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secondary school. 10.6% of the study population
had attained college or university education.

Over 60% of the current khat chewers had used
the stimulant for less than 5 vears (Fig. 2). The
majority of participants with a history of khat
use (58.75%) confessed to be Muslims, 40.00%
claimed to be Christians and 1.25% were affiliated
to other religions. Exposure to tertiary education
was associated with a significant decrease in khat
chewing (Fig. 1).

Figure 1: .Dcmugraphic characteristics of the
study population of khat chewers and non chewers
in Eastleigh

i W 1a
e nm | d |;I: |
Tty W | i i 1 |

Figure 2: Mean duration of use in a group of
khat chewers in Eastleigh, Nairobi.
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Although there are many sub species of khat
grown in Kenya, the majority of respondents
(76.74%) did not have any preferences regarding
the type of khat that they consumed. Popular
types of khat included Kangeta (4.65%), Kasha
(6.98%), Murutubu (2.33%) and Mbaine (9.30%).
The Giza type was universally popular whenever
it was in season. Freguency of khat chewing and
the quantities consumed per sitting varied widely
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among khat users, depending on the degree of
addiction and affordability of khat. 62.50% of
khat chewers interviewed in this study reported
consumption of 2 or more bandaris than two times
or more times a week (Fig. 3). A bandari refers to
a bundle of khat shoots weighing approximately
100 - 300 g, packaged in banana leaves for sale,

Figure 3: Frequency of use in a group of khat
chewers in Eastleigh, Nairobi. The chewers
typically reported chewing between 1 — 4 bandaris
of khat per session, depending on how much they
could afford to buy,
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Adverse dental effects of khat chewing.

The mean DMFT scores (= SEM) for current
chewers, non-chewers and former chewers were
B.778 = 1.1563,6.5294 +0.7411 and 7.000 + 1,7385
respectively. The significantly higher DMFT
scores were representative of the higher caries
experience among the khat chewers (Fig. 4) which
correlated with consumption of cariogenic foods/
drinks with khat. Whereas khat was historically
chewed on its own, 32.31% of the khat chewers
in this study said that they altered or ‘cut’ the
bitter after-taste of khat with sweets or chewing
gum. 30.77% reported daily use of soft drinks
to remove the after-taste and relieve the thirst
caused by sympathomimetic stimulation and
only 4.62% reported use of traditional kahawa
(concentrated, sugarless coffee) with khat, No
significant differences were observed between
the groups in relation to fluorosis indices and
dental attrition. However, 30.98% of the khat




JKDA

users were concerned about changes in their tooth
colour; while only 11.90% of the non khat chewers
presented with similar complaints.

Figure 4: Rampant caries and tooth discolouration
in a young female khat user.

Periodontal health status of khat chewers and
non chewers.

The  differences between  self-perceived
periodontal health status between khat users and
non users showed no statistical significance in
tooth mobility, spontancous bleeding or itching of
gums, halitosis and/ or dysgeusia. A comparison
of the mean numbers of patients scoring specified
values in standard calculus and plague indices
revealed no significant differences between the
study groups (Fig 5).

Figure 5: Comparison of periodontal health
status in khat chewers and non chewers using a
numerical calculus index.

Data represents mean number of patients (= SEM)
in cach group scoring as follows: 0 = no calculus;
| = supragingival calculus in the marginal third;
2 = supragingival ealculus on 2/3 of the tooth
surface and/or single subgingival deposits; 3
= calculus on the entire tooth surface and/or
continuous subgingival deposits.
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Treatment seeking behaviour and other oral
lesions associated with khat chewing.

The treatment seeking behaviour for oral health
problems varied widely in the study population.
29.80% of respondents sought dental treatment
from public hospitals or health centres, 34.00%
went to private dentists, 2.10% sought treatment
from traditional practitioners and 18.20% resorted
to herbal remedies. Mucosal lesions including
glossitis, candidiasis and hyperkeratosis were
comparatively rare (< 1%) in this population of
khat chewers,

DISCUSSION

Specific cultural oral habits such as snuff dipping
and khat chewing have been shown to have a
significant impact on oral health'. The growing
habit of khat chewing has elicited an interest in
research to further establish its active ingredients
and their medicinal and pharmaceutical effects'.
The documented oral and dental effects associated
with habitual khat use include temporomandibular
joint dysfunction, dental attrition8 oral
stomatitis™, keratosis™ and squamous cell
carcinoma', Previous studies have demonsirated
extremely high prevalences of khat chewing in
some areas in Eastern Africa and the Middle East,
with up to 80% of adult males reporting having
engaged in the khat habit at some point in their
lives in countries such as Somalia and Yemen'™-=*,
These findings corroborate those of a research
study conducted in a rural, nomadic community
where khat consumption is entrenched in the
local culture®. In the urban setting of Eastleigh
area in Nairobi, the mixture of different cultures
has resulted in the dilution of traditional cultural
habits, hence only 43.37% of the study participants
admitting to either past or current khat use.

MNew variations on modes of khat consumption
were also noted. Traditionally, khat chewing
and tobacco use were habitually enjoyed as
social habits among adult males along with
consumption of traditional kahawa (concentrated,
sugarless coffee) . In this study population
however, 32.31% of the khat chewers altered
or ‘cut” the bitter after-taste of khat with sweets
or chewing gum; 3077% used of soft drinks
to remove the after-taste and relieve the thirst
caused by sympathomimetic stimulation and
only 4.62% reported use of traditional kahawa.
Khat is known to be non cariogenic due to the
mechanical cleansing that takes place during the
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chewing process™". Itis therefore evident that the
cariogenicity of the substances consumed with or
after khat in this population is directly responsible
for the users’ carics experience (Fig 5).

Differing levels of acceptability of the khat habit
to various religious groups was evident with khat
users claiming affiliation to the Islamic (58.75%)
or Christian (40.00%) faiths. This is consistent
with reports derived from predominantly Mushm
cultures where khat use is tolerated while alcohol
use is strictly forbidden®. Investigations of
dependence issues are usually viewed with
suspicion, and it was not possible in most instances
to establish whether or not participants were using
other substances of abuse in addition to khat.

Data in this study showed that 67.60% of khat
chewers were male and 32.39% were female.
Previous studies have indicated up to 76% of khat
use amongst females™, Theapparently lower levels
of khat use by females in the study population may
be explained by taboos and cultural restrictions
on khat use among women, which may have made
female respondents more unwilling to admit 1o
khat use. Although most of our respondents had
ended their formal education in secondary school,
exposure to tertiary education was associated
with a significant decrease in khat chewing (Fig.
1). This could be attributed to better access to
oral health information among the respondents
with tertiary education.

Mean DMFT scores for current chewers were
significantly higher than those for non chewers
{(p < 0.05), while there were no significant
differences in the mean DMFT scores for former
khat chewers and non chewers. These results may
be attributed 1o the new trends emerging in urban
communities where khat consumption ishabitually
accompanied by use of cariogenic foods and/or
drinks such as sweets, chewing gum and soft
drinks. Assessment of periodontal health indices
however, revealed no significant differences in
the periodontal status of khat chewers and non
chewers, but the group of khat chewers reported
an approximate threefold increase in dental
staining due to the tanmin content of khat.

Some authors have described development of
mucosal lesions such as stomatitis and glossitis as
sequels of chronic khat use. Malnutrition, which
is characteristic to khat addiction, exaggerates
the incidence of stomatitis and glossitis™, The
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short average durations of khat use {Fig. 2) in this
study population may explain low occurrences
of mucosal lesions in this study. Given that
most users are unaware of the adverse oral and
systemic effects of khat chewing, the 63.50%
of respondents who reported seeking treatment
from professional oral health providers represent
unexploited opportunities for patient education.

The results from this study indicate that the
traditional modes of khat use are changing,
although further research is necessary so as
to fully describe the oral and demtal effects of
khat in Kenya. However, this study does show
conclusively that the short term habitual use
of khat can lead to a variety of oral and dental
problems.
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CONTINUOUS PROFESSIONAL DEVELOPMENT (CPD) QUESTIONS
By KENYA DENTAL ASSOCIATION

Please indicate True (T) of False (F) to each of the answers given
l. In chemical micro abrasion procedure
a.Hydrofluoric acid (HF) is used to demineralise discoloured tooth tissue
b.Hvdrochloric acid (HCL) 0.8% has demonstrated optimum efficacy
«.C.A combination of an acid and ceramic abrasive is used

2008

d.Concentrations of 18-36 % HCL. in combination with silica constitute

formulation of commercial products.

2. Discolourations amenable to alleviation by micro abrasion include
a.All types of dental fluorosis
b.Tetracycline staining
¢.Fluorosis classified in Thylstrup-Fejerskov 1 to 4
d.Any type of discoloration limited to 200um subsurface enamel

3.Patient preparation for micro abrasion procedure entails
a.Local anaethesia should not be administered

b.Meticulous isolation of tissues, using rubber dam and chemical barriers to

soft tissues is mandatory
¢.Use of Local anaesthesia is mandatory
d.Eye protection for the patient optional

4. The following armamentarium and materials in micro abrasion
a.Slow speed hand piece head may corrode from acid contact with time.
b.Slow speed hand piece should be adjusted to rotate slowly

c.Alternate bleaching with H,O, has been controversial due to inherent

resorption tendencies associated with H,0,.
d.None of the above

5. The major factors that determine how much enamel to remove include
a.Solely the recommended duration (cycles)
b.Patients experience during the micro abrasion procedure is cardinal

¢.Clinical judgment on the alleviation of the discolouration and depth of enamel

removed.
d. The total eradication of the discoloured tissues.

6. In management of deep unsightly teeth discolouration

a.Micro abrasion can be employed in combination with bleaching or veneers

b.Micro abrasion is not beneficial at all

¢.The indication of micro abrasion depends on the a etiology of the staining

d.All of the above
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7. At completion of the micro abrasion procedure;
a.Copious rinse of the teeth and mouth with water is sufficient
b.It is mandatory to prophy the teeth and apply fluoride containing agent of
choice
c.Some advocacy of a basic compound on enamel exists too
d.Postoperative instruction includes informing the patient that the abraded
surface may continue to brighten.

8. Complications encountered during and after micro abrasion are;
+ a.Some patients may severe pain necessitating change of treatment plan
b.Post operative hypersensitivity which is easily managed by topical fluoride
application
c.Patient dissatisfaction is always encountered
d.All of the above

9. In micro abrasion patient selection include;
a.Contraindication of the child and geriatric patients
b.Total exclusion of individuals with unrealistic goals
¢.Counseling patients who should consent to the procedure
d.a and b above

10. The microabrasion procedure

a.Has been executed for more than 70 years in dentistry

b.Has yielded development of commercial products not available in KENYA
TODAY

c.Has yielded development of commercial products some are available in
KENYA TODAY

d.Though has limitation of application it is potentially useful to majority of
Kenyans where it is indicated
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