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Abstract
Crack use has increased dramatically in El Salvador in the last few decades. As with other
developing countries with sudden onsets of drug problems, El Salvador has few medical staff
trained in addictions treatment. Little research has examined drug users' attempts to reduce or
abstain from drug use in countries where government-regulated formal medical treatment for drug
addiction is scarce. This paper uses qualitative and quantitative data gathered from active crack
users to explore their formal and informal strategies to reduce or abstain from drugs, and compares
these with components of informal and formal treatment in developed countries.
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INTRODUCTION
Illicit drug and alcohol use has increased dramatically in the past decade in low- and middle-
income countries with a concomitant rise in substance use disorders (Obot, 2007; Perngparn
et al., 2008; Rehm et al., 2009; Thirtalli & Chand, 2009; Uchtenhagen, 2004). Large gaps in

Copyright © 2011 Informa Healthcare USA, Inc.

Address correspondence to Dr. Julia Dickson-Gomez, Medical College of Wisconsin, Psychiatry and Behavioral Medicine, 2071 N.
Summit Ave, Milwuakee, WI 53202; jdickson@mcw.edu.
1Treatment can be briefly and usefully defined as a planned, goal directed, temporally structured change process, of necessary quality,
appropriateness, and conditions (endogenous and exogenous), which is bounded (culture, place, time, etc.) and can be categorized into
professional-based, tradition-based, mutual-help based (AA, NA, etc.), and self-help (“natural recovery”) models. There are no unique
models or techniques used with substance users—of whatever types and heterogeneities—which aren't also used with non-substance
users. In the West, with the relatively new ideology of “harm reduction” and the even newer quality of life (QoL) treatment-driven
model, there are now a new set of goals in addition to those derived from/associated with the older tradition of abstinence driven
models. Treatment is implemented in a range of environments; ambulatory, within institutions which can include controlled
environments. Editor's note.

Declaration of Interest The authors report no conflict of interest. The authors alone are responsible for the content and writing of this
paper.

Copyright of Substance Use & Misuse is the property of Taylor & Francis Ltd and its content may not be copied or emailed to
multiple sites or posted to a listserv without the copyright holder's express written permission. However, users may print, download, or
email articles for individual use.

NIH Public Access
Author Manuscript
Subst Use Misuse. Author manuscript; available in PMC 2013 July 08.

Published in final edited form as:
Subst Use Misuse. 2011 ; 46(4): 426–439. doi:10.3109/10826084.2010.495762.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



knowledge exist in developing countries regarding the extent of substance use disorders
which would help establish treatment and prevention needs and priorities. Even less is
known about substance user treatment1 in developing countries (Aguilar-Gaxiola et al.,
2006; Hansen, 2005; Perngparn et al., 2008; Wang et al., 2007). Existing research, however,
suggests that substance user needs far outweigh available services, and substance user
treatment services are underutilized by those in need of them (Bobrova et al., 2008;
Perngparn et al., 2008; Wang et al., 2007).

In the last fifteen years, the local market in El Salvador for cocaine has greatly expanded and
crack cocaine is a growing problem (Dickson-Gomez, 2004; Santacruz Giralt & Concha-
Eastman, 2001; United Nations Development Program, 2004). Like many middle- and low-
income countries, El Salvador has served as a staging point for crack destined for the United
States since the 1970s. A local market grew as couriers started being paid in drugs rather
than money (United Nations Development Program, 2004). As with other developing
countries with sudden onsets of drug use and its related problems, El Salvador has few
medical staff trained in treating drug users.

In response to the lack of government or biomedical substance user treatment services, many
areas in low- and middle-income countries have developed “grass root” responses to the
problem. These often include faith-based residential treatment programs (Hansen, 2004,
2005; Hossain & Ahmed, 1999; Mohatt et al., 2007). On the one hand, personal, community,
and religious approaches to substance use may be more culturally congruent with the values
of cultures in developing countries as they focus on repairing community and family
relations, and spirituality (Mohatt et al., 2007). In many countries, mental illness is
stigmatized and treatments for substance abuse disorders are considered ineffective (de
Toledo Piza Peluso & Blay, 2004; Hugo et al., 2003). On the other hand, many grass root
treatment centers are unregulated by any government agency, their treatment may not be
evidence-based, and in some cases is not even humane (Thirtalli & Chand, 2009).

In El Salvador, the majority of substance user treatment is offered in “Ministries” or faith-
based residential treatment programs. These view substance use as an attempt to fill the
spiritual void left by the absence of God, or sometimes as the result of demonic forces.
Evangelical missions, i.e., Protestant, fundamentalist churches, have many decades of
presence in El Salvador, particularly since the end of the civil war. Many low-income
Salvadorans rejected the Catholic Church after the civil war because of the church's
perceived political involvement in Liberation theology (Dickson-Gomez, 1999). Evangelical
churches, in contrast, eschew involvement in the “world,” and focus on people's spiritual
reward after death (Dickson-Gomez, 1999). The “world” is in contrast to the spiritual and
includes everyday temptations (drugs, alcohol, and women) and politics and is seen as
corrupting. In addition, Evangelical churches believe in sudden conversions in which one is
“born again” in Christ and leaves his or her former life of sin, including addiction to drugs
or alcohol, behind. Evangelical churches also provide a strong sense of community to
members. However, Evangelical missions in El Salvador also reinforce the commonly held
belief that drug abuse is a moral failing, and not a medical disease, further stigmatizing
substance users.

Faith-based programs in El Salvador currently are not regulated by any government agency.
Since 2005 El Salvador, in collaboration with the Organization of American States and
Inter-American Drug Abuse Control Commission (CICAD), has attempted to establish
accreditation standards for these ministries, including basic building standards, staff to client
ratios, training in substance user treatment for staff, and basic treatment standards. However,
the Ministry of Health, non-governmental organizations involved in substance abuse
treatment, government organizations involved in interdiction and enforcement, and
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institutions of higher education that could be involved in training licensed substance user
counselors have not yet reached consensus regarding accreditation standards for facilities or
certification standards for providers. In the meantime, CICAD and FUNDASALVA, the
oldest secular treatment programs in El Salvador, have held trainings about the nature of
addiction and effective treatment practices with 22 faith-based treatment programs in El
Salvador. FUNDASALVA staff involved in this effort report that faith-based ministries
often had no more than one full-time staff person for their drug user treatment programs, and
that they were mostly staffed by persons who had recovered from their drug use through the
same or similar programs with no formal training in addiction treatment. They also reported
that staff turnover was extremely high due to frequent relapses of staff members.

In addition to faith-based ministries, 12-step programs, particularly Alcoholics Anonymous
(AA), have flourished in El Salvador. While the exact number of AA groups is unavailable,
one or more meetings can be found in nearly every community or neighborhood in the
greater San Salvador area. Other 12-step programs, such as Narcotics Anonymous, are less
common. However, most AA meetings allow users of other substances into their meetings,
as well as polydrug users.

To date, little research has examined drug users' attempts to reduce or abstain from drug use
in countries where government-regulated or formal medical treatment for drug addiction is
scarce. This paper will use qualitative and quantitative data gathered from active crack users
and residents of low-income communities with high rates of drug use and sales in the San
Salvador metropolitan area to explore crack users' formal and informal strategies to reduce
or abstain from drug use. We define formal treatment as organizations that have as their
primary mission helping crack users abstain from crack use, including faith-based ministries
that are not regulated by the government. We define informal attempts to abstain or decrease
drug use as strategies that participants use, including seeking family support, leaving drug
use contexts, joining a church or finding people who have quit using drugs for advice. We
will explore (1) the various treatment options available for crack users in San Salvador and
barriers to accessing available treatment; (2) whether available treatment options are
culturally congruent with local beliefs about drug dependence and recovery; (3) the extent to
which faith-based drug user treatment options include processes and components found to
be essential to successful treatment outcomes in evidence-based research; and (4) the extent
to which formal treatment options comply with minimum standards of quality including
appropriate staff supervision of clients, provision of appropriate security for clients, and
respect for clients' autonomy.

We will first summarize principles of effective treatment and the research about natural
recovery. While most of this research has been conducted in developed countries, it offers a
useful point of comparison to interpret Salvadoran crack users' formal and informal attempts
to reduce or abstain from crack use. We will then summarize survey and qualitative data to
reveal the extent to which participants' have had any experiences with formal treatment, the
range of formal treatment options and barriers to accessing these. Finally, we will explore in
more depth crack users' experiences with faith-based treatment centers and their informal
strategies to quit drug use and in order to answer the questions above.

MODELS OF DRUG USER TREATMENT
There has been much disagreement in the literature about our knowledge of the essential
components of effective treatment for substance abuse and dependence (Magura, 2000;
Magura et al., 2002; Prendergast & Podus, 2000). However, NIDA (National Institute on
Drug Abuse, 1999) has synthesized the available scientific research to propose the following
principles of effective treatment: matching an individual's treatment needs to different
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treatment modalities, making treatment readily accessible to take advantage of opportunities
when addicted individuals are ready for it, addressing multiple needs of the individual in
addition to his or her drug use, assessing and modifying an individual's treatment and
services plan continuously based on the person's changing needs, monitoring drug use
during treatment, and offering treatment for an adequate period of time (usually at least three
months). In addition, NIDA asserts that individual and group counseling or other behavioral
therapies are critical components of effective therapy. These should focus on issues of
motivation, build on skills to resist drug use, replace drug using activities with constructive
and rewarding non-drug using activities, improve problem-solving strategies, and facilitate
interpersonal relationships. Finally, effective treatment should assess and treat individuals
with co-occurring mental illnesses, HIV/AIDS, and other infectious diseases (National
Institute on Drug Abuse, 1999). As mentioned, what has been found effective in drug
treatment in the United States and other developed countries, where the vast majority of
research has been conducted, will not necessarily be effective in other countries with
different cultures, values, and histories (Perngparn et al., 2008). However, exploring crack
users' experiences with more locally developed drug user treatment may illuminate universal
processes of successful treatment and recovery. Their perspectives may also illuminate areas
of deficiency in locally available treatment options.

Including spirituality or bible study in drug user treatment, as is common in many faith-
based treatment programs, does not necessarily contradict the components of successful
treatment mentioned above. Although research on faith-based drug user treatment programs
is rare even in the United States where they have existed for several decades (Restorehope
Consulting, 2009), qualitative research has shown that faith-based treatment programs in the
United States include many of the same components as secular treatment components while
adding a spiritual dimension (Neff et al., 2006). The Minnesota model, for example, is
arguably one of the most influential treatment models in the United States and incorporates
faith-based and 12-step components into their program (Stinchfield & Owen, 1998). In
addition, most U.S. faith-based drug treatment programs receive federal funding and
oversight. In fact, funding of such programs has increased dramatically in the last decade
(Restorehope Consulting, 2009). The Substance Abuse and Mental Health Services
Administration (SAMHSA), Access to Recovery Program (ATR), for example, provides
vouchers to people needing substance user treatment and allows voucher recipients a choice
of faith-based or secular treatment programs (http://atr.samhsa.gov/index.aspx). The extent
to which faith-based substance user treatment programs incorporate the components of
successful treatment outlined by NIDA in developing countries where there is little or no
government oversight and secular treatment is largely unavailable has received little
research to date.

Other research in Western countries has revealed that perhaps the majority of persons
suffering from substance abuse or dependency recover from such problems without the
benefit of formalized treatment or 12-step programs (Cloud & Granfield, 2008; Daniulaityte
et al., 2007; Granfield & Cloud, 2001). In “natural recovery” drug users' describe being
motivated to abstain in order to become better family members. They describe recovery
processes such as becoming more spiritual, becoming more connected with family members
and others, and avoiding situations in which they used drugs. For some the process is
gradual as they begin to think about abstaining and then take small steps to reduce their drug
use. Others describe a critical point in which they decide to abstain from drugs (Daniulaityte
et al., 2007; Mohatt et al., 2007). It is probable that in places where treatment resources are
scarce, natural recovery becomes an even more prominent strategy to reduce or abstain from
drug use. Cross-cultural comparison of the informal strategies used by substance users may
help further illuminate processes of natural recovery that, in turn, may help improve formal
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drug user treatment programs by identifying important extra-therapeutic supports necessary
to achieve and maintain drug abstinence.

METHODS
Data include in-depth and survey interviews collected as part of a larger project studying the
effects of community characteristics on the context in which drugs are consumed and risky
sex occurs. The project also included a community assets assessment in order to build on
communities' capacities to develop a multi-level HIV prevention intervention. Informed
consent and project protocols were reviewed by Institutional Review Boards at the Institute
for Community Research, Hartford, Connecticut, the Medical College of Wisconsin,
Milwaukee, Wisconsin, and the Universidad Centroamericana José Simeón Cañas, San
Salvador, El Salvador.

Qualitative Data Collection
We conducted three focus group interviews with active crack users and 20 in-depth
interviews with crack users from the San Salvador metropolitan area. The focus groups
included participants who resided in different low-income communities in the San Salvador
metropolitan area that differed, among other things, in their access to HIV prevention and
drug treatment resources. Participants were recruited through community contacts (often
personnel of community-based organizations that offered services to indigent and drug using
residents). Contacts approached potential participants to invite them to participate in focus
group or in-depth interviews. Potential participants were screened for eligibility by
FUNDASALVA staff prior to interviewing. Eligibility criteria for focus group and in-depth
interviews included being 18 years or older, having smoked crack or participated in crack
selling roles in the last 30 days. Four in-depth interview participants were interviewed after
they had entered drug treatment. Most had been in treatment less than two weeks prior to the
interview. Focus group participants were asked whether they knew of any places that crack
users could go in their communities to cut down or abstain from drugs or of any programs to
prevent drug use. In-depth interview participants were asked these questions and, in
addition, whether they had ever received and their experiences in drug treatment. We also
asked about their informal attempts to abstain or cut down from drugs, including whether
they had any periods of abstinence or reduced drug use and, if so, how they achieved this.
We asked them whether they knew of anyone else who had managed to abstain from drug
use after having a problem and how these people were able to do this.

In addition, we conducted seven focus groups with residents of seven low-income
communities in the San Salvador metropolitan area that were areas of high crack sales and
use. Focus groups consisted of 6 to 7 non-drug-using residents holding community
leadership positions (such as youth group leaders, or leaders elected to serve on community
boards). Eligibility criteria included being 18 years or older and either living and/or working
in the community being studied. Participants were asked to describe crack use and sales in
their communities, and community resources available in their communities to help
individuals who use crack.

Focus group and in-depth interviews were facilitated by FUNDASALVA staff, Salvadoran
researchers with degrees in psychology and extensive experience and training in qualitative
research with active drug users. Participants in in-depth and focus group interviews received
food items worth approximately $5. Written informed consent was obtained from all in-
depth and focus group participants prior to being interviewed.
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Qualitative Data Analysis
All interviews were transcribed verbatim and coded collaboratively by the Salvadoran and
U.S. research team using Atlas.ti. Transcripts were first coded for broad content areas such
as drug use history, drug treatment, changes in the quantity of drugs consumed, and social
support. Codes were then refined using an iterative and consensus-based process. For
example, changes in quantity of drugs consumed included the subcode of drug abstinence
that was further refined to include leaving drug areas, looking for a partner, looking for an
abstinence role model, going to church, going to a drug treatment center, and AA.

Surveys
Surveys were conducted with 420 crack users in the San Salvador metropolitan area.
Eligibility criteria included having smoked crack in the last week, being 16 years or older,
and if under 18 years, obtaining parental consent or establishing emancipated status.
Respondents were recruited using respondent-driven sampling (RDS), a version of snow-
ball sampling that gathers information about participants' social networks in order to
estimate and account for the probability of a participant being recruited into the study and,
with long enough chains of referral, can be used to recruit a representative sample
(Heckathorn et al., 2002; Salganik & Heckathorn, 2004). A small number of seeds were
selected from various communities in the San Salvador metropolitan area. Each seed was
screened for eligibility, consented, and surveyed if eligible. They were given three coupons
to recruit other members of their drug-using networks into the study. These recruits were
also given three coupons. Surveys were conducted face-to-face by FUNDASALVA staff.
Participants received $5 for completing a survey, and $2 for each recruit they successfully
brought into the study.

Among other things, surveys included questions about basic demographics, amount and
sources of income, quantity and frequency of drug use, and whether they had ever been in
drug treatment, been in drug treatment in the last six months, and type of drug user treatment
attended ever or in the last six months.

Quantitative Analysis
We obtained frequencies to describe the sample in terms of gender, level of education,
income and frequency of crack, and other drug use. We then analyzed data to determine
whether or not the participant had ever received drug user treatment, and if so, the type of
treatment (in-patient, outpatient, self-help or other), whether they had received drug user
treatment in the last six months and the type of drug user treatment received. We then
conducted logistic regressions with age, level of education, monthly income, age first used
alcohol, age first used crack, and quantity of alcohol and crack used during the last 30 days
as covariates, gender as a factor, and ever having received drug user treatment as the
dependent variable.

RESULTS
Access to Drug User Treatment

As seen in Table 1, only 49% of the sample had ever been in any kind of drug user treatment
program in El Salvador, while 33% had been in treatment in the last six months. The vast
majority of those who had ever been in drug user treatment reported that they had been in in-
patient drug treatment. A smaller but still sizeable percentage reported having participated in
12-step (self-help) programs ever and in the last six months. Very few reported outpatient
drug user treatment in their lives or in the last six months. As can be seen in Table 2,
participants had a very high level of current crack and alcohol use and had low levels of
educational attainment and low income (per capita income in El Salvador has been estimated
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at $533 per month http://siakhenn.tripod.com/capital.html). In logistic regressions, younger
age first used alcohol (.006), higher levels of education (.001), and greater frequency of
crack use (.038) were associated with having ever received drug user treatment.

Barriers to Treatment Programs
While the majority of participants who received drug user treatment reported receiving in-
patient treatment, qualitative interviews reveal that most had probably been treated in faith-
based residential treatment programs. Few drug using or non-drug-using participants
reported having heard of any secular treatment programs, while all mentioned a number of
faith-based treatment centers. In addition, only one participant reported having received
treatment at the government-run psychiatric hospital, and one reported receiving treatment at
a secular private treatment center. The higher cost of the secular drug user treatment center
may have limited access for some of our participants. Government-run drug user treatment
is centralized in the National Psychiatric Hospital. Referral to this program from government
health clinics is limited due to stigmatization of drug users and lack of proper training to
recognize and treat substance use-related problems.

Male crack user: My use was really drastic. Like if I bought five rocks, I put five in
my pipe at once. One didn't do anything for me. My mother didn't know anything
about me … I didn't bathe, I didn't eat, everything I got went straight to the drug
dealer. … I came to the point where I went to the hospital. They took care of me for
three days and then they didn't want to take care of me because they have you
sedated, they gave me like ten pills every day to help with the drug cravings and
after three days the doctor said, “No, let him stay. I'll be responsible for him.” …
Maybe it's not that I'm lucky or strong but the hand of God that was with me,
because I started to see myself differently in a month, the cravings were going
away. I had patches on my skin so they did a lot of tests and my thinking was,
“Hey, if I turn out to have AIDS I'm going back to drugs and I'm not leaving on my
own but I'm taking others with me.” After three months they sent me to a program
at the Psychiatric hospital. [In-depth interview]

It appears that the hospital where he arrived did not have a formalized program for dealing
with cocaine addiction. In fact, it appears that hospital staff were reluctant to use
psychotropic medications to control his drug cravings, perhaps viewing this as simply
substituting one drug for another. He was also suspected of having HIV. It was only because
of the personal intervention of a doctor on his behalf who assumed responsibility for his care
that he was allowed to stay.

Faith-based treatment programs are more accessible than government-run drug user
treatment. However, there are also several barriers to accessing many of these programs.
Faith-based treatment programs are not subsidized by the government. Some programs
cover their costs by charging for the treatment. In these centers, the family members of
mostly homeless and impoverished crack users are expected to pay for treatment. If family
members cannot be found, or if they refuse to pay for treatment, crack users are denied
treatment. This was described as a significant barrier to access in a community leaders' focus
group consisting of service providers who worked directly in HIV prevention with crack
users and commercial sex workers in the center of San Salvador.

Female service provider: With respect to those places, what good does it do to have
so many rehabilitation centers when in those centers they won't accept a person
who doesn't have any family. I can't be responsible for five people [who need
treatment]. Why? Because I only know them, so this person goes with HIV, with
alcohol problems, with drug problems and they won't accept him because I don't
have information about his whole family and [I can't] pay for him. I can't be next to
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that person [in treatment] all the time, following up with him because it's a long
time, and they won't accept him …. Right and many of these are street people, I
mean they aren't going to tell you, “Look my family lives in that part, go get them
or go tell them” and even if you took the trouble to go find them, the family doesn't
want to help [Community Leader Focus Group].

This barrier was confirmed by crack users who had sought treatment at these centers. In one
case, a male crack user was turned away until he could bring his estranged family members
with him to treatment. In these cases, treatment options in El Salvador fail to make treatment
available for those who are ready for it. In fact, it seems that treatment is least accessible for
those who demonstrate the most need because their drug addictions have taken them to the
point of living on the streets and they no longer have the support of their family members.

Another barrier includes the relative lack of centers for women relative to men. Participants
reported only one faith-based center open to women. One woman reported that she was
allowed to stay in a male-only treatment center which her male partner was attending
because she cooked and cleaned in the center. Other women reported leaving the woman-
only treatment center because they did not wish to be separated from their male partners.
Women's access is also limited due to control of abusive male partners or child care
responsibilities as we will see below.

Finally, most faith-based treatment centers are based on Evangelical Christian theology.
This may be a barrier for non-Christians or Catholics. While Evangelical churches have
flourished in El Salvador, the majority of the population is still Catholic. The Catholic
Church has not responded with treatment centers to the same extent as Evangelical
ministries. Faith-based treatment programs also view same sex attraction as a sin, perhaps
alienating sexual minorities.

Beliefs About Addiction
Salvadorans beliefs about addiction in some ways are congruent with faith-based treatment,
and in other ways constitute an additional barrier to accessing formal treatment programs.
Many crack-using participants understand their crack use in both medical terms and as a
moral failing. They often talked about addiction as a “disease” and “vice” interchangeably.
Non-drug-using residents also consider crack addiction most often in moral terms, leading to
considerable stigmatization of people living with substance abuse. In El Salvador, crack
users are not only considered weak willed but also morally corrupt. As one female
community resident stated, “Remember that it's a vice, and they're happy like that …because
this guy who's my neighbor says, `I'm happy. Satan loves me.”' For this woman, those who
use crack not only have turned away from God but worship Satan.

Viewing substance use in moral terms can contradict the view of addiction as a chronic but
treatable disease. A drug user's relapse is thus seen as a personal failure and proof that drug
user treatment does not work. As one female crack user stated:

No, I definitely don't want rock anymore. There isn't any need for me to go to a
rehabilitation center. It's will power because there are people who have gone to
centers and it's a lie. A few days later they are using rock again. It's will, putting
your will, because it's a thing that, I mean it's playing with death that vice.

On the other hand, viewing substance use in moral terms is congruent with formal faith-
based treatment options in El Salvador. In these, drug users are asked to pray to God in order
to leave their vice (sin) behind. Many informal strategies to abstain from drug use such as
joining a church are also congruent with the view of substance abuse as a moral and spiritual
problem. Also, as will be discussed below, many participants' reasons to quit using focus on
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their moral failure as parents and productive members of society more often than health
concerns.

Reasons to Quit
While not all participants had access or utilized formal drug user treatment programs, all
crack users who participated in in-depth or focus group interviews described wanting to cut
down or abstain from drugs. The reasons participants gave for quitting are similar to reasons
found in many developed parts of the world such as fear of the consequences of crack use on
their health, and becoming a more responsible family member and productive member of
society.

Male crack user: The first point and the most important is that you think first in
your life ….You know that you're doing yourself harm, that this is going to kill
you, and if you love your life you'd be better off not doing it, you know, and from
there comes your family, if you have kids, your wife, etc. Work.

Family was a particularly salient reason for quitting for women. Women face more stigma
than male drug users because of the greater violation of female gender roles, in particular
that of being a mother.

I've always been a mom who takes care of her children, right, and when I started to
see that I couldn't anymore because a man had me trapped in a house, locked up,
and what I earned I shared with him in rock and I said to him, “I have children …
and I have to send them something.” “Okay I'm going to give them the money,”
and he went to give them the money. I didn't see them like before …. That was
killing me … that I didn't see my children …. Then some evangelicals came where
I hung out …. They were standing next to me and …they came to me to talk about
things about God and they also told me, “Your children need you. Go see them.”
…. I tried really hard for my children because the one who is 18, one day I found
him in a trance [crack house], because he found out that … I smoked rock and I
cried and I told him “Forgive me because the truth is it's my fault, but I don't want
to see you like this. I'm going to help you anyway I can.” And all that was hurting
me, all that hurt [In-depth interview crack user]

Crack using women also suffer power differentials that may make accessing drug user
treatment or quitting on their own more difficult. Women are often dependent on men to
obtain drugs for them (Weeks et al., 1995, 1999). This participant described giving her
money to her partner and basically being kept prisoner in her own home. However, the need
to see her children and seeing the harm that her own drug use had caused after finding her
son using crack motivated her enough to leave that situation and start attending churches.

Experience in Faith-Based Treatment Centers
Faith-based treatment centers did not generally have formal training in drug user treatment,
beyond staff and minister's previous experiences in recovery. In addition, few had
formalized treatment plans such as cognitive-behavioral therapy or relapse prevention
strategies. However, like effective drug user treatment, faith-based treatment centers focused
on keeping people occupied in meaningful activities other than drug use. For faith-based
treatment centers, much of these daily activities included prayer, bible study, household
chores and work. Perhaps more importantly, faith-based treatment centers created supportive
family-like environment.

Interviewer: So you were telling me that you've been in Centers of Rehabilitation a
number of times. How is it that you came to be in these Rehabilitation Centers?
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Male crack user: My family. I mean my family told me from the United States,
“Look, if you don't go to a ministry, forget about our help.” “Okay” I said, “I have
to go.” I went. I've been in three ministries. I've been in this one twice and in two
more …. The first time I was here six months ….

Interviewer: What type of help have you received?

Male crack user: Food, how they treat you here. I mean you see the hand of God
…. They love us like their own children because there's a director and she loves us
like her children. You can see that she's really given herself to God and she makes
us look for God as well.

Interviewer: What kinds of activities do you do?

Male crack user: Cleaning together, make beds, clean, peel vegetables ….

Interviewer: And do you know anyone who has quit using drugs or reduced their
crack use?

Male crack user: Yes, there's one here that you take as an example. He gives me a
lot of advice because he talks a lot. I ask him “Look, how have you done it?”
“Explain it to me.”

Interviewer: And how has that person done it?

Male crack user: Asking God, asking God. “Keep your mind occupied,” he tells
me. Read the bible, pray. That's how he's done it. [In-depth interview]

The participant above had family who sent him remittances from the United States. Many
crack using participants reported similar separation from parents and siblings who had
immigrated. Many crack users reported that their parents immigrated illegally when they
were very young to help support them economically by paying school fees and housing.
Illegal immigration often occurs with help from a coyote and is an expensive and dangerous
journey, so many parents must have felt reluctant to send children to rejoin them in this
manner. Also, the lack of legal documentation limits the extent to which absent family
members can return home for visits. The family-like atmosphere created in this faith-based
treatment center, therefore, fulfills a very important need for crack users whose families
have been torn apart by immigration.

Many times participants, like the man quoted above, were taken to centers by desperate
family members, and participants may not have been highly motivated to their own
recovery. Being obligated to receive treatment, as opposed to voluntarily entering treatment,
does not necessarily negatively affect treatment success, as court-mandated treatment has
also been shown to be successful (National Institute on Drug Abuse, 1999). However, in
many cases, crack users reported that they entered faith-based treatment centers not because
they were motivated to permanently abstain from drug use. Rather some reported using
treatment in order to continue receiving family support, as the participant above describes.
In other cases, crack users reported entering treatment in order to rest for a while and get off
the streets, particularly during the rainy season. Studies with active drug users in the United
States have also described drug users who use methadone maintenance or inpatient drug user
treatment to rest and let their bodies recover from illness (Koester et al., 1999). In such
cases, successful treatment must try to increase clients' motivation to abstain from drugs.
The participant above describes his motivation to abstain increasing as he became more
open to God through the loving example of center staff.

Most faith-based treatment centers did not include practical strategies to avoid relapse, apart
from praying and studying the bible. While relapse is common in all types of drug treatment,
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traditional drug user treatment programs devote considerable time to anticipating triggers to
relapse, helping clients plan to avoid relapse, and steps that a client should take after relapse.
However, most participants viewed “rehabilitation” as a one-step process. In part this may
be due to the belief in conversion among many Evangelical churches. After accepting God,
drug users' lives are changed and they no longer need drugs. As in the United States and
elsewhere, however, drug using and non-drug-using Salvadorans failed to view substance
use as a chronic illness, like diabetes, that needs continuing treatment to manage and where
relapse is common. Thus, some crack users chose to “quit on their own” because of their
perception that drug user treatment did not work after observing many drug users relapse
after leaving treatment.

However, it appears that in some faith-based treatment centers, drug users were encouraged
to continue to attend church and prayer meetings.

Interviewer: And how many times have you been in a rehabilitation center?

Male crack user: It's three times in this one, but I was at another one another time.
When you're younger, you know, you leave thinking that you're all better, but no
…. You start off well, going to church and everything but because of work,
working from eight in the morning until eight at night, the world starts pulling you
back and you stop going to church …. You go three times [a week] to church, then
a little later twice, then once to the church and when you start to feel like not going
to church you don't have God's spirit, you don't have the faith that you need to quit
your vice, right. You don't have that faith and you go back to the same [using
drugs]. [In-depth interview]

For this participant, spirituality's role in recovery was a lifelong process. Not going to
church regularly can pull you back to the corruption of “the world,” distancing one once
again from God and triggering relapse.

In faith-based residential centers, no medication is given to help with detoxification, for
example sedatives to help with cravings, or fluids to replace the electrolytes lost in
prolonged crack binges. Participants reported that detoxification from crack was one of the
most difficult parts of entering drug treatment.

Female crack user: The detox, the change, the cleaning of your body: that causes
something. If you take a hit of drugs it numbs your tiredness, your hunger, your
thirst, all that disappears. When you quit using, those three things come back and
you want to eat, drink and sleep. You can't even keep sleeping [in the center] and
need a hit to get up but you don't have it and nobody's going to give it.

Interviewer: So people don't look for help in the Rehabilitation Centers because the
detox is really hard?

Female crack user: Uh huh, the process of detoxification is really awful, it makes
you angry, gives you fever, I mean your nerves are shattered and sometimes other
women come worse than you and you fight with them. [In-depth interview]

Given the paucity of medical interventions to help with detoxification, faith-based treatment
centers may resort to extreme, harsh, and inhumane methods. Some participants reported
being locked in cages during their detoxification process.

Other participants reported that in addition to the lack of medication to help with
detoxification, faith-based treatment organizations also required residents immediately to
begin a grueling process of prayer meetings and work.
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Male crack user: I've been in Rehabilitation Centers, but Christian …. I've been in
two …. The program is really drastic and maybe you come tired from the street and
you need to rest the first day, to eat. And the prayer services more than anything,
prayer services is what they give you. They wake us up at four in the morning, the
prayer service starts at five. So it doesn't really work because really, you can do it,
but it doesn't work because you don't want to get up early because …you're tired
from being on the street, and waking up early isn't very comfortable and besides
you come the first days really weak, wanting to lie down. So it doesn't really work.
It's worked for me for the time that I've been there, but outside, I haven't gotten the
strength and I don't even remember about the program. [In-depth interview]

Although faith-based treatment centers are one of a very limited set of treatment options, in-
depth interview participants reveal the extent to which they fail to fully understand and take
into account the psychological and physiological realities of drug addiction.

Other participants with experience in faith-based drug user treatment programs complained
about the lack of basic hygiene and security.

Male crack user: Like three years ago, my old lady wanted to get me into a place …
it was like a little house, but when she took me to admit me, I stayed like a week, I
think. They talked about God, they gave talks about drugs and all that. I could have
stayed to see want happened, to see if there was a change in me, but I wasn't
satisfied with the cleanliness that was there. It was all too dirty, “Geez what am I
doing here,” I said, “having my own house. I'd be better off quitting on my own
than staying here,” like it was like being in a jail, because there was a lot of gang
members and they always want to dominate or they take you as a civilian they say.
[In-depth interview]

The participant implies that like in jail, gang members were in control of the treatment
center, and that staff did little to protect residents who were not gang members.

In many programs, keeping the mind and body occupied is accomplished not just through
prayer but also through work. This again is consistent with the substitution of meaningful
activities for drug use that is found in many traditional treatment programs. Work is also
consistent with the goal of reintegrating clients to be productive members of society. For
many centers, work by center residents is necessary to pay for the expenses of these
programs that do not receive government subsidies. The amount charged to residents is
usually nominal, typically $5 a week. Residents are therefore expected to give a percentage
of their earnings to the center. In some centers, clients are sent to businesses as day laborers,
giving them experiences that may be translated into more permanent work in the future.
However, other centers send their residents to sell pens or newspapers on the street where
they are exposed to drug-using friends which may trigger relapse. This is particularly
problematic for participants with only days of sobriety, as described by the participant below
who had just begun treatment.

Interviewer: So I wanted you to tell me what a typical day in your life is like.

Male crack user: Good, thank God, but I can't have a lot of money because when I
have money it's like the devil is pulling me and tells me “Come here” and that's
when I go to get alcohol or crack …. That's why I don't go out a lot and it's better
for me to stay inside the ministry. But when I go to sell [newspapers] and all that
you know that in the street you can say no, but …there are a bunch of friends from
before who tell you, “Come here. Here have a drink” and they know that you've
been a drug addict and alcoholic and it's a lie that you're going to say no. And it's a
lie that you're just going to have one drink …. The brothers [in the ministry] tell me
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to fight against it …. When I sell newspapers, I'll go get a drink with my profits,
but when it's the ministry's money I don't touch it. I give the ministry its money, but
then they smell liquor on me and that's what they don't like because you know that
when you're in a ministry you're there to follow their rules, not to come in drunk, or
high on crack. [In-depth interview]

The lack of supervision and adequate monitoring of substance use among residents was also
a complaint of community residents who had rehabilitation centers located in their
communities. As the participant above implies, in some centers residents could freely come
and go, and when outside the centers' walls often consumed alcohol or drugs. This particular
participant was caught and reprimanded because he had been drinking, and staff detected
alcohol on his breath. None of the treatment centers, however, tested residents for drug use.
According to the community residents below, residents from one faith-based treatment
center switched their addictions from alcohol to crack because staff were apparently unable
to detect residents' crack use, perhaps because staff was unfamiliar with crack's smell or
behavioral effects.

Male participant 1: There's another house here, in that house they have it like a
half-way house of “X” church … for people in recovery. At first everything worked
well … and then when supposedly, in quotes, these people were recovered they
trusted them a lot, and now they trust them even more. Now they're drug addicts.
They don't do it inside the house … but there are people from there who go to use
drugs at the sports field. They sit there at the tables with their lighters and their
pipes.

Female participant 1: And in front of the children.

Interviewer: What kind of drugs?

Male participant 1: Crack more than anything ….

Interviewer: But they are people in recovery?

Male participant 1: Yes.

Interviewer: Who live in the community as well?

Female participant 2: No. They're from the half-way house that's rented by a
church.

Female participant 3: So they've brought people from other places.

Female participant 2: Uh huh, who knows where they're from. We don't know them
and sometimes it makes me afraid to say, “Look don't do that there,” because it's
not like talking man to man when you talk as a woman to talk with a man,
especially if they're on drugs. [Community Leader Focus Group]

While in the majority of treatment centers, crack users and community residents complained
that too much freedom was allowed in that participants could come and go as they pleased,
in other extremes, residents' human rights were violated and they were taken and kept in the
center by force as described by the participant below. The danger of the kinds of abuses
described below is a result of the lack of government regulations, appropriate monitoring,
and clear avenues for complaints.

Interviewer: Have you ever tried to reduce or quit using crack for any period of
time?

Male crack user: Yes, I've quit using for up to six months through God's help. I
mean, I was in a ministry, but there in that ministry they took me against my will.
My family took me, my parents. They took me tied up and blindfolded so that I
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wouldn't know where I was and you couldn't leave there. They wouldn't let you
leave for anything and against my will, locked up, all the doors with locks. In
prison practically, and the food, sleeping on the floor, I mean it was really awful
and I said, “When I leave I'm just going to use and use” because I was mad.

Interviewer: And how long were you in that center?

Male crack user: Six months, because the first time I could I escaped over the
fence.

Interviewer: And while you were in that center could you use or not?

Male crack user: No, no, I couldn't use. How could I? They didn't let you leave.
When I escaped they had dogs chasing me, and the fence was electrified, but I work
in electricity and in metal structures and so I just grabbed where there wasn't any
current and jumped over. [In-depth interview]

As mentioned above, residents of some treatment centers were locked in cells during
detoxification. In other centers, participants reported that relapse was punished by tying
residents to a bed and throwing feces at them. Balance between freedom and appropriate
monitoring and supervision appears to have been achieved in some longer running centers.
However, it remains a considerable problem in the vast majority.

Quitting on Their Own
Given the barriers to access of both secular and, to a lesser extent, faith-based treatment,
participants described many strategies to quit on their own including leaving the scene,
finding a role model in a drug user who managed to quit, and joining a church, usually
Evangelical.

Leaving the Scene—Participants who were recruited from the Center of San Salvador
often came from other cities or departments in El Salvador. In fact, the historic center of San
Salvador is an area concentrated with drug markets and commercial sex work, and most
residents are transient drug users. Participants therefore described reconciling with family
members, thereby removing themselves from daily exposure to drug use and sales.

Male crack user 1: In my case …sometimes when I feel really agitated and all that
and I'm just fed up I go home …I reconcile with my mother …. Thank God my
mother understands, you know, although she at one time was an addict to her vices,
but in that time this kind of drug [crack] didn't exist. She still used drugs. She says
“I understand son, but take it easy.” There I go like a good boy, I wash the dishes
and all that to pass the day, watch TV. I lie down on the sofa. I listen to music,
sleep. And when I'm …nice and fat … I remember [crack]. Especially if I have
money in my pocket I feel that …

Female crack user: Ah, that burns!

Male crack user 1: My hands begin to itch.

Male crack user 2: That's what I have

Female crack user: And your feet

Male crack user 1: All I have to have is money, and that's enough in that moment to
make me itch to come here again and here is the vice.

Female crack user: Your feet don't even hurt after walking all the way here.
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Male crack user 1: And when you want to use drugs you have a desire, you
tremble, and you feel really desperate. Even your stomach hurts. [Crack User Focus
Group]

As corroborated by other crack users in the focus group and in-depth interviews, these
attempts at sobriety were successful but short-lived. While crack users described removing
themselves from immediate sources of temptation and receiving some support from family
in their attempts at sobriety, crack cravings returned. “Leaving the scene” did not teach them
how to avoid relapse or deal with cravings, nor did it re-integrate them into their
communities or work. Rather, participants described this strategy as periods of self-imposed
isolation. Family members' assisted in these efforts by allowing them a place to stay away
from crack use temptations, feeding them to recover from the emaciation caused by long
crack binges, and offering some advice.

Recovery Models—Other crack users reported that they looked for models in people they
knew who had been heavy crack users but were now sober. They looked to these friends to
learn how they had become sober and to seek advice in confronting their own substance
abuse problems.

Interviewer: Do you know anyone who had stopped using drugs? Do you know
friends?

Male crack user: Yes, I have friends. When I feel like [I want to quit] I look for
them, I lean on them. There's my neighbor and another friend, who was a big drug
addict for a long time …. If I feel bad, I say, “I need your help. How did you do it?
Explain it to me,” And that's how I've gotten a lot better in that area [crack use].

Interviewer: And they've explained to you how they quit using drugs? Did they go
to a Rehabilitation Center?

Male crack user: No, they didn't, no …. They did it by themselves. They're people
that I look for a lot. I like to talk to [my friend] because he's overcoming it. You
can't even tell that he's one of those people who was really messed up. And they
have children. You can even see the change in the kids because when he was using,
the kids were all skinny, all sad and now you see a big change, even in the kids ….
All that makes me want to follow his example. [In-depth Interview]

This participant's friend after quitting drugs modeled many of the things that participants
reported motivated them to quit drugs: living a healthy life, providing for family, and being
actively engaged in work. The advice the participant's friend gave him was to think of his
health, his family, and his other responsibilities in order to quit using. For the participant, the
change in the children from when his friend used crack to the present when he is abstinent
put in stark relief the effect crack has on families, particularly children. The participant
implies that his friend's children were neglected because of his crack use. Money was spent
on drugs that should have been used to feed his children. Their sadness reflected emotional
neglect and the moral failing of their father.

Joining a Church—The most frequent way that participants reported that people they
knew had stopped or cut down on their drug use was by becoming Christian or a brother in
Christ.

Interviewer: And do you know anyone who has stopped using?

Male crack user: I know lots, but that's because they became Christian …. That's
how they did it. God changed their lives. [In-depth Interview]
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In some cases, recovery from addiction is seen much like a conversion experience. As
described by some, when people accept God, He fills the place that was formerly filled by
drugs and they no longer feel the desire to use. Others view the role of spirituality in their
recovery as more of a process which needs constant reinforcement through prayer and
church attendance.

Evangelical churches promote abstinence from alcohol and drugs, and focus on creating
strong, nuclear families, and therefore have strong appeal to those who have problems with
substance abuse. Many participants described joining churches that had specific activities
for those with substance abuse problems, such as youth groups and excursions that helped
them find other activities to fill the time they had previously spent obtaining and using
drugs. In addition, many congregations offered social support to crack users and re-
integration into productive economic activities by offering them employment.

Male crack user 1: Our community has a lot of churches …in other words, there are
lots of God's people …. Evangelical Christian.

Interviewer: What kind of help do they give?

Male crack user 1: Well, you know what, I think that more than anything the help is
moral to begin with, I mean not so much economic, okay, or material, but more like
words of hope.

Male crack user 2: Also, there are youth who have been into drugs and they've

Male crack user 3: and they give advice to you and help you.

Malecrack user 2: Uhhuh, they take you to youth meetings

Male crack user 1: because there are a lot of people who have been real drug
addicts

Male crack user 2: And they have talks

Male crack user 3: And God has saved them and when they see you, because they
were like that before, what they do is give you advice

Male crack user 1: Not only that, there are also brothers that maybe have a small
business, and they offer work to people who've been, like for example, they gave
me a hand …. I mean they gave me work in air conditioning. And I'm going to
explain something, many times people say like “Eew, what are you doing with him,
something is going to happen to you, he's going to kill you.” … So a brother in
Christ gave me work. So that's the people who help people like us, people who are
following the Lord's path.

Male crack user 2: So these are people who, I mean, don't care if you are all
tattooed and the risk that that carries with it. For example, he was really bad into
drugs and they gave him a hand. And not only him

Male crack user 1: But lots of people

Male crack user 2: but to lots of people. To lots of people they've done it, not just
that person [who gave him work], but there are others who have good hearts, who
are really humanitarian. [Crack User Focus Group]

As described by the participants above, these congregations were ministered and attended in
large part by people who formerly had substance abuse problems. Joining congregations like
this reintegrated drug users into an accepting community of former drug users. Evangelical
churches are welcoming to drug users who are rejected by most members of their
community. They offered “words of hope” not only through the gospel but through
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examples of former users who had recovered from drug use. In many cases, congregations
further helped them reintegrate by giving them jobs, and ultimately a new sense of identity
as a “brother in Christ.” Most of these functions are considered essential processes in
effective drug user treatment, such as replacing drug use with meaningful alternative
activities, reintegrating with family, and social support.

DISCUSSION
Results from this paper indicate a lack of secular treatment options in El Salvador.
FUNDASALVA is the only private organization that offers secular outpatient treatment
following established principles of effective drug user treatment. The Psychiatric Hospital in
El Salvador also offers substance user treatment, including medications to help with
detoxification and therapy for affected family members and partners. However, only one
participant even mentioned the availability of substance user treatment at the psychiatric
hospital, and he had been referred to this hospital only through the efforts of a physician
who advocated for him. One additional participant had received services from
FUNDASALVA. The dearth of secular services to respond to substance abuse problems is
similar to the situation in many low- to middle-income countries in which illicit drug use has
grown tremendously in recent years and the medical establishment has limited expertise in
the substance abuse field (Bobrova et al., 2008; Perngparn et al., 2008). In response to this
problem, drug users in El Salvador have found alternative strategies to abstain or cut down
from drug and alcohol use including looking for social support, abstinence role models, and
church groups in the community, entering faith-based residential treatment centers, or
Alcoholics Anonymous groups. Faith-based residential treatment programs were by far the
most frequently used strategy to cut down or abstain from drug use.

Faith-based treatment centers were in many ways culturally congruent with local beliefs
about addiction. Most participants viewed drug addiction in moral terms—i.e., as a vice.
Many who did not seek formal treatment looked for persons who modeled successful
treatment. These models often described their success through joining churches, and a
renewed attention to re-establishing their roles as responsible parents and economically
productive members of society. Many participants reported joining Evangelical Christian
churches that are welcoming to drug addicts who are rejected in most parts of society, and
offered many examples of people with substance abuse problems who had changed through
accepting God. For many, God filled the void that was formerly filled by drugs, and gave
drug users a new identity as brothers and sisters in Christ.

Faith-based treatment centers are natural extensions of these Evangelical churches and
operate with much the same philosophy. They offer acceptance and social support. In fact,
faith-based treatment programs were described by many as “families.” This may be
particularly salient in the Salvadoran context where many families have been torn apart as
members immigrate to the United States to find work and support their families
economically. Faith-based treatment also emphasized the importance of creating a strong
and loving nuclear family, congruent with the importance of family in Latino culture,
familismo. Finally, they offered an alternative to the corrupt “world,” particularly attractive
to low-income Salvadorans who view the government as corrupt and ineffective and live in
communities where violent crime, gangs, and drug sales are ubiquitous (Dickson-Gomez et
al., 2009).

However, the lack of secular-based treatment program options in El Salvador is still
troubling. Many drug users may not accept the conservative Evangelical tenets of these
faith-based treatment centers. While Evangelical Christian churches have been growing
exponentially in El Salvador, the majority of Salvadorans still consider themselves to be
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Catholic. The Catholic Church has not responded to the needs of drug users to the extent that
Evangelical churches have. In addition, the conservative theology of Evangelical churches
views homosexuality as a sin. Sexual minorities, therefore, may not feel welcome attending
faith-based treatment centers. Only one faith-based treatment center for women currently
exists. Women face additional barriers to accessing treatment as many may be in abusive
relationships with partners who do not wish them to enter treatment, or have child-rearing
responsibilities. Finally, although more accessible than secular treatment options, faith-
based treatment centers receive no subsidies from the government and some, therefore,
require residents' families to agree to pay for their treatment. This also constitutes a
significant barrier to these treatment options for homeless drug users who are estranged from
family members. In other programs, residents are expected to “pay their own way” through
work which may jeopardize their recovery.

While secular-based treatment options in El Salvador are too limited to ascertain the demand
for them relative to faith-based options, the situation in Puerto Rico offers an interesting
point of comparison. Evangelical churches have a longer history and even stronger presence
in Puerto Rico. In Puerto Rico, faith-based residential treatment has largely replaced secular
treatment. Hansen (2005) argues that there was a considerable divestment in secular drug
user treatment programs after the passing of the Puerto Rican Mental Health law that
defined drug addiction as a social and spiritual problem rather than a mental disorder, thus
excluding drug user treatment while claiming mental health parity. Even so, secular drug
user treatment programs have long waiting lists while faith-based treatment centers often
have unfilled spaces (Hansen, 2004). Faith-based treatment may be flourishing in Puerto
Rico because it is the only option realistically available. In El Salvador, there are even fewer
secular treatment options. Faith-based treatment may be a viable option for some, but only
when other treatment options are available.

While faith-based treatment programs in El Salvador share some of the same principles as
evidence-based drug user treatment programs, other components are notably absent. Faith-
based treatment centers offer meaningful activities such as work and prayer, and offer some
limited advice to avoid relapse such as keeping busy, attending church services, and
studying the bible. However, treatment plans do not appear to be individualized to particular
residents' needs. Thus, in some programs residents are expected to immediately begin prayer
services before detoxification from crack, or are sent out to sell products on the street when
they have few days of abstinence. In many centers, effective monitoring of continued drug
use is non-existent and residents continue to use while in treatment. In addition, cognitive
behavioral components such as improving problem-solving skills, identifying relapse
triggers, and follow-up plans to prevent relapse were not reported by participants. While
faith-based treatment centers in the United States often incorporate principles of cognitive
behavioral therapy in bible study (McCoy et al., 2004; Neff et al., 2006), this does not
appear to be the case in El Salvador. Direct observation of treatment components in faith-
based treatment organizations or interviews with service providers were not conducted as
part of this study and participants' reports of their experiences may not have adequately
captured the complexity of treatment. Further research should more directly observe the
components of different faith-based treatment programs. However, FUNDASALVA's
research with faith-based treatment centers indicated that most of the staff were former drug
addicts themselves, with varying lengths of abstinence achieved through becoming
Christian. In addition, few had any specific training in substance user treatment and many
did not even understand the effects of drug addiction on the brain. The philosophy of most
centers appears to be that drug users' acceptance of God is necessary and sufficient to begin
and maintain long-term recovery from substance use. Finally, co-treatment of mental illness
or medical supervision of any kind is absent in most of these centers.
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As much recent research on drug users in the United States has documented (Cloud &
Granfield, 2008; Daniulaityte et al., 2007; Granfield & Cloud, 2001), many Salvadorans
appear to have had some success in “quitting on their own.” Recovery for these people was
usually precipitated by one or a series of events. Like drug users who describe quitting drugs
without the help of formal treatment in developed countries, study participants in El
Salvador described cutting down or abstaining from drugs through social support, assuming
family obligations, and integrating themselves in religious groups. Some researchers have
argued that natural recovery is evidence of the inapplicability of the disease model of
addiction (Cloud & Granfield, 2008; Granfield & Cloud, 2001). This false dichotomy does
little to move the field forward. The existence of natural recovery in some persons with
problems with drugs or alcohol does not negate the necessity of drug user treatment, or the
disease model of substance abuse or dependence. Natural recovery does, however, point out
some important extra-therapeutic conditions that may help in recovery such as the
importance of social support and creation of a new identity as a non-drug user. These could
be incorporated into community or religious groups to support sober lifestyles. According to
our participants, the people most successful in recovering from drug use were those who
joined a church and became “Christian.” Non-religious community groups supporting
sobriety are needed in El Salvador.

Results also reveal serious deficiencies in quality of care at some of the faith-based
treatment centers. In many centers, participants complained of a lack of security with gang
members and other residents engaging in frequent fights. This lack of security also resulted
in the continued drug use of many participants. It also suggests, as confirmed by
FUNDASALVA's work on training NGOs offering drug user treatment, an insufficient
number of full-time staff to provide adequate supervision. In one case, a participant reported
being held prisoner in a “treatment center” against his will and having to escape electrified
fences and guard dogs to leave treatment. These examples highlight the desperate need for
some government regulation of faith-based treatment organizations to ensure, at a minimum,
that an adequate level of security and supervision is provided to residents.

As substance abuse and dependence continue to grow in developing countries, the costs and
consequences are likely to be devastating. More international efforts are needed to help
develop effective drug user treatment programs and sound policy to confront the problem. In
addition, more research in developing countries is needed in order to assess unmet needs for
substance user treatment, the types of treatment offered, and their quality and effectiveness.
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TABLE 1

Type of drug use experience among crack users in El Salvador

Participants (n = 420) Frequency (%)

Ever been in drug treatment (419)

 Yes 49

 No 51

Types of drug treatment ever received (204)
a

 Detoxification 30

 Inpatient 81

 Outpatient 6

 Self-help 16

 Other 6

Types of drug treatments received in last 6 months (326)
a

 None 67

 Detoxification (105) 17

 Inpatient (104) 57

 Outpatient (104) 6

 Self-help (104) 19

 Other 5

a
Multiple response variable.
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TABLE 2

Participant characteristics and drug use

Participant (n = 420) Frequency or mean (S.D.)

Age 37 (9.3)

Gender

 Male 92%

 Female 8%

Level of education

 Less than 6th grade 41%

 7th grade to some high school 39%

 High school graduate or higher 20%

Monthly income US$ 263 (294)

Times used crack in the last month 329 (425)

Years used crack 13 (6)
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