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Summary

Khat use has a long standing tradition in many African countries and the Arabian Peninsula.
The tender leaves are chewed over houmgstly in social settings and their stimulating effect
increases concentration and productivity and leads to talkativeness and a flow of ideas. The
traditional use for spiritual occasions or labor lost its relevance since mid of theerury

with exparding trade, progressive urbanization and migration. It was replaced by motives like
reduction of psychological burden, relaxation, increasing feelings of cultural identity,
entertainment and fun, pressure to perform, peer pressure and social interactiano\s
factors account for the development of excessive use patterns related to a number of harmful
consequences for physical and mental healthere is no international regulation on khat use
despite the evidence for aeedfor harm reduction. To datehere are no studies on khat

specific interventions.

In the present thesis, an established WHO Brief Intervention (ASSIST) was adapted for Khat
use and tested for its efficacy in a randomized controlled trial with Somali refugees in Kenya.
The interventiongroup as well as the control group were interviewaad three times of
measurement concerning khat use, comorbid psychological symptoms and potential

environmental factors influencing therapy success.

We found that the amount and frequency of khat use weduced more after the intervention

but also in the control group which refers to the success of the adapted intervention as well
as the effects of unspecific active factdasticle 1) The prevalence ofammorbid symptoms of
depression and PTSias extremely high in this sample. The symptavese reduced in both
groupsand we found that multiplymentally burdened participants benefit less from the
intervention respective consume reductiofarticle 2) A lack of alternative activities,
environmenal khat cues and a lack of alternative coping strategies were shown to be the most

relevant factors when reducing khat ugaticle 3)

These results are in line with current recommendations for not treating khat users as a
homogenous group. An adequateeatment of khat use requires adapted intervention

strategies, especially in highly burdened countries like Kenya, Ethiopia and Somalia.
Comprehensive information about risks related to problematic khat use should be the first
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step with focus on vulnerablgroups. Trained lay persons from the community could reach
many people efficiently, for example with lethreshold Brief Interventions. Using
motivational strategies and increasing competence in coping strategies could prevent

excessive use and reduce theed of intense treatment through highly skilled persons.



Zusammenfassung

Khatkonsum hat in vielen Landern Afrikas und der Arabischen Halbinsel eine lange Tradition.
Die zarten Blatter werden meist in Gesellschaft Gber Stunden hinweg gekaut und die
belebende Wirkung fuhrt zunadchgu verbesserter Konzentrationsind Leistungsfahigkeit
sowie einem Redaind Gedankenfluss. ®&traditionelle Verwendunguspirituellen Anlassen

oder ausdauernden Arbeiten verlor seit Mitte des 19. Jahrhunderts mit der Exgdam von
Handelswegen sowie zunehmender Urbanisierung und Flichtlingsbewegungen mehr und
mehr an Bedeutung. An ihre Stelle traten Konsummotive eiee Reduktion psychischer
Belastung EntspannungYerstarkungkulturellen ldentitatsgefiihg, Unterhaltung und Spal3,
Leistungsdruck, Gruppenzwang und soziale Interaktigmterschiedliche Faktoren flhrten
teilweise zu extremen Konsumformen, die zahlreichen schadlichen Folgen fur die korperliche
und ps/chische Gesundheit mit sich bringen konnémar ist cer rechtliche Umgang mit Khat
international nicht einheitlich geregelt, doch legt die aktuelle Datenlage Handlungsbedarf fur
eine Regelung zur Verminderungraschadlichen Auswirkungen nahBis dato liegen noch

keine Studien zul&t-spezifischernnterventionenvor.

In der vorliegenden Arbeiturde eine etablierte Kurzinterventiorder WHO (ASSISTy Khat
adaptiert undin eina randomisiert kontrollierterStudie auf inre Wirksamkdiei smalischen
Flichtlingen in Kenia untersuch&owohl dielnterventions als auch dieKontrollgruppe
wurden zu drei Zeitpunkten Utber Khatkonsukgmorbide psychischeSymptomatik und

potentielleumgebungsspezifiscHeaktoren die den Therpieerfolg beeinflussenbefragt

Wir konntenzeigen, dass sowohl diedvigewie auch die Haufigkeites Khatkonsumstarker

durch die Intervention aber auch in der Kontrollbedingung reduziert werden konnten, was
sowohl auf den Erfolg der adaptierten Behandlung wie auch die Effekte unspezifischer
Wirkfaktoren hindeutet (Artikel 1) Die Pravalenz komorbider Depressionsind
Traumasymptomatik ist enorm hodh dieser Stichprobe. Die Symptomwerden ebenfalls in
beiden Gruppen reduziert und es zeigte sich, dass mulgpgthisch belastete Teilnehmer
weniger von der Intervention beziigh Konsumreduktion profitierten(Artikel 2) Als
wichtigste umgebungsspezifische Einflussfaktoren fiir eine Reduktion des Konsums zeigte sich

auf Grundlage einer Selbstauskunft der Klienten ein Mangel an alternativen

Xi



Beschaftigungsmoglichkeite eine Umgehbng voller Khafrigger und ein Mangel an

alternativen ProblemlésekompetenzéArtikel 3)

DieseErgebnissasind imEinklang mit aktuellen Empfehlungen, Khatkauer nicht als homogene
Gruppe zu behandelnBn adaquater Umgang mit Khatkonsuerfordert differenzierte
Interventionsstraegien insbesondere in stark belasteten und gleichzeitig unterversorgten
Landern wie Kenia, Athiopien oder Somakégchendeckende Information und Aufklarung
Uber problematisches Konsumverhaltesolltemit einem Fokus auRisilogruppen der erste
Schritt sein. Geschulte Laien konnten mitiaderschwelliga Interventionsangebote,
beispielweise Uiber Kurzinterventionemit geringen Kosten viele Menschen erreich&ber
Motivationsarbeit unddie Vermittlung von alternativen Probleddekompetenzerkénnte

man exzessiven Konsum verhindern und den Bedarf an intensiver, integrativer Versorgung

durch Fachkraftgering halten.
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Einleitung

1. Khatkkonsumc eine Tradition im Umbruch

Seit Jahrhunderten wird Khatdtha eduli¥ aufgrund seiner leichttisnulierenden Wirkung
konsumiert Hauptanbau undtkonsumgebiete sind die Lander im Ostéafrikas und die
sudwestlichen Teile der Arabischen Halbing#rikorian, 1984) Die immergrinen
Khatstrducher wachsen hauptsachlioh Hochland und werdenejnach Hohenlage und
Wasserversorgung durchschnittlickt 8 m, unter optimalen Bedinghgen sogar bis 25 m hoch
(UNODC, 1956Fegenzeitabhéangige Erntechwankungn und das meist naensgebende
AnbaugebietbeeinflussenVerfligbarkeit Konsistenz, Wirkungund den Marktpreis des
gehandelten KhatgGatter, 2012; Lemessa, 20013esellschaftliche und wirtschaftliche
Entwicklungen fiihrten zu einem Umbruch in der Bedeutung und Verwendung &8Ny Sy
D2f RSadao®

1.1. Konsum und Wirkung

Das Kauen ist die bis heute popularste Konsumform. Die frisBlgter und jungen, zarten

Zweige werden kontinuierlich zerkaut, der austretende Saft mit den enthaltenen Wirkstoffen
geschluckt und so, teilweise Uber Stunden hinweg von den festeren, faserigen Bes&mndteil

im Mund getrennt; die Ruckst@le werden haufign der Backe angesammelt und nach einer

Weile wieder ausgespuckt oder auch geschlilalix, 1990; Krikorian, 198&arrier (2007)
beschreibtinseinemBuehY Sy &ty YKI Ga RAS OSNEOKASRSYSyYy 9]
der je nach Hohenlage und Wasserversorgung durchschnittligh62m, unter optimalen
Bedingungen sogar bis 25 m hoch wacfidNODC, 1956Die weiter oben befindlichen,
1FKESYys aal1StSGdFrNIAISYd &a (THebRBchster QudttaS & 0 A f
An den (brigen Asten und Seitentricben wachsen dieeisfich und qualitativ

minderwertigeren Artenmit meist gro3eren Blaérn und festerem Faseranteil.

Der herb bis bitterliche Geschmack wird gerne gemildert, indem SuRigkéiEmgummis

oder Erdnisse gemeinsam mit den Blattern gekaut werden. Die Blatter und Zweige enthalten
verschiedene Alkaloide, die stimulierende, amphetaid@mliche Wirkweisen besitzen: Der
bedeutendste Bestandteil ist das Kathinor({}$ -Aminopropiophena) (Kalix, 199Q)sowie

seine Metaboliten Kathin (S($)}Norpseudoephedrin) und R(§-Norephedrin. Sie bewirken

3



Einleitung

die Ausschuttung von Katecholaminen im zentralen und peripheren Nervensystem und somit
die stimulierenden Effekte beim Mensché€moennes, Harder, Schramm, Niess, & Kauert,
2003) Die Wirklatenzen der Bestandteile sind unterschiedlich. DTaannes (2013jst die
Konzentraton von Kathinon wahrscheinlich 3h nach Aufnahme maximal, bei Kathin und

Norephedrin erst nach ca. 12h, wenn die Konzentration von Kathinon bereits wieder abnimmt.

Innerhalb von 360 Minuten nach Kaubeginn sind die ersten Wirkungen spurbar. Es machen
sich Erregungszusténde, Euphorie, Reded Ideenfluss bemerkbafHassan, Gunaid, -El
Khally, & MurrayLyon, 2002) Nach einigen Stunden folgt ein mehr introvertierter, ruhiger
Zustand, in dem das Stimmungshoch allméhlich nachlasst und haufig in Ruhelosigkeit,
Reizbarkeit und depressive Zustdnde mundet. Diese aversiven Folgen motivieren viele
Khatkauer dazu, weiter und durchgehend zu konsumieren, was oft Hm
Durchschlafproblemend unangenehme Nachwirkungen am Folgetag mit sich bringt, &hnlich
wie nach AlkoholkonsurfHassan et al., 2002)1an hat beobachtet, dass je nach Qualitat des
Khats auch die Art und Intensitat der unerwinschi#irkungen stark variiereq je hoher
Qualitat und Preis und je zarter und milder die Blatter, desto weniger Nebenwirkungen
(Kennedy, 1987)

1.2. Historischeund kulturelle Bedeutung

Der Ursprung der Khatpflanzest bis heute umstritten. Die botanische Evidenz legt u.a.
aufgrund der gro3ten Varietat der Pflanze die Herkunf dem Jemen nah@Revri, 1983)

alte Uberlieferungerweisen auf Zentrahsien oder Athiopien hifAlles, Fairchild, & Jensen,
1961; Schopen, 1978Wie auch arabische Quellen aus dem friihen 11. Jahrhundert, die jedoch
ausschliel3lich die mediische Verwendung beschreibégchopen, 1978)-riuher wurde das

wild wachsende Khat von speziell ernannten KiBatterngeschnitten, danmvurden einzelne
Straucher in privaten Garten kultiviert, bevor Jahrhunderte spater der wirtschaftliche Anbau
Einzug fandDie Bedeutung der Khdtlatter im Alltag der Menschen zeigt sich durch die
vielseitige AnwendungTraditionell wurde Khat damalsB im Rahmen der sogannten

a ¢ | R Ig Zdremonie gekaut, die sowohl fiir Individuen mit personlichen Problemen wie
Krankheiten oder Konflikte, als auch fur Gruppen bei Hungersnoéten oder anderen
gesellschaftlichen Krisen abgehalten wurde. Neben der traditionell &thiopischen

Kafeezeremonie gab es bei diesen Ritualen je nach Wohlstand des Gastgebers Verpflegung

4



Einleitung

fur die geladenen Teilnehmer und Khat als wichtigster Bestandteil in ausreichenden Mengen.
Nachdem Kaffee gereicht wurde und verschiedene Erzahlungen und Verse Uber#itaglige
wurden, zirkulierte ein grof3es Bundel Khat und wurde tGber Stunden bis Tage hinweg gekaut.
Sobald die Teilnehmer einen gewissen Trancezustand erreicht hatten, in standiger Begleitung
der Gebete, wurde gemeinsam, in haufiger Wiederholung um Probmb gebeten. So
lange, bis das Khat zur Neige ging und die Zeremonie schlie3lich mit dem Satz beendet wurde
a OKI Gidz SYRFEfFIjF FTFOKSYy KdzZ t+ @Sfllja o6aRl R
I dz 9y R&ebis&A2¢110Ns Begriindung fir die Verwendung von Khat wird die gréRere
Nahe zu den angebeteten Heiligen, sowie die verbesserte Ausdauer und Klarheit flr deren
Verehrungszeremonien beschriebdé@®ebissa, 2004)Obwohl Frauen nicht prinzipiell von
diesen Ritualen ausgeschlossen wurden, gab es exklusiv fur sie Zeremonien, in denen
frauenspezifische Probleme thematisiert wurden, wmim Beispiel Heirat, Geburt,
Schwangerschatft oder Kinderlosigkgiebissa, 2010)

Im Alltag der landlichen Bevolkerung, hauptséchlichKiomtext der Landwirtschaft beginnt

derTagh @ LA AOKSNBSAAS YAU SAYySY 1 dzNJoShy=l omiS/MSA y a |
ein paar Blattern aus dem eigenen Garten, um einen Energieschub fiur deshamden

Arbeitstag zu bekommen, sowie in den miden Nachaggstundergvergleichbar mit denm

vielen Kulturkreisen ublichemorgendlichenund nachmittaglicherKaffee.Khat und Kaffee

werden in vielen historischen Quellen gemeinsam verwendet. Sie teilen den geografischen

wie auch philologischen Ursprung sowie ihre friihe Verwendung bei Religiésen und Gelehrten

fur Gebete und das Studium; und beide Drogen wurden zu wemtigestandteilen der

jemenitischen und athiopischen Gesellsch{&®ennedy, 1987)

Auch m kenianischenNationalmuseum wird der traditionelle Wert der Blatter in
verschiedenen Stdmmen beschriebd¢hat war sowohl frisch als auch getrocknet z.B. als

Mitgift bei Hochzeiten gerne gesehenma [ SdzOK &G Sy dzy R Df Iyl Ay RAS
Frischvermahlten R DNa (i S 1 (Gebissa&y 008y biei Beerdigungeroum die

Trauer zu teile@ (Kennedy, 1987)Die bis heute soziale Bedeutung des KKatiens ist

vielfach dokumentiert und beschriebgKrikorian, 1984)

Aus dem spéaten 13. bis 14. Jahndert finden sich Dokumente, die das Khatkauen im Jemen
beschreiben. Damals wurden die Blatter auch in getrockneter Form als Tee konsumiert,

zunachst aus demselben, traditionell religivsen Anlass wie in Athiopien, jedoch auch, um auf
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langen Reisen wach nd leistungsstark zu bleiben und zu Arbeitszwecken die
Konzentrationsfahigkeit aufrecht zu erhaltéRice, 2009)a @YK 48 KIFIR GKS aAy3
of enlivening the imagination, clearing the ideas, cheering the heart, diminishing sleep, and
GF1Ay3 GKS (BaitdnMte POBhzifle@ @aéhdice, 2009)

Etwas spéater wurden auch einigetigthe Haltungn beschriebend [ A1 S yAO20G Ay Ss> |
seem to be a druglt is much worse than nicotine, however, in its ultimate effects, for it
definitely reduces strength and viga@nd addicts who are deprived of it lose their ability to
GKAY]l Ot SINIeé gAlGK2dzi AGT GKSe& G@R®BBY,aHTI | yR

Qx

Bis zum Ende d&e19. Jahrhunderts wurde Khat sowohl in stadtischen wie auch landlichen
Gebieten hauptsachlichzu besonderen Anlassen konsumigBebissa, 2004und war
aufgrund begrenzter Verfugbarkeit und Transportmoglichkeitdrauptsachlich der
wohlhabenden Elite vorbehaltef@atter, 2012; Gebissa, 2004; Kennedy, 1983\vurde bei
gemeinsamenKausitzungenWert auf eine statusbezogene Sitzordnung gelegt, was bei
weniger wohlhabenden und landlichen Zusammenkinften weniger eine Rolle(s@ahedy,

1987) Auch die Dauer der Sitzungen war ein Zeichen von Wohistand: Bauern und Armere
trafen sichkirzer urd weniger haufig, um sich wieder der Arbeit widmen zu koniSahopen,

1978; Weir, 1985)

Sowohl damals wie ailn mit der spateren Ausdehnurayf alle gesellschaftlichen Schichten

bis heutewar der somle Aspekt des Konsums zent@lX 0 ARSIt L)X | OSa 2F LJX
O0X0 BKSNBE GKS OFNBa |yR LINRPofSYya 2F RIFAfEe@
pleagizZN} 60 f S O2 y @S N& I (i (Kehyedyl 198 Ded AbdaN kirke gekdirisitnén

Khatsitzung die oft vom frihen Nachmittagoft nach dem Freitagsgebet)is abends

My

andauert, folgt meist demselben Muster: Zunachst kommt man in lebendiger, geselliger
Atmosphare zusammen, tauscht Neuigkeiten und Klatsch aus und erzahltichéschund
Witze. Die Gesprache werden dann oft konzentrierter: Gesellschaftliche Themen aus Politik,
Wirtschaft geschaftlichen InteresserReligion und Geschichteerden fokussiert in der
Gruppediskutiert In landlichen Gebieten stehen Debatten um L&edsn und Preise der
landwirtschaftlichen Guteund die Planung familiarer und gemeinnutziger Veranstaltungen
meist im Vordergrund Die Stimmung wird dann langsam ruhiger, die Themen werden
privater, Gesprache lassen nach und die Teilnehmer sind mehchingekehrt, bevor der

Heimweg angetreten wirdOft treffen sich bestimmte Gruppemit gemeinsamen Interessen.
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Somit bieten diese Treffen die wichtige Gelegenheit, Netzwerke aufzubauen und geschaftliche
wie private Kontakte zu knupfeie in der Regel alldings Mannern vorbehalten sind. Auch
Frauen pflegen jedoch, ihre eigenen Khattreffen abzuhalten. Hierbei steht der
Unterhaltungsaspekt und der sozialer Austausch mehr im Vordergrund undeegen

geringere Mengen an Khat gekattennedy, 1987)

Sowohl in Kenia als auch Somalia wudge Khatkonsurerst in den 1960er Jahredurch
Expansion und Ausbau der Handelswegeh der Unabhangigkeit bzw. Wiedervereinigung

zum weit verbreiteten Gesellschaftsphanom@atter, 2012)

In der traditionellen Medizin fand Khat bei KopfschmerZerkaltungen, Schmerzen, Arthritis,
Fieberzustanden und Depressionen Anwendung. Gelehrte wandten es aul3erdem bei Diabetes
und Bluthochdruck ariKennedy, Teague, Rokaw, & Cooney, 198@) noch heute wird es
beispielsweise in Athiopien bei Grippe, Husten, Gonorrhd, Asthma und anderen
Lungenproblemen eingeset{temessa, 2001)Aufgrund des hohen Gehalts an Vitamin C
(Ascorbinsaure) und anderen Inhaltsstoffen wadzium, BetaKarotin und Eise(z.B. Getahun

& Krikorian, 1973; N. Patel, 200Q@yerden auch die positiven Einsatzmdglichkeit in
Mangelgebieten anerkannDie kontroversen Diskussionen um positivelinegative Effekte

sind wohl so alt wie die Kalradition selbstind wurden [ereits im 16. Jahrhundert diskutiert
(Kennedy, 1987)

Heute wird Khat vom Jemen uber das Saudi Arabische Hochland bis nach Israel konsumiert
und angebaut; auBerdem in Athiopien, Somalia, dem Siidsudan, Kenia, Uganda (ber
Mosambik bis Siidafrika. Uber Migrationsbewegungen und Harableitete sich Khat auch

nach Algerien, Marokko und die USA. Der Lufttransport machte spéter das Expandieren nach
Europa, hauptsachlich tber die Niederlande und Grol3britannien weiter nach Deutschland,

Frankreich, Norwegen und Schweden mdgliGatter, 2012)

1.3. Okonomische Bedeutung und staatliche Regulierung

In den vergangenen Jahrzehnten, nach Ende des zweiten Weltkrieges stieg die Khatpruduktion
in Ostafrika und der Arabischen Halbinselutich an.Heute Ist der Khaektor einer der
bedeutendsten Wirtschaftszweige z.B. imnden, Athiopien und Kenia und verdrangt teilweise

besorgniserregend die Lebensmittelproduktion aufgrund der viel héheren Gewinnspanne,

7
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was Khat auch den Namen/ | a K eihbaBhkeXGatter, 2012; Klein, Beckerleg, & Hailu,
2009) Schon in den 1970er Jahren brachte der Khatanbau fiinfmal mehr Ertrag als Kaffee und
etwa zwanzigmaimehr als Getreide und andere Lebensmit(®Veir, 1985)¢ bis 2010
verzeichnete Gatter (2012)eine zunehmendeVerdrangung der Lebensmittelversorgung
zugunsten des Khatanbausirtber ein Drittel der Bevolkerung im Jemteaigt der Khatsektor

zu Existenzsicherung besei es im Anbaulransport oder weiteren HandéGatter, 2012)In
Athiopien, Kenia und dem Jememigt Khat fur etwa 15 Millionen Menschen zur

Existenzgrundlage béAnderson, Beckerleg, Hailu, & Klein, 2007; Gatter, 2012)

Zahlen zur Pravalenz von Khatkonsum variieren sehr stark und hangen vor vallem
soziobkonomischestatus, Geschlecht, ethnischem Hintergrund der untersuchten Gruppen
und der geografischen Lage.&vLandern, wo Khat traditionell angebaut und konsumiert wird
werden sehr hohe Raten Uber alle gesellschaftlichen Schichten hinweg berichtet, wohingegen
sich Ay a2dzy3aSya Y2y adzYt NYRSNY ySdzS C2NXSyYy

Konsummotiven entwickelte(Odenwald, Klein, & Warfa, 2015)

Debatten um den rechtliche Umgang rkihat bestehen seit jeher und sind bis heute sehr
heterogen (Krikorian, 1984) Obwohl Kathin und Kathinom den Tabellen | und Il der
Konvention Uber psychotrope Substanzen von 1§élistet sind, ist Khatkonsum in vielen

Landern nicht rechtlich geregeleist ist entweder eine nichiNB 3 dzf A S NHZF RS NJsd | A
Haltung oder ein striktes Verbatorherrschend Differenzierte staatliche Richtlinien fehlen

bislang u.a. aufgrund der noch immer unzureichend eindeutigen Datenlage uber die
schadlichen Folgen vaghat (Nutt, King, & Phillips, 2010; Odenwald, Klein, & Warfa, 2010;
WHOExpertCommitteeon DrugDependence 2006) Legal sind die Blatter z.B. in Kenia,
Somalia,Jemen Athiopien und Dschibuti, verboten in Eritrea, Madagaskar, Ruanda, im Sudan

und Tansania und den meisten Landern Europas. Erst 2013 wurde Khat in den Niederlanden

und Mitte 2014 in Grol3britannien illegal.

Esgibtbereits einige Beispiele flr gro3tenteils erfolglose Versuche, Khatkonsum zu verbieten,
da es meist amotwendigen Folgeund Ausgleichsmaflinahmen mangelt(&atter, 2012;
Warfa et al., 2007)
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1.4. Gesundheitliche Folgen des Konsums

1.4.1. Physisch

Mittel- und Langfristig lassen sich bei exzessivem Konsum eine Reihe negativer Auswirkungen
auf Gesundheit und Wohlbefinden beobachten, die mittlerweile auch wissenschaftlich sehr
gut belegt sind: Die haufigsten Beschwerden zeigen sich im gastrointestiSgitem, was
vermutlich an den astringenten und absorptionsverlangsamenden Eigenschaften der im Khat
enthaltenen Tannine liegfWHO, 198Q) Angefangen bei der Mundgesundheit werden oft
Mundtrockenheit (auch bereits wahrend des Kauens), Karies, Zahnfleischriickgang und
Parodontitis berichtet (EFWajeh & Thornhill, 2009 in Fallberichten wurden auch
Mundkarzinome mit Khatkonsum in Zusammenhang gebra@uufi, Kameswaran, &
Malatani, 1991) und Gastritis, Magenschmerzen unggeschwire, Konstipation und
Darmverschlusskaufig gefolgt von Gewichtsverlust berichtet eine Vielzahl der Konsumenten
(A. AtMotarreb, AtHabori, & Broadley, 2010; Cox & Rampes, 208&eintrachtigungen des
zentralen Nervensystems zeigen sich Uber Schwindel, Konzentrationsproblemejngin
Durchschlafprobleme, Kopfschmerzen, eingeschrankte motorische Koordinationsfahigkeit
sowie tremorartge und stereotype Bewegungsform@Dox & Rampes, 2003; Kalix, 198¢gs

durch die Wirkung der Kathinone erklart wird, die sowohl qualitativ als auch quantitativ denen
der Amphetamine &hnel{Kalix, 1984) Kardiovaskular hangt Khatkonsum mit erhéhtem
Blutdruck, Tachykardie, Arrhythmien, Herzrasen, Gefal3verengum@g u.a. in Tierversuchen

mit Kathinon nachgewiesen wade (A. L. AMotarreb & Broadley, 2003)schamie und laut
Fallberichten auch Infarkten, Lungenédemen und Hirnblutungen zusani@annini, Burge,
Shaheen, & Price, 198@toffwechselund Hormonsgtem betreffend werden Hyperthermie,
Perspiration und Hyperglykamie beschrieb@ox & Rampes, 2008hd es gibt zahlreiche
Berichte zu Beeintrachtigungered Leberfunktion(A. AlMotarreb et al., 201Q) Auch die
Reproduktionsfahigkeit und Sexualfunktionen verandern sich unter intensivem Khatkonsum.
Bei Mannern werderSpermatorrhoe, Impotenz, Veranderungen der Libido und Probleme
beim Urinieren berichte{Cox & Rampes, 2003ihteressanterweise scheint sich bei Mannern
wie bei Frauen die Libido nach Khatkonsum zu erhéhen, bei Mé&nnern allerdings zu 60% gefolgt
von einer verringerten sexuellen Funktion im @egatz Frauen, die zu 80% eine gesteigerte

Leistungsfahigkeit berichtete{EImi, 1983) Es zeigten sich bei Frauen, die wahrend
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Schwangerschaft und Stillzeit Khat komseren ein geringeres Geburtsgewicht der Babys,

vermehrt Totgeburten und Komplikationen beim Stil[@ox & Rampes, 2003)

1.4.2. Psychisch

Psychologische Folgebei moderatem Konsum reichen von Ubersteigertem Redefluss,
Hyperaktivitat tber Schlaflosigkeit, Angstlichkeit, Reizbarkeit, Unruhe zu gesteigertem
aggressivem VerhaltefCox & Rampes, 2003; Griffiths et al., 19@Mwohl die langfristigen
Zusammenhange zwischelkihatkonsum und Aggression nur durftig belegt ist, gibt es
zahlreiche Berichte Uber gewalttatiges, aggressives Verhalten bei Khatk@mee& Rampes,
2003; Giannini & Castellani, 188 Odenwald et al.,, 2005)Auch schwerwiegende
Stimmungsschwankungen und Depressionen, teilweise mit Suizidalitdit wurden haufig
berichtet(z.B. Hassan et al., 2002; Nielen, van der Heijden, Tuinier, & Verhoeven, 2004)
Khatinduzierte Psychosen und kurzeyghotische Episoden werden diskutiert und vor allem

bei exzessivem, langjahrigem Konsum bericffeBhui & Warfa, 2010; Dhadphale, Mengech,

& Chege, 1981; M. Odenwald et al., 2009; Yousef, Huq, & Lambert, P8#5)wie auch bei
anderen psychologischen Folgestérungen fehleneiakend kontrollierte Langzeitstudien zu
psychotischen Stérungen. Khatkonsum wird bislang als verstarkender oder auslésender Faktor
bei bereits genetisch oder durch das Umfeld vulnerablen Personen ge¢€ldemwald, 2007;
Odenwald et al., 2005

Zum  Abhangigkeitspotential der Blatter gibt es zahlreiche Hinweise aus
Verhaltensbeobachtungen, die sowohl psychologische aus auch physiologische Aspekte der
Abhangigkeit nahe leggi®©denwald, Warfa, Bhui, & Elbert, 2018)uch wissenschaftlich gibt

es bereits einige Evidenz fir das psychologische AbhéngigkeitspotengalSkala fur
Abhangigkeitsschweré o { SOSNA G & 27T 5 $Swilly RrKyfadshgepasst und ¢ =
positive Zusammenhéange zwischen den Scores undAkaloid Konzentrationen in Speichel
gefunden(S. Kassim, Hawash, JohnstonC&ucher, 2012; S. Kassim, Islam, & Croucher,
2010) Die Werte aus dem Fragebogen waren vergleichbar mit denen einer schwer
heroinabhéngigen, behandlungsbedirftigen Gruppe jemenitischer Khatkauer
Grol3britannien(S Kassim & Croucher, Z)0In einer Gruppe jemenitischer Khatkauer,
ebenfalls in Grol3britannien lebend, fand8nKassim, Croucher, and Al'absi (20d83s etwa

ein Drittel der Teilnehmer die Diagnosekriterien fir eine Abhangigkeit laut ICD oder DSM

erfullten. In nicht reprasentativen Gruppen reinem grof3en Anteil psychotischieeilnehmer

10
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in Somalia und mit somalischen Flichtlingen in Kenia wurdeh héherer Pravalenzen von

84-100% gefunderfOdenwald et al., 2012; Widmann et al., 2014)

Trotz dieser langen Liste an mdglichen gesundheitlichen Folggh die aktuelle
wissenschaftliche Evidenz nghedass die ndividuellen gesundheitlichen sowie sozialen
Schaden durch Khatkonsum geringer sind als bei anderen Substanzen mit
Missbrauchspotential und bei moderatem, gelegentlichen Konsum kaum negative
Auswirkungen zu erwarten sirftllutt et al., 2010; Pennings, Opperhuizen, & van Amsterdam,
2008)

1.5. Warum kauen Menschen KhatRebensgefiihl versus Abhangigkeit

Die vielseitigen angenehmen Aspekte des Khatkonsums wurden bereits weiter oben im
geschichtlichen Kontext beschrieberGatter untersuchte im Jemen Griinde, warum
Menschenin der heutigen ZeiKhat kauen. @ am haufigsten genannten waremA i 3I A @S a
AONBYIAGKaAaEZ aYlF1Sa Y2NB |f SNIax aoNBfA@ESa RSL
aF 2N a2 OA I, SowoRl i &Nder® wid aich dei Frau@atter, 2012) Klein (2007)

und S.L. Patel (200®eschrében ahnliche Muster bei Somalis, die in Grol3britannien leben.

J

Khatkauen trage zu einem Identitatsgefiihl und sozialem Wohlbefinden lbeieiner
athiopischen Studie wird die Stabilisierung von Emotionen als ein Grund fir den Khatkonsum
genannt (Alem, Kebede, & Kullgren, 1999hd awch in unseren Studien berichteten die
Teilnehmer von den positiven Aspekten des gemeinsanareis in geselliger Runde, wo

man sich trifft, um Neuigkeiten und Probleme auszutauschen. In friheren Untersuchungen
fanden sich auch positive Zusammenhéange zwischen traumatischer Belastung und der Menge
an konsumiertem Khatd.h. je belasteter die Menschan fremden Umgebungen sind, desto
wichtiger wird der Aspekt der Gemeinschaft und sitistauscherkdnnens mit Anderen
gleicher HerkunffOdenwald et al., 2009; Widmann et al., 2014)

Diese Beobachtungen und wissenschaftlichen Erkenntnisse unterstlitzen die Hypothese des
funktionalen Kosums auch fur Khat. Durch die immer starker werdenden
Flichtlingsbewegungen und aversiven Lebensumstanden, denen die Menschen in

Gastlandern oft ausgesetzt sind, ist es kaum mdoglich, adaquate soziale, medizinische und

11
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psychologische Versorgung zu leistBieseUmstande schaffen eine lukrative Grundlage fur
eine Erveiterung des Khathandels, wan der allgegenwartigen, rasant ausbreitenden

Verfugbarkeit und Popularitateutlich wird.

In gebildeteren Bevélkerungsschichten wird Khat haufig zu- uewhKonzentrationszwecken
konsumiertund es zeigen sich Zusammenhange zwischen Bildungsstand und Konsummenge
(Alem et al., 1999)Bei jungenKhatkauernan Universitaten in Athiopierwerden auch
Zusammenhange von Konsum und dem Initiieren von sexuellen Aktivitaten beli€btetde

et al., 2005; Tura, Alemseged, & Dejene, 2Q®) in anderen Untersuchungen mit Studenten

I SA3ISy &AO0OK a9yidaLlyydzyad s ! yGSNKIt Gdzy3a
KonsummotivdKassaye, Sherief, Fissehaye, & Teklu, 1999)

Sowohl unsere personlichen Erfahrungen im Feld als auch neuere Untersuchungen zu
Konsumformen undgewohnheiten zeigen immer extremer werdende Mustée z.Bo 6 A-y 3 S
OK S 4 Xkgrdrwierliches Kauen fur 24h und langer). Auébmbinationen mit anderen
Subsénzen um den Khateffekt zu verstarken oder wieder abzumildern werden berichtet
(Odenwald, Hinkel, et al., 2007; Omolo & Dhadphale, 1987; Tulloch, Frayn, Craig, & Nicholson,
2012; Zein, 1988)

2. Somalig Migration und Khat

Somalia fuhrt aktuell die Liste der instabilsten Staaten der Wef{FareignPdicy, 2016)Jund

es zahlt weltweit zu den Landern mit den groRten Flichtlingsbewegungen. Aktuell gibt es
insgesamt etwa 1.1 Millionen somalische Flichtlinge, von denen ca. 150.000 als intern
Vertriebene gelten und knapp 400.000 in Kenia leben, wie in Abbildwerarschaulicht
(UNHCR, 2016b)Hinzu kommt noch eine Vielzaldn Fluchtlingen ohne legalen

Aufenthaltsstatus.

Uber die vergangenen Jahrzehnte hinweg pragten Biirgerkrieg, Trockenheit und Hungersnéte
das Land. Nach dem Sturz des Diktators Barre 1991 fanden militérische Konflikte zwischen
verschiedenen Milizen, Clans dirradikal religiosen Gruppierungen unter Eingreifen der
umliegenden Lander und der internationalen Gemeirggthktatt. Seit 2000 gab es zwaine

international anerkannte Ubergangsregierumgjerdings gelang es dieser nictite Situation
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zu befrieden undallgemein in Somalia Akzeptanz zu finden. Seit 2012 wurde sie durch eine
foderale Regierung ersetzt, die vielleicht der Beginn in Richtung Befriedung und Stabilisierung
bedeutet, doch noch immer ist der Alltag der Menschen von bewaffneten
Auseinandersetzugen, vor allem zwischen Regierung (mit internationaler Unterstitzung) und
der radikalislamischen Terrorgruppe$thabaalund anderergepragt. Unter internationalem
Mitwirken wird an der Umsetzung des politischen Programmes zur Stabilisierung und zum

Neuaubau des Staates gearbeitet und fir Ende 2016 sind Neuwahlen vorgesehen.

Zusatzlich zur politischen Lage zwangen lange Periodefnreckenheit und darauf folgenden
Hungersnote viele Menschen, ihre Heimat zu verlassen. Die letzte Hungersnot 2011/12
forderte Uber eine Viertel Million Todesopfer und 2014 waren noch immer tber 1 Million
Menschen kritisch ungeniigend mit Wasser und Nahrung versorgt. Weitere 2 Millionen
werden als belastet eingestuft und fast eine Viertel Million Kinder unter 5 Jahren gelten als
akut unterversorg{FSNAU & FEWSNET, 2014)

Total number of refugees

959,329

Registered refugees households

Total number of IDPs

L]
¥ PRyt
‘ g
Somaliland
84,000

Puntland
125,000

— ]

SOMALIA

Indian Ocean

South Central Somalia
893,000

TANZANIA

Q

Abbildungl. Migration aus Somalj®uelle:UNHCR (2016)
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2.1. Somalische Fluchtlingein { f SA Yy a Eadtleifw Hditatzid

Eastleighcaucha € A G G f S geBaBrt Rsh en KStmitteil von Nairobi, der Hauptstadt
Kenias und wird zu einem groRRen Teil von Somalis bewohnt. Es gilt als pulsierendizsi A y' S & &
O S y & Stidt und das Bild der HauptstraRen ist gepragt von grauen Bé&tohhausern,

in die zahlreichekleine Geschaft gepfercht sind. Man findet oft auf weniger als 10
Quadratmetern vollgeladene Steffund Kleidungsgeschafte, Laden fir Haushaited
Schreibwaren, Apothekery & K&2KSA v uhidNgfeine Restaurants. Im flieRenden Ubergang

sind Verkaufsstande an die Gebawgebaut oder die Verkaufsware ist auf Decken ausgelegt
oder an praktisch faltbaren Hangevorrichtungen zur Schau gestellt. Durch kleine freigelassene
Gasschen tummeln sich die Menschenmassen, lautstark verhandelnd und stéandig begleitet

vom lauten Hupen uth den ratternden Motoren des allgegenwartigen Verkehrsstaus

An vielen Orten finden sich ganze Reihen von Khatstanden, die Tisch an Tisch die frischen
Blnde] gut geschitzt in Bananenblatter oder Zeitungspapier eingewickelt zum Verkauf
anbieten. Die gangsten Namen fiiKhat sind hiea Y A Nihdla @ S @h8 die Geschéfte oder
Stande, wo man die begehrten Blatter erwerben kann, sind oft mit auRen angebrachten
Bananenblattern markiert. Man erhalt beispielsweise das sogenannteD A it kurzen,

zarten Stangeln, kleinan Blattern und einer rétlichen Farbundas grineren Y Iy 3n8tl | &
langeren, festeren Stangeloder a a I 3 2 @k kediglich in Form loser Blatter in kleinen

Plastiktiiten verkauft wird.

Unmittelbar neben jedem Khatstand findet man eined&geinheit, Erdniisse oder SuRigkeiten

zu kaufen, sie sorgféltig in kleine, aus Altpapier gerollte Titchen verpackt sind. Der
Khatverkauf ist grofdtenteils von Mannern dominiert, wohingegen die Frauen fir die
zugehdrigen Erdniusse zustandig sind. Ein Bundelkdistet zwischen 150 und 250 KSh, was

in etwa dem Preis einer warmen Mabhlzeit in einem lokalen Stral3enimbiss entspricht. Die
groRen Khatlieferungen, meist aus dem Kenianischen HochiandS Niieéden um die
Nachmittagszeit gegen 16:00 Uhr erwartet. Diginen Platze, wo der Truck, vollgepackt mit

den fest geschnirten Paketen Tag fur Tag eintrifft, sind schon Stunden vor Ankunft eine
erwartungsvolle, teils aggressive Unruhe zu beobachten, bis sich bei der Ankunft Scharen von

Menschen um den Piekp dréngn.

Eastleigh’s Einwohnerzahl stieg in den vergangenen Jahren rasant an; sie wird aktuell auf 300

¢ 500.000 Menschen geschatftindley, 2007; Micheni, 2010Auch die Infrastruktur
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entwickelte sich unheimlich schnell. Innerhalb wemigdahre wurden zahlreiche
Verkehrswege asphaltiert und die provisorischen Stral3en aus grauer Erde und Steinen ohne
Kanalisation, die sich an Regentagen in Schlammbahnen verwandelten sind nun zumindest in
einigen Hauptstral3en verbessert worden. Das Milld Abwassersystem ist allerdings noch
immer sehr durftig und so sind die Stral3en, Geschaitsl Wohngebiete noch immer von

Muill, stinkenden Kloaken und generell unhygienischen Bedingungen umgeben.

Viele der Uber 400.0000snalischen Einwanderer in Kerl@den und der Feindseligkeit der
kenianischen Bevolkerung. Sie werden selten als hilfebedurftige Flichtlinge anerkannt,
sondern eher als Terrorgefahr generalisiéitji, 2014und sie werden als wirtschaftliche
Bedrohung angesehen, wirden den Staa¢l Geld kosten, Arbeitsplatze und Markte
einnehmen, die den Einheimischen zustiinden. Lokale Geschéftsleute zeigen sich besorgt tUber
die mangelnde wirtschaftliche Regulation seitens der RegierdH@ I a G f SAIK 0 dzA A Y
strong competitors that shouldhi 0 S IRtANGL cdiriebthis way, one day Eastleigh

gAf ¢ NEFftte 0SS GKS YI Ay(aud ginént Sneliaw mit eidedny i NS
kenianischen GeschéftseigentimeAllerdings ist die Kluft zwischen Arm und Reich grof3 und

der Wohlstandentscheidet dartber, wieviel Schutz und Sicherheit man sich kaufen kann.
Reiche Geschéftsfamilien profitesr von korrupten Verwaltungeniere Flichtlinge leiden

unter konstanter Schikane und Diskriminierun@ampbell, 2006) Laut der Anti
Y2NNUzZLIG A 2 Y A OSNBAYATdzyd a¢ NI yaLlk NSyOe LyuaSNyl
grolRes Problem, vor allem reprasentiert durch Polizeibeamte. Ein Drittel aller Befragte
mussten in den vergangenen 12 Monaten Bestechungsgelder bezahlen und 70% der
Bevolkerung sind unzufrieden mit der staatlichen Bekampfung der Korru@lpR015) Auch

in unserer Projektzeit klagten viele Mitarbeiteiber willkurliche Verhaftungen und
gewaltsames Eindrgen in Wohnungen durch Beamte. Aul3erdeeien sie deren Willkir
ausgesetzt, mussteBestechungsgelddoezahlenund monate bis jahrelange Wartefristen

auf Passe und andere DokumerrteKauf nehmendie es den jungen Menschen erméglichen,

Zugang zu Bildungseinrichtungen zu erhalten.

Diese langeWartezeiten und aversiven Umstande, gefolgt oder kombiniert mit sehr hohen
Quoten an Arbeitslosigkeit machen es wiederum nattraktiver, vor allem fir junge
Menschen, Beschaftigung, Orientierung und Gesellschaft beim -Kdatn, Ant
Regierungsgruppiergen oder radikalislamischen Organisationen zu suchen. Die

Bandenkriminalitat, durch die tagliche Angriffe in Eastleigh zu verzeichnen sind, verstarken die
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alltagliche Unsicherheit, sich frei auf der Stral3e bewegen zu kdnnen und es kommt haufig zu
frustrierenden, verangstigenden, teilweise traumatisierend gewalttatigen
Auseinandersetzungen. Die Tendenz zu erhdhtem, exzessivem Khatkonsum konnten wir in

friheren Studien bereits zeigéVidmann et al., 2014)

2.2. Versorgungsnotstand

Zusatzlich zu den politischen Schwierigkeiten in Somalia und Kenia und den
Naturkatastrophen, stellt die Versorgungslicke sowohl im physischen als auch psychischen
Bereich ein gro@s Problem dafAlkan & Ali, 2001)DieGruppe der somalischen Fluchtlinge

in Kenia ist durch die jahrelangen traumatischen Erfahrungen in Krieg und Hungersnéten und
die Umsténde, unter denen sie beispielsweise in Eastleigh leben, besonders stark belastet.
Dadurch, dass weder in der Heimat, naoh Gastland eine adpuate Versorgung stattfand
und-findet, konnen Praktiken wie Anketten, Festbinden und Wegsperren beobachtet werden
(Odenwald et al., 2005; Onyut et al., 2009; Silove et al., 2008 sogenanntaMental Health

¢ NB I Y S y(ahGAP) édéhrt seit einigen Jahren zwar vermehrt wissenschaftliche
Aufmerksamkeit, doch sind die Zustdnden den meisten Entwicklungsl&ndernoch
weitgehend unveréandert(Demyttenaere et al., 2004; Saxena, Thornicroft, Knapp, &
Whiteford, 2007) Die Versorgungslicke fir substanzbezoge Erkrankungen tsbisnizu

achizigProzent besonders hodiKohn, Saxena, Levav, & Saraceno, 2004)

Der Mangel an finanziellen Ressourcen und ausgebildetem Fachpersonal legt nake, da
Versorgungskonzepte zur Behebung dieser Misssténde effizientere Behandlungsstrukturen

erfordern.

3. Interventionsansataler WHO ASSISihked Brief Intervention

Die  Weltgesunbeitsorganisation (WHO)  entwickelte und  evaluierte ein
Kurzinterventionspaket, das auf eine individuelle Risikoeinschatzung aufbaut, mit dem Ziel,

den Substanzkonsum zu stoppen oder zu reduzierenoDie{ {IA{y¢] SR . NASF Ly i
Die Intervention beteht aus den Elementei\SSISTAlcohol, Smoking and Substance

Involvement Screening Tedtragebogen zur Bestimmung des personlichen Risikos, der
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Kurzintervention und dem SelbsthilfemanuéR. Humeniuk, Dennington, & Ali, 2008;
Humeniuk R. E., 2010; R. E. Humeniuk, HEdwards, Ali, Poznyak, & Monteiro, 2010; WHO,
2002) Die Wirksamkeit von Screenings mit Kurzinterventionen fur Alkoholkonsum in
medizinischen Grundversorgungseinrichtungen ist gut bel@gdonnell et al., 2014wobei

die Evidenz fur andere Ssanzen schwacher i§Baitz, 2014; Matthew M Young et,£014)

3.1. ASSIST Fragebogen

Der ASSISKragebogen pruft die Kriterien eines Substanzmesstins gemal internationaler
Diagnosekriterien. Mit neun Fragen, die jeweils fur alle Sulaggarppen erfragt werdenwird
ein Summenwert errechnet, der den Teilnehmer in geringes, mittleres oder hohes Risiko

einstuft, bestimmte Folgen des Konssiau erleicen.

Nachausfuihrlichen Diskussionen in Expertenrunden fir Khatkonsumemtede der ASSIST
adaptiert Khat wurde inklusive verschiedener Subtypen in die Liste der Substanzen mit
aufgenommen. Aulerdem erarbeiteten wir zusammen mit erfahrenen Konsumenten,
Experten und basierend auf wissenschaftlicher Literatur eine Liste moglicher Folgen des
Khatkonsums und ein Schema fur niedrigen, mittleren und schweren Khatkonsum. Dabei

orientierten wir uns an den hoheren GOtff Werten, wie sie bei Alkohol verwendet wien.

3.2. Die Kurzintervention

Die wichtigsten Theorien und Modelle, die dieser Intervention zugrunde liegen sind zum einen

das transtheoretische Modell vdArochaska and DiClemente (1983s davon ausgeht, dass

es zu keiner Verhaltensanderung kommen kann, bevor der Teilnehmer eigenetitotizur
Veranderung generiert hat. Aul3erdem die Motivierende Gesprachsful(iMitigr & Rollnick,

2004) als therapeuth OKS DNXzy RKI f Gidzy3 YA RSy 901 LS
+ SNKIf iSYyaNyRSNYHzy3d dzy i SNBRGNGT Sydas a9YLI GKASaA
CNJ 3Sy Aa0KI FFSyax aYAi 2 ARSNRERUOI YR Oil y1l S
Zusamny Fl 3aSy Rl & 26A S Cw! all9 {as Tedl 2dRr motivierenden
DSALINNOKAFNKNHzy30 YAG RSy 9ftSYSyGiSy aoaCSSRo|
3S0Syasx oRAS 21 Kf flFaasSyaz a9YLI GKASG dzyR af
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Auch beider Intervention waren einigehHat-spezifische Anpassungen notwendipeBfalls
nach ausgiebigem Austausch mit lokalen und internationalen Experten ergaben sich folgende

neun Schritte:

1. Den Teilnehmer fragen, ob er interessiert ist, seinen Risikowert aus dem Fragebogen zu
erfahren, um die Entscheidung tUber das weitere Vorgetiem Klientenzu Uberlassen
und somit Widerstand abzubauen.

2. Individuelles Feedback zum Risikolevel geben und den damit verbunden mdglichen
Folgen.

3. Fragen, wie besorgt der Klient nun Gber seinen WerMsteiner offenen Frage am Ende
fordert man das eigne Verbalisieren von Nachteilen und Verdnderungsgedanken.

4. Gute und schlechte Seiten am Khatkonsum erfragen und den Klienten dazu bringen, beide
Seiten grindlich zu bedenken und damit Diskrepanz erzeugen

5. Vor- und Nachteile zusammenfassen mit Betonung demiger guten Aspekte unter
Anerkennung der Erlebnissewie durch did~okussieung auf derkognitiven Konflikt.

6. Fragen, wie besorgt der Teilnehmer nun tber die negativen Aspekt®litsbffenen
Fragen werden Veranderungsgedanken gefordert.

7. Rat daruber geen, wie das Risiko gesenkt werden kann, weitere Schaden zu erleiden
indem eine Verbindung zwischen Konsumreduktion und Schadensreduktion giekni
wird. Dabei empéahtisch sein und den Klienten nicht verurteilen

8. Dem Teilnehmer die Wahl und letztendliche Entscheidung Uber sein Verhalten
Uberlassen.

9. SelbsthilfeManual aushandigen, zusammen mit der Feedback Seite. Vertraudie in

Fahigkeiterdes Klienterausdriicken.

Die Atmosphare sollte von Anfang bis Ende votreaschaft, Akzeptanz, Mitgefuihl und dem

Wachrufen neuer Gedanken geprégt sein.

3.3. Selbsthilfemanual

Das Manual besteht aus einer Zusammenstellung genereller Informationen zu

Substanzkonsum und einigen therapeutischen Bestandteilen, wie zum Beispiel Tabellen
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Listen in die tagebuchahnliche Beobachtungen des Konsums oderuxdr Nachteile

festgehalten werden kdnnen.

Auch am Selbsthilfemanualurden einige Anderungen vorgenommen: Beispiele uildeB
wurden fur Khat angepasst urdformationen zu mdglichemRisiken und Schaden, die mit

Khatkonsum in Zusammenhang stehen wurden mit aufgefihrt.
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4. Ziele der Dissertation

Die Ziek dieser Untersuchungen sind der Gewinn eines differenzient&/erstandnisses von
Khatkonsurmustern und-motiven, um angepasstedurdfihrbareBehandlungsstrategieru
entwickeln evaluieren und implementieren.n ILandern wie Kenia, Athiopien und Somalia,
wo durch Kriege, Naturkatastrophen und politische Instabilitdt eine hohe Préavalenz und
gleichzeitig extreme Unterversorgung fur peigche Erkrankungennd funktionalen Konsum
herrschenist der Bedarf an effizienteand leicht umsetzbaren Behandlungen immeber

hier dokumentierte Teil soll zunachst als Vorbereitung fur eine multizentrische Studie i
diesen Landern dienen uridinweise aulverschiedene Konsummuster ude Wirksamkeit

einereffizienten Kurzinterventiodiefern.

Die vorliegende Arbeit beschreibt den Prozess, die Erfahrungen und die Wirksamkeit der
kulturellen und substanzspezifischen Anpassung alér { flikkéd¢ NA SF L yBeB NSy i
Somalischen Fluchtlingen in Kenia fithat mit Berlcksichtigung von Multorbiditat,

umgebungsspezifischen Einflussfaktoremd der Bewertung der Teilnehmer

Der erste Artikelkonzentriert sich auf die Wirksamkeit der angepassten Screening
Kurzinterventionbeziglich Mege und Frequenz des Khatkonsums Zeitraum von drei

Monaten Uber drei Messzeitpunkte hinweg

Im zweiten Artikel wird auf Multimorbiditat eingegangen. Genauer gggt, wie sichdie
Symptomatik einerDepression, PTSD und kipsychotische Symptome im Verlauf der
Behandlung verandern und ob sien Interventionseffekt beeinflusseAul3erdem wird der

Therapieeffekt bezulglich funktionaler Zeit und Konsumzeit beschmiebe

Im dritten Teil werden die Meinungen der Teilnehmer Uber die Intervention und deren
einzelnen Teile beschrieben und verschiedamagebungsspezifischBaktoren, die nach
Meinung der Klienten zur Reduktion des Konsums beitrugen oder diesen erschvitietdrei

wird auch besonders auf die Thematiky K [idzSy | f éingdgdngeB.a i &t S a

Insgesamt kann so ein umfassender Eindruck einer erstendgdetifischen Kurzintervention
bei Somalis in Keniamit Rucksicht auf kulturelle ktergrinde und aktuelle umgebungs

spezifische Einflussfaktorerdargestellt werden. Er bieteteine Grundlage fur die
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Weiterentwicklung praxisrelevantef~orschung unddie Implementierung nachhaltiger

Versorgung und einem differenzierten Umgang mit (un)poidtischem Khatkonsum.
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Artikel 1: TheModified ASSISlinked Bref Intervention for Khat Users

5. The Modified ASSISiinked Brief Intervention for Khat Users:
A Randomized Controlled Effectiveness Stlidy

1 Eingereicht zur Publikation bei ADDICTION
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5.1. Abstract

Background and aimsthe traditional consumption of the stimulakibat Ccatha eduli¥ leaves
in countries around the Horn of Africa have profoundly changed in the recent decades and
excessive use has emerged which is related to the development of dependence. The aim of

this study was to test the effectiveness of Brigkhention to reduce khat use.

Methods: In this randomized controlled trial 330 male Somali khat users from the community

were either assigned to Screening and Brief Intervention (161) or Assessmign€ontrol

group (169). We adapted the World Health Org A T A2y Q& ! f O2K2f X { Y2
Involvement Screening Telkhked Brief Intervention (ASSHiiked Bl) to khat and Somali

culture. Trained local counselors administered two intervention sessions (t1, t2) to the
intervention group and one sessido the control group after two months (t3). We assessed

amount and frequency of khat use with the TirhmeFollowBack method. We used patrtial

matching to correct baseline differences and mixed effect models to test group differences.

Results:Over all12 weeks (tlg t2 ¢ t3) and from t1 to t2 khat use amount and frequency
significantly declinedp(< .001) and the intervention group showed a greater reduction in
amount and frequency (all group x time effects with .0R0). From t2 to t3 there was no

further reduction and no group differences were found.

Conclusion:Khat use amount and frequency in the community can be reduced by a Brief
Intervention, requiring little resources and training. The reduction of khat use in the control
group shows that thorogh assessment alone might have interventliwe effects. The non
treatment seeking community sample with minimal initial motivation and the -non
professional counselors are distinct from Screening and Brief Intervention studies with other
substances in otfr countries but can support the sustainability of this approach in khat use

countries.
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5.2. Introduction

Chewing Khatcatha eduli$ is a well described social event with a long standing tradition
(Krikorian, 1984)The preferred way of consumption is chewing the fressives andénder

stems for effects of excitability, euphoria, talkativeness and flow of idBasing the last
decades, khat production around the Horn of Africa and the Arabian Peninsula has increased
significantly and today, the khat sector is a considerable p&rhasional economies in
countries like Yemen, Ethiopia and Kegatter, 2012; Klein et al., 2009)

In contrast to the traditional moderate way of consumption, modern excessive patterns of use
are related to various physiological and psychological health consequéhliddabori, 2005;
Al-Hebshi, AlSharabi, ShugAldin, AfHaroni, & Ghandour, 2010; A-Kotarreb et al., 2010;
Beckerleg, 2010; Odenwald, Hinkel, et al., 2007; Omolo & Dtzelpl 987; Warfa et al., 2007;

Zein, 1988) Researchers early on recognized the potential of khat to induce psychadlogica
dependence which is confirmed by a number of recent studies with adapted versions of the
Severity of Dependence Scale (SDS) and the World Health Organization’s Composite
International Diagnostic Interview (CIDI) with dependence rates betwe&0086(Awas,
Kebede, & Alem, 1999; S. Kassim et al., 2013; S. Kassim et al., 2010; Odenwald et al., 2012;
Widmann et al., 2014)

Despite the great need for culturally adapted medical and psychological interventions for khat
RSLISYRSYOS> OdzNNByiafe GKSNBSQa OSNER tAYAGSR L
(Odenwald & al'Absi, 2016n one single study, psyctealucation ha a small effect on khat

use behavior among psychotic patients in Som@Ddenwald et al., 2012)Because most

countries where khat use is common have an understaffed andmmetened public health

system, with little or no institutional care for addictiqburesso, Matthews, Ferguson, &

Bruno, 2016)most suitable interventions would be those which involve little resources and

can be implemergd by community health workers or in primary care settings, like Brief
Interventions (BI).There is strong evidence for the effectiveness of Screening and Brief
Intervention in primary health care settings to reduce hazardous alcohdlQiB®nnell et al.,

2014) however, theevidence for other substances is weakBaitz, 2014; Young et al., 2014)
CKSNBEQa y2 &aLISOAFAO addzRe GFNBSOGAY3I 1KFG dza

community settings.
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Somali A& |Y2y3d (KS ¢ ZFNkigRRdECY, 20CAxMRd Bds fcdhtingoiisly G S & Q
suffered from organized violence, famine and natural disasters over the last decades. By the
end of 2014 more than 1.1 million Somalis were internally displaced and 970.000 were living

as refugees in neighboring countries, of which mdnart 420.000 were hosted by Kenya
(UNHCR, 2015Because of the culture ohlat use, it is very likely for Somalis to chew khat to

cope with adversities; it is supposed to strengthen a sense of identity and social wellbeing
(Klein, 2007; S.L. Patel, 20@8) after traumatic experiences the amount of use was shown

to be inceased in order to reduce painful memories and cope with other sympttvhs
Odenwald et al., 2009In our previous studies we found extreme use patterns among the

Somali refugee populatiofWidmann et al., 2014)

Here wereport on a pilot RCT that had two aims: We wanted to gain first experiences on the
acceptance and applicability of screening and brief intervention for khat in Somalis where khat
use is integral part of the culture. Secondly, we tested the effectiveoke®e ASSISIinked

Bl that had been adapted to Somali language and culture among-&@ament seeking and

a nonselected community sample of khat chewers. We expected that khat users reduce their
khat use after receiving ASSIBITcompared to a contt@roup who only participated in the
repeated assessments of their substance use. We expected small reductions for amount and

frequency of khat consumption in favor of the treatment group.
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5.3. Methods

Study location

This study was implemented in Eastleighpat of Nairobi, Kenya, with approximately
300,0006500,000 inhabitants the majority of them being ethnic Somalis of many who are
urban refugeegLindley, 2007; Micheni, 2010)

Design

In this randomized controlled intervention triedale Somali khat users from the community
were randomly assigned to Screening and ASIB1E3d Brief Intervention (SBI) or Assessment
Control (AC). In the course of a ttwwonths study period, three individual appointments were
scheduled: t1 at study entry2 four weeks after t1, and t3 four weeks after t2. Participants of

the intervention group received SBI in the first appointment and a brief refresher Bl at t2
appointment, asking for changes in khat use in the previous four weeks. The AC group received

the BI after two months in the third appointment. See Figlre

tl t2 t3
(study entry) (4 weeks after t1) (4 weeks after t2)

TLFB (1 month)
Measurement  Khat use history TLFB (1 month) TLFB (1 month)

Bl
Living conditions
Intervention ASSISTinked BI Refresher Bl none
TLFB (1 month)
AC Measurement  Khat use history TLFB (1 month) TLFB (1 month)

Living conditions

Intervention none none ASSISIlinked BI

Figure2. Design of the study

27



Artikel 1: TheModified ASSISlinked Bref Intervention for Khat Users

Sample

Male khat chewers with initial motivation to stop or reduce their khat use were recruited from
the community. We only included male participants because khat chewing is a predominantly
a male habit and female users are often stigmatized in the communitychwleads to

significant underreporting.

Using the G*Power softwar@aul, Erdfelder, Buchner, & Lang, 2008 calculated a total
sample size of n = 260 as being sufficient to be able to detect a small effect with sufficient

L26SNI 60 I' dppT h T dnpdd

Recruitment took place via radio announcements, printed flyers and oral information
provided by community elders and the local research team. Also snowball effects happened
as khat users included into the study motivated other fellow users to participatte case

of cliques of khat chewers, the whole group was assigned to SBI or AC in order to minimize
treatment contamination; group allocation was determined following an alternating order by
the project coordinators. Inclusion criteria were being a m&tmali, chewing khat (past
month), being motivated to learn about or change his khat use while exclusion criteria were

severe mental disorders, disabilities and impaired communication skills.

330 patrticipants were randomly assigned to SBI (161) and @) é&hd we had an initial
participation rate of 90.2% as illustrated in Fig@rén order to identify individuals who took
someone else’s place in a follayp assessment, we checked sediemographics at each
assessment. The numbers of excluded participaare shown in Figure3. Sample

characteristics are described in Table 1.
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366 khat users approached

36 denied participation

330 khat users randomized

Screening an@rief Intervention £8I)

AssessmentControl (AC)

T1:161

7 not traced
3 name confusions
11 age deviations

T1:169

6 not traced
5 intervention confusions
7 age deviations

T2: 140

7 not traced
3 name confusions
13 agedeviations

T2:151

7 not traced
5 intervention confusions
16 age deviation

T3:138

Figure3. Flow diagram

T3: 141
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Total Brief Intervention ~ Assessment control
(M, SD) / group (M, SD) / group (M, SD) / p
%(N) %(N) %(N)

N 100% (330) 48.8% (161) 50.2% (169) ;
Socio demographics
Age (Mean, SD) 27.8(6.6) 27.7(6.2) 28.0 (7.0) 698
Marital Status (% married) 23.9% (79) 20.5% (33) 27.2% (46) 153
Occupation (% not working) 40.0% (132) 38.5% (62) 41.4% (70) .590
Immigration statug% refugees) 49.4% (162) 51.2% (82) 47.6% (80) 511
Persons per household 4.1 (2.5) 4.1 (2.7) 4.1 (2.3) .950
(EJZZng)years formal scho o541y 8.8 (4.4 9.3 (3.7) 267

House 0.6% (2) 0 1.2% (2)

Lodge 11.29%(37)  13.8%(22) 8.9%(15)
Home type  apartment 70.8%(233) 69.4%(111) 72.29%(122) 289

zs:r?;em 17.3%(57)  16.9%(27) 17.8%(30)

Family based 67.4%(221)  65.8%(106) 68.9%(115)
gf)‘;sem'd Rent sharing  17.5%(56)  17.1%(27) 17.9%(29) 658

other 15.3%(49)  17.1%(27) 13.6%(22)
Substance use
Start age regular khat use 21.0 (3.9) 20.6 (4.0) 21.4 (3.8) .066
Other substance use last yez ;oo 70 26196 (42) 20.3% (32) 217

excluding khat and tobacco

! missing values: SBI n =161, AC n =158

Table 1 Characteristics of the study sample
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Instruments
Translation of instruments

All materials were used in Somali language after a translation and independent back

translation process.

Substance use measures

Khat use was measured by two indicators: consumed traded units (bundles) and days with
khat use in the 4 weeks prior to each assessment. We used an adapted version of the Timeline
Follow BacKSobell & Sobell, 19953 calendar method with high reliability and validiBals
Stewart, O'Farrell, Freitas, McFarlin, & Rutigliano, 2000drder to be ald to compare the
amount of use of different local khat qualities we developed, together with experienced
Somali khat users and Somali physicians, a scheme of equivalent traded standard units with

brief explanations, photos and local terms before the study.

Household economic situation and living conditions

Ly 2NRSN) G2 FaasSaa tAQAy3a O2yRAGAZ2YEAS 6S | aj

the number of people living in the household, marital status, schooling years and occupation.

Intervention
Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)

The ASSIST is a brief and easy to apply interviegeninistered instrument developed by
WHO for the identification of problematic substance use and starting point for a Brief
Intervention to reduce substance use in primary céiRe Humeniuk et al., 2012H0j is widely

used and haa good to excellent reliabilifVHO, 2002)With eight questions on nine groups

of substances, a substance involvement score and risk level for each substance {4dnge 0
assessed. In the original version, khat is not included into the categories of substances: A multi

disciplinary group of experts adapted the ASSIST interview and defined a khat risk level
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analogous to alcohol {00, 1126, 27+) as khat use has a lestgnding tradition and is an

omnipresent phenomenon with social functions so that ame leads to social exclusion.

In the present project, the ASSIST interview was only used as part of theekdtad ASSIST
linked BI; therefore, we assessed all quessidor khat, and for all other substances, we only
employed questions 1 and 2. We opted against the ASSIST interview as standard evaluation

instrument because we wanted to create a clear difference between the two groups.

Adaptation of the ASSIdimkedBrief Intervention (ASSHSI)

The ASSISHI is a standardized brief intervention of approximately 15 min duration that builds
upon substance involvement scores derived from the ASSIST interview (WHO, 2010). The
intervention follows the FRAMES model, i®ntaining the six elements (Feedback,
Responsibility, Advice, Menu of options, Empathy, and-&ftfacy) that are considered
effective to reduce substance u@@ien, Miller, & Toniggril993)and incorporated techniques
derived from Motivational InterviewingMiller & Rollnick, 2004)Additionally, aselthelp
booklet that transports simple information and advice by brief texts and illustrative drawings
is given to the client as part of the ASSIiSRed BIl. The effectiveness of the ASBE10
reduce substance use has been shown in a large intemaltistudyR. Humeniuk et al.,
2012b) The above mentioned expert group, slightly adapted the original ABSKET Bl in
order to fit to khatspecific and cultural requirements similarly to the way practiced in the
2 | hQa -cdudiy ¥alidation studyfR. Humeniuk et al., 2012bspecially the selfelp

booklet was modified and translated to Somali language, using the method described above.

Training and procedures

The assessment and ASSBSTvas implemented by a group of 15 Somali youth leaders with

college degree and 3suNgZA a2 NAR X Fff o0SAy3a FTNRBY 9l adfSAIaAK
Somali, Swahili and English. Prior to the study, they participated in aveek intensive

workshop and trainings on theoretical background and practical aspects of Bl, interviewer

skills and the assessment tools with continuous supervision during the project

implementation.
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Assessment and interventions were conducted in Somali language. Initial appointments (t1)
took place in a collaborating local health center where a medical doctor giseer the
screening for exclusion criteria. Follay appointments were arranged flexible to the needs

of participants. At any location, privacy and data protection was assured in order to be able
to talk about sensitive topics. The interviewers were bdidabn the previous substance use
reports of the interviewed participant but not for group (SBI or AC). Participants were not paid

nor compensated for their participation.

Ethics

The Institutional Review Boards of the Kenyatta National Hospital/ Univerfsitiyairobi and

of the University of Konstanz (Germany) approved this study. Due to the high level of illiteracy
FY2y3a GKS LINIAOALNI yiGaz AYyF2N¥NIGAZ2Y 2y addzRi
were read to the participants before asking for peipiation. Participants were only included

into the study after signing an informed consent.

Statistical Procedures

We analyzed data with SPSS 20. For continuous variables we report means and standard
RSOAILIGA2ya o6ap{50 YR LISNOSyi{lFl3aSa FT2NJ 6A DI NA
Proportions between groups were compared with ChiSa & 2NJ CAAKSNRa S
continuous variables, we usedtésts or ManAWhitney-U tests to analyze simple group

differences.

C2NJ 0KS 2dzi02YS QI NAIFIO6fS daydzYoSNI 2F O2yadzySR
used due to skewed distributions.

Cohen’d wasusedto describeeffect szeswithin and betweentreatment groups.Following

the recommendation of Morris (2008) for betweentreatment effect sizes, pre-post

differenceswere weightedfor their pooledstandarddeviationof the baselinemeasurement
(dppc2)-
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Mixed-effect models

In order to deal with the large number of missing values we chose raiffedt models for the

analyses of changes over time and pbet tests. They have the advantage of being relatively

robust to missing datgSiddiqui, Hung, & O'Neill, 2009yhe model predicts treatment
NEBalLR2yaS o002yadzySR {KIFdG odzyRftSa |yR RIFI&a @Al
WiGNBIFGYSyd E GAYSQ | & -paktitifams r@detddSabror.Prediqols Wi A Y
were included stepwise into the model; to correct for multiple testing in the two {ost

tests, Alpha was set to .025 according to Bonferroni correction. The type of covariance was

set unstructured due to best model fit accordino -2Log Likelihood information criteria.

Random intercepts and slopes were included stepwise as subject specific random effects
when proven to enhance model fit as recommendedRaudenbush and Bryk (2002)he

model selection was based on maximum likelihood estimation.

We matched the extreme 5% (N = 16)tloe participants in order to correct for the a priori
SEA&GAYT RAFTFSNBYyOSa odzi y20 G2 NBRIzOS G(KS a
1KFG o0dzyRf Saé¢ sz LI NTban@dsLIhif iesulted i6 dexduikion NBR 8 6 p
participants with lowest (8 AC) and the 8 with highest (1 AC, 7 SBI). In cases with more than
one matching equivalent, the most similar age was deciding. The exclusion of extremes seems
legitimate because various studies showed the effectiveness of brief interventoght be
moderated by the amount of usgaitz, 2014)After this procedure, khat use in the month

before study etry, age and other socidemographic variables did not differ between the

groups.

Reliable Change Index:

For individual treatment effects we used the Reliable Change Index (RCI) to compare
treatment outcomegqJacobsen & Truax, 19919ingthe testretest reliability of the Time Line
Follow Back for alcohol as it is the most comparable substance regarding popularity, legal
status and availabilitgtaken from Fa-Stewart et al., 2000)Percentages of participants with

and without significant improvement (which includes change for the worse) were compared
with a cutoff for significant change at REL.96 and { LJIK | (J&Cobseh& gruax, 1991)
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5.4. Results

Onehundredsixty-one participants were assigned to the SBI and 169 to the AC group. Table
1 reports the socialemographic and socieconomic data of bothgroups. They were
comparable in relation to all items.

The duration of the ASSIST Screening and Brief Intervention for the intervention group was
28.8 (x12.5) minutes at t1 and 13.1 (+8.0) minutes at t2 (refresher); in the AC group the

intervention at t3took 38.5 (£14.9) minutes.

Intervention effects

The quantitative indicators of khat use in the observation period (12 weeks) are reported in
Table 2.

At study entry, participants in the AC consumed almost 50 bundles, in the SBI group almost 60
with a sttistically meaningful difference. With the partially matched data, this difference was
not statistically significant anymore. Participants in the AC and SBI group had around 20 days
with khat use, in the 28 days prior to the study, also after partiallychiag. Mixedeffect

model results for amount and frequency of khat use are reported in Table 2.
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Quantity (bundles in last 28 days; M, SD)

time matching AC Bl p
no 48.11 (43.91) = 169 58.56 (48.11) = 161 .006
N yes 49.40 (44.20)n = 160 54.37(44.72)n =154  .101
no 47.75 (38.80) = 155 50.75 (48.61) = 143 556
N yes 48.39 (39.03)n = 144 46.44 (44.36)n = 136 .159
no 42.64 (31.7%) = 141 43.52 (35.94) = 142 727
v yes 42.77 (31.31)n = 133 42.07 (33.66)n =134 510

Frequency (use days last 28 days; M, SD)

no 20.74 (6.28) = 169 21.57 (6.40) = 161 147
N yes 21.04 (6.18)n = 160 21.44 (6.39)n =154  .436
no 18.91 (6.10) = 155 17.19 (6.58) = 143 023
N yes 19.03 (5.93)n = 144 16.96 (6.57)n =134  .008
no 18.59 (7.40) = 141 17.27 (8.22) = 142 100
N yes 18.81 (7.26)n = 133 17.34 (8.15n =132  .078

Table 2.Amount and frequency of khat use in the 28 days prior to t1, t2 and t3 for the

intervention group (SBI) and the assessment control group. (AC)
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Chamges in the quantityf khat use

With the original data, over all 12 weeks 12 ¢ t3) we found that the amount of consumed
khat was reduced with significant main effects for time and group and with a significant
interaction time x group. The same was found for changes dvend t2 but from t2 to t3 no
significant effects were found. Results with the partially matched dat&g ¢2.¢ t3 and t1¢

t2) still showed significant main effects for time and the interaction time x group but not for
group.

Using the unmatched dataignificant change on an individual level was assessed with the
Reliable Change Index. In the SBI group, more participants reduced the amount of consumed
khat bundles significantly (t1 to t3) compared to AZ{1,N= 281) = 4.371p= .026 (See
Figure 5.

The prepost effect size (tX; t3) for the SBI group was d = .36, for the AC group d = .14 and
the betweengroup effect size waspgt=.21. After the partial matching it was d = .19 for the

AC, d = .34 for the SBI anghg=.13 between the groups.

Charges in the frequency of khat use

Using the unmatched data to test the changes in the frequency of khat use, the main effect
for time and the interaction time x group were significant but not the main effect for group
(t1 ¢t2 ¢ t3 and t1¢ t2). From t2 tot3 none of the effects was significant (see Table 3 and
Figured).

Using the partially matched data the same effects remained significant (see Table 3).

Using the unmatched data, with the Reliable Change Index no significant change could be
found for the number of days with khat use in the last monfi(1,N= 279) = .831p = 215
(Figureb).

With the unmatched data the effect size (§1t3) for the SBhroup was d = .62, for the AC
group d = .32 and the betweegroup effect size waspgto= .34. After the partial matching it
was d = .34 for the AC, d = .58 for the SBI ap&=d29 between the groups.
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original matched
Quantity (bundles)
t df F p t df F p
g 1, 332.63 8.66 .003 g 1,317.21 3.31 .070
1-2-3 t 1, 325.40 26.26 .000 1-2-3 t 1, 308.48 24.89 .000
gxt 1, 325.40 8.23 .004 gxt 1,308.48 4.77 .030
g 1, 331.06 9.70 .002 g 1, 317.66 4.89 .028
1-2 t 1, 302.73 10.26 .002 1-2 t 1,290.29 12.01 .001
gxt 1,302.73 6.73 .010 gxt 1, 290.29 5.40 .021
g 1,297.13 .01 975 g 1, 283.67 .28 .599
2-3 t 1, 295.79 3.85 .051 2-3 t 1,281.99 2.16 142
gxt 1,295.79 .01 .935 gxt 1,281.99 .10 .753
Frequency (days)
t df F p t df F p
g 1, 329.19 3.49 .063 g 1,313.69 1.81 .180
1-2-3 t 1, 320.51 58.93 .000 1-2-3 t 1, 305.93 54.16 .000
gxt 1, 320.51 7.16 .008 gxt 1, 305.93 5.66 .018
g 1, 323.68 7.86 .005 g 1, 306.74 5.81 .017
1-2 t 1, 304.83 70.94 .000 1-2 t 1,290.10 73.35 .000
gxt 1, 304.83 12.62 .000 gxt 1,290.10 11.76 .001
g 1,281.30 1.49 .223 o] 1, 269.38 2.32 129
2-3 t 1,277.32 .03 .860 2-3 t 1, 264.35 .07 .788
gxt 1,277.32 .34 560 gxt 1, 264.35 .60 440

Table 3.Results of linear mixed effect model analyses overt21t3; t1-t2 and t2t3. Main
effects for group (g), time (t) and the ingtion group x time (g x t) are reported for original

data and partially (5%) matched data
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Figure4. Amount and frequency of khat use with unmatched data. Means, standard errors, significant group differences and time x group

interactions are displayed
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RC Bundles RC Days
100% 100%
85.7% 75.9%
(120) {107)
80% 80% nﬂl_ o
59, 7% Reliable
65.0%
@1 (83) Change
60% 60% )
p=.026 p=.215 Reliable
Change
40% 40%
40.3%
20% 35.0%
20% 24.1% (49) (56)
14.3% (34]
0% (20) 0%
AC SBI AC SBI

Figureb. Reliable Change Index for bundles and days using uncorrected data. Percentages and

n of participants wth and without significant reduction at t3 compared ta t1

5.5. Discussion

Male Somali khat chewers from the community in Eastleigh/Nairobi participated in a khat
specific Screening and Brief Intervention RCT (one session of modified -l8®tEBrief
Intervention plus refresher vs. assessment only) withnadhth follow-up. Due to preexisting

group differences, we partially matched the groups for statistical testing. Screening and Brief
Intervention for khat use was well accepted and could be eapiyied in Somali culture, as
AaK2gy o0& GKAAa addzReéQa loAfAde (2 NBONIMzAG
application of the FRAMES model during training and study without any difficulties. It seemed
that the wish to reduce one’s own khat usec@nmon in the Somali community in Nairobi.
The main empirical findings of this study were that the intervention clearly reduced khat use
amount and frequency in the first month but no further reduction in the second month. This
result shows the positive giential of very brief psychotherapeutic interventions, even if
conducted by trained lay persons and with nweatment-seeking participants from the

community in the Somali khat culture where khat is integral part of daily life.
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In this study we dealt wit a form of substance use that is strongly related to a defined
geographical region, specific ethnic groups and cultures and which has-d@esetlbed , khat
tradition and use culture as well as numerous social funct{@iden, 1999) It is likely that
Somali immigrants use khat to strengthgroup identity and to cope with various stressors
and psychopathologfK. Bhui & Warfa, 2010; Fangen, 2006; Klein, 2007; Odenwald, Hinkel, et
al., 2007; M. Odenwald et al., 2009; S.L. Patel, 20@8)this reason it is almost impossible for
male Somalis in Eastleigh to participate in social life and to cope with past and current
adversities without chewing khag their physicaland social environments are full of khat
related triggers and role models. Furthermore the lack of alternative,-aestructive
activities and the illegal immigration status of many Somalis, which complicates employment,
make it difficult to reduce khat @wing. This background is important when discussing

intervention effects.

In the reported study, the effects of SBI on khat use were small, i.e. at the end of the
observation period the intervention group had reduced the amount by 5 khat bundles more
(baeline range 8 to 336 bundles in 28 days) and the frequency by 2 days more (baseline range
4 to 28 days) than the control group. These differences are, indeed, small, and did only reach
significance for the frequency of use. When compared to previous studspecially in non
western settings, larger effect sizes were repor{® Humeniuk et al., 2012byhese small
effects can be explained by e typical features of khat use and by some characteristics of

our study:

Compared to other intervention studies, we set the inclusion criteria very low and aimed for
a representative community sample instead of a treatmeeeking sample. As a
consequene, we included users with a wide range of consumption patterns, from addictive
and excessive use to moderate and occasional use. Most other SBI studisslquted
participants and included only those with moderate use, recruited from primary careiéscilit

and with probably higher levels of motivation to change. Here, we did not and we did not
follow the ASSIST treatment recommendations, because our interest was khat use change in
the community as a whole. Because of these factors we had to deal wgenvariances in our

two central outcome measures (amount and frequency), which made it difficult to identify
small changes by methods of statistical testing. The variance of our measures of amount of
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khat use is large especially because of the local dieimof a standard unit a relatively small
guantity that easily varies at the individual level between one and ten per day. Furthermore
we employed measures to retain participants in our study, even those with minimal
motivation to change, e.g. methods minimize the effort for participants to keep the follew

up appointments, e.g. setting very flexible times and locations, and we had two staff members
from the community to motivate participants. This led to very low dropout rates and even
participants wih low interest and motivation completed the study, which of course weakened

the effects.

Additionally, we have to take into account a variety of factors that might have diminished the
difference of intervention and control condition: First, the assessnoaht control group also

had interventionlike effects as revealed by the course of change (Figurespecially in the

first month a window of earlier reduction occurred in the SBI group and the control group
partially caught up in the second month. The overall reduction of khat use might have various
reasons: The assessment of khat use and relatesblpms (not all reported here, i.e.
comorbid psychopathology) could have worked as intervenlika elements, i.e. like in the
balancing exercise of Ml all these assessment components can credigcrepancyand
change talk Also in other studies, contrgroups have shown a reduction in their substance
use(e.g. R. Humeniuk et al., 2012A)further element that could haveduced the difference
between both groups is contamination: Eastleigh is a densely populated and crowded part of
Nairobi and the Somali community as a minority in Kenya is very communicative and social,
sharing big parts of their everyday life. This pbglcloseness and cultural sociality might have
also contributed to exchange of information and experience about the intervention. Another
reason for the small difference between intervention and control conditions might have been
the trained young colleggraduates who weren’t trained health workers, for whom the
ASSISTinked BI originally has been developed for. Probably they had not performed the
intervention as efficient and they might have not managed to deliverdifferencebetween

the two arms aseffective as experienced health staff; in sum, our counselors might have

produced lower effects.

But in sum, effect size measures showed the expected small treatment effects (d=.29 and .13)

favoring SBI and we believe that the above mentioned factorshateased the external

42



Artikel 1: TheModified ASSISlinked Bref Intervention for Khat Users

validity of the study and show the potential of SBI for the reduction of khat use in the

community.

This study also needs to be discussed in the context of the growing evidence that Screening
and Brief Intervention works well f@acohol but that its effectiveness for illegal substances is
seriously questione@Saitz, 2014)Saitz (2014)iscussed potential explaining factors, such as
non-legal status or comorbid use of other substances amongg disers. In the Somali
community in Nairobi, khat use has some features that are typical for alcohol use in western
countries: It is a fully legal substance in Kenya, it is officially not even considered a drug; khat
is the most used substance, it is nahto use it and chewing khat is even considered part of
the mainstream Somali culture; and in contrast to other substances, moderate Islamic
currents sanction khat use. Though we found relatively low comorbid substance use, in
contrast to representative anples(e.g. Martin, 2008khat use in Eastleigh has also some
similarities to illegal drug use in western countries, e.g. the amphetatikeesffects and the
typical use culture. Thus, khat chewgircannot be easily classified along the distinction
between alcohol and illegal substances in western countries and SBI in khat use needs to be

studied as a separate topic.

Limitations

The randomization strategy used in our study partially failed, as the SBI group showed greater
baseline khat use as the control group. But after matching the extreme ends the effectiveness
of ASSISIinked Brief Intervention could be shown. These basdlifferences probably were

the consequences of our sampling method that included snowball sampling and
randomization of whole cliques. As an unwanted consequence, participants who were
assigned to the intervention group probably had a higher motivationetruit friends or
family members (in order to help them). We believe that it was especially more likely for heavy
chewers who received the intervention to recruit fellow users compared to participants from
the control group. But it was only a small progort of participants who were recruited by

that way (total snowballed proportion approximately -P5% including approximately 10

heavy chewers) so that we believe this could be effectively dealt with. After matching and
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even very strict correction methodsngilar outcomes with comparable baselines were
produced (e.g. posstratification, winsorizing or complete matching). Nevertheless, future

studies are needed to replicate our findings.

We had no objective outcome measures such as urine screenings ordasuements partly
because of missing screening tools for khat alkaloids that are applicable under precarious field
conditions and were not able to control for current comorbid substance use. However, in our

sample comorbid substance use was not as laggm éypical studies among substance users.

The study setting was extremely challenging: Gang criminality and the current political
situation lead to high tension in Eastleigh by the time of assessment. Therefore, a continuous
supervision and treatment felity could not be fully controlled. Nevertheless, we believe that
it’s extremely important to conduct such studies despite the difficult circumstances in order

to develop intervention tools for extremely neglected populations in need.

Furthermore the migsg blindness of interviewers for group allocations could have caused
assessment effects in the sense that interviewer behavior could have induced more socially
desired answers. However, in order to minimize this potential effect we strictly organized the

study in a way that no interviewer saw a participant more than once.

Conclusions

Based on our experiences from this and other projects with Somalis, we conclude that
psychotherapeutic measures are culturally accepted and applicable among this extremely
disadvantaged population and in the difficult setting of the countries around the Horn of
Africa. With these results, we could show that a very economical intervention that requires
little investment in time and training is effective and has a large potétdi@hange khat use

on a broader scale. After this first, basic evidence, it is justifiable to devote further attention
and resources to the development and implementation of khat use treatment and prevention
programs. There is a huge demand for such mots in the traditional khat use countries
where treatment opportunities and community based counseling services for khat users who

suffer from their khat use are completely lacking.
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6. Comorbid psychopathology and everyday functioning a Brief
Intervention study to reduce khat use among Somalis living in Kenya:
description of baseline multimorbidity, its effects of intervention and its

moderation effects on substance use

2 Eingereicht zur Publikation b8bcial Psychiatry and Psychia&jgidemiology
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6.1. Abstract

Background and aimsMigration and khat use were found to correlate with high rates of
psychopathology. In this paper we aimed for assessing baseline multimorbidity and its

interactions with a Brief Intervention.

Methods: In the RCT, 330 male Somali khat users were asstgrisgatment conditions. The
ASSISTinked BI for Khat users was administered. Using the TLFB Calendar, tH& BHQ
Somali short version of the PDS and parts from the CIDI, khat use and comorbidity was
assessed. With a regression analysis we tested tointtiuence of comorbidity and with mixed
effect models group differences over time in sleep, use time and everyday functioning were

tested.

Results:We found high rates of multimorbidity: 51% (N = 168) for depression, 22% (N = 74)
for PTSD and 23% (N 29 78r khatpsychotic symptoms. Depression and kpat/chotic but

not PTSD symptoms were reduced without grodifferences. Us¢ime decreased and
functional time increased with sigigant time x group interaction@ X046). Depression and
PTSD did not nfluence therapy success but inparticipants without comorbid

psychopathology, more reduction after the intervention was found (p = .024).

ConclusionSomali khat users in Kenya are highly burdened by multimorbidity of depression,
PTSD and khaisychotic gmptoms. The main effects for time and differences in healthy
versus mentally ill khat users indicate potential by unspecific support and the specific need for
mental health care in combination with substance abuse treatment. The increase of everyday
functioning promises more options for alternative activities, preventing excessive use and

addiction.
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6.2. Introduction

Khat leaves (Catha edulis) with their mild stimulant effects are traditionally chewed in social
contexts in many African and Arab countriediiding SomaligKrikorian, 884) The young

and tender twigs are harvested and mostly wrapped in banana leaves to keep them fresh for
sales and consumption within one day. The leaves are chewed slowly over hours to release
active stimulant components like cathinone and its metdes cathine
(norpseudoephedrine) and norephedrii€alix, 1990; Toennes et al., 200&thinone and its
derivatives are highly addictive and constitute a large group among the so cajlelchighs
OXO0d ' ASR AY | Y2RSNIGS 6l &3z | KIPénnikggetdl2 i NBL
2008)whereas exessive use is related to various health consequences such as cardiovascular,
gastric and liver disorders, periodontal problems and impotence as well as mental problems
like depression, hallucinations induced psychotic disorders and depen@&HRdgpbori, 2005;
Al-Hebshi et al., 2010; A.-Motarreb et al., 2010; Beckerleg010; M. Odenwald et al., 2009
Warfa et al., 2007)

Somalia is one of the world”s most Fragile StéfeseignPolicy, 2014and organized violence,
famine and natural disasters have burdened its human population for decades and led to
emigration and flight. Currently more than 1.1 million Somalis are internally dispkated
almost 980.000 are living as refugees in neighboring countries, of which almost 415.000 are
hosted by Kenya in refugee camps and urban resettlem@dt§HCR, 2016ajn such a
context, it is very likely for Somalis to chew khat. Tradition, availability in host countries and
the burden of adversities they have to cope with are supporting factors for khat consumption
and misusgKlein, 2007; M. Odenwalet al., 2009 Current observations describe modern
forms of consumption as evdmer, in bigger amounts and often combined with other
substances compared to traditional use patte(@mnolo & Dhadphale, 1987; Widmann et al.,
2014; Zein, 1988)Khatchewing is supposed to strengthen a sense of identity and social
wellbeing(Klein, 2007; Patel, 2008nd after traumatic experiences or migration some studies
found an increase of use, which is likely to be a fiomal try to reduce painful memories and
other symptomg Bhui et al., 2003; Griffis et al., 1997; Odenwald et al., 2009)

The prevalence rates for mental disorders among refugee populations varyodadarge

number of factors like age, ethnic group, context of migration, education, gendefreizel,
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Wheeler, & Danesh, 2005; Lindert, Ehrenstein, Priebe, Mielck, & Bréahler,. 2008¢ta

analysis on labor migrants and refugees shows prevalence rates of 47% for PTSD and 35% for
depression(Lindert et al., 2009)another one byFazel et al. (2005bcusing on refugees in
western countries found lower rates of 12% for PTSD and 7% for depressionarn@&wfor
psychotic illnesses. Among Somali refugees, khat users were found to have a higher risk of
mental disorders (adjusted OR = 10(&amaldeep Bhui et al., 200Gyhereas another study

with Somali refugees in a nore®nflict zone country byhui and Warfa (201Gpund no
correlations between the frequency of khat use and the presence of psychotic symptoms,

anxiety or depression, nor traumatic events.

We recently reported a randomized contredl intervention trial with a community sample of
Somali khat chewers (N = 330) in Nairobi, Kenya, on Screening and Brief Intervention (SBI) for
khat use(Widmann ¢ al., submitted) A single session of SBI reduced khat use frequency and

amount in the following month, with small effect sizes.

In this article we report further data from this SBI study, especially related to comorbid mental
health problems. The aisn of the study were (1) to describe baseline comorbid
psychopathology, use time, eveday functioning and sleep in this community sample of khat
chewers in Nairobi, (2) to report how these variables change over time as a function of
Screening and Brieftervention, and (3) to test whether there is evidence for an influence of

comorbid psychopathology on the intervention effect, i.e. the reduction of khat use.
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6.3. Methods
Study location

This study was conducted in Eastleigh, a suburb and business center of Nairobi, Kenya. Its total
population is estimated to be 300,08D0,000 (Lindley, 2007; Micheni, 201@&nd ethic

Somalis are the predominant inhabitants.

Design

In this randomized controlled intervention trial, male Somali khat users from the community
were randomly assigned to Screening and Brief Intervention (SBI) or Assessment Control (AC).
Participants were enrolled for two months with a total of three appuoients. Participants of

the intervention group received the Bl at the first appointment. The Assessment Control group
received the Bl after two months during the third appointment. Psychopathology was

assessed at t1 and t3.

Sample

Male khat chewers witimitial motivation to stop or reduce their khat use were recruited from

the community. With an initial participation rate of 90.2%, 330 participants were randomly
assigned to Bl (161) and AC (169). N of dropouts and methods of dealing with missing values
are reported below. Recruitment details and sample characteristics are reported elsewhere
(Widmann et al., submitted)rhere were no group differences concernatge, marital status,
occupation (percent not working), refugee status, persons per household, living standard,

education and lifetime khat us@Vidmann et al., somitted).

Instruments

All materials were used in Somali language after a translation and independent back
translation process. Problematic items were discussed and adapted in the expert team as well

as independently backanslated as often asecessary to achieve correct meaning.
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Depression

Depression was assessed usingRiatient Health Questionnaire9 (PHQ9; Kroenke, Spitzer,

& Williams, 2001) The PHEQ had been developed in order to have a reliable and valid
instrument measuring the nine DSM criteria for a depressive episod&ald, Wittchen,

Zaudig, & Houben, 200@nhdhas been used in developing countries bef@kdewuya, Ola, &

Afolabi, 2006; Wulsin, Somoza, & Heck, 20&2ch of the nine questions was answered by
AYRAOIFIGAY3 K2g FNBIldSyiafte GKS aLISOAFTASR aevylL
Fffés GASOSNIf RI@&daé¢r aY2NB GGKIFy KIFIfF G4KS R
ranging from zero to threeThus, a maximum score of 27 could be reached by a person
experiencing each symptom nearly every day. In a Nigerian sample th® RaQ found to

KFgS | 322R 02y OdzNNBy (i @I f A RBDIEr=0.87A p<R.001; SO Q4
Adewuya et al., 2006Yhe internal consistency of the P¥9@as beemlescribedagt SEOSt f Sy (i ¢
OLIPcny 0T 3IADBSY | (KroehkB gt @ll, ZDRIPAS retomBefidedib§langs,

Gilbody, and McMillan (2012) cutoff score of 11 with the best tradeff between sensitivity

and specificity was used for a positive depression screening.

Psychotic symptoms

For assessg psychotic symptoms the following selected items from the Composite
International Diagnostic Intervie@WWHO, 1997jvere used: G2 (do you believe that people
are following you®, G10 (Are you convinced that you are under control of some power or
force, so that your actions or thoughts are not your own or determined by someone else?),
G18 (Does it sometimes happen that you can hear things other people cannot hear?), G21 (Do
you metimes have unusual feelings on your skin or inside your kadike being touched
when nothing is there or feeling something moving inside your body or feeling that a part of
your body is missing or changed?). Items were selected based on our expsrnemevious
studies(Odenwald et al., 2005; Widmann et al., 20a4d in the preparatory phase of the
study; for economic reasons we limited our assessment to the most common psychotic
symptoms. According to the CIDI mahwsdandard descriptions of psychotic symptoms were
read to the interviewee and the interviewer further probed to get the information needed to
decide whether the answer referred to a clinical symptom, to an expression of a ctyfical

belief or to a eal experiencgNdetei, 1988) All psychotic symptoms were rated for the
50



Artikel 2: Comorbid psychopathology and everyday functioning in a Bl study for Khat use

previous four weeks and separately for situations with and without acute -ktiltence
(during or 6 hours after use) so that we were able to analyze the prevalence of true psychotic
symptoms and khainduced psychotic symptoms. Because of the very low prevalence of true

psychotic symptoms we only report on kh&lated psychotic symptoms.

Traumatic experiences and PTSD

In order to assess whether a participant had experienced traumatic events and typical post
traumatic symptoms as defined by DSVl we used the Somali version Bbsttraumatic
Diagnostic Scal@oa et al.1997; Odenwald, Lingenfelder, et al., 200f)e Somali version of

this instrument was adapted tdhe cultural and religious background of Somalsee
Odenwald, Lingenfelder, et al., 2007 for a detailed descriptiém) event was counted as
traumatic if there was a danger to life for the person himself or someone else and if the person
felt helpless ad/or terrified. The PDS has good validity and reliability, i.e. a Cronbach’s Alpha
of 0.92, testretest reliability of 0.83 and a kappa of 0.74 compared to the $J18D module
(Foa et al. 1997) The Somali version achieved good reliability and valiftgienwald,
Lingenfelder, et al., 2007)n this study we used a short version of the Somali (€@Snwald

et al., 2009)a culturally adapted and validatedit&m version. Internal consistency of the
Somali PDS was at = 0.86 in the present study. Panifppants received a positive PTSD

screening if all six items were affirmed.

Everyday Functioning

In order to assess everyday functioning among khat users we chose an approach that takes
two typical features into account: First, the harsh living realityhim study location where
most people sustain themselves with informal employment, i.e. each day an individual has to
spent time and effort to make the money needed for food and rent. Secondly, the tendency
of khat users to extend the consumption tim&tilst it is generally believed that khat use can
induce some toleranc@/Norld HealthOrganization, 2006)ne of the main process believed
to be involved into tolerance development is the extension of the time spent for consumption
(Odenwald et al., 2015)his is supported by empirical findings of increased use time among
more burdened and more addicted usdfs. Bhui et al., 2003; Dhadphale & Omolo, 1988;
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Odenwald, Hinkel, et al., 200&hd by the finding that amongst Somali rebgg employment
(accordingly less consumption time) was related to a lower risk of mental disorders (OR = 0.03,

0.01¢ 0.61)(Bhui et al., 2006)

Thus, we asked each respondent for the average time per day that has been spent for chewing
khat and for sleep duringast week. The remaining hours of the day were considered as
GFdzy OGA2y It GAYSE GKIFIG Aa fSFaG F2N AyoOo2YS 3
GSOSNEBRIE FdzyQliA2yAyAé D

Screening and Brief Intervention

The adapted version of the ASSIBKed Bref Intervention is the result of wlepth
discussions among a muttisciplinary group of experts on thélcohol, Smoking and
Substance Involvement Screening T@s$SISTHumenuk et al. (201Q)WHO, 2002and the
related Brief Intervention. The intervention consists of providing information and expert
feedback on the individual risk score, asking for and talking about good and less good things
about current consume patterns and discussing the client’s exorisc Finally and centrally,
changethoughts are strengthened and advice on how to reduce risks are given, supported by
handing out a selhelp booklet and emphasizing patient’s responsibility and confidence. The
Bl ends as it starts in an atmosphere oftparship, acceptance, compassion and evocation.

A more detailed description of the intervention and the adaptions is reported elsewhere
(Widmann et al., submitted Eighteen Somali college graduates from the local community
were trained by an international group of therapists and researchers on assessment and
intervention. Further details on exclusion criteria, trainings and procedures are described in

(Widmann et al., submitted)

Ethics

The Institutional Review Boards of the Kenyatta National Hospital (Kenya) and of the
University of Konstanz (Germany) approved 8tigdy. Due to the high level of illiteracy in

YSYyelr s AYTF2NNIOGA2Y 2y &0dzReé LIJzN1}2aS> LINPROSR«

52



Artikel 2: Comorbid psychopathology and everyday functioning in a Bl study for Khat use

participants before asking for participation. Participants were only included into the study

after signing an informedansent.

Statistical Procedure

We analyzed data with SPSS 20. For continuous variables we report means and standard
RSOAII GA2ya 6ap{50 IYyR LISNOSYy(Gl3ISa FT2NJ oA DI NR
was used. Using ManAwhitney-U tests, diffeences of means in symptom sum scores
between the groups were compared. To test if there are differences in proportions of fulfilled
screening diagnoses between the groups,-&tjuare tests were used. To compare the
proportions in the course of treatmentpfir groups (1= screening diagnosis pre and post, 2=
screening diagnosis neither pre nor post, 3= screening diagnosis pre but not post, 4= screening
diagnosis not pre but post) were built for depression, PTSD andgdyatotic symptoms,

compared between SE&and AC and labelled as overall-Stpiare. To compare variances pre

and post treatment, a Leverest was conducted.

For individual treatment effects we used the Reliable Change Index (RCI) according to
Jacobsen and Truax (1991ty calculation relies on prand posttreatment-scores, standard

deviations and testetest-reliability of the test.

In order to test changes of comorbid symptomedated to SBI over time we chose general
linear mixedeffect models (GLMM). They have the advantage of being relatively robust to
missing data and its estimations are preferable to replacements or imputation methods
(Siddiqui et al., 2009)'he model predicts treatment response of comorbid psychopathology
(number of depression and PTSD symptoms) including treatment, time and treatment x time
as fixed effects and time as withparticipants repeated faor. Predictors were included
stepwise into the model. The type of covariance was set unstructured due to best model fit
according to-2Log Likelihood information criteria. Random intercepts and slopes were
included stepwise as subject specific random @Bewhen proven to enhance model fit as
recommended byrRawenbush and Bryk (2002yhe model selection was based on maximum

likelihood estimation.

For the tests if comorbidity is influencing therapy effects, i.e. reduction of khat use, binary
logistic regression analyses were conducted. For these tests,@é ezR S R F NBCY] 5K S
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ANRBdzL) 0K2aS LI NLOAOALI yGaA ¢AlK L2 ERASILANGS aR 2 LyN
group those with positive PTSD screening to make sure that thesemorbidity groups were

solely khat users. Khgisychotic symptoms wereoh involved here because they are directly
depending on khat use and automatically reduced with a reduction of khat use. Therefore are

not considered in the same way as comorbidity like depression or PTSD.

6.4. Results

Description of baseline psychopathologyd functioning

Before the intervention out of all participants (N=330), 51% (N = 168) fulfilled the criteria for
a positive depression screening, 22% (N = 73) showed at least oneekdtatl psychotic
symptom and 22% (N = 74) had a positive PTSD sogeditequency and concurrent presence

of psychopathological symptoms in the studied sample are illustrated in Fig@e average
participants slept around eight hours and chewed khat for around eight hours per day, leaving
a functional time of eight hosron average, however there was a large variation (see Bable

The baseline psychopathology and functioning was all similar in both groups as described in
Table4.
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Depression (168)

92

19
PTSD (74)

Figure 6Prevalence and concurrent presence of positive depression screening, positive PTSD
screening and khat psychotic symptoms prior to treatment among 330 khat users from the

community.
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SBI AC total p Yy p
Positive Depressio baseline 52.2% (84) 49.7% (84) 50.9% (168) 654 4y oMo T
Screening post 43.9% (61) 38.6% (54) 41.2% (115) .367 4y oMU T2@SNIff .4y 600 147
~ __baseline 21.1% (34) 23.7% (40) 22.4% (74) 579 4y om0 T
Positive PTSD Screeninc o A .
post 27.3% (38) 31.4% (44) 29.4% (82) 453 U om0 TF20S8NIFEf .4y 600  .894
Presence  of  khaibaseline 25.6% (40) 19.9% (33) 22.7% (73) 217 4y om0 T
psychoticsymptoms post 7.2% (10) 9.6% (13) 8.4% (23) 490 4y WL TF2OSNIff .4 600 428
GLMM
baseline 11.03 (5.41) 10.80 (5.96)  10.89 (5.70) 737 t F Q1,313,925 11.66 001
depr sympt (627) post  9.43(6.66) 9.01(5.89)  9.22(6.28) 739 g F (1, 327,80) = .001 974
txg F (1, 313,92) = .034 853
baseline 2.23 (2.16) 250(2.15)  2.37(2.15) 236 t F(1,293.78) =3.03 -083
PTSD sympt {6) post  1.94(2.47) 2.19 (2.57) 2.07 (2.52) 439 9 F(1,319.95) = .185 sld
txg F (1,293.78) = .051 822
baseline .42 (.82) 32 (.74) 37 (.78) 203 t F(1,256.42)=4.26 040
khat-psy sympt (64) post .09 (.38) 13 (.43) 11 (.41) 488 9 F (1, 290.09) = .560 455
txg F (1, 256.42) =1.08 .300
baseline 8.19 (3.31) 7.88(2.81)  8.03(3.06) 603 t F(1,32167)=2.25 135
hrs of sleep post  7.81(1.53) 7.72(1.65)  7.76 (1.59) 420 9 F (1,328.46) = 0.68 058
txg F (1,321.67) = 0.44 507
baseline 8.07 (3.3p 7.61(2.91)  7.84(3.14) 354 t F (1, 326.82) = 276.62 000
hrs of khat use post  4.22(2.11) 464 (2.07)  4.43(2.10) 088 9 F (1,331.54) = 3% .058
txg F (1, 326.82) =4.74 .030
baseline 7.76 (3.74) 855(3.70)  8.16(3.73) 045 t F(1,318.27) = 191.96 -000
hrs of functioning post  11.94(2.91) 11.68 (2.95)  11.80 (2.93) 309 9 F(1,329.93)=4.42 036
txg F (1, 318.27) = 4.003 046

Tabled.. v | YR D[ a aomotidisyriptings, fulfifeMdre®ning diagnoses, hours of sleep, khat use and functional time pre and post treatment in the
assessment control and screening brief intervention group.
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95% CI for Odds Ratio

B (SE) Lower Odds Ratio Upper p

Included
Constant -3.06 (.77) .047
Group .043 (1.10) A2 1.04 8.967 .968
PTSD pre 1.63 (.77) 1.13 5.09 23.01 .035
Depression pre 1.00 (.43) 1.18 2.71 6.25 .019
Group x PTSD -.79 (1.10) .05 45 3.92 471
Group x Depression -.11 (.68) 24 .90 3.40 .876

Table5. Results of thédvinary logistic regression analysis to test influences of depression and PTSD on therapy success (RCI).
Note: R2 = .09 (Hosmer & Lemeshow), .08 ¢Cox{ Y St f 0 ®dmo Obl ISt {SN]JS0OP a2RStf .4 I HNndPMMmMI
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Change of symptom severity and functioning by treatment

All results for the change in psychopathological symptoms in the course of the treatment study

including GLMMesults are reported in Table 4

Depression

We found a reduction of depression symptoms and of the proportion of positive depression
screenings in the total sample. GLMM results for the reduction of symptoms indicate a

significant main effect for time, but not for group nor for the iraetion time x group.

PTSD

The proportion of respondents with a positive PTSD screening increased slightly in the course
of the intervention, whereas the number of symptoms decreased slightly on average (though
not reaching significance). The GLMM didmdicate any significant main or interaction

effects.

Khat psychotic symptoms

We found a significant decrease in khat psychotic symptoms in both groups. According to
GLMM results, the main effect for time was significant but not the group effect notirtiee

X group interaction.

Functioning

We observed a significant decrease in hours spent for chewing khat in both groups. Hours
spent for sleeping did not change on average but the variance decreB§e®98) = 48.24)
Xonnmo® 2SS T2 drgaBe il funétidna yime Tnkh® totdl Sample vdth significant

main effects for time and group and a significant interaction effect time x group, i.e. the
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participants in the SBI group showed a greater increase of functional time. This change is

illustratedin Figure7 and described in Table 4

t1

24

20

16

12

Participants Participants

Figure7. Number of hours of sleep, khat chewing and functional time in the total sample at
baseline and after the intervention

Comorbidity as influencing factor for therapy effects

We explored, whether positivecreening for depression and TSD as well as the presence of
any khat psychotic symptoms influenced the substanse outcome measure of Screening
and Brief Intervention, measured in significant reduction of consumed khat bundles as

indicated by the Reble Chance Index (See Figurarttl Tableb).

Depression

Amongst participants with a positive depression screening, no significant association between
GNBFGYSyld O2yRAGAZ2Y YR GUKSNILR 2dz2i02YS 41 &
But among khathewers with negative depression screening the intervention group included
Y2NB LI NGAOALI yia 6AGK aAIYAFAOFIYG dzaS NBRdAzO
Figure 8). The regression analysis showed a significant main effect for depnessimseline

but no group effect nor a time x group interaction, see Téble
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PTSD

For participants with positive PTSD screening we found a similar result as for depression:
Among patrticipants with a positive PTSD screening, the treatment conditions ditfaf in
NEfFdA2y (2 adomadlyOS dzaS 2dz2io2YS 6.H om0 T
YySALGADS t¢{5 AONBSYyAy3d aK2g Y2NB dzaS NBRdzO{
=.024; OR = 2.52). The regression analysis also showguifecant main effect for PTSD but

no group effect or time x group interaction, see Tahle

Khat psychotic symptoms

No association was found between therapy condition and substance use outcome in
LI NGHAOALN yia 6AGK O6.H 6mM0O I mMPpHE LIT dumTT
1.68) khat psychotic symptoms.

% with Reliable Change in consumed bundles

45%
40% AC
35% m SBI
30% 9
25

25%
20%

15% 16 4

10%

5%

0%

nPTSD PTSD n k-ps k-ps
(60, 56) (70, 74) (60, 56) (30, 31) (111, 103) (28, 33)

Figure 8. Percentages with reliable reduoh in amount of khat consumption in nen
depressive (nD) vs. depressive (D),4#3rSD (®PTSD) vs. PTSD, and4kbat psychotic (nk

ps) vs. khat psychotic-s) participants. N of participants with/without respective symptoms
in the Assessment Control drscreening & Brief Intervention groups in brackets. Significant
differences are marked with asterisks.
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6.5. Discussion

The main findings of this study with 330 male Somali khat chewers were firstly, that the
prevalence of comorbidity is very high: Aroumalf of the participants were screened positive

for depression and almost a quarter each for PTSD and the presence of khat psychotic
symptoms. Secondly, during the three months of assessment, depressive symptoms and khat
psychotic symptoms decreased in hagroups but not PTSD symptoms and no intervention
specific changes of these comorbid psychiatric symptoms were found. But a general decrease
in time spent for consumption and an increase in everyfilmgctioning was observed with
interventionspecific chages, i.e. the brief intervention group showed a higher increase in
daily functional time and a larger reduction in khege time. Thirdly, we found evidence that

SBI is less effective in terms of use reduction among khat chewers with comorbid depression
and PTSD compared to participants without comorbid mental problems.

The results for consumption time, everyday functioning and sleep routine are very clear, i.e.
the consumption time was reduced to halvefrom around 8 hours per day before the
interventionto 4 hours after itand the functioning time increased from around 8 to almost

12 hours per day. This demonstrates the potential of a very efficient intervention to prevent
tolerance development through reduction of consumption time. Accordingly, thease in
everyday functioning enables khat users to concentrate more on employment and other
everyday duties which serve as prevention for further dependence development. The
lowered variance in sleeping routines, i.e. less extreme sleeping pericals e seen as a

more healthy pattern and we conclude a more constant and regular lifestyle could be

supported by Saening and Brief Intervention.

The reported findings on comorbidity support the current discourse that there is probably only
a specific groupvhich benefits from brief interventions. Consistently with recent reviews
(Saitz, 20143aying that it is likely that various factors have an influence on the success of brief
interventions such as comorbid substance use, the legal status of the consumed drug and the

intensity of consumption, our data highlight the factor comorbid psychoplatyy. We find
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almost the double amount of use reduction in participants with negative screenings for

depression or PTSD compared to those with positive screenings.

We found a reduction of consumption time and symptoms in both treatment and control

group. Due to the effects of the assessment control group, this isn’t very surprising: Our
repeated assessments in both groups contained the TLFB calendar, which focuses on the
individual daily khat use and can work as intervention itself, plus PTSD and depressio
screening, asking for traumatic life events and psychotic symptmsagecially connected to

khat use; all these assessment elements are by themselves potentially motivating for

LI NOAOALI yiaQ o0SKIFZA2N OKI y3aSs AretdrdregdldrlSY RAY
sleep. One could argue that the AC group was too active to work as control group, on the other

hand it was necessary to allow detailed comparisons on comorbidity. Also in other studies,

control groups have shown a reduction in their substanse (e.gR. Humeniuk et al. (2012a)

Suffering from a significant level of PTSD or depression symptoms seems to make a difference
when it comes to therapy success, i.e. reduction of khat use. Among participants with PTSD or
depression the psychological burden might be heavier and also the function of khat use might
be different compared to other participant subgroups khat helps forgding painful
experiences and enhances mog@dlein, 2007; M. Odenwald et al., 2009)s khat use is a
socially well accepted habit, connected to various positive social experiences, it is not very
likely to reduce this selinedication without having any substitute and without options for
professional support. The smunding in Eateigh supports this strategy:h€re is no work

and especially for young persons very few possibilities to spend free time other than chewing

khat as well as very little accet® mental health care.

Limitations

Our study has somiamitations that need to be discussed.

We used only screening instruments to assess depression and PTSD in order to avoid too
lengthy interview sessions and due to our focus on detailed assessment of khat consumption..
And our team consisted of community embers without professional mental health

background. As a consequence, the results of the screening might have limited validity and
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reliability. However, the fact that we found significant associations supports the existence of

a robust effect.

We used asisted seHreports for assessing khat use amount and frequency instead of gold
standard clinical interviews or objective biological measures data such as blood or urine
samples. To the best of our knowledge there are currently no such objective toolsbdeai

to measure khat alkaloids under field conditions.

The interviews were not validated, i.e. we did not assess an interviewer concordance.
However, we did supervise interviews randomly during the whole study period and discussed

discrepancies in the mole interviewer group in order to maximize concordance.

General limitations of the assessment concerning study settings in a challenging surrounding,
like criminality and political tensions are reported elsewhere in detail (Widmann et al.,
submitted). Webelieve that with local Somali interview staff, involving community elders,
conducting interviews in participant’s homes, we met the challenges well but still it was not
fully possible to supervise every interview due to security reasons. Therefore, gaatm
fidelity can’t be guaranteed fully. Also social desirability might have influence participant’s

answers on symptom improvements.

Conclusion

With these findings and experiences from previous studies we could show the complex
psyclopathology of khat users and the challenges that are related to the attempt to develop
effective treatment tools for this group. Our results point into the direction that positive
effects of psychotherapeutic interventions do not expand to comorbid psyrahisymptoms

inc contrast to sleep behavior and everyday functioning which can be increased. Additionally,
the significance of mental health comorbidity for the effect of brief interventions for khat use
was illustrated: Our data highlight the need fosassment of comorbid psychopathology and

for integrated treatments for substance use and comorbid mental health problems. Further

studies are required to replicate our findings and increase the knowledge on the complex
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mental health burden of Somali khaises and on efficient treatment strategies for low

resource setti ngs.
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7. Khat use amongst Somalis in Kenya: Aspects of lifestyle and

environmental factors in consumption reductiof
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7.1. Abstract

Background and aimsKhat usehaschanged profoundly in the past decad€xonsumption
patterns and motivation of use vary across cultygsographicasituations and social classes.
The aim of this study was to assess environmental factors that influence the reduction of khat

use in a Brief Intervention setting and to evaluate participant’s opinion on the intervention.

Methods: Data from arandomized controlled trialvith 330 male Somali khat users from the
community who were either assigned to Screening and Brief Intervention (161) or
Assessmenbnly Control group (169yere used The assessment was conducted in Eastleigh,
a sulurb of Nairobi, where mainly Somali migrants live and high rates of crime, poverty and
violence can be observed. Participants were asked for the most important environmental
factors when (not) reducing their khat use and which parts of the interventiog theed as
most helpful. We describe and compare answers of both groups and participants who did vs.
who did not reduce their consumption. Correlations with therapy succgssisume

reduction)were the main outcome measuse

ResultsBoth, reducers and nereducers rated alternative activities (90%) (mainly sports and
work) and environmental khatues (65%) as the most relevant factors for @duction.
Supportive families and friends were important foostreducerg(80%) less for norreducers
(15-35% and lack of coping strategies was central for 50% of thenedncers Information
about khatrelated risks were rated as most important part of the intervention and a positive

correlation of therapy success and therapy evaluation was fourd27 (p =002)

ConclusionThe satisfying feedback about the intervention and the involvement indicate good
acceptance of this brief psychotherapeutic intervention. @esultsrefer to intervention
strategies involvindroadly basednformation spreadingespecially for vulnerablgroups,
community based, lovihreshold opportunities for counselling in order to enhance
competence for problem solving other than khat use and creating opportunities for at least
recreational occupation. One option could be th@peoach of sethelp groupsand a reduction

of the omnipresence of khat, possibly through restricting special areas or times for sales and

consumption within the community.
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7.2. Introduction

Khat leavegcatha eduli} are consumed traditionally in many Africeountries and the Arab
peninsulaKrikorian, 1983)Its mild stimulant effects attract consumption for social wellbeing,
concentration and strength. The traditional, moderate way of consumption, which is chewing

some twigs over hours are reported to cause littkeno harm(Nutt et al., 2010; Pennings et

al.,, 2008) EthiopianT  N¥ SNA &l & GAF OFG o01KFdG0 OKSgAy?3
ASNIBSa a ANNRGEyYyG (ML does Nhe drdaditiofial, Fural avayAof dzt | y
consumption was more purposive on either getting strength for work and worship and or
related to religios ceremonies and special social occasions, mostly transition rituals like birth,
marriages or funeralKemedy, 1987) Theaspect of social interaction ike most important
commonalty of most chewing populations in different countries, rural and urban populations

and between different social classéSebissa, 2004)riends, neighbors or relatives come

together to sit, share and chew khat over hours, traditionally starting with exchanging news,
gossip and jokes, t&n followed by focused, concentrated discussions on politics, economy,
business or religious topics before the atmosphere becomes more calm and introverted
towards the end of the sessidiKennedy, 1987Gatter (2012)Yescribes current reasons for
chewinglikem A i 3IA@PSa AGNBY3IGKAZ aYlI1Sa Y2NB FfSNIa
my friends € S @wddo F 2 NJ & 2 O A lwhichAsyhdirte Mith @niolder description for the

urban khat chewing population in Ethiopia made Ggbissa (2004)But in contrast to
contemporary populations where khat use is common, there is often no (hard) labor or any

other occupation anymoreln more educated social classes, khat is used to enhance
concentrationin order to study continuously or especially during night before ex@kiesn et

al., 1999) In university students, correlations of khase and sexual initiative was found

(Kebede et al., 2005; Turaetal., 2002y R 2 G KSNJ a0 dzRASa ¢AGK &aidzR¢
SYGSNIFAYYSyda yR a20Alf NBI &a2y@&assageetaR 4G O2
1999) In the past decades, consume patteiinsgeneralare describednore excessive, only

for recreational or occupational reasons, sometimegambination with alcohol and other
substances in order to either enhance the stimulating effect or to calm down after the chewing

sessionGebissa, 2004)

In Kenya, the general migration from rural to urban areas for education and, asrik most

developing countries;onveneswvith a huge number of refugees from Somalia. Many of them
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were forced to leave their home aatry due to civil war and natural disastgforeignPolicy,

2016; UNHCR, 20164dh Eastleigh, a suburb and business center in Keroapital Nairobi,
mainly ethnic Somalis in first and second refugee generations are living. The combination of
high burdens from past and current circumstances and environments with high levels of crime,
violence, stigma and terrorism, high rates of undayment and omnipresent availability of

khat create an atmosphere predestined for kifabJuse. Khat stores and small market stalls
offering the green bundles are very frequent along the main business roads as well as in all
the small side streets. One caserve small groups of men sitting in comfortable, calm
corners along the busy streets, chatting and chewing together. The atmosphere when the daily
khat truck from Meru arrives is rather busy and crowded until all merchants are supplied with
their dailyration of khat. In front of the shops and the stati§ sale, an important part of
Eastleigh”social life can be observed: Friends, relatives and neighbors meet, talk and chew in
the afternoon hours and especially on Fridays after going to the mosque.dkkewing can
definitely be seen as part of Eastleigh’s lifestyle with ascending trend due to persistent
overcrowding of the area, ongoing migration and continuing structural problems like
criminality, discrimination and missing opportunities for occupatiand recreational

activities, especially for young people.

Khat use in bigger amounts or combined with other substances can cause severe health
consequences such aardiovascular, gastric and liver disorders, periodontal problems and
sexual dysfunctioms well as mental health problems and depende(&iHabori, 2005; Al
Hebshi et al., 2010; A.-Motarreb et al., 2010; Beckerleg, 2010; Odenwald, Hinkel, et al.,
2007; Omolo & Dhadphale, 1987; Warfa et al., 2007; Zein, 1988)combination of clmged

use patterns, the rapidly grown khatonomy and increased numbers of reported harms in
correlation with khat use has led to increased attention to its handling in the legal and health
sector in many countrie€atter, 2012; Weir, 1985\Vorldwide, the prevalence of khat use is
high: In 2005 it has been estimated that over ten million people are using khat on a daily base
(Stefan & Mathew, 2005However,Manghi et al. (2009oncluded in a recent review that
almost all studies on prevalence of khat use focus only on frequencgarah amountcthis

is also true for most of the studies on consequences of khat use. Thus, clear data on prevalence

of unproblematic versus problematic use, or dependence, are lacking.
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Though there is a lot of criticism on intercultural treatments, esalcin correlation with war

and trauma(Bracken, Giller, & Summerfield, 1995; Summerfield, 19B8)great need for
culturally adapted interventions for khat dependence is clear and a lot of research had shown
the advantage of culturally adapted implementations of evidence based interventions. The
meta-analysis ofGriner and Smith (20068howed the importance of community based
approaches, native language of therapists and familiar therapy settings as well as involving

ideas and opinions of therapgcipients.

Understaffed health careystems are a problem in most countries around the Horn of Africa
and institutional care, especially for addiction and mental health is ladkhigesso et al.,
2016) Theefore, Brief Interventions (Bl), implemented by community health care workers,
involving little resources are believed to be able to support the dwedened public health
system. Though the evidence for Bls for different substances isn’t unambiffsaits, 2014)
and there § no research available for khat specific interventi@denwald & Al'Absi, 2016,

in press)they have been shown to be effective in primary health care settings for alcohol use
(O'Donnell et al., 2014\We believe thatwith the individual and culturally well adaptable
approach of the WHO’s ASSIliaKed Brief Intervention for khat use the needs for this

population can be met well.

Ly 3ISYySNIfs O2yadzYSNI aldAa¥TlrOlA2yY RSTFRYSR | 3
glyias gAaKSaszs 2N RSaANBa F2N) dNBFAGYSydé | yF
studies (Lebow, 1983) Although in addiction research the positive relation between
treatment satishction and a positive therapy outcome has not been found consistently, there

are various factors such as working alliarf€etzlaff et al., 2005)participation in sethelp

support groups, parental participatiafidsieh, Hoffmann, & Hollister, 199§)eer abstinence

(Latimer, Newcomb, Winters, & Stinchfield, 20@@3 various others that influence therapy

Success.

In the present paper we used data from anSASlinked Brief Intervention RCT (Widmann et
al., in press). Here we focus on the participant’s perception of the intervention, their
acceptance, feedback and their individual evaluation of environmental factors, influencing
their khat use behaviokVe am to better understand aspects of lifestydad modern khat use

patterns.We expect a positive correlation betwegarticipantsrating and involvement in the
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Bl and the therapy outcome and a distinct description of relevant environmental factors for

khatuseunder adverse living conditiorsd it’s reduction.

7.3. Methods

We conducted a randomized controlled intervention trial with Somalis in Eastleigh, a suburb
of Nairobi, predominantly inhabited by Somalis. At three times of measurement, taking place
every 4weeks, we assessed participant’s khat use with the Time Line Follow R &

Sobell, 1995 Four weeks prior to t1, to t2 and t3. At t1 we also measured sociodemographic
variables and screened for psychotic symptoms, depression and, Psss are reported
elsewhere(Widmann et al., submitted)330 participants were randomly assigned to the
Screening Brief Intervention (SBI) and Assessment Control group (AC). The SBI received
treatment at t1 (including ASSIST screening, Bl session and handiagelfhelp booklet),

the AC at t3. Details on instruments and the intervention are reported elsewhgr@niann

et al., in pre).

At t2, participants in the SBI group were asked for their personal perception on their consumer
behavior and the personaeasons for (not) having reduced their khat use. The first question

was6 2 @&2dz GKAY1Z @&2dz NBRdAzOSR e&faldedd by Kithér dza S )
questions on the reasons, L&A F y23 gKee¢yY a[lO1 2F &t GSNYI
sup2 NIl € = & LJS ®tblJandIwhl SadndzielB s F @Sas> gKAOK &GN GS:
G!' t GSNYIFGAGS | O kté Xhe bfficnsa & Rl S 102 OSINF S RT & ® £ dzi
Fgl {SYAy3a STFSOG F2N 62N €32 aFSEN SAMKRNI g |
STFSO0O¢ YR ay2 20KSNIwee adked anly boithebaitiSmmmisSviio T 2 NJ
did not reduce their use because the positive equivalent was only aiming for helpful strategies,

not for reasons.

Additionally, we asked for their opinion dhe intervention, starting withd K 2 g K S LJT dz
0KS O2dzyaStftAay3a aSaairzy 7T2abwelddaOnoyadakdad i 2 LILIA Y
bit ¢ very), going into detail witli 6 KA OK LJ- NI Y2 3GA @ SR €2dz Y2ali
Talking about individal good and less good things? The-8eff  LJ 0 ZTBeh WweSakel, éf P

the participant read the booklet, had worked with the tables and how helpful he found the
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selthelp-booklet for reducing his khat use (answer formadt at all ¢ a bit ¢ very). Wedid

not ask the AC group at t2 for their feedback in order to avoid more theligpyelements.
At t3, the same questions were asked again in the SBI and also in the AC group.

When asking to specify alternative activities, we clustered the answers inayixof sports,
work, religious, friends, family, study and others. The assignments were clear for all
specifications. Answers likd LJX F @ Ay3 ottt olaiSdolftfs 3I2AYyY

spending time with parents, working halfA Yef.éwere given.

Exclusion of cases

In total, 330 participants were randomly assigned to SBI (161) and AC (169) at t1. Due to
different reasons like name confusions during data entry, therapy confusion and probably
exchanged participants (friends or relative took oridjiparticipant’s place), we ended up with

291 participants (140 SBI, 151 AC) at t2 and 279 (138 SBI, 141 AC) at t3 included in the analyses.

Reliable Change Index

For individual treatment effects we used the Reliable Change Index (RCI) to compare
treatment outcomes between the intervention and assessment control groups. Therefore, the
differences between preand post treatment scores were divided by the standard error of
difference(Jacobsen & Truax, 1991)

Ethics

The Institutional Review Boards of the Kenyatta National Hospital (Kenya) and of the
University of Konstanz (Germany) approved this study. Due to the high level of illiteracy in
Kenya, inform G A2y 2y &d0GdzRe& LJzN1J32aS> LINPOSRdAzZNB& | YR
participants before asking for participation. Participants were only included into the study

after signing an informed consent.

Statistical Procedure

We analyzed data with SP38. For continuous variables we report means and standard
RSOAILFIGA2ya 6ap{50 YR LISNOSy(Gl3ISa T2NJ 0A DI NR
gl a dzaSRI NBaLISOGA@GSte Xndnm | OO2NRAYy3I G2 . ;
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reducing wee compared. Using Marwhitney-U tests, differences of means between the

groups were compared. To test for significant correlations, we used Spe&x&ha.

7.4. Results

Personal perception of reduction of Khat use

59.3 % (N = 83) of the participants in th&ervention group said at t2, they had reduced their

khat use in the previous 4 weeks and for 81.9% (N = 68) of them, our data confirmed that, i.e.
the amount of consumed khat bundles was higher at t1 compared to t2. At t3, 50% (N = 69)
said, they had réuced, which was true for 85.5% (N = 59); 45.1% (N = 124) of the whole

sample said, they had reduced their use, which was true for 83.1% (N = 103) of them.

The reasons for not reducing or reducing are illustrated in fiQuildhe most important factors
were reported to be(lack of) alternative activities, (avoiding) environmental cues, (lack of)
disclosure or support of family and (lack of) disclosure or support of friends. Alternative
activities and environmental cues were given as important factors bsops who did and did

not reduce their use. Percentages differ in these two groups for the role of family and friends:
Disclosure and support of family/friends were given as most important factors by persons who
did reduce, whereas for persons who did metluce the lack of these factors were the least
important reasons for not being successful in reducing. When SBI and AC were compared in
each percentage, none of the &guare tests was significant.

As helpful alternative activities sports (mostly footbglym and basketball), work, religious
activities (mosque and quran reading), time with friends and family and studies were
described as illustrated in figude for the whole sample. The proportions look similar for the
SBI at t2 and also if split in SBIid AC at t3 (none of the comparing Shuare tests was

significant).
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Reasons for (not) reducing

100%

90% * *
80% 104 101 102
70%
60% 81
50%
40%
30%
20%
10% -

0%

Alternative activities Environment triggers Family Friends

mred No mred Yes

Figure 9 Reasons for (not) reducing khat use in the whole sample for participants awio s
they did (light)/ did not (darkreduce their khat use. Percentages and N (inside baes) a

described. Significant differences are marked with asterisks.

Type of helpful alternative activities
60%

50%
40%

30%

20%
l l I
o s 7

sports work religious study friends family other

Figurel0. Types of most helpful alternative activities as described by persons who reduced

their khat use significantly, percentages and N inside the bars.
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Reasons directly relatdd substance effect

Participants who did not reduce their use amount, additionally named as main substance
related reason, they would not have other coping strategies for problems and the rate for this
answer was higher in the AC group comparedto theaSBR dzLJ 6 . 4 om0 [ nodpm
other reasons, namely not wanting to miss stimulating effect/fear withdrawal symptoms,
needing awakening effect for work or not being concerned about own use, no group
differences were found. But in sum, in the 4@up, more substance related reasons were

given as in the SBI group (1.1 (£ .96) vs. .69 (x.89), p = .006)). Rrapairte illustrated in

Figure 1.
Reasons for not reducing
60%
*
0,
50% 43
40%
30% 23
24
20%
12
0 13
10% 10
5 6
0%
No other Want Need No concerns
coping strategies stimulating effect effekt for work about use

SBImAC

Figurell. Reasons for not reducing, directly related to the effect of khat for SBI and AC group

Consumer involvement, satisfaction and therapy success

For the intervention group, we asked how helpful they found the counselling session for
reducing their khat use and if they had worked with the $alp materials at home,
additionally we asked fohe most motivating part. Results are listed in tabléAs the most
motivating element, participants rated the information about risks (83.6% (117)), followed by
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the selthelp booklet (65.0% (91)) and a good half (52.9% (74)) of the participants said talk
about individual good and leggod things are most helpful. 80.6% (112) said, they had read
the booklet and 31.2 % (43) had worked with the materials (i.e. diaries, tadite},

Therapy success, measured with the RCI correlated significantly wathratings of the

counselling sessions with r = .27 (p = .002) and the ratings of the booklet (r = .201, p=.025).

Participants who did not work with the tables had a higher RCI compared to the ones who did:
1.56 (£3.78) vs .28 (£2.01), p = .004 Readindptiklet did not make a difference in the RCI
outcome (1.57 £2.74 (not read) vs. .87 + 3.59 (read)) p = .173.

Not at all (0) A bit (1) Very (2) Mean (SD)

How helpful was the
Whelpii was 0.4% (13)  65.2% (90)  25.4% (35)  1.16 (.57)

counselling session

How helpfulwas the

selthelp booklet

Table6. Participant’s ratings of the counselling session andhssfi booklet

17.9% (25)  51.4% (72)  30.7% (43) 1.13 (.69)

7.5. Discussion

Thisassessment of participant’s evaluation was part cdredomized controlledintervention

trial conducted with male Somalis in Eastleigh, Nair®ain findings are: (1) The most
important environmental factor for consumption reduction were alternative activities of
which sports and work were the most relevant ones, followed kygering khat cues in the
environment. The role of family and friends was rated ambiguously amongst persons who did
and did not reduce their consumption and (2) not having alternative coping strategies for
problems was the most relevant challenge for persevho did not reduce. Furthermore we
found that (3) evaluation and therapy success were positively correlated and ¢éneral,

the intervention with all elements wereated asmoderately helpful with the information

about khatrelated risks as highly ltaated element.

Khat use patterns generally depend on various factors and have a wide range from traditional,

non-problematic, occasional use over moderate consumption as part of everyday life to
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excessive use, related to various problematic consequeraesecning health, social and legal
issues and financegManghi et al., 2009)Our findings indicate themportant role of
occupational opportunities: Users describe (lack of) alternative activities and (lack of) work as
the most relevant factors to change one’s use behavior. This is consistent with other studies
that found employment to be protective for khate, respectively khat use as reaction of not
being able to work in a host count(@hilpa L &el, Murray, & Britain, 2005Griffiths et al.
(1997)describes increased consume amounts amongst Somalis after emigration to the UK
compared to when they were living Somalia. Furthermore he describes the function of khat

to help maintaining cultural identity which seems very consistent with our observations in
Eastleigh, where discrimination towards Somali immigrants, high rates of crime and violence
and a highly brdening past increase the need for cohesion, comfort and occupation as it

happens during khat sessions.

The result that missing coping strategies for problems is seen as big challenge for reducing
consumption supports the approach of functional use aftat during burdening experiences,

as it was found in other studies as widl. Bhui et al., 2003; Odenwald, Hinkel, et al., 2007)
However, the difference between intervention and control group in this item and the total
score of substanceelated reasons for not reducingdicate a promising development

towards an increased range of perceived options andeféifacy, as intended by the BI.

Participants who did not manage to reduce their consume amount the role of friends and
family for disclosure and support were rategtmer unimportant compared to the ones who
reduced their consumption. It might be easier for someone who is already linked and
embedded into social and familiar networks and structures to reduce, since there is
automatically more social support and valwati There might also be a broader range of
potentially distractive and alternative activities through suggestions and offers by friends and

relatives with more persons who are potential rohewers.

For more than 80% we could show their estimations for akagn reduction to be true and a
generally moderate but positive evaluation of the intervention which indicates generally valid

and frank response behavior.

As the most motivating elementyer eighty percent of thearticipants rated the information
aboutrisks The generally lower educational status (also concerning basic biological, social and

medical topics) amongst a refugee population in Kenya compared to most western countries
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already suggests that the value of providing basic and special informatioaddiction,
especially for khat as an important part of evelgy life, is valued higher than in western study
settings There, the general attitude for psychotherapy is very individhaaed with faceo-

face hierarchy in contrast to other settings wkexr more distant expettlient and hierarchical
treatment approach is common, probably due to the higher discrepancies in education and
knowledge That might be one reason why general information about risks were rated as most
helpful part of the intervenbn. The individual approach of the SBI might be a new concept of
treatment for most Somalis. Maybe that’s why they don’t feel as comfortable with the
individual weighting of good and less good things about one’s own khat use as with the

professional infomation which is valid for the whole population or community.

Also the selhelp booklet was rated as very motivating by over sixty percent of the
participants. It might be a helpful tool to consolidate and deepen the concentrated input from
the brief intervention, probably with friends and family members at home. This is also
supported by the finding that over eighty percent said, they had read the booklet at home,
whereas only a third said they had worked with the mater@idich is possibly a result of

illiteracy, what was common in our sample.

Another aspect of the culturally and geographically diverse use patterns are the different
requirements for treatment approaches. One need to keep in mind the differences in-every
day function of the consumptiomia certain area before estimating universally valid risk

scores and trying to motivate persons to change. However, we believe that the individually

adaptable frame of the Bl is the best and most flexible approach to address different needs.

Limitations

We did not use a valated questionnaire to measure consumer satidian or involvement

but only twoquestiors, fitting the pilot study setting and field conditionslso the feedback

part was rathermdapted to the circumstances than evidence based andai&d, which is of
course limiting the results. Also social desirability might have caused positive answers
concerning the intervention fedshck and the base for therapy success itself was an assisted

selfreport and no objective outcome measures to canttior biases.

77



Artikel 3: Aspects of lifestyle and environmental factors in consumption reduction

However we believe #seproblemsto be not too relevant due to the moderate responses
and our general focus on getting an impression on lifestyle and environmental factors in a

specific area rather than external valid and comparable results for evaluation and feedback.

Conclusion

In a first RCT on a brief psychotherapeutic intervention foatkbhsers we assessed
participants” evaluation of environmental factors, influencing the therapy effects and their
general opinion on the treatment and it’s elements. Alternative activities and environmental
khatrelated triggers were listed as the most ionpant factors to support a consume
reduction or respectively the most relevant reason for not being able to reduce. Amongst the
alternative activities, sports and work were given as the most helpful activities instead of
chewing khat. Functional use seetosbe an important factor which could be reduced in the
intervention group. As the most helpfuintervention part for the clients was theeneral
information about khatrelated risks, we assume that the knowledge gap concerning
problematic khat use is@ntral starting point for future intervention approaches. The results
demonstrate that environmental factors and considering individual perceptions of
problematic or norproblematic use are essential for sustainably and successfully

implementing treatmentapproaches like the ASSil8ked BI.

78



[l GESANDISKUSSION

79



Gesamtdiskussion

In dieser Pilotstudie zur Wirksamkeit psychotherapeutisdhtgrventionen beimannlichen,
somalischenKhakauern in Kenia, fanden wir erste Hinweise auf die \Wakkeit einer
Kurzintervention Zudem wurderzahlreiche Informationen zur kulturellen Anpassung solcher
Verfahren zusammegetragen womit ein wichtiger Befag in der Entwicklung und
Implementierung angepasster, differenziert&ersorgungmoglichkeitenpsychischer und
substanzbezogener Erkrankungen unterversorgten und gleichzeitig stark belasteten

Landern wie beispielweise Kenia, Somalia oder Athiogaistet werden konnte

Im erstenArtikela ¢ KS Y 2 R A-fhke8 Rief linfedvent{o for khat users: A randomized
O2y (iNRff SR ST7T8uam Ai& Elelté derd KulzRt@rgention auf das
Konsumverhalten der Teilnehmer dargestéalltir fanden einen Ruckgang der Konsummenge
und c¢haufigkeit in beiden Gruppen,mit deutlich starkeren Effekten in der

Interventionsgruppe

Der zweite Artikel aComorbid psychopathology and everyday functioning in a Brief
Intervention study to reduce khat uaenong Somalis living in Kenya: description of baseline

YdzZf GAY2NDARAGEZT AGa STFSOUha 2F AYyUSNBGYyldAz2y
die Uberdurchschnittlich hohe psychiscBelastung khatauenderSomalis in Eastleigh: Etwa

die Halfte derTeilnehmer erfillte die Screening Diagnose fiir Depression, ein knappes Viertel

fur PTSD und ebenso viele zeigten kbsychotische Symptome. Die Depressionssymptomatik

und Anzahl der khgpsychotischen Symptome reduzierte sich in baei@ruppen tber die @i

Monate der Erhebung. Die deutlichsten Unterschiede zeigtenima 9 @S NE Rl & Cdzy Ol A
-der Zeit, die fur Aktivitaten wie Arbeit, Familie und andere Unternehmungen zur Verfligung
steht. Hier waren deutliche ZejtGruppen, und Zeit x Gruppek&ffektezu sehen, d.h. mit der
Intervention reduzierten sich die Khi&iauStunden,die Schlafdauer normalisierte sicimd

die funktionale(khatfreie) Zeit stieg in der Interventionsgruppe um ca. vierzig Prozent an.
Teilnehmer, die unter einer Depression oder PTi&h, zeigten weniger Therapieerfolg als
gesunde Teilnehmemyoraus sich schlieRen lasst, dasg komorbiden Erkrankungen eine
Kurzintervention fir Substanzasbrauch nicht mehr ausreigtgondern es einer intensiveren

Behandlundgbedart.

Das dritte Manuskript konzentriert sich auf umgebungsd kulturspezifische Aspekte, die bei
der Anwendung der Kurzintervention eine Rolle spielten sowie die individuelle
Rickmeldungen der Teilnehmer zur Intervention. Dabei fanden wir, dass alternative
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Unternehmungen, wie z.B. Sport, Arbeit und religidse Aktivitaten sowie eine Umgebiting
einer VielzahKhatbezogener Reize die wichtigsten Faktoren fur die (NidReéduktion des
Khatkonsums warerAuRerdem wurde der Mangel an alternativen ProblemlGsestgn als
Hindernis fir eine Konsumreduktion berichteisgesamt wurde die Intervention als hilfreich
eingeschatzt unces zeigte sicleinen Zusammenhang des Therapieerfgldgemessen an

Konsumreduktion) under InterventionsEvaluierung

In der Debatteum den richtigen Umgang mit Khatkonsum trefferf | AF¥& &BéBidgen
undForderungen nach einem strikten Verkatfeinander sowohl was die politischechtliche
Einordnung als auch die Empfehlungen fir die klinische Praxis und damit auch fur weitere
Forschung betreffen. Aus der bisherigen Datenlage sind eine Vielzahl moglicher schadlichen
Folgen bekannt, doch erfolgt in den wenigsten Untersuchungen eine differenzierte
Betrachtung unterschiedlich problematischer Konsumformeie zum Beispiekxzessive
Ausmall anMenge, Frequenz und Daueder die Kombination mit anderen Substanzen

(Manghi et al., 2009; Nutt, King, Saulsbury, & Blakemore, 2007; Odenwald et al., 2015)

Aufgrund eines Mangels an Folgend AusgleichsmalRnahmen, sind in dergangenheit
zahlreiche Versuche, den Khansum einzuddmmen gescheitdf®atter, 2012; Warfa et al.,
2007) Untersuchungenmit anderen Substanzen lassen vermuten, dass ein Khatverbot
maoglicherweise zm ersatzweisae Konsumanderea, moéglicherweiseschadlichere sowie in
Menge und Auswirkungchlechterkontrollierbare Substanzen und Medikamentesultiert.

So wirdedie Grundlage fur einen immees illegalen Markt geschaffen waen (Copersino et

al., 2006; Hammer & Vaglum, 1992; Jelsma, 2005)

Aktuell gibt es keine evidenzbasierten BehandlungsanséireKhatmissbrauch und;
abhangigkeit Es existieren lediglich vereinzelte Bbte zu Integrationsanséatzewon
Khatabhangigen in bestehende Drogenberatsprggramme und Beobachtungen zur
Konsumreduktion im Rahmen umfangreicher Studien mit anderen Schwidrgun
(Odenwald, Hinkel, et al., 2007; Odenwaldt el., 2015) Zwar existieren
Handlungsempfehlungen fi@nendifferenzierteren Ungang mit Khatkonsum, jedoch fehlen

konkrete Vorschlage zur Umsetzung, worauf im Folgenden eingegangen wird.
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8. Implikationen fir die klinische Praxis

Bisherige Arbeiten und Argumente zu kinaduzierten Stérungen wie beispielweise
Abhangigkeit,Psychosenund andere schwere gesundheitliche Beeintrachtigundegen
nahe, dassein langfristiger, schwerer Konsum mit frithem Beginn sehr schédliche
Auswirkungen haben kann, die sich in einer stressvollen Umgebung mit hoherer
Wahrscheinlichkeit manifestieren underschlimmern koénnen(Odenwald et al.,, 2015;
Pennings et al., 2008%Zudem wurde bereits ausfuhrlich auf die gro3e Bandbreite mdglicher
Konsummotive und Folgen in unterschiedlichen gesellschaftlichen Schichten, geografischen
Lagen, Altersgruppen und Geschlechtern eingega. Folglichsollten Khatkonsumenten
nicht als homogene Gruppe gesehen und behandelt werden und Interventionen daher auf
mehreren Ebenen implementiert werdeanghi et al., 2009) Diese Einteilung und
differenzierte Empfehlung zum Umgang mit verschiedenen R&ikweveregraden wird auch

in Instrumenten zu anderen Substanzen wie bisher Teil des ASSISIEs WiHCund anderen
Expertenempfohlen (Humeniuk et al., 2010; Odenwald et al., 2015; WHO, 20DBse
Empfehlungen mdchte ich um einige Einzelheif@n den Konsum von Khatrganzen

(dargestellt in Abbildung2) und naher daraf eingehen

Risikofaktoren

Auf de Grundlage bisherigeEvidenz aus anderen Untersuchungen sowie der vorliegenden

Arbeitlassen sicliir Khatkonsum folgende Risikofaktoren zusammenfassen:

- die psychische Belastuimfolge von Erfahrungen in dstergangenheit, z.B. Traumatische
Belastung nach Krieg, Gewalterfahgen, Hungersnéten und Fluoi#rtikel 2)

- aktuell belastende Umstande wie Diskriminierung, Gewalt, Bandenkriminalitat, Terror,
Arbeitslosigkeit, Armut, mangelnder ZugangBildung und Arbeit (Artikel 2)

- ein Mangel an Bewaltigungsstrategien wurde als eiter Hauptfaktoren genannt, die
eine Konsumreduktion erschweren (Manuskript 3)

- Soziale Grinde wie Gruppenzwang, Geselligkeit aber auch der Mangel an alternativen
Beschéaftigungsmadglichkeiten werden héaufig als Konsummotivation genannt (Manuskript
3)
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Je nacklem, in welchem Ausmal} diese Risikofaktoren vorhanden sind, entwickelt sich ein
entsprechend (un)problematisches Konsumverhalten mit entsprecheKdesequenzerauf

die bereits mehrfach und detailliert eingegangen wurde.

Ausdem Schweregrad dieser Konsequenzen ergeben sich unterschiedliche Indikationen fir

eine Intervention.

Intervention
Professionelle Therapiér multimorbid belastete Konsumenten

Die intensivste Versorgung fur stark konsumierende, unter Umstanden auch anderweitig sehr
belastete Khatkauer erfordert intensiver geschultes Personakimehhtheren Zeitaufwand.

Die Ergebnisse aus dem zweiten Artikel, dass Teilnehmer mit DepressioR 8P weniger

von der Kurzintervention profitierten, begriinden diese Schlussfolgerung zusammen mit
aktueller Literatur zu integrierten Therapieansatzbaispielsweisenit einem Fokus auf Sucht

und Traumastorunger{Nunes & Levin, 2004; van Dam, Vedel, Ehring, & Emmelkamp, 2012)

Kurzinterention, Monitoring, Beratunffir Personen mit moderat problematischem Konsum

Auf einer nachstenEbene konnten geschulte Gemeindemitglieder als trainiexte NA S F
Intervention/ 2 dzy” & SfisgeBilbidh werden, wie es auch fiir die vorliegende Studie
umgesettz wurde und was aus unseren Erfahrungen und auch aus anderen Projekten mit
Trauma oder Aggressionsfoku@&obach, Schaal, Hecker, & Etb2015; Walters, Matson,
Baer, & Ziedonis, 200%®xfolgreich und effizient durchgefuhrt werden kann. Didserate
konnten einen grol3en Teil der therapigeressierten Konsumenten betreuen und mit sehr

geringem Zeitaufwand Verhaltensdnderungen im $lonalltag bewirken.

Die durchgehend deutlichen Zdiffekte, auch in unserer Kontrollgruppe, die zu drei
Zeitpunkten befragt wurde, weisen darauf hin, dass interessierte Gesprache und ein
aa2yYAG2NAYy3Iad RS& Y2y adzy-aundoSgmpkeduktionSogifFageh G A &
kénnen (Artikel 1 und 2).
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Alternative Aktivitaten, soziale Unterstutzufig alle Konsumgruppen:

Vor allem in Artikel 3 zeigte sich die zentrale Bedeutung alternativer
Beschaftigungsmdglichkeiten  und  sozialer Unterstitzung durch  Freunaed
Familienmitglieder. Durch Selbsthilfegruppen konntesen Licken im Ansatz begnet
werden und Uber flachendeckende AufklarungsmafRnahmen konnte die Offenheit zur
Diskussion von problematischem Khatkonsum innerhalb vonilieamoder 6ffentlichen

Raumenmgefordert werden.

Informationen Uber KhaRisikenflachendeckend:

Wir fanden Hinweise, dass die Intervention bei stark konsumierenden Kauern mehr Wirkung
zeigt (Artikel 1), was damit zusammenhéngen konnte, dass der Leidensdruck bei
Gelegenheitskauernder Personen, die keine grof3en Mengen konsumieren zu niedrig ist, um
ausreichend Veranderungsmotivation aufzubauen. Die Kosten, d.h. auf die sozialen, positiven
Begegnungen beim Kh#tauen zu verzichten und einen Aufwand zu betreiben, alternative
Beschafjungsmaoglichkeiten und ggfeinen neuen Freundes und Bekanntenkreise
aufzubauen stehen nicht im Verhaltnis zum Nutzen, beispielsweise die gelegentlichen
Magenschmerzen zu reduzieren oder etwas mehr Geld zur Verfigung zu haben, falls
Uberhaupt bereits nennenswerte Nachteile durch den Konsum bemerkt wurden.
Maoglicherweise sid die generell schlechten hygienischen Bedingungen und zwangsweise
ungesunde Ernahrungsweisen durch die Bedingungen in Eastleigh und geringen
Lebensstandard genauso oder gar noch mehr fir schlechte Gesundheitszustande
verantwortlich als die Khatblatter asich und die Teilnehmer wissen aus eigener Erfahrung,
dass durch die Reduktion des Konsums das Wohlbefinden nicht maf3geblich gesteigert wird.
In einem Umfeld von Gewalt, Terrorbdispielwese aktuell durch die &bhabaab)
Bandenkriminalitdt und Armut stéhdie Problematik, die mit moderatem Khatkonsum
assoziiert wird wahrscheinlich und nachvollziehbarerweise, nicht in einem

handlungsinduzierenden Verhéltnis.

Es wurde durch die hohe Teilnahmerate (Studie 1) und auch durch die Rickmeldung unserer
Teilnehmer(Artikel 3) deutlich, dass ein grofR3er Bedarf und gleichzeitig hohe Wertschatzung
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an Informationen zu Risiken und moéglichen Konsequenamm Khatkonsum herrschen.
Deshalb sollte eineflachendeckende Aufklarung und Information der Gesellschaft der erste
und grundlegende Schritt sein-auch fur NiedrigKonsumenten, die nach der
Risikoeinschatzung laut ASSIST Manualeiyie2 A vy ( & Edpeuingiethgitén wirden.

Ich sehe groRes Praventionspotential im Schliel3en dieser Aufklarungslicke tber Khatkonsum
und die Zusammenhénge zupsychische Gesundheit. Die Informationersollten mit
besonderem Fokus aufinder, Jugendliche und (schwangere) Frauen vermittelt werden, da
sie sich aus der bisherigen Literatur als vulnerabelste Risikogruppen herausstellten
(Odenwad, Warfa, Bhui, & Elbert, 20)Beispielsweise konnten Lehrer geschult werden, die

an Infotagen oder Beratungsstunden fir Eltern und Schiler 0.4. regelmaf3ig ein groRReres
Publikum erreichen kdnntemenkbar wéren hierfur auch Jugendliche und junge Erwachsene,
die bereits Uber ein breiteres Wissen verfluigen, wie beispielsweise die von uns geschulten
Interviewer, die durch Aktionen fur Jingere oder Gleichaltrige eine direktere
Kommunikationsebene einnehen kdnnen als wir, als Experté¥on auet’ Auch die sehr
respektierten und geschatztern O 2 Y Y dzy A (, &die 8rfs Rv&iéhndi der gesamten
Untersuchung unterstitzen, kdnnten als Ansprechpartner und Berater flir Konsumrisiken far
die breite Masse der Gemeindsehr wertvoll sein. In dem mit uns kooperierenden
medizinischen Versorgungsnd Gemeindezentrum, der ¢ | g 1 | £ a $&sabent / £ A
bereits sehr gute Grundstrukturen fur die Umsetzung solcher Mal3hahmen. Fir (schwangere)
Frauen und bereits vorbelasetPersonen in jeglicher Hinsicht sind Gesundheitszentren,
Praxen, Kliniken und generelle gemeindenahe Versorgungszentren sicher ein guter Ort, diese

Informationen weiterzugeben.

Eine gute und nachhaltige Informationsvermittlung, aireht in Widerstandresultiert, sollte
mit Respekt zu bisher als wertvoll angesehenen Riten und Anwendungsmgst&hehen.
Sie sollte auch offegegentber individuellen Motiven und ganz im Sinne der wertschatzenden

Haltung des Motivational Interviewingsmgesetzt werden

85



Gesamtdiskussion

Risikofaktoren Konsequenzen Intervention
Belastungaus Probleme Therapeuen,
i problematischer - . geschultes
Vergangenheit und aktuel _ professionelle Therapie
stark Konsum rechtlich Fachpersonal
gesundheitlich
Kurzintervention,

Bewaltigungsstrategien geschulte Laien

Monitoring, Beratung

gering

Mangel an sozial

Alternative Aktivitaten,

U sozialeUnterstiitzung Peers, Gemeinde

aktuellesUmfeld: problematischer Information tber Khat
-Langeweile Konsum Risiken, besonders fiir
-peers Risikogruppen (Kinder, alle
Schwangere, psychisch
Kranke)

Abbildungl2. Modell zu Risikofaktoren, Konsequenzen und Intervention beikdngum
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9. Implikationen fr weitere Forschung

Flichtlinge und andere starlehachteiligte Gruppen wie Substanzkonsumenten und schwer
psychisch Kranke habeneistkaum Ressourcemsglbst zu einer Veranderung der Umstande
beizutragen Es entwickeln sichAbwartsspiralen von Krankheit und Diskriminierung,
kombiniert mit mangelnder Bildung und Aufklarung hin zu systematischer Ausgrenzung und
drastischer Zustandsverschlechterung der betroffenen Personen, flr die es dann immer

unwahrscheinlicher wird, adaquagrsorgt und aufgefangen zu werden.

Ein Ziel auf organisatorischer Ebene sollte eine intensivere Kooperation zwischen den
verschiedenen Versorgungsebenen umdinrichtungsarten sein und eine intensivere,
langerfristige Zusammenarbeit international agierendpraxis und forschungsnaher
Institutionen und lokaler (traditioneller und modern medizinischer) Einrichtungen sein
(Odenwald & Al'Absi, 2016, in press; Odenwald, Warfa, et al., 2@1®)auf immer
selbststandiger und unabhangiger laufende Strukturen abzielen sollte mit enksprder

begleitender wissenschaftlicher Validierung und fortlaufender Optimierung.

Fur zukinftige Forschungsarbeit Kihatbereich generellist es wiinschenswert, genauer zu
differenzieren, mit welcher Konsumintensitdenge die untersuchten Teilnehmer dte
Studien aufgenommen wurden. Da Khatblatter uadieige keinen Normmalfien unterliegen
und somitkeine Standardeinheiten quantifizierbasind, wie es beispielsweise bei Alkohol
moglich ist, entwickelten wir basierend auf der Erfahrung aus jahrelabgégrsuchungen in
ausfuhrlichen Expertendiskussionen, gemeinsam mit erfahrenen -Kda¢rn und
Fachkraften vor Ort ein einfaches Schema zur Mengenerfassung von Khat. Wir
bericksichtigten die ungeféahre Angabe zur Wirkung eWferkaufseinheit, meist Bindeind

den aktuellen Marktpreis. Aus Griinden der Ubersicht und Anwendbarkeit wahlten wir drei
Fotos der gangigsten Khaarietaten in ihrer Ublichen Verkaufseinheit und lieBen die
Teilnehmer, die zum Teil Analphabeten waren, angeben, in welcher Anzahl esie di
entsprechende Einheit Uber einen bestimmten Zeitraum konsumiert hatten (im Anhang sind

die entsprechenden Materialien dargestellt).
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Ein Hauptergebnis des zweitdértikels zeigt, dasslie khatfreie, potentiell funktionale Zeit
deutlich steigt durch die htervention. Gangige Messinstrumente beriicksichtigen selten die
Zeitdauer, die die Klienten mit dem Konsum und anderen Aktivitaten verbringen. Da wir aber
zudem fanden (Manuskript 3), dass laut Teilnehmer die alternativen Aktivitaten, also konkret
o 2 | @bér den Tag hinweg getan wird, zentral entscheidend dariiber ist, ob und wie stark
sich das Konsumverhalten veréndert, sollte die zeitliche Dauer des Konsums mehr

Bertcksichtigung finden.

Bei kiinftigen Studien Zhat-spezifischen Interventionesollte in gbReren Stichproben und
unterschiedlichen Kontexten die Auswirkung von Kurzinterventionen untersucht werden.
Hierbei wirde die Differenzierung in verschieden intensive Behandlungsstufen in
Abhangigkeit der Konsumintensitat und Symptomschwere, wie oben sdntgegen, genauere

Aussagen Uber die Effekte erméglichen.

Auchin der Kontrollbedingunéandein signifikanter Riickgang von Konsummenlgéufigkeit

und Symptomschwere komorbiderErkrankungen statt, was auf die Wirksamkeit
unspezifischer Faktoren hinweidh unserer Kontrollbedingung durchliefen die Teilnehmer
ebenfalls ein diagnostisches Interview mit Fragen zu psychotischer Symptomatik, auch im
Speziellen nach Khatkonsum, Depression, traumatischer Belastung, der eigenen Geschichte
des Khatkonsums uritber alle drei Messzeitpunkte hinwelgs genauen Konsummusters der
vergangenen vier Wocheas Interview als solches kann allerdings durch eine Veranderung
des Aufmerksamkeitsfokus aufdas Konsumverhalten, dem Bewusstmachen der
Zusammenhange zwischen Befiotkeit, Gesundheitszustand und dem eigenen Konsum
sowie generell durch einem aufmerksamen, interessierten, unterstitzenden
Gesprachskontextine Veranderung im Khatkonsum bewirkétiir weitere Untersuchungen,

die sich mit Kurzinterventionen befassen, lealth es fur empfehlenswert, weniger therapie
ahnliche Elemente in der Kontrollbedingung zu involvieren. Obwohl es flir diese Pilotstudie
von groRem Nutzen war, viele Bereiche abzudecken, um einen umfassenden Uberblick
wichtiger Einflussfaktoren zu erhalteware eine gesonderte Betrachtung und Untersuchung

von Interventionseffekten, ohne Komorbiditdten und anderen Elementen zu Gunsten
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grolRerer Stichproben meiner Einschatzung nach zu bevorzugen und ich wiirde wesentlich

deutlichere Therapieeffekte erwarten.

Trotz vieler Herausforderungen sehen wir durch zahlreiche Forschungsprojekte in
verschiedenen Krisengebieten, mit unterschiedlichen Faokie beispielsweise auf
traumatischer Belastung dass Menschen in benachteiligten Umwelten mit miserablen
Zugangsbedinqugen zu Versorgung durchaus geholfen werden kéifoa, Keane, Friedman,

& Cohen, 2008; Schauer, Schauer, Neuner, & Elbert, 280/Hs mehrLebensqualitat zu
erlangen und dass mit relativ geringem personellen und finanziellen Aufwand ein
vergleichsweise  hoher Gewi im  Sinne von  Symptomreduktion  und
Befindlichkeitsverbesserung erzielt werden kanBs konnten auch bereits effiziente
Trainingssysteme entwickelt werden, die weitgehenduf eine selbststandige
Wissensvermittlung abzielen, wie beispielsweisé NJ Arginerd K § NB I NR SNes o
trainingd Y 2 y(Kébadi & al., 2015; Walters et al., 2003)sere Daten zeigen auch das
Potential der SelbsthilfeanséatzeidividuelleSelbsthilfe, wie zum Beispiel die Broschire, die
wir den Patienten aushandigten, verdienen auch weitere Aufmerksamkeit in der zuktnftigen

Forschung, schon allein aufgrund ihrer effizienten Einsatzméglichkeiten.
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10. Fazit

Die vorliegende Thesis beschreitgebnisse aus einer ersten Pilotstudie zu einer khat
spezifischen Kurzintervention mitognalischen Flichtlingen in Kenia. Die Vermittlung der
Behandlungsansatze in den Trainings sowie den Therapien und im Studienverlauf verlief mit
grol3er gegenseitiger @heit und ohne besondere Probleme, obwohl das Umfeld der
Erhebung mit alltaglicher Gewalt, Kriminalitéat, Terrorismus und politischer Instabilitat das

Team vor viele Hirden stellte.

Wir konnten zeigen, dass durch psychotherapeutische KurzmalRnahmen eine
Kosumreduktion bewirkt werden kann und dass die Uberdurchschnittlich hohe
psychopathologische Belastung der untersuchten Stichprobe, vor allem Depression und
traumatische Belastung den Therapieerfolg reduzieren. Auch der Anteil an funktionaler Zeit
im Alltag der Klienten stieg deutlich mit der Intervention und die Teilnehmer beschrieben in
einer abschlielBenden Evaluation die fur sie zentralen Faktoren, die die Konsumreduktion in
ihrem Umfeld beeinflussten, was vor allem alternative Aktivitaten wie SporiAuhdit, sowie

ein Umfeld voller Khatriggersowie mangelnde alternative Problemlésekompetenz waren

Der weltweit immense Bedarf an effizienten Interventionsmethoden fiir benachteiligte
Populationen, insbesondere psysbh Kranke und Substanzabhangige erfordert fokussierte
Forschung in diesen Bereichen. Die aktgtigendenFluchtlingsbewegungererdeutlicht

die Notwendigkeit vielseitig anwendbarer und leicht adaptierbarer Methoden flr
psychologische Versorgung. Dustiark belastete, kulturell hoch diverse Menscigruppen

mit hoher Pravalenz vo8ubstanzmissbrauch ist die Versorgung durch langjahrig geschultes,
professionelles Personal nicht zu gewahrleisten und alternative Konzepte, die auf die
effiziente Ausbildungvon Personen aus den entsprechenden Zielgruppen abzielt, sollten
weiterentwickelt und implementiert werden. Dafir liefert die vorliegende Arbeit wichtige
Erkenntnisse fir weitere, dringend notwendige Forschsmgie Vorschlage fur eine konkrete

Implementigung vorhandener, evidenzbasierter Versorgungsansétze.
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Appendix

1. Fragebdgen tl Interventiorsind Kontrollgruppe inkl. ASSIST

a. Selbsthilfemanual englisch

b. Selbsthilfemanual somali

2. Fragebdgen Interventionsind Kontrollgruppe t2

3. Fragebdgen Interventionsind Kontrollgruppe t3
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Fragebogen tinterventiongruppe

Inkl. Khatadaptierter ASSIST
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Appendix

Interview for Brief Intervention study

Magaca Waraystaha:

Name of interviewer

Taarikhda: Wakhtiga: Mudada Waraysiga:
Date Time Duration of interview
Name of participant

Phone number1:

Phone number2:

Section (place of interview):

Description of place where we find participant:

Date for 4-week follow up (use the TLFB calendar to calculate)

INTERVIEWEE AGREED TO BE CONTACTED AND REMINDED Q
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CODE:(Numberka) _Age:(dad a) — Date:(Tarliqda)____
Miraa Use (odenwald, Linganfelder ot al. 2007) Haa Yes Maya No
1 Labo lyo tobankil bilood ee u danbeeyay ma isticmaashay qaad Did you use miraa within the last 12 months? W] (w]
2 Afartii asbuuc ee ugu danbaysay ma isticmaashay aaad Did you use miraa within last 4 weeks? Q Q

TIMELINE FOLLOWBACK CALENDAR

To help us evaluate your khat use, we need to get an idea of what your khat use was like in the past 30 days. To do this, we would like to fill
out this calendar with you. It Is not hard and | would like to try to be as accurate as possible. We recognize you won't have perfect recall,
That's OKAY.The Idea is to put a number in for each day on the calendar. On days when you did not chew, we should write a “0”. On days
when you did chew, you should write in the total number of standard units you had. (Show and explain standard units with extra pictures)

I's Important that something Is written for every day, even If it is a “0".

1 standard unit of khat is equal to

1 surba of Kangeta or 1 surba of Giza, Alenle, Asili, Lare or 1 bag of Magoka
Complete the Following (4 weeks): Start Date (Day 1) End Date (yesterday):
Day month your day month your
2014 o MON TUES WED THURS FRI SAT
AUG |47 18 19 20 21 22 23
24 25 26 27 28 29 30
s |an 1 2 3 4 5 6
3 7 8 9 10 11 12 13
P |1 15 16 17 18 19 20
21 2 23 24 25 26 27
28 29 30 1 2 3 4
0 |s 6 7 8 9 10 1
c 12 13 14 15 16 17 18
T 19 20 21 2 23 24 25
26 27 28 29 30 3 1

108




Appendix

Malmahee qaadka cunaysay.For days when chewing miraa last week:

3 Imisa jeer ayaad si iskuxigta u isticmaashay khatka mudo dheer 0o 24 sascdood ama in kabadan isbuucl lasoo dhaafay.
How many times did you continuously you chew miraa for extremely long periods of 24 hours and more lost week?  Times:
4 Asbuucii tagay malintil intee saacadood baa ku dhumisaa cunida qaadaka What Is the usual number of
hours spent chewing miraa per day in last week;
Calculati days chewed x, hours perday + 7 = hours
5 Ma isticmaashaa khat indha fur ah markaa soo toosto. Yeso Noo
Do you use Miraa when you wake up (Indha fur, to unlock yourselve)?
o Asbuucli ugu danbeeyay meel nooce ah baa qaadka ku dhex cuntay.in what kind of social setting did you chew in the last week?
QKaligay ugu badanaa Mostly alone Q Dadka dhexdooda ugu badanaa Mostly with others
Asbuucii tagay jaadkalyo hurdada:Miraa and sleep last week
7 Asbuucii tagay afar iyo labaatan saacadood Intee saac baa ka seexatay:
How many hours of sleep per 24 hours did you have last week hours
8 Asbuucl tagay meeqo habayn ayaada seexan hurdo (inta u dhaxaysa 10 p.m. lyo 5 a.m.)?
How many times during the last week did you not sleep during the night (between 10 p.m. and 5 0.m.) times
becouse of mirea.
Nolashaada mudaada qaadka isticmaalaysay. Duration of miraa use in one’s lifetime:
9 Markii kugu horaysay 00 aad isticmaashay qaad da dada. What wos your age when you first used Miraa

10 Markii ugu horaysay aad bilowday In aad isticmaasho qaadka sl joogta ah da dada
What was your age when you started to use miraa regularly (weekly base

1 Ma waxaa sitoos ah u bilawdey istic maalka qaadka markaa Nairobl timid Yoso Noo
Did you stort to use miraa regulorly after you came to Noirobi

12 Imisa sano ayaad Jaad sl joogta ah u cuneysay How many years have you chewed miraa regularly in life? I

Functional Mirao use:

13 Qaadka ma kaa cawlya in uu ku llowsiiyo dareen xanuun leh sida dagaalka oo kale? Yeso Noo
Does Miraa help you to forget painful experiences (e.q. wor)?

14 Qaadku had iyo jeer ma ku farxad galiya? Does Miraa usually cheer you up/make you feel better? Yest Noo

15 Goorma ayaa Kenya utim| qaxooti ahaan (Bukanka)? When did you come to Kenya os a refugee? (Year)

Now | would like to ask some questions concerning your living conditions:

16 Gurigina nocee u dhisan yahay? What is your home type? 1 U guri deer loh / house in own compound
2 Qlojin deer karmd ah/ lodge, | e part of & compound
3 0 gurt dhan/ whole apartment
4 U qeyb karmid ah guriga/ part of an apartment
17 What is your household type: 1.0 Farily- based household
2 ) Rent-sharing household of unrelated people
30 Other
18 Gabi ahaan immisa qof ayaa ku nool gurigiina Pwexay lamid tahay imisa qof aya halkan sexanayey afarti todobaad ~ No.:
ee ugu danbesay? / How many persons are there in total living in your household? That means, how many people  Tirada:
were sleeping here most of the times in the last dweeks?

19 maledihin boyeso/shaqalo/ does your household have a househelp? Qhaa QO maya
20 maledihin alada intarnetka iyo kombutar/ do you have a computer with internet? Q haa O maya
21 hadii aad xanusatid isbital nooce adaa/in case you get sick, what type of hospital do you attend mostly? O dowladed/ public
Q shagsiyed/ private
22 maledihin makinada cunto karinta/Does your household own a gas cooker? Qhaa O maya
23 maledihin firinjeer /Does your household own a fridge? Q haa Q maya
24 Gurigiinu Garl ma leeyahay? / Does your household own a car? Q haa Q maya
25  Xaalad xaaseedka? / What is your marital stotus? 1 Q Married( guur)

2. Q single(kali ahansho) (inclucing engaged or dating)
3. Q divorced(furiin)/separated(kala nolasho)/widowed(laga
dhintay)
26 Imisa sannadood ayuu/ayey tegl jirey/jirtay iskuul 0o sanay ku jirin malcaamad quraanku?
How many years did you go to school excluding Koranic school?
JE—
27 maxey qabataan /What Is your occupation? 1. Q aan shageyneyn/ not working 3. working (any)
2. Q guri jog/ housekeeping 4. Q arday/ student
5. QO how! gab/ retired
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28

Hadda waxaan jeclaan lahaa in aan ku weydiiyo inay jiraan in dad ka mid ah qoysku 00 qaba cudurka dhimirka kuwaasoo aad u ba'an oo ka
saameeyey qotka Masruufka ama dakhliga keena ama caawimada reerka qoyska In ka badan afartil toddobaad ee u dambeeyey ama adaya
iskul? / Now | would like to ask you if YOU have mental problems that are so severe that they affect YOU in providing income or helping in

the household or going to school for at least four weeks?

Now I'm coming to some questions on symptoms that we often find,

for and from Health

Ouring the st 4 weeks. - TICK YES ONLY IF IMPLAUSIBLE ASK FOR MIRAAY

29

Ma rumaysan tahay inay dad ku daba socdaan?
Do you believe that people are following you?

a.  Sidee ayaad ku ogaatay inay dadku ku daba gurayaan ama ku daba socdaan
How do you know thot people are following you? implausible ?

Yes
haa

No
maya

b Kaliya intaa khatka cuneyso ama 6saac kadib
Only during or 6 hours after miraa use

Q

Ma hubtaa In gof aan adiga ahayni uu awooddaada kuu hayo ama uu ku kaantaroolayo? Sidea darteed ficilkaaga
Iyo fikirkaaga aanay ahayn kuwaagil ama uu go'aaminayo qof kale. Are you convinced that you are under control of
some power or force, so that you actions or thoughts are not your own or determined by someone else?

8]

2. Kuma ama maxay ayaa ku xukumaya ama kaantaroolaya/xukumid? Who or what power or force controlles you?

lausible?)

b, Kallya intaa khatka cuneyso ama 6saac kadib
Only during or 6 hours after miraa use

5}

N

Mararka qaar ma dhacdaa inaad maqgashid waxyaabo aanay maalanayn dadka kula joogaa?
Does it sometimes happen that you can hear things other people can not hear?
a. Maxaad magashaa? Sidee baad usharixi kartaa? What do you hear? How do you explain this? (implausible?)

s}

b, Kaliya intaa khatka cuneyso ama 6saac kadib
Only during or 6 hours after miraa use

2

Mararka qaarkood inay ku dhacaan jidhkaaga oogadilsa ama jirka gudihiisa dareenno aan caadi ahayn- sidil adoo
lagu taabanayo lyada oon cidi kuu dhoweyn ama aad dareento sidil adoo |irkaaga wax dhex socsocdaan?
Do you sometimes have unusual feelings on your skin or inside your body ~ like being touched when nothing is
there or feeling something moving inside your body?
4. Maxaad dareentaa What do you feel then?
(implausible ?)

b, Kaliya intaa khatka cuneyso ama 6saac kadib
Only during or 6 hours after miraa use

EE}

Immisa maalmood, toddobaad, bilood amma sannadood ka hor ayay arrintani kugu bilaabatay?
How many doys/weeks/yeors ago did these phenomena begin? a. b. Age:

PHQ 9 ~ Murug Depression ot | T
Dhowr

Kabadan

More than half

Labadil Isbuuc ee ugu danbaysay ma ku dhibeen mid kamida dhibaatooyinkaan soo masimoed mesimehe

socda  Over the last 2 weeks, how often have you been bothered by any of the

Jollowing problems? ¢ 1 a

34

35
36

37

Xiiso yar ama kuraaxeysato sameynta waxyaabo

Little interest or pleasure in doing things

Niyad jab,muruug lyo rajo la‘aan Feeling down, depressed, or hopeless
Kugu adkaato inad seexatid, iska Jlifto ama hurdo badan

Trouble falling asleep, staying asleep, or sleeping too much

Daal aa dareemaysid ama awooda 00 kugu yar

Feeling tired or having little energy

C unto xumo ama cunitaan badni Poor appetite or overeating
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39 Sixun aad dar ysid, and dar ysid inaad fashilantay, ama dareemaysid
Inaad naftaada ama qoyskaaga hoos udhigtay (glimo la’aan, dambiile,...)
Feeling bad about yourself, feeling that you are a failure, or feeling that you
have let yourself or your fomily down (feeling worthless, guilty, ...)

40  Dhib ay kugu tahay inaad wax xooga saartid sida aqriska wargayska ama
daawashada televison
Trouble concentrating on things such as reading the newspaper or watching
television

41 U dhaqgaaqid ama u hadlid si tartiib ah taaso dadka kale ay dareemi karaan,
tacbaan ama nasasha la’aan nogotid aad in badan dhaqdhagaaqday kabadan
Inti caadiga ahayd
Moving or speaking so slowly that other people could have noticed. Or being so
fidgety or restless that you have been moving around a lot more thon usual

4 ku fakaraysid inaad dhimasho ku fiicnaan lahayd ama aad rabto inaad naftaada

sl uun u waxyeelayso.
Thinking that you would be better off dead or that you want to hurt yourself in
some way,
43
Guud Total
Haa Maya
Yes No
Mauaragtaa tagerid/gurmad/damashaad inaad lafarisato jillkada/qeyrkaada lanahadashid, n o
Do you find it supportive/helpful/enjoyable to sit with peers and talk?
a5 Badanaa malafarisataa dariskaaga ama saxibadaada lanahadashaa, o n
Do you often sit with your neighbros or friends and talk?
46 Mauaragtaa iney cawimaad kuutahay inaad kalahadashid dhibatoyinkaada koox Jiilkaagalqeyrkaaga). n n
Do you find it helpful for you to discuss decisions and problems with a group of peers?
47 Mauaragtaa gurmaad inaad kamaqashid dadka kale iney gabaan dhibatoyin kuwaaga lamid ah 8] 8]
Do you find it helpful to hear from others that they have similar problems?
48 Maudarenta iney tahay wax 0o bogo in koox dadka kamid ah eey wadagaandhibatoyin iskumid ah. &} s}
Do you feel comfortable in a group of people who share the same problems?
49  Mauaragtaa iney fududahay inaad kahadasho dhibatoyinkaada hadaad ogtahay iney kulagabaan dhibkaada oo kale. o o

Do you see it easier speaking out your problems if you know they have the same problems?
50  Mauaragtaa iney fududahay inaad kalahadasho dibatoyinkaada qof kulamid ah intaa aad kalahadli leheed qof kutagasusay. o o
Do you find it easier to tolk about your problems to someone with o similar problem than to a professional.

51 Magaraneysaa kulamo ladiyaariyey kuwaaso dadku dhibatoyin iskumid ah ufaristaan si wadajir ah una hadlan, o o
Do you know any organised meetings, were people with similar problems sit together and talk?

52 Waligaa makageeb qadatay sida Isku imansho wadajir ah ama fadl wadajir ah. (5] o
Have you ever participated in such a “coming together”/"sitting with others”?

53 Guud ahaan makageeb qaadan leheeyd Would you generally participate ? o o

EVENT LIST (tick only if person felt helpless and terrified)

NO Lakulantay Goob joog ah
[experienced)

54 Shil khatar ah , dab ama qarax ( tusaale: warshad, beer, gaadhi, diyaarad, ama shil doonyeed, (occident,
[fire, explosion)
Masiibo dabiici ah (tusaale: duufaano, daad, ama dhulgariir.) (natural disaster, storm, flood, drought,

55
eorthquake)
Woerar kaaga yimid dad qoyskaaga ah ama aad garanayso (tusaale: dhicid, garaacid,toogasho, toorlyeyn,

56 qori ku gabasho.) (Violent assooult. by fomily member, for example being mugged, physicolly attacked,
shot, stabbed or held at a gunpoint)
Weerar kaaga yimid dad aadan agoon (tusaale : dhicid,garaacid, toogasho, tooriyeyn, ama gori ku

57 qabasho.)(vioent asseoult by stranger for example being mugged, physically attacked, shot, stabbed or
held at a gunpoint)

58 Dagaal ciidan, ama goob dagaal. (military combat or wor zone)
Waxaan ognahay in addunka dagaalada ka dhacaa ay sobabaan kufsi. Ma u malaynaysaa inuu ka dhacay
Dalkeena wakhtigh Dagaalada sokeeye? (We know that in the world violent rope of both, moles and

59 females happens in war zones. Have you heard about that this happened here or in Somalia?)
Ma maqgashay inay ka dhacday Somalia? Ha: Maya:
(Haddii ay tahay haa:)
ma ku aragtay ishaada? (witnessed) Ha: Maya:
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Ma ku dhacday qof aad tagaanid? (s.0.you know) Ha: Maya:
Adiga ma kugu dhacday? (experienced) Ha: Maya:
60 Adigu ma u nogotay dhibane cid aad garanaysid
(were you victim of 5.0, you know?) Ha: Maya:
61 ‘Maxbuusid (tusaale: xarig; maxbuus dagaal; qafaalasho; ama afduub.) (imprisonment, for example prison
inmate, prisoner of war, hostage)
62 Jirdil, (torture)
63 Cudur noloshaada khatar galiyey. (life-threatening iliness)
64 Dhacda kale oo reebtay saameyn. (other)
(Timaan wareyste: hadii 11 uu kogae jowaabay hoo, wareystuhu wuxuu odhanayaa.)
P Fadlan cadee dhacdada kale ee saameynta kuugu reebtay.(specify)
Worst Event (write number):
PDS Somall Short Version (Odenwald, Neuner et al. 2005) Yes  No
(Rate yes, when already clear, if not probe again) haa  maya
66 Ma dareentay inaadan waxba gaban karayn, Ma dareentay argagax marka aad kusugan tahay xalad qatar ah ama
markaad ufirsato si toos ah qof kale noloshiisa 0o kusugan qatar? Hadey tahay maya kabood PDS,
Did you ever feel helpiess or horrified when you were in @ situation in which your life was in danger or when you directly
observed that someone’s else’s life was in danger? If no skip the PDS
67 Majiraan Xusuuso kicinaya ama murugo naxdin leh oo la xariira dhacdada saameynta leh ee ku 500 nogonaysa
maskaxdaada adigoon rabin?,
Do you have upsetting thoughts or images about these bad events that come into your head even when you don’t want
them to? Did you experience this last month (= Jast four weeks)?
68 Ma isku daydaa in aadan ka fakarin, ka hadlin ama dareemin dhacdadaan ugu xun ee kugu dhacday, Miyaad sidoo kale
ka fogaatay arintaan bishii lasoo dhaafay, (4t asbuuc ee ugu danbaysay)
Do you try not to think about, talk about or have feelings about the most shocking experiences, that you hod? Did you
olso avoid this in the last month (= last four weeks)?
69 Ma dareentaa in rajadaadil ama qorshahaagii mustagbal aanay rumoobeyn, tusaale, inaadan yeelanayn takhasus,
waxbarasho, guur, caruur, cimri dheer, ma lakulantaytan bishii ugu danbaysay (4til asbuuc ee lasoo dhaafay)
Do you feel as if your future plans or hopes will not come true for example, you won't have a coreer, marriage, children
or a long life? Did you experience this in the last month (= last four weeks)?
70 Dhibaatooyin magabta markaad seexaneysid ama markaad Jiftid? Sidaan maisku aragtay bishii lasoo dhaafay?
Do you have trouble falling asleep or staying asleep ? Did you experience this in the last month (= last four weeks)?
n Ma fudfuduudahay ama manaxdaa (Tusaale:markaad sl kadis ah gwylo umagashid ama markaad si kadis ah uragtid qof

gadaashaada socdo) sidaaan maisku aragtay bishii lasoo dhaafay?

Are you fumpy or easily startied (for example, when there is a sudden noise or when you suddenly find someone walking
behind you ?) Did you experience this in the last month?

WHO ASSIST (modification of v 3.0)

Waa ku mahadsantahay agbalaadaada ah in aad nagala qeyb qaadato wareysigan ku aadan khatka,tubaakada iyo daroogooyinka kale. Waxaa ku
weydiinayaa su'aalo yar 0o ku saabsan qibradaada ku aadan isticmaalka walxahan noloshaada oo idil iyo saddexdi bilood ee u
danbeesay. Walxahan waa la cabbi karaa ama la ligl karaa ama waa la fiifin karaa ama waa la isku durri karaa ama waxaa loo qaadan karaa sidda
kaniini camal { tussi kaarka daroogaddal)

Walxaha qaar ee lacayimay waxaa laga yaabaa in uu 500 qoray dhaqtar [ sida daawooyinka badiyo awooda,xassilin,lyo xanuun
yareeyaha) wareysigan guddihiis ma diswaan gellineyno daawooyinka uu qoray dhaqgtar haddaba waxa aad u qaadatay daawooyinkan sababo aa
aheeyn in laguu qoray 0o kaliya ama u gaadatay si xad dhaaf ah ama ka badan inta laguu qoray.fadlan il ogoloow in aa ogaano.anaga oo waliba

daneeneyna in aa ogaano isticmaalkaada daroogada sharciga eheen fadlan ogoow in warbixintaada ku aadan isticmaalka walxahan ee tahay mid
aad kalsooni ku qabtid mar walba,

“Now | am going to ask you some questions about your experience of using these substances across your lifetime and in the past three months.
These substances can be smoked, swallowed, snorted, inhaled, injected or taken in the form of pills (show drug card).

Some of the substances listed may be avallable in pharmacies or prescribed by a doctor (like sedatives, pain medications or amphetamines). For
this interview, we will not record medications that are used as prescribed by your doctor, i.e. to treat a disease. However, if you have taken such
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medications for reasons other than prescription, or taken them more frequently or at higher doses than prescribed, please let me know. Please
be assured that all information we get from you will be treated as strictly confidential.”

Questionl
Noloshaada,wabahan 500 socda mid kee baa waligaa isticmaashay? (kuwa aa laguu 500 qorin
kallya) No Maya | yes haa
in your life, which of the foll g sub es have you ever used (non medical use only)?
a. Miraa/Khat (Chat, Giza, Alene, Magoca, . 0 3
b.  Walxaha tubaakada (sigaarka,tubaakada lacalaanjlyo iyo waxii la mid ah) 0 3
Tobacco products (cigarettes, chewing tobacco, cigars, etc.)
¢ Kaniiniyaasha hurdada sida (valium, serepax, Rohypnol, iyo waxii la mid ah.) 0 3
Sedatives or sleeping pills (valium, serepax, Rohypnol, etc.)
d.  Cannabis (marijuwaana,pot,grass,hash,iyo waxii la mid ah) 0 3

Ci bis (moarijuana, pot, grass, hash, etc.)

e, Alcoholic beverages (beer, wine, spirits etc.) 0 3

f. Inhalants (nitrous, glue, petrol, paint thinner, iyo waxii la mid ah.)

inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 3

g nooc Amphetamine ah{xawli, diet pills, ecstasy lyo waxii la mid ah) 0 3
Amphetamine type stimulonts (speed, diet pills, ecstosy, etc.)

h.  xashiish (coke, crack, lyo waxi la mid ah.) 0 3
Cocaine (coke, crock, etc.)

1. hallucination (LSD, acid, mushrooms, PCP, Special K, iyo waxi lamid ah.) 0 3
Hall g (LSD, acid, mushrooms, PCP, Special K, etc.)

J. Oploids (heroin, morphine, methadone, codeine, iyo waxi la mid ah) 0 3
Opiolds (heroin, morphine, methadone, codeine, etc.)

k. kuwo kale = sheeg Other = specify:......ui i 0 3

Maalin
Saddexd| bilood ee u danbeesay llaa Intee in la eg ayaad isticmaashay walxahan ":‘m";" buucle | *¥5t0 ama
aad xustay (daroogada koowaad,daroogada labaad, lyo waxi la mid ah) marnaba aba Bille ah ku dhaw
mar ah
In the past lhng months, how often have you used the substances you never Ohce o monthly Iy maalinkasto
mentioned (ask for allthe drugs that the clent told you) twice oY | oy or
almost daily
a. Miraa/Khat (Chat, Giza, Alene, Magoca,...) 0 2 3 4 6
Walxaha tubaakada (sigaarka,tubaakada lacalaanjiyo lyo waxii la mid
ah) 0 2 3 4 6

Tobacco products (cigarettes, chewing tobacco, cigors, etc.)

¢ Kaniiniyaasha hurdada sida (vallum, serepax, Rohypnol, iyo waxii la
mid ah.) 0 2 3 4 6
Sedatives or sleeping pills (valium, serepax, Rohypnol, etc.)

d.  Cannabis (marijuwaana,pot,grass,hash,lyo waxil la mid ah)
Cannabis (marijuana, pot, grass, hash, etc.)

@ Alcoholic beverages (beer, wine, spirits etc.) 0 2 3 4 6

f. Inhalants (nitrous, glue, petrol, paint thinner, iyo waxii la mid ah.)

Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 2 3 4 6
g nooc Amphetamine ah{xawli, diet pills, ecstasy iyo waxii la mid ah) 0 2 3 R "
Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)
h.  xashiish (coke, crack, iyo waxi la mid ah.) - 3 : . .

Cocaine (coke, crack, etc.)

1. hallucination (LSD, acid, mushrooms, PCP, Special K, iyo waxi lamid
ah) 0 2 3 4 6
Halluzinog (LSO, acid, mushrooms, PCP, Speciol K, etc.)
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J Oploids (heroin, morphine, methadone, codeine, lyo waxi la mid ah) 0 2 3 4 6
Opilolds (heroin, morphine, methadone, codeine, etc.)
k. kuwo kale ~ sheeg Other = SPeclfy.......coummmmimmmsmens 0 2 3 4 6

Haddil ‘marnaba’ tahay walaxaha dhan ee su'aasha labaad u bood su'aasha 6.

Haddii walxaha qaar ee suaasha labaad |a isticmaalay saddexdi billood ee hore sii aad su’aasha saddexaad ,afaraad lyo shanaad ee walax kasto

00 la Isticmaalay,
If unever” to all items in question 2, skip to question 6.

If any substances in question 2 were used in the previous three months, continue with question 3,4 & 5 for each substance used.

Question 3
Saddexdi billood ee u danbeesay,meeqa mar ayaad laheed damac saa’ld Hal mar Maalin
ah 00 ku sadan isticmaalka walxahan.( daroogada koowaad,daroogada marnaba | M@ lebe Bille ah Isbuucle | kasto ama
mar ah ku dhaw
labaad,lyo waxii la mid ah)
In the past three months, i.e. since (calculate 3 months back) how often never Once or monthly wedlkdy m::'*:to
have you had a strong desire or urge “Xaraaro” to use Khat. s o,m’,' doty
a.  Specific Miraa/Khat product (Chat, Giza, Alene, Magoca,...) 0 3 4 5 6
Question 4
Saddexdi billood ee u danbeesay llaa meeqa mar ayee Isticmaalka Hal mar Maslin kasto
walxahan kugu dhalisay caafimaad xummi,dhagan ama dhaqaalo marnaba | 3Malaba Bille ah Isbuucle | L dhaw
xummi.(daroogadda koowaad,daroogada labaad) mar *h maalinkasto
During the past three months, how often has your use of khat led to never Bhcsor monthly — Daily or
health, social, legal or financial problems? Fill in EXAMPLES twice 4 almost daily
a.  Specific Miraa/Khat product (Chat, Giza, Alene, Magoca,...) 0 4 5 6 7
Question 5
Saddexdi billood ee u danbeesay meeqa mar ayaad ku guul dareesatay Hal mar Maalin kasto
In aad qabato waxyaalo aad qaban Jirtay caadiyan sababo la xarlira marnabe | UMOIeDE | o b Isbuucle | L dhew
isticmaalka walxahan?(daroogada kooowaad,daroogada labaad) e sh maslinkasto
During the past three months, how often have you falled to do what was never o monthly woslily Dally or
normally expected of you because of your use of khat? Fill in EXAMPLES twics almost daily
a.  Specific Miraa/Khat product (Chat, Giza, Alene, Magoca,...) 0 5 6 7 8
Su‘aal su'aasha 6 iyo 7 ee walxaha idil ee la isticmaalo ( tusaale ahaan suaasha 1)
Ask question 6 & 7 for all substances ever used (l.e. these endorsed in Question 1)
Question 6
Ma leedahay saaxiib ama qaraabo kale 0o ka sheegtay isticmalkaada walxahan | maya, marmaba Haa saddexd! Haa laakiin ma ahan
( daroogada koowaad,daroogada labaad? No, never billood ee u saddexdi billood ee u
Has a friend or a relative or anyone else ever expressed concern about your danbeesay danbesay
use of khat ? Yes, in the past 3 Yes, but not in the past
months 3 months
a. Specific Miraa/Khat product (Chat, Giza, Alene, Magoca, ..) 0 6 3
Question 7
Waligaa ma Isku dayday mana ku guuldareesatay in aad yareeso ama aad maya, Haa saddexd| Haa laaklin ma ahan saddexdi
Joofiso. (daroogada koowaad,daroogada labaad,lyo waxi la mid eh?), marnaba billood ee u billood ee u danbesay
Have you ever tried and falled to control, cut down or stop using khat? No, never danbeesay Yes, but not in the past 3
Yes, In the post 3 months
months
a. Specific Miraa/Khat product (Chat, Giza, Alene, Magoca, ..) 0 6 3
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Question 8
maya, marnaba Haa saddexdi billood ee u Haa laakiin ma ahan saddexd|
No, never danbeesay billood ee u danbesay
Yes, in the past 3 months Yes, but not In the past ¥ months
Waligaa daroogo ma isku durtay?
Have you ever used any drug by injection? 0 2 1
(NON-MEDICAL USE ONLY)

Ogeysiis muhiim ah Important note:

Bukaanka isku duray d 80 saddexdi blllood ee u danbeesay waa In la weydiiyaa xilliyada uu isku durl jiray daroogada. Ogaanshaha
xilliyaddan waxa ee sheegeeysaa heerka halista ee joogto lyo sida ugu wacan ee loo faragalin karo,

Haond out “risks assoclated with injecting” card, If YES, Brief Intervention will be given only for KHAT

Sida loo xisaablyo xadka isticmaalka walxaha qaar,
HOW TO CALCULATE A SPECIFIC SUBSTANCE INVOLVEMENT SCORE

Wadarta walax kasto (lagu calaameeyay a. illaa |.) waa su’aasha 2 llaa suaasha 7 haku darin natiljada laga helay suaasha 1 iyo suaasha 8
Jawaabaha.tusaale ahaan natiljada cannabis-ka waxaa loo xisaabinayaa sida tan Q2c¢ +Q3c+QAc+QSc+Qbc+Q7¢

For each substance (labelled a. to j.) add up the scores received for questions 2 through 7 inclusive. Do

not include the results from either Q1 or Q8 In this score. For example, a score for cannabls would be
calculated as: Q2¢ + Q3¢ + Qdc + QSc + Qbc + Q7c

THE TYPE OF INTERVENTION IS DETERMINED BY THE PATIENT"'S SPECIFIC SUBSTANCE INVOLVEMENT SCORE

Dilwangelinta Malaha faragelin La farageliyay wax yar | Aad loo daaweeyay
natiijada walxah no Inter { receive brief more intensive
qaar record specific intervention treatment*
substance score

2. Miraa/Khat 010 1126 274+

OGOW: glimeeynta dheeriga ah lyo daawooyinka saaidka ah waxaa bixinaya qabiiro caafimaad ee jooga agagaarkaaga ama qabliro ku
takhasustay daaweeynta daroogada ama khatka ee meesha yaala.

NOTE: *FURTHER ASSESSMENT AND MORE INTENSIVE TREATMENT may be provided by the health professional(s)

within your primary care setting, or, by a specialist drug and alcohol treatment service when available.
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KAARKA JAWAABTA EE BUKAANKA RESPONSE CARD FOR PATIENTS
KAARKA JAWAABTA-WALXAHA

Response card - substances

a. Miraa/Khat (Chat, Giza, Alene, Magoca,...)

b.  Walxaha tubaakada (sigaarka,tubaakada lacalaanjiyo lyo waxii la mid ah)
Tobacco products (cigarettes, chewing tobacco, cigars, etc,)

¢ Kaniiniyaasha hurdada sida (vallum, serepax, Rohypnol, lyo waxii la mid ah,)
Sedatives or sleeping pills (valium, serepax, Rohypnol, etc.)

d.  Cannabis (marijuwaana,pot,grass,hash,lyo waxii la mid ah)
Cannabis (marijuana, pot, grass, hash, etc.)

€. Alcoholic beverages (beer, wine, spirits etc,)

f. Inhalants (nitrous, glue, petrol, paint thinner, lyo waxii la mid ah.)
Inhalants (nitrous, glue, petrol, paint thinner, etc.)

g nooc Amphetamine ah(xawli, diet pills, ecstasy lyo waxii la mid ah)
Amphetamine type stimulonts (speed, diet pills, ecstasy, etc.)

h.  xashiish (coke, crack, iyo waxi la mid ah.)
Cocaine (coke, crack, etc.)

I hallucination (LSD, acid, mushrooms, PCP, Special K, lyo waxi lamid ah.)
Halluzinogenes (LSD, acid, mushrooms, PCP, Special K, etc.)

J Oploids (heroin, morphine, methadone, codeine, lyo waxi la mid ah)
Opioids (heroin, morphine, methadone, codeine, etc.)

k. kuwo kale - sheeg Other - specify:

Kaarka jawaabta (ASSIST suaasha 2-5) Response card (ASSIST Questions 2-5)
Marnaba:ma Isticmaalin 3 billood. Never: not used in the last 3 months,

Hal mar ama labo :1 ama 2 mar saddexdi billood ee u danbeesay. Once or twice: 1 to 2 times in the last 3 months,
Bille: 1 ama 3 mar bishi, Monthly: 1 to 3 times in one month,

Isbuucle: 1 ama 4 mar isbuuci, Weekly: 1 to 4 times per week,

Maalinle ama ugu badnaan maalin kasto: 5 ama 7 isbuucl, Daily or almost dally: 5 to 7 days per week.
Kaarka jawaabta (ASSIST suaasha 6-8) Response card (ASSIST questions 6-8)

Maya,marnaba. No, Never

Haa,laakiin ma aha 3 billood ee u danbeesay.  Yes, but not in the past 3 months
Haa, saddexdi billood ee u danbeesay. Yes, in the past 3 months
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KAARKA JAWAABTA EE BUKAANKA. FEEDBACK REPORT CARD FOR PATIENTS

MAGACA Name TAARIIKHDA TUAABADA Test date..........uvuismssscissis

NATIUADA WALXAHA QAAR Specific substance involvement scores

NATIUADA HEERKA QATARTA

WALXAHA substance s00re risk level

0-10 HOOS low

a.  Miraa/Khat 1126 DHEXE | moderate

27+ SARRE | high
NATIUADAADA MAXEE KU MACNO TAHAY? What do your scores mean?
HOOS : waxaa ku jirtaa xaalad caafimaad ee h yo dhib yin kale ee k y isticmaalkaaga walxahan.
DHEXE: waxaa ku Jirtaa xaalad caafimaad oo Qatar ah lyo dhibaatooyin kale 0o ee keentay isticmaalkaaga walxhan
SARRE: waxaa ku jirtaa xaalad cafimaad oo darran 0o aad kula kulmi kartid caafimaad i darran dhank

(caafimaad,bulsho,dhagaale, xiriir sharcl ah) 0o ee kaliftay isticmaalkaaga walxahan

Low: You are at low risk of health and other problems from your current pattern of use.
Moderate: You are at risk of health and other problems from your current pattern of substance use.
High: You are at high risk of experiencing severe problems (health, social, fi lal, legal, relationship) as a result of your

current pattern of use and are likely to be dependent
Ma ka walwalsantahay isticmaalkaaga walxahan? Are you concerned about your substance use?

b.khat khatarta kaaga imaan karta waxa ee tahay... hoose O dhexxe O sarre O
Cunnida khatka si joogta ah waxaa la xariira

(sax hal)
loosha oo ku

Hurdo la’aan, cuntada 0o kaa xiranto, milsaankaaga oo yaraada,
Caloosho ku fadhidhiisato, khal , madax |, MUrGo xanuun.

Isbadal dab deed, q, walaac, murugo, kacdoon, wali, qalqal, tuhun.

likaha 0o bolola, gargariir, wadno garaac, neefta 0o yaraato, galmada 0o yaraato ama damac yarl.
Xoogeysi, dabeecad dagaal, wadno xanuun, tusaale wadno qaraac,

Waall loo sababeenaayo ku celceliskadaawada,

Dhaawac maskaxeed joogta ah,

Beer xanuun, dhiig bax maskaxeed, kansarka afka,

a. miraa/khat your risk of experiencing these harms Is... low O moderate O High O

regular khat chewing Is assoclated with: (tick one)
Difficulty sleeping, loss of appetite and weight loss, dehydration

Constipation, jaw clenching, headaches, muscle pain

Mood swings - irritability, anxiety, depression, agitation, mania, panic, paranola
Teeth delay and loss, Tremors, irregular heartbeat, shortness of breath, impairment of
reproductive function and sexual performance

ressive and violent behaviour, heart problems, e.g. palpitation

Psychosis after rep d use of high doses

Permanent damage to brain cells

Liver damage, brain haemorrhage, mouth cancer
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Fragebogen t1 Kontrollgruppe
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Interview for Brief Intervention study

Magaca Waraystaha:

Name of interviewer

Taarikhda: Wakhtiga: Mudada Waraysiga:
Date Time Duration of interview
Name of participant

Phone number1:

Phone number2:

Section (place of interview):

Description of place where we find participant:

Date for 4-week follow up (use the TLFB calendar to calculate)

INTERVIEWEE AGREED TO BE CONTACTED AND REMINDED Q
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CODE:(Numberka) __Age:(dad a) Date:(Tarliqda)____
Miraa Use (odenwald, Linganfelder ot al. 2007) Haa Yes Maya No
1 Labo lyo tobankil bilood ee u danbeeyay ma isticmaashay qaad Did you use miraa within the last 12 months? W] (w]
2 Afartii asbuuc ee ugu danbaysay ma isticmaashay aaad Did you use miraa within last 4 weeks? Q Q

TIMELINE FOLLOWBACK CALENDAR

To help us evaluate your khat use, we need to get an idea of what your khat use was like in the past 30 days. To do this, we would like to fill
out this calendar with you. It Is not hard and | would like to try to be as accurate as possible. We recognize you won't have perfect recall,
That's OKAY.The Idea is to put a number in for each day on the calendar. On days when you did not chew, we should write a “0”. On days
when you did chew, you should write in the total number of standard units you had. (Show and explain standard units with extra pictures)

I's Important that something Is written for every day, even If it is a “0".

1 standard unit of khat is equal to

1 surba of Kangeta or 1 surba of Giza, Alenle, Asili, Lare or 1 bag of Magoka
Complete the Following (4 weeks): Start Date (Day 1) End Date (yesterday):
Day month your day month your
2014 o MON TUES WED THURS FRI SAT
AUG |47 18 19 20 21 22 23
24 25 26 27 28 29 30
s |an 1 2 3 4 5 6
3 7 8 9 10 11 12 13
P |1 15 16 17 18 19 20
21 2 23 24 25 26 27
28 29 30 1 2 3 4
0 |s 6 7 8 9 10 1
c 12 13 14 15 16 17 18
T 19 20 21 2 23 24 25
26 27 28 29 30 3 1
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Malmahee qaadka cunaysay.For days when chewing miraa last week:

3 Imisa jeer ayaad si iskuxigta u isticmaashay khatka mudo dheer 0o 24 sascdood ama in kabadan Isbuuci lasoo dhaafay.
How many times did you continuously you chew miraa for extremely long periods of 24 hours and more last week?  Times:
4 Asbuucii tagay malintil intee saacadood baa ku dhumisaa cunida qaadaka What Is the usual number of
hours spent chewing miraa per day in last week;
Calculati days chewed x, hours perday + 7 = hours
5 Ma isticmaashaa khat indha fur ah markaa soo toosto. Yeso Noo
Do you use Miraa when you wake up (Indha fur, to unlock yourselve)?
o Asbuucli ugu danbeeyay meel nooce ah baa qaadka ku dhex cuntay.in what kind of social setting did you chew in the last week?
QKaligay ugu badanaa Mostly alone Q Dadka dhexdooda ugu badanaa Mostly with others
Asbuucii tagay Jaadkalyo hurdada:Mirae and sleep last week
7 Asbuucii tagay afar iyo labaatan saacadood Intee saac baa ka seexatay:
How many hours of sleep per 24 hours did you have last week hours
8 Asbuucl tagay meeqo habayn ayaada seexan hurdo (inta u dhaxaysa 10 p.m. lyo 5 a.m.)?
How many times during the last week did you not sleep during the night (between 10 p.m. and 5 o.m.) times
becouse of mirea.
Nolashaada mudaada qaadka isticmaalaysay. Duration of miraa use in one’s lifetime:
9 Markii kugu horaysay 00 aad isticmaashay qaad da dada. What wos your age when you first used Miraa

10 Markii ugu horaysay aad bilowday In aad isticmaasho qaadka sl joogta ah da dada
What was your age when you started to use miraa regularly (weekly base

1 Ma waxaa sitoos ah u bilawdey istic maalka qaadka markaa Nairobi timid Yoso Noo
Did you stort to use miraa regulorly after you came to Noirobi

12 Imisa sano ayaad Jaad sl joogta ah u cuneysay How many years have you chewed miraa regularly in life? I

Functional Mirao use:

13 Qaadka ma kaa cawlya in uu ku llowsiiyo dareen xanuun leh sida dagaalka oo kale? Yeso Noo
Does Miraa help you to forget painful experiences (e.q. wor)?

14 Qaadku had iyo jeer ma ku farxad galiya? Does Miraa usually cheer you up/make you feel better? Yest Noo

15 Goorma ayaa Kenya utim| qaxooti ahaan (Bukanka)? When did you come to Kenya os a refugee? (Year)

Now | would like to ask some questions concerning your living conditions:

16 Gurigina nocee u dhisan yahay? What is your home type? 1 U guri deer loh / house in own compound
2 Qlojin deer karmd ah/ lodge, | e part of & compound
3 0 gurt dhan/ whole apartment
4 U qeyb karmid ah guriga/ part of an apartment
17 What is your household type: 1.0 Farily- based household
2 ) Rent-sharing household of unrelated people
30 Other
18 Gabi ahaan immisa qof ayaa ku nool gurigiina Pwexay lamid tahay imisa qof aya halkan sexanayey afarti todobaad ~ No.:
ee ugu danbesay? / How many persons are there in totol iving in your household? That means, how many people  Tirada:
were sleeping here most of the times in the last dweeks?

19 maledihin boyeso/shaqalo/ does your household have a househelp? Qhaa QO maya
20 maledihin alada intarnetka iyo kombutar/ do you have a computer with internet? Q haa O maya
21 hadii aad xanusatid isbital nooce adaa/in case you get sick, what type of hospital do you attend mostly? O dowladed/ public
Q shagsiyed/ private
22 maledihin makinada cunto karinta/Does your household own a gas cooker? Qhaa O maya
23 maledihin firinjeer /Does your household own a fridge? Q haa Q maya
24 Gurigiinu Garl ma leeyahay? / Does your household own a car? Q haa Q maya
25  Xaalad xaaseedka? / What is your marital stotus? 1 Q Married( guur)

2. Q single(kali ahansho) (inclucing engaged or dating)
3. Q divorced(furiin)/separated(kala nolasho)/widowed(laga
dhintay)

26 Imisa sannadood ayuu/ayey tegl jirey/jirtay iskuul oo sanay ku jirin malcaamad quraanku?

How many years did you go to school excluding Koranic school?
years
27 | maxey qabataan /What s your occupation? 1. Q aan shageyneyn/ not working 3. working (any)
2. Q guri jog/ housekeeping 4. Q arday/ student
5. QO how! gab/ retired
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28 Hadda waxaan jeclaan lahaa in aan ku weydiiyo inay Jiraan in dad ka mid ah qoysku 0o gaba cudurka dhimirka kuwaasoo aad u ba’an oo ka
saameeyey qofka Masruufka ama dakhliga keena ama caawimada reerka qoyska In ka badan afartii toddobaad ee u dambeeyey ama adaya
iskul? / Now | would like to ask you if YOU have mental problems that are so severe that they affect YOU in providing income or helping in
the household or going to school for at least four weeks?

Now I'm coming to some questions on symptoms that we often find,

for delusions and from Hoalth
Yes No
Ouring the ast 4 weess  [TICK YES ONLY IF IMPLAUSIBLE| ASK FOR MIRAA ho | ma
29 Ma rumaysan tahay inay dad ku daba socdaan? Q 0

Do you believe that people ore following you?
4. Sidee ayaad ku ogaatay inay dadku ku daba gurayaan ama ku daba socdaan
How do you know that people are following you? implausible?

b, Kaliya intaa khatka cuneyso ama Gsaac kadib
Only during or 6 hours after miraa use J 8]

30 Ma hubtaa in gof aan adiga ahayni uu awooddaada kuu hayo ama uu ku kaantaroolayo? Sidaa darteed ficilkaaga
Iyo fikirkaaga aanay ahayn kuwaagii ama uu go'aaminayo qof kale. Are you convinced that you are under control of J J
some power or force, so that you actions or thoughts are not your own or determined by someone else?
a.  Kuma ama maxay ayaa ku xukumaya ama kaantaroolaya/xukumid? Who or what power or force controlles you?

plausible?)
b, Kaliya intaa khatka cuneyso ama 6saac kadib
Only during or 6 hours after miraa use J s}
n Mararka qaar ma dhacdaa inaad maqgashid waxyaabo aanay maglanayn dadka kula joogaa? Q o)

Does it sometimes happen that you can hear things other people can not hear?
a.  Maxaad maqashaa? Sidee baad usharixi kartaa? What do you hear ? How do you explain this? (implausible?)

b.  Kaliya intaa khatka cuneyso ama Gsaac kadib
Only during or 6 hours after miraa use J (=]

32 Mararka qaarkood Inay ku dhacaan jidhkaaga oogadiisa ama jirka gudihlisa dareenno aan caadi ahayn- sidil adoo
lagu taabanayo lyada oon cidi kuu dhoweyn ama aad dareento sidil adoo |irkaaga wax dhex socsocdaan? 0 a
Do you sometimes have unusual feelings on your skin or inside your body - like being touched when nothing Is
there or feeling something moving inside your body?
a.  Maxaad dareentaa What do you feel then?
(implausible?)

b, Kaliya intaa khatka cuneyso ama Gsaac kadib

Only during or 6 hours after miraa use J Q

33 Immisa maalmood, toddobaad, bilood amma sannadood ka hor ayay arrintani kugu bilaabatay?

How many doys/weeks/years ago did these phenomena begin? a b. Age:

PHQ 9 ~ Murug Depression soarniton | o | ety overy
Not at all o Kebed day
marnaba Kudhawan

Labadii isbuuc ee ugu danbaysay ma ku dhibeen mid kamida dhibaatooyinkaan soo "esimond Motimene maskin kaste

socda  Over the last 2 weeks, how often have you been bothered by any of the

following problems? 0 1 3 d

34 Xiiso yar ama k Y Y yaab

Little interest or pleasure in doing things
35  Niyad jab,muruug iyo rajo la’aan Feeling down, depressed, or hopeless

36  Kugu adkaato inad seexatld, iska |iifto ama hurdo badan
Trouble falling asleep, staying asleep, or sleeping too much
37 Daal aa dareemaysid ama awooda 00 kugu yar
Feeling tired or having little energy
38 Cunto xumo ama cunitaan badni Poor appetite or overeating
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39 Sixun aad dar ysid, and dar ysid inaad fashilantay, ama dareemaysid
Inaad naftaada ama qoyskaaga hoos udhigtay (glimo la’aan, dambiile,...)
Feeling bad about yourself, feeling that you are a failure, or feeling that you
have let yourself or your fomily down (feeling worthless, guilty, ...)

40  Dhib ay kugu tahay inaad wax xooga saartid sida aqriska wargayska ama
daawashada televison
Trouble concentrating on things such as reading the newspaper or watching
television

41 U dhaqgaaqid ama u hadlid si tartiib ah taaso dadka kale ay dareemi karaan,
tacbaan ama nasasha la’aan nogotid aad in badan dhaqdhagaagday kabadan
Inti caadiga ahayd
Moving or speaking so slowly that other people could have noticed. Or being so
fidgety or restless that you have been moving around a lot more than usual

aQ ku fakaraysid inaad dhimasho ku filcnaan lahayd ama aad rabto inaad naftaada

sl uun u waxyeelayso.
Thinking that you would be better off dead or that you want to hurt yourself in
some way,
43
Guud Total
Haa Maya
Yes No
Mauaragtaa tagerid/gurmad/damashaad inaad lafarisato jillkada/qeyrkaada lanahadashid. n 0
Do you find it supportive/helpful/enjoyable to sit with peers and talk?
a5 Badanaa malafarisataa dariskaaga ama saxibadaada lanahadashaa, o n
Do you often sit with your neighbros or friends and talk?
46 Mauaragtaa iney cawimaad kuutahay inaad kalahadashid dhibatoyinkaada koox Jillkaagalqeyrkaaga). n n
Do you find it helpful for you to discuss decisions and problems with a group of peers?
47 Mavaragtaa gurmaad inaad kamaqashid dadka kale iney gabaan dhibatoyin kuwaaga lamid ah. [§] 8]
Do you find it helpful to hear from others that they have similar problems?
48 Maudarenta iney tahay wax oo bogo in koox dadka kamid ah eey wadagaandhibatoyin iskumid ah. &} s}
Do you feel comfortable in a group of people who share the same problems?
49  Mauaragtaa iney fududahay inaad kahadasho dhibatoyinkaada hadaad ogtahay iney kulagabaan dhibkaada oo kale. o o

Do you see it easier speaking out your problems if you know they have the same problems?
50  Mauaragtaa iney fududahay inaad kalahadasho dibatoyinkaada qof kulamid ah intaa aad kalahadli leheed qof kutagasusay. o o
Do you find it easier to tolk about your problems to someone with o similar problem than to a professional.

51 Magaraneysaa kulamo ladiyaariyey kuwaaso dadku dhibatoyin iskumid ah ufaristaan si wadajir ah una hadlan, (5] o
Do you know any organised meetings, were people with similar problems sit together and talk?

52 Waligaa makageeb qadatay sida Isku imansho wadajir ah ama fadl wadajir ah. (5] o
Have you ever participated in such a “coming together”/"sitting with others”?

53 Guud ahaan makageeb qaadan leheeyd Would you generally participate ? o o

EVENT LIST (tick only if person felt helpless and terrified)

NO Lakulantay Goob joog ah
[experienced)

54 Shil khatar ah , dab ama qarax ( tusaale: warshad, beer, gaadhi, diyaarad, ama shil doonyeed, (occident,
[fire, explosion)
Masiibo dabiici ah (tusaale: duufaano, daad, ama dhulgariir.) (natural disaster, storm, flood, drought,

55
eorthquake)
Woerar kaaga yimid dad qoyskaaga ah ama aad garanayso (tusaale: dhicid, garaacid,toogasho, toorlyeyn,

56 qori ku gabasho.) (Violent assooult. by fomily member, for example being mugged, physicolly attacked,
shot, stabbed or held ot @ gunpoint)
Weerar kaaga yimid dad aadan agoon (tusaale : dhicid,garaacid, toogasho, tooriyeyn, ama gori ku

57 qabasho.)(vioent asseoult by stranger for example being mugged, physically attacked, shot, stabbed or
held at a gunpoint)

58 Dagaal ciidan, ama goob dagaal. (military combat or wor zone)
Waxaan ognahay in addunka dagaalada ka dhacaa ay sobabaan kufsi. Ma u malaynaysaa inuu ka dhacay
Dalkeena wakhtigh Dagaalada sokeeye? (We know that in the world violent rope of both, males and

59 females happens in war zones. Have you heard about that this happened here or in § lia?)
Ma maqgashay inay ka dhacday Somalia? Ha: Maya:
(Haddii ay tahay haa:)
ma ku aragtay ishaada? (witnessed) Ha: Maya:
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Ma ku dhacday qof aad tagaanid? (s.0.you know) Ha: Maya:
Adiga ma kugu dhacday? (experlenced) Ha: Maya:

60 Adigu ma u nogotay dhibane cid aad garanaysid
(were you victim of 5.0. you know?) Ha: Maya:

61 ‘Maxbuusid (tusaale: xarig; maxbuus dagaal; qafaalasho; ama afduub.) (impri t, for example prison
Inmate, prisoner of war, hostage)

62 Jirdil, (torture)

63 Cudur noloshaada khatar galiyey. (/ife-th g iliness)

64 Dhacda kale 0o reebtay saameyn. (other)

(Timoon wareyste: hadii 11 uu kaga jowaabay hoo, wareystubu wuxwu odhanayoa.)
65 Fadlan cadee dhacdada kale ee saameynta kuugu reebtay. (specify)
Worst Event (write number):
PDS Somali Short Version (Odenwald, Neuner et al, 2005) Yes  No

(Rate yes, when already clear, if not probe again) haa  maya
66 Ma dareentay inasadan waxba gaban karayn, Ma dareentay argagax marka aad kusugan tahay xalad qatar ah ama
markaad ufirsato sl toos ah qof kale noloshiisa 0o kusugan qatar? Hadey tahay maya kabood PODS.

Did you ever feel helpless or horrified when you were in @ situation in which your life was in danger or when you directly
observed that someone’s else’s life was in danger? If no skip the PDS

67 Majiraan Xusuuso kicinaya ama murugo naxdin leh 0o la xarlira dhacdada saameynta leh ee ku s00 noqonaysa
maskaxdaada adigoon rabin?,

Do you have upsetting thoughts or images about these bad events that come into your head even when you don’t want
them to? Did you experience this last month (= last four weeks)?

68 Ma isku daydaa in aadan ka fakarin, ka hadlin ama dareemin dhacdadaan ugu xun ee kugu dhacday. Miyaad sidoo kale
ka fogaatay arintaan bishii lasoo dhaafay, (4til asbuuc ee ugu danbaysay)

Do you try not to think about, talk about or have feelings about the most shocking experiences, that you had? Did you
0lso ovold this in the last month (= last four weeks)?

69 Ma dareentaa in rajadaadii ama qorshahaagli mustagbal aanay rumoobeyn, tusaale, inaadan yeelanayn takhasus,
waxbarasho, guur, caruur, cimri dheer, ma lakulantaytan bishii ugu danbaysay (4t asbuuc ee lasoo dhaafay)

Do you feel as If your future plans or hopes will not come true for example, you won't have a career, marriage, children
or a long life? Did you experience this in the last month (= last four weeks)?
70 Dhibaatooyin magabta markaad seexaneysid ama markaad Jilftid? Sidaan malsku aragtay bishii lasoo dhaafay?

Do you have trouble falling asleep or staying asleep? Did you experience this in the last month (= last four weeks)?
71 Ma fudfuduudahay ama manaxdaa (Tusaale:markaad sl kadis ah gwylo umagashid ama markaad si kadis ah uragtid qof
gadaashaada socdo) sid maisku aragtay bishii lasoo dhaafay?

Are you jumpy or easily startled (for example, when there is a sudden noise or when you suddenly find so. lking
behind you?) Did you experience this in the last month?
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Khatadaptiertes

Selbsthilfemanual Englisch
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Introduction

If you think your substance use is putting you at risk of experiencing
health, social, legal, psychological, work or family problems then
this guide will help you to weigh up your substance use behavior
and give you some ideas about how to change it

If you experience severe withdrawal symptoms or
serious discomfort when you stop using alcohol,
tobacco or other drugs, you should seek medical
help from your doctor, health care worker or
someone from a specialist drug and alcohol service.

How do you know
if you are at risk?

Different substances have different harms and risks.
For example you are at risk of experiencing problems:

I If you chew khat

I If you use tobacco products - especially by smoking

I If you have a high consumption of alcoholic beverages or drink to
Intoxication

I If you use substances such as cannabls, cocaine, amphetamine-type
stimulants (including ecstasy and methamphetamine), inhalants,
non-prescribed sedatives or sleeping pills, hallucinogens or opioids

THIS GUIDE IS
DESIGNED FOR
PEOPLE ABOVE 18
YEARS OF AGE WHO
ARE AT MODERATE
RISK OF SUBSTANCE
RELATED PROBLEMS
BUT DO NOT HAVE
SEVERE SUBSTANCE
RELATED PROBLEMS
OR DEPENDENCE

It you have a copy of
this document it may
be because your doctor
or health care worker
has asked you some
questions about your
substance use and
thinks you might be at
risk of harm from one

or more substances

THE RISK OF
EXPERIENCING
PROBLEMS CAN VARY
FROM INDIVIDUAL

TO INDIVIDUAL AND
DEPEND ON YOUR
ENVIRONMENT, HOW

MUCH YOU USE, THE
WAY YOU USE, YOUR
AGE AND GENDER ET(

130




Appendix

Your doctor or health

care worker may have

given you a feedback

card and information

leaflets which contain

information about
specific health prob
lems related to the

substance(s) you use

IT1S POSSIBLE
TO CHANGE
SUBSTANCE
USE
BEHAVIOUR,
MANY
PEOPLE HAVE
DONE IT.

What is a substance
use problem?

Substance use problems can arise as a result of acute intoxication,
regular use or dependence - and from the way in which substances
are used.

It is possible for a person to have problems from all of these.

Using substances by injection can cause serious health problems no
matter which substance is injected. Injecting any drug is a signifi-
cant risk factor for contracting bloodborne diseases such as HIV
and Hepatitis B and C. People who inject drugs have a higher risk
of dependence and are likely to have more severe dependence than
those who do not inject.

Getting
started

You might already have decided that your substance use is causing
problems for you.

Or, you may want to check whether you really are using too
much. Either way the rest of this booklet will help you look at
where you are now, and how you could make changes.

Changing our behaviours, including substance use, can seem scary or
difficult but It Is possible.
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