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Abstract
Background—Research on barriers and utilization of mental health services in older ethnic
minorities has been productive. However, little is known about the characterization and beliefs
about anxiety and depression symptoms among older Mexican-Americans. Exploration of these
conceptualizations will lead to better detection and provision of care to this large, yet underserved
group.

Method—The present study used a mixed methods approach to explore conceptualizations of
anxiety and depression in a group of rural older Mexican-Americans. Twenty-five Spanish-
speaking participants (mean age 71.2) responded to flyers that solicited individuals who felt “tense
or depressed.” Participants completed a structured diagnostic interview as well as self-report
questionnaires about medical health, anxiety and depressive symptoms, and cognitive functioning.
Qualitative interviews included questions about how participants describe, conceptualize, and
cope with anxiety and depression symptoms.

Results—Sixty-eight percent of the sample met criteria for at least one anxiety or mood disorder
with high comorbidity rates. Self-reported symptoms of depression, anxiety, and somatization
were below clinical ranges for all participants. Medical illness, cognitive impairment, age,
education, and acculturation were not associated with distress. Qualitative analyses revealed that
nearly half of the terms used by the sample to describe distress phenomena deviated from Western
labels traditionally used to indicate anxious and depressive symptomatology.

Discussion—Multiple methods of symptom endorsement demonstrated that older Mexican-
Americans may report distress differently than detected by traditional self-report measures or
common Western terminology. Understanding these additional illness conceptualizations may
have implications for improving the detection of mental illness and increasing service use among
this growing population.
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Introduction
The number of Latinos in the U.S. exceeds 50 million and is expected to double by 2050,
making this the largest minority group in the country (U.S. Census Bureau, 2010). Between
2000 and 2010, the U.S. Latino population grew by 43% and accounted for over half the
growth of the total country’s population (U.S. Census Bureau, 2010). U.S. Hispanics are
also identified as constituting the fastest growing segment of elderly Americans (Beyene,
Becker & Mayen 2002). Even though Hispanic immigrants aged 75 and older are at a
significantly higher risk of depression and anxious depression (i.e., major depression co-
occurring with generalized anxiety symptoms) than their U.S.-born counterparts (Gerst et al.
2010; Diefenbach et al. 2009), they are largely underserved in both mental health and
primary care settings (Alegria et al. 2008; Stockdale et al. 2008; Wells et. al 2001;
Borowsky et al. 2000).

Large studies and epidemiological surveys have demonstrated that aggregated U.S. Latinos
show no differences in prevalence rates of psychiatric disorders when compared to their
non-Latino white counterparts (Woodward et al., Jimenez et al., 2010).Some suggest that
disaggregating ethnic/racial groups (i.e., studying specific subgroups such as Mexican-
American, Puerto Rican, etc.) can reveal important disparities in prevalence rates and mental
health care use. For instance, epidemiological surveys show that the lowest rates of service
use for depression were found among Mexican-American individuals compared to other
ethnic subgroups (Gonzalez et al., 2010). Older Mexican-origin men are less likely than
their non-Latino counterparts to receive proper diagnosis or treatment of their depression
(Hinton et al., 2012). The need for anxiety treatment has also been established for Mexican-
Americans who are among a larger group of ethnic minority adults but few studies
demonstrate adequate services are being delivered to this subgroup with a high geriatric
membership (Alegria et al. 2008; Burnham et al. 1987; Grant et al. 2004; Karno et al. 1989;
Vega, Sribney & Achara-Abrahams 1998).

Some have posited that late-life Latino consumers of mental health may experience “triple
stigma:” being older, mentally ill, and belonging to an ethnic minority group (Center for
Mental Health Services, Substance Abuse and Mental Health Services Administration,
2005). These stigmatizing beliefs have been reported among older U.S. Latinos, revealing
increased feelings of shame or embarrassment for having mental illnesses and substance
abuse compared to Asian-American, African-American, or white counterparts, suggesting
important differences in cultural norms and attitudes surrounding mental health (Jimenez,
Bartels, Cardenas, & Alegria, 2013). However, stigma may only be one component of
understanding help-seeking behaviors and conceptualization of illness among this
population.

Improving our understanding of the gap in treatment use among older ethnic minority adults
may come from implementing exploratory qualitative strategies. Specifically, understanding
patients’ conceptualizations of mental illness and their perceptions of standard treatments for
anxiety and depression can help us identify causes of underutilization among populations at
risk. “Illness representations” are patients’ beliefs, perceptions, and expectations about their
symptoms. Illness representations have direct influence on how, why, and where individuals
seek treatment (Leventhal, Diefenbach & Leventhal, 1992). Some illness belief models have
been proposed for older populations (Lenze & Wetherell 2009) as well as among Hispanic
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populations (Karasz & Watkins 2006; Cabassa et al. 2008; Dura-Vila & Hodes, 2012), and
findings do show that consumers of mental health and their providers can hold multiple
models of distress that may conflict with one another and therefore influence help-seeking
behavior among sufferers of distress.

This cross-sectional pilot study used quantitative and qualitative methods in order to identify
possible cultural uniqueness in the interpretation and reporting of internalizing symptoms
among older Mexican-American patients. Exploratory aims of this preliminary investigation
were to 1.) examine of how older Mexican-Americans describe, experience, and interpret
mental health symptoms and 2.) identify demographic variables that are associated with
anxiety and depression. This pilot data will be utilized as a springboard for future research
on assessment and treatment delivery for underserved geriatric mental health patients.

Methods
Participants

Twenty-five adults at least 60 years old were recruited in El Centro, California, an
agricultural community with a 75% Mexican-American population. Recruitment took place
at a mental health clinic (n = 9), senior center (n=9), and primary care clinic (n=7).
Individuals seeking services from these locations were recruited via Spanish-language flyers
placed in waiting rooms and common areas. Individuals who answered “yes” to the two
questions on the study flyer: 1.) “Are you aged 60 or older?” and 2.) “Do you feel tense or
down?” Those who met screening criteria were interviewed in a private room of a local
primary care clinic by a trained bilingual/bicultural research assistant. Participants were
excluded if they had any cognitive impairments or active suicidality. In order to avoid
influencing participants’ responses, the qualitative interview was administered before the
quantitative assessment. Because most of the participants were not literate in English or
Spanish, all forms were read aloud by the assessor. All assessment interviews were
administered in Spanish and audio-taped for the purposes of supervision and data coding by
an independent rater.

Both qualitative and quantitative data were used as they complement each other and provide
a comprehensive exploration of distress symptomology. Utilizing multiple sources of data
allowed us to capture information that we would not garnish from one source (Cresswell &
Plano Clark 2010). Qualitative data were compared and contrasted according to psychiatric
diagnoses. Further, quantitative data served as important descriptive information and
assisted in making meaning out of qualitative findings and vice versa.

Measures
Quantitative assessment
Descriptive measures: Medical health status was assessed using an 11-item checklist
developed for the Improving Mood (IMPACT) study (Unützer et al. 2002). Cognitive
impairment was evaluated with a 6-item brief screen (Callahan et al. 2002). The Brief
Acculturation Rating Scale for Mexican Americans-II Spanish Version (ARSMA-II;
Cuèllar, Arnold & Maldonado 1995) measures ethnic identity toward the Mexican culture
and the Anglo culture on two orthogonal indices (Mexican Orientation Score [MOS] and
Anglo Orientation Score [AOS], respectively).

Symptom severity measures: The Brief Symptom Inventory-18 Spanish Version (BSI-18;
Derogatis 2001) was used to obtain information on depression, anxiety, and somatization
symptoms. The BSI-18 is a concise, widely-used tool for distress assessment in clinical
samples, and has been validated for use in native Spanish-speaking outpatient populations
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with psychiatric disorders (Andreu et al. 2008). The BSI-18 is considered to have adequate
sensitivity and specificity in Spanish speaking populations. The 18-item measure yields
three subscales (Anxiety, Depression, and Somatization) and a Global Severity Index (GSI)
which indicates current overall psychological distress. BSI-18 cut off scores for
psychopathology is 6 or higher on Somatization, 7 or higher on Depression, 7 or higher on
Anxiety, and 18 or higher on GSI scales for males. For females, participants needed to score
6 or higher on Somatization, 9 or higher on Depression, 9 or higher on Anxiety and 21 or
higher on GSI scales.

Each participant was administered the Spanish version of the Mini International
Neuropsychiatric Interview (M.I.N.I.; Sheehan et al. 1998), a structured diagnostic interview
used to assess current DSM-IV Axis I Disorders. The Spanish-language version of the
M.I.N.I. has been validated for native Spanish-speakers and is considered to have good
sensitivity/specificity for mood and anxiety disorders (Bobes 1998).

Qualitative assessment
Qualitative data were developed to address two major inquiries: 1.) to better understand how
older Mexican-American individuals describe their distress, and 2.) to better understand how
these individuals experience and interpret their distress. Each participant completed an
interview comprised of a semi-structured set of questions addressing themes derived from
Levanthal’s illness representation model. The duration of each interview varied between 10
to 45 minutes, depending on the length of participants’ responses and history of illness. The
thematic categories were determined a priori and include (1) the name or label of the mental
health problem; (2) the timeline or duration of the problem; (3) causes of the illness; (4)
consequences of the illness; (5) cures/treatments; and (6) barriers to treatment (Table 1;
Diefenbach & Leventhal 1996; Leventhal, Meyer & Nerenz 1980). Sample questions across
all categories can be found in Table 1.

With regards to how participants describe their distress (i.e., Category 1: Name or label),
individuals were asked an open-ended question if they used common idioms to describe
illness phenomena (Table 1). The following common idioms of distress, which were
identified a priori, were coded if participants’ responses matched them: depression/
depressed (depresion, depremida/o), anxiety/anxious (ansiedad, ansiosa/ansioso), stress/
stressed (estress, estresada/o), nerves/nervous (nervios, nerviosa/o), and trauma (trauma).
Other idioms of distress or descriptors not traditionally used were also of interest and coded
as they were identified. Although a variety of Spanish idioms for these English words may
be used across the Spanish-speaking world, words chosen for coding in this study were
words most commonly used by Mexican-origin and Mexican-American Spanish speakers.
We were particularly interested in whether the words used by these participants to describe
their distress were consistent with the terminology typically utilized in U.S. medical settings
by providers as well as standardized questionnaires.

Data Analysis
Quantitative Analysis—All data were evaluated for normality of distribution and
homogeneity of variance. No significant variation from the normal distribution was found.
Missing quantitative variables were replaced by the group mean. Descriptive statistics were
obtained for demographic variables, health status, cognitive status, and ethnic identity.
Frequencies were obtained for qualitative data. Correlations were run between symptom
severity subscales of the BSI-18, demographic variables, health, and acculturation. Group
differences were examined between those who met and did not meet criteria for anxiety and
depression on self-reported distress scores (BSI-18). Qualitative data was organized into
categories and compared to symptom severity ratings and diagnoses.
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Qualitative Analysis—Segments of transcripts ranging from a phrase to several
paragraphs were assigned codes based on key questions from the interview guide or
emergent categories or themes by a bilingual independent advanced-level graduate student
in psychology and a licensed clinical psychologist. With the exception of the name/label
category, themes were derived from participants’ responses and divided into categories
using the method of constant comparison (Glaser & Strauss 1967). For instance, under the
category “barriers,” “family concerns” was a common theme. The research assistant and
clinical psychologist achieved 100% agreement on thematic coding. A copy of the full
interview is available from the corresponding author upon request.

Results
Quantitative Results

Demographic Characteristics—Sixteen (64%) participants were female and nine (36%)
were male. Participants were an average of 71.2 (6.4) years of age. Fifty-two percent lived
with a spouse, 36% lived with adult children, and 12% lived alone. Participants were
predominantly (96%) born in Mexico had an average of 4.1 (3.0) years of education; 87%
had a primary school education or less. Participants had lived an average of 41.4 (18.5)
years in the United States. The majority of participants endorsed an ethnic identity
traditional to Mexican culture (average ARSMA MOS = 4.25 [0.58]; ARSMA AOS = 1.37
[0.40]). No participant was considered to have an assimilated ethnic identity type based on
their ARSMA MOS and AOS scores (Cuèllar, Arnold & Maldonado 1995). Acculturation
variables were not associated with other descriptive or demographic measures.

Medical and psychiatric characteristics—Participants reported experiencing an
average of 4.7 (1.8) medical conditions, most commonly hypertension, arthritis, and chronic
pain. Sixty-eight percent of the participants met diagnostic criteria for a psychiatric disorder.
The most common psychiatric disorders were major depressive disorder (MDD; 56%),
generalized anxiety disorder (GAD; 56%), panic disorder (PD; 24%), and posttraumatic
stress disorder (PTSD; 4%). Forty-four percent of the participants met criteria for both MDD
and GAD.

Age, education, medical conditions, and cognitive impairment were not associated with
distress symptoms (BSI subscales). Mexican acculturation was only correlated with medical
conditions (r = .43, p =.045). Finally, females scored significantly higher on the BSI
Somitization (B = 3.34, p=.034) and BSI Global Distress (B = 12.23, p= .039) scales than
males.

Despite a large portion of the sample meeting criteria for a psychiatric disorder, average
BSI-18 scores for the sample fell below the pathological range. Average subscale scores
were: Somatization = 4.8 (4.1), Depression = 6.3 (6.9), and Anxiety 5.5 (5.8); mean GSI was
15.8 (14.3). Consistent with the high levels of depressive and anxiety comorbidity, the
bivariate correlation between the BSI Depression and Anxiety Scales was high (r = .88, p < .
01). The BSI-18 depression subscale successfully differentiated between depressed and non-
depressed individuals (t(22) = −3.74; p = .001), but the anxiety subscale did not differentiate
between individuals meeting or not meeting criteria for an anxiety disorder (t(22) = −1.25; p
= .224).

Qualitative Results
All but one participant completed the interview. Study participants used a broad range of
words to describe their distress. Although 17 of the 24 participants met criteria for a DSM-
IV disorder, the other seven all described experiencing emotional distress. Thus, because the
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entire sample was distressed in some way, the qualitative data references the sample as a
whole, unless otherwise noted. The frequency of use of all of the distress idioms is listed in
Table 2.

Label/name of illness—Sixteen of the 24 participants used common idioms of distress
(e.g., depression/depressed (depresion, depremida/o), anxiety/anxious (ansiedad, ansiosa/
ansioso) during interviews (Table 2). Of the 16 participants who used these common idioms
of distress, 13 also used other idioms to describe their distress; eight participants used only
other idioms to describe their distress. Combined, 21 of the 24 participants used other
idioms to describe their distress.

Physical Symptoms of Distress—Among the notable findings was information about
how participants experience and interpret their distress. Endorsement of physical symptoms
was relatively low across the entire sample; only nine participants reported experiencing any
physical symptoms that they believed were associated with their psychological distress
(Table 3). The most commonly endorsed physical symptom was restlessness.

Consequences of distress—Although the majority of participants (N = 16) endorsed
emotional symptoms as the primary consequence or “difficulty” associated with their
distress, social, physical, and behavioral consequences were also discussed (Table 3).
Decreases in energy, activity, and social interaction were also commonly mentioned
consequences.

Causes of distress—With regards to perceived causes of emotional distress, family-
related issues were the most commonly endorsed perceived causes of distress (Table 3).
Participants endorsed worry about family, death of a loved one, and family conflict as
perceived causes of distress.

Cure/treatment—All but one participant endorsed having used at least one method for
treating their symptoms; activity, social support, spirituality, and group therapy were the
most commonly mentioned curative methods (Table 3). Other curative methods included
exercise, seeking companionship/affection, thinking positively, and acceptance, although
several participants discussed avoidance techniques, such as trying not to think about it.
Approximately one-third of participants voiced positive views about both taking
medications and receiving counseling.

Perceived barriers—Participants primarily endorsed, similar to causes of distress,
barriers that were family-related. One-third of participants reported unavailability of,
misunderstanding by, or current (e.g. “my family tells me that they cannot help me”) or
feared (e.g. “I cannot say anything to them because the next day I will need them for
something”) rejection by family members as a major barrier to receiving treatment.

Integration of Qualitative and Quantitative Results
Of the eight participants who did not use common idioms of distress, all eight described
experiencing distress in using other distress words, and 37% met criteria for DSM-IV
diagnosis. However, BSI-18 scores for these eight participants were lower, although not
statistically significant (Somatization = 4.14 (4.52), Depression = 3.57 (4.82), Anxiety =
3.00 (3.65), GSI = 10.42 (12.02)) than for the 16 who used common idioms of distress
(Somatization = 5.37 (3.96), Depression = 7.81 (7.35), Anxiety = 6.93 (6.35), GSI = 18.93
(14.77)). Other idioms mentioned were tristeza (N = 9) and desesperación (N = 8). Seven
participants did not meet criteria for any DSM-IV disorder, but still qualitatively described
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experiencing distress. Of those participants, all seven used uncommon idioms while only
three used common idioms.

Discussion
National census data and clinical research point to ethnic minority persons as constituting an
important segment of the aging population in the country in need of mental health attention.
While the ethnic composition of the elderly population grows, mental health service
utilization remains lower than expected among aggregated U.S. Latinos (i..e. Alegria et al.,
2008). The purpose of this investigation was to better understand how Mexican-American
older adults describe, experience, and present anxiety and depression. Results indicate that
while many older Mexican-Americans experience clinically significant criteria for both
anxiety and depression, the manner in which they self-report their symptoms differs from
Western terminology.

A major aim of this study was how these individuals described their psychopathology. Our
results indicated that although the majority of participants suffered from either depression or
anxiety (according to the DSM-IV), there was a great deal of variance within the sample
with regards to the words used and the conditions these words described. We coded a total
of 23 distress words, including the five common idioms mentioned by the participants.
While we expected a high frequency of use of all the common idioms and more variance
among other idioms, we were surprised that the common idioms such as “stress” and
“trauma” were virtually absent, while a term that we did not expect to see, “desperate
(desesperado),” was mentioned by seven (29%) of the participants.

A full third of the participants failed to ever mention any of the common idioms of distress
in the qualitative interviews. This finding is inconsistent with previous work that has
established that the term “ataque de nervios”/ “nervios” is indeed a common idiom because
it was recognized by the majority of a Spanish sample as well as a comparison Hispanic
American migrant sample of participants ages 18 – 65 (Dura-Vila & Hodes, 2012).
However, our findings are consistent with other research showing that age may play a role in
idioms of distress and that older minority adults do not tend to use the same terms as do
mental health professionals to describe their emotional experiences (De La Cancela &
Guzman 1991). In our sample, the individuals who did not report common idioms still
described their distress using other words, suggesting that common idioms of distress might
not be applicable to a significant portion of this population and that relying solely on these
words in interviews and questionnaires may cause the assessor to miss valuable diagnostic
data. In our sample, the eight participants who failed to use common idioms of distress also
scored lower on all four BSI subscales, and only three of eight met criteria for at least one
DSM-IV disorder (compared to 14 of 16 who endorsed common idioms) yet all still
described themselves as distressed using other idioms in qualitative interviews. Because
these eight participants still described themselves as distressed, we question whether the
common idioms of distress and instruments that use similar Western distress labels, such as
the MINI and the BSI-18, can adequately capture the unique reports of distress in this
population, especially in brief screening situations.

We were also interested in how the participants experienced and interpreted their pathology.
Despite the common notion that Latino individuals report more somatic symptoms than
Anglos, endorsement of physical symptoms of psychological distress was surprisingly low
in this sample in both quantitative (e.g., BSI-18) and qualitative assessment. These findings
are inconsistent with a large body of research linking Latino ethnic groups to increased
endorsement of somatic symptoms of distress (Diefenbach et al. 2004; Escobar et al. 1989;
De La Cancela & Guzman 1991; Zinbarg et al. 1994). Although it is unclear why this
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occurred, one possible explanation is that the recruitment method (by soliciting individuals
who felt “tense or down”) included mostly individuals who experience their distress
psychologically, rather than somatically. However, this finding may indicate that older
Latinos who have psychological insight into their distress may not be nearly as somatically
preoccupied as previously believed. More recent studies seem to be consistent with this
finding (e.g., Bauer et al., 2012).

Consistent with other research (Cabassa et al. 2008), results from this study suggest that
family issues may play a role in both the development and maintenance of adult- or late-life
onset of depression and anxiety. The three most common causes cited for the development
of pathology was familial in nature. However, family concerns were also the most common
barriers to receiving treatment, reported by one third of the sample. Reasons cited included
stigma (“I can’t even talk to my family about this [depression]…I can’t tell them how I
feel”); rejection (“They will scold me when I talk about it”; “I’m the one whom they should
be taking care of them”; “They tell me, ‘You should get up, you should cook, we can’t do
anything for you’”), guilt (“I can’t say anything to [my family members] because I will need
them for something”), or availability (“No one in my family has time to take me to my
appointments.”). Finally, many participants endorsed beliefs about curative methods that are
contemporary and in line with treatments that have demonstrated effectiveness in older
adults, including attending group therapy and behavioral activation.

Our sample of older Mexican-Americans revealed high rates of anxiety and depression.
Generalized anxiety disorder and major depression were the most common diagnoses.
Furthermore, anxiety and depression symptomatology overlapped considerably. This
comorbidity, i.e., anxious depression, is consistent with both late-life and cross-cultural
research demonstrating mixed anxiety-depression among these groups, independently
(Fuentes & Cox 1997; Palmer, Jeste & Sheikh 1997; Lenze & Wetherell 2009; Schraufnagel
et al. 2006).

These findings should be interpreted within the context of several limitations. The sample is
small and had very low levels of formal education and modest American acculturation.
Further, these non-randomly selected participants were from a rural area and may not be
representative of other older Latinos. A larger, more heterogeneous sample is needed to
better support the distinct terms or idioms to describe distress. The assessments used were
validated with Spanish-speaking samples, not necessarily Mexican-Americans, and most
were not designed to be administered orally by an assessor. Finally, the sample was
comprised of participants who were seeking medical, psychiatric, or other services; as stated
above, their conceptualizations of distress may differ from those of non-treatment seeking
older Mexican-Americans. In particular, because these participants responded to a
recruitment flier asking if they felt “tense or down,” these participants may have had insight
into their psychological distress.

This study provided new insight into how older adult Mexican-Americans describe and
interpret their distress, yielding some unique findings that warrant replication and future
exploration. Specifically, employing a broader range of illness conceptualizations may help
mental health clinicians improve the assessment and the quality of care provided to older
Latinos experiencing psychiatric symptoms. For some U.S. geographic areas these findings
may be particularly relevant in order to respond to increased need for mental health care. For
instance, California, Texas, and Florida constitute the highest number of Mexican-American
occupants nationwide and also happen to be the states with the highest percentage of
individuals aged sixty-five and older (U.S. Census Bureau, 2010). Despite the elusiveness of
adequate depression and anxiety care for this growing population, providers serving
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Mexican-American geriatric communities who explore their cultural beliefs about causes,
maintenance, and treatment of their problems may be a step further in narrowing this gap.
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Table 1

Qualitative assessment using an illness representation model

Illness Attribute Domain Sample Questions

Identity Idiom(s) of distress; symptoms “What words do you use to
describe how you feel when you
are in distress?”

Cause Personal; situational; biological “What do you think causes these
feelings?”

Consequence Health; social; interpersonal “Describe the difficulties that you
deal with because of these
feelings.”

Course Long-term; short-term “How long have you felt [idiom
of distress]?”

Cure Primary care; mental health
practitioner; self-help; traditional

“How do you get help for these
feelings?”

Barriers Structural; cultural “What has made it difficult to get
help?”
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Table 3

Symptoms, consequences, causes, and cures of distress in 24 rural older Mexican-Americans.

N
endorsing

DSM-IV Diagnosis

Yes No

Physical Symptoms

 Pain 5 5 0

 Cardiac 4 3 1

 Tension 2 2 0

 Fatigue 2 1 1

 Respiratory 1 1 0

 Gastrointestinal 1 1 0

 At least one symptom 9 8 1

Consequences

 Emotional symptoms 16 11 5

 Social withdrawal 5 4 1

 Activity 4 3 1

 Energy 4 4 0

 Health 2 1 1

 Disability 1 1 0

 Role functioning 1 1 0

 At least one consequence 22 16 6

Causes

 Worry about family 9 6 3

 Death of a loved one 7 4 3

 Family conflict 6 5 1

 Personal health 5 4 1

 Isolation 5 2 3

 A short term stressor 4 4 0

 A long term stressor 3 3 0

 Living situation 3 3 0

 A chemical imbalance 1 1 0

 At least one cause 21 15 6

Cures

 Activity/hobbies 17 13 4

 Spirituality 13 10 3

 Social support 13 8 5

 Group therapy 12 9 3

 Distraction 9 3 6

 Medications-positive view 9 8 1

 Medications-negative view 2 2 0

 Counseling-positive view 9 9 0

 Counseling-negative view 1 0 1
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N
endorsing

DSM-IV Diagnosis

Yes No

 Primary care doctor 7 5 2

 Clergy 4 3 1

 Natural remedies/herbs 4 3 1

 At least one cure 23 16 7
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