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Drug use is a psychiatric disorder which imposes medical and financial burdens on the healthcare 

systems of the countries in the world. This issue becomes more complicated when cross-

culturally different groups such as refugees use illicit drugs in the country of resettlement.  

Iran hosts one of the world’s largest refugee populations since the beginning of Afghanistan’s 

unrest in the late 1970s. In the last three decades, a number of factors including insecurity, war, 

violence and unemployment have led many Afghans to seek refuge abroad, primarily in the 

neighboring countries including Iran. At the peak of the Afghan refugee crisis in 1991 and 1992, 

more than three million Afghans were easily hosted by Iranian government (1). After more than 

a decade after the end of the Taliban regime in Afghanistan, approximately one million Afghan 

refugees have remained in Iran (2).  

Estimates show that Afghanistan is responsible for more than 90% of the world’s illicit opium 

production, and more than half of that product is illegally transited across the Iranian-Afghan 

border (3). Furthermore, a third of Afghan heroin, which accounts for more than 90% of world 

supply, is trafficked through Iran (4). However, Iran is not just a transit point for these drugs as 

they are smuggled into the Middle East region, European countries, and beyond. Studies show 

that recreational and social opium use is a traditional habit among Afghan people (5) while a 

study showed that the majority of Afghan intravenous drug users (IDUs) started injecting heroin 

in Afghanistan and a few started injecting in Iran (6). The refugee experience may lead to a range 

of psychiatric problems, such as drug use problem. Although a great number of Afghan refugees 

live among Iranian residents in different parts of Iran but there is a crucial paucity of research on 

the prevalence of drug use problem among Afghan refugees in Iran. There is also a paucity of 

research on their knowledge on the available treatment options for drug use in Iran. Lack of 
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knowledge on this issue could lead to emerging health problems, as well as, social, financial, and 

legal problems for Iranian healthcare system and the community and need extensive research. 

Methadone and buprenorphine maintenance treatment programs are widely available in Iran (7) 

and there is greater involvement of nongovernmental organizations (NGOs) in drug use 

treatment especially HIV/AIDS prevention and IDUs have easy access to outreach and needle 

and syringe programs through drop-in centers (8, 9). Although drug use treatment and harm 

reduction programs are widely available for Iranian drug users and Afghan refugees in Iran and 

the United Nations High Commissioner for Refugees (UNHCR) in Iran has increasingly 

contributed to providing drug-related harm reduction services for Afghan refugees in Iran but 

there is evidence that drug-using Afghan refugees have limited information on this issue and 

more information should be given to drug-using Afghan refugees about wide availability of 

inexpensive drug use treatment and harm reduction programs for refugees in many parts of Iran.  

Afghan refugees have generally limited education, reside in urban areas among Iranians and are 

engaged in manual labors, and only 3% of Afghan refugees reside in refugee camps (10). There 

is a need to develop drug education for them in Iran. Studies show that individuals from minority 

backgrounds demonstrate greater variability in their educational experiences which can play the 

role of an intervening variable (11). A considerable number of refugees come from highly aural 

cultures, where there is less emphasis on training in writing and understanding (12). These issues 

have important educational implication and should be considered in designing and implementing 

drug education for them in Iran.  

Drug use treatment could become complicated by cultural and linguistic factors. Although Iran 

and Afghanistan share several religious, linguistic, and ethnic groups that create cultural overlaps 

between the two countries but Afghan refugees in Iran are culturally and ethnically diverse (13). 

Estimates show that Afghan people are linguistically diverse (14, 15, 16). Studies show that 

consideration of ecological contexts is critical in work with people from different cultural 

backgrounds (17) and problems with miscommunication may arise frequently (18). Such 

diversities in ethnicity, culture and language should be emphasized in treating drug-using Afghan 

refugees who refer to drug use treatment clinics and centers in Iran. Considering such diversities 

could increasingly contribute to more treatment adherence, stability in drug use treatment and as 

a result, better treatment outcomes. 
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Clinicians and health providers who work on drug use treatment of Afghan refugees should be 

informed and trained about drug use problem and its relationship with refugee experience. 

Special training courses are necessary to be designed and implemented by policy makers to train 

Iranian clinicians on refugee experience, drug use, implications that cross-cultural differences 

could impose on drug use treatment and the necessity of drug use treatment in a sensitive cultural 

and linguistic treatment setting. Some researchers have suggested the development of training 

programs for psychologists who work with refugees (19, 20). Gonsalves (1992) suggested that 

patients’ treatment needs are changing and the role of clinicians who implement treatment 

services must change according to their patients’ needs and treatment need must be evaluated at 

different stages of resettlement (21).  

The efforts of Iranian practitioners to meet the treatment needs of drug-using Afghan refugees 

are appreciable but further steps should be taken. In a study on differences in HIV awareness and 

knowledge between Afghan IDUs who were refugees compared to those never having left 

Afghanistan, 464 IDUs were interviewed. Most of them (86.4%) had lived or worked outside the 

country in the past ten years. Awareness of HIV was reported by 46.1%; those having been 

outside the country in the last decade were significantly more likely to have heard of HIV. 

However, of those aware of HIV, only 38.3% could name three correct transmission routes; 

Additionally, those living outside the country in the last decade were not more likely to have 

knowledge about modalities of HIV prevention, indicating that prevention and education efforts, 

both in Afghanistan and neighboring countries including Iran, are not reaching the most 

vulnerable populations (22). 

As the numbers of Afghan refugees in Iran remain exorbitantly high, there is an increased need 

to collaborate and share resources and expertise on drug use treatment with local and 

international organizations such as UNODC, UN, WHO and UNHCR. Collaboration among 

clinicians as well as between clinicians and other service providers and disciplines is critical to 

ensure systems and services continue to evolve and improve. Clinicians and health providers 

should consider the cultural specificity of drug-using Afghan refugees as a vulnerable group in 

drug use treatment centers in Iran and this issue must be implemented during tailoring of national 

drug use treatment programs.  
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