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Factors associated with retention in faith-based drug 
treatment centers in the Mexican-American border
Ietza Bojorquez,1 Daniel Rodríguez,2 Olga Odgers,3 Ramiro Jaimes4

ABSTRACT

Introduction. Faith-based centers are major providers of residential treatment for substance use problems in 
Mexico, but relatively few studies have been conducted in this context. Objective. To explore factors associat-
ed with treatment retention in two faith-based (with different religious orientation) residential treatment facilities 
for male drug users in Tijuana, Mexico. Method. We conducted an exploratory follow-up study of 328 clients 
admitted during 2014-2015 to either an Evangelical Pentecostal center or a faith-based center without a spe-
cific religious affiliation. The main outcome was retention, defined as remaining in treatment for at least three 
months. Results. Among participants, the retention rate was 38.7%. Multivariate logistic regression models 
showed that age (OR 1.04; 95% CI [1.01, 1.06]; p = .002) and having used heroin or opioids in the past 30 
days (OR .50; 95% CI [.25, 1.00]; p = .049) were associated with retention. Having a personal religious affilia-
tion was associated with retention in the Evangelical Pentecostal center, but not in the center without a specific 
religious affiliation. Discussion and conclusion. The retention rate was low, but within the previously report-
ed range. The interaction of personal religious affiliation and the religious orientation of the center suggests 
that a match between a person’s religious convictions and those of the center could be important for retention. 
More research is needed to clarify the utility of faith-based centers for religious and non-religious drug users.

Keywords: Drug users, residential treatment, faith-based treatment, Mexico.

RESUMEN

Introducción. Aunque los centros de rehabilitación religiosos proporcionan tratamiento a un gran número de 
usuarios de drogas en México, existen relativamente pocos estudios sobre estos centros. Objetivo. Explo-
rar los factores asociados con la retención en el tratamiento en dos centros de rehabilitación para hombres 
usuarios de drogas con diferentes orientaciones religiosas en Tijuana, México. Método. Estudio longitudinal 
exploratorio de 328 usuarios admitidos durante 2014-2015 en un centro evangélico pentecostal y en un centro 
religioso sin denominación específica. El resultado principal fue la retención, definida como la permanencia 
en tratamiento por al menos tres meses. Resultados. La tasa de retención entre los participantes fue de 
38.7%. En el análisis con modelos de regresión logística multivariada la edad (OR 1.04; 95% CI [1.01, 1.06]; 
p = .002) y haber utilizado heroína u opioides en los últimos 30 días (OR .50; 95% CI [.25, 1.00]; p = .049) 
se asociaron con la retención. Tener una adscripción religiosa personal se asoció con retención en el centro 
evangélico pentecostal, pero no en el centro sin afiliación religiosa específica. Discusión y conclusión. La 
tasa de retención observada fue baja, aunque dentro del rango previamente reportado. La interacción entre 
adscripción religiosa personal y orientación religiosa del centro sugiere que la concordancia entre estos dos 
elementos podría facilitar la retención. Se requiere más investigación en este contexto para clarificar la utili-
dad de los centros de rehabilitación religiosos en el tratamiento de usuarios religiosos y no religiosos.

Palabras clave: Usuarios de drogas, tratamiento residencial, centros religiosos de tratamiento, México.
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INTRODUCTION

Residential treatment is an important component of the 
management of substance use disorders (American Psychi-
atric Association & Work Group on Substance Use Disor-
ders, 2010). In Mexico, governmental resources for mental 
health are scarce (Berenzon, Saavedra, Medina-Mora, Apa-
ricio, & Galván, 2013), and while some private centers offer 
state-of-the-art, professional residential care, cost puts this 
kind of treatment out of reach for many users. Peer-support 
non-governmental centers for the residential treatment of 
addictions are therefore an important resource for people 
with few economic resources (Garcia, 2015; Garcia, 2015; 
Lozano-Verduzco, Marín-Navarrete, Romero-Mendoza, & 
Tena-Suck, 2015; Marín-Navarrete et al., 2013). These cen-
ters employ different treatment models, generally including 
a combination of 12-step group sessions and involvement 
in the everyday chores of the center (such as cleaning, 
cooking, etc.). Few of them have health or mental health 
professionals as part of their staff, and they are usually di-
rected by former drug users. This type of residential centers, 
sometimes called anexos, have also been accused of mis-
treatment and recurring to physical and emotional violence 
(Marín-Navarrete et al., 2013). Despite the importance of 
non-governmental faith-based rehabilitation centers in pro-
viding care to a high proportion of the most vulnerable drug 
users, still only a few studies have addressed their therapeu-
tic procedures and outcomes (Marín-Navarrete et al., 2013).

Baja California has one of the highest drug use rates in 
Mexico, with a life time prevalence of 13.5%, as compared 
with 9.9% at the national level in 2016 (Instituto Nacional de 
Psiquatría Ramón de la Fuente Muñiz, Instituto Nacional de 
Salud Pública, Comisión Nacional Contra las Adicciones, & 
Secretaría de Salud, 2017). While there is no complete record 
of non-governmental treatment centers in Baja California, in 
2013 there were 233 of them registered with the Ministry of 
Health, many of which were operated by Evangelical Pente-
costal (EP) groups (Galaviz & Odgers, 2014).

Retention in treatment is associated with improved 
long-term results in areas as diverse as employment, social 
networks, criminality, substance use, and need of treatment 
re-entry (Evans, Li, & Hser, 2009; Garnick, Lee, Horgan, 
Acevedo, & Washington Circle Public Sector, 2009). Rates 
of retention in residential treatment vary worldwide, from 
as much as 88% for a 28-day treatment (McKellar, Kel-
ly, Harris, & Moos, 2006) to around 50% for three-month 
programs (Meier & Best, 2006; Mulder, Frampton, Peka, 
Hampton, & Marsters, 2009). While longer periods of treat-
ment are associated with better outcomes, a minimum peri-
od of three months is recommended by the American Psy-
chiatric Association for the residential treatment of patients 
with substance use disorders (American Psychiatric Asso-
ciation & Work Group on Substance Use Disorders, 2010), 
and this period has also been associated with a significant 

improvement (as measured by change in frequency of sub-
stance use) on both primary and overall drug use among 
long-term residential treatment clients (Zhang, Friedmann, 
& Gerstein, 2003).

Many factors associated with treatment retention have 
been reported in the literature. Among them are older age 
(Arndt, Acion, & White, 2013; McKellar et al., 2006), high-
er educational attainment (Arndt et al., 2013), social support 
(Lang & Belenko, 2000; Lewandowski & Hill, 2009), and 
court-mandated admission (Arndt et al., 2013). Psychologi-
cal traits such as better cognitive functioning (Aharonovich 
et al., 2006; McKellar et al., 2006), problem-oriented cop-
ing style and internal locus of control (Meier, Donmall, 
McElduff, Barrowclough, & Heller, 2006; Tate et al., 2008) 
can also influence retention. The pattern of drug use is asso-
ciated with retention as well, as users of alcohol, marihua-
na, or amphetamines tend to stay in treatment longer than 
those of cocaine or heroin, and poly-users are less likely to 
complete treatment (Arndt et al., 2013).

The outcome of faith-based residential treatment for 
drug use is a relatively under-researched subject. Only a 
few studies have addressed retention in this context (Parha-
mi, Davtian, Collard, Lopez, & Fong, 2014; Sung & Chu, 
2013), and they report retention rates similar to those of 
other types of centers. Besides the factors already cited, re-
tention in faith-based centers could be associated with the 
client’s spirituality at entry (Parhami et al., 2014), and also 
with religious conversion or the renovation of faith (Sung 
& Chu, 2013).

The objective of this study was to assess retention, and 
factors associated with it, for two faith-based non-govern-
mental residential treatment centers in Tijuana, Baja Cali-
fornia, Mexico. Based on findings reported by the previous 
literature, our hypotheses were that higher odds of reten-
tion would be associated with: older age, higher education-
al attainment, court-mandated admission, internal locus of 
control, use of substances other than cocaine or heroin and 
single-substance use, and higher religiosity and spiritual-
ity. We also hypothesized that specific religious affiliation 
would interact with the center’s religious orientation, so 
that when the orientation of client and center coincided, re-
tention would be more likely.

METHODS

Study design

This was a cohort study of interns in two treatment centers.

Sites

The study was conducted in two centers, henceforth re-
ferred to as C1 and C2. C1 is an EP center, directed by a 
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minister, and the religious practices and belief system of 
Evangelical Pentecostalism form the chore of its treatment 
model (Odgers, Galaviz, & Hernandez, 2009; Stoll, 1990). 
C2 is 12-step based, and while spiritual aspects are consid-
ered central, it is not guided by a specific religion. Evan-
gelical and Jehovah’s Witnesses services are common but 
not mandatory, and Catholic altars and images are present 
in the facilities. Both centers accept male drug and alco-
hol users from 18 years of age. They have weekly visits by 
physicians, who are available for emergency calls, but no 
mental health professionals. Both centers provide free (or 
payable with work at the center) attention to clients in need, 
and charge a fee to those who can pay that varies depending 
on the length of treatment and the client’s (or his family’s) 
ability to pay. During the study, fees varied from roughly 
$1,000 to $6,000 Mexican Pesos (≈ $50 - $300 US at the 
time of the study) for a three-month stay. This article is part 
of a wider study of the EP rehabilitation centers in Tijuana, 
and details of the story, characteristics, and treatment model 
of the centers can be consulted in previous articles (Galaviz 
& Odgers, 2014; Hernández & Ortiz, 2015). Recruitment 
for the study began in September 2014 and continued till 
June 2015.

Participants

All newly admitted clients (i.e., clients who were not already 
in the center at the time the study began) who fulfilled in-
clusion criteria and were willing to participate during the re-
cruitment period. Inclusion criteria were: 1. age 18 years or 
older; 2. first admission at the center during the study period 
(i.e., no readmissions were included); 3. having no cognitive, 
language or other impediments to understand the informed 
consent procedure and answer the questionnaires; 4. agree to 
participation after an informed consent procedure.

Measures

We defined our outcome measure, retention, as having 
stayed in the center for at least 90 days. This was based 
on the one hand on the literature that suggests 90 days to 
be the minimum stay that provides significant benefits, and 
on the other because both centers defined their treatment as 
completed if the client had stayed for that period. We con-
sidered as retentions all clients who at the time of the 90-
day follow-up either: 1. were still at the center; 2. had left 
the center because of conclusion of their treatment period 
(self-reported or according to the center’s records); 3. were 
at a different unit of the same center.

All independent variables were measured at baseline. 
Socio-demographic characteristics included age, educa-
tion, marital status, and migratory experience in the United 
States. The last variable was included because in Tijuana 
some clients live in the United States and have come across 

the border for treatment, and some are return Mexican mi-
grants (either voluntary or deported). Participants were also 
asked the motive of admission (response categories: volun-
tary, court-mandated, medical referral, school or workplace 
referral, and admitted at the request of family or friends).

We measured social support with the question “At the 
time of admission, were you in touch with your family?” 
(yes/no), and with the sum of four questions about perceived 
social support (e.g., “Do you usually have someone to show 
you love and affection?”) with answers ranging from “nev-
er” to “always”. Possible scores in the later ranged from 
0-16, with a higher score indicating more perceived support.

We assessed cognitive state with the Mini-Mental 
State Examination (MMSE), in the Spanish version em-
ployed by Mexico’s Secretaría de Salud (Folstein, Folstein, 
& McHugh, 1975). Scores range from 0-30, with higher 
score indicating a better state. The MMSE has good sensi-
tivity for the detection of cognitive impairment (77% in a 
study with older adults, with a false-positive rate of 16%) 
(Borson, Scanlan, Watanabe, Tu, & Lessig, 2005). Having 
no standardized cutoff points for adult Mexican popula-
tion, we employed the 25th percentile of a Mexican older 
adult population (Mokri, Ávila-Funes, Meillon, Gutierrez, 
& Amieva, 2013), and excluded participants scoring 22 
points or less.

Participants also completed the Brief Cope question-
naire in the Spanish version (Carver, 1997). The 24 items 
of the Brief Cope describe possible ways of responding 
to difficult or stressful situations, which are classified in 
12 coping styles (Self-Distraction, Active Coping, Deni-
al, Substance Use, Use of Emotional Support, Behavioral 
Disengagement, Venting, Positive Reframing, Planning, 
Humor, Acceptance, and Religion). The items correspond-
ing to each style are summed to obtain style scores ranging 
from 2-8 (higher score indicates more frequent use of the 
coping style). The reliability of the 12 subscales included 
in the 24-item version of the Brief Cope ranges from Cron-
bach’s α = .50 to α = .82 (Carver, 1997). Following the Brief 
Cope authors’ recommendation, we employed for the analy-
sis the score in each of the 12 styles as separate independent 
variables. 

We evaluated locus of control with the Drug Related 
Locus of Control (DRLOC) questionnaire, a 15-item in-
strument that measures the perceived ability to control drug 
use, with a reliability coefficient Cronbach’s α = .81 and 
significant correlations with measures of addiction severity 
and self-esteem (Hall, 2001). The DRLOC consists of pairs 
of affirmations from which the participant must choose, one 
representing internal (scored as 1), and the other external 
locus of control (scored as 2). Following the authors recom-
mendation, we averaged all 15 items for the analysis, for a 
resulting continuous score of 1-2, with a value closer to 1 
indicating internal locus of control, and a value closer to 2 
indicating an external locus of control.
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To evaluate drug use in the previous month, partici-
pants were asked whether they had used each one of a list 
of substance types in the 30 days before admission to the 
center. We explored the association between each substance 
and retention, as well as the association between number of 
substances (1 vs. 2 or more) and retention. We also evaluat-
ed the association of retention with the number of previous 
residential and outpatient drug treatments.

To assess religiosity and spirituality, we employed the 
Duke University Religion Index (DUREL), a five-item in-
ventory of participation in organized religious activities, 
participation in non-organized religious activities, and in-
trinsic religiosity (i.e., importance of spiritual aspects in 
the subject’s life). The three dimensions are scored and an-
alyzed separately, with higher scores indicating more reli-
giosity/spirituality. The score for organized religious activi-
ties is the answer to the first question (response range 1-6); 
the score for non-organized religious activities is the answer 
to the second question (response range 1-6, reverse coded); 
and the score for intrinsic religiosity is the average of the 
three remaining questions (range 1-5). In diverse studies, 
Cronbach’s α for DUREL ranges from .78-.91, and it has 
values of convergent validity with other measures of religi-
osity ranging from .71-.86 (Koenig & Büssing, 2010). Last-
ly, we analyzed the response to a question about religious 
affiliation at the time of admission. The responses to this 
question were classified as no religious affiliation, Catholic, 
Non-Catholic Christian, and other.

Procedures

During the recruitment period, research assistants visited 
the centers weekly, recording the number of new admis-
sions from the centers’ registers and listing clients who 
had finished detox during the past seven days. Those who 
had finished detox in the previous seven days were invited 
to participate if they fulfilled the inclusion criteria. Those 
who agreed were screened with the MMSE (Folstein et al., 
1975).

Follow-up interviews were conducted at 30, 60, 90, 
120, and 180 days, from the date the participant had fin-
ished his detox period. A range of ± 10 days around the pro-
grammed date was accepted for the interview. Follow-ups 
took place either at common areas of the centers (taking 
care that no third person was within hearing distance), or by 
phone when the participant had already left the center. Al-
though the follow-up questionnaires included the baseline 
instruments, however in this article our dependent variable 
of interest is retention and the baseline characteristics asso-
ciated with it. Therefore, we use information only from the 
baseline questionnaire and data on retention at the 90-day 
follow-up.

All field procedures were conducted by previously 
trained research assistants with at least some college educa-

tion. The training included reviewing the aims of the proj-
ect and the objective of each part of the questionnaire and 
practicing the application of questionnaires with members 
of the research group. A psychologist with a PhD in Neuro-
sciences and experience in the application and research-re-
lated use of the MMSE provided training for the application 
of that instrument.

Statistical analysis

First, we conducted descriptive analyses of retention and 
of baseline characteristics of participants, overall and by 
center. To further explore the association between each in-
dependent variable and the dependent variable, we fitted 
bivariate models, stratified by center. As retention is a di-
chotomous outcome, with value of one if the participant had 
completed three months in treatment, and zero if he had not 
completed that period, we employed logistic regression to 
model the association.

Our main purpose in the statistical analysis was to as-
sess the association between the independent variables and 
retention in treatment. We began with a model with all in-
dependent variables, and then sequentially eliminated vari-
ables with the higher p-values. We first obtained one mod-
el for each center, to observe if the independent variables 
associated with retention differed by center. Afterwards, we 
fitted a model for both centers, with the center as a further 
independent variable. We explored interaction terms of cen-
ter-by-independent variable, for those independent variables 
that had shown differential effects between centers in the 
previous steps, and retained interactions with p < .05. We 
assessed the fit of the model for both centers with the same 
criteria as above. Missing data were handled with case-wise 
deletion. All analyses were conducted with Stata (Version 
13) (StataCorp, 2013).

Ethical considerations

The Ethics Committee reviewed and approved all pro-
cedures in the study, and participants read and signed an 
informed consent form. The confidentiality of participants 
was guaranteed using an identification number in question-
naires (i.e., no name was registered in the questionnaires or 
data bases). Names and contact data of participants were 
kept in a password-protected file. Consent forms were kept 
in a locked drawer.

RESULTS

During the recruitment period, 610 clients were admitted 
to the centers, of which 486 (79.7%) were invited to par-
ticipate (Figure 1). Of those admitted, 6.7% (41/610) aban-
doned treatment less than seven days after admission, so it 
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was not possible to approach them during the weekly visits 
of the research team. A further 83 clients (13.6% of those 
admitted) were not approached because the staff reported 
they were working or otherwise engaged at the time of the 
research team visit. According to the researchers’ observa-
tions, some of them might have already left the center at the 
time, while others would be best described as polite refus-
als. The baseline questionnaire was responded by 328 par-
ticipants (53.8% of admissions). At the 90-days follow-up, 
127 of them were still in or had completed treatment, for 
a retention rate of 38.7% (127/328). Assuming a scenario 
where all admissions for which there was no information 
had completed or were still in treatment at three months, 
the retention rate would have been 60.8% (371/610). Con-
versely, on a worst-case scenario, where all of them had 
abandoned treatment, the retention rate would have been 
20.8% (127/610). The retention rate among those who com-
pleted the baseline interview was 32.5% (52/160) for C1, 
and 44.6% (75/168) for C2. Regretfully, the centers do not 
keep complete records on all admissions, so it is not possi-
ble to compare the characteristics of those who answered 
the baseline questionnaire, with those of all admitted.

In Table 1 we show the baseline characteristics of the 
328 eligible participants. Mean age was 33.1 years, and the 
more frequently consumed drug was methamphetamine. 
Those who started treatment at C2 were slightly older, a 

higher percentage had lived in the United States, and the 
prevalence of heroine/opioid use in the last 30 days was also 
higher. The average score in the Intrinsic Religiosity sub-
scale of the DUREL was higher in C1. A higher percentage 
of participants self-declared as Non-Catholic Christian in 
C1, while a lower percentage of participants had no religious 
affiliation. Scores in the Brief Cope subscales were similar 
between centers, except for a higher score in the Venting 
copying style (e.g., “I expressed my negative feelings”) in 
C2 (not shown in Table 1). Of notice, none of the partici-
pants had been admitted by legal request (court-mandated 
admission): the only observed motives of admission were 
either voluntary or at the request of family or friends.

In Table 2 we show the associations of the independent 
variables with retention, stratified by center. In C1, older 
age was associated with higher odds of retention, while the 
Behavioral Disengagement copying style (e.g., “I gave up”) 
was associated with lower odds. There was a significant bi-
variate association between retention and the religion copy-
ing style (e.g., “I prayed or meditated”), but it disappeared 
after adjusting for other variables. Methamphetamine use 
was associated with higher odds of retention. Catholic and 
Non-Catholic Christian religious affiliation were also as-
sociated with retention. In C2, having lived in the United 
States and having been admitted at the request of family or 
friends were associated with higher odds of retention, while 
using heroin/opioids was associated with lower odds.

In the final model combining data from both centers 
(Table 3), older age was associated with higher odds of 
retention, and using heroin/opioids with lower odds. As 
shown by the center-by-referral source interaction, having 
been admitted at the request of family or friends was asso-
ciated with retention in C2, while no association was ob-
served in C1. The center-by-religious affiliation interaction 
coefficient shows that in C1 being Catholic or Non-Catholic 
Christian was associated with retention, while in C2 reli-
gious affiliation had no observable effect. The interaction 
term can also be read as showing that those with no reli-
gious affiliation were more likely to stay in treatment in C2 
than in C1, while for those with a religious affiliation the 
odds of staying were similar between centers.

DISCUSSION AND CONCLUSION

The 38.7% three-month retention rate in this study is low, 
but within previously reported ranges. Although differences 
in follow-up time make comparisons difficult, in the Chris-
tian residential treatment studied by Sung and Chu (2013), 
the 18-month retention was 18%, and in the study by Par-
hami et al. (2014) of a Jewish religious treatment center the 
six-month rate was 55%. In non-religious centers, retention 
rates also vary widely (McKellar et al., 2006; Meier & Best, 
2006; Mulder et al., 2009).

Figure 1. Flow diagram of admissions, enrolled in study and retained 
in treatment.

Admitted
(n = 610)

Not approached (n = 124)
   Treatment abandonment (n = 41)
    Working or busy (n = 83)

Approached
(n = 486)

Not screened for enrollment (n = 110)
   Refused (n = 92)
    Did not speak spanish (n = 1)
    Cognitive reasons (n =17)

Screened for
enrollment
(n = 376)

Excluded because of score in
Minimental State Examination
(n = 48)

Eligible
(n = 328)

Not in treatment at 3 months (n = 198)
   Treatment abandonment (n = 181)
    Asked to leave by staff (n = 8)
    Left because medical condition (n = 4)
    Unknown reason (n = 5)

Remained in
treatment at 3 

months}
(n = 127)

Situation at 3 months unknown  (n = 3)
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Similar to the findings of another study (Arndt et al., 
2013), age had a direct association with retention. We can-
not explain this finding, but from field observations we 
believe that it might be the case that older drug users are 
readier for a “time out” of drug use due to the physical con-
sequences of it. However, the association could also be due 
to confounding by unmeasured variables.

On the other hand, social support has been shown to 
increase drug treatment retention (Lang & Belenko, 2000; 
Lewandowski & Hill, 2009). While we did not find an asso-
ciation with contact with family or perceived social support, 
the association between admission at family/friends request 
and retention might in part be explained by closer social 

relationships. Field observation in C2 showed that those ad-
mitted at family request were placed in a more closely mon-
itored sleeping area within the center. However, an analysis 
adjusting for sleeping area still showed a significant asso-
ciation between admission at request of family/friends and 
retention in C2, so we might speculate that for this study 
the variable was a proxy, either of special living conditions 
within the center, or of other effects of family involvement 
in the client’s treatment.

As opposed to other studies (Meier et al., 2006; Tate 
et al., 2008), none of the psychological variables explored 
had an association with retention in the multivariate model. 
On the other hand, heroin/opioid use was associated with 

Table 1
Baseline characteristics of participants, total and by center

Variable
Center 1
(n = 160)

Center 2
(n = 168)

Total
(n = 328) p-value1

Age (M, S.D.)2 31.9 (11.0) 34.2 (10.7) 33.1 (10.9) .052

Education (%)
	 Elementary or less 24.5 25.6 25.1 .623
	 Junior high 39.0 32.7 35.8
	 High school 33.3 36.9 35.2
	 College or more 3.1 4.8 4.0
Marital status (%)
	 Single 56.9 46.7 51.7 .177
	 Married/common law 30.0 35.9 33.0
	 Separated/divorced/widowed 13.1 17.4 15.3
Ever lived in the United States (%) 48.1 62.3 55.4 .010

In touch with family (%) 84.9 80.7 82.8 .318

Social support score (M, S.D.) 12.4 (3.5) 12.1 (3.6) 12.3 (3.6) .413

Motive of admission (%)
	 Voluntary 66.0 56.0 60.9 .062
	 At request of family/friends 34.0 44.1 39.1
MMSE2 (M,S.D.) 26.7 (2.2) 26.9 (2.2) 26.8 (2.2) .470

Previous month use (%)
	 Alcohol 69.6 63.2 66.4 .223
	 Cocaine/crack 19.1 17.2 18.1 .654
	 Metamphetamine/amphetamine 81.7 81.6 81.6 .991
	 Heroine/opioids 8.3 27.6 18.1 < .001
	 ≥ 2 drugs 59.5 66.9 63.2 .171
Previous treatment (median, IQR2)
	 Residential 1 (0-3) 2 (0-5) 1 (0-4) .109
	 Outpatient 0 (0-1) 0 (0-1) 0 (0-1) .075
DUREL2

	 Organized religious activities 2.8 (1.8) 2.5 (1.5) 2.7 (1.7) .173
	 Non-organized religious activities 2.6 (1.8) 2.9 (1.8) 2.8 (1.8) .276
	 Intrinsic religiosity 4.0 (1.2) 3.7 (1.4) 3.8 (1.3) .042
Religious affiliation (%)
	 None 31.8 39.5 35.8 .004
	 Catholic 19.5 29.6 24.7
	 Non-Catholic Christian 42.9 24.1 33.2
	 Other 5.8 6.8 6.3
Note: 1p-value for difference between centers. χ2 test for difference of percentages, t test for difference of means, 
rank sum test for variables with non-normal distribution; 2MMSE = Mini-mental State Examination; IQR = in-
ter-quartile range; DUREL = Duke University Religion Index.
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Table 3
Association of baseline characteristics with retention in 
treatment at three months (both centers)

Variable OR1 95% CI 95% CI p-value

Center (reference C1) 2.74 .95 7.85 .061

Age 1.04 1.01 1.06 .002

Motive of admission
	 Voluntary Ref.
	 At request of family/friends .85 .38 1.87 .680
C2* Admitted at request
of family/friends 3.41 1.19 9.72 .022

Used heroine/opioids
in past month .50 .25 1.00 .049

Religious affiliation
	 None Ref.
	 Catholic 3.77 1.27 11.20 .017
	 Non-Catholic Christian 3.03 1.19 7.74 .020
	 Other 2.11 .35 12.71 .415
C2*Catholic .19 .05 .74 .017

C2*Non-Catholic Christian .40 .11 1.40 .150
C2*Other .61 .06 5.92 .670
Note: 1Multivariate logistic regression, dependent variable: three-month re-
tention, adjusted by all variables in Table. N = 313. 

lower odds of retention, as has been reported before (Arndt 
et al., 2013). This might be due to the strong addictive 
properties of this group of substances, combined with the 
lack of a specific therapy for the management of withdraw-
al in the participant centers. In future studies, it will be in-
teresting to continue exploring if and which psychological 
traits are associated with retention in this population, and 
how to address the needs of clients with different drug use 
patterns.

Regarding the religious aspects, it is interesting to no-
tice that C1, the EP center, received more clients who were 
affiliated with a religion and spiritually oriented. In addi-
tion, those who started treatment at C1 were more likely to 
stay if they were either Non-Catholic Christian or Catholic, 
as compared to those without religious affiliation. The as-
sociation was more marked amongst Catholics. Although 
any interpretation is speculative, we think this indicates that 
having a religious or spiritual disposition facilitated reten-
tion in C1, where religious aspects were a more salient part 
of the treatment. While it could be hypothesized that the 
concordance between the specific religious affiliation of 
center and client would be important in this regard, accord-
ing to our data it was not concordance in affiliation (i.e., 
being a Non-Catholic Christian in a Non-Catholic Christian 
center), but the agreement between the general religious 
orientation of client and center, that was associated with in-
creased retention. At C2, where religion has a less salient 
place in the treatment model, most clients had no religious 
affiliation, and affiliation made no difference in terms of re-
tention. Conversely, for those with no religious affiliation 

retention was significantly higher at C2. These results sug-
gest that the outcome of treatment in faith-based centers 
might depend on the initial religious/spiritual condition of 
the client. However, the interrelations between religion and 
spirituality, and mental health treatment, are very complex 
(Vanderpot, 2014), and more in-depth exploration is guar-
anteed.

An important limitation of our data is the high propor-
tion of those admitted at the centers that were not enrolled 
in the study. Given the lack of information about those not 
enrolled, it is difficult to assess the representativeness of 
our sample. The participants’ distribution by age and drug 
of use was similar to what is reported for Baja California 
by the national addiction surveillance system (Secretaría de 
Salud, 2015), but we cannot assess if they were comparable 
in terms of other characteristics. Thus, a recommendation 
for future studies in this type of centers is that the research 
team collects its own statistics of admissions to assess se-
lection bias. Another limitation of our study was that, hav-
ing collected data in only two centers, the results cannot be 
generalized to the population of non-governmental centers 
in either Tijuana or Mexico.

To conclude, the faith-based centers in this study had 
a low retention rate that was associated with personal reli-
gious affiliation in the EP center. This suggests that a match 
between a person’s religious convictions and those of the 
center could be important for retention. In the absence of 
sufficient public services for substance use disorders in 
Mexico’s health system (Garcia, 2015; Lozano-Verduzco et 
al., 2015; Marín-Navarrete et al., 2013), the initiatives of 
civil society and religious groups will continue being the 
main source of attention for the most vulnerable population. 
In this context, more research is needed to clarify the utility 
of faith-based centers for religious and non-religious drug 
users, and to suggest ways of improvement.
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