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This is a study conducted in Zimbabwe which compared a 

group of 50 zvirvere zvechivanhu patients and a group of 50 

non-patients in age, sex, marital status, level of educa-

tion and claims of spirit possession. Claims of spirit 

possessions and types of spirits, as pointed out by Bennel 

(1982), were used as symptoms of zvirwere zvechivanhu. The 

two groups were also compared in symptom dimensions of the 

SCL-90-R used in the study. The SCL-90-R, developed by 

Derogatis (1975), is a 90-item symptom check list used to 

screen people for psychological problems reflected in the 

nine symptom dimensions of somatization, obsessive/ 

compulsive, interpersonal sensitivity, depression, anxiety, 

hostility, phobic anxiety, paranoid ideation, psychoticism 

and in the three global scores of Global Severity Index, 

Positive Symptom Distress Index and Positive Symptom Total. 

The subjects were chosen from two different sites, using a 

systematic sampling method. 

Three statistical methods were used to analyze the 

data. The Chi-square was used to analyze data on descrip-



tive variables. The T-test and 2 x 2 analysis of variance 

were used to analyze the data on symptom dimensions and 

global scores. 

The study had one main hypothesis and nine sub-

hypotheses. The main hypothesis was that zvirwere 

zvechivanhu patients were significantly different from the 

non-patients on the overall global scores. The nine sub-

hypotheses stated that the patient and non-patient groups 

were significantly different in the nine separate symptom 

dimensions. 

The study concluded that the zvirwere zvechivanhu 

patients were significantly different from the non-patients 

in the overall global scores. In the nine separate symptom 

dimensions, it was concluded that the two groups were the 

same in all except the somatization and obsessive/compul-

sive system dimensions. 
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CHAPTER I 

INTRODUCTION 

This dissertation is a descriptive study conducted in 

the country of Zimbabwe among the Shona-speaking people. 

The study was done on a special population of people con-

sidered by most traditional healers to be having mental 

health problems of a mysterious nature. All the literature 

that was reviewed in this study, especially that which dealt 

with traditional healing, revealed that most, if not all, 

traditional healers believe that the condition known as 

zvirwere zvechivanhu is a unique problem. Moreover, they 

believe that the problem can only be handled through the 

supernatural — the traditional healing using the powers of 

ancestral spirits. The problems of zvirwere zvechivanhu are 

mysterious because most traditional healers believe that the 

causation, diagnosis and treatment of these problems are 

rooted in the powers of ancestral spirits (Chavunduka, 

1978) . A case was reported by Sithole (1989) in which four 

people went on a sacred mountain where they were not sup-

posed to go because spirits had declared the mountain 

sacred. This action was believed to have angered the 

spirits, who then caused these four people to have strange 

experiences associated with zvirwere zvechivanhu such as 



seeing and hearing things that other people couldn't see or 

hear. These four people were reported to have rolled down 

the mountain in different directions screaming hysteri-

cally. One of them allegedly died in a hospital because 

modern medicine was perceived as ineffective when treating 

this type of problem. 

Another case reported by Chitsaka (1988) was about a 

family who suffered from hysteria and other ailments which 

could not be cured by doctors. This family is reported to 

have consulted several traditional healers who told the 

family that certain ngozi spirits were causing the symptoms 

and that the family was to pay 20 head of cattle, $200 cash 

and a six-year-old girl to the family that was believed to 

be producing the ngozi spirits. The payment was a way of 

ceremonially appeasing the ngozi spirits so the family could 

experience freedom from the reported symptoms. 

Zvirwere zvechivanhu is regarded as a unigue mental 

health problem caused by spirits of dead ancestors and also 

by supernatural powers of witchcraft. The treatment of it 

is also regarded as unique and to be done only by tradition-

al healers, since they use powers from ancestral spirits 

(Chavunduka, 1978). As pointed out earlier, the literature 

that was reviewed in this study revealed a focus on an-

cestral spirits' powers in diagnosis and treatment of 

zvirwere zvechivanhu. Ottenburg and Ottenburg (1960) dis-

cussed this focus on the supernatural causation as well as 



treatment of mental health problems at length. They dis-

cussed it as a strong cultural belief that is held by most 

African people and popularized by the traditional healers. 

It comes as no surprise when people with zvirwere zvech-

ivanhu shy away from modern-day psychiatrists, psychologists 

and counselors. Modern-day professionals are perceived to 

be out of touch with the ancestral spirits' powers, as ex-

plained by Chavunduka (1986). The only source of help the 

zvirwere zvechivanhu patients were willing to consult was 

the traditional healers, since they were perceived to be the 

only ones with power from ancestral spirits. According to 

Chavunduka (1986), traditional healers include spirit med-

iums, herbalists and general diviners. Spirit mediums or 

spirit diviners are those healers who have the ability to 

diagnose and/or heal zvirwere zvechivanhu when possessed by 

ancestral spirits (Chavunduka, 1978). 

The herbalists are the healers concerned with only the 

dispensing of certain herbs to ease specific symptoms 

manifested by zvirwere zvechivanhu patients, and not with 

diagnosis. The herbalists do not have to be possessed by 

spirits in order to do their work but their skill is taught 

to them by someone who was possessed by ancestral spirits, 

in most cases someone from their family (Chavunduka, 1978). 

General diviners are those healers primarily concerned 

with diagnosis, although some of them can also heal. More-

over, these general diviners do not have to be possessed by 



ancestral spirits in order to do divinations, but the an-

cestral spirits give them the skills to perform divinations 

through such means as dreams and visions. In some cases, 

diviners are possessed by spirits who direct their diagnosis 

of zvirwere zvechivanhu (Chavunduka, 1986). 

The zvirwere zvechivanhu patients showed symptoms that 

included somatic complaints, mood swings, passive behaviors, 

and reported spirit possessions (Chavunduka, 1986). These 

symptoms are believed to be caused by ancestral spirits; 

therefore, these spirits have to be contacted through the 

healers in order to relieve the patients of their symptoms. 

Incidences of ancestral spirits causing zvirwere zvechivanhu 

in people are very often reported in Zimbabwe. All the 

literature in Zimbabwe that addresses zvirwere zvechivanhu 

mentions that spirits cause zvirwere zvechivanhu and that it 

is through these spirits that the zvirwere zvechivanhu can 

be treated. Also, other literature on the cultural beliefs 

of the Zimbabwean people shows this same belief. Gelfand 

(1964), discussed in detail how, for the African natives, 

certain mental health problems have a supernatural cause and 

therefore require a supernatural treatment. This refers to 

the powers of the ancestral spirits. As a Zimbabwean na-

tive, I can testify to the numerous accounts of incidents 

believed to be spirit-caused symptoms. I have family mem-

bers who have experienced what they regarded to be zvirwere 

zvechivanhu symptoms. I have relatives and friends who have 



had similar experiences. Most people in Zimbabwe believe 

that zvirwere zvechivanhu is caused by spirits and that only 

traditional healers can treat it since they utilize power 

they know as ancestral spirits. This belief is supported by 

the literature reviewed in this study. A good example of 

incidents showing such a belief is a story reported by 

Gadaga (1989). Twenty chiefs from Mashonaland West in Zim-

babwe called for a big ritualistic ceremony to appease the 

river spirit called Nyaminyami, who had caused a series of 

punishments in the form of zvirwere zvechivanhu to the 

people. 

This study sought to describe the symptomatology of 

zvirwere zvechivanhu using a symptom checklist, the 

SCL-90-R. The description was done by comparing the sympto-

matology of the zvirwere zvechivanhu patients with that of 

the non-patient population, based on nine sub-scales of the 

SCL-90-R, namely somatization, obsessive/compulsive 

symptoms, interpersonal sensitivity, depression, hostility, 

anxiety, phobic anxiety, paranoid ideation and psychoti-

cism. This comparison was also done on the three global 

scores of the SCL-90-R, namely the General Severity Index, 

the Positive Symptom Distress Index and the Positive Symptom 

Total. The purpose of the comparison was to see if there 

was a significant difference between the zvirwere zvechi-

vanhu patients and the non-patient group in terms of 



symptoms experienced, and to describe the differences or 

lack of differences. 

Statement of the Problem 

According to the traditional healers of Zimbabwe and 

other African states, as shown in the introduction, zvirwere 

zvechivanhu is regarded as a mysterious problem caused by 

supernatural powers and therefore only the traditional 

healers with their supernatural spiritual powers are quali-

fied to treat it. Stories of people having to perform 

certain ceremonies ordered by traditional healers can be 

heard all over the country. Evans-Pritchard (1937) told how 

the African people always turn to the traditional healers 

for mental health problems they believe are caused by 

spirits. Gadaga (1988) also reported that some families in 

the Murehwa area had experienced a series of misfortunes 

which no one could help them understand until a traditional 

healer gave them the answer. The family was told that there 

had been an evil spell cast on the family, which was the 

reason for the misfortunes they were experiencing. In order 

to remove this evil spell, the family was told to ceremoni-

ally put this evil spell onto a sacrifice goat, which would 

then carry the evil spell in its body until another person 

got the goat. The person who would take this goat would 

then be affected by the evil spell carried by the goat. 



This approach to zvirt/ere zvechivanhu creates problems 

and frustrations for those concerned with updating mental 

health services in Zimbabwe by considering natural causes 

and treatment approaches to the disease. Some people see 

ineffectiveness in the traditional healers' approach. 

Gadaga (1988) reported a case where a traditional healer/-

midwife dismembered the body of a baby while trying to 

deliver the baby. After the traditional healer realized the 

complications in the delivery, she stopped the process. The 

mother was then rushed to a hospital. The medical per-

sonnel at the hospital were so upset about the incident that 

they called for police action in the case. The healer had 

decided to deliver the baby because she believed that the 

spirits controlled the pregnancy and therefore should direct 

the delivery, and she was going to be their agent. In 

August, 1988, Chitsaka reported that the same traditional 

healer/midwife reported on the previous April by Gadaga was 

responsible for the death of both a mother and her unborn 

child during the delivery process. Again, the healer be-

lieved the pregnancy had zvin/ere zvechivanhu complications. 

Another incident was reported by Dube (1988). Here a 

45-year-old man had been chained to a tree by his family for 

five and a half years after traditional healers could not 

deal with him anymore. It was believed by the mental 

health workers that this man could have been helped if he 

had been taken to a psychiatric hospital, instead of being 
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taken to the healers. This man had been treated by the 

healer because his problem was diagnosed by the healer as 

zvirwere zvechivanhu. Incidents like these have triggered 

criticism of the traditional healers1 approach to zvirwere 

zvechivanhu. One such criticism was voiced by Robinson 

(1988), when he complained to the government of Zimbabwe 

saying 

There is need to have government and the party and 

all public administrative institutions condemn the evil 

practices and beliefs in witchcraft, ngozi. Secondly, 

the government and party made a grievous mistake in 

legalizing Zinatha because the majority of its prac-

titioners practice and propagate witchcraft and believe 

in ngozi (pg. 7). 

The existence of these two opposing views on how to deal 

with zvirwere zvechivanhu made it inviting to study the 

nature of the disease by comparing the symptoms of zvirwere 

zvechivanhu patients with those of a non-patient control 

group to see if there were symptoms unique to zvirwere 

zvechivanhu patients. 

The fact that the literature showed the traditional 

healers focusing on causation of the problem and treatment 

rather than describing the symptoms, made it necessary to do 

a descriptive study focusing on symptoms rather than causa-

tion and treatment. Although this study is not a criticism 

of traditional healing, this researcher found no verifiable 



information about symptoms of zvirwere zvechivanhu. As a 

result, this researcher decided to use a symptom checklist 

to collect information about the symptoms experienced by 

zviirwere zvechivanhu patients. 

Purpose of the Study 

The purpose of the study was to describe the symptoma-

tology of zvirwere zvechivanhu using a self-report symptom 

checklist, the SCL-90-R. The description was done comparing 

the symptoms of the zvirwere zvechivanhu patients with those 

of a control group from the non-patient population. 

The comparison was done to see if zvirwere zvechivanhu 

patients were significantly different from the non-patient 

population in terms of the symptoms they showed as screened 

by the SCL-90-R symptom dimensions and global scores. 

Besides being compared on the symptom dimension and global 

scores of the SCL-90-R, the patient and non-patient groups 

were compared with regard to descriptive variables such as 

sex, marital status, level of education and age. 

Significance of the Study 

This researcher has not been able to find a study done 

in Zimbabwe that describes the symptoms of zvirwere zvechi-

vanhu using verifiable criteria such as a measurement 

instrument. Also, the studies that have been done focus on 

traditional medicines, traditional healers and their prac-

tices rather than on the nature of zvirwere zvechivanhu. 
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This made this study the first one in Zimbabwe to describe 

zvirwere zvechivanhu in this manner. This study may serve 

as an introduction to more studies on zvirwere zvechivanhu. 

Another researcher could use the collected data from this 

study to replicate this study. The results of the study 

provide new information about zvirwere zvechivanhu which was 

not known before. 

Hypothesis 

The study had one main hypothesis and nine sub-

hypotheses. The main hypothesis stated that the zvirwere 

zvechivanhu patient group was significantly different from 

the non-patient group in terms of symptoms they experienced 

based on the overall global scores of the SCL-90-R. These 

three scores are (1) the General Severity Index which shows 

the depth of distress of the symptoms, (2) the Positive 

Symptom Distress Index which shows the intensity of the 

positive symptom responses, and (3) the Positive Symptom 

Total which is a total count of positive symptoms. 

The nine sub-hypotheses stated that the patient group 

was significantly different from the non-patient group in 

each of the nine separate symptom dimensions of the 

SCL-90-R, namely somatization, obsessive/compulsive 

symptoms, interpersonal sensitivity, depression, anxiety, 

hostility, phobic anxiety, paranoid ideation and psychoti-

cism. 
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Definition of Terms 

Since the study was done among the Shona-speaking 

people of Zimbabwe, certain Shona terms relevant to the 

study were found quite often in the literature reviewed. To 

help the reader in understanding the study, the Shona terms 

are defined according to the cultural epistemology of the 

native people of Zimbabwe. The definitions of these terms 

are given in the following paragraphs. 

Vadzimu — These are spirits of dead ancestors who play 

a major role in zvirwere zvechivanhu, one of which is the 

causation of zvirwere zvechivanhu. At times, when people 

violate certain generational family principles, vadzimu can 

be offended, and as a result cause zvirwere zvechivanhu in 

one of the living members of that family as a way of punish-

ing the family. When this happens, the family is advised to 

go to a traditional healer for help. The traditional healer 

then diagnoses the problem and asks the family to do some-

thing to appease the vadzimu as a prescription for the 

problem. After the vadzimu are appeased, the person with 

zvirwere zvechivanhu then gets better (Chavunduka, 1986). 

Bira — This is the ceremony that is held in honor of 

the vadzimu who is causing zvirwere zvechivanhu in the 

family. During the bira, the healers become possessed by 

spirits of their dead ancestors and perform their healing 

rituals (Reynolds, 1986). 
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Ma.svik.iro — These are the people who are possessed by 

ancestral spirits during the ceremonies. Masvikiro, who are 

the same as spirit mediums, become empowered by the vadzimu 

who possess them to perform their specific supernatural 

functions, one of which is healing zvirwere zvechivanhu. If 

they are not happy with the people's behavior, masvikiro can 

inflict people with zvirwere zvechivanhu as punishment for 

their misbehavior (Chavunduka, 1978). 

Zita — In English, this literally means "name" but in 

this context it means the name of a particular dead ancestor 

(Vadzimu) which is to be given to a living member of that 

particular family. This is done to give the vadzimu a 

living sacrifice. The vadzimu in this case causes zvirwere 

zvechivanhu in the person they want to be their living 

sacrifice as a way of letting the family know of their 

demand for such a sacrifice (Chavunduka, 1986). 

Mashave — These are spirits of animals, usually wild 

animals such as baboons, monkeys, etc. who possess people 

for the purpose of helping these people find herbs to heal 

zvirwere zvechivanhu. The assumption here is that since 

these animals live in the bush, they know all the herbs that 

can heal all sorts of problems. Therefore, when people are 

possessed by these spirits they know the herbs that heal. 

It is reported that when people are possessed by these 

animal spirits they act like the animals possessing them, 

eating the same things those animals eat (Reynolds, 1986). 
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Ngozi — These are spirits of dead people who are 

strangers who come back to cause zvirwere zvechivanhu in 

certain people as a way of getting back at these people for 

whatever grievances they may have against them. These ngozi 

spirits claim that the people they get back at had something 

to do with the person's death (Chavunduka, 1978). 

Mhondoro — This is the guardian spirit who is in 

charge of a particular area. A guardian spirit is the one 

who causes the rain to fall on the area if the people in 

that particular area obey the spirit's commands. The 

mhondoro spirit can possess either a man or a woman, adult 

or child. It is considered a great honor by some people in 

Zimbabwe to be possessed by the mhondoro spirit. The word 

mhondoro means "lion," thought of as king of all the animals 

in African societies. In the same way, the mhondoro spirit 

is regarded as the king of all spirits (Fry, 1976). 

Varoyi — These are people who practice witchcraft for 

the purpose of hurting other people. Varoyi have the power 

to cast spells on other people. These spells could be in a 

form of zvirwere zvechivanhu or in death of the people to 

whom the spells are directed. Varoyi are regarded as evil 

people and are not liked by society (Chavunduka, 1980). 

Hakata — These are small pieces of wood or bones used 

for divination, which is the practice of predicting or 

solving situations using supernatural powers. Usually 

hakata are used by general diviners in diagnosing zvirwere 
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zvechivanhu. The diviners know the cause of zvirwere zvec-

hivanhu by the way the hakata fall when they are tossed to 

the ground. The directions pointed toward by the hakata 

when they hit the floor mean certain things to the healer 

(Reynolds, 1986). 

Literature Review 

There is very little written on zvirwere zvechivanhu in 

Zimbabwe. The little that is written on this problem 

focused on traditional healers and their activities, and not 

on the nature of zvirwere zvechivanhu. 

There is other literature on the subject of mental 

health in Africa but the focus of the literature is very 

general and not specific enough to deal with symptoms of 

zvirwere zvechivanhu. Most of the literature emphasized the 

validity of African medicines in the face of the popularity 

of Western medicines, rather than describing zvirwere zvech-

ivanhu symptoms. 

Dr. Chavunduka, a Zimbabwean national and a sociology 

professor at the University of Zimbabwe has written about 

subjects closely related to zvirwere zvechivanhu. In his 

article, Witchcraft and the law in Zimbabwe. Chavunduka 

(1980) described the practice of witchcraft in Zimbabwe and 

how it is not an acceptable practice. One of the reasons 

Dr. Chavunduka condemned witchcraft is that it causes zvir-

were zvechivanhu for the purpose of hurting innocent people. 
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The ancestral spirits, on the other hand, cause zvirwere 

zvechivanhu to get attention or to correct family members1 

mistakes. Moreover, Dr. Chavunduka did not describe zvir-

were zvechivanhu symptoms in this article. 

In his book, Traditional healers and the Shona patient, 

Chavunduka described (in 1978) in great detail the practice 

of traditional healing. He described the traditional 

healers and how they diagnose and treat their patients. He 

also mentioned briefly some of the general symptoms of the 

patients seen by traditional healers who are classified as 

having zvirwere zvechivanhu. Again, Dr. Chavunduka's work 

does not show research that could be verifiable. The thrust 

of Dr. Chavunduka's book seems to be the validation of 

traditional healing as being more effective than other 

approaches. Therefore the book does not address the symp-

toms of zvirwere zvechivanhu specifically. 

In his article, The professionalization of African 

medicine, Chavunduka (1986) made a distinction between 

zvirwere zvechivanhu and other illnesses and mental health 

problems. He said that: 

Many people agree that normal illnesses are caused 

by such things as germs, bacteria, bad food, accidents, 

poisons and so on. In the case of abnormal illnesses, 

however, many people believe that such illnesses are 

sent by ancestral spirits, angered spirits, alien 

spirits, witches or sorcerers. What are considered 
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normal illnesses are treated with herbs or referred to 

modern medical practitioners (p. 32). 

According to this definition of zvirwere zvechivanhu, Dr. 

Chavunduka assumed that traditional healers dealt only with 

abnormal illnesses and that modern practitioners dealt only 

with normal cases. He did not show research to prove the 

distinction between normal and abnormal illnesses. Dr. 

Chavunduka, still talking about abnormal illnesses (zvirwere 

zvechivanhu), said: "Once the illness has been defined as 

abnormal, patients consult traditional practitioners since 

they know that modern doctors are unable to attack the 

ultimate cause of abnormal illnesses namely, jealous neigh-

bors, co-workers, spirits or malignant kinsmen (p. 32)." 

Chavunduka did not disclose how the people knew of the 

inability of modern practitioners to deal with zvirwere 

zvechivanhu. Again, it seemed as though his thrust in this 

book was to justify the promotion of traditional healing to 

the same or even higher status than modern medicine and 

psychotherapy. In this book Dr. Chavunduka, according to my 

interpretation, praises traditional healing while down-

playing modern medicine and psychotherapy, although he 

offers no research support for his assertions. 

Besides Dr. Chavunduka's contribution to matters re-

lated to zvirwere zvechivanhu, there were some significant 

contributions done by others. Reynolds (1986) did some re-

search about the training of traditional healers in Zim-
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babwe. The focus of Reynolds1 research was on describing 

the training and the healing practices of traditional 

healers. She did not describe the patients or the zvirwere 

zvechivanhu symptoms. Reynolds gathered data on 47 tra-

ditional healers whose average age was 44; their sex ratio 

was 19 women to 28 men. All the 47 traditional healers in 

Reynolds' sample claimed to draw their healing powers from 

spirits. Some of the healers claimed to be possessed by the 

spirits who empowered their healings, while some healers 

claimed to have special knowledge about herbs, without being 

possessed by the spirits, but that their special knowledge 

was obtained from ancestral spirits through dreams (Rey-

nolds, 1986). 

Another contribution to literature relevant to zvirwere 

zvechivanhu is Gelfand's (1964) Witch doctor: Traditional 

medicine man of Rhodesia. This book describes the role of 

the witch doctor in the Shona society of Zimbabwe as healer, 

counselor, community leader, advisor and protector of people 

from illness and bad luck. Some of the descriptions of the 

practices of healing, diagnosis and prevention described by 

Gelfand are similar to the descriptions given by Chavunduka 

(1978, 1980, 1986). These descriptions are also similar to 

those given by Reynolds (1986). Gelfand, like other men-

tioned contributors to the literature, does not describe 

zvirwere zvechivanhu symptoms. 
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Another contribution to the literature most relevant to 

zvir-were zvechivanhu in Zimbabwe was Fry's (1976) book, 

Spirits of protest: Spirit mediums and the articulation of 

consensus among the Zezuru of southern Rhodesia (Zimbabwe). 

Fry's focus is on the roles ancestral spirits played during 

the liberation war in Zimbabwe. The roles included protect-

ing people from the war, and the causation and treatment of 

zvirwere zvechivanhu. The most important contribution of 

Fry's book to zvirwere zvechivanhu is the discussion of how 

the traditional healers are the ones who represent the 

people in articulation of consensus. Therefore, the views 

of the healers are supposed to reflect those of the rural 

people of Zimbabwe. 

There were a few other research studies done in African 

countries which were relevant to zvirwere zvechivanhu. 

Twumasi and Warren (1986) did a study in Zambia to determine 

the level of acceptance of professionalization of African 

medicines in African countries. The study surveyed Zambian 

people as well as people of Ghana and compared their levels 

of acceptance of traditional healers. Twumasi and Warren 

concluded that in Zambia and Ghana traditional healers were 

being accepted as part of the modern medical professionals. 

Twumasi and Warren went on to encourage African governments 

to turn to traditional healers since there was such a short-

age of modern-day trained mental health workers. 
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Another study, done by Ayonrinde and Erinosho (1978), 

compared opinions and knowledge about mental illness of the 

Nigerian people with those of other societies, namely 

Canada, Japan, U.S.A., New Zealand and Australia. The study 

used a randomly selected sample of 771 people who were asked 

to complete questionnaires designed to show their knowledge 

of mental illness. The results of the study showed that 

Nigerians had an extremely low knowledge and awareness of 

mental illness symptoms compared to the other societies. 

The study concluded that Nigerians needed to heighten the 

awareness of mental health knowledge among their people 

through nationwide health education. It was also stressed 

in the study that a full utilization of mental health ser-

vices is not possible without proper knowledge of mental 

health illness. Although this study was done in Nigeria and 

not in Zimbabwe, it is my opinion, based on my African 

experience, that mental health issues in Africa are very 

similar; therefore, applying this Nigerian study to Zimbabwe 

in principle is justified. 

Odijide, Olawatura, Oyeneye and Sanda, (1978) did a 

study on traditional healers and mental illness in the city 

of Ibadan in Nigeria. The study explored various aspects of 

the traditional healers' approach to mental illness. The 

aspects explored included: 1) the healers' patient case 

loads, 2) the healers' concepts of mental illness, 3) the 

healers' diagnostic methods, and 4) the healers' treatment 
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approaches. The study used a convenient sample of 53 

healers and 318 patients. The patients were asked to com-

plete anonymous questionnaires translated from English to 

Yoruba, the language of Nigeria. The healers were inter-

viewed for the purpose of gathering their biographical and 

professional activities information. The results of the 

study showed that 75% of the healers said that mental ill-

ness was caused by spirits, 66% said they had power to con-

tact other spirits. When the healers were asked to dis-

close their diagnostic methods, 75% said that they used 

divination and consulted spirits. Treatment approaches 

these healers used included (1) oral administering of tradi-

tional sedatives, (2) use of incantations, and (3) using 

sacrifices to appease the gods. 

This literature review showed the necessity of doing a 

study on zvirwere zvechivanhu, a study that would focus on 

its symptoms. Most of the literature reviewed focused on 

either the traditional healers or the status of traditional 

healing in these African countries. A lot of the literature 

is quite old and may not represent current opinions and 

knowledge of problems associated with zvirwere zvechivanhu. 

Another thing that seems to be prevalent in the literature 

is the heavy reliance on the world of ancestral spirits for 

diagnosis, treatment and prevention of zvirwere zvechivanhu 

and other problems associated with it. 
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This literature review confirmed this researcher's 

conviction that it was necessary to do a study on zvirwere 

zvechivanhu symptoms using a symptom checklist. This re-

searcher also felt that describing zvirwere zvechivanhu 

symptoms would be meaningful if the symptoms were compared 

to the non-patient population. No such comparative research 

on zvirwere zvechivanhu symptoms was found in the litera-

ture review. 



CHAPTER II 

DATA COLLECTION 

Subj ects 

The study used systematic sampling to select two sam-

ples of 50 subjects each from two rural areas of Zimbabwe, 

Musana and Madziwa, because zvirwere zvechivanhu is reported 

to be more prevalent in rural areas. The first group of 50 

subjects consisted of adults 18 years or older who had been 

diagnosed as experiencing zvirwere zvechivanhu by tradition-

al healers and were undergoing traditional healing. This 

group is referred to as the patient group in the study. The 

second group of 50 subjects consisted of adults who had not 

been diagnosed as experiencing zvirwere zvechivanhu. This 

group is referred to as the non-patient group in the study. 

The patient group had 23 males and 27 females. There 

were 39 people in this group who were married, two who were 

divorced, two who were widowed and seven who were single. 

The educational backgrounds of this group included eight who 

were not educated, 26 with grade school educations, 12 with 

high school educations and four with college educations. 

There were 12 people in the patient group who claimed to be 

possessed by evil spirits, nine of these by mudzimu spirits 

and three by ngozi spirits. 

22 
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The non-patient group had 30 males and 20 females, 28 

of whom were married and 22 single. The educational back-

grounds of the non-patient group included six with no 

education, 18 with grade school educations, 24 with high 

school educations and two with college educations. 

Instrument 

The study used a symptom checklist known as SCL-90-R 

developed by Leonard Derogatis (1975). The SCL-90-R is a 

90-item multi-dimensional self-report symptom inventory 

designed to measure symptomatic psychological distress. 

This instrument asks subjects to indicate how much discom-

fort each symptom has caused them within the past week. 

Subjects are asked to rate each symptom's occurence on a 

five-point scale ranging from zero to four, "zero" meaning 

not at all and "four" meaning extremely. It takes about 15 

minutes to complete the inventory and an eighth grade educa-

tion is enough to complete it (Derogatis, Lipman, & Covi, 

1977) . 

The SCL-90-R reflects psychopathology in nine primary 

symptom dimensions: 1) somatization, 2)obsessive/compul-

sive symptoms, 3) interpersonal sensitivity, 4) depression, 

5) anxiety, 6) hostility, 7) phobic anxiety, 8) paranoid 

ideation, and 9) psychoticism (Derogatis & Cleary, 1977). 

Each of the nine symptom dimensions is described in terms of 

the symptoms that comprise each dimension. 



24 

The Somatization dimension reflects distress arising 

from perceptions of bodily dysfunction. These bodily dys-

functions include complaints focused on cardiovascular, 

gastrointestinal and respiratory systems. Pain and any 

discomfort of the gross musculature are also included in the 

description of somatization. Although these bodily dysfunc-

tions may be reflections of true physical disease, they have 

been demonstrated to have high prevalence in disorders 

demonstrated to have a functional etiology (Derogatis, 

1975). 

The Obsessive Compulsive dimension focuses on thoughts, 

impulses and actions that are experienced as unremitting and 

irresistible by the individual but are unwanted by that 

individual. This dimension also includes behaviors and 

experiences of a more general cognitive performance alterna-

tion (Derogatis & Cleary, 1977). 

The Interpersonal Sensitivity dimension focuses on 

feelings of inadequacy and inferiority, particularly in 

comparison with others. These feelings are marked by the 

individual's self-deprecation, uneasiness and discomfort 

during interpersonal interactions. 

The Depression dimension includes a broad range of 

symptoms of depression such as dysphoric mood, withdrawal 

from life interests, loss of vital energy and lack of motiv-

ation. This dimension also includes cognitive and somatic 

correlates of depression. 
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The Anxiety dimension includes symptoms of manifest 

anxiety such as nervousness, tension, trembling, panic 

attacks and feelings of terror. Cognitive and somatic cor-

relates are also included as dimensional components. 

The Hostility dimension reflects symptoms associated 

with negative affect and the state of anger. These symptoms 

include aggression, irritability, rage and resentment. 

The Phobic Anxiety dimension focuses on the pathognomic 

and disruptive manifestations of phobic behavior. These 

manifestations are in the form of a persistent fear response 

to a specific person, place or object. These manifesta-

tions can be in the form of irrational and disproportionate 

reactions to normal stimulus (Marks, 1969). 

The Paranoid Ideation dimension reflects symptoms of 

paranoid behavior. These symptoms include projective 

thought, hostility, suspiciousness, grandiosity, centrality, 

fear of loss of autonomy and delusional thinking. 

The Psychoticism dimension includes symptoms charac-

teristic of the schizoid life style and also of the 

schizophrenic syndrome. These symptoms include thought 

broadcasting, hallucinations, withdrawal and isolation. 

The Instrument has three global indices of distress 

which represent summary measures of psychological disorder. 

These three global indices include (1) the General Severity 

Index which combines information on numbers of symptoms and 

intensity of distress, (2) the Positive Symptom Total which 
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reflects only numbers of symptoms, and (3) the Positive 

Symptom Distress Index which is a pure intensity measure, 

adjusted for the numbers of symptoms present (Derogatis & 

Cleary, 1977). 

The SCL-90-R is designed to accomplish four goals: 1) 

to detect symptomatology in normal people, 2) to evaluate 

changes in both general and specific symptomatology, 3) to 

form the basis of predictions, and 4) to allow the clinician 

to assign a DSM-III diagnosis by the appropriate evaluation 

of patient profiles (Derogatis & Cleary, 1977). 

This instrument has four published norms: psychiatric 

outpatients, psychiatric inpatients, adult non-patients and 

adolescent non-patients. In each of these norms, separate 

norms are available for men and women (Derogatis & Cleary, 

1977). 

The SCL-90-R is reported to show high levels of relia-

bility. Derogatis & Cleary (1977) reported coefficient 

alphas of between .77 and .90 for all the nine primary 

symptom dimensions. They also reported test-retest co-

efficient alphas of between .78 and .90. Edwards, Yarvis, 

Mueller, Zingale and Wagman (1978) reported an overall 

coefficient of .95. They also reported a series of test-

retest coefficients for different time periods that were 

between .81 and .94. 

The rational dimensional structure of the SCL-90-R has 

been confirmed by a large sample factor analytic study, and 
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a follow-up study demonstrated factorial invariance across 

sex for all the nine primary symptom dimensions (Derogatis 

and Cleary, 1977). 

The SCL-90-R has been proven to be a valid instrument 

for measuring psychological and psychiatric disorders. 

Derogatis, Rickels, and Rock (1976) demonstrated very high 

convergent and discriminant validity between the SCL-90-R 

and the MMPI using a sample of symptomatic volunteers. 

Boleloucky and Horvath (1974) also demonstrated high conver-

gent validity for SCL-90-R using the Middlesex Hospital 

Questionnaire with a sample of normal non-patients. 

Weissman, Sholomskas, Poffenger, Prusoff and Locke (1977) 

showed concurrent validity for the SCL-90-R in terms of 

correlations with analogous instruments, the CES-D Depres-

sion Scale and the Hamilton Depression Rating Scale. 

Weissman, Prusoff, Thompson, Harding and Meyers (1978) 

demonstrated high concordance between SCL-90-R global scores 

and the total score on the Social Adjustment Scale Self 

Report in five different samples. 

The fact that only 83 of the 90 items of the SCL-90-R 

comprise the nine primary symptoms dimensions shows that 

there are seven additional items that add to the discrimina-. 

tory power of the instrument. Derogatis, Morrow, Fetting, 

Penman, Piasetsky, Schmale, Hendricks and Carnricke (1983) 

did a study to establish the discriminatory power of the 

SCL-90-R. In the study, formal psychiatric interviews 
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leading to DSM III diagnoses were undertaken using the SCL-

90-R as a self report symptom measure. The findings of the 

study revealed that the SCL-90-R was highly sensitive to 

differences between diagnosed and non-diagnosed groups. 

There were many medical research studies that showed 

the discriminatory power of the SCL-90-R. Hendler, Dero-

gatis, Avella and Long (1977) showed that the SCL-90-R was 

sensitive to biofeedback-induced changes in chronic pain 

patients. Harper and Steger (1978) did a study in which 

they demonstrated a significant relationship between chronic 

tension headache and the SCL-90-R profile. 

The SCL-90-R has been translated into 20 foreign lan-

guages, which demonstrates that the instrument is quite 

versatile. A few of the studies in which the SCL-90-R has 

been utilized in different countries and cultures include 

the following: Boleloucky and Horvath (1974) used a Czech 

translation of the instrument to evaluate symptoms in normal 

scientific workers? Simoes and Vinder (1980) used the Por-

tuguese and Swiss translations of the SCL-90-R to examine 

adjustment of Portuguese Emigrants in Switzerland; Tsai, 

Wen, Lin, Soong and Chen (1978) compared the Chinese trans-

lation of the SCL-90-R with a Japanese instrument in normals 

and psychiatric patients; Vega-Sanchez de Chiunos and Barua 

(1976) used the Spanish translation of the SCL-90-R in 

studying psychological aspects of certain gastrointestinal 

disorders. 
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In studying zvirwere zvechivanhu, the SCL-90-R was 

translated into the Shona language, which is the language 

spoken by the subjects. The Shona translation was proved to 

be an accurate translation by the verification system used 

by the test publisher of the SCL-90-R. 

The verification system consisted of translating the 

SCL-90-R from English into Shona, then translating the Shona 

version back to English using a different translator. The 

re-translated English version was then compared to the 

original version by the test publisher and was found ac-

curate . 

Data Collecting Procedures 

Ten people, five males and five females with at least a 

high school education, were chosen and trained to assist 

with the administration of the SCL-90-R to the 100 subjects. 

These trained helpers assisted subjects who couldn't read or 

write. They also helped this researcher so that instead of 

having only one person conduct the interviews, there were 

eleven. 

Using the informed consent forms found in Appendix A in 

this study, subjects were informed of the purpose of the 

study, and of the safety of participating in the study. The 

subjects were also informed that the results of their in-

dividual tests were not going to be made public. In order 
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to maintain their anonymity, the subjects were asked not to 

put their names on their inventories. 

The process of collecting data on the symptomatology 

from the subjects began with getting permission from those 

traditional healers who were in charge of the zvixvere 

zvechivanhu patients to be interviewed for the study. The 

researcher talked to a total of seven traditional healers 

who were identified only as A, B, C, D, E, F, and G to 

ensure anonymity. Healers A, B, C, and D were from site 

one, Musana, and E, F, and G were from site two, Madziwa. 

Healers, C, D, and G were women and A, B, E, and F were men. 

As the researcher, I went into the two sites with my 

ten helpers to seek permission and cooperation from the 

traditional healers. Being a Zimbabwean native, my knowl-

edge of the African customs helped me win the trust of the 

traditional healers. In talking to the healers, we did not 

use a written structure format, but followed traditional 

customs. Each time we came to a healer's house we sat down 

on the ground and clapped our hands, showing respect to the 

healers. After our hand clapping, the healers would come 

out of their huts as a gesture of respect and ask us what we 

wanted. I would state that I was a student who was very 

curious about zvirwere zvechivanhu and wanted to find out 

more about it. I would also tell the healers that I was 

aware of the work they were doing and was curious about the 

nature of the symptoms of their patients; I was there to 
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learn about these symptoms. This pleased the healers and 

they were very willing to grant me permission to see their 

patients. The seven healers I talked to preferred that I 

not use their names, for fear ZINATHA would find out. 

ZINATHA, the organization of traditional healers in 

Zimbabwe, would probably be unhappy about the healers1 

participation in western research. For the same reason, the 

healers asked me not to use their patients' real names in 

the study. I assured them that I was complying with their 

requests. I read the consent form to the healers and 

assured them that I was not going to ask anyone to sign any-

thing, since I knew that signatures are viewed negatively by 

most rural people. 

After obtaining permission from each traditional healer 

to interview their patients, the interviewers and I received 

directions on how to get to these patients. The inter-

viewers then, using systematic sampling, selected every 

second patient they came to. After the patient to be 

interviewed was selected, the interviewer began by introduc-

ing himself or herself, then read the informed consent form 

to subjects who couldn't read, or gave the consent form to 

the subjects who could read and write. The subjects who 

chose to participate in the study were given the SCL-90-R to 

fill out. In addition to the questions on the SCL-90-R, 

the subjects were asked if they believed they were pos-

sessed by ancestral spirits and if so, the type of spirit 
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possessed them. When subjects were selected from the 

patient group, the interviewers and I began the selection of 

the non-patient group. We went into the same villages where 

we had chosen the patient group to interview people who, 

according to their knowledge, did not have zvirwere zvechi-

vanhu and were not receiving traditional healing. The same 

systematic sampling method used for selecting the patient 

group was used here. We started by asking the subjects if 

they thought they had zvirwere zvechivanhu. If the answer 

was yes, we did not interview them because we only wanted 

subjects with no reported zvirwere zvechivanhu symptoms. 

Those we interviewed were first given the informed consent 

form and the purpose of the study was briefly explained to 

them, as had been done with the patient group sample. We 

went from village to village and sometimes market centers 

where people were gathered, until we had a sample of 50 non-

patient subjects. 

Limitations of the Study 

Due to the descriptive nature of the study, it cannot 

be viewed as a complete diagnosis of zvirwere zvechivanhu. 

SCL-90-R, the instrument used in the study to collect data 

on the symptoms of the zvirwere zvechivanhu patients, can 

only be used for diagnostic purposes when used in conjunc-

tion with other instruments. In this study, the SCL-90-R 
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was not used in conjunction with any other instrument 

(Derogatis, 1977). 

One of the limitations of the study is the lack of 

randomness in the selection of the subjects. The study used 

systematic sampling from a convenient sample of the zvixwere 

zvechivanhu patients from the healers. The control group 

was selected the same way, without randomness; therefore, 

the representativeness of the samples may be limited. 

The study is also limited by the fact that the zvirwere 

zvechivanhu patients who were diagnosed by traditional 

healers may not have been diagnosed accurately. The tradi-

tional healers use diagnostic methods that cannot be 

technically varifiable; also, there was no standard of 

diagnosis that was followed by all healers. Therefore, 

differences may exist in diagnoses between healers. 

Another limitation of the study is that the sample 

sizes in each of the two separate sites seemed small. 

According to Kachigan (1986), a sample size of less than 30 

is considered small, which makes the two site samples of 25 

each qualify as small samples. As Kachigan points out, 

small samples can lead to committing type II errors. 

Safeguards 

To make up for the limitations of the study, the 

following steps were taken. 
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1. To deal with the diagnostic weakness of the instrument 

used in the study, the study was restricted to descrip-

tion only rather than diagnosis, as explained in detail 

in Chapter III of this dissertation. For example, the 

conclusion that the patient group was more somatic than 

the non-patient group is not interpreted in the study 

as a diagnosis of somatization disorder Also, the 

conclusion that the non-patient group had more distress 

and more positive symptoms than the patient group is 

not regarded as a pathological diagnosis of the non-

patient group, but rather as a descriptive difference 

between the two groups. 

2. To deal with the small number in each site sample, the 

sites were compared against each other in several ways 

to see if they matched. 

(a) The sites were compared on the descriptive 

variables of sex, age, marital status, level of 

education and claims of spirit possession to see 

if the sites were the same on these variables and 

to avoid having these variables confound the 

results. The comparisons of descriptive vari-

ables showed that there were no statistical 

differences between the subjects in the different 

sites. These subjects were evenly matched. 

(b) The sites were compared in each of the nine 

primary symptom dimensions, namely (1) somatiza-
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tion, (2) obsessive/compulsive symptoms, (3) 

interpersonal sensitivity, (4) depression, (5) 

anxiety, (6) hostility, (7) phobic anxiety, (8) 

paranoid ideation and, (9) psychoticism, to see 

if the subjects in the different sites were 

evenly matched on symptom dimensions. The re-

sults from these comparisons showed that the 

subjects were evenly matched across sites, 

(c) The sites were also compared in each of the three 

global scores, namely (1) General Severity Index, 

(2) the Positive Symptom Total and (3) the 

Positive Symptom Distress Index to see if the 

subjects from both sides were evenly matched. 

The results of these comparisons showed that the 

sites were evenly matched on all but one global 

score, the G.S.I. The meaning and implications 

of this finding are explained in Chapter III of 

the dissertation, where all the statistics for 

the results are cited. 



CHAPTER III 

DATA ANALYSIS AND RESULTS 

Data Analysis 

The analysis of data in the study was focused on test-

ing the main hypothesis and the nine sub-hypotheses. The 

main hypothesis, as stated earlier, was that zvirwere zvech-

ivanhu patients were significantly different from the non-

patient group in the overall global scores of the SCL-90-R, 

namely the Global Severity Index, the Positive Symptom 

Distress Index, and the Positive Symptom Total. The sub-

hypotheses stated that the patient group was significantly 

different from the non-patient group in the nine different 

symptom dimensions of the SCL-90-R, namely somatization, 

obsessive compulsive symptoms, interpersonal sensitivity, 

depression, anxiety, hostility, phobic anxiety, paranoid 

ideation and psychoticism. Each of the symptom dimensions 

was regarded as a separate sub-hypothesis. 

Testing of these hypotheses was done using three dif-

ferent statistics: the Chi-square, the T-test and the 2 x 2 

analysis of variance. The statistical calculations of the 

data were done using the IBM computer utilizing the SPSS/PC+ 

statistical package. 

36 
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The Chi-square was chosen for comparing the groups and 

sites with descriptive variables such as age, sex, marital 

status, level of education, claims of spirit possessions and 

number of spirits claimed. The reasons the Chi-square was 

chosen over other statistical methods were (1) as Bailey 

(1982) pointed out, the Chi-square is the most commonly used 

test of significance when dealing with nominal and ordinal 

variables, which was the case with the descriptive data in 

this study; (2) The Chi-square is most commonly used when 

dealing with discrete data, which was the case with the data 

from descriptive variables in this study. Though the Chi-

square may be more liberal than other statistical methods, 

the Yates correction helps adjust for the liberalism, as 

pointed out by Huck, Cormier and Bounds (1974). The Yates 

correction was used in this study because some of the cells 

in the frequency tables have fewer than five observations. 

According to Ferguson (1981), such small expected frequen-

cies may exhibit marked discontinuity. It is Ferguson's 

contention that many texts recommend using the Yates1 cor-

rection for continuity when the cell frequencies are fewer 

than five, as is true in this study. 

The comparisons between groups and sites were calcu-

lated using the T-test. The T-test was chosen because most 

researchers prefer using it when comparing the means (X) of 

two groups (Huck, Cormier, & Bounds, 1974). The assump-

tions of the T-test which Glass, Peckham and Saunders (1972) 
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mentioned—normality of distribution of variables in the 

populations from which the samples are drawn, and homo-

geneity of variance—were met by this study, as will be 

shown in the discussion of the results. Since in this study 

the groups and sites were compared by their means, the T-

test was chosen since it is commonly used when comparing 

means of two groups. The big number of the comparison 

called for 36 different T-tests, which was time consuming. 

Moreover, the T-test was later found not rigorous enough, 

especially at the .05 level of alpha. Therefore, this 

researcher decided to look for a way of making these com-

parisons a lot quicker with fewer computations and with more 

efficiency. 

The 2 x 2 analysis of variance was decided on as the 

best statistic to use. The level of alpha was also lowered 

to .01 to make the analysis more rigorous. As pointed out 

by Ferguson (1981), the 2 x 2 ANOVA allowed a simultaneous 

comparison of group by site and site by group of the sub-

jects without having to do single comparisons. It also 

allowed for assessment of between-groups variances, within-

groups variances and interaction effects. The study also 

met the key assumptions of the ANOVA which are (1) normal 

distribution of the dependent variable in the population 

from which the samples are drawn, (2) homogeneity of vari-

ance in the population and (3) a given observation may be 

divided into independent and additive parts. One advantage 
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of the ANOVA is that reasonable departures from normality 

and homogeneity may occur without seriously affecting the 

validity of the inferences drawn from the data (Ferguson, 

1981). 

In order to systematically carry on the statistical 

analysis using the three mentioned statistical methods, the 

100 subjects were divided into the following six groups 

before any statistical computations took place: 

1. The patient group of 50 subjects 

2. The non-patient group of 50 subjects 

3. The patient group of 25 subjects from site one 

4. The non-patient group of 25 subjects from site one 

5. The patient group of 25 subjects from site two 

6. The non-patient group of 25 subjects from site two 

After dividing the subjects into the six groups as shown 

above, the groups were then divided into five pairs for 

comparisons, as shown below: 

1. The patient group of 50 subjects was compared to the 

non-patient group of 50 subjects. 

2. The patient group of 25 subjects was compared to the 

non-patient group of 25 subjects from the same site 

(site one). 

3. The patient group of 25 subjects was compared to the 

non-patient group of 25 subjects from the same site 

(site two). 
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4. The patient group of 25 subjects from site one was 

compared to the patient group of 25 subjects from 

site two. 

5. The non-patient group of 25 subjects from site one 

was compared to the non-patient group of 25 subjects 

from site two. 

The first statistical analysis done was the Chi-square, 

calculated on the following discrete variables; age, sex, 

marital status, level of education, claims of spirit posses-

sion and the specific type of spirit claimed by the sub-

j ects. 

The comparison between the patient group of 50 and the 

non-patient group of 50 subjects was first done on the sex 

variable. The non-patient group had a total count of 20 

females and 30 males, which was compared with the patient 

group's total count of 27 females and 23 males. When a Chi-

square was calculated from these numbers, no significant 

difference was found between the two groups because a Chi-

square of 1.44 with 1 d.f. at the .05 level of alpha was not 

significant when put against the X2 critical value of 3.84 

found in Kachigan, S. K., (1986) Statistical Analysis. New 

York: Radius, as illustrated in Table 1. 

Regarding marital status, there were four different 

statuses: (1) single, (2) married, (3) widowed and (4) 

divorced at which the groups were compared. The non-patient 

group had 22 singles, 28 married, none widowed and none 
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divorced which were compared to the patient group's seven 

singles, 39 married, two widowed and two divorced. A cal-

culation of the Chi-square on the marital status variable 

Table 1 

Frequency Table on Sex Variable 

Non-patient group 

Female Male Total 

Count 20 30 50 

Expected val 23.5 26.5 50% 

Row 40.0% 60.0% 

Column 42.6% 56.6% 

Residual -3.5 3.5 

Patient group 

Count 27 23 50 

Expected val 23.5 26.5 50% 

ROW 54.0% 46.0% 

Column 57.4% 43.4% 

Residual 3.5 -3.5 

Chi-square with 1 d.f. at the .05 level of alpha = 1.44 

(non-s ignificant) 

revealed that the two groups differed in marital status be-

cause a Chi-square of 13.56 is larger than the X2 critical 

value of 7.815 for 3 d.f. There were more singles in the 
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non-patient group and more married people in the patient 

group, as shown in Table 2. The meaning and implications of 

this difference will be discussed later under discussion of 

results. 

Table 2 

Frequency Table on Marital Status 

Non-patient group 

Status: Single Married Widowed Divorced Total 

Count 22 28 0 0 50 

Exp. val 14.5 33.5 1.0 1.0 50.0 

Row 44.0% 56.0% .0% .0% 

Column 75.9% 41.8% .0% .0% 

Residual 7.5 -5.5 -1.0 -1.0 

Patient group 

Count 7 39 2 2 50 

Exp. val 14.5 33.5 1.0 1.0 50% 

Row 14.0% 78.0% 4.0% 4.0% 

Column 24.1% 58.2% 100.0% 100.0% 

Residual -7.5 5.5 1.0 1.0 

Chi-square with 2 d. f. at the .05 level of alpha = 13.56 

(significant) 
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Regarding education, the groups were compared at four 

levels: (1) no education, (2) grade school education, (3) 

high school education and (4) college education. The non-

patient group had six people with no education, 18 with 

grade school educations, 24 with high school educations and 

two with college educations, which were compared to the pa-

tient group's eight subjects with no education, 26 with 

grade school educations, 12 with high school educations and 

four with college educations. The Chi-square calculation on 

the level of education revealed that there was no signifi-

cant difference between the two groups in levels of educa-

tion because the Chi-square of 6.40 calculated here, when 

compared to the X2 critical value of 7.81 for 3 d.f., was 

found to be non-significant. A summary of the comparisons of 

the two groups in levels of education is given in Table 3. 

Table 3. 

Frequency Table on Level of Education 

Non-patient group 

Education level None Grade School High School College Total 

Count 6 18 24 2 50 

Expected val 7.0 18.0 22.0 3.0 50.0% 

Row 12.0% 48.0% 36.0% 4.0% 

Column 42.9% 66.7% 40.9% 33.3% 

Residual -1.0 6.0 -4.0 -1.0 
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Table 3 (continued) 

Patient group 

Count 8 26 12 4 50 

Expected val 7 18.0 22.0 3.0 50% 

Row16.0 24.0% 52.0% 8.0% 

Column 57.1% 33.3% 59.1% 66.7% 

Residual 1.0 -6.0 4.0 1.0 

Chi-square with 3 d.f. at the .05 level of alpha = 6.40 (non-significant) 

Regarding claims of being possessed by spirits, the 

non-patient group had only two subjects who claimed to be 

possessed by spirits whereas in the patient group 12 people 

claimed spirit possession. The calculated Chi-square on 

spirit possession revealed that there was a significant dif-

ference between these groups, and that the patient group had 

more people claiming to be possessed by spirits than the 

non-patient group. The calculated Chi-square of 6.72, when 

compared with the X2 critical value of 3.84 for 1 d.f., was 

found to be larger and therefore significant. A summary of 

this comparison is shown in Table 4. 

The subjects who claimed to be possessed by the 

spirits specified the type of spirits they claimed to be 

possessing them. The types and numbers of spirits were 

other variables that were analyzed. Two types of spirits, 

mudzimu and ngozi, were the only ones claimed by the sub-

jects as possessing them. In the non-patient group, where 
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Table 4 

Frequency Table on Spirit Possession 

Non-patient group 

No Claims Claims Total 

Count 48 2 50 

Expected val 43.0 7.0 50.0% 

ROW 96.0% 4.0 

Column 55.8% 14.3 

Residual 5.0 -5.0 

Patient group 

Count 38 1250 

Expected val 43.0 7.0 50.0% 

Row 76.0% 24.0% 

Column 44.2% 85.7% 

Residual -5.0 5.0 

Chi-square with 1 d.f. at the .05 level of alpha = 6.72 

(significant) 

only two subjects claimed to be possessed by spirits, both 

subjects claimed only the mudzimu spirit possession. In the 

patient group, out of the 12 subjects who claimed to be 

possessed by spirits, nine claimed the mudzimu spirit pos-

session and three claimed the ngozi spirit. The calculated 

Chi-square on numbers and types of spirits was 8.61, which 
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was larger than the X3 critical value of 5.99 for 2 d.f., 

which meant that these two groups differed in the types of 

spirits they claimed possessed them, as illustrated in 

Table 5. 

Table 5 

Frequency Table on Types of Spirits Possessing People 

Non-patient group No Spirits Mudzimu Ngozi Total 

Count 48 2 0 50 

Expected val 43.0 5.5 1.5 50.0% 

Row 96.0% 4.0% .0% 

Column 55.8% 18.2% .0% 

Residual 5.0 -3.5 -1.5 

Patient group 

Count 38 9 3 50 

Expected val 43.0 5.5 1.5 50.0% 

Row 76.0% 18.0% 6.0% 

Column 44.2% 81.8% 100.0% 

Residual -5.0 3.5 1.5 

Chi-square with 2 d.f. at the .05 level of alpha = 8.61 significant) 

The last descriptive variable analyzed was the age 

variable. The ages were broken down into the following nine 

categories: 1) 17-22, 2) 23-28, 3) 29-34, 4) 35-40, 5) 41-

46, 6) 47-52, 7) 53-58, 8) 59-64, 9) 65-70. The reason for 
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breaking down the ages into groups was to reduce the size of 

the age frequency table and to make the comparisons of age 

more meaningful in the sense that collapsed ages are more 

representative of the sample than individual ages. The age 

categories were collapsed into five-year intervals starting 

with the age of the youngest subjects, as shown in Table 6. 

Table 6 

Frequency Table on Age Categories 

Age Categories 

Count 

Expected val 

Row 

Column 

Residual 

Count 

Expected val 

Row 

Column 

Residual 

Age Categories 

Count 

Expected val 

(17-22) 

19 

14.0 

67.9% 

38.0% 

5.0 

(47-62) 

1 

4.0 

12.5% 

2.0% 

-3.0 

(17-22) 

9 

14.0 

Non-patient group 

(23-28) (29-34) 

13 

11.5 

56.5% 

26.0% 

1.5 

(53-58) 

0 

1.0 

.0% 

.0% 

-1.0 

8 

8.0 

50.0% 

16.0% 

.0 

(59-64) 

20 

1.5 

66.7% 

4.0% 

.5 

Patient group 

(23-28) (29-34) 

10 8 

11.5 8.0 

(35-40) 

5 

7.0 

35.7% 

10.0% 

-2.0 

(65-70) 

1.0 

.0% 

.0% 

-1.0 

(35-40) 

9 

7.0 

(41-46) 

2 

2.0 

50.0% 

4.0% 

.0 

(41-46) 

2 

2.0 
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Table 6 (continued) 

Age Categories (17-22) (23-28) (29-34) (35-40) (41-46) 

Row 32.1% 43.5% 50.0% 64.3% 50.0% 

Column 18.0% 20.0% 16.0% 18.0% 4.0% 

Residual -5.0 -1.5 .0 2.0 .0 

(47-52) (53-58) (59-64) (65-70) 

Count 7 2 1 2 

Expected val 4.0 1.0 1.5 1.0 

Row 87.5% 100.0% 33.3% 100.0% 

Column 14.0% 4.0% 2.0% 4.0% 

Residual 3.0 1.0 -.5 1.0 

Chi-square with 8 d.f. at the .05 level of alpha = 13.93 (non-significant) 

After the comparisons of descriptive variables between 

the patient group of 50 subjects and the non-patient group 

of 50 subjects were done, these two main groups were then 

compared in the nine symptom dimensions. The T-test statis-

tic was used to compare the means of the two groups in each 

of these symptom dimensions. 

Beginning with somatization, the patient group's mean 

(Y) of 57, standard deviation of 9.10, and standard error of 

1.28 were compared to the non-patient group's mean (X) of 

49.00, standard deviation of 10.67 and standard error of 

1.50. The calculated T-score was -4.35, which was larger 

than the T critical value of 1.99. This T-score revealed 
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that there was a significant difference between the two 

groups in somatic complaints; the patient group was found to 

be more somatic. A summary of the comparisons is shown in 

Table 7. 

Table 7 

T-Test Comparisons on Somatization 

No. of cases Mean Standard Deviation Standard Error 

Non-patient group 50 49.00 10.67 1.50 

Patient group 50 57.64 9.10 1.28 

T-score with 98 d.f. at the .05 level of alpha = -4.35 (significant) 

On the obsessive/compulsive symptom dimension, the non-

patient group's mean of 57.46, standard deviation of 7.00 

and standard error of .99 were compared with the patient 

group's mean of 52.38, standard deviation of 5.52 and stan-

dard error of .78. A T-score of 4.0 was calculated and 

found to be larger than the T critical value of 1.99, re-

vealing that there was a significant difference between the 

patient group and the non-patient group in obsessive/ com-

pulsive symptoms. However, the non-patient group appeared 

to be more obsessive/compulsive than the patient group. A 

summary of this comparison is shown in Table 8. 
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Table 8 

T-Test Comparison on Obsessive Compulsive Symptoms 

No. of Cases Mean(X) Standard Deviation Standard Error 

Non-patient group 50 57.46 7.00 .99 

Patient group 50 52.38 5.52 .78 

T-score with 98 d.f. at the .05 level of alpha = 4.03 (significant) 

On the interpersonal sensitivity symptom dimension, the 

non-patient group mean of 57.04, standard deviation of 8.60 

and standard error of 1.21 were compared to the patient 

group mean of 54.28, standard deviation of 5.84 and standard 

error of .82. A T-score of 1.88 was calculated, which was 

smaller than the T critical value of 1.99, revealing that 

there was no significant difference between the two groups 

on interpersonal sensitivity. A summary of this comparison 

is given in Table 9. 

Table 9 

T-Test Comparison on Interpersonal Sensitivity 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 57.04 8.60 1.21 

Patient group 50 54.28 5.84 .82 

T-score with 98 d.f. at the .05 level of alpha = 1.88 (non-significant) 
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On the depression symptom dimension, the non-patient 

group mean of 52.34, standard deviation of 7.46 and standard 

error of 1.05 were compared to the patient group mean of 

50.82, standard deviation of 9.27 and standard error of 

1.31. The calculated T-score was .90 which, when compared 

to the critical value of T which is 1.99, was found to be 

non-significant, revealing that these two groups were not 

different on depression symptoms. The comparison is sum-

marized in Table 10. 

Table 10 

T-Test Comparison on Depression Symptoms 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 52.34 7.46 1.05 

Patient group 50 50.82 9.27 1.31 

T-score with 98 d.f. at the .05 level of alpha = .90 (non-significant) 

On the anxiety symptom dimension, the non-patient group 

mean of 59.68, standard deviation of 8.07 and standard error 

of 1.14 were compared to the patient group mean of 56.08, 

standard deviation of 7.05 and standard error of .99. A T-

score of 1.98 was calculated, which turned out to be insig-

nificant because the critical value of T for significance is 

1.99. A summary of this comparison is given in Table 11. 
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Table 11 

T-Test Comparison on Anxiety Symptoms 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 59.68 8.07 1.14 

Patient group 50 56.68 7.05 .99 

T-score with 98 d.f. at the .05 level of alpha = 1.98 (non-significant) 

In the hostility symptom dimension, a comparison was 

done between the non-patient group mean of 61.02, standard 

deviation of 13.44, standard error of 1.90 and the patient 

group mean of 57.96, standard deviation of 13.36 and stan-

dard error of 1.89. After calculating the T-test, a T-

score of 1.14 was obtained, showing no significant dif-

ference between the groups in hostility symptoms because 

1.14 is smaller than the critical value of T, which is 1.99. 

A summary of the comparison is shown in Table 12. 

Table 12 

T-Test Comparison on Hostility 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 61.02 13.44 1.90 

Patient group 50 57.96 13.36 1.89 

T-score with 98 d.f. at the .05 level of alpha = 1.14 (non-significant) 
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In the phobic anxiety symptom dimension, the non-

patient group mean of 53.74, standard deviation of 7.01, and 

standard error of .99 was compared to the patient group 

mean of 54.80, standard deviation of 6.06 and standard error 

of .85. Calculation of the T-test revealed a T-score of 

-.81, which showed no significant difference between the 

groups on phobic anxiety because -.81 is smaller than the 

critical value of T, which is 1.99. The comparison is shown 

in Table 13. 

Table 13 

T-Test Comparison on Phobic Anxiety 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 53.74 7.01 .99 

Patient group 50 54.80 6.06 .85 

T-score with 98 d.f. at the .05 level of alpha = -.81 (non-significant) 

In the paranoid ideation symptom dimension, the non-

patient group mean of 57.92, standard deviation of 8.83 and 

standard error of 1.24 were compared to the patient group 

mean of 56.42, standard deviation of 6.55 and standard error 

of .92. The T-test calculation obtained a T-score of .96, 

showing no significant difference between the groups on 

paranoid symptoms, since .96 is smaller than the critical 
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value of T, which is 1.99. A summary of this comparison is 

shown in Table 14. 

In the psychotic symptom dimension, the non-patient 

group's mean of 50.78, standard deviation of 13.53 and stan-

dard error of 1.93 were compared to the patient group's mean 

of 53.46, standard deviation of 7.78 and standard error of 

Table 14 

T-Test Comparison on Paranoid Ideation Symptoms 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 57.92 8.83 1.24 

Patient group 50 56.42 6.55 .92 

T-score with 98 d.f. at the .05 level of alpha = .96 (non-significant) 

1.10. A T-test score of -1.21 was calculated, which shows 

no significant difference between the two groups in psycho-

tic symptoms because -1.21 is smaller than the critical 

value of T, which is 1.99. A summary of the comparison is 

given in Table 15. 

After comparing the patient group of 50 subjects with 

the non-patient group of 50 subjects on all nine symptom 

dimensions, these two groups were compared on the three 

global scores: the GSI, the PSDI, and the PST. 
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Table 15 

T-Test Comparison on Psychotic Symptoms 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 50.78 13.53 1.93 

Patient group 50 53.46 7.78 1.10 

T-score with 98 d.f. at the .05 level of alpha = -1.21 (non-significant) 

On the GSI, the non-patient groups, mean of 58.88, 

standard deviation of 4.81 and standard error of .68 were 

compared to the patient group's mean of 55.42, standard 

deviation of 4.00 and standard error of .56. A T-test 

calculation resulted in a T-score of 3.91, showing that 

there was a significant difference between the two groups on 

the GSI since 3.91 is greater than the critical value of T, 

which is 1.99. The non-patient group showed higher scores 

on this scale than the patient group. A summary of this 

comparison is shown in Table 16. 

Table 16 

T-Test Comparison on the GSI 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 58.88 4.81 .68 

Patient group 50 55.42 4.00 .56 

T-score with 98 d.f. at the .05 level of alpha = 3.91 (significant) 
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On the PSDI scale, the non-patient scores of 60.82 for 

the group mean, 7.33 for the standard deviation and 1.03 for 

the standard error were compared to similar scores of the 

patient group which were 57.26 for the group mean, 6.06 for 

the standard deviation and .85 for the standard error. When 

a T-test was calculated a T-score of 2.65 was obtained, 

which is greater than the critical value of T, which is 

1.99, was obtained, showing a significant difference between 

the two groups on the PSDI with the non-patient group scor-

ing higher than the patient group. This comparison is shown 

in Table 17. 

Table 17 

T-Test Comparison on the PSDI 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 60.82 7.33 1.03 

Patient group 50 57.26 6.06 .85 

T-score with 98 d.f. at the .05 level of alpha = 2.65 (significant) 

On the PST scale the non-patient group mean of 55.94, 

standard deviation of 4.56 and standard error of .64 were 

compared to the patient group mean of 52.56, standard devia-

tion of 4.71 and standard error of .66. The calculated T-

score was 3.64, which is greater than the critical value of 

T, which is 1.99, showing that there was a significant 
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difference between the patient and non-patient groups on the 

PST with the non-patient group scoring higher than the 

patient group. A summary of this comparison is shown in 

Table 18. 

Table 18 

T-Test Comparison of the PST 

No. of Cases Mean (X) Standard Deviation Standard Error 

Non-patient group 50 55.94 4.56 .64 

Patient group 50 52.56 4.71 .66 

T-score with 98 d.f. at the .05 level of alpha = 3.64 (significant) 

After the main non-patient and patient groups had been 

compared on descriptive variables, symptom dimensions and 

global scores, the researcher went on to compare subjects 

from sites one and two in both descriptive variables and 

symptom dimensions. These comparisons were done to see if 

there were any significant differences in the sites. 

The first comparison was done between the non-patient 

group from site one and the non-patient group from site two 

on the sex variable. A frequency table was done on 

the seven females, 13 males from site one and 18 females, 12 

males from site two. The calculation of the Chi-square 

showed a score of 2.08, meaning there was no significant 

difference between the sites in the sex of the subjects 
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because 2.08 is smaller than the X2 critical value of 3.84 

for one degree of freedom. This comparison is summarized in 

Table 19. 

Table 19 

Frequency Table on Site Comparison on Sex 

Non-patient group 

Sites One Two Total 

Females 

Count 7 13 20 

Expected val 10.0 10.0 40.0% 

Row 35.0% 65.0% 

Column 28.0% 52.0% 

Residual -3.0 3.0 

Sites One TWO Total 

Males 

Count 18 12 30 

Expected val 15.0 15.0 60.0% 

Row 60.0% 40.0% 

Column 72.0% 48.0% 

Residual 3.0 -3.0 

Chi-square at 1 d.f. at the .05 level of alpha = 2.08 (non-

significant) 
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A comparison of the non-patient groups was also done 

between sites one and two on marital status. The categories 

of comparison were 1) single, 2) married, 3) divorced and 4) 

widowed. Site one had 10 single, 15 married, no divorced 

and no widowed subjects. Site two had 12 single, 13 mar-

ried, no divorced and no widowed subjects. A Chi-square was 

calculated and a score of .08 was obtained, showing no 

significant difference between site one and site two on the 

marital status of the subjects as illustrated in Table 20, 

because .08 is smaller than X2, the critical value of 3.84 

for one degree of freedom. 

Another site comparison was done on the educational 

level, the categories being 1) no education, 2) grade school 

education, 3) high school education and 4) college education 

Table 20 

Frequency Table on Marital Status Between Sites 

Non-patient group 

Site One TWO Total 

Single 

Count 10 12 22 

Expected val 11.0 11.0 44.0% 

Row 45.5% 54.5% 

Column 40.0% 48.0% 

Residual -1.0 1.0 
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Table 20 (continued) 

Site One TWO Total 

Married 

Count 15 13 28 

Expected val 14.0 14.0 56.0% 

Row 53.6% 46.4% 

Column 60.0% 52.0% 

Residual 1.0 -1.0 

Chi-square with 1 d.f. at the .05 level of alpha = .08 (non-

significant) 

tion. Site one had two subjects without education, nine 

with grade school levels, 14 with high school educations and 

none with college educations. Site two had four with no 

education, nine with grade school educations, 10 with high 

school educations, and two with college educations. The 

results from calculating a Chi-square (3.33) revealed no 

significant difference between sites in education levels, 

since 3.33 is smaller than 7.82, which is the X2 critical 

value for three degrees of freedom. A summary of the com-

parison is shown in Table 21. 

The two sites were also compared regarding age. The 

ages were broken down into nine five-year interval categor-

ies as follows: 1) 17-22, 2) 23-28, 3) 29-34, 4) 35-40, 

5) 41-46, 6) 47-52, 7) 53-58, 8) 59-64, and 9) 65-70. The 
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Table 21 

Frequency Table on Level of Education Between Sites 

Non-patient group 

Sites One Two Total 

Educ. Levels: 

No Education 

Count 2 4 6 

Expected val 3.0 3.0 12.0% 

Row 33.3% 66.7% 

Column 8.0% 16.0% 

Residual -1.0 1.0 

Grade School 

Count 9 9 18 

Expected val 9.0 9.0 36.0% 

Row 50.0% 50.0% 

Column 36.0% 36.0% 

Residual .0 .0 

High School 

Count 14 10 24 

Expected val 12.0 12.0 48.0% 

Row 58.3% 41.7% 

Column 56.0% 40.0% 

Residual 2.0 -2.0 
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Table 21 (continued) 

Sites One Two Total 

College 

Count 0 2 2 

Expected val 1.0 1.0 4.0% 

Row .0% 100.0% 

Column .0% 8.0% 

Residual -1.0 1.0 

Chi-square for 3 d.f. at the .05 level of alpha =3.33 (non-

significant) 

comparison on age was done for both non-patient and patient 

groups to avoid redundancy. Site one had fourteen subjects 

in category 1, twelve in category 2, nine in category 3, 

nine in category 4, zero in category 5, three in category 6, 

one in category 7, two in category 8 and zero in category 9. 

Site two had fourteen subjects in category 1, eleven in 

category 2, seven in category 3, five in category 4, four in 

category 5, five in category 6, one in category 7, one in 

category 8, and two in category 9. A Chi-square was calcu-

lated and a score of 8.26 was obtained, showing that there 

was no significant difference between the sites in the ages 

of the subjects, because 8.26 is smaller than 15.51, which 

is the X2 critical value for eight degrees of freedom. A 

summary of the comparison is shown in Table 22. 
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Table 22 

Frequency Table on Age Categories Between Sites 

Sites One Two Total 

Category 1 (17-22) 

Count 14 14 28 

Expected val 14.0 14.0 28.0% 

Row 50.0% 50.0% 

Column 28.0% 28.0% 

Residual .0 .0 

Category 2 (23-28) 

Count 12 11 23 

Expected val 11.5 11.5 23.0% 

Row 52.2% 47.8% 

Column 24.0% 22.0% 

Residual .5 -.5 

Category 3 (29-34) 

Count 9 7 16 

Expected val 8.0 8.0 16.0% 

Row 56.3% 43.8% 

Column 18.0% 14.6% 

Residual 1.0 -1.0 

Category 4 (35-40) 

Count 9 5 14 

Expected val 7.0 7.0 14.0% 
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Sites One Two Total 

Row 64.3% 35.7% 

Column 18.0% 10.0% 

Residual 2.0 -2.0 

Category 5 (41-46) 

Count 0 4 4 

Expected val 2.0 2.0 4.0% 

Row .0% 100.0% 

Column .0% 8.0% 

Residual -2.0 2.0 

Category 6 (47-52) 

Count 3 5 8 

Expected val 4.0 4.0 8.0% 

Row 37.5% 62.5% 

Column 6.0% 10.0% 

Residual -1.0 1.0 

Category 7 (53-58) 

Count 1 1 2 

Expected val 1.0 1.0 2.0% 

Row 50.0% 50.0% 

Column 2.0% 2.0% 

Residual .0 .0 

Category 8 (59-64) 

Count 2 1 3 

Expected val 1.5 1.5 3.0% 
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Table 22 (continued) 

Sites One Two Total 

Row 66.7% 33.3% 

Column 4.0% 2.0% 

Residual .5 -.5 

Category 9 (65-70) 

Count 0 2 2 

Expected val l . o 1.0 2.0% 

Row .0% 100.0% 

Column .0% 4.0% 

Residual -1.0 1.0 

Chi-square with 8 d.f. at the .05 level of alpha = 8.26 

(non-significant) 

The two sites were also compared regarding the numbers 

of subjects who claimed to be possessed by ancestral 

spirits. Site one had no subjects claiming to be possessed 

by spirits, whereas site two had two subjects who claimed to 

be possessed. When a Chi-square was calculated a score of 

.52 was obtained, showing no significant difference between 

sites on spirit possession as shown in Table 23, because .52 

is smaller than 3.84, which is the X2 critical value for one 

degree of freedom. 

The two sites were also compared regarding the type of 

spirits the subjects claimed possessed them. The types of 
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Table 23 

Frequency Table on Spirit Possession Between Sites 

Non-patient group 

Sites One Two Total 

No Possession 

Count 25 23 48 

Expected val 24.0 24.0 96.0% 

Row 52.1% 47.9% 

Column 100.0% 92.0% 

Residual 1.0 -1.0 

Admitted Possession 

Count 0 2 2 

Expected val 1.0 1.0 4.0% 

Row .0% 100.0% 

Column .0% 8.0% 

Residual -1.0 1.0 

Chi-square with 1 d. f. at the .05 level of alpha = .52 

significant) 

spirits claimed by the subjects were mudzimu and ngozi. 

Site one had no one claim to be possessed by spirits, but 

site two had two subjects who claimed to be possessed by 

mudzimu. A Chi-square of .52 calculated showed no sig-

nificant difference between the sites on the types of 
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spirits claimed by the subjects, since .52 is smaller than 

the X2 critical value of 3.84 for one degree of freedom. A 

summary of this comparison is shown in Table 24. 

Table 24 

Frequency Table on Types of Spirits Between Sites 

Non-patient group 

Sites: One Two Total 

Ngozi 

Count 25 23 48 

Expected val 24.0 24.0 96.0% 

Row 52.1% 47.9% 

Column 100.0% 92.0% 

Residual 1.0 -1.0 

Mudzimu 

Count 0 2 2 

Expected val 1.0 1.0 4.0% 

Row .0% 100.0% 

Column .0% 8.0% 

Residual -1.0 1.0 

Chi-square with 1 d.f. at the .05 level of alpha = .52 

significant) 

After the comparison on descriptive variables between 

sites was done on the non-patient group, the same comparison 
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was done on the patient group. Beginning with the sex 

variable, 14 females from site one were compared with 13 

females from site two, and 11 males from site one were 

compared with 12 males from site two. A calculated Chi-

square of . 0 showed no significant difference between the 

two sites on sex. A summary of this comparison is shown in 

Table 25. 

Regarding marital status, four singles from site one 

were compared to three from site two, 20 married subjects 

from site one to 19 from site two, zero widowed from site 

one to two from site two and one divorced from site one to 

one divorced from site two. A calculated Chi-square of 2.16 

showed no significant difference between sites on marital 

status as illustrated on Table 26, since 2.16 is smaller 

Table 25 

Frequency Table on Sex Between Sites 

Patient group 

Sites: One Two Total 

Female 

Count 14 13 27 

Expected val 13.5 13.5 54.0% 

Row 51.9% 48.1% 

Column 56.0% 52.0% 

Residual .5 -.5 
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Table 25 (continued) 

Male 

Sites: One Two Total 

Count 11 12 23 

Expected val 11.5 11.5 46.0% 

Row 47.8% 52.2% 

Column 44.0% 48.0% 

Residual -.5 .5 

Chi-square with 1 d.f. at the .05 level of alpha = .0 (non-

significant) 

than the X2 critical value of 7.82 for three degrees of 

freedom. 

Table 26 

Frequency Table on Marital Status Between Sites 

Sites: 

Single 

Count 

Expected val 

Row 

Column 

Residual 

Patient group 

One Two 

4 

3.5 

57.1% 

16.0% 

.5 

3 

3.5 

42.9% 

12.0% 

-.5 

Total 

7 

14.0% 
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Table 26 (continued) 

Sites One Two Total 

Married 

Count 20 19 39 

Expected val 19.5 19.5 78.0% 

Row 51.3% 48.7% 

Column 80.0% 76.0% 

Residual .5 -.5 

Widowed 

Count 0 2 2 

Expected val 1.0 1.0 4.0% 

Row .0% 100.0% 

Column .0% 8.0% 

Residual -1.0 1.0 

Divorced 

Count 1 1 2 

Expected val 1.0 1.0 4.0% 

Row 50.0% 50.0% 

Column 4.0% 4.0% 

Residual .0 .0 

Chi-square with 3 d.f. at the .05 level of alpha =2.16 

(non-s igni ficant) 

A comparison between the two sites was also done on the 

level of education. Site one had six subjects with no 
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education compared to two from site two. Site one had 12 

subjects with grade school educations compared to 14 from 

site two. Five subjects from site one had high school 

educations compared to seven from site two. There were two 

subjects with college educations from both sites. When a 

Chi-square of 2.48 was calculated, no significant difference 

was found between the two sites on the level of education as 

shown in Table 27, since 2.48 is smaller than the X2 criti-

cal value of 7.82 for three degrees of freedom. 

Table 27 

Frequency Table on Level of Education Between Sites 

Sites 

No Education 

Count 

Expected val 

Row 

Column 

Residual 

Grade School 

Count 

Expected val 

Row 

Column 

Patient group 

One Two 

6 

4.0 

75.0% 

24.0% 

2 . 0 

12 

13.0 

46.2% 

48.0% 

2 

4.0 

25.0% 

8.0% 

- 2 . 0 

14 

13.0 

53.8% 

56.0% 

Total 

8 

16.0% 

26 

52.0% 



72 

Table 27 (continued) 

Sites One Two Total 

Residual -1.0 1.0 

High School 

Count 5 7 12 

Expected val 6.0 6.0 24% 

Row 41.7% 58.3% 

Column 20.0% 28.0% 

Residual -1.0 1.0 

College 

Count 2 2 4 

Expected val 2.0 2.0 8.0% 

Row 50.0% 50.0% 

Column 8.0% 8.0% 

Residual .0 . 0 

Chi-square for 3 d.f. at the .05 level of alpha =2.48 (non-

significant) 

The two sites were also compared regarding the number 

of subjects who claimed to be possessed by spirits. Site 

one had eight subjects claiming spirit possession whereas 

site two had four. A calculated Chi-square of .98 showed no 

significant difference between the sites in spirit posses-

sion as shown in Table 28, because .98 is smaller than the 

X critical value of 3.84 for one degree of freedom. 



Table 28 

Frequency Table on Spirit Possession Between Sites 
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Patient group 

Sites: 

Count 

Expected val 

Row 

Column 

Residual 

Possession 

Count 

Expected val 

Row 

Column 

Residual 

One 

17 

19.0 

44.7% 

68.0% 

- 2 . 0 

TWO 

21 

19.0 

55.3% 

84.0% 

2 . 0 

Total 

38 

76. 0? 

8 4 12 

6.0 6.0 24.0% 

66.7% 33.3% 

32.0% 16.0% 

2 .0 - 2 . 0 

Chi-square with 1 d.f. at the .05 level of alpha = .98 

(non-significant) 

In addition to comparing spirit possession, the two 

sites were compared regarding the types of spirits the 

subjects claimed. Site one had six subjects claiming the 

mudzimu spirit and two claiming the ngozi spirit. A calcu-

lated Chi-square of 1.75 showed no significant difference, 
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as shown in Table 29, because 1.75 is smaller than the X2 

critical value of 5.99. 

After the two sites' descriptive variables were com-

pared, they were then compared in the nine primary symptom 

dimensions of the SCL-90-R, beginning with the patient 

group. 

Table 29 

Frequency Table on Types of Spirits Claimed Between Sites 

Patient group 

Sites 

None 

Count 

Expected val 

Row 

Column 

Residual 

Mudzimu 

Count 

Expected val 

Row 

Column 

Residual 

Ngozi 

Count 

One 

17 

19.0 

44.7% 

68.0% 

- 2 . 0 

6 

4.5 

66.7% 

24.0% 

1.5 

Two 

21 

19.0 

55.3% 

84.0% 

2 . 0 

3 

4.5 

33.3% 

12.0% 

-1.5 

Total 

38 

76.0% 

9 

18.0% 
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Table 29 (continued) 

Sites One Two Total 

Expected val 1.5 1.5 6.0% 

ROW 66.7% 33.3% 

Column 8.0% 4.0% 

Residual .5 -.5 

Chi-square with 2 d.f. at the .05 level of alpha = 1.75 

(non-s igni ficant) 

On somatization, site one's group mean of 59.00, stan-

dard deviation of 8.45 and standard error of 1.69 were 

compared to site two's group mean of 56.28, standard devia-

tion of 9.69 and standard error of 1.94. A calculated T-

test showed a T-score of 1.06, meaning that there was no 

significant difference between sites on somatization, be-

cause 1.06 is smaller than 1.99, which is the critical T 

value. 

On the obsessive compulsive symptom dimension, site 

one's 53.32 group mean, 5.47 standard deviation, and 1.09 

standard error were compared with site two's 51.44 group 

mean, 5.52 standard deviation and 1.10 standard error. A T-

test calculation obtained a T-score of 1.21, meaning there 

was no significant difference between the sites found in 

obsessive/compulsive symptoms, because 1.21 is smaller than 

the T value of 1.99. 
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Regarding interpersonal sensitivity, a comparison was 

done between scores from site one: group mean of 54.80, 

standard deviation of 6.41, standard error of 1.28 and 

scores from site two: group mean of 53.76, standard 

deviation of 5.30 and standard error of 1.06. A calculated 

T-test obtained a T-score of .62 meaning no significant dif-

ference was found between the two sites on interpersonal 

sensitivity, because .62 is smaller than 1.99, which is the 

critical value of T. 

In depression symptoms, site one's group mean of 52.00, 

standard deviation of 10.05 and standard error of 2.01 were 

compared to site two's group mean of 49.64, standard devia-

tion of 8.46 and standard error of 1.69. A T-test was 

calculated and a T-score of .90 was obtained, meaning no 

significant difference was found between sites on depres-

sion symptoms, because .90 is smaller than the critical 

value of T, which is 1.99. 

Regarding anxiety symptoms, site one's scores of 57.08 

group mean, 6.58 standard deviation and 1.31 standard error 

were compared to site two's scores of 56.28 group mean, 7.60 

standard deviation and 1.52 standard error. A T-score of 

.40 was obtained, showing no significant difference between 

sites in anxiety symptoms, because 1.52 is smaller than 

1.99, which is the value of T. 

Regarding hostility symptoms, site one had the follow-

ing scores: 59.84 group mean, 12.99 standard deviation and 
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2.59 standard error. These scores were compared with site 

two's scores of 56.08 group mean, 13.73 standard deviation 

and 2.74 standard error. A T-score of .99 was obtained, 

showing no significant difference between sites in hos-

tility, because .99 is smaller than 1.99, which is the value 

of T. 

Regarding phobic anxiety, the group mean of 54.80, 

standard deviation of 6.15 and standard error of 1.23 of 

site one were compared to the group mean of 54.80, standard 

deviation of 6.10 and standard error of 1.22 of site two. A 

calculated T-score of .00 was obtained, showing no sig-

nificant difference between sites on phobic anxiety, because 

.00 is smaller than 1.99, which is the value of T. 

Regarding paranoid ideation symptoms, site one's scores 

of 56.56 group mean, 6.34 standard deviation, and 1.26 

standard error were compared to site two's scores of 56.28 

group mean, 6.88 standard deviation and 1.37 standard error. 

A T-test was calculated and a T-score of .15 was obtained, 

showing no significant difference between sites in paranoid 

ideation symptoms, because .15 is smaller than the critical 

value of T, which is 1.99. 

On psychoticism, site one's scores of 54.32 group mean, 

8.44 standard deviation and 1.69 standard error were com-

pared to site two's scores of 52.60 group mean, 7.12 stan-

dard deviation and 1.42 standard error. A T-score of .78 

was calculated, showing no significant difference between 
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sites on psychoticism, because .78 is smaller than 1.99, 

which is the value of T. 

The two sites were also compared on the three global 

scores, the GSI, PSDI, and PST. On the GSI, the group mean 

of 56.28, standard deviation of 4.73 and standard error of 

.94 from site one were compared to site two's 54.56 group 

mean, 2.95 standard deviation and .59 standard error. A T-

score of 1.54 was calculated, showing no significant dif-

ference between sites on the General Severity Index, because 

1.54 is smaller than 1.99, which is the value of T. 

On the PSDI, site one's scores of 57.72 group mean, 

5.16 standard deviation and 1.03 standard error were com-

pared to site two's scores of 56.80 group mean, 6.91 stan-

dard deviation and 1.38 standard error. A T-score of .53 

was calculated, showing no significant difference between 

sites on Positive Symptoms Distress Index, because .53 is 

smaller than the value of T, which is 1.99. 

On the PST, site one's scores of 53.44 group mean, 5.58 

standard deviation and 1.11 standard error were compared to 

site two's scores of 51.68 group mean, 3.55 standard devia-

tion and .711 standard error. A T-score of 1.33 was calcu-

lated, showing no difference between sites on Positive Symp-

tom Total, because 1.33 is smaller than 1.99, which is the 

critical value of T. 

After the comparisons between sites were completed with 

the patient group, these comparisons were then done with the 
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non-patient group in the nine symptom dimensions and the 

three global scores. In somatization, site one's scores of 

51.80 group mean, 10.28 standard deviation and 2.05 standard 

error were compared to site two's scores of 46.20 group 

mean, 10.50 standard deviation and 2.10 standard error. A 

T-score of 1.90 was obtained, showing no significance be-

tween sites in somatization, because 1.90 is smaller than 

the critical value of T, which is 1.99. 

In obsessive/compulsive symptoms, site one's scores of 

58.92 group mean, 7.47 standard deviation and 1.49 standard 

error were compared to site two's scores of 56.00 group 

mean, 6.31 standard deviation and 1.26 standard error. A T-

score calculation obtained a T-score of 1.49, showing no 

significance between sites in obsessive symptoms, because 

1.49 is smaller than 1.99, which is the critical value of T. 

On interpersonal sensitivity symptoms, site one's 

scores of 59.80 group mean, 6.63 standard deviation and 1.32 

standard error were compared to site two's scores of 54.28 

group mean, 9.55 standard deviation and 1.91 standard error. 

A T-score of 2.37 was calculated, showing a difference be-

tween sites in interpersonal sensitivity symptoms, because 

2.37 is greater than 1.99, which is the critical value of T. 

Regarding depression, site one's scores of 54.24 group 

mean, 5.06 standard deviation and 1.01 standard error were 

compared to site two's scores of 50.44 group mean, 8.98 

standard deviation and 1.79 standard error. A T-score of 
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1.84 was calculated, showing no difference between sites in 

depression symptoms, because 1.84 is smaller than 1.99, 

which is the critical value of T. 

Regarding anxiety, site one's scores of 62.84 group 

mean, 6.22 standard deviation and 1.24 standard error were 

compared to those of site two: 56.52 group mean, 8.57 stan-

dard deviation and 1.71 standard error. A T-test calcula-

tion obtained a score of 2.98, showing a significant 

difference between sites in anxiety, because 2.98 is greater 

than 1.99, which is the critical value of T. 

Regarding hostility, site one's scores of 64.24 group 

mean, 14.03 standard deviation and 2.80 standard error were 

compared to site two's scores of 57.80 group mean, 12.25 

standard deviation and 2.45 standard error. A T-test 

calculation gave a T-score of 1.73, showing no difference 

between sites in hostility, because 1.73 is smaller than 

1.99, which is the critical value of T. 

Regarding phobic anxiety, site one's scores of 53.60 

group mean, 6.56 standard deviation and 1.31 standard error 

were compared to site two's scores of 53.88 group mean, 7.56 

standard deviation and 1.51 standard error. A T-score of 

-.14 was obtained, showing no difference between sites on 

phobic anxiety, because -.14 is smaller than 1.99, which is 

the critical value of T. 

In paranoid ideation, site one's group mean of 60.28, 

standard deviation of 8.59 and standard error of 1.71 were 
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compared to those of site two: 55.56 group mean, 8.58 stan-

dard deviation and 1.71 standard error. A T-score of 1.94 

was calculated, showing no difference between sites in para-

noid ideation, because 1.94 is smaller than 1.99, which is 

the critical value of T. 

In psychoticism, site one's scores of 48.68 group mean, 

12.69 standard deviation and 2.53 standard error were com-

pared to those of site two, which were 52.88 group mean, 

14.26 standard deviation and 2.85 standard error. A T-score 

of -1.10 was calculated, showing no difference between sites 

in psychoticism, because -1.10 is smaller than 1.99, which 

is the critical value of T. 

After the sites were compared in symptom dimension, 

they were also compared via the global scores of the GSI, 

PSDI and PST. On the GSI, site one's group mean of 60.96, 

standard deviation of 4.63 and standard error of .92 were 

compared with site two's group mean of 56.80, standard 

deviation of 4.11 and standard error of .82. A T-score of 

3.36 was calculated, showing a difference between sites one 

and two on the General Severity Index, because 3.36 is 

greater than 1.99, which is the critical value of T. 

On the PSDI, site one's scores of 61.68 group mean, 

6.48 standard deviation and 1.29 standard error were com-

pared with site two's scores of 59.96 group mean, 8.13 stan-

dard deviation and 1.62 standard error. A T-score of .83 

was calculated, showing no significant difference between 
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sites on the Positive Symptom Distress Index, since .83 is 

smaller than 1.99, which is the critical value of T. 

On the PST, site one's scores of 57.84 group mean, 3.69 

standard deviation and .73 standard error were compared to 

site two's scores of 54.04 group mean, 4.63 standard devia-

tion and .92 standard error. A T-score of 3.21 was calcu-

lated showing a significant difference between sites in the 

Positive Symptom Total, since 3.21 is greater than 1.99, 

which is the critical value of T. 

The numerous comparisons done between groups and sites 

revealed that there were no differences between groups or 

sites in descriptive variables but there were differences 

between sites in some symptom dimensions of the non-patient 

group, as shown in Tables 30 and 31. These differences 

could be due to some confounding variables not uncovered by 

the T-test. Therefore, to control for these confounding 

variables, a more rigorous comparison was done using the 2 x 

2 analysis of variance. 

Table 30 

Compared Scores on Symptom Dimensions Between Sites 

Patient group 

Sites One Two 

Scores Mean Mean T-score 

Somatization 59.00 56.28 1.06 
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Table 30 (continued) 

Sites One Two 

Scores Mean Mean T-score 

Obsessive compulsive 53.32 51.44 1.21 

Interpersonal sens. 54.80 53.76 .62 

Depression 52.00 49.64 .90 

Anxiety 57.08 56.28 .40 

Hostility 59.84 56.08 .99 

Phobic anxiety 54.80 54.80 .00 

Paranoid ideation 56.56 56.28 .15 

Psychoticism 54.32 52.60 .78 

GSI 56.28 54.56 1.54 

PSDI 57.72 56.80 .53 

PST 53.44 51.68 1.33 

Significance only at 1.99, critical value of t. 

Table 31 

Compared Scores on Symptom Dimensions Between Sites 

Non-patient group 

Sites One TWO 

Scores Mean Mean T-score 

Somatization 51. 80 46. 20 1. 90 

Obsessive compulsive 58. 92 56. 00 1. 49 

Interpersonal sens. 59. 80 54. 28 2. 37* 
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tble 31 (continued) 

Sites One TWO 

Scores Mean Mean T-score 

Depression 54.24 50.44 1.84 

Anxiety 62.84 56.52 2.98* 

Hostility 64.24 57.80 1.73 

Phobic anxiety 53.60 53.88 -.14 

Paranoid ideation 60.28 55.56 1.94 

Psychoticism 48.68 52.88 -1.10 

GSI 60.96 56.80 3.36* 

PSDI 61.68 59.96 .83 

PST 57.84 54.04 3.21* 

* = significant T-score 

As mentioned earlier, the ANOVA is more regorous than 

the T-test when attempting to assess the relative magnitude 

of variation resulting from different sources (Ferguson, 

1981). In this study, the T-test was used for comparing the 

paired means from the groups and sites in the symptom dimen-

sions and their global scores. The T-test could not be used 

for dividing the variations observed in the data into dif-

ferent parts and assigning the parts to a known source or 

factor (Ferguson, 1981). Since the analysis of variance can 

do a more rigorous analysis than the T-test, it was decided 
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to use it for further analysis of the same data analyzed by 

the T-test. 

The alpha level of .05 was lowered to .01 on all the 

ANOVA results although the .05 alpha level results are shown 

in the tables. This was done in order to control for pos-

sible small sample size and departures from the key assump-

tions of the ANOVA (F. Thomas, [personal communication, 

Spring, 1986]). The ANOVA was done on the nine primary 

symptom dimensions and their three global scores for site-

by-group and group-by-site comparisons. 

With somatization, the site-by-cell means of 54.40, 

51.24, 49.00, and 57.64 were compared to the group-by-site 

cell means of 51.80, 46.20, 59.00 and 56.28. Calculated Fs 

for site and group were 4.54 for site and 19.56 for group. 

The site F of 4.54 is smaller than 6.90, which is the criti-

cal value of F at the .01 level of alpha. Therefore, there 

is no significant difference between sites on somatization. 

The group F of 19.56 is greater than the critical F value, 

which means that there is a significant difference between 

groups on somatization. These results are illustrated in 

Table 32. The two asterisks (**) are indication that the 

.01 level of alpha is the level of significance chosen for 

testing the differences, since the level of alpha was 

lowered from .05 to .01. 

On the obsessive/compulsive symptoms dimension, the 

site-by-group cell means of 56.12, 53.72, 57.46 and 52.38 
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F-Table on Somatization 
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Source d.f. SS MS 

Site 1 432. ,64 432. .64 4. .54* .036 

Group 1 1866. ,24 1866. .24 19, .56** .0001 

Interaction 1 51. .84 51. .24 4 .54 

Within 96 9159. .04 95. .41 

Total 99 11509. .76 116. .26 

*p < .05 

**p < .01 

were compared to the group-by-site cell means of 58.92, 

56.00, 53.32 and 51.44. Calculated Ts for site and group 

were 3.68 for sites and 16.51 for groups. The site F of 

3.68 is smaller than 6.90, which is the F critical value; 

therefore, there is no significant difference between sites 

on the obsessive/compulsive symptom dimension. The group F 

of 16.51, however, is greater than the F critical value; 

therefore, there is a significant difference between groups 

in this symptom dimension, with the non-patient group being 

more obsessive/compulsive than the patient group, as shown 

in Table 33. 

Regarding interpersonal sensitivity, the site-by-group 

cell means of 57.30, 54.02, 57.04, 54.28 were compared to 
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Table 33 

F-Table on Obsessive Compulsive Symptoms 

Source d. f. SS MS F P 

Site 1 144 .000 144 .000 3.68 .058 

Group 1 645 .160 645 .160 16.51** .000 

Interaction 1 6 .760 6 .760 .17 

Within 96 3751 .440 39 .077 

Total 99 4547 .360 45 .933 

**p < .01 

the group-by-site cell means of 59.80, 54.80, 54.28, 53.76. 

Calculated F*s of 5.25 for sites and 3.72 for groups showed 

no significant differences between sites and groups as shown 

in Table 34, since both Fs are smaller than 6.90, which is 

the critical value of F at the .01 level of alpha. 

Regarding depression, the mean scores from the site-

by-group cells of 53.12, 50.04, 52.34 and 50.82 were com-

pared to the group-by-site cell means of 54.24, 52.00, 50.44 

and 49.64. Calculated F's of 3.40 for sites and .82 for 

groups showed no significant difference between groups and 

sites as shown in Table 35, because both Fs are smaller than 

6.90, which is the critical value of F at the .01 level of 

alpha. 
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Table 34 

F-Table on Interpersonal Sensitivity Symptoms 

Source d.f. SS MS F P 

Site 1 268.960 268.960 5.25* .024 

Group 1 190.440 190.440 3.72 .057 

Interaction 1 125.440 125.440 2.45 

Within 96 4909.600 51.142 

Total 99 5494.440 55.499 

*p < .05 

Table 35 

F-Table on Depression Symptoms 

Source d.f. SS MS F P 

Site 1 237. 160 237. 160 3.40 .068 

Group 1 57. 760 57. 760 .82 .365 

Interaction 1 12. 960 12. 960 .18 

Within 96 6696. 480 69. 755 

Total 99 7004. 360 70. 751 

Regarding anxiety, the cell means from the site-by-

group cells of 59.96, 56.40, 59.68 and 56.68 were comparedto 

the means from the group-by-site cells which were 62.84, 

57.08, 56.52 and 56.28. Calculation of F's of 5.93 for 
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sites and 4.21 for groups showed no significant differences 

between sites and groups as shown in Table 36, since both Fs 

are smaller than the critical value of F, which is 6.90 at 

the .01 level of alpha. 

Table 36 

F-Table on Anxiety Symptoms 

Source d.f. SS MS F P 

Site 1 316. 840 316. 840 5.93* .017 

Group 1 225. 000 225. 000 4.21* .043 

Interaction 1 190. 440 190. 440 

Within 96 5124. 480 53. 380 

Total 99 5856. 760 59. 159 

*p < .05 

Regarding hostility, cell means from the site-by-group 

cells of 62.04, 56.94, 61.02 and 57.96 were compared to cell 

means from the group-by-site cells which were 64.24, 59.84, 

57.80 and 56.08. Calculated F's of 5.93 for sites and 4.21 

for groups showed no significant differences between the 

groups and sites, as shown in Table 37, since both Fs are 

smaller than the F critical value of 6.90 at the .01 level 

of alpha. 
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Table 37 

F-Table on Hostility Symptoms 

Source d.f. SS MS F P 

Site 1 650. 250 650. 250 3.69 .087 

Group 1 234. 090 234. 090 1.32 .058 

Interaction 1 44. 890 44. 890 .25 

Within 96 16917. 760 176. 227 

Total 99 17846. 990 180. 273 

Regarding phobic anxiety, the cell means from the site-

by-group cells of 54.20, 54.34, 53.74 and 54.80 were com-

pared to the group-by-site cell means of 53.60, 54.80, 53.88 

and 54.80. Calculated F's of .01 for sites and .64 for 

groups showed no significant difference between sites and 

groups as shown in Table 38, since both Fs are smaller than 

6.90, which is the critical value of F at the .01 level of 

alpha. 

In paranoid ideation, the site-by-group cell means of 

58.42, 55.92, 57.92 and 56.42 were compared to the group-

by-site cell means of 60.28, 56.56, 55.56 and 56.28. Calcu-

lated F's of 2.65 for sites and .95 for groups showed no 

significant difference between sites and groups as shown in 

Table 39, since both Fs are smaller than the 6.90 critical 

value of F at the .01 level of alpha. 
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Table 38 

F-Table on Phobic Anxiety 

Source d.f. SS MS F P 

Site 1 4 .490 .490 .011 .916 

Group 1 28. .090 28, .090 .640 .426 

Interaction 1 1 .490 .490 .011 

Within 96 4210, .640 43 .861 

Total 99 4239, .710 42 .825 

Table 39 

F-Table on Paranoid Ideation 

Source d.f. ; SS MS F P 

Site 1 156 .250 156 .250 2.65 .106 

Group 1 56 .250 56 .250 .95 .331 

Interaction 1 123 .210 123 .210 2.09 

Within 96 5648 .400 58 .838 

Total 99 5984 .110 60 .446 

In psychoticism, the site-by-group cell means of 51.50, 

52.74, 50.78 and 53.46 were compared to the group-by-site 

cell means of 48.68, 54.32, 52.88 and 52.60. Calculated F's 

of .31 for sites and 1.14 for groups showed no significant 

difference between sites and groups as shown in Table 40, 



92 

since both Fs are smaller than the 6.90 critical value of F 

at the .01 level of alpha. 

Table 40 

F-Table on Psychoticism 

Source d.f. SS MS F P 

Site 1 38 .440 38 .440 .316 .575 

Group 1 179 .560 179 .560 1.476 .227 

Interaction 1 219 .040 219 .040 1.800 

Within 96 11681 .520 121 .682 

Total 99 12118 .560 122 .410 

On the General Severity Index, the site-by-group cell 

means of 58.62, 55.68, 58.88 and 55.42 were compared to the 

group-by-site cell means of 60.96, 56.28, 56.80 and 54.56. 

Calculated Fs of 17.22 for groups and 12.43 for sites showed 

significant differences between groups and sites as shown in 

Table 41, since both Fs are greater than the 6.90 critical 

value of F at the .01 level of alpha. 

On the Positive Symptom Distress Index, the site-by-

group cell means of 59.70, 58.38, 60.82 and 57.26 were 

compared to the group-by-site cell means of 61.68, 57.72, 

59.96 and 56.80. A calculated F of .95 for sites showed no 

significant difference, since it is smaller than the 6.90 

critical value of F. However, the group F of 6.93 showed 
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F-Table on GSI 

93 

Source d.f. SS MS F P 

Site 1 216.090 216.090 12.43** .001 

Group 1 299.290 299.290 17.22** .000 

Interaction 1 37.210 37.210 2.14 

Within 96 1668.160 17.377 

Total 99 2220.750 22.432 

**p < .01 

significant differences, since 6.93 is ( greater than the 6.90 

critical value of F at the .01 level of alpha. These re-

suits are shown in Table 42. 

Table 42 

F-Table on PSDI 

Source d.f. SS MS F P 

Site 1 43.560 43.560 .95 .331 

Group 1 316.840 316.840 6.93* .010 

Interaction 1 4.000 4.000 

Within 96 4385.440 45.682 

Total 99 4749.840 47.978 

*p < .01 



94 

On the Positive Symptom Total, the site-by-group cell 

means of 55.64, 52.86, 55.94 and 52.56 were compared to the 

group-by-site cell means of 57.84, 53.44, 54.04 and 51.68. 

Calculated Fs of 14.47 and 9.79 for groups showed signifi-

cant differences between groups and sites as shown in Table 

43, since both Fs are greater than the 6.90 critical value 

of F at the .01 level of alpha. 

Table 43 

F-Table on PST 

Source d.f. SS MS F P 

Site 1 193 .210 193 .210 9. .79* .002 

Group 1 285 .610 285 .610 14. .47** .000 

Interaction 1 26 .010 26 .010 1. .31 

Within 96 1893 .920 19 .728 

Total 99 2398 .750 24 .230 

*p < .05 

**p < .01 

Discussion of the Results 

This section describes the findings and the meaning of 

the findings of the study obtained by the statistical cal-

culations done to test the hypotheses of the study. 

The main hypothesis, which stated that the patient 

group was statistically different from the non-patient group 
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in the overall global scores, was tested using three dif-

ferent statistical methods. These statistical methods were 

the Chi-square for use with descriptive variables, the 

T-test and analysis of variance for use with symptom dimen-

sions and global scores in the preliminary analysis, which 

was not conclusive. 

The Chi-square analysis was done on the following 

descriptive variables: sex, age, marital status and level 

of education. The analysis showed that the patient and non-

patient groups were the same in sex, age, and level of 

education and only different in marital status; i.e., the 

groups were evenly matched in these variables with the 

exception of marital status. The non-patient group had more 

single subjects than the patient group. This could imply a 

relationship between zvirwere zvechivanhu and marital status 

and could be the focus of a future study investigating the 

strength of that relationship. The other descriptive vari-

ables, spirit possession and type and number of spirits 

claimed, were expected to be different between the patient 

and non-patient groups because these variables are as-

sociated with zviirwere zvechivanhu according to Leeson and 

Frankenberg (1977). Therefore, these two variables were 

treated as symptoms of zvirwere zvechivanhu, although these 

are not included in the hypotheses. 

Regarding the number of subjects who claimed to be 

possessed by ancestral spirits, the patient group claimed a 
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significantly greater number than the non-patient group. 

Regarding the number of spirits claimed by each group, the 

patient group had significantly more spirits than the non-

patient group. The meaning of this finding is that the 

patient group had more possession cases and more spirits 

than the non-patient group. This implies a relationship 

between spirit possession and zvirwere zvechivanhu. It was 

shown in the literature review that according to tradi-

tional healers, ancestral spirits cause zvirwere zvechi-

vanhu; therefore, finding more spirit possessions in the 

patient group indicates a relationship between spirit pos-

session and zvirwere zvechivanhu. This finding does not 

imply a causal relationship, as suggested by traditional 

healers. However, this relationship is supported by a 

social labeling theory of mental illness. Waxier (1977) 

suggested that societies, through the responses of their 

members to the mentally ill person, mold their patients to 

meet societal expectations about what a mentally ill person 

should be. Waxier (1977) also pointed out that in many 

peasant societies, beliefs about mental illness center on 

external causes, often supernatural ones. Usually the sick 

person is not held responsible, and treatment customarily 

involves rituals. This appears to be the case with zvirwere 

zvechivanhu in rural Zimbabwe. The Zimbabwean society, 

being a peasant society, appears to label spirit possession 

as a cause of zvirwere zvechivanhu. The cure of zvirwere 
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zvechivanhu is also done ritualistically by traditional 

healers, as shown in the literature. 

The results on the symptom dimensions are reported for 

both T-test and 2 x 2 ANOVA, although only the 2 x 2 ANOVA 

results are used in the conclusion. The T-tests done on the 

symptom dimension comparisons showed that the patient and 

non-patient groups were significantly different in only two 

symptom dimensions—somatization and obsessive compulsive. 

In somatization, the patient group was significantly more 

somatic than the non-patient, which means that zvirwere 

zvechivanhu patients had more somatic complaints than the 

non-patients. On the obsessive/compulsive symptom dimen-

sion, the non-patient group was significantly more obses-

sive/compulsive than the patient group, which means that the 

non-patient group had more obsessive/compulsive symptoms 

than the patient group. When the two groups were compared 

using the three global scores of the SCL-90-R, the GSI, the 

PSDI and the PST, the non-patient group was significantly 

more symptomatic than the patient group because on the GSI 

scale, which indicates the severity of the symptomatology. 

It was also found that the non-patient group had a more 

severe depth of symptomatology than the patient group. On 

the PSDI, which measures the intensity of the symptoms based 

on positive symptoms, again the non-patient group was sig-

nificantly more intense in their positive responses than the 

patient group. On the PST, which is a total count of posi-
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tive symptoms, the non-patient group had significantly more 

positive symptoms than the patient group. 

These findings indicate that the patient group had less 

symptomatology than the non-patient group and appeared 

healthier than the non-patient group. The results were 

surprising to this researcher because I expected to see more 

symptoms in the patient group, although the hypothesis did 

not state a direction of the difference. This surprise in 

the results led to a more rigorous analysis of the data 

using a more rigorous test of significance. The T-test 

results discussed below are to show the reader the whole 

process of data analysis in this study. The T-test scores 

were not used in drawing conclusions of the study. These 

findings raised questions about possible differences between 

sites in descriptive variable and symptom dimensions. As a 

result, comparisons were done between sites, first on de-

scriptive variables using the Chi-square, then on symptom 

dimensions using a two-tailed T-test. 

The site comparisons in all the descriptive variables 

showed no significant difference between sites, meaning that 

the sites were evenly matched in descriptive variables. 

The site comparisons using symptom dimensions showed no 

significant differences between the sites in the patient 

group, meaning that the patient groups were similar across 

sites. When the comparisons were done on the non—patient 

group, however, significant differences were found between 
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sites in interpersonal sensitivity and anxiety symptom 

dimensions, with site one having higher scores than site 

two. Significant differences were also found between sites 

in all three of the global scores, indicating that site one 

had higher scores in the non-patient group than site two. 

Doing site comparisons on symptom dimensions did not 

satisfy this researcher; therefore, another statistic was 

used to measure the differences or lack of differences 

between these groups—the 2 x 2 ANOVA. 

The results of the ANOVA showed that the patient and 

non-patient groups were the same in the symptom dimensions 

of interpersonal sensitivity, anxiety, depression, hos-

tility, phobic anxiety, paranoid ideation and psychoticism. 

The groups were only different in two of these dimensions— 

somatization and obsessive/compulsive. The patient group 

was more somatic than the non-patient group, but the non-

patient group was more compulsive than the patient group. 

Regarding the global scores, the non-patient group had 

more distress and more positive symptoms than the patient 

group. In intensity of responses to positive symptoms, the 

non-patient group was more intense than the patient group. 

Therefore, the main hypothesis that the patient group 

was different from the non-patient group in the over-all 

global scores was found to be true because the non-patient 

group showed more distress, more intensity, and more posi-

tive symptoms than the patient group. 
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The fact that the non-patient group was more symptom-

atic than the patient group suggests that the patient group 

may have been affected by the treatment of the healers. 

This suggestion is strengthened by the fact that the com-

parisons of symptom dimensions between sites showed that the 

patient group did not differ. But when the same comparison 

was done on the non-patient group, differences were found. 

The patient group showed fewer symptoms because traditional 

healing may have reduced their symptoms. Newmann (1982) 

acknowledged that going to traditional healers works like 

psychotherapy for some people. The healers offer psych-

otherapy by listening to the complaints of the patients and 

prescribing interventions that focus on the whole family 

unit rather than the identified patient. According to 

Waxier (1977), the focus on the family unit has therapeutic 

value. The identified patient does not feel the pressure of 

the mental illness alone, for it is shared with the whole 

extended family. In many cases the extended family can be 

the whole village. The treatment, which usually involves 

some family ritual performed on behalf of the patient, 

offers a family reunion atmosphere which in itself is thera-

peutic. The patient receives a lot of attention from the 

family and is assured that the problem is externally caused. 

This helps the patient feel better about self. In the case 

of the zvirwere zvechivanhu patients in this study, the ex-

amples given elsewhere in the study demonstrate this group 
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approach to treatment. Therefore, it can be suspected that 

the therapeutic value derived from this approach helped 

reduce the psychological symptoms of the patient receiving 

traditional healing. 

The patient group with reduced global scores due to 

treatment had only l individual with a positive global 

severity index, whereas the non-patient group had 13. On 

the positive distress index, the patient group had only 3 

individuals with positive scores, whereas the non-patient 

group had 22. This is echoed by Chavunduka (1986), who ack-

nowledged that traditional healers wear many hats in their 

communities. They are viewed as advisors, religious leaders 

and counselors. Edwards (1983) gave a case example showing 

the effectiveness of traditional healing in reducing psycho-

logical symptoms. A hospital orderly, Mr. M, was reported 

to have psychotic symptoms, hearing voices that were going 

to kill him. Mr. N, the traditional healer of the Zionist 

healers, treated Mr. M by ceremonially driving out the evil 

spirits. Mr. M became well and was able to go back to his 

job. Mr. N kept records of the patients he treated; he 

treated 470 patients that year. Edwards (1983) listed some 

of the reasons why traditional healing helped reduce psycho-

logical symptoms. The first reason was that the small rooms 

where the healing ceremonies were performed with the whole 

family present created a feeling of being together, which is 

therapeutic. The second reason was that when the ceremony 
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was going on, people took off their shoes, which helped them 

be comfortable and natural, since these natives usually do 

not wear shoes in their homes. The third reason was that 

the patient, after being pronounced healed, usually danced 

in celebration. This strongly encourages the patient to 

expect to be well. 

The fact that the patient group was more somatic may 

suggest a relationship between zvirwere zvechivanhu and 

somatic complaints. The relationship between somatization 

and zvirwere zvechivanhu suggests that zvirwere zvechivanhu 

patients deal with their psychological problems through 

somatization. The patient group in the study had 14 in-

dividuals with positive dimension scores on somatization, 

whereas the non-patient group had only 7. Literature on 

psychological distress in third-world societies suggests 

that somatization is a socially approved way of dealing with 

psychological problems. Ebigbo (1983), after conducting a 

study of psychological symptoms in Nigeria, reported that 

virtually all psychiatric illnesses there present with 

standard cases of psychosomatic symptoms, in this study, 

Ebigbo found that anxiety, neurosis, depression, and psycho-

sis were all expressed in somatic form. 

Ayorinde (1977) said that somatic complaints may be 

non-verbal communication of psychological distress even if 

the patient verbally denies this distress. It has been 

pointed out that somatization is a socially accepted way of 
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dealing with psychological problems in peasant societies. 

Waxier (1977) showed that patients in these societies are 

viewed as sick and passive victims of evil spirits, which 

makes being physically ill more comfortable socially than 

being mentally ill. Mentally ill people may be viewed as 

bad, crazy, and deviant. It would make sense, then, that 

people would choose a socially safer way of dealing with 

their mental problems. 

The fact that the non-patient group was more obses-

sive/compulsive than the patient group could suggest that 

the non-patient group, which showed no somatization, dealt 

with their psychological problems differently, in an aggres-

sive way. This would suggest that people with somatic com-

plaints would tend to be less obsessive/compulsive, since 

they see themselves as sick and passive victims. It has 

been discussed in the literature that mentally ill patients 

have had their perceptions molded by their societies. 

According to Waxier (1977), peasant societies tend to be 

moralistic; deviance is not accepted. Therefore, someone 

who might be labelled deviant will probably choose to deal 

with the deviance in somatic ways or combat it by obsessive-

ly doing culturally accepted things. This suggests that an-

other way members of peasant societies deal with psycholog-

ical problems is to deny the problems by being obses-

sive/compulsive about meeting society's expectations. 



104 

This would explain why the non-patient group in the 

study was more obsessive/compulsive than the patient group. 

The non-patient group could have been denying that they had 

problems by trying to convince themselves that they could 

meet society's expectations. The non-patient group in the 

study had nine individuals who had positive scores on the 

obsessive/compulsive dimension, whereas the patient group 

had only one. 

Conclusion 

The study concluded that the zvirwere zvechivanhu 

patient group is statistically and clinically different from 

the non-patient group. The zvirwere zvechivanhu patient 

group is characterized by somatization. These patients 

appear to be psychosomatic, dealing with their psychological 

distress through somatization because it is an acceptable 

way of dealing with mental illness in their society, it was 

concluded that the reduced symptomatology reflected in 

global scores of the patient group was due to the treatment 

these patients received from the traditional healers. 

Although the methods of diagnosis and healing used by tradi-

tional healers could not be verified by this researcher, the 

therapeutic benefits experienced by the patients were veri-

fied by the results of the SCL-90-R and also supported by 

the literature on psychological distress in peasant socie-

ties. it was also concluded that the non-patient group was 
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statistically and clinically different from the patient 

group and that it was more obsessive/compulsive than the 

patient group. The non-patient group members appear to deal 

with their distress in more of a denial approach, focusing 

on meeting society's expectations of what healthy people do, 

which shows up as obsessive/compulsive behaviors. 

Suggestions for Further Study 

The following recommended changes would improve the 

study if it were to be done in the future: 

1. The SCL-90-R should be used in conjunction with 

another instrument to add to the diagnostic power 

of the study, so that each symptom dimension would 

reflect a more DSM III screening category. 

2. The sampling method should be changed from a sys-

tematic sampling method to a random sampling to 

assure accurate representation of the population 

samples. 

3. The site sample sizes should be larger to guard 

against Type II errors. 

4. A new instrument constructed from collecting self-

reported zvirwere zvechivanhu symptoms from dif-

ferent sites should be used instead of using any 

other instrument. 
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5. The patient group to be used in the study needs to 

be identified as a patient group but should not 

have had treatment prior to the study. 
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APPENDIX A 

Informed Consent Statement 

A Zimbabwean doctoral student, studying at the University of 

North Texas in the U.S.A., is doing research on zvirwere zvechi-

vanhu. As Zimbabweans you know what a problem zvirwere zvechi-

vanhu has been for a long time. 

The research being done requires that we get some people who 

are having zvirwere zvechivanhu symptoms and some people who are 

not to answer questions on these questionnaires honestly. The 

information gathered by these questionnaires will be analyzed by 

the researcher and the results will be used to learn more about 

zvirwere zvechivanhu so that in the future we may find ways of 

treating and preventing this problem. 

You have the right to refuse to participate in this study 

but if you choose to participate, we would appreciate it. Do not 

worry about people knowing your answers to the questions in the 

questionnaire, because no one will know for we will not have you 

put your name on the questionnaires. There is no harm in par-

ticipating in this study. We will not give you any form of 

treatment nor will we ask you to do anything besides answering 

the questions. 

If you cannot read or write, tell us and we will help you. 

We appreciate your cooperation and assistance in this effort 

to help our nation with this problem of zvirwere zvechivanhu. 

Thank you very much on behalf of the research team. 

Jerry Mungadze 
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APPENDIX E 

C L I N I C A L P S Y C H O M E T R I C R E S E A R C H , I N C . 

Leonard R. Derogatis,. Ph.D, President 
Maureen F. Derogatis, M.A.S., Vice President 

FOREIGN LANGUAGE TEST UTILIZATION AGREEMENT 

This agreement is made as of the ??nH day of Ma rrh , 198g 

between Leonard R. Derogatis, Ph.D. ("Licensor") and Jerry Muriqadze 

("Licensee"). The licensor is the owner of the United States Copyright on a 

psychological test known as <;n .an_p 

the "Test", and wishes to grant the licensee the nonexclusive right to trans-

late the test into the t;hrma language, and use the Test upon the 

terms and conditions hereinafter set forth. 

1. The Licensee agrees to accurately translate the SCL-90-R 

into the specified language to the best of his/her ability, and to deliver 

five (5) reproduceable copies to Leonard R. Derogatis, Ph.D. ("The Author"). 

He will then receive the author's written permission to use the translated 

version of the test, limited to his/her personal research or clinical work 

only, free of royalty charges for a ten (10) year period. 

2. The Licensee agrees that in all personal reproductions of the Test 

that the name of the Test " SH -QD-R " 

will appear prominently at the top of the first page of the reproductions. 

The Licensee further agrees that the Licensor's name and copyright date will 

appear at the bottom of the first page as follows, "Copyright c 19^5 by 

Leonard R. Derogatis, Ph.D." 

3. The Licensee agrees that no substantive alterations or changes will 

be made without the expressed written consent of the Licensor. 

P.O. Box 619 Riderwood, MD 21139 Tel. (301) 321-6165 
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FOREIGN. LANGUAGE TEST UTILIZATION AGREEMENT 

Page 2 

4. The Licensee agrees that he/she will not sell, lease, distribute 

for free or in any other way disseminate copies of the Test, and further, 
•I 

that he appreciates that the use of the Test granted by this agreement is 

limited solely to his/her personal use. 

.-•v ""D //? ' * 

;• ^ < . .. x. •• •• • - -
w v 

Leonard R. Derogatis, Ph.D. 

WITNESS: ATTEST: 
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APPENDIX C 1 1 3 

S C L - 9 0 - R 

INSTRUCTIONS: 

Below is a list of problems people sometimes have. 
Please read each one carefully, and circle the number to 
the right that best describes HOW MUCH THAT PROB-
LEM HAS DISTRESSED OR BOTHERED YOU DUR-
ING THE PAST 7 DAYS INCLUDING TODAY. Circle 
only one number for each problem and do not skip any 
items. If you change your mind, erase your first mark 
carefully. Read the example below before beginning, 
and if you have any questions please ask about them. 

MALE 

FEMALE 

EXAMPLE 

HOW MUCH WERE 
YOU DISTRESSED BY: 

\ * 
\ 1 

, \ V \ T* 
* \ * \ A 

W A \ *L\ W \ y \ ^ \ 
\ ^ \ \ \ 
\ \ \ 

1. Bodyaches 0 1 2 (3) 4 

SIDE 1 

NAME: 

LOCATION:. 

EDUCATION:. 

MARITAL STATUS: MAR SEP DIV WID SING.— 

DATE 
MO DAY YEAR 

VISITNUMBER: 

ID. 
NUMBER AGE 

HOW MUCH WERE YOU DISTRESSED BY: 

1. Headaches 1 0 1 2 3 4 
2 . Nervousness or shakiness inside 2 0 1 2 3 4 
3. Repeated unpleasant thoughts that won't leave your mind 3 0 1 2 3 4 
4. Faintness or dizziness 4 0 1 2 3 4 
5. Loss of sexual interest or pleasure 5 0 t 2 3 4 
6 . Feeling critical of others 6 0 1 2 3 4 ! 

7. The idea that someone else can control your thoughts 7 0 1 2 3 4 
8. Feeling others are to blame for most of your troubles 8 0 1 2 3 4 | 
9. Trouble remembering things 9 0 1 2 3 4 

10. Worried about sloppiness or carelessness 10 0 1 2 3 4 
11. Feeling easily annoyed or irritated 11 0 1 2 3 4 
12. Pains in heart or chest 12 0 1 2 3 4 
13. Feeling afraid in open spaces or on the streets 13 .0 1 2 3 4 
14. Feeling low in energy or slowed down 14 0 1 2 3 4 
15. Thoughts of ending your life 15 0 1 2 3 4 
1 6 . Hearing voices that other people do not hear 16 0 1 2 3 4 
17. Trembling 17 0 1 2 3 4 
18. Feeling that most people cannot be trusted 18 0 1 2 3 4 
19. Poor appetite 19 0 1 2 3 4 
20. Crying easily 20 0 1 2 3 4 
21. Feeling shy or uneasy with the opposite sex 21 0 1 2 3 4 
22. Feelings of being trapped or caught 2 2 0 \ 2 3 4 
23. Suddenly scared for no reason 23 0 1 2 3 4 
24. Temper outbursts that you could not control 24 0 1 2 3 4 

25. Feeling afraid to go out of your house alone 25 0 1 2 3 4 
26. Blaming yourself for things 26 0 1 2 3 4 
27. Pains in lower back 27 0 1 2 3 4 
28. Feeling blocked in getting things done 28 0 1 2 3 4 
29. Feeling lonely 29 0 1 2 3 4 
30. Feeling blue 30 0 1 2 3 4 
31. Worrying too much about things 31 0 1 2 3 4 
32. Feeling no interest in things 32 0 1 2 3 4 
33. Feeling fearful 33 0 1 2 3 4 
34. Your feelings being easily hurt 34 0 1 2 3 4 3 

35. 
A nifpii 

Other people being aware of your private thoughts 
nU* ^ 1 Q"7C L... I - i n 1% . m> 

35 0 1 1 2 ! 
3 

i 
4 ; j 

Please continue on the fo owing page ^ 



S C L - 9 0 - R 
1 1 4 

SIDE 2 

HOW MUCH WERE YOU DISTRESSED BY: 

36. Feeling others do not understand you or are unsympathetic 36 0 1 2 

L \ 

3 ! 4 

37. Feeling that people are unfriendly or dislike you 37 0 1 2 3 1 4 

38. Having to do things very slowly to insure correctness 38 0 1 2 3 4 

39. Heart pounding or racing 39 0 1 2 3 4 

40. Nausea or upset stomach 40 0 1 2 3 4 

41. Feeling inferior to others 41 0 1 2 3 4 
42. Soreness of your muscles 42 0 1 2 3 4 j 
43. Feeling that you are watched or talked about by others 43 0 1 2 3 4 

44. Trouble falling asleep 44 0 1 2 3 4 

45. Having to check and double-check what you do 45 0 1 2 3 4 j 

46. Diff iculty making decisions 46 0 1 2 3 4 : 

47. Feeling afraid to travel on buses, subways, or trains 47 0 1 2 3 4 

48. Trouble getting your breath 48 0 1 2 3 4 

49. Hot or cold spells 49 0 1 2 3 4 : 

50. Having to avoid certain things, places, or activities because they fr ighten you 50 0 1 2 3 4 : 

51. Your mind going blank 51 0 1 2 3 4 j 
52. Numbness or tingling in parts of your body 52 0 1 2 3 4 ; 

53. A lump in your throat 53 0 1 2 3 4 ! 

54. Feeling hopeless about the future 54 0 1 2 3 4 ; 

55. Trouble concentrating 55 0 1 2 3 4 

56. Feeling weak in parts of your body 56 0 1 2 3 4 

57. Feeling tense or keyed up 57 0 1 2 3 4 

58. Heavy feelings in your arms or legs 58 0 1 2 3 4 ! 

59. Thoughts of death or dying 59 0 1 2 3 4 ! 

60. Overeating 60 0 1 2 3 4 \ 

61. Feeling uneasy when people are watching or talking about you 61 0 1 2 3 4 ! 
62. Having thoughts that are not your own 62 0 1 2 3 4 

63. Having urges to beat, injure, or harm someone 63 0 1 2 3 4 

64. Awakening in the early morning 64 0 1 2 3 4 

65. Having to repeat the same actions such as touching, counting, or washing 65 0 1 2 3 4 

66. Sleep that is restless or disturbed 66 0 1 2 3 4 

67. Having urges to break or smash things 67 0 1 2 3 4 

68. Having ideas or beliefs that others do not share 68 0 1 2 3 4 

69. Feeling very self-conscious w i th others 69 0 1 2 3 4 

70. Feeling uneasy in crowds, such as shopping or at a movie 70 0 1 2 3 4 ; 

71. Feeling everything is an ef fort 71 0 1 2 3 4 : 

72. Spells of terror or panic 72 0 1 2 3 4 ! 

73. Feeling uncomfortable about eating or drinking in public 73 0 1 2 3 4 

74. Getting into frequent arguments 74 0 1 2 3 4 

75. Feeling nervous when you are left alone 75 0 1 2 3 4 j 

76. Others not giving you proper credit for your achievements 76 0 1 2 3 4 

77. Feeling lonely even when you are w i th people 77 0 1 2 3 4 ; 

78. Feeling so restless you couldn' t sit still 78 0 1 2 3 4 

79 . Feelings of worthlessness 79 0 1 2 3 4 | 

80. The feeling that something bad is going to happen to you 80 0 1 2 3 4 

81. Shouting or throwing things 81 0 1 2 3 4 

82. Feeling afraid you wi l l faint in public 82 0 1 2 3 4 

83. Feeling that people wi l l take advantage of you if you let them 83 0 1 2 3 4 j 
84. Having thoughts about sex that bother you a lot 84 0 . 1 2 3 4 j 

85. The idea that you should be punished for your sins 85 0 1 2 3 4 j 
86. Thoughtsand images of a fr ightening nature 86 0 1 2 3 4 

87. The idea that something serious is wrong wi th your body 87 0 1 2 3 4 i 88. Never feeling close to another person 88 0 1 2 3 4 

89. Feelings of guilt 89 0 1 2 3 4 : 

90. The idea that something is wrong wi th your mind 90 0 1 2 3 4 

Copyrights 1975 by Leonard R. Derogatis, Ph. D. 
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CHIZIVISO: 
Pazasipe pepa rino pane murongwa we zvinhu 

zvinotambudza vanhu nguva nenguva. Tinoda 
kuti uverenga murongwa uyu wese uye 
uratidza nokuisa mako pa nhamba inoratidza 
kukura kve dambudziko rako. Dambudziko 
racho rinofanira kuva richi kutambudza 
svondo rino. 

URI MUNHUI 

munhu rume 
0 

munhu kadzi 
0 

MDENZANISO: \ l . \ 
V « \ 

Wakatambudzika ne: \ 

1. Kurwadza lwe muviri\ 

\ \ \ 2 
\ % \ ^ 
\ \ \ 
\ * \ 

st\ 
\3t^\ 
L\ «»«>\ 

w * \ 
% \ \ 

1. Kurwadza kew muviri 

DETI 

ZUVA 

ZITA: 
NZVIMBO:. 

DZIDZO: 

KUVA NEMUSHA: 

Ndakaroora/rwa 
Takaparadzana kwenguva_ 
Taka rambana 
Mumwe wangu akafa 
Handina kuroora/rwa 

MWEDZI GORE 

NHAMBA YE CHITUPA 

MAKARAPWA KANGANI 

MAKORE EKUZVARWA 

WAKATAMBUDZIKA NE: 

1. Kurwadza musoro 1 0 1 2 3 

2. Kubvunda nekudeddra mumwoyo 2 0 1 2 3 

j. Pfungwa dzakaipa badzibve mumusoro mako 3 0 1 2 3 

A. Dzuhgu nokufenda A 0 1 2 3 

5. Kusada kurara nernukadzi/kusada kurarancnurume 5 0 1 2 3 

6. Kushoropodza vamwe 6 0 1 2 3 

7. Kutya kuti vamwe vangagone kuona zvaunofunga 7 0 1 2 3 

8. Nhamo dzangu dzino konzerwa nevamwe 8 0 1 2 3 

9. Kukanganwa 9 0 1 2 3 

10. Kunetseka nokutadza 10 0 1~ 2 3 

11. KugumburwB nevamwe nyorenyore 11 0 1 2 3 

12. Mwoyo kana chipfuva chinorwadza 12 0 1 2 3 

13. Kutya larva mumugwagwa kana pagwenga 13 0 1 2 3 

14. Kupera simba kana kunzwa kuneta 14 0 1 2 3 

15. Kuda huzvisungirira 15 0 1 2 3 

16: Kunzwa mazwi asinganzwiwe nevamwe 16 0 1 2 3 

17. Kudedera 17 0 1 2 3 
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WATAMBUDZIKA NE; 

52. Dzimwe nhengo dzemuviri wako dzinozivotonhora 52 0 1 2 3 

53. Kunzwa godo pahuro 53 0 1 2 J 

54. Kushaya tariro nezvamangwana 54 0 1 2 

55. Kunetseka nolcuisa pfungwa pamwechete 55 0 1 2 3 

56. Dzimwe nhengo dzeimiviri wako dzinombo pera simba 56 0 1 2 3 

57. Kunzwa kusagarikana mumwoyo 57 0 1 2 3 : 

58. Kunzwa kunge wakatakura matanda mumakumbo nemumaoka ako 58 0 1 2 3 ; 

59. Pfunga dzokufa 59 0 1 2 3 

60. Kupindura vamwe uchipfurikidza mvero 60 0 1 2 3 

61. Kunzwa kushushika kana vamwe vachitaura 61 0 1 2 3 

62. Kufunga pfungwa dzisiri dzako 62 0 1 2 3 

63. Kuda kurova kana kukuvadza vamwe 63 0 1 2 3 

64. Kumuka kunze kusati. kwaedza 64 0 1 2 •? 
j 

65. Kuramba uchigeza maoko kana kubata muromc nguva nenguva 65 0 1 2 3 

66. Kutadza kukotsira zvakanaka 66 0 1 2 3 

67. Kunzwa kusundwa kuputsa zvinhu 6 7 0 1 2 3 ; 

68. Kuva ne pfungwa ne mazano ako oga asinga tenderane ne evamwe 68 0 1 2 J 

69. Kunzwa kunyara kana unevamwe 69 0 1 2 3 

70. Kusada kuva pa hungano dzevanhu 70 0 1 2 3 

71. Kunzwa nungo 71 0 1 2 3 

72. Pfungwa dzinotyisa zvikuru 72 0 1 2 3 

73. Kusada kudya kana kunwa pane vamwe 73 0 1 2 3 

74. Kupopotana ne vamwe 74 0 1 2 •3 

75. Kutya kusiwa uri wega 75 0 1 2 3 

76. TJnofunga kuti vamwe havaone basa rawakaita 76 0 1 2 3 

77. Kunzwa kuva wega kunyange uriparuzhinj i 77 0 1 2 3 

78. Kunzwa kosadzikama mupfungwa dzako 78 0 1 2 3 

79. Kunzwa kunge urimunhu asina maturo 79 0 1 2 3 

80. Pfungwa dzokutya kuti njodzi iripedyo pedyo 80 0 1 2 3 

81. Kupopota nokurasa zvinhu 81 0 1 2 3 

82. Kutya kuti uchafenda panevanhu 82 0 1 2 3 

83. Kutya kuti vamwe vanokudzvinyirira ukavarega 83 0 1 2 3 

84. Kunetsaka nepfungwa dzoupombwe 84 0 1 2 3 

85. Pfungwa dzokuti unofanira kurangwa nokuda kwe zvivizvako 85 0 1 2 3 
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WATAMBUDZIKA NE: 

86. Kuona zvinhu zvinotyisa mupfungwa dzako 

87. Ctoofunga kuti pane zvalta kanganisika munuviri vako 

88. Hapana murihu waunonzwanana naye 

89. Unonzwa kuzvipa oihosva 

90. Oftofunga lcuti wavakupenga 

86 

87 

88 

89 

90 

2 

2 

2 

2 

2 

3 

3 

3 

•3 
+0 

3 
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