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Abstract

The use of substances, especially opiates, has been a longstanding and significant problem in Iran. In response, Iran

has experimented with a wide range of policies including nonintervention, regulation, legalization, prohibition, and

criminalization. Exploring Iran’s substance use policies suggests that the Iranian government has been more concerned

with byproducts of policies such as financial revenue, promoting diplomacy, and maintaining power, rather than

genuinely alleviating the substance trade and addiction. First, we explore how opium taxation was the core substance

use policy before oil became the main source of government income. Second, we discuss how conflicts of power

between the health sector and other stakeholders relegated the role of the health sector and medical professionals.

Lastly, we analyze the post-1979 revolution policies when Iran experienced social desolations, such as during the Iraq-

Iran war and the subsequent economic recessions. We reveal that stigmatization and scapegoating of people who use

substances have been used as a cover-up to obscure deeper social problems. This historical analysis ultimately

reveals that Iran’s substance use policies have largely neglected medical approaches in favor of more oppressive, but

politically expedient options.
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Introduction

Iran has long struggled with substance use, particularly with the use of opiates [1][2][3]. The prevalence of substance use

among the general population or specific groups has been estimated to be between 2 to more than 10 percent in the past

century [4][5][6][7][8]. Besides the astounding estimate of 11 percent prevalence of opium dependence in the general

population in 1949 [5], other estimates have mostly been between 2 to 5 percent. Interestingly, a recent study has

estimated that 24.1 percent of the male population has tried substances more than once [9]. Although in the past two

decades the authorities have questioned and underrated the authenticity of prevalence estimates of substance use, the

official data has not dropped below 5 percent. The problem has been so profound and peculiar that numerous poets [10],

historians [11], and international tourists [12] have referred to it in recent past centuries. Iran’s long historic experience in

dealing with the problem provides valuable substance for policymaking scholars. Tackling the substance use problem,

Iran has experimented with the widest variety of approaches and cycling paradigms including nonintervention,

legalization, prohibition, and criminalization [13]. More often than not, a thorough historical analysis of previous policies has

failed to guide the application of policy shifts. This template of switching policymaking characterized by a lack of historical

justification may result in methodological errors, namely error tolerance [14][15], where the observer assumes a causal

relationship between coincident or subsequent phenomena, without considering an evidence-supported examination of

that assumption. Even when standard measurements and scientific methods are utilized, methodological errors could

lead to another conceptual error called linearity [14]. In this condition, the property of a relationship or the function between

two variables disables the capacity for the proper prediction of the future (e.g., harsher substance use criminalization will

result in more decrease in the prevalence of substance use).

Despite the ahistorical paradigm of Iran’s substance use policymaking, the current review strives to analyze the latent

sociological dynamics [16] that might better explain the motivations behind the application of certain types of policies at

different moments in Iran’s history. In fact, instead of focusing on well-being and health of individual citizens, substance

use policymaking in Iran has largely been dominated by political exigencies rather than scientific principles. To better

understand the alternating nature of the Iranian policy, we review the history of substance use policymaking within a

broader perspective of Iran’s history.

Revenue over Citizens Welfare: The Shanghai Conference and the Push for Regulation

1909-1930

The first important involvement of Iran in substance use policymaking in modern times dates back to the participation of
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an Iranian delegation in the United States-convened conference of thirteen nations, called the International Opium

Commission, from 5 to 26 February 1909 in Shanghai, China. The conference became an array of dynamics of power

between Britain and the United States in the Far East [17]. Even though under the influence of Adam Smith’s theories of

capitalism [18] and thanks to the two opium wars of 1839-1842 and 1856-1860 [19] the British had accomplished military

and trade dominance in the region, the US had begun competing with Britain over China as a potential market for US

economy. Therefore, the conference resolution became more in favor of China’s interests compared to forgoing British

policies [20]. The timing of the conference coincided with one of the deepest political unrest in Iran when the Russia-

backed king, Mohammad Ali, was trying to abolish the recently ratified decree of constitutionalization of the monarchy by

his father, the late king. The political upheaval was a direct consequence of interference, the exercise of power, and

competition between Britain and Russia over Iran [3][21]. Given its limited ties with the US in 1909 and its low share of

opium production — no more than two percent of total world production [17] it appears that it were the British who insisted

on inviting Iran to the conference to save more votes in rivalry with the US. Some scholars have even argued that Britain

was acting as a narco-empire [22] and had to defend itself from the US prohibitionist approach. Despite all the odds, the

ultimate result of the conference for Iran was to levy a tax on opium production and export. This was the first time that the

Iranian government had officially decided to use opium production and export as a source of revenue [23]. The government

learned that substance use policy was not simply limited to controlling the supply of opium. It was, therefore, contemplated

that similar to other governments — such as Britain, the Netherlands, and France — the control of opium production and

its market through taxation, would not only turn into a source of revenue for the government but also would provide the

government with foreign exchange gained from opium export [5]. In the 1912 Hague conference, some countries pushed

for more stringent limits on opium exports. The conference's demand on Iran to limit opium production, however, was not

welcomed. By 1912, Iran had replaced India as China’s primary source of opium import and had become one of the

largest producers of opium [3]. In addition, in 1922 Iran hosted a US financial mission that one of their objectives was to

help the government in collecting opium taxes; before that time 80% of all opium produced in Iran had evaded

taxation [23]. By 1923, 25 percent of the whole export revenue of the government was from opium [24].

Before 1880 the government approach to opium cultivation, trade, and consumption had been a laissez-faire

regime [25] and interactions among generally private stakeholders of the opium trade were based on free-market rules.

However, prohibitionist approaches to opium and alcohol also have a long history — upwards of 400 years [6][26]. From

1880 to 1946 pressures to control the substance trade led the Iranian government to regulate the cultivation and use of

substances [27][28]. As we will discuss in the following paragraphs the government recognizing the value of opium as a

regulated good first imposed taxes on the consumption and export of opium and eventually monopolized its production

and sales in the 1920s [25][28]. The monopoly program was later expanded under the supervision of Arthur Millspaugh,

who had served as an adviser to the US State Department's Office of Foreign Trade, and was hired by the Iranian

government 1922-1927 to renovate Iran’s financial management [25]. The model proposed by Millspaugh was adopted

from the US Harrison Narcotics Tax Act of 1914 [29].

The financial benefits of the opium trade were so lucrative that in 1928 the government introduced a bill to monopolize the

opium trade [25][30]. The exclusive focus of the initial draft on the opium trade caused the parliament to insist on the
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inclusion of an additional clause to the bill committing the government to provide treatment for people who used opium. A

government that had long been struggling to generate revenue and foreign currency, began to facilitate opium

consumption for tax revenue. The opium taxation was so remunerative that in (many) instances opium was forcibly sold to

people as an obligatory accessory to necessary goods such as sugar [24]. Despite the common belief that by opium

taxation the government revenue would increase progressively, however, in 1926, the upward trend of revenue stalled,

and by 1929 the revenue began to decrease (See Table 1) [23].

Year Current (Krans) Adjusted (1965)

1922 11,866,365 182,559,4662

1923 11,113,870 185,231,1667

1924 14,899,000 232,796,000

1925 16,391,000 256,109,000

1926 15,701,000 241,553,000

1927 13,482,000 224,700,000

1928 16,745,000 293,771,000

1929 9,963,000 166,050,000

1930 10,545,000 170,080,6645

   

Table 1. Impact of opium taxation on

state revenue.

Source: Hensen (2001)

 

It may, therefore, be concluded that Iran’s substance use policy in this period was a product of the government's need for

revenue, rather than a commitment to tackling the problem of a huge number of people dependent on opium. Perhaps the

Iranian authorities were not aware of the Chinese experience and the negative consequences of taxation over opium

during the sixteenth to nineteenth centuries that led to a huge national crisis of opium dependence [31]. Possibly even if

they were aware of that experience but as the grand strategy of the government in the early 1900s was a hastened

industrialization of the country and there was an immediate need for revenue and foreign currency, that grand strategy had

cast a shadow over the potential negative health consequences of substance use.

Medical Discourse: The Rise and Fall of Physicians 1930-1960

Opium has been known to people living on the Iranian plateau at least since the second millennium BC. Traditional

healers and premodern physicians prescribed opium as a potent pain killer [25][32]. However, in the 1930s Iranian

physicians began to systematically react to the epidemic of opium dependence. Key Iranian physicians from different

disciplines established the Association Against Opium and Alcohol (AAOA) [33]. During the period of their activity (1930-

Qeios, CC-BY 4.0   ·   Article, August 21, 2023

Qeios ID: Q0PMCL   ·   https://doi.org/10.32388/Q0PMCL 4/15



the 1960s), AAOA had a position of criticizing the government's opium taxation policies and demanded prohibitionist

approaches including treatment of dependent individuals [25][26]. A 1936 report of the office of the prime minister revealed

that most of the privates who enlisted for military service were opium dependent. The report sent shock waves through the

medical and political establishment and resulted in the creation of the Council Against Opium and Alcohol (CnAOA),

consisting of representatives from the ministry of health and other sections of the government, tasked with policy

development and decision making [25][33]. The orientation of CnAOA, however, was in favor of the government monopoly

and the government's fiscal revenue from opium taxation and export. But one difference from earlier periods was that the

council also suggested plans for the treatment of people who were dependent on opium. CnAOA also recommended the

control of alcohol. However, the ministry of finance and the customs office never practically followed the resolutions of

CnAOA.

The differences in objectives and priorities of the CnAOA members ultimately led the council of ministers to direct the

ministry of health to establish and chair the Commission Against Opium and Alcohol (CmAOA) on behalf of the office of

the prime minister and with other ministries as members [33]. Under the chairmanship of the ministry of health, CmAOA

was ordered to supervise operations to control opium cultivation and trafficking. During the 1940s a morphine derivative

(ethylmorphine) — known as dionin — with analgesic and antitussive effects was introduced for the treatment of opium

dependence [11]. The CmAOA widely advocated for dionin as an effective treatment and tried to make it available through

pharmacies. The orchestrated efforts of AAOA and CmAOA resulted in a total ban on opium production and prohibition of

opium consumption in 1955 [28][33].

The involvement of the ministry of health in substance use policymaking during the 1930s and 1940s and the

medicalization of the problem could be described as clinging to power by the health sector. With their focus on dionin, one

could argue that the medical community tried to take greater ownership in shaping the Iranian substance use policy. By

banning opium cultivation and reducing the government revenue from opium taxation the dominance of medically oriented

substance use policy was further reinforced by the elimination of the role of the ministries of finance and agriculture. The

dominance of the medical community was also strengthened by CmAOA chairmanship of a psychiatrist who performed

regular opium-related health awareness radio programs. With the introduction of dionin, the health sector seemed to be

grasping the economics of opioid dependence by replacing opium with pharmaceutical opiates. The capital invested in the

opium trade was tried to shift to a new pharmaceutical market. The efforts of the health sector could be interpreted as

exercising the pharmacological determinism of substance dependence [13] for an inherent financial quest rather than a

health-based approach.

Dionin, however, did not prove potent enough to become a widely accepted replacement for opium. The health sector’s

push for power and its failure, therefore, was compromised by introducing the opium voucher program which distributed

opium as a form of maintenance medication. With the failure of the medicalization of substance use policy and with the

opium voucher program — which was a mere dispensing method with no medical services accompanied — in place, other

players who benefited from the monopoly of the government on the opium trade, such as ministries of finance and

agriculture, once again had the opportunity to influence substance use policy. Interestingly, a somewhat similar scheme is

being followed by the authorities in recent years as buprenorphine is being labeled as a “new” medication for substance
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use treatment and promoted over methadone.

With other physicians not interested in substance use-related health problems, psychiatrists were the only group that had

the potential to deal with substance dependence. But at that period psychiatrists and clinical psychologists were few in

number, and many were overwhelmed in dealing with patients with other mental problems. Psychiatrists in academia were

not interested either. There were few public health facilities under direct observation of the ministry of health, such as

Vanak Addiction Treatment Facility, as the only clinics providing opioid detoxification and tapering of opioid dependence

by methadone [27]. The Vanak center, in a sense, was a miniature of programs developed during the 1950s and 1960s in

the United States, such as the US Public Health Hospital in Lexington, Kentucky, and the Riverside Hospital in New York

City [34].

The medical community was only familiar with the dualism of disease and health, with no gray area in between.

Therefore, methadone maintenance was not welcome as a treatment. There was also a technical problem with the dosing

of methadone. Methadone was generally prescribed in low doses. In the late 1960s and early 1970s, heroin dependence

was replacing opium use and low doses of methadone did not result in promising effects [34][35][36]. Accordingly,

psychiatrists, too, became frustrated with the treatment of substance dependence. Fed up with the management of

substance dependence, the medical community no longer discussed medical, psychological, and behavioral aspects of

substance dependence. Therefore, it appears that psychiatrists were not interested in substance-use-related problems

and in the management of substance use during that period [27]. Iran was gradually embracing more law enforcement

strategies and ignoring health-based approaches.

Trafficking of Opiates and the Position of Pahlavi Royal Court 1960-1979

With Iran’s increasing oil export from the 1940s, the opium trade began to sideline. But when under the leadership of

premier Mohammad Mosaddegh 1951-1954, the parliament nationalized the British-controlled petroleum industry the

Iranian government was boycotted internationally over Anglo-Iranian oil company discord, and oil export revenue came to

a standstill. As a result, opium production and export as an auxiliary source for government revenue gained attention

again and opium-related earnings escalated to 20% of government revenues [23][25][26]. In 1953, however, the government

of premier Mosaddegh was overturned by a US-supported coup and King Mohammad Reza was reinstated in power. The

emerging US-Iran coalition began to shape Iran's substance use policy. As the export of oil again became the main

source of income for the government the opium share of the government revenue dropped to under two percent [23]. As

addiction rates began to rise across the US in the 1950s, Iran and Turkey were accused as the main sources of heroin

smuggled into North America [37]. In response to US pressure, in 1955 the Iranian parliament passed a bill prohibiting the

cultivation of opium [26][28]. Severe sanctions including capital punishment for trafficking of substances were also

imposed [25][28][38].

The harsh substance use policy that was put into effect in the late 1950s and early 1960s did little to relieve the addiction

problem [39]. Some scholars argue that Iran’s late 1960s harsh supply reduction policy was merely a trial testing of

Qeios, CC-BY 4.0   ·   Article, August 21, 2023

Qeios ID: Q0PMCL   ·   https://doi.org/10.32388/Q0PMCL 6/15



President Nixon’s 1971 “war on drugs” policy [40]. The royal decree of 1969 that resumed the legality of poppy cultivation,

however, was regarded as an aberrant move that was not welcome by the United States [25][28]. The driver for this

decision was the rise of Turkey and Afghanistan as opium producers, owing to Iran’s policy of banning production. The

resumption of opium production was planned to block heroin trafficking from Afghanistan. The main characteristic of Iran’s

substance use policy in this period was keeping a low profile, discordant policies, and following American approaches.

However, not only did opium use and dependence continue to remain a major problem, but heroin use also surged as a

new epidemic with serious consequences [41].

Either because of the high load of patients or the limited skills of psychiatrists, in that period the practice of psychiatry was

focused on the prescription of medications. Psychological and behavioral approaches were yet to set foot in mainstream

psychiatry in Iran. As a result, one would expect that Iran’s psychiatry should have welcomed methadone maintenance

therapy. However, there were practical issues that prevented psychiatrists from becoming optimistic about methadone

maintenance.

Revolution: Reinforcement of Harsh Approaches (1980-onward)

By unfolding the 1979 revolution, and based on revolutionary logic, social problems such as addiction were attributed to

the misconduct of the old regime. The new government’s prohibitionist solution was simple and absolute. The total

prohibition of substances reflected a primordial ethical dualism and, therefore, justified a criminalization approach [42][43].

Incidentally, a psychiatrist who had been in charge of “addictive medications” at the ministry of health for a long time and

who did not believe in medicalized approaches to behavioral problems became a substance use policy adviser to the new

government. By 1980, the revolutionary legislature banned opium production, trade, and consumption, and put severe

punishments in place and capital punishment was executed extensively on individuals convicted for trafficking

substances [28][42]. However, the number of people who used substances continued to soar. The medical professionals

who’d been concerned about substance use policies remained silent vis-à-vis the demedicalization of substance use

policy. Interestingly, though, the coup de grâce was triggered by a physician psychiatrist.

Pragmatism: (Re-) Emergence of Medical and Public-Health Models 1985-2010

The break out of the Iraq-Iran war in 1980 sidetracked substance-related concerns as a social priority. In the early years

of war, the vast majority of addicts were simply incarcerated for the crime of substance use, whereas capital punishment

was reserved for charges related to trafficking substances [42][43], bearing a resemblance to China’s policy in the mid-

1900s [44][45]. With prisons becoming congested the management of substance-dependent inmates became a huge

burden. Therefore, a boot camp regime under the supervision of the judiciary and provided by the welfare system was

adopted [42]. Nevertheless, boot camps soon became overcrowded too. The bootcamps program was limited to “cold

turkey” as the sole method of detoxification and meager social work. As expected, relapse of the clients upon release

from the camp was a rule rather than an exception. Not counting the inmates of the boot camps, in the 1990s, Iran's
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prison population rate was one of the highest in the world — around 200 per 100,000 population — with over half of the

inmates convicted over substance-related crimes including substance use [42].

Since the early 1990s substance use management in the welfare organization was revised with an abstinence-oriented

approach. As boot camps had already proven to be a failure, replacement of boot camps with medically oriented programs

were prioritized [46][47]. Self-help groups activity was also encouraged. The high relapse rate of detoxified clients, however,

was a strong signal that the model was not effective. The predominance of abstinence-based orientation, therefore, was

soon switched to primary prevention. The 1994 to 2000 prevention programs that mainly consisted of awareness-raising

interventions were later shown not to be effective [48]. Therefore, the need for more tolerant substance use policies that

were not limited to the dualistic approach of abstinence versus crime began to emerge [49]. In the late 1990s, the ministry

of health learned of a surge in the number of HIV-infected individuals who had a history of injection of substances and/or

imprisonment [50]. Based on ample evidence of its effectiveness, harm reduction soon became mainstream in the early

2000s [51]. Opioid replacement therapy as a bold harm reduction activity, for example, became available through more

than 6000 clinics [52][53]. Harm reduction was so successful that according to the ministry of health later identified cases of

HIV transmission routes shifted from unsafe injection to unprotected sexual contact [50][54].

It appears that despite the effectiveness of harm reduction in reducing HIV infection and its inherent effect in preventing

substance-related crimes, at present, neither the ministry of health nor the psychiatric community is comfortable with the

model of harm reduction and its management by private general practitioners. The objectives of harm reduction such as

reduction of HIV, overdose, and antisocial behaviors [55] have been eluded instead of short-term seclusion of people who

use substances from the community. For example, while licensure for running an opioid-substitution clinic under the

regulation of the ministry of health requires fulfilling several requirements, running a private boot camp with almost no

medical supervision may even not require higher education. Although since the mid-1990s the field of substance use

management in Iran has witnessed a rapprochement to medical and public health approaches [56], supply reduction has

remained the core of Iran’s substance use policy along with systematic scrutiny of the effectiveness of demand reduction

and harm reduction. As a result of a lack of political will, even within the ministry of health, harm reduction programs face

barriers to a level that sustainability of programs is far from guaranteed. The result of this negative trend can be seen in

the HIV prevalence trend among people who inject substances during the period of before years 2000-2020 in Table 2. As

seen in the table the growing prevalence of HIV injection before 2007 began to stabilize and even show a downward

move after the early years of the introduction of harm reduction services in the 2000s. However, as harm reduction failed

to remain a priority in substance policies the rate has kept constant and even worsened in some

years [57][58][59][60][61][62][63][64].

Table 2. Comparison of indicators of harm reduction impact in Iran during the period of 1997-2020.
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Year
People who inject
drugs

Adult HIV prevalence amongst people who inject
drugs (%)

Adult HCV prevalence amongst people who inject
drugs (%)

Reference

1997-
2004

 8.7  60

2005-
2007

 18  60

2008 240,000 12 35 57

2010 180,000 15  58

2012 170,000-230,000 15 50 59

2014 185000 15 50 61

2016 200000 14 50 62

2018 185000 14 52 63

2020 220000 14 52 64

Discussion

Throughout this paper, we have provided a historical analysis of the hidden agenda of Iran's substance use policy during

the past century. During this period Iran has adopted a wide range of policies with repeated swings and flashbacks. One

reason that despite the evidence that many of the health approaches in dealing with the substance use problem have

proven successful a firm position on a prohibitionist-criminal approach continues to dominate the substance use policy

might be the fact that the government in general, and the ministry of health in particular, are more concerned in quantities

rather than qualities. As substance use and dependence are relapsing behaviors, demand reduction and harm reduction

as answers to these problems are of anthropological nature that might not directly be conducive for statistical quotas [65].

The ministry of health might also be reluctant to deal with substance use problems because of the attached stigma.

Another explanation might rest in the fact that the dominant orientation of Iran’s substance use policy has always had

close similarities with the US substance use policy [66], albeit with a time lag. Therefore, one might conclude that the

heavy influence of the US policies, which have played a role in Iranian substance use policy since the 1920s, is still

affecting the process of Iran’s substance use policymaking. For example, a policy drift in the United States that resulted in

renewed efforts for substance use control in the mid-1980s and after a period of tolerant approaches in the 1970s [20] is

quite similar to what happened in Iran after the 2000s. A more complex interpretation might arise from the fact that in no

period of the past century Iran’s substance use policies have followed the objective of tackling the problems of

consumption of substances ahead of its legal state. Taking into consideration that the Iranian society has suffered

catastrophic social problems in recent times, such as a decade of war with Iraq and severe pressure of international

sanctions, this society is desperately in need of common values to buffer those pressures. Therefore, one may conclude

that people who use substances are being scapegoated by society to protect and buffer social integrity [67][68]. As one

would expect the blame game over people who use substances gets louder and stronger during social turmoils in Iran. For

example, when talking of risk factors for using substances, a large number of social factors such as lack of faith in religion

or irresponsibility toward social norms are listed. Furthermore, while low socioeconomic status and unemployment are

blamed as risk factors for substance use individuals who use substances are often regarded as fully responsible for their
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behavior and their dependence. Based on this analysis the society might unconsciously make a preference for

scapegoating and sacrificing people who use substances as a practical and less expensive solution for stabilization and

integration of the rest of the society [69].

When analyzing the history of Iran’s substance use policies, and the under-emphasis of medical-oriented approaches,

there are some clear parallels with the United States. The US substance use policy, compared to the European

policies [49], is defined by the dominance of supply reduction orientation [70]. For example, at least since 1909 source-

country control has always been an important component of US substance use policy [71]. While supply reduction and

demand reduction are not necessarily dichotomous entities [71], the model in Iran seems to be intolerant of their

coexistence. In other words, health approaches are unlikely to coexist with criminal approaches. For example, the drug

court model that provides the option of treatment to convicted substance-dependent individuals is exceptionally

underdeveloped in Iran. In addition, compared to substance use policies in some other parts of the world [55],

criminalization of substance use has always been justified as a punishment for the behavior per se rather than a means to

prevent substance-related crimes. Interestingly, Iran’s substance use policy seems to reflect an interaction between the

state’s practice of power and the people who use substances while identified as victims of a wide range of risk

factors [49][72].

A historical overview of Iran’s substance use policies shows two linearity assumptions that seem to have been wrong. The

first wrong speculation was related to opium taxation before 1946. The presumption was that higher rates of tariffs would

increase government revenues. But, in1926 the upward trend in revenue began to reverse (See Table 1). The second

linear assumption was (is) that criminalization of illegal and controlled substances trade and consumption would reduce

the prevalence of people who use substances. The analysis of substance use prevalence, however, shows that the

linearity assumption has been incorrect according to official data that has never changed the number of people who use

substances during the past two decades. Fierce penalties have also not resulted in a reduced magnitude of smuggling

(See Table 3) [73]. Referring to prevalence alterations in the period of 1980-2015, that show an increasing prevalence

trend, one could argue that hypothesis behind the implementation of draconian penalties — put into effect since 1980 —

was flawed.

 1990 2000 2010 2018

Heroin 1,800 6,189 27,141 25,436

Illicit morphine 4,500 20,764 8,098 20,611

Opium 20,300 179,053 401,395 643,683

Table 3. Iran’s annual drug seizure (Kg)

Source: UNODC

Conclusion
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Linearity assumption seems to have been the prominent fault of Iran’s substance-related policy. The assumption that

continuous enforcement or negligence of any type of substance-related policy will result in constant intensification of

outcomes has been a persistent component of Iran’s policies. Negligence of the context seems to be another weakness of

substance use policymaking in Iran. The total ban on poppy cultivation in 1955, and intensification of penalties resulted in

the smuggling of foreign-sourced opium into the country and an attempt at ending the illegal and controlled substances

trade at home, arguably resulting in a dramatic increase in opium production in Afghanistan [74]. Therefore, the lack of

consideration of the dynamics of substance use, and the habit of “in a vacuum” policymaking backfired to such an extent

that to date its results are not only a major challenge to Iran’s drug scene but a record high worldwide narcoterrorism

problem to a record high [75]. From a game theory perspective [76][77] a lack of capability to observe the context, including

other players or stakeholders, could easily result in the defection of players and make the condition more complex.

Concerning the fact that the drug scene consists of multiple players, targeting absolute objectives instead of equilibrium

points would be a systematic error. We believe that most of the substance use policy failures described in this paper have

resulted from this weakness.
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