservation hospitals and sanitoriums due to 

his advanced tubercular condition. A few months ago, he resumed his 

duties as a medical practitioner, his occupation since 1927. In March, 

Y conducted a major curing ceremony for a young VJhiteriver man. Since 

the two were related, Y stayed in the patient's household for several 

days, receiving gifts of clothing but no cash compensation for his 

services. By midsummer, many demands were being made on Y's talents. 

For two nights, he prayed for a relative in East Fork, where he again 

stayed for a few days. Y was incessantly plied with home brew and 

beer. With little rest, inadequate nourishment, and in a constant 

state of inebriation, he was finally chased away by the patient's wife, 

who seeing that Y was rendered unable to sing by the liquor, con

sidered him relatively ineffective. A few days later, Y was called 

upon to perform a major curing ritual for another East Fork relative, 

who provided him lodging for the occasion. Despite his already 

weakened condition, the medicine man was again provided liquor, this 

time with rather significant results. By the morning of the ceremony, 

Y was drunk, vomiting, spitting blood, and so weak he could not per

form his duties satisfactorily, designating all but the most 



important to assistants. For this and other reasons, the patient did 

not attend the proceedings and by his absence brought the matter to 

an abrupt halt. After another five months, Y was returned to the 

Whiteriver hospital and confined to an oxygen tent. Prognosis: poor. 

Behavior which involves the type of circuitous pattern in 

evidence here where large numbers of individuals are brought together 

under conditions favorable to the spread of contagious disease, con

tributes to chronic disease states among White Mountain Apaches. • • 

Somewhat the same can also be said for psychopathological problems, 

as seen in the following instance. Z is a U6 year old Apache cowboy. 

This is the only work he is trained to do and in which he can exhibit 

some expertise. Aggressive, single, and living under economically 

deprived conditions, Z has developed a drinking problem over the 

years. Once a community leader of sorts, with an admirable wartime 

service record, he is no longer respected and spends his days in an 

alcoholic fog seeking out the company of others with similar interests. 

Plagued by misfortune — his mother's two wickiups burned acciden

tally two months ago and all the camp's material possessions were 

lost ~ Z constantly foments disruptive factionalism, not only be

tween various individuals and kinsmen, but also at community meetings 

where any unanimity of opinion becomes virtually impossible. Recently 

his drinking problem became uncontrollable. The first day of roundup 

at the cow camp, Z exhibited alcoholic withdrawal symptoms, behaved 

"crazily," and had to be hospitalized. Unable to work after that, he 

remained constantly intoxicated. Although he frequently requested 
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medical assistance for his "mental condition" on a veteran's program, 

he could not sober up enough to be accepted for treatment. Until 

recently this was the current pattern of Z's life,, in which his two 

younger brothers and a sister are also inextricably involved. A month 

ago, during a particularly violent display of anger, Z attacked his 

sister with an ax handle. He was subsequently arrested and is now 

serving a six month sentence for assault in the Whiteriver jail. 

Becoming 111 

White Mountain Apache disease ecology is a complex interaction 

of man-disease-environment variables, the exact interrelationships of 

which produce conventionally recognizable epidemiological patterns. 

On the basis of the argument already presented, these can only be 

estimated for the Apache population. However, with this type of 

approximation, plus an accurate knowledge of physical and social media 

by which disease travels, we are now in a better position to assess 

for Apaches precisely what falling ill entails. Earlier, we charac

terized this initial portion of the medical decision-making process 

as an information processing exercise in which discrete disease symp

toms achieve recognition and are then sorted into culturally relevant 

sets which are labeled by a class-specific disease term. Essentially 

a cognitive operation, this process may involve a significant corres

pondence between native Apache and conventional Anglo disease symptoms 

and categories. On the other hand, Apaches may relegate key Anglo 

disease symptoms to positions of relative unimportance or at least 

categorize such symptoms into markedly different illness classes. An 
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additional point which demands examination is the degree to which the 

diagnostic procedure is determined by the mere occurrence of a disease 

agent, whatever its cultural status, by the context in which it 

appears, or by a combination of both of these factors. 

Without resort to cognitive data, the ecological information 

with respect to supposed disease prevalence now available provides 

skeletal indications of the kinds of disease symptoms probably con

sidered significant by Apaches and the probable frequency with which 

these occur in the Apache population. On the less indefinite side, 

these data suggest that (1) disease ecology varies significantly by 

community of residence in the present Fort Apache population, and that 

(2) no major changes have occurred in gross epidemiological patterns 

over the past 60 years among White Mountain Apaches, Thus, aside from 

frequency variation and community-specific changes, it appears that 

we are able to confirm part of Hypothesis Five. The occurrence of 

certain diseases has been for quite some time regular and expectable 

with regard to what kinds of ailments might affect an individual. 

Only at the time of initial White contact, when new types of disease 

appeared, could disorientation take place with respect to satisfac

torily explaining in native terms why or how sickness occurred. 

In the following section, we proceed to an investigation of 

Apache medical cognition in an attempt to answer the points raised 

by our discussion of disease ecology. 



CHAPTER 6. 

MEDICAL COGNITION 

Perception and Recognition 

The notion that illness is a relative phenomenon is not new. 

Medical scientists and faith healing religious sects have for some 

time realized that many forms of disease affliction are psychosomatic. 

Usually, the case is one in which an individual perceives the pres

ence of a disease symptom where in fact none exists. However, the 

terra may also include the perception of certain types of symptoms not 

normally associated with particular, demonstrably present diseases. 

This is true not only of patients, but also of the medical profession 

itself, which is continually revising standard disease nomenclature 

and the priorities assigned their constituent symptomological features 

in the face of increased knowledge and changing epidemiological pat

terns. Modern Anglo medicine, therefore, is not altogether unfamiliar 

with the roles of perception and recognition in medical diagnostic 

procedures. That these could have a direct effect on defining whole 

medical systems markedly different from their own, however, is a 

bitter pill to swallow for the average Anglo physician. Yet this is 

precisely how White Mountain Apache medical cognition operates. From 

the set of possible disease symptoms which could affect humans, some 

are selected to achieve the status of medical complaint and "illness." 

9$ 



This operation involves a complex information processing mechanism 

whose present day structure and content reflect past adjustment and 

modification. 

Little reliable data exists to provide any insight into pre-

reservation Apache medical cognition# Grenville Goodwin's (n.d.) 

material is not yet available, and the information that is available 

leaves much to be desired both in terms of contextual information and 

linguistic verification. Shortly after the turn of the century, 

Reagan (1930: 319-k$) noted that Apache medicine men or diyin were 

thought capable of handling most problems befalling social and 

physical man, which included a wide range of items, from toothaches, 

burns, fever, broken bones, through tuberculosis, delerium, hysteria, 

tp crying children, sick horses, protection from ghosts, and so on. 

Causal agents involved such things as supernatural animal power — 

snake, bear, lizard — natural forces like wind and human emotion, 

and other supernatural anthropomorphic entities such as ghosts and 

mountain spirits (gan). Under the rubric "community ceremonies," 

Goodwin (1938: 29-30) stated that diyin can provide protection against 

the threat of illness to come, referring to such conditions as epi

demics and contact with lightning and snakes. In a later publication, 

he alluded to the purificatory function of certain rituals in the 

context of menstrual contamination (Goodwin 19h%: $0$), 

Given these data, a reconstruction of aboriginal Apache medi

cal knowledge is quite difficult. There is virtually no evidence for 

assessing the influence of either Spanish or early Anglo contact on 
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Apache notions of ill health. One independent corpus of data, the 

result of Basso's recent work at Cibecue, does appear to substantiate 

certain correspondences between early infornation and that gathered 

during the course of the present study. In Cibecue, the western, 

isolated, and most traditional community on the Fort Apache reserva

tion, such complaints as stomach cramps, nose bleeds, headaches, 

deviant social behavior, and the threat of imminent disease are taken 

to a diyin (Basso 1970a: £1-60, 8li-10l). Animal power, ghosts, and 

power localized in natural elements such as lightning are seen as 

important causal agents. In the case of witchcraft, where the locus 

of power is a fellow human, almost any sickness involving pain, 

paralysis, dizziness, or fainting, and which appears suddenly, may 

affect human beings (Basso 1969s 38-39). 

Among contemporary White Mountain Apaches, information pro

cessing with regard to labeling a medical complaint and thus providing 

diagnostic recognition for the presence of a disease symptom or type 

of illness is a complex procedure involving not only the afflicted 

individual, but also an indefinite set of kinsmen and often a medicine 

man. Frequently, the individual himself, conscious of a medical mal

function, provides an explanatory framework for its presence. He may 

be supported in his contentions by a circle of close relatives and 

friends. One reason for this strategy is that, given the limited 

number of recognized symptoms, almost any adult Apache is able to 

provide a diagnostic label for common ailments. In a sense, this 

portion of the Apache medical system is "community medicine." However 
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in a large percentage of cases a knowledgeable practitioner is con

sulted to assess the problem with regard to type of illness and 

etiology or perhaps only to confirm the patient's suspicions, 'What

ever the case, the procedure is not always a smooth one, and may 

involve a certain amount of uncertainty and disagreement. It will 

become evident, however, that this indefiniteness stems not from 

puzzling symptomological obscurities, but from both etiological and 

curative considerations. 

For example, the following case clearly illustrates an in

stance of controversy over cause of disease. The seven year old 

daughter of A recently began acting strangely. She was scared at 

night, tried to run away, and was behaving 'crazily.• The child's 

grandfather, seeking an explanation for this behavior, approached a 

medicine man, who, upon dreaming about the girl's condition, diagnosed 

the problem as 'bear sickness,' saying she had been frightened by the 

. animal. On the basis of this information, another medicine man later 

performed curing chants over the girl. The grandfather, however, 

perhaps doubtful of the original diagnosis, sought the assistance of 

another eminent native practitioner and was told that his granddaughter 

was merely suffering from the 'flu.' 

In some cases, however, it is not conflict over the cause of 

the ailment so much as the probable outcome of any subsequent treat

ment procedure that governs the diagnostic operation, as seen in 

the following example. B is a 69 year old man who, night and day, 

walks the road in front of his house. People say he is 'crazy.1 



Recently, a curing ceremony was held for B by a diyin who believed 

the man's problem stemmed from disrespect to a set of anthropomorphic 

mountain spirits known by the Apache as gan. Another medicine man, 

however, noting that B had just returned from a tuberculosis sani-

torium, said it was too late to help the man, that the disease had 

damaged his brain. This diagnosis was identical to the one made by 

Anglo physicians. 

Theoretically, the application of appropriate labels to recog

nized disease symptoms, based on a shared set of cognitive rules which 

supposedly govern such a procedure, should not produce too many dis

crepant diagnoses. This is especially true where the corpus of such 

diagnostic labels is confined to relatively small proportions. 

Although White Mountain Apache medical cognition technically subscribes 

to these tenets, complications are produced by both inherent structural 

and internal, but cross-cutting factors. Initially, the domain which 

Apaches characterize as nezkai or 'sickness' resembles Anglo medical 

categories to a strong degree. But in response to queries regarding 

the causes of illness and what a medicine man can accomplish with his 

'power,' a whole range of essentially non-medical data emerges. 

Apaches view illness as but a single component in a multi-level tax

onomy which may be glossed as 'trouble' or 'evil' (naaonk'lek'). Thus, 

•sickness' contrasts with such categories as 'fighting,' 'cut,' 

•bruise,' 'gunshot wound,' 'witchcraft,' 'going to jail,' 'owl, it 

looks at me,' 'bad luck,' 'sores,' and so on. Only at a lower level 

of contrast does Apache mapping coincide with Anglo medical categories; 
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members of the contrast set nezkai ('sickness') include 'pain,' 'faint

ing,' 'crazy,' 'broken bone,' 'syphilis,' 'colds,' 'sores,' etc. The 

first of these — 'pain' — is the only taxon (for which evidence 

exists) which appears to be more specifically differentiatedj thus, 

it is possible to distinguish by body locale several varieties of 

'pain.' This taxonomy is presented in Figure U. 

There is an Apache mythical reference to disease diagnosis by 

means of a medicinal concoction which is color sensitive to certain 

symptoms present in a supposedly ailing individual. However, all 

present day diagnoses based only on symptomological criteria involve 

the matching of complaints with terms drawn from the above taxonomy. 

It is noteworthy that at all levels in this matrix disease symptoms 

and illness types are mixed. In other words, unlike Anglo medical 

terminology, not only can the same symptoms occur at different cate

gorical levels, but superordinate taxa may subsume both inclusive 

symptomological features and higher level illness classes. Thus, at 

level three, 'pain' and 'syphilis' occur as members of the same con

trast set, while 'cut' appears at a higher level of inclusiveness, 

altogether outside the domain 'sickness.' Yet despite this taxonomic 

structure, Apache medical cognition does appear to intersect sig

nificantly at several points with Anglo terminological distinctions. 

Inspection and comparison of Table 1 (Chapter 5, page 76) and Figure 

U clearly indicate that similar disease symptoms and illness types 

are recognized in Apache and Anglo medical systems. Fundamental symp

toms, such as vomiting and pain, are represented, as are illness types 

like syphilis and psychopathology. 
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naonk'l^k' 
('trouble') 

// 

anizt̂  
(•going to jail1) 

<j / > 
d̂ ẑ qd̂ i 
('bad luck1) 

buti 
('owl') 

k'aa 'ik'ee 
('gunshot wound') 

v 1 v 
biizk'is 
('cut') 

canad9lw9l 
('fighting') 

ilkesn 
('witchcraft') 

Ihuut 
(1 sore') 

nezkai 
('illness') 

itsin k'ilt9' 
('broken bone') 

\; 
ona' k'liz 
('fainting') 

bine'et^ 
('crazy'; 

S99S 
('syphilis') 

Ihuut 
('sore') 

/• 
ndii 
('pain') 

itsitsin ndii 
('headache *) 
V v yj rr 
sxcize k'o ndii 
('chest pain') 

rt 
sibok'la ndii 
('stomach ache') 

Figure b. Taxonomic structure of White Mountain Apache medical 
domain. 



How all these disparate elements are linked together is not 

readily apparent from an inspection of symptomological features. Only 

by recourse to other criterial attributes can the logical underpin

nings of this system be derived. An important one is the matter of 

intensity or severity, which is evident in the taxonomic framework. 

/  / /  \  
Consider, for example, the Apache category 'sores' (Ihuut) which 

operates at two levels of contrast. At level two, the reference is 

to 'sores' whose effects are described as minor and/or temporary. At 

level three, however, where 'sores' is a member of the subset 'sick

ness' (nezkai), their effects are described as chronic and acute. 

This suggests that the intensity or seriousness of an illness is of 

central concern to Apaches, and, indeed, the most common response to 

a new case of sickness is to inquire about its severity. It is also 

noteworthy that the prescription of appropriate ceremonial therapy 

frequently hinges upon the perceived seriousness of the affliction. 

These cognitive categories constitute a shared body of medi

cal knowledge which provides, at this level at least, a symptomologi

cal frame of reference. The degree to which they are actually used 

must be quantitatively verified. Table 3 presents data from the 

questionnaire sample, indicating the kinds of complaints which, at a 

symptomological level, Apaches most commonly label as 'sickness.' 

The reference here is to an indicator of illness rather than the 

sickness itself. It is noteworthy that in all three communities, 

the category 'pain' is most prevalent. All other complaints, whether 

they be vague, like 'weak,' are more definite, such as 'fever,1 
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Table 3. Type of medical complaint indicative of sickness from ques
tionnaire sample. 

Type of Whiteriver East Fork Seven Mile Total 
Complaint No. No. % No. %* No. _L 

Feel bad iu 17 1 3 2 10 17 12 

Kids cry- 10 12 2 6 2 10 111 10 

Fever, hot 12 1U 6 19 5 2U 23 17 

Don't feel like 
doing anything 7 8 2 6 l 5 10 7 

Pain, hurt, ache 13 15 11 35 6 29 30 22 

Weak, drowsy 12 1U 3 9 1 5 16 12 

Headache 16 19 7 22 __h 19 27 20 

Total 8U 32 21 137 

•aDoes not sum to 100 percent due to rounding. 
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appear to be randomly distributed with respect to community of resi

dence. 

Explanation and Etiology 

It is in the case of causation that Apache diagnostic pro

cedures become complex and probabilistic. The problem is that tradi

tionally, and to some degree today, many disease symptoms were labeled 

by their causal agents (e.g., 'bear sickness1). What this meant was 

that in addition to symptomological criteria, diagnostic information 

processing was faced with the sometimes difficult task of discovering 

how a supernatural agent of some kind could have caused the ailment. 

In some cases, the procedure is straightforward and clear, and the 

patient is able to provide the pertinent information unsolicited, as 

in the instance of the young man who, after beating another osten

sibly unrelated individual at several games of horseshoes, suddenly 

fell victim to an attack of hysteria and loss of body coordination. 

However, just as likely is a situation where a medicine man must be 

consulted, either to discover the offended agent by lengthy question

ing and discourse or to indicate a possible cause through a revelation 

arrived at by dreaming. Usually the latter requires a night's sleep, 

but one contemporary medicine man at Fort Apache has a suspiciously 

regarded reputation for being able to produce a diagnostic label and 

attendant cause after only a few hours of song and prayer. This is 

probably a modification of the traditional pattern for divination, 

the normal means by which etiological explanations were derived. 

Formerly, if a medicine man was called upon to discover a disease 
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cause, he performed a short ceremony designed to reveal by means of 

certain chant and prayer combinations the responsible party, which 

functioned as a climax of this ritual event. The present investiga

tion suggests that this form of diagnosis is only minimally prevalent 

today. 

Contemporary White Mountain Apaches refrain from labeling 

disease symptoms in terms of causative agents, preferring instead to 

attach descriptive terms to discrete ailments. However, it is note

worthy that causation occupies a prominent place within the taxonomic 

framework of Apache disease categories. A good example occurs on level 

two, where varieties of 'trouble' are labeled by their supernatural 

causal agents — e.g., 'witchcraft' and 'owl, it looks at me' — or 

by some other causal feature, such as 'bad luck' (see Figure li). 

•Whether descriptive labels are a result of Anglo contact and subse

quent acculturation or only a criterial attribute of certain taxonomic 

levels in the disease classification is an important question. With 

the exception of a few members, the contrast set 'trouble' is essen

tially a causally defined category. It may well be that, formerly, 

information processing with regard to diagnosis was initially carried 

out in terms of gross causal categories and secondarily by resort to 

symptomatic criteria such as type and intensity of ailment. Thus, 

the shift to descriptive terminology from causative distinctions could 

indicate a general acculturational adjustment to new disease ecolo

gical conditions involving changing credibility with regard to 

explaining disease etiology. 
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One way to test this hypothesis is to correlate classes of 

disease symptoms with classes of causal agents. Apaches utilize the 

notion of causation in a quite simple manner: either diseases are 

supernaturally caused or they occur naturally. We presume the latter 

is a recent Anglo derivation. Disease symptoms may also be grouped 

on the basis of a similar dichotomy. They are either organic and 

physiological or behavioral and psychological. On the basis of the 

hypothesis to be tested we would expect traditional Apache forms of 

illness to have a different representation than more recent Anglo in

fluenced ones in terms of these four distinctions. Thus, we could 

then assess the degree to which contemporary White Mountain Apache 

medical cognition is a product of both native and White elements. 

The only corpus of data readily available for such analysis, in which 

disease symptoms and their causes could be reliably cross-tabulated, 

is a portion of the non-representative ceremonial sample developed in 

the present study. Thus, extreme caution must be exercised in accept

ing its figures at face value. The results of the correlation, 

however, are quite informative (see Table U) • Of f>2 cases, 23 con

sisted of psychological symptoms caused by supernatural agents; only 

two psychological symptoms were naturally caused. Seventeen physio

logical symptoms had supernatural causes, and ten physiological 

symptoms were naturally caused. These figures suggest that cause of 

illness is a constant in regard to physiological diseases. Thus, some 

Apaches choose to characterize such symptoms in traditional Apache 

causal terms, while others do so in Anglo non-caused terms. 
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Table U» Cross-tabulation of illness classes with class of causal 
agents from ceremonial sample. 

Type of Type of cause 
Symptom Supernatural Natural Total 

Physiological 17 10 27 

Psychological 23 2 2$ 

Total Cases U0 12 $2 
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Psychological disease symptoms, however, are almost always diagnosed 

as being caused in the traditional way. 

The following cases exemplify the interplay of symptomological 

and causal factors in uniquely Apache forms of illness. X is a 26 

year old man, who, until recently, led a reasonably secure existence. 

A full-time job, personal health and well-being, a conscientious wife, 

two children — all of these were suddenly jeopardized. While attend

ing a feast, X was attacked by another male. Later, at a rodeo, he 

was unable to match his usual high performance as a bull rider. 

During a subsequent drinking bout, he and his wife argued violently. 

As a result of these events, which X was unable to account for, he 

sought the assistance of a medicine man, who told him that a witch 

/ V 
(iikesn) was causing the misfortunes. The medicine man prayed for X, 

blessed his rodeo paraphernalia, and requested that he return three 

more times to complete the ritual treatment. Soon after, X's life 

returned to normal„ 

Y is a well-respected U7 year old man. He and his family live 

in a wickiup, practice some farming, and travel seasonally by horse

back to gather wild plant products. Recently, a bull snake crawled 

into Y's camp. Y removed it unharmed, taking the creature across a 

nearby stream on a narrow footbridge. The snake returned four times 

and each time Y removed it. The fourth time, according to Y, the 

snake threw him into the river while he was crossing the bridge. 

Appearing a fifth time, the snake got so mad that its breath entered 

Y's lungs and made it difficult for him to breathe. In some physical 
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distress, Y sought the aid of two brothers, both of whom are medicine 

men. Three curing sessions followed, with the result that Y's con

dition was much improved. 

Disregarding the implications of these data for treatment pro

cedures, it would appear that a significant relationship exists 

between disease symptoms and their respective causal agents as defined 

in both Apache and Anglo terms. At this point, we do not know whether 

this relationship is an accurate reflection of actual diagnostic pro

cedures used by Apaches or merely the skewing of the ceremonial 

sample data toward native therapeutic practices. It does seem clear, 

however, that a significant number of cases of illness are being 

defined by Apaches in essentially non-Apache terms, i.e., through the 

use of descriptive disease labels and natural causal categories. 

Thus, the diagnostic decision event for contemporary White Mountain 

Apaches is probably a matter of sorting two qualitatively different 

sets of information. To what degree this procedure involves uncer

tainty and conflict is unknown; the data presented above merely 

suggest that diagnostic conflict does occur. 

Although substantive support is lacking, we can probably 

assume that conflict in the diagnostic decision event was more preva

lent in the past as Apaches became increasingly familiar with Anglo 

medical concepts and practices. Those types of ailments which were 

strange to Apaches may soon have been given descriptive Angle disease 

terms and a non-caused status. However, many diseases today are 

described in this way. In effect, what has in all probability 
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happened is the expansion and modification of an aboriginal set of 

diagnostic criteria for satisfactorily explaining the occurrence of 

new types of illness. One natural concomitant of this process would 

be that over the years there has occurred a gradual shift in the 

application of these criteria, to the point where ailments formerly 

subsumed under a native Apache rubric are now labeled by descriptive, 

non-causal Anglo terms. 

This pattern is only true with reference to instances in 

which an individual is obviously suffering from the effects of a set 

of disease symptoms. However, as we have shown earlier, the Apache 

medical system provides for protective and purificatory therapeutic 

practices which operate not on extant ailments but on a potentially 

dangerous condition which, if not rectified, will produce misfortune 

in the form of sickness or death. Thus, although the afflicted indi

vidual is not demonstrably ill, he is in a culturally recognized state 

of uncertainty and confusion, conditions which are believed to pre

cipitate an occurrence of illness. In most instances, this contami

nation results from the action of supernatural causal agents. Thus, 

unlike instances of illness, this diagnostic process is a matter of 

attaching an Apache label defined in terms of the causative agent to 

the potentially dangerous situation. These are generally of two 

major types, cases where some experience is interpreted as an evil 

omen, as in the category 'owl, it looks at me' (Fig, U), or where 

an event clearly places an individual in a state of pollution. An 

example of the former was cited by a young Apache male. 
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A ghost looks just like a human. Maybe he is coming back 
for revenge or for a forgotten belonging. A ghost is like 
an owl. If an owl comes to you, it could start talking to 
you in Apache, calling you dirty names, telling you that 
some one is goi^g to get sick or die. About two weeks ago, 
F saw a ghost (c'iin) steal into her camp and take a dress 
from her wickiup. This is very dangerous, and something 
could happen to her or her kids if she didn't get a diyin 
to prevent this. 

Situations where an individual is considered contaminated or 

polluted usually involve some sort of contact with Anglo culture, such 

as having stayed in a hospital or undergone surgery, and are not, 

presently at least, resorts to preventive therapy as a result of pol

lution from a native Apache source. In general terms, these basic 

differences are reflected in decision-making events relevant to treat

ment therapy. 

Cognition and Decision-Making 

The outcome of the diagnostic information processing operation 

is a reading on whether or not culturally appropriate "sickness" is 

in fact present in an afflicted individual. Logically, there are two 

possible outcome's, a positive or a negative one. Moreover, it is 

logical to assume that the negative instance, to whatever degree of 

probability, is as expectable as its positive counterpart. In fact, 

however, this is not the case for White Mountain Apaches. No instance 

of a totally negative reading on a possibly sick individual was ever 

recorded at Fort Apache. The closest Apaches come to this situation 

is what might be referred to as a serial diagnosis, where after an 

initial diagnosis has been made, a re-appraisal occurs, for whatever 

reason, and a decision is reached that the individual is not suffering 
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from the originally announced sickness. This is not the same, it 

should be stressed, as arriving at a decision of non-affliction, 

where, despite the individual's perception of an ailment, no cul

turally appropriate disease label can be discovered to explain the 

occurrence of a set of symptoms. Whether a one-to-one correspondence 

between a medical complaint and a positive decision in favor of cul

turally defined sickness categories is an aboriginal configuration, 

is unknown. 

Although White Mountain Apache culture does not appear to 

allow for a negative definition of ill health, once disease symptoms 

are perceived, it does provide for instances where an obvious patholo

gical condition can be labeled "non-sickness11 and still involve a 

subsequent therapeutic decision. This occurs in two types of situ

ations (see Figure U). The first is an instance where certain types 

of ailments, obviously symptomatic of pathological conditions, are 

glossed under rubrics other than 'sickness.1 Thus, 'cut' and 'gun

shot wound' are not considered kinds of 'sickness,' but certainly 

do allow for resort to therapeutic treatment of some kind. It is 

noteworthy that these are not, as might be anticipated, restricted 

to minor ailments, and are subject to characterization by the same 

attribute of symptomatic severity as proper forms of 'sickness.' 

Much the same can be said for the other type of pathological situation 

which lacks a cultural definition of 'sickness.' Here, no actual 

state of illness can be defined, but a potential danger or pollutant 

threatens imminent disaster. Thus, the decision-making model in 
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Figure 1 (Chapter 2, page 19) must be modified in terms of White Moun

tain Apache information processing with respect to disease diagnosis. 

Rather than a state of non-sickness resulting from the action of some 

disease agent and producing an outcome not directed at therapeutic 

assistance, allowance must be made for preventive therapy which is a 

result of protective and purificatory needs as defined by pathology 

anticipated on the basis of a potentially dangerous event of some 

kind. 

Once a decision has been made with regard to the relative 

state of 'sickness' or non-sickness exhibited by an individual, in

formation processing relevant to making a decision about therapeutic 

treatment then commences. The intervening shift may involve, however, 

a particular type of predeterminancy as a product of what might be 

termed "cognitive expectation." This phenomenon takes the form of a 

set of ideal rules which indicate what an individual should do. These 

rules are free of any consideration of the specific qualities or 

merits of individual cases as indicated in the following statements 

taken from a White Mountain Apache medicine man. 

Wherever you are sick, it can be cured by praying. After 
that, the sickness within you will be gone, thrown away. 

There one time was a well to do man that had everything. 
He was nice, peaceful, and quiet. But they was playing a 
game, and he won everything. But he didn't last long. 
The next day he died. Plis family got together.. .and of 
course they tried to find out what had happened...they 
try to find out whoever this witchcraft man was. 

There was also another disease which was called the 'bear 
disease.' A person would have to get a medicine man and 
the medicine man would get the paws of this bear and they 
would sing over him all night...and in a day's time this 
man that had that disease would be cured. 
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Diyin X says he doesn't just cure one or two kinds of sick
ness. He can do anything, rain, earache, broken bones, 
syphilis. 

Clearly, the ideal rules in question are not necessarily operational; 

they are obviously articulated by the repositories of cultural tra

ditions, the medicine man. In other words, regardless of the actual 

appropriateness of a specific course of therapeutic action in any 

particular instance of illness, White Mountain Apaches, as members of 

a single sociocultural system, are all aware of ideal rules for be

havior. 

At the same time, however, structural regularities manifest 

in the taxonomy of disease classification also presumably affect cog

nitive expectation. Some of these, however, are in direct contradic

tion to the set of ideal rules just examined. Disease symptoms and 

types of sickness thought to be supernaturally caused obviously pro

vide support for the ideal prescriptions. On the other hand, symptoms 

which are defined by Anglo medical discriminations, e.g., naturally 

caused ailments, clearly deviate from traditional patterns, which are 

constructed on the proposition that a diyin's therapeutic efficacy 

involves the notions of causation and 'power.1 It could be that 

despite these deviations, cognitive expectation continues to be de

fined in terms of the ideal code, and the medicine man's sphere of 

influence is simply expanded to include non-traditional types of ail

ments, Or, cognitive expectation and subsequent therapeutic decision

making may exhibit a fundamental discrepancy between what should be 

done and what actually ensues. 
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The discovery of such a discrepancy is a critical one, and 

cannot be over-emphasized. If a structural inconsistency occurs once 

in a medical decision-making process, it could occur again. The 

initial approach to the problem of Apache medical decision-making was 

based on the proposition that explicit rules for behavior do not per

mit an accurate prediction of subsequent decision outcomes. The data 

presented here support this contention. The question to be asked, 

then, is: how do Apaches make decisions regarding therapeutic treat

ment procedures? It is toward this explicit question that we now 

turn. 



CHAPTER 7 

THERAPEUTIC BEHAVIOR 

The number of discrete decision-making events which actually 

constitutes the White Mountain Apache medical decision-making process 

may well be quite large. For the heuristic purposes of this investi

gation, these have been grouped into four major units which together 

provide a minimal analytic framework by which the decision-making 

process can be satisfactorily represented. The diagnostic decision 

event, as we have seen, involves a relatively uncomplicated and 

straightforward set of information processing operations which precede 

considerations relevant to therapeutic behavior. Medical diagnosis 

is uncomplicated because it is based on only two information con

figurations — symptomology and causation ~ and apparently results 

from a single decision-making event which is not influenced signifi

cantly by feedback from other decision events. The other three event 

groups, however, are linked not only by the fact that they each con

tribute directly to therapeutic behavior, but also by a network of 

interrelated feedback channels. Information processing procedures 

which produce the treatment event configuration are similarly complex 
I 

and reflect at least four sets of data which we have characterized as 

considerations of (l) appropriate rules, (2) possible alternatives, 

(3) dissonance, and (h) feedback. An assessment of the operational 

116 
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value of each of these must come initially from an examination of the 

degree to which they can be expected to precipitate therapeutic be

havior. Thus, predicated on epidemiological and cognitive data, the 

task is to determine actual decision configurations. 

The Dilemma of Choice 

White Mountain Apaches, when in need of therapeutic assistance 

have open to them several different courses of action. Some of these 

have been developed only recently, while others have been present for 

several generations. Therapeutic usages among contemporary Apaches 

involve the selection of a single appropriate treatment procedure 

from this array of potentially appropriate ones. Depending largely 

upon the efficacy of the choice, two major types of decision events 

are possible. The first and probably most common is a single event 

and subsequent outcome, where a decision is made to seek therapeutic 

assistance from only one source. If a cure is effected, the decision 

process ceases here. However, as we have already seen, Apaches may 

also engage in serial or multiple decision events with regard to 

therapeutic behavior. Frequently, this situation may result from 

some sort of dissatisfaction with one source of therapy or type of 

diagnosis and may provide impetus to select another. In addition, 

multiple decisions could theoretically involve all possible combina

tions of single decision events. As will be demonstrated shortly, 

these patterns are primarily a matter of feedback phenomena. Despite 

this complicating factor, for each occurrence of culturally defined 

illness or an occurrence of a dangerous situation which requires 



therapeutic assistance, White Mountain Apaches are faced with making 

a choice from a set of logical alternatives. The structure of this 

process is presented in Figure 

Two major decision events are present in the initial phases 

of therapeutic decision-making. Apaches must first decide whether or 

not positive treatment assistance should be solicited. In other 

words, given a state or condition which requires therapeutic aid, 

should this in fact be the immediate course of action? For whatever 

reasons, such a maneuver may be deemed unpropitious and the matter 

either postponed for future consideration or dropped altogether. In 

the past, this decision event may not have existed at all or at least 

may not have been much of a problem. Apaches, believing implicitly 

in the efficacy of 'power,1 probably sought to avoid any further 

danger or continuation of a state of illness by following the appro

priate course of action. Present day conditions may well obviate the 

need for such concerns. 

The remaining portion of the therapeutic decision process 

consists of four seemingly discrete decision events grouped into two 

categories. The first of these concerns which type of treatment 

assistance will be utilized. For contemporary White Mountain Apaches, 

three potential sources of therapy are possible. One may choose to 

seek aid from a traditional native source, in which case at least 

three possibilities are open. An afflicted individual may decide to 

minister to his own ills, treating himself with various herbal reme

dies (izee) and other ritual paraphernalia, such as an eagle feather 
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and piece of turquoise (its'os) and the yellow powder of cattail 

pollen (haatin), accompanied by prayer and song. If the sick person 

does not feel competent to handle such matters himself, he may choose 

to seek the aid of another knowledgeable in these affairs. This in

dividual could be a close friend or relative who has for personal 

reasons learned a great deal about plants and the concoction of medi

cinal remedies. On the other hand, recourse may be to a native 

practitioner of somewhat lesser status than a medicine man, a person 

who possesses not only the knowledge of herbal medicine, but who also 

is able through a certain amount of personal 'power1 to administer 

remedies whose ingredients are rendered efficacious by her songs and 

•  J X V  
prayers. The degree to which these herbalists or izee i3;pezn and home 

remedies were utilized in former times is questionable. Probably, 

there were more herbalists in the past than now. 

Both traditionally and today the most prevalent form of native 

therapeutic assistance is the medicine man (diyin). A choice to con

sult such a practitioner involves two components. The first concerns 

which diyin to approach, not an insignificant matter. In former 

times, this selection was based on whether or not a medicine man 

possessed the type of 'power' required for effective treatment. Now, 

however, since few diyin of the traditional type remain, the choice 

of a practitioner is largely a consideration of relative competencej 

either the man can or cannot effect a cure. At the same time, a 

decision must be made by the patient and his relatives as to what the 

treatment rendered by the medicine man should entail. In part this 
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matter is determined by the talents of the diyin; but ultimately those 

most closely involved are responsible for the exact form of ritual 

therapy. Several different possibilities are open, but Apaches group 

them into two major categories. Curing ceremonies may involve only 

singing and prayer (idoai; okaQ, or these may be coupled with other 

ritual operations, a situation glossed as yaagotaj; and entailing the 

use of either wooden hoops (p^gse), crosses made of wood (nan'ai), 

rifles (iltii), horses gan dancers, or sandpainting (nigeoci). 

In addition, izee ('medicine') may be used in combination with any of 

these or in the context of idoai_ok^. Formerly, all of these opera

tions were probably far more complex and numerous than they are today. 

For example, it has been several years since a lightning ceremony, 

which involves hoops, crosses, rifles, and horses, took place in the 

east end of the reservation. 

As a result of Anglo influence over the past f>0 years or so, 

. there exists for contemporary White Mountain Apaches a whole set of 

non-native therapeutic practices. Three of these relate directly to 

Anglo medical treatment. The most prevalent decision here is to seek 

assistance from medical personnel attached to the Whiteriver U.S. 

Public Health Service Hospital. This may be done in several possible 

ways, the most important of which is to obtain treatment at the hos

pital itself. Both in-patient and out-patient care services are 

offered here, in addition to specially designated clinics when the 

focus of attention is on a particular type of ailment, such as 

diabetes. In outlying areas, where transportation is a problem, 
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weekly clinics are staffed by physicians from the hospital. Minor 

ailments can be treated here, but emergency cases or serious problems-

are taken back to the hospital in Whiteriver. In addition to Apaches 

going to the treatment source for aid, some medical care comes 

directly to their camps, in the form of daily and weekly visits by 

field health nurses. Normally, these individuals provide coordinative, 

educative, and preventive services, but often they bring medication 

to those either too infirm to visit the clinic or hospital or those 

who refuse to do so. About the only significant decision that Apaches 

are allowed to make with regard to utilizing this whole treatment 

source concerns which doctor they consult at the hospital. However, 

the notion of "family physician" has only recently been developed, 

and most Apaches either do not care which doctor they see or simply 

have no choice in the matter. In addition, if follow-up treatment is 

necessary or drugs are prescribed, Apaches have a choice regarding the 

degree to which they will follow the doctor's directions. 

If, for whatever reasons, an Apache desires modern medical 

care, but does not wish to obtain it at the PHS hospital, he has two 

alternative courses of action open. Most people visit the hospital 

located in the on-reservation lumber town of McNary, approximately 20 

miles north of Whiteriver. The hospital, sponsored by Southwest 

Forest Industries as a health care service for its employees at the 

town's sawmill, is staffed by several Anglo physicians who treat not 

only Whites in the area, but also Apaches who choose to come in# 

All the services available at Whiteriver are replicated here, except 
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that they occur within the context of Anglo economic independence 

where one must pay for services received, rather than on the basis 

of free medical care on the welfare system so predominant at Fort 

Apache. The McNary Hospital is especially important for the large 

Apache settlement in that town whose raison d'etre is employment, 

along with resident-JU^3:Jo^i"T3lac!cs, and Navajos, at the local lumber 

mill. In addition to these modern health care services, Apaches may 

also patronize the private physicians located in the nearby Anglo 

settlement of Showlow. Few do so, however, unless working there, 

since the town is about 30 miles distant from Whiteriver. 

Anglo home remedies in the form of bed rest and patent and 

prescriptive medicine are increasingly used by White Mountain Apaches, 

A wide range of drugs, ointments, and other items are available for 

purchase at local trading posts. Prescription drugs are dispensed at 

the PUS hospital on request, which means that once a certain medicine 

has been given for an illness diagnosed at the hospital, it can be 

used until depleted for subsequent occurrences of the same or other 

ailments. Upon a decision made to seek some sort of treatment therapy 

for an affliction, resort may be made, as in the native Apache case, 

to the application of these home remedies. 

Those Apaches who so choose may, instead of seeking therapue-

tic assistance from the sources already cited, adopt the faith healing 

techniques practiced by two Christian religious sects at Fort Apache, 

The most important of these is A, A. Allen's Miracle Church, of which 

there are at least two regular branches operated by Apaches, The 
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Seven Mile congregation draws from that rural area, while the larger 

Canyon Day contingent brings participants from North Fork, Whiteriver, 

and Cedar Creek. Despite its other fundamentalist doctrinal tenets, 

the Miracle Church is primarily a faith healing sect, whose prosely

tizing efforts pay off largely in terms of cures effected upon 

afflicted individuals who come seeking medical assistance. These 

"miraculous happenings" are a constant source of strength to the group 

and are emphasized at frequent summer tent revivals whose chief focus 

is the treatment of the ill and infirm. If, in the case of sickness, 

an individual decides to utilize this form of therapeutic behavior, 

he is warmly welcomed. The same is true of the several Assembly of 

God churches at Fort Apache, except that they tend to de-emphasize 

faith healing or at least place it on an equal plane with ethico-moral 

considerations. Rather than select the Miracle Church, Apaches may 

decide to visit the Assembly of God congregations in Whiteriver, Canyon 

Day, or Cedar Creek for solace and relief from burdensome illnesses. 

In addition, as there are home remedies for native Apache and modern 

Anglo treatment procedures, so is there a Christian religious form of 

self care. Some Apaches may desire to obtain medical assistance in a 

Christian religious fashion, but either cannot or will not do so in 

the organized environment of a church meeting. They may choose to 

influence the course of illness by means of private prayer and devo

tion in the confines of their homes. 
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Logical Consistency 

These are all the possible decision choices which can be 

selected by White Mountain Apaches in a case where therapeutic treat

ment is indicated. The important question is, of course, how the 

selections are made, i.e., on the basis of what kinds of information. 

It has been postulated that four major information configurations play 

significant roles in this process (see Figure 1, page 19). Each of 

these — considerations of appropriate rules, possible alternatives, 

dissonance, and feedback — consists of certain types of data derived 

from epidemiological and cognitive spheres. Each is weighted as to 

its utility value and thus ranked with respect to the others. A fur

ther assumption is that the priority sequence exists as represented 

in Figure 1, i.e., that appropriate rules will carry the most weight, 

while dissonance appears only after these have been considered and 

rejected. Using this set of assumptions, the present study entails 

a set of hypotheses designed to account for the more important types 

of conditions or states which the decision process manifests under 

given circumstances. On the basis of the decision making model de- . 

veloped for the analytic task at hand, and in view of the information 

processing data already available, we are now in a position to test, 

or make a series of predictions as to, the exact form therapeutic 

behavior among White Mountain Apaches will take. 

Substantial evidence exists to suggest that Apaches are sub

ject to the influence of behavioral rules articulated both in ideal 

and situationally appropriate terms. White Mountain Apache cultural 



traditions clearly place the greatest value on native curing procedures 

for all types of medical decision-making problems. As indicated 

earlier, the phrasing of these imperatives is largely absolute. Yet 

such rigid intractability does not allow for either situational 

variability or circumstantial change over time. Thus, Apaches have 

developed a set of culturally appropriate responses which operates 

on a particular corpus of relevant information. Three discrete attri

butes appear to form the core of these data: type of disease symptom, 

severity of symptom, and type of causal agent. A set of appropriate 

behavioral rules based on these factors would probably entail only 

resort to the two fundamental treatment procedures available to con

temporary Apaches, a medicine man or Anglo physician. At least, cog

nitive data suggest that a medicine man is the most appropriate 

practitioner to consult regarding ailments whose causal agents are 

Apachean. To what degree we can expect the contrary to be true is 

unknown at this point. In addition, it is expectable that marked 

acculturational differences will skew this pattern significantly in 

one direction or another,, 

Information processing on the basis of possible alternatives 

involves two types of operations. One is the expansion of culturally 

appropriate rules to include a wider range of situational variables. 

For example, in an instance where a close correspondence exists not 

only between Anglo and Apache disease symptoms, but also between their 

respective illness types, say, with regard to syphilis, it is expect

able that a certain amount of interchangeability will occur in the 



consideration of potentially appropriate treatment procedures. In 

addition, expansion probably occurs here with respect to possible 

courses of action within major decision choices. Thus, despite the 

fact that a particular disease symptom should be subjected to diag

nostic scrutiny and treatment by a diyin, especially in order to dis

cover a possible causal agent, an individual may well decide to seek 

• / v 
treatment from izee i3;pezn or doctor himself. At the same time, the 

consideration of possible alternatives may involve processing rele

vant non-medical information which normally constitutes the contextual 

framework of disease occurrence. In other words, a sick Apache may 

make a decision as to therapeutic treatment on the basis of data im

mediately extraneous to his physical condition. A good example would 

be the postponement of treatment due to lack of financial resources 

to pay a medicine man or due to unavailability of transportation to 

the hospital. Again, it is anticipated that the consideration of 

possible alternatives will exhibit marked acculturative differences. 

At this juncture in the testing procedure, the role of cul

tural dissonance in White Mountain Apache medical decision-making can 

only be conjectural. Thus, we presume that it is present, but do not 

know its proportions. However, this is logically consistent since by 

definition dissonance is unpredictable and thus largely probabilistic 

in nature. About the only thing that can be said in the way of pro

viding a test situation for our hypotheses which deal with cultural 

dissonance is that it will occur where other forms of information 

processing are either unsatisfactory or other considerations impinge 



abruptly on the medical decision-making process. Unlike the other 

information processing configurations, cultural dissonance is not 

necessarily expected to vary with acculturational level. It may well 

cross-cut all such categories. 

Much the same can be said for the factor of feedback, a highly 

complex mechanism which operates on the probable success or failure 

of treatment procedure outcomes. Theoretically, it affects all 

decision events in the medical decision-making process. As already 

indicated, feedback considerations can be directly responsible for 

the results of diagnostic information processing. We should expect 

a similar influence on other Apache information processing operations. 

For example, the selection of a particular medicine man may be based 

on his reputation for effecting a cure. Or, a decision to seek thera

peutic aid from an Anglo physician, despite what appear to be situa-

tionally appropriate rules for behavior, may result from the knowledge 

that diyin are frequently unsuccessful at relieving a particular 

disease symptom which PHS doctors are known to treat effectively and 

vice versa. Negative feedback is probably difficult to ignore, though 

we might expect it to be minimized where consideration of possible 

alternative therapeutic behavior continues to provide some hope for 

a successful outcome. In fact, positive feedback may constitute an 

important means by which situationally appropriate rules are derived. 

It remains to be proven, however, to what degree feedback provides a 

determining influence for all decision events in the therapeutic pro

cess. What can be postulated with some degree of certainty is that 
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this mechanism probably accounts for most instances where information 

processing results in multiple or serial decision events. Accultura

tion differences should produce expectable variation with regard to 

the role of feedback considerations in the decision-making process. 

Behavioral Reality-

Indecision and Non-action 

Few cases of therapeutic decision-making which resulted in 

non-action were recorded. Perhaps this is an accurate indication of 

their incidence in White Mountain Apache medical decision-making. 

Substantive evidence, however, is lacking. Those cases which appear 

to result in non-action usually involve postponement of treatment 

until a later time or until circumstances are more favorable. Thus, 

in the example cited on page 92, Z first decided that he bad 'pneu

monia' and thus required no further treatment than that he received 

upon forcible admission to the hospital. Later, however, perhaps in 

view of the obvious psychopathological nature of his symptoms, he 

visited a medicine man. In a similar instance, a mysterious item, 

later identified as a witch's stone by a medicine man, was found buried 

near one family's house. Preventive therapy was recommended, but 

since a child from the family was already sick in the hospital and 

financial resources were lacking, a decision was made not to seek 

therapeutic assistance. 

Native Practitioners and Remedies 

Of all the available therapeutic treatment which involves 

strictly native Apache elements, resort to the 'medicine boiler' or 
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/ / V 
izee ilpezn is apparently the most insignificant. Only one case, and 

that from East Fork, was actually recorded. A forty year old man 

began running a high fever and spitting blood. He decided to consult 

an old woman, also from East Fork, who prepared some medicine for him. 

This treatment was repeated four times over four days, at which time 

a cure was effected. At least one woman in Whiteriver also provides 

therapeutic services, but in the case recorded her technique focuses 

on massaging affected body parts, and does not include the use of 

- /• / v 
herbs. Thus, technically, she is not izee ilpezn. In the recent past, 

a female practitioner from San Carlos has provided therapeutic assist

ance in East Fork. She apparently sings and prays like a diyin but is 

not referred to by that term by local Apaches. Such a woman still 

practices at San Carlos, but she provides primarily divinatory ser

vices, finding lost objects and such, and it is unknown whether she 

ever worked at East Fork. 

The role of native home remedies is also difficult to ascer

tain for White Mountain Apaches. Many families possess the requisite 

ritual paraphernalia, but usage is problematical. Of those families 

sampled, approximately 20% in both Whiteriver and Seven Mile, and hl% 

in East Fork possessed either an eagle feather, yellow powder, or 

roots of some kind. Yet only 10^ of East Fork residents and a much 

smaller percentage in the other two communities regularly use these 

items for self-treatment. Part of the reason for this discrepancy is 

that when an Apache seeks therapeutic assistance from a diyin the 

formal contract is closed by a ritual transfer of feather and blue 
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stone, and many families keep feathers and yellow powder on hand for 

use in such cases. Another explanation, however, is that home reme

dies are not self-dispensed, but come from friends or relatives. 

Those who possess the knowledge, do engage in self-doctoring. Diyin 

frequently pray for themselves and regularly take medicine from their 

own stock. Older women usually have a supply of roots and herbal 

remedies for ready use. A more than common occurrence, however, is 

for an afflicted individual to receive aid from another person who 

possesses some knowledge with regard to the use of medicine, prayer, 

and so on. Far example, one young man from Whiteriver had somehow 

learned a ritual technique normally associated with the cure for 

'snake sickness.' This legerdemain, highly regarded by most Apaches, 

involves swallowing a flaming 'snake' stick and then spitting the 

chewed ashes on the afflicted body part. Unsolicited, the man offered 

to use it on a relative, who had a large boil on his neck. Relief 

was prompt and a complete cure was soon achieved. In another case, 

two men in East Fork, one of whom was a gan dancer and the other 

/ / 

knowledgeable about izee, sang and danced and dispensed medicine for 

a friend who was ailing. 

The most common form of native therapeutic treatment at Fort 

Apache is provided by the medicine man. Of those households sampled, 

1k% in Whiteriver, 29% in East Fork, and 2$% in Seven Mile had at 

least one member visit a diyin at least once in the past year. Type 

of service provided is indicated by the ceremonial sample, where out 

of 9h cases, 67% were for treatment therapy, while only 19% involved 
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preventive therapy. Thirty-four percent of these occurred in White-

river, while $3% involved East Fork residents. These figures tend to 

mask, however, some fairly significant differences in the type of 

services rendered by the Apache medicine man. Most diyin are capable 

of performing either idoal ok^ or yaagotai. At least two men, how

ever, carry on a particular form of both these which derives from the 

Holy Ground (daaokayu) tradition of Silas John Edwards. Formerly, 

this type of ritual involved large prayer meetings, the use of wooden 

crosses and drums. Special ceremonies focused on the handling of live 

rattlesnakes. Now Holy Ground ritual has lost its traditional trap

pings, and has become more Christian in form. Apaches come to the 

medicine man's camp, normally on Sunday morning, and receive indi

vidual care, which usually involves only prayer (ok$). On an average 

Sunday, a prominent diyin in East Fork, whose work is described as 

being "just like a minister," may see as many as 10 or 15 patients. 

In addition, some older Apaches visit the three existing holy grounds 

(two in East Fork, one in Whiteriver) to pray unassisted by a diyin. 

Only two diyin regularly use the daaokayu tradition of thera

peutic treatment. These are, however, among the four or five prac

titioners who have the highest professional ratings among Apaches. 

This elite group possesses a large repertoire of therapeutic tech

niques, and it is this group of men who are still able to perform 

yaagotai ceremonies. Yet these are few and far between. In a ten 

V s 
month period, only one nigeoci yaagotai and one nan'ai yaagotai were 

recorded. Four percent of the 9U cases in the ceremonial sample were 
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Ran yaagota3=, while the remainder entailed some combination of prayer, 

singing, and the use of izee, Gan yaagota3= are frequently performed 

by diyin of lesser status than the four men who can sing other forms 

of yaagotajr. This chant category may constitute a bridge between the 

two groups. Thus, of the lU or so men who performed idoal okg. at 

least once over a ten month period, two are best known for singing 

gan yaagotal?. But one man is suspiciously regarded; people say he 

learned the chant dishonestly, and is now 'pretending' to be a diyin. 

The other man has a good reputation for singing, but his efficacy 

as a diyin is frequently called into question. 

Traditionally, treatment by a diyin normally involved an ini

tial session and three subsequent ones. This was the expected ritual 

pattern for any single instance of illness or prevention of illness. 

Most Apaches nowadays do not perceive the need for such extended 

ritual. For heuristic purposes we have considered each case in our 

ceremonial sample as a discrete curing event. Of the 9h entries, 

however, 68# are initial visits, while 32% are return visits. Only 

a small number represent the traditional pattern of four. However, 

it is likely that if a second visit is made, others will follow, per

haps at a much later date. 

Anglo Practitioners and Remedies 

No stylistic problems such as these affect the use of Anglo 

physicians from the PHS Hospital in 'whiteriver, perhaps because of 

the relatively high utilization rates. Of 200 sampled individials, 

12% in Whiteriver, hQ% in East Fork, and 32% in Seven Mile had visited 
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the hospital at least once during the past year for treatment therapy. 

Figured by household, the rates are even higher; 95%, 88$, arrl 90$ 

of all households in Whiteriver, East Fork, and Seven Mile, respect

ively, had at least one member visit the hospital at least once in 

the past year. The East Fork clinic, designed to provide some ser

vices for the residents of that community, has been in existence for 

less than a year, but appears to constitute an insignificant source 

of therapeutic assistance; 12% of East Fork households have utilized 

the clinic in the past year. 

Which physician treats them and what types of treatment is 

rendered are matters over which Apaches have little control. Frequently 

the special training of some physician is matched to certain medical 

complaints, as in the case of the pediatrician and another physician 

who makes an effort to handle all obstetric and gynecologic problems. 

However, it is only the dentist that Apaches can absolutely count on 

seeing if they so request. Unless a doctor makes a concession based 

on familiarity with the person involved, an Apache desiring to consult 

a physician is liable to be sent to almost any of the four or five 

Anglo practitioners vfrio are usually available. Much the same can be 

said for the matter of treatment. Unlike the diyin, who performs as 

he is requested, the Anglo physician, and not his patient, decides 

what kind of therapy should be provided. Thus, regardless of the 

medical complaint involved, a patient may or may not receive medica

tion. Such treatment is considered by Apaches to be at best cursory, 

and some physicians respond to patient pressures by dispensing 
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medication, in the form of pills and injections, when they say these 

are not necessary. The decision, however, remains at the discretion 

of the attending physician and many dissatisfied Apaches are sent 

home after a brief examination with only a bottle of aspirin and a 

lecture about proper medical hygeine to show for their time and 

trouble. 

As will be demonstrated shortly, this state of affairs precipi

tates two alternative forms of behavior. On the one hand, it convinces 

many Apaches that they could just as well stay home and doctor them

selves. This notion is reinforced by the high use of common patent 

medicine at the hospital, and by the ready availability of such medi

cine at local trading posts. Thus, if some one wishes to take aspirin, 

Anacin, or cold pills for some ailment, these can be easily obtained 

from leftover hospital prescriptions or purchased at the trading post. 

Of those households sampled, 90%, 9$%, and 86# of Whiteriver, East 

Fork, and Seven Mile, respectively, had on hand some form of patent 

or prescription medicine. As in the case of native home remedies, 

actual usage is a much less frequent matter. For 200 adults inter

viewed, 35$ in Whiteriver, h%% in East Fork, and 29% in Seven Mile 

apparently resorted to Anglo medicine initially when a decision was 

made to seek therapeutic aid for a perceived ailment. On the other 

hand, an individual may decide to visit the McNary Hospital rather 

than consult a PHS doctor or use home remedies. Few choose to do so, 

however. Twenty-two percent, 3%, and 11% of those households sampled 

in Whiteriver, East Fork, and Seven Mile, respectively, had members 
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who visited the McNary Hospital during the past year. Even fewer 

Apaches patronize the private Anglo physicians in Showlowj those who 

do usually require emergency treatment or happened to be working 

nearby. 

Christianity and Religious Remedies 

Although complete quantitative data are lacking at present, 

it appears that increasing numbers of Apaches are resorting to the 

use of faith healing Christian church groups for treatment therapy. 

This usage tends to be manifested in two major forms. The most im

portant is the conversion experience itself. Here, an ailing Apache 

decides to subject a set of disease symptoms to the powerful spiritual 

force of concentrated faith healing devotions. Initially, this emo

tional force is a product of group action, and emphasis is placed on 

the tremendous amount of good-will directed on behalf of the sick 

person toward a spiritual restoration of normalcy. The patient may 

then perceive the subsequent conversion experience as sufficient jus

tification to begin attending church meetings regularly. At the same 

time, some may continue to utilize either native or Anglo therapeutic 

resources for other forms of illness. Others, more influenced by the 

conversion experience, may forsake these alternative choices and take 

all medical complaints to church meetings. The former pattern is only 

minimally represented; k to 5% of Whiteriver and Seven Kile residents, 

but only 2% of East Fork residents regularly use either church meet

ings or personal prayer for therapeutic treatment. Flamboyant con

version experience cures are the usual context for Apache faith 



137 

healing. So powerful are these that some Apaches may travel to San 

Carlos and even to the southern Arizona church headquarters for pos

sible assistance from A. A. Allen's Miracle Church. Both types of 

utilization patterns are restricted largely to the Miracle Church, 

while Assembly of God groups have much less faith healing influence. 

Programming 

These behavioral patterns are produced by the following set 

of information processing configurations. 

Culturally Appropriate Rules 

Only two types of decision outcomes appear to be precipitated 

by culturally appropriate rules in White Mountain Apache medical 

decision-making: consulting an Apache medicine man or consulting an 

Anglo physician, A choice between these two appears to be based on 

how Apaches perceive disease symptomology and causation. Thus, with 

regard to seeking assistance from a diyin, decision events exhibit 

the following patterns. Based on the household survey, treatment 

therapy occurs twice as frequently in all communities as does preven

tive therapy (see Table 5). Distribution of type of therapy appears 

to be random across all community subsamples. Data from the cere

monial sample indicate that therapeutic treatment is most prevalent 

in East Fork, while preventive therapy is more common in Whiteriver 

(see Table 6). Within these major categories, types of disease 

symptoms and their causal agents play a significant role. The ques

tionnaire sample shows that in all three communities, the most common 
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Table 5. Type of therapeutic treatment for visit to medicine man from 
household sample. 

Type of Whiteriver East Fork Seven Mile Total 
Therapy No, % No. No. % No. % 

Treatment 9 50 5 he 5 83 19 5U 

Preventive 5 28 3 27 8 23 

Other 2 18 2 6 

Unknown 22 1 9 l 17 17 

Total cases 18 11 6 35 

Table 6. Type of therapeutic treatment for visit to medicine man from 
ceremonial sample. 

Type of Whiteriver East Fork Other Total 
therapy No, %% No, % No, "jT No, 

Treatment 19 60 U3 86 9 75 71 76 

Preventive 12 38 h 8 2 17 18 19 

Divination 2 U 2 2 

Other 1 2 1 1 

Unknown 1 3 1 8 2 2 

Total cases 32 5o 12 9h 

•KDoes not sum to one hundred percent due to rounding. 
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form of treatment is for ailments subsumed under the rubrics 'pain1 

and 'crazy1 which exhibit about equal frequencies (see Table 7)« 

Symptomological data from the ceremonial sample corroborate this 

pattern, except that marked community differences occur in the preva

lence of physiological versus psychological disease symptoms. Both 

are present in relatively even proportions in East Fork, while White-

river shows a paucity of physiological symptoms treated by diyin (see 

Table 8). Some indication of the role of causation in diyin decision 

choices is suggested by correlating disease causes with types of 

symptoms. The ceremonial sample suggests that psychological symptoms 

are most likely to be supernaturally caused, while physiological symp

t o m s  m a y  o r  m a y  n o t  b e  s o  p r o d u c e d  ( s e e  T a b l e  9 ) ,  

Data from instances where decisions were made to seek thera

peutic assistance from an Anglo physician also reflect a similar 

skewed distribution. The household survey shows that symptoms glossed 

as 'pain' and 'cold' are usually treated by doctors. The former 

occurs in like proportions in all three communities, while 'cold' is 

taken for treatment more commonly in Whiteriver than the other com

munities (see Table 10). A 5>C$ subsample of the household survey 

population for which hospital medical records were available supports 

this pattern. Within the physiological category, most symptoms in

volve 'pain.' Inter-community variation becomes conspicuous in refer

ence to essentially minor ailments - e.g., colds and coughs - which 

occur more frequently in Whiteriver and Seven Mile than in East Fork 

(see Table 11). What is striking in regard to both sets of data is 

the lack of psychological complaints. 
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Table 7. Type of medical complaint for visit to medicine man from 
household sample. 

Type of Whiteriver East Fork Seven Mile Total 
Complaint No. % No. A No. c/ P No. % 

Physiological 

Pain 2 22 1 20 2 Uo 5 26 

Other 3 33 2 Uo 5 26 

Psychological 

Crazy, worried, 
scared hB . 2_ Uo 3 60 9 1*8 

Total cases 9 5 5 19 

Table 8. Type of medical complaint for treatment therapy from cere
monial sample. 

Type of Whiteriver East Fork Other Total 
Complaint No. % No. No. % No. 

Physiological 5 26 27 63 6 67 38 

Psychological lU 7U 16 37 3 33 33 U6 

Total cases 19 U3 9 71 
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Table 9. Frequency of disease symptom by causal category from cere
monial sample. 

Type of Type of Symptom 
Cause Physiological Psychological Total 

Natural 

Fire 1 1 

Hauling water 2 2 

Pneumonia 1 1 

Flu 2 2 

Tuberculosis 1 1 

Stab h k 

Born like that 1 1 

Unknown 1 1 

Subtotal 10 3 13 

Supernatural 

Witch 1 12 13 

Ghost 1 1 

Lightning $ £ 

Bear 2 2 k 

Owl 1 1 

Snake 3 3 

Gan 2 7 9 

Waterdog 2 2 

Subtotal 16 22 38 

Total cases 26 25 5l 



1U2 

Table 10. Type of symptom for visit to PHS Hospital from household 
sample. 

Type of Whiteriver East Fork Seven Mile Total 
Symptom No. J* No. Mo. %* No. %* 

Pain 22 31 8 uu 6 5U 36 36 

Cold 23 33 1 5 1 9 25 25 

Flu 7 10 1 5 8 8 

Cut 7 10 1 5 1 9 9 9 

Itch 3 h 1 5 1 9 5 5 

Pneumonia 8 11 5 28 2 18 15 15 

Crazy 1 5 1 1 

Total cases 70 18 11 99 

•KDoes not sura to one hundred percent due to rounding. 
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Table 11. Type of symptom for visit to PHS Hospitalftorn medical 
records subsample. 

Type of Whiteriver East Fork Seven Mile Total 
Symptom No. JL. No. No. No. JL* 

Pain 23 39 7 3 33 33 39 

Cut $ 8 1 6 1 11 7 8 

Sores U 7 3 19 1 11 8 9 

Cold, cough 12 20 1 6 2 22 15 18 

Swollen 
extremities h 7 1 6 5 6 

Crazy l 2 1 1 

Other 10 17 3 19 2 22 18 

Total cases $9 16 9 8U 

•sDoes not sum to one hundred percent due to rounding,, 
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Only one major factor seems to be responsible for the exact 

proportions of this decision configuration: the perception of disease 

causation. It is this factor which has the power to shift the focus 

of disease symptomology from supernaturally caused illness to naturally 

caused illness and thus develop a new set of culturally appropriate 

rules for therapeutic treatment. Table 12 indicates that in White-

river, the use of Anglo causal categories predominates, although 

Apache categories are regularly used in conjunction with them. The 

situation in Seven Mile is somewhat the same, except that Anglo cate

gories and the grouped Anglo/Apache ones present relatively even 

frequencies. In East Fork, however, native categories, separately 

and by themselves, are considerably more prevalent than in either of 

the other two communities, while the grouped category is twice as 

great as in Whiteriver. As expected, beliefs about disease causation 

vary by major acculturation factors. In Whiteriver, a significant 

portion of Anglo causal categories fall over a $5,000 per annum house

hold income bracket. In the other two communities, however, a small 

number of households have annual incomes this high. Thus, other 

factors, such as education, may be relevant here. Table 13 indicates 

that there is a significant difference in the distribution of disease 

causes by educational level. In Whiteriver, despite the amount of 

education, most Apaches look to Anglo causes in disease situations, 

while just the opposite is true in East Fork and Seven Mile, where 

individuals with less than a ninth grade education more frequently 

recognize either Apache causes or Anglo-Apache causes than the Anglo 

category. 



Table 12. Causes of illness from household sample. 

Type of 
cause 

Whiteriver East Fork Seven Mile 
No. No. No. -or 

Total 
No» ~rr A> 

Anglo 

Weather 

Alcohol 

Eating, 
drinking 

Disease 

Don't take care 
of self 

Germs, flies 
dirt 

Other 

Subtotal 

Apache 

Witch 

Other 

Subtotal 

Both 

18 

11 

13 

11 

8 

15 

12 

82 

Total cases 

23 

106 

22 

k 

$ 

h 

5 

77 19 

5 

2 

7 

15 

ia 

17 

37 

U 

2 

3 

• 2 

k6 11 

1 

1 

11 

23 

22 

16 

21 

18 

8 

20 

Hi 

U8 112 

6 

_3_ 

9 U 

1*8 U9 

170 

66 

5 

29 

•K-Does not sum to one hundred percent due to rounding. 
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Table 13. Cause of illness by level of education from household 
sample. Breakdown is by eighth grade attainment. 

Whiteriver East Fork Seven Mile 
Over Under Over Under Over Under 

Type of Cause No. % No. % No. % No. % No. % No. % 

Anglo 

Weather 11 7 1 2 1 

Alcohol 6 £ 3 2 

Eating, 
drinking 10 3 3 1 1 3 

Disease 5 6 5 2 

Don't take care 
of self 6 2 

Germs, flies, 
dirt 10 5 1 13 

Other 18 k 1 1 

Subtotal 66 87 32 70 8 66 11 28 7 70 5 36 

Apache 

Witch i 5 

Other 2 1 

Subtotal 12 7 19 17 

Both 10 13 _13_ 28 3U JS_ 53 3 30 8 57 

Total cases 76 U6 12 37 10 lU 
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Within the category of culturally appropriate rules for thera

peutic behavior, the only differentiation that occurs involves the 

choice of medicine men and the choice of type of ritual treatment. 

The former appears to be based on three variables. Most Apaches 

decide on a diyin not in terms of capability judgments per se, but 

with regard to the general professional status of the man. This rank

ing is not initially based on what the medicine man can do, i.e., in 

terms of kinds of ritual therapy and expected success rate, but rather 

on whether or not he is a 'real1 diyin as defined in the traditional 

sense, 'Real' may refer to the fact that the man has practiced a long 

time and learned his trade in accepted ways. It may also refer to 

whether or not a diyin drinks to excess and whose effectiveness is 

consequently impaired. On the basis of these factors, a medicine man 

will be selected on the basis of what types of ritual therapy he is 

capable of performing. However, outside the elite group of four 

diyin mentioned earlier, who among themselves can perform all types 

of ceremonies, talents are rather similar and general capability is 

probably not too signigicant. Two other factors, therefore, appar

ently affect choices from this lesser category. One is merely per

sonal preference, which operates much like the "family physician" 

concept. The other involves payment for services rendered. Of those 

therapeutic sessions for which data are available, 3$% involved pay

ment of cash (usually $10 or less), 18# were paid for by a gift of 

some kind of alcoholic beverage, and 13# were undertaken upon either 

a token payment of cash or goods plus promise of more later or merely 

a promise of future compensation. 
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A determination of what a native therapeutic session will 

entail is dependent upon two kinds of considerations. On the one 

hand, Apaches may follow culturally appropriate rules for behavior 

and request from the diyin the requisite ritual treatment. Thus, in 

the case of serious illness (daoeda nezkai), yaagotaH of some kind 

is called for, while minor ailments (t1It ij nezkai) may be treated by 

idoal ok?.. A treatment pattern of four therapeutic sessions is cul

turally appropriate, but most Apaches no longer follow this plan, 

except for psychological complaints which represent 60% of all return 

visits to a diyin. However, many Apaches cannot muster the financial 

resources necessary to undertake one major ceremony; moreover, many 

cannot even pay for short prayer sessions. On the one hand, yaagota3= 

have become over recent years rather infrequent, and some Apaches 

voice the sentiment that these are no longer necessary for proper 

therapeutic treatment. Partly this is because the grandeur of 

yaagotaH does not impress them as being directly relevant to effecting 

a cure, and also because idoal ok^t, since it resembles what a Chris

tian minister does, is more in keeping with contemporary acculturation 

pressures. 

Possible Alternatives 

Information processing with regard to possible alternatives 

as contrasted with culturally appropriate rules for behavior is 

responsible for four major decision selections or outcomes. A choice 

to resort to either Apache and Anglo home remedies, izee iipezn, or 

personal prayer is normally a result of this type of information 
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processing. In some cases, this may be true for usage involving the 

McNary Hospital and the Miracle Churchj most of the time, however, 

these decisions are a result of feedback considerations. It is vir

tually impossible to determine on what basis decisions made to seek 

/ / V 
therapeutic assistance from izee iHpezn are made, considering that 

only one such case was recorded. It is likely, however, that infor

mation processing here is similar throughout the set of alternative 

possibilities. A basic assumption is that those Apaches who would 

normally follow culturally appropriate rules for behavior will select 

that alternative most like these rules. Two major factors are clearly 

evident with respect to these types of decisions. Perhaps the most 

important is a medical consideration. In almost every case where the 

use of home remedies, of whatever kind, is involved, the motivating 

factor is the notion that the medical complaint is not too serious 

and that it should respond to home treatment. The attitude most 

Apaches have is one of "wait and see," that is, one of postponement 

or rescheduling rather than definite, positive selection in favor of 

home treatment as opposed to a culturally appropriate treatment mode. 

This is particularly true with respect to Apache and Anglo remedies. 

In approximately £0% of those cases sampled, home remedies were 

successful. Thus, the decision process ceases here. However, in the 

other cases, self-treatment was not successful and a second decision 

event occurs on the basis of this feedback data. 

The matter of non-medical information processing is more 

problematical. One possible outcome here is postponement of 
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culturally appropriate therapeutic treatment. The other is a shift 

from what is culturally appropriate to what is expedient. For example, 

in a case where an ailing Apache would normally consult a diyin but 

cannot afford the financial drain, he may decide, rather than treat 

himself with native home remedies, to seek relief at the PHS Hospi

tal. The opposite is certainly possible, but all evidence suggests 

that it is relatively insignificant. The reason for this involves 

the kind of non-medical considerations which produce alternative 

therapeutic forms of treatment. An important one is the inability 

to pay a medicine man for services rendered, despite the fact that 

some diyin do work on a credit basis. Since treatment at the hospi

tal is free, those without available financial resources have ready 

recourse here. This pattern is also compatible with Apache percep

tions of disease causation, where, as already suggested, most Apache 

recognize a set of integrated causal agents derived from both Apache 

and Anglo cultures. However, an individual who would normally con

sult an Anglo physician regarding a medical complaint, but who cannot 

obtain transportation to the hospital for treatment, is unlikely to 

resort to a medicine man. The problem is money. If he were able to 

consult a diyin, which would be financially costly, a sick individual 

could use his money and purchase a ride from another Apache to the 

hospital, a very common occurrence where transportation cannot be 

obtained free of charge. 
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Dissonance 

Although reliable data are lacking to support this contention, 

all Apache therapeutic decision events are presumably affected by 

some kind of dissonant information processing. However, much of the 

time, this is probably minimal, and culturally appropriate or possible 

alternative rules produce expected decision process outcomes. How

ever, many Apaches, once a decision has been made to follow a par

ticular course of treatment action, are unable to behave as initially 

planned. Both unpredictable, extraneous and conscious factors are 

responsible for this state of affairs. Those decision events most 

directly affected are culturally appropriate ones dealing with medi

cine men and physicians. However, home remedies produced by possibly 

appropriate information processing are also influenced. All are 

affected by dissonance over which the individual involved has no con

trol. Several such factors are present in White Mountain Apache 

medical decision-making. In a good many instances, a medicine man 

approached for assistance will refuse the case. He may not feel the 

complaint warrants his services, he may himself be ill, or he may 

simply consider the time unpropitious for such endeavors. Whatever 

the reason, the result is similar; either he rejects the case after 

being approached or he avoids being approached at all. Usually this 

is the only type of obstacle which can sabotage a decision to consult 

a diyin. Where certain items, such as drums, turquoise and eagle 

feathers, or yellow powder, are missing, the usual course of action 

is to proceed as planned, making due with suitable substitutes or 
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of dissonance which directly affects the scheduling of treatment is 

a particular law enforcement policy of the current, political regime 

at Fort Apache. Prior to conducting either idoal okft or yaagota3; 

when these will take the form of an all night ceremony involving many 

people and almost automatically consumption of alcohol, Apaches are 

required to report the event to both the local police department and 

if possible the tribal chairman's office. Technically, approval is 

not the point of this measure; it is ostensibly intended to keep prob

lem drinking and disruption at a minimum, since Apache police would 

then patrol the area of the ceremony. But in more than one case, a 

curing ceremony has been delayed until compliance with the rule can 

occur. 

The notion of external control over the decision-making event 

is perhaps most telling with regard to the persuasive powers wielded 

by the PHS Hospital staff. Despite several recent health programs 

whose attempted involvement of Apaches at decision-making levels is 

admirable, a significant proportion of Apaches appear at the hospi

tal for treatment not on their own initiative, but as a direct result 

of pressure being exerted on them by Anglo health practitioners. 

This occurs in instances where the individual does not even consider 

himself ill, as when some one does not return for follow-up work or 

when the hospital staff wishes to check up on some one's health status 

with respect to a particular disease. Persuasion usually takes the 

form of field health nurses referring an individual for treatment or 
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check-up to the hospital. If he does not go, he is relentlessly pur

sued until compliance is exacted. It may well be that these tactics 

only accelerate what is merely a delayed treatment decision, that 

the afflicted person would normally select the hospital treatment 

decision anyway. In at least one case, however, an ailing Apache was 

forcibly and against his will brought to the hospital for treatment 

by the local Apache police. Another instance occurred in which, 

despite treatment by an Anglo physician for snakebite, the patient 

requested the services of a medicine man in the hospital, upon which 

the diyin was ejected bodily from the premises. Evidence suggests 

that this has not been an uncommon occurrence in the recent past0 

Perhaps not as dramatic, but nonetheless significant, is the 

problem of who is responsible for making treatment decisions. Im

plicit in the foregoing is that affected individuals themselves make 

decisions with regard to obtaining treatment therapy. However, this 

assumption does not provide for parents making decisions for thier 

children and spouses making decisions for other household members. 

Although quantitative data are not yet available, it appears that 

parents tend to make medical decisions for their children which are 

most expedient. This means, in most cases, consulting an Anglo physi

cian, even where culturally appropriate rules based on symptomology 

and causation indicate otherwise. Table ll* indicates that more chil

dren are taken to medicine men in East Fork than in the other two 

communities, while no such difference occurs with respect to consult

ing an Anglo physician. In many households, however, it is not the 
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Table lh. Source of therapy by age from household sample. 

Source of 
Therapy by Age 

Whiteriver East Fork Seven Mile Total Source of 
Therapy by Age No. a /Q No. No. i No. JL 

Medicine man 

Adults 15 83 7 58 5 71 27 73 

Children 3 17 5 1*2 2 29 10 27 

Subtotal 18 12 7 37 

Doctor 

Adults 70 57 25 67 15 60 110 60 

Children 53 U3 12 33 10 Uo 75 ho 
Subtotal 123 37 25 185 

Total cases lltl U9 32 222 

Table 15. Family medical decision-maker from household sample. 

Decision Whiteriver East Fork Seven Mile Total 
maker- No. _L No. .1 No. JL I

F
 

A 

Self 7k 58 2h 60 18 65 116 59 

Spouse 10 8 2 5 2 7 1U 7 

Both 39 30 12 30 8 29 59 30 

Other 6 5 2 5 8 U 

Total cases 129 ho 28 197 
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afflicted individual who makes a medical decision even when children 

are not involved. Table 15 shows that in J?0% of all cases for the 

three communities, persons other than the afflicted household member 

are responsible for making a medical decision. Usually, this other 

person is a spouse, but the influence exerted by other household 

members, such as an older parent or grandparent, is frequently sig

nificant. This influence, more often than not, produces a decision 

which is contrary to the one that has already been made or that would 

have been made by the afflicted person. 

An accurate reading on cultural dissonance — the conscious, 

intentional disregard of both culturally appropriate and possibly 

appropriate information processing considerations — is difficult to 

obtain from Apaches. Partially, this is due to its unpredictable and 

unexpected character. Perhaps more importantly, at least among 

Apaches, cultural dissonance cannot be used to regularly produce a 

particular decision event outcome. Some individuals are known for 

being contrary or, as Apaches would say, 'crazy,' and therefore it 

is expected that dissonant information processing may be responsible 

for their behavior with regard to medical decision-making. Cultural 

dissonance, then, has a fluctuating quality, which tends to make its 

appearance somewhat spontaneous. In addition, dissonance, unlike the 

case of possible alternatives, by definition is preceded by a con

sideration of culturally and situationally appropriate rules for be

havior. It is these two attributes that distinguishes dissonance 

from feedback; feedback is not spontaneous and it may produce rather 

regular treatment decision patterns. 



156 

Apache cultural dissonance is of two major types. One form 

is what might be termed "spiteful," where an individual reacts nega

tively to, and frequently in the opposite direction from, some factor 

in the previous information processing events. For example, after an 

individual has made a decision to consult a diyin, he may, in preparing 

for a therapeutic session, argue with the medicine man or others in

volved, and as a result revoke his original decision. Or, after the 

original decision is made, the prospective patient may have second 

thoughts and change his mind. This is the second form that Apachean 

dissonance takes. Tables 16 and 17 present data where dissonance 

affects culturally appropriate rules. A decision not to follow 

through with a therapeutic selection generally seems to depend upon 

a belief that such a course of action will be ineffective and futile 

(Table 16). Dissonance which is positively motivated is produced by 

preferences also based on expected efficacy (Table 17). In both cases, 

these vary hy community. In both cases, the results are identical. 

On the one hand, the treatment process ceases abruptly and no further 

or alternative forms of therapy are pursued. On the other, after an 

interim, a decision will be made to resume treatment for the illness 

in question. This, however, involves a new decision-making process 

whose raison d'etre is a previous process. The subsequent decision 

process is thus stochastic and a product of feedback information pro

cessing. 
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Table 16. Type of negative dissonance attitudes from household sample. 

Type of Whiteriver East Fork Seven Mile Total 
dissonance No, % No. No. % No. 

Medicine man 

Don't believe it 15 33 5 56 20 33 

No good any more 8 18 3 50 1 11 12 20 

Doctor 

Won't fix you 

Wait too long 

Total cases 

1U 31 3 50 

8 18 

U5 6 

2 22 19 32 

1_ 11 __9_ 15 

9 60 

Table 17. Type of positive dissonance preferences from household 
sample. 

Type of Whiteriver East Fork Seven Mile Total 
dissonance No. No. JL No. JL No. of f> 

Doctor 78 62 22 52 19 68 119 60 

Medicine man 6 5 h 10 10 5 

Both h3 3h 16 38 9 32 68 35 

Total cases 127 U2 27 197 

•KDoes not sum to one hundred percent due to rounding. 
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Feedback 

Making a therapeutic decision on the basis not of relevant 

information from the case at hand, but on expectations derived from 

past decision event outcomes is quite common among White Mountain 

Apaches. Theoretically, the feedback phenomenon involves both posi

tive and negative motivating elements. Always, however, it is con

cerned with the notion of efficacy. On the one hand, Apaches may 

select a treatment procedure which produced a successful outcome for 

a previous ailment. That this choice may coincide with culturally 

appropriate selections tends to mask the real significance of feedback 

as an information processing operation. In such a case, there is no 

reliable means of discriminating between culturally appropriate con

siderations and those for which feedback is responsible. However, it 

is clear that for Apaches, feedback produces treatment decisions that 

are not deemed either culturally or situationally appropriate. On 

the other hand, Apaches may select a treatment procedure on the basis 

that it might be effective in view of the failure of another, earlier 

decision outcome. Such cases are relatively easy to document. Five 

types are most common among Apaches. Two already alluded to are 

decisions to seek therapeutic treatment from either the McNary Hospi

tal or the Miracle Church. By definition, both are a result of 

feedback, even when several such decisions occur sequentially, because 

neither has the status of being either culturally or situationally 

appropriate. 
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Most Apaches resort to the McNary Hospital because they are 

dissatisfied with treatment received at the Whiteriver PHS Hospital. 

As already indicated, this decision is largely confined to Whiteriver 

residents. It does not, however, vary by income level or ability to 

pay for services. Nor does usage of McNary Hospital relate to par

ticular types of ailments. Seventy-three percent of the cases taken 

to McNary were done so solely on the basis that treatment received at 

Whiteriver was ineffective, the result being that either no relief 

was obtained from symptoms suffered or the ailment increased in sever

ity. Much the same can be said for the Miracle Church, except that 

it is usually a last resort for treatment therapy. The exact sequence 

depending upon preferences, both medicine men and Anglo physicians 

are usually consulted. When decision outcomes are demonstrably un

successful, resourse is made to the church. Although more Seven Mile 

residents seek relief from the Miracle Church, the general motivating 

factor is hope of possible success, as indicated in the following 

cases. 

I was sick, paralyzed on my left side, so that I could not 
walk for one year and eight months. I thought I was going 
to die. I went to the White doctor first, and asked for an 
operation. They told me there was nothing wrong with me. 
Then I went to a diyin, and he could not help me. Then a 
White preacher from the Miracle Church came over and prayed 
for me. The Lord healed me up. People in the Miracle Church 
get healed up from bad eyes, stomach ache, and headache. 
Everyone prayed for it and the Lord heals them. 

My mother joined the Miracle Church in i960. She couldn't 
walk, was paralyzed. Doctors couldn't fix her up. She 
didn't go to a medicine man. She went to Miracle Church and 
they cured her. About four years.later, my father got blind 
in one eye. He went to a Miracle Church meeting and they 
cured him. When I was young, I had sugar diabetes real bad; 
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my blood was plugged up. My parents took me to Miracle 
Valley and A, A. Allen prayed for me. He told my folks to 
come back and have my blood checked. It turned out negative. 

Information processing involving feedback may also affect cul

turally appropriate rules for behavior and possible therapeutic alter

natives. The three most common sequence configurations are (1) Anglo 

home remedy and Anglo doctor, (2) medicine man and Anglo doctor, and 

(3) physician and medicine man. Of those Apaches who first utilize 

Anglo self treatment techniques, more than 90% resort to the hospital 

if their ailments become more serious. Lack of successful therapeutic 

outcome also governs the interchangeability of doctors and diyin. 

For the cases where a medicine man was consulted for treatment, 63$ 

had also visited the hospital for a similar complaint. Approximately 

67% had seen a physician first, while 21% sought out the diyin first. 

Only 6% of these involved psychological symptoms. Other combinations 

of therapeutic decisions occur, but none are as regularly predictable 

as the three just examined. 

* * * * * * * * * *  

The behavioral reality of White Mountain Apache medical de-

cision-making is a product of explicit information processing opera

tions. This much is indicated by the foregoing presentation. It 

remains to be seen now to what degree disparate knowledge with regard 

to information processing data and subsequent treatment decisions 

provides an accurate means of predicting actual medical decision

making processes for individual Apaches who fall ill. 



CHAPTER 8 

MEDICAL DECISION-MAKING AND MODERN APACHE CULTURE 

Medical decision-making solves two related but separate prob

lems which White Mountain Apaches face. Most obviously, it provides 

some sort of definitive reaction to the occurrence of ill health. At 

this general level, reference is not to the relative effectiveness of 

the response. Theoretically, medical systems need not exhibit high 

success rates; they may not readapt to variation and chance in epi

demiological or environmental conditions, and the result would be 

less effective cures. The system could well be quite ineffective and 

still be utilized, or it could lapse into abeyance. Initially, then, 

the most important question to ask in regard to a medical system is 

not what it does, but what it is. It is important to maintain this 

distinction in synchronic investigations. But the point becomes 

crucial when we attempt to examine problems of change over time. 

Since the Apache medical system is essentially medico-religious in 

nature, it serves to integrate and strengthen Apache culture. Not 

only does Apache medical decision-making directly reflect other as

pects of Apache culture, but it also is responsible to a large degree 

for certain kinds of interaction occurring between Apache culture and 

the dominant White world. 

161 
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The Medical Decision-Making Process 

Despite some rather significant unknown variables, such as 

the exact number of decision events in any particular phase of the 

decision-making process, it is abundantly clear that certain types 

of medical and non-medical information are responsible for producing 

a distinctively Apache pattern of therapeutic action. On the basis 

of the data presented, it would appear that medical information de

termines what is to be done therapeutically but not necessarily how 

it is done. More specifically, the data reveal the following. 

1. On the basis of epidemiological investigations, the occurrence 

and frequency of disease, as classified and measured in accordance 

with Anglo medical terminology, indicate a predominance of ailments 

in the injury, gastrointestinal, and respiratory categories, and a 

paucity of sociopathological and psychopathological problems. 

2. Cognitive data reflect this pattern. Despite the prominent 

position accorded behavioral pathologies in medical cognition, most 

Apaches recognize largely physiological disease symptoms, e.g., 

•pain,• as being indicative of sickness. 

3. However, if we consider symptomology and notions of causation 

as defined by Apache categories, it becomes apparent that a variety 

of behavioral or psychological complaints normally subsumed under the 

general rubric 'crazy' are usually attributed to supernatural causal 

agents, while physiological ailments may or may not be a result of 

supernatural action. 

U. Combining the dimensions that have been used to order these 

two sets of data, i.e., type of symptom and type of cause, it is 
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possible to construct a single paradigm which represents the four 

logically possible illness classes on the basis of which treatment 

seeking decisions (processed solely on the basis of medical informa

tion) must be made. As already demonstrated, this is true only of 

therapeutic decisions which involve either a medicine man or an Anglo 

doctor. Permutations of this pattern will be dealt with separately. 

What follows is an empirical summary of the relative outcome fre

quencies for each type of illness class. 

a. Psychological problems which result from supernatural agents 

are consistently brought to Apache medicine men and almost never to 

Anglo physicians. 

b. Psychological complaints which are not attributed to super

natural action occur so infrequently that this illness class may be 

considered insignificant. 

c. Physiological problems which are supernaturally caused are 

taken in approximately equal frequencies to medicine men and Anglo 

physicians. 

d. Physiological ailments which are not supernaturally caused 

are acted upon in a similar manner, although it is noteworthy that 

certain kinds of symptoms ~ especially those which Apaches label 

•pain' ~ are regularly attended by medicine men. 

J>. Although the findings presented here serve to characterize 

Apache medical behavior at a general level, it is important to take 

note of cross-community differences. 
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a. In Whiteriver, whose acculturated population visits the hos

pital for symptoms in the 'pain' and 'cold' categories, complaints 

taken to medicine men are more frequently psychological in nature, 

and there is also a high percentage of preventive therapeutic activity. 

This pattern reflects commonly held attitudes that most diseases are 

of natural origin and that medicine men are generally ineffective. 

b. The residents of East Fork, more conservative than those of 

Whiteriver, visit the hospital less regularly, but for somewhat simi

lar complaints. However, the use pattern of medicine men in East Fork 

is markedly different. Here the rate of medicine man consultation is 

twice that of either Whiteriver or Seven Mile, complaints are as 

likely to be physiological as psychological, and preventive thera

peutic services occur almost as frequently as in Whiteriver. Once 

again, this pattern may be interpreted as mirroring shared attitudes 

towards disease causation and the efficacy of medicine men. 

c. Seven Mile appears to be an acculturative anomaly because 

features of its medical decision-making pattern are both similar to 

and different from those of the companion communities. Hospital visi

tation rates are lower and symptoms treated by Anglo physicians are 

in most cases physiological. The use of medicine men is much less-

frequent than in Whiteriver and deals equally with physiological and 

psychological complaints, but not at all with protective and puri

ficatory ritual. Attitudes with regard to disease causation and the 

success of medicine men, when compared to Whiteriver and East Fork, 

are not skewed in favor of either medicine men or Anglo physicians. 
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On the basis of the two dimensions — symptomology and causa

tion — by which classes of ailments are discriminated, White Mountain 

Apache medical decision-making assumes initially a superficial appear

ance. The particular features of an illness class, as defined by the 

intersection of these dimensions is, we expect, responsible for 

decisions to elect one or the other of two major therapeutic treat

ment procedures. We test this assumption by comparing various types 

of features and how they affect each other. The results are quite 

informative. As Apache disease symptoms exhibit behavioral or psy

chological features, their etiologies or causes assume greater sig

nificance, while a concern for type of symptom and its relative 

intensity is increasingly minimized. Conversely, as physiological 

symptoms manifest greater severity, considerations of cause become 

relatively insignificant. Thus, with respect to weighing the relative 

importance of the two dimensions, we are forced to conclude that both 

are dependent variables whose roles in the medical decision-making 

process are influenced by other factors. 

In the case of therapeutic decisions involving other treat

ment sources, the status of medical information processing appears 

quite central. Only with regard to dissonance does this not seem to 

hold true, for it is here that a great deal of non-medical information 

contributes to decision outcomes. Upon closer examination, however, 

the critical role of essentially medical considerations is revealed. 

To be sure, these are of a different sort than those pertinent to 

culturally appropriate decision outcomes, but they are nonetheless 
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medical in character. Medical factors here refer to (l) the severity 

of the ailment, (2) the expectancy of therapeutic success, and (3) 

the expediency of treatment with regard to a successful outcome. 

Thus, despite the significance of non-medical data, White Mountain 

Apache decision-making, at a level which does not involve major thera

peutic decisions, appears to be a matter of processing data relevant 

to the expected efficacy of decision choices. 

This contention is supported by therapeutic decisions for the 

use of medicine men and Anglo physicians. Despite outward appear

ances, the distribution of symptom/cause illness types by treatment 

procedures coincides generally with the course of action which is both 

most expedient and most likely to produce a successful outcome. Thus, 

with respect to the information processing responsible for this pat

tern, two possibilities are open. Least likely is that some factor, 

either medical or otherwise, not considered heretofore, produced the 

configuration. No evidence for such an element exists anywhere in 

the data. A more probable explanation accepts the facts as they are. 

Even though Apaches do not appear to make major therapeutic decisions 

on the basis of their relative efficacy, the choices made do tend to 

maximize the success potential of each possible selection. Thus, it 

is altogether understandable that native medicine men, trained in 

the prevention and treatment of supernaturally produced sickness, are 

regularly selected to deal with practically all psychological prob

lems and those of a physiological nature whose intensity is not severe. 

Similarly, it is to be expected that physiological symptoms, and 
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especially those of serious intensity, will be brought to the atten

tion of Anglo physicians. 

At a specific level, this discovery suggests that information 

processing systems are not always what they superficially appear to 

be, that simply because Apaches do not articulate a set of rules for 

behavior, these are derivable from observed phenomena. At the level 

of total medical systems, this discovery substantiates what has been 

for some investigators a truism. It has always been assumed by most 

medical scientists that given sufficient demonstrable proof of the 

superior therapeutic power of Anglo medical procedures, native peoples 

would abandon traditional medical practices in favor of the new ways. 

The Apache case does not support the contention that sick individuals 

will cease patronizing a curing institution which cannot provide 

relief from their ailments. It does demonstrate, however, that rather 

than simply replace native decision-making criteria with Anglo cri

teria, a workable alternative is a combination or synthesis of the 

two, so that modern decisions take full advantage of new treatment 

procedures. 

In non-medical terms, the net effect of this pattern on Apache 

culture is quite great. To begin with, the use of an incorporative 

mechanism by which readaptation in the Apache medical system can take 

place produces relatively little disruption in patterns of cultural 

and social integration where both native and alien components are 

present. In situations where cultural incompatibility could be ex

pected to occur with regard to markedly different medical concepts 
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and practices, conflict is probably avoided by the assimilation of 

some foreign items, which then coexist with native ones. The end re

sult of this process for Apaches is a medical system whose integration 

is accomplished through neither traditional nor modern means, but by 

a combination of both these. Thus, although conflict occurs with 

respect to the use or application of the differing ideological modes, 

the Apache medical system clearly consists of both types of elements. 

At the same time, the readaptive process reinforces the al

ready prevalent theme in Apache culture of individual responsibility 

and non-responsibility. Despite any number of supposedly powerful 

cultural constraints, contemporary White Mountain Apache culture, per

mits a great deal of individualism. Yet group sanctions only refer 

to situations where individual behavior impinges inappropriately upon 

the lives of others. The offending person is regarded by his peers 

as spontaneously irresponsible, temporarily unable to maintain his 

self-control. As new forms of conceptualizing and new behavioral 

modes appear, it is increasingly difficult for Apaches to mobilize 

manpower or opinion without some discordant note and supsequent dis

ruption occurring. 

If, as we believe, the Apache medical system lends itself to 

increased individualism and concomitant disintegration of social and 

cultural modes, just the contrary is true with respect to the inter

section of native and Anglo cultures. Apaches tend to be favorably 

inclined toward the acceptance of elements from the Anglo world, a 

situation clearly indicated by the acculturation trends already 
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discussed. On the one hand, they easily adopt many Anglo material 

items and some behavioral traits. On the other, these are maintained 

in a contextual framework which not only includes Anglo items, but is 

defined in native terns. Thus, Apaches may adopt the material items 

of Anglo culture, but may redistribute goods and services along essen

tially Apache lines. While some Whites recognize the value of this 

combined form, others remain scornful of modern Apache adaptation to 

Anglo culture. 

With respect to medicine, this is usually not the case. 

Although many Whites continue to oppose traditional Apache medical 

practices, an increasing number are beginning to realize the impor

tant role that these practices play in Apache life. Moreover, since 

Apaches also utilize Anglo medical therapy, in a form which is usually 

minimally acceptable by Anglo standards, many Whites react positively 

to Apache health problems. This is particularly true for Anglo medi-

.cal personnel, who see their jobs not as involving the destruction of 

a traditional medical system which is detrimental to contemporary 

Indian health, but rather as merely persuading Apaches to be more 

conscientious in their observance of what, to them, appear to be Anglo 

therapeutic and preventive measures. Thus, in general, little con

flict occurs between Apaches and Anglos on the basis of specifically 

medical considerations, and the Apache medical system as it exists 

today appears to reinforce this compatible relationship. 
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The Medical Decision-Making Model 

We are now in a position, on the basis of the data presented, 

to ascertain the relative accuracy of the general analytic model for 

medical decision-making discussed in Chapter 2. The model was con

structed deductively on the basis of notions of pathology and medical 

decision-making. In Chapter 7, a set of expectations generated by 

the model were then tested against the empirical reality of the White 

Mountain Apache medical system. The results of this test affect not 

only the hypotheses derived from the model, but also the model itself. 

With respect to the Apache data, only a minor revision in the model 

is necessary, at least at the moment. Since we were unable to dis

cover any instances in which non-action resulted from a positive 

diagnosis of disease, it may be that the action and non-action de

cisions should not be expected to be equally likely as decision event 

outcomes. Theoretically, the two can exist as simple alternatives; 

in reality, the one may be more.regularly predictable than the other. 

The point, however, is a minor one. 

We now turn to a consideration of the hypotheses generated 

by the analytic model. 

1. Where the occurrence of disease is regular and expectable 

and can be satisfactorily explained by culturally defined concepts 

regarding illness, information processing in decision-making events 

will be primarily in terms of culturally appropriate rules for be

havior, despite feedback based on previous decision event outcomes. 

This hypothesis in large part is confirmed. It seems clear that at 
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present White Mountain Apaches can regularly expect that they will be 

affected by two major types of illness, caused and non-caused» In 

many cases, this differentiation coincides with the type of disease 

symptom or at least can be derived from the symptom type. For example, 

psychological symptoms, stated in behavioral terms, are most commonly 

caused by supernatural agents. To the degree to which the occurrence 

of one or the other of these types of sickness is expectable, and to 

the degree that their etiologies can be explained in terms of cul

tural concepts of causation, Apache information processing does take 

the primary form of culturally appropriate rules for therapeutic 

behavior. In other words, the selection of a therapeutic treatment 

procedure is based on a consideration of two culturally appropriate 

courses of action, consulting a medicine man or consulting an Anglo 

physician. 

As it turns out, however, this decision process is not free 

from the influence of the expected outcome of the decision choice# 

The data reveal that despite information processing involving medical 

factors such as type of symptom, type of cause, and severity of 

symptom, most therapeutic decisions coincide with what is probably 

the most effective course of action. At least we assume this to be 

so. For example, for an Apache ailing from a naturally caused 

physiological symptom who consults a White doctor, this selection is 

probably most effective therapeutically. The same is true for a 

supernaturally caused psychological complaint taken to a medicine 

man. Although no evidence exists to substantiate it, we could draw 



the conclusion that for these kinds of instances, expected cure out

comes or feedback considerations are primarily responsible rather 

than culturally appropriate data relevant to disease classes. How

ever, this could not be true for cases which occur most commonly in 

East Fork, where a serious physiological complaint with no apparent 

cause is taken to a medicine man. Here, culturally appropriate rules 

contradict expected decision outcomes. The key question is, of 

course, is the expected outcome in this case failure? In other words, 

do Apaches consult a medical practitioner when they expect the treat

ment outcome to be unsuccessful? Theoretically, so long as there is 

hope of success, the answer may be affirmative. At any rate, we are 

unable to confirm this portion of our hypothesis. 

2. Where the diagnosis of illness is a matter of either sorting 

disease symptoms by a small number of easily definable categories or 

labeling symptoms which are not reducible to a set of mutually ex

clusive categories, culturally appropriate responses will be limited 

in number and redundant, despite feedback based on previous decision 

event outcomes. Portions of this hypothesis are also substantiated 

by the Apache data. Despite some complexities in the taxonomic re

lationships between disease symptoms and illness labels, there seems 

to be little question so far as Apaches are concerned about diagnostic 

operations. Either symptoms or sets of symptoms are labeled by their 

causative agents or they are grouped under a limited number of 

descriptive terms. Some symptoms, such as 'pain,' cross-cut the 

whole 'sickness' category. As we have shown, however, conflict does 
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occur in the diagnostic operation. Yet since it seems to occur be

tween the recognition of disease symptoms and causal agents, its 

presence merely reinforces the contention that Apache disease symp

toms cannot be absolutely sorted on the basis of type of symptom as 

compared to type of causal agent; the categories themselves are quite 

clear, yet it is apparently permissible to use one or the other under 

different circumstances. 

Depending upon these circumstances and the ultimate diagnos

tic decision, different forms of therapeutic treatment are indicated. 

One set of illness classes calls for consultation with a medicine man, 

while another must be taken to the Anglo physician. Hence, two major 

culturally appropriate rules for behavior are utilized. Theoretically, 

there could be more; instead of grouping these into ranked categories, 

they could all be considered merely alternative forms of behavior. 

This is not, however, indicated by the data. Though the two appro

priate rules are only two in number, they are by no mean's redundant. 

As we have seen, each copes with different sets of illness types. It 

is in the gray, middle area, where the labeling of a sickness is un

certain, that culturally appropriate therapeutic responses are re

dundant. Rather than leave the matter of a cure open to question, 

the Apache medical system covers all possibilities; without consider-
i 

ing feedback information, if the uncertain illness cannot be treated 

successfully by one form of therapy, it necessarily will respond to 

the other. A consideration of feedback is probably not required here, 

for as we have seen, it is incorporated into culturally appropriate 
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rules'for behavior. Thus, as in the case of the first hypothesis, the 

role of expected decision outcomes cannot be excluded from considera

tion. 

3, Where 1 and 2 are true, the importance of cultural dissonance 

in medical decision-making events is minimized or non-existent. In 

view of the complexities involving the first two hypotheses, which do 

not permit their unqualified confirmation, this hypothesis by defi

nition cannot be confirmed either. Fortunately, the Apache data 

support this conclusion. As it stands, the hypothesis implies that 

cultural dissonance is a response to an unsatisfactory disease diag

nosis and/or selection of an appropriate treatment procedure. This 

much our presentation indicates. Yet we have not been able to 

demonstrate that merely because these decision operations are satis

factory, cultural dissonance will not affect the actual occurrence of 

that therapy. In fact, there is some evidence to suggest that dis

sonance may well occur in spite of a satisfactory decision process* 

The motivating factors here are primarily medical, and regularly 

contradict, on the basis of expected outcomes, culturally appropriate 

decisions. 

lj. Where 1, 2, and 3 are not true, feedback based on previous 

decision event outcomes is the primary factor guiding information 

processing relevant to the selection of situationally appropriate 

therapeutic responses. Again, the problem of partial verification 

confronts us. With the first two hypotheses only partially confirmed 

and the third one rejected, this hypothesis must receive similar 
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treatment. In view of the fact that culturally appropriate therapeu

tic decisions are for the most part effective selections, it might 

be possible to say that expected outcomes information is responsible 

for such choices. However, as we have seen, the data do not support 

this contention. Although Apaches may once have used expected out

come information as the prime determinant of therapeutic decision

making in other than a feedback context, it is no longer done in this 

fashion. Medical considerations relevant to class of illness appear 

to be the type of information used to produce culturally appropriate 

decisions. Thus, we cannot deny that the hypothesis could be true if 

the others could not be verified. Since this cannot occur, however, 

we are forced to reject this hypothesis. 

We now proceed to a consideration of how the White Mountain 

Apache medical system assumed its present form. 



CHAPTER 9 

MEDICAL DECISION-MAKING AND APACHE CULTURE CHANGS 

The Changing Medical System 

Two major processes have characterized White Mountain Apache 

culture change with respect to medical decision-making over the past 

100 years. At one time or another, these processes have presented 

markedly different facets, with a wide range of variation, in response 

to new environmental circumstances. The real problem in attempting 

to trace these developments is that knowledge with regard to aborigi

nal conditions is only conjectural. Some of Grenville Goodwin's work 

suggests the basic features of early pre-reservation Apache life, but 

given the amount of variation and complexity discovered in the present 

study, it seems unwise at the moment to assume that these early data 

apply without qualification to the medical concepts and practices of • 

Apaches prior to White contact. The handicap is obvious. Without 

firsthand information, one is forced to characterize past Apache medi

cal decision-making only in the most skeletal of terms, based on the 

mere presence or absence of certain important features. Until further 

data are made available, and perhaps not even then, we must examine 

changes in the White Mountain Apache medical system after they occur

red and then only speculate as to how adaptation, if any, took place. 

The two processes of change which affected Apache medical 

decision-making were (1) the continual addition of new types of illness 
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and new forms of therapeutic treatment and (2) the adaptative reac

tions which Apache culture underwent in response to these new items. 

These processes were a direct result of contact with Anglos. What, 

if any, influence Spanish culture had on Apache medical practices is 

virtually impossible to ascertain. As we have seen, new types of 

diseases began to appear soon after sustained Apache/Anglo interaction 

took place. Some of these took the form of severe epidemics, such as 

smallpox, and decimated the population probably more than once. 

Tuberculosis and trachoma also appeared on the scene shortly after 

White "control" of Apaches was established. What other types of 

diseases occurred, which were completely foreign to Apaches, can only 

be surmised in view of the lack of documentation. Observing carefully 

the caveat discussed above, we can only conclude that by the turn of 

the last century, White Mountain Apaches faced health hazards which 

were probably not only absent prior to this time, but were also more 

threatening than more familiar forms of illness. 

Precisely how these new forms were perceived by Apaches is 

only vaguely suggested by the available data. On the one hand, it 

seems clear that quite early they recognized the epidemic proportions 

of some types of ailments, and reacted accordingly. Thus, some types 

of symptoms and sets of symptoms at this early date were viewed as 

somehow being different from those regularly affecting the populace. 

This is an assumption, however, based on the contention that such 

epidemics, at least not involving these same symptoms, did not affect 

Apaches prior to the time of White contact. On the other hand, there 
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is no evidence to suggest that Apaches were not familiar with the 

fundamental symptoms of the new illnesses. Tuberculosis involves 

symptoms which resemble in many ways such symptoms as coughing and 

pain, difficulty in breathing, and so on. Syphilis is merely the 

appearance of certain types of sores, not necessarily confined to the 

genitalia. Trachoma involves a set of symptoms probably familiar to 

Apaches from very early times. Mythical evidence seems to indicate 

that Apaches were familiar with the critical symptoms of the pox class 

of illnesses, for the occurrence of red spots on certain types of fish 

was considered sufficient cause to prohibit the consumption of this 

plentiful source of food. In this case, Apaches apparently made a 

definite attempt to explain or rationalize the new disease form in 

traditional etiological terms. How extensive this type of conceptual 

adaptation was is quite difficult to ascertain on the basis of current 

information. 

From this meager beginning, Apaches increasingly utilized 

Anglo notions of illness. As we have seen, contemporary categories 

of types of disease symptoms appear to fall into mutually exclusive 

illness types. Symptoms are either organic and physiological or be

havioral and psychological, while some are produced by supernatural 

causal agents and others are not. Labels attached to these are either 

descriptive or refer to a causal category. It appears that these 

dichotomies are a result of acculturational shifts in cognitive no

tions of sickness. Presumably, Apaches formerly labeled diseases in 

terms of a set of fundamental symptoms, such as 'pain,' 'sore,1 and 



so on. Over a period of time, and probably as a result of pressures 

from the White world, Apaches began to condense this system. Anglo 

notions of disease causation, at least as probably perceived by 

Apaches, did not allow room for supernatural agents, and disease 

labels were primarily descriptive in character. Thus, some sets of 

disease symptoms were presumably no longer labeled with causative 

agents by Apaches, and selected Anglo disease terms were adopted. In 

most cases, however, the use of discrete symptoms to describe types 

of illness appears to have been retained, but on a plane equivalent 

to new descriptive disease labels. The net result of this process, 

we believe, is the admixture represented by contemporary White Moun

tain Apache medical cognition. 

Beginning with initial White contact, Apaches became increas

ingly familiar with Anglo methods of therapeutic treatment. Apache 

scouts early observed the medical work of military physicians, from 

treatment of minor ailments to emergency surgery. Evidence suggests, 

however, that few Indians subjected themselves to these services. 

Even when the Indian agency included a government doctor, only those 

Apaches who resided nearby utilized his services. In addition, many 

Apaches were forcibly subjected to modern medical treatment at the 

hands of Anglo physicians. Thus, it is probably not incorrect to 

estimate that most Apaches, although they may not have had firsthand 

knowledge, were familiar with the kinds of treatment procedures then 

provided by White doctors, and moreover, were aware of the gross dif

ferences in these as compared to native therapeutic measures. 
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Throughout most of the period in question, only one form of 

non-native therapy was available to Apaches, the Anglo physician at 

the agency hospital. It was not until the middle 195>0's that Chris-

tain faith healing groups appeared on the reservation, although other 

religious sects had been present for quite some time. Thus, when we 

refer to the addition of alien elements to the traditional Apache 

medical system, the source for these is singular up until a few years 

ago. It may well be that this pattern, plus the particular conditions 

under which culture contact occurred, contributed in large part to the 

kind of readaptation that Apache medical decision-making underwent. 

Initially, only those Apaches who lived near the agency in Whiteriver 

and those students at the government boarding school regularly visited 

the Anglo physician. Some Apaches were forcibly persuaded to do so, 

but on the whole, evidence suggests that Apaches were able to preserve 

a degree of independence with regard to utilizing the services of the 

government hospital. Thus, as Anglo notions of uncaused or naturally 

caused illness spread, and the effectiveness of the White doctor was 

noted with respect to certain types of ailments, Apaches probably 

began in increasing numbers to voluntarily solicit modern medical 

assistance. 

The exact vehicle by which these changes were accomplished 

remains unknown, but our data suggest that there was not, at least 

initially, a correspondance between the new forms of disease, such 

as tuberculosis, and Anglo therapeutic procedures. Indeed, as we 

have seen, Apaches attempted in the beginning to treat these new 
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diseases with traditional measures. These must have been effective 

to some degree, because Apaches continue this practice today. In view 

of the present day situation, a tenable hypothesis is that Apaches 

probably realized quite soon that some new disease forms were quite 

unlike those with which they were familiar, and by definition, there

fore, were not subject to successful treatment by traditional methods. 

Thus, supernaturally caused ailments were most likely to respond posi

tively to native medicine men due to notions of causation and 'power,' 

while uncaused or naturally caused diseases could probably be taken 

to the White doctor for effective treatment. The expectation of 

successful therapeutic outcomes could not, in and of itself, as indi

cated by the Apache evidence, be responsible'for the utilization of 

new treatment methods in the early part of the present century. Anglo 

therapeutic treatment was simply not that much more effective than 

native therapy or no therapy at all. The continued high death rates 

into recent times from various forms of ailments support this con

clusion. 

Contemporary White Mountain Apache medical decision-making is 

thus a consequence of two types of culture change processes which 

went into effect almost 100 years ago. Over one of these Apaches 

had virtually no control. New forms of therapy and new ways of con

ceptualizing medical problems derived from Anglo culture were merely 

made available to Apaches in ever-increasing intensity. They could 

hardly be ignored, but awareness and reaction to them could have taken 

several forms. Consistently, however, these new items were apparently 
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recognized in a particular fashion. Initially, they were viewed with 

circumspection. Later, and continuing to the present, they were 

selectively adopted for native use, not coercively, but voluntarily. 

The process was largely passive and nondisruptive, and, as we have 

seen, lent itself to the kind of positive, independent attitude which 

characterized other aspects of White Mountain Apache acculturation. 

The fact that 'White Mountain Apaches are only now experiencing the 

kinds of stress-producing anxiety and frustration which occurred at 

San Carlos long ago is nothing more than the expected outcome of this 

acculturative trend. Some Apaches, such as those in East Fork, have 

retained a semblance of the traditional culture, while others, like 

some Whiteriver residents, have chosen to adopt a new life way. Con

ditions with respect to the White world have changed over the past 

few decades and now this situation has become inherently incompatible, 

with traditional Apaches in increasing conflict with both their less 

conservative peers and Anglos. 

The Medical Decision-Making Model 

Four hypotheses derived from the analytic model used to 

examine White Mountain Apache medical decision-making are concerned 

with the matter of medical systems changing over time. On the basis 

of the present discussion, we now consider these with respect to how 

accurately they characterize changing patterns of Apache medical 

decision-making. 

5. Where the occurrence of disease becomes highly unpredictable 

or unknown diseases suddenly appear, the diagnostic and information 
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processing components will remain stable initially, until decision 

process outcomes are demonstrably successful. If this fails to occur, 

information processing becomes primarily a matter of considering 

possible alternatives. In all respects, this hypothesis can be un

questionably confirmed. As we have seen, during the early days of 

Indian/Vfhite contact, alien forms of illness suddenly appeared and 

for some time thereafter constituted an unpredictable threat to the 

health and well-being of Apaches. The initial reaction by Apaches was 

to view these diseases in a traditional context and consequently to 

utilize native treatment procedures in response to their occurrence. 

Presumably, the outcomes of these therapeutic operations were less 

than satisfactory for many Apaches, and potentially effective alter

native forms of therapy soon were considered. How long resort to 

Anglo medical treatment existed as a possible therapeutic alternative 

is unknown. But as it became increasingly obvious that medicine men 

were frequently unable to provide effective care in instances where 

uncaused ailments occurred, and as more Apaches began to recognize 

the distinction between caused and uncaused types of sickness, the 

position of the White physician probably shifted from a possible 

therapeutic alternative to a culturally appropriate one. 

6. Where conflict occurs in the labeling and diagnosis of disease 

categories due to new modes of conceptualizing, the initial response 

in terms of selecting appropriate rules for behavior will be to con

tinue previously acceptable strategies. If desired decision process 

outcomes do not follow, information processing becomes primarily a 
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matter of considering potentially appropriate alternatives. On the 

basis of evidence presented, this hypothesis can also be verified. 

Quite early Apaches attached traditional labels to new forms of sick

ness and treated these in accordance with native therapeutic pro

cedures. However, Anglo medical concepts frequently defined the same 

set of symptoms and illness types. Some Apaches apparently reacted 

to this conflict by attempting to preserve traditional medical 

decision-making procedures. To some degree, this move must have been 

successful, for even today some Apaches attach native labels to 

disease symptoms which may or may not warrant them, and then proceed 

to utilize the appropriate native course of therapeutic action. As 

the data suggest, however, the trend was toward the increasing use of 

new treatment procedures which, in view of the conflicting and incom

patible disease situation, probably seemed potentially more effective 

and therefore appropriate. 

7. Where g and 6 are true, the role of cultural dissonance in 

medical decision-making events is initially maximized and then gradu

ally reduced as the consideration of possibly appropriate therapeutic 

responses brings about desired decision process outcomes. Although 

hypotheses five and six have been confirmed, reliable evidence is 

lacking for an accurate testing of this hypothesis. . In addition, 

there is no information which would indicate that cultural dissonance 

constitutes an initial reaction to the sudden occurrence of strange 

diseases. Theoretically, it is possible, but our data suggest that 

culturally appropriate diagnostic and treatment procedures are first 
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used in these instances, and are then followed by a consideration of 

possible alternatives. It may be that dissonance in the form of ex

ternal control over the decision-making process, precedes the con

sideration of potentially effective therapeutic alternatives; indeed, 

some support for this contention does exist. However, no proof of a 

significant role for cultural dissonance, as stated in the present 

hypothesis, is evident in the available data. Thus, its status must 

remain purely conjectural, and the hypothesis is rejected. 

8, Where 5, 6, and 7 are not true, the role of cultural dissonance 

in medical decision-making is maintained at a high level. Because of 

both logically and substantively negative considerations, this hypoth

esis, like the previous one, must be rejected. Since hypotheses five 

and six were verified, the preconditions of this hypothesis are not 

satisfied. Even if this were not the case, however, no data is 

available with which to make reliable statements about the role of 

cultural dissonance in early Apache medical decision-making processes. 



CHAPTER 10 

CONCLUSIONS 

The task of this presentation, although at times obscured by 

perhaps unwarranted complexities, has been to discover, in the most 

explicit terms possible, those conditions which are responsible for 

the particular configuration that is White Mountain Apache medical 

decision-making. On the basis of information readily articulated by 

Apaches in instances where disease occurs, it is only with difficulty 

that one can predict with any degree of accuracy precisely what form 

therapeutic treatment will take.. For this reason, our goal has been 

to gather data from a variety of sources — interviews, medical re

cords, recorded ceremonies, and observations — to order these by 

means of a logically consistent analytic model which has the potential 

for cross-cultural application, and to produce a set of theoretical 

principles which accurately portray both the medical system and the 

operational pattern of medical decision-making. Although not part of 

the current investigation, greater precision could be had now by 

attaching probability values to the various decision operations, 3uch 

that predictability could be approached quantitatively. 

With respect to the Apache data themselves, this investigation 

has served to illustrate two points. The first is that despite appar

ent evidence to the contrary, medical systems, like other sociocultural 
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phenomena, are quite amenable to orderly ethnographic analysis. At 

the outset, White Mountain Apache medical decision-making appeared to 

be a haphazard conglomeration of idiosyncratic operations. Upon 

closer examination, in which cognitive, behavioral, and documentary 

data were investigated, it was revealed that Apache medical decision

making was indeed an orderly and regular phenomenon. To be sure, 

part of this structural framework is a result of analytic manipula

tion. For example, we still cannot say precisely how many actual 

decision events are involved in the total decision-making process. 

A minimum number was postulated on the basis'of theoretical consider

ations in the analytic model. Nor do we know exactly how this model 

and its information processing components relate to actual mental or 

cerebral processes. We can say with some confidence, however, that 

with regard to our analytic model and to the Apache data which is 

ordered in terms of the model, White Mountain Apache medical decision

making can be rendered much more intelligible than was initially an

ticipated. 

Perhaps just as important is the matter of evaluating a de-

cision-making model as opposed to other analytic devices. On the 

basis of the present study and in view of the degree to which it 

renders Apache health and illness understandable, I submit that a 

theoretical model constructed in terms of decision-making processes 

is a valuable tool for the modern ethnographer. In Chapter 2, it was 

suggested on theoretical grounds why this might be true. These con

tentions still hold; predictability cannot be accurately achieved 
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without the use of both cognitive rules for behavior and the actual 

behavioral outcomes of such rules. The Apache data illustrate sub

stantively what this means to both anthropologist and layman. With 

the decision-making model in hand, plus a working knowledge of how 

the White Mountain Apache medical system operates in terms of the 

model, anyone should be able to accurately predict in any instance 

of illness the range of forms the decision-making process will take, 

what types of information will probably contribute to a therapeutic 

decision, and what decision outcome is likely to result from these 

considerations. Not only can original findings be replicated by sub

sequent investigators, but medical personnel may utilize these find

ings programmatically in instituting improvements in health care plans. 

In addition, the analytic simplicity of the decision-making model permits 

high sensitivity to change over time, and thus can be used to specify 

under what circumstances changes may occur and how they will relate 

to previous conditions. 

As we have seen, the hypotheses derived from the analytic 

decision-making model which were tested against the empirical reality 

of the White Mountain Apache medical system did not fare uniformly 

well in the testing procedure. Ostensibly, three factors are respon

sible. The most obvious is that the hypotheses tested were somehow, 

in and of themselves, incorrectly articulated or perhaps inherently 

untestable. This is certainly a good possibility, and it can be con

firmed or denied on the basis of testing other hypotheses. Another 

factor which is evident in the test situation is that the adequate 



189 

testing of the hypotheses required more data than were readily avail

able. This, of course, was the problem with regard to cultural 

dissonance; reliable information was simply not available, 

A third explanation for the test procedure outcome, and one 

which seems most plausible, is based on an actual inspection of the 

relative validity of each hypothesis. Those hypotheses which were 

directed at the static character of Apache medical decision-making, 

i.e., in terms of how the system maintained itself in a given form, 

were subject to more conditional or qualified acceptance or rejection 

than the hypotheses which dealt with the changing character of the 

medical system over time. Thus, Apache medical decision-making with 

respect to the acculturative status of the medical system was easier 

to document than a supposedly unified system divested of any accul

turative features. Considering that contemporary White Mountain 

Apache medical decision-making is so much a product of acculturation, 

perhaps it was erroneous to phrase testable hypotheses in terms which 

separated processes of change from processes of maintenance. In order 

to maintain the theoretical and cross-cultural status of the analytic 
•J 

model this, of course, cannot be otherwise. However, in order to 

insure that the bias is not in the model, but lies in the Apache data, 

the most obvious procedure is to test the model against another corpus 

of data drawn from a medical system not nearly so affected by foreign 

influence as the Apache case. 

In so doing, we confront directly the problem of cross-cultural 

relevance. The results of a single application of the analytic model 
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in question are not inherently relevant to the cross-cultural inves

tigation of medical systems. It is only comparatively that these 

results take on any real value. From the beginning, our goal has 

been to show the promise of cross-cultural medical systems research. 

The position taken is a reaction against the curious, anecdotal, 

culture-specific, ethnically-naive approaches to health and illness 

manifested by many social and medical scientists today. Crystal clear, 

sometimes harsh, understanding, rather than aesthetic appreciation, 

is seen as the primary motivation in health research. In the long 

run, greater benefit is realized for both anthropologist and physi

cian. The Apache case is quite suggestive here. White Mountain 

Apaches, although exhibiting a somewhat different traditional culture 

than their Navajo relatives, underwent quite similar acculturative 

processes. Available evidence indicates that Navajo medical decision

making is remarkably similar to that of the Apache (Levy 1970, n.d.j 

Adair 1963). With respect to both traditional culture and culture 

change, other Arizona Indian groups, particularly the Hopi and Papago, 

may present quite different medical decision-making configurations. 

Yet the modern health care programs instituted by the U.S. Public 

Health Service apply uniformly to all these groups, regardless of the 

kinds of differences just noted and in spite of the fact that these 

programs ostensibly have the welfare of their Indian constituencies 

in mind. 

On the one hand, the comparative analysis of medical systems 

permits the anthropologist to understand how aboriginal culture 
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patterns and the kinds of changes these undergo through time contri

bute to the makeup of contemporary medical concepts and practices for 

specified ethnic groups. By itself, this type of knowledge is in

herently valuable. On the other hand, the results of such compara

tive analyses can be taken by the applied social scientist or the 

physician and converted into a readily usable handbook for the con

struction of health care programs which are most sensitive to and 

beneficial for the health care needs of any particular target popula

tion. Pessimistically, the latter is only a supposition, for such 

endeavors have been systematically attempted very infrequently in the 

Southwest, and then only on a small scale. On the positive side, 

there is some hope. Reliable data are increasingly available. Now 

the matter is in the hands of those who are directly responsible for 

modern Indian medical care. 

What of the Apaches and of the future? If conditions remain 

the same with respect to Anglo medical treatment programs, two develop

ments are most likely. White Mountain Apaches will continue to 

utilize Anglo treatment procedures for most organic and physiological 

problems. This use will increase, not because traditional Apaches 

will abandon native notions of causation and therapy, but because 

native medicine men are disappearing through the simple process of 

attrition. Indeed, the two most prestigious diyin on the east end'of 

the reservation have died since the field work for this study was 

carried out. Although there are other men who can and will serve as 

substitutes, they are, as we have seen, only minimally capable of 
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doing so. With respect to ceremonial knowledge effective for curing 

sickness, the traditional pattern of apprenticeship to a medicine man 

is almost non-existent. Young men no longer wish to engage in these 

activities, and those lesser diyin practicing now are middle-aged. 

Thus, the Anglo physician may soon fall heir to all physiolo

gical problems suffered by Apaches. As we have seen, however, Apaches 

also are victims of social and psychological pathologies. In view of 

the kinds of conditions which produce these maladies -- conflict and 

disruption in adjustments to the pressures of contemporary life in 

the modern world ~ we can expect that they will increase in frequency 

and severity. As has been the case in the past, initial resort will 

be to native practitioners for treatment. Yet the time will soon 

come, as a result of both the unsatisfactory performance of the medi

cine man and the increasing secularization of Apache life, when this 

decision will be an anachronism. This is beginning already in White-

river, where at least two cases were recorded recently of mentally 

disturbed Apaches coming to the hospital for treatment. Effective 

care for such problems is not, however, available at the hands of 

Anglo physicians at Fort Apache today. Current indications are that 

it may soon be, but only in conventional Anglo psychiatric terms. 

Clearly, this would be less than useless with regard to providing 

satisfactory health care for Apache medical needs. What is needed 

is a mental health program whose therapeutic procedures are defined 

along Apache lines to cope with Apache notions of behavioral patholo

gies. Only in this fashion, can modern Anglo medical practitioners 



provide some relief from the ailments affecting contemporary White 

Mountain Apaches for which the former, as representatives of the 

health profession, are now responsible. It is toward this end that 

the present study hopefully contributes. 



APPENDIX I 

GLOSSARY OF KEY THEORETICAL AND ANALYTIC CONCEPTS 

1. Decision-making event. The reference here is to any single 

operation involving the making of a decision, i.e», the choosing from 

a set of available alternatives, such that uncertainty is reduced and 

some output upon which behavior can be predicated is the result. 

For example, a situation occurs where a decision regarding what to 

label a set of disease symptoms or which medical practitioner to 

consult is involved. 

2. Decision-making process, decision-making sequence. A decision

making process is a series of discrete decision-making events all of 

which relate to a single occurrence of illness. For example, when 

illness X occurs, the decision-making process involves the problem of 

what to label the symptoms and how to satisfactorily treat these, a 

procedure made up of at least two major decision events and probably 

numerous others. The supposition is that the over-all process possesses 

some connection with phenomenal reality. 

3. Decision-making model. This concept describes an artificial 

device heuristically constructed to represent a decision-making pro

cess, Its component features, though reflecting what is known of the 

decision-making process, cannot by themselves be used as an actual 

blueprint for what the process entails. For example, on the basis of 
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a decision outcome, two decision events may appear to be related 

sequentially, but though this is represented schematically on a flow 

diagram, actual proof for this relationship may not exist. 

U. Decision input. Whatever information is made available for 

consideration in a medical decision-making event, whether directly 

relevant or not, constitutes a decision input. For example, type of 

disease symptom may serve as a kind of decision input for a consider

ation of what type of treatment to pursue. 

5. Information processing. This term refers to the act of 

weighing or assigning utility values to a set of data which impinges 

on the decision-making event and upon which the.decision itself is 

made. For example, input data such as cause of disease symptom are 

processed in the decision-making event and on the basis of this opera

tion, a decision outcome is produced, 

6. Decision outcome, decision output. A decision outcome is the 

end result of any particular decision-making event or decision-making 

process. Regardless of its origin, the outcome must be specified as 

to type, usually in terms of positive or negative, successful or un

successful. Without this, it is a neutral concept. 

7. Diagnostic decision event. This is a decision event whose 

outcome is the labeling of a set of disease symptoms or an illness 

type with a culturally appropriate term. These may be descriptive, 

such as 'pain' or 'cough,1 or non-descriptive, such as pneumonia or 

syphilis. Diagnostic decision events are based on both culturally 

defined notions of disease and possibly appropriate definitions. 



196 

8. Therapeutic decision event. The reference here is to a de

cision event whose outcome is a decision to follow a particular course 

of therapeutic treatment for an illness. These are based on infor

mation processing of four types of data: culturally appropriate rules 

for behavior, possibly appropriate or alternative rules, dissonance, 

and feedback. 

9. Culturally appropriate decision event. This is a decision 

event based on the processing of culturally appropriate rules for 

behavior. 

10. Culturally appropriate rules for behavior. These are sets of 

rules, formulated on the basis of relevant information, which include 

not only the ideal imperatives for behavior, which we have termed 

"cognitive expectation" based on cultural tradition, but also pre

scriptions constructed from a consideration of what is deemed appro

priate under particular circumstances. Thus, appropriate rules of 

the ideal type take on "ought to" form, while the other type is based 

on contingencies, i.e., "when X occurs, do Y." 

11. Situational variable. The reference here is to a type of in

formation which exists in addition and marginally to the kinds of data 

which make up culturally appropriate rules for behavior. For example, 

a rule based on such a variable takes the form "when X-̂  occurs, do 

Ya, but when Xg occurs, do Y^." 

12. Possible alternative decision event. These are kinds of 

decision events based not on the consideration of culturally appro

priate rules for behavior, but on data which might be possibly appro

priate under certain circumstances. 



13. Possibly appropriate alternative. This is a type of data 

which may occur within culturally appropriate rules for behavior or 

altogether outside of these rules. Whatever the case, they are pri

marily concerned with what might be appropriate in view of a situa-

tionally appropriate response. For example, a decision may be based 

on rules A and B which are culturally appropriate, or on C which is 

deemed a suitable alternative to the others. Or a decision may be 

made on the basis of culturally appropriate rule A, but possible 

alternatives must be considered in order to decide which A to utilize, 

when to use it, how it should be used, and so on. 

lU. Dissonance. This term is used to refer.to both a type of 

decision event and the kind of information processing upon which it 

is based. A decision event is dissonant with respect to disrupting 

a decision already made on the basis of appropriate data. There are 

two types of dissonance factors. One is beyond the individual's con

trol and impinges from outside, such as a contradictory decision by 

another person or the unpredictable absence of a critical feature in 

the decision outcome. The other, termed "cultural dissonance," is a 

conscious, deliberate reconsideration of a decision already made, with 

the result that a new decision outcome is produced. This situation 

usually results from spiteful obstinance or a lack of belief in the 

appropriateness of prescribed rules for behavior. 

15. Feedback. This term refers to both a type of decision event 

and the kind of information processing upon which it is based. The 

feedback decision event is based on data which are derived not from 
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culturally or possibly appropriate rules for behavior, but from a 

direct consideration of the expected successful outcome of the event, 

usually articulated in terms of a recent decision event which had such 

an outcome. Feedback information processing is also responsible for 

instituting a new decision-making process with regard to the same 

illness and thus producing multiple decision-making processes. 

16. Single decision-making process. This is a decision-making 

process which produces a satisfactory, but not necessarily successful, 

outcome with regard to a particular case of illness. Usually this is 

the case when the treatment procedure is considered effective and/or 

the disease symptoms disappear. 

17. Multiple decision-making processes. These occur in a situa

tion in which two or more decision processes are initiated when the 

outcome of the first process was unsatisfactory and subsequent ones 

focus on the same illness. They are usually based on feedback infor

mation processing. Thus, if telief is not obtained from one treatment 

procedure, another may be utilized. 
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