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Clinical Mentoring in Namibia

Background 

I-TECH has been working in Namibia since 2003 to build human capacity to confront the country’s HIV pandemic. This effort has consisted of augmenting the skills of practicing health care workers and nursing students through classroom and onsite trainings that employ curricula specifically designed for the Namibian context. Further, I-TECH is helping to develop national health policies and guidelines, in addition to spearheading the use of a new technology for a distance learning program. 
Namibia has a population of approximately 2.1 million people in an area of over 825,000 square kilometers
, making it one of the world’s most sparsely populated nations with about 2 persons per square kilometer
. Such a low population density presents challenges in the delivery of health care services, especially related to staffing and training of health care workers, and transportation. There are 34 public hospitals, 30 health centers, and more than 250 clinics (many of which have outreach posts)
; and about 30 physicians and 306 nurses per 100,000 citizens
. Moreover, because the country has no pre-service medical or pharmacy institutions save a 2-year course for pharmacist’s assistants, Namibia faces an acute health care worker shortage. Shortages are exacerbated in rural areas, where clinics are often understaffed, and the lack of transportation and road infrastructure hamper travel for mentors, health care workers, and patients. Health care facility distribution parallels high population centers in the country, though they are the areas where HIV prevalence is highest. 

AIDS is the leading cause of death in Namibia. The first case of HIV was reported in 19863, and the current estimated antenatal HIV prevalence of 19.9%3 is one of the highest in the world. Due to a variety of factors, prevalence varies widely among sentinel sites, from a low of 9% in the remote northwest to a high of 43% on the northeast border with Zambia and Botswana. An estimated 230,000 Namibians are currently living with HIV, and of these approximately 25% (58,000) are in need of antiretroviral therapy (ART) 3. The incidence of tuberculosis (TB)—717/100,000— is the second highest case detection rate in the world, and it is estimated that approximately 61% of TB cases are also infected with HIV (2004). AIDS has been the leading cause of death in Namibia for nearly a decade, with TB as the leading cause of death among AIDS patients.

ART has been available in the private sector in Namibia since 1997. The national ART program was launched in June 2003 with funding from PEPFAR and the Global Fund to Fight AIDS, Tuberculosis and Malaria. Prevention of mother-to-child transmission of HIV (PMTCT) programming was launched in 2002, and now covers all hospitals as well as many health centers and clinics. 
Namibia’s Clinical Mentoring Program

The impetus for Namibia’s clinical mentoring (CM) program came from the Namibian Ministry of Health and Social Services (MOHSS) and the United States Centers for Disease Control and Prevention who, together in 2003, shaped the vision for the program. Initially, MOHSS had requested follow up on quality of care in ART clinics after I-TECH began providing training on ART in 2003. The Centers for Disease Control had hired 50 generalist physicians to provide ART services, and MOHSS wanted them to be mentored in the field. The rollout of the ART program had been rapid, and the providers had varying levels of HIV experience; more education was needed than the initial 4-day training could provide. Mentoring, therefore, was identified as an approach that could support and enhance classroom training. The I-TECH clinical mentoring program was developed to bring experienced HIV providers into Namibian health care facilities to work alongside providers, demonstrate HIV care and treatment, train health care workers, consult on difficult cases, and encourage systems change for increased efficiency and improved service delivery. 
Clinical mentors are expert HIV physician-trainers who build ongoing relationships with government HIV clinicians; provide onsite training and consultation on HIV cases; support provision of care and treatment of HIV, TB, and opportunistic infections according to national guidelines; and work with health care facilities on systems interventions to improve service delivery. Mentors are typically assigned to one to three region(s), each of which is made up of one to four district(s). Although they are based at the ART clinic within the largest hospital in the area they cover, they must provide mentoring services to all ART clinics in the district, and conduct regular visits to health care centers and clinics in the region that offer outreach ART services. This requires regularly scheduled visits to each site as well as distance mentoring via telephone calls and email. Mentoring placements have varied in length from 3 months to 2 years, usually based on the mentor’s availability and willingness to commit to a longer contract; a 2-year commitment is the preferred length of time. 
In addition to working one-on-one with providers, clinical mentors address a variety of systems issues. Mentors in Namibia have worked to help improve patient flow, develop systems for monitoring patients experiencing challenges adhering to ART, enhance systems of infection control, and reduce patient wait time.
Addressing Systems Issues

The first mentor, a US-physician named Dr. Claudia Goulston, worked in Oshakati from April to June 2006. Dr. Goulston was based at Oshakati Regional Hospital and conducted site visits to Outapi, Eenhana, and Engela. Dr. Goulston spent the initial weeks of her assignment observing the systems and processes within the facilities for which she was responsible. This included looking at general patient flow (from registration through various “stops”—the nurse, physician, counselor, and pharmacist); adherence counseling; nutrition services; laboratory services; and TB-HIV coinfection services. Based on her observations, she identified a list of challenges and possible solutions, and prioritized which of these would be her focus during her mentoring assignment. For each of the sites that she visited, she completed a comprehensive facility assessment report, and proposed solutions to the identified challenges.
Education of Providers

Subsequent clinical mentors have also used this approach of conducting comprehensive initial assessments and addressing systems issues such as tracing defaulters, encouraging the practices of proper record-keeping and use of standard operating practices, and improving infection control in TB wards. In addition, mentors have strengthened the focus on continuing education of clinicians by providing guidance and support during patient consultations; modeling patient interviewing techniques and HIV-specific physical examinations; providing articles of interest to mentees; and conducting other educational activities, such as regular case review sessions, clinic meetings, focused trainings, and ward rounds. Some mentors hold training sessions one to two times per month on topics relevant to the site, such as ART guidelines or TB infection control. Mentors also promote learning through sharing cases with other sites in Namibia using digital video conferencing (DVC). Over time, the duration of mentors’ placements has become longer, thus enabling strong relationships with mentees to be established, which serves as the foundation of these types of clinical mentoring activities.

Mentors also provide training to public and private sector health care professionals through facilitation of didactic and interactive courses.

Participation in Technical Working Groups at the National Level
The mentors based in Windhoek participate as members of various technical working groups (TWGs), such as the national Technical Advisory Committee (TAC) for ART, and TWGs on sexually transmitted infections, TB, and clinical care of HIV and AIDS. 
ART Committee Meetings
Some of the mentors participate in committee meetings about ART at their sites. Features of these meetings include discussing case studies, determining the reasons for shortcomings in service provision (e.g., patient flow obstacles at the ART clinics, difficulties in tracing defaulters) and coming up with strategies (such as standard operating procedures) to address these issues. Mentor participation in these types of meetings allows for best practices from the sites to be easily transferred to other sites.
Establishing Goals and Objectives 
Mentors work with local regional and district counterparts to establish goals and objectives for their mentoring assignments. Goals and objectives vary by individual site, and are tailored to address the specific needs of that location; however, most mentors establish objectives similar to the following:

· Identify challenges to ART service delivery.
· Identify challenges with patient adherence, adherence monitoring, defaulter tracing.
· Provide support and teaching to Communicable Disease Clinic (CDC) staff on implementing national ART guidelines.
· Provide medical consultation on difficult cases, as requested by medical staff.
· Provide onsite clinical training to medical officers in the ART clinic and inpatient wards on:

· Treatment of HIV patients according to the Namibian national guidelines.
· Infection control and treatment of TB.
· Diagnosis, treatment, and management of other opportunistic infections.

· Treatment of primary care conditions in HIV-positive patients (asthma, diabetes, etc.)

· Assist in solving patient-flow challenges in the ART clinics and inpatient wards.
· Develop more efficient tracing of defaulters.
· Improve antenatal and postnatal follow-up of HIV-infected mothers, and assure HIV DNA PCR testing of their infants using dried blood spots (DBS), a method of collecting blood for testing that does not require refrigeration.
· Provide direct patient care when necessary.
Since 2006, Namibia’s mentoring program has expanded to cover eight of the country’s thirteen regions, with a ninth region to be added shortly. Mentoring locations were requested by the MOHSS, and coincide with areas of greatest need and highest HIV prevalence—namely, the capital city and along the northeast border. Currently there are four clinical mentors based in four cities: the capital, Windhoek; and the smaller northern cities of Oshakati, Otjiwarongo, and Rundu.  

Recruitment and Hiring of Mentors
The shortage of physicians, especially HIV experts, within Namibia necessitated the recruitment of mentors from outside the country. I-TECH program managers wanted to place mentors at sites for 12 months or longer, and identifying external mentors to fill such posts initially proved challenging. Over the past year, identification and placement of clinical mentors has become easier as a result of I-TECH Namibia’s refinement of its recruiting approach, and the fact that clinical mentoring has become better understood around the world. The current mentors come from four countries: Zambia, Democratic Republic of the Congo, the United Kingdom, and the United States. They bring different experiences to the program, which leads to a fruitful and productive exchange of ideas. 
Training and Orientation of Mentors

I-TECH Namibia has not conducted formal training of clinical mentors, but has used a variety of strategies to familiarize mentors with their work responsibilities. Clinical mentors are individually oriented as they are hired. Training and orientation activities include meeting national and local stakeholders in HIV care and prevention work, receiving packets of information that include previous clinical mentoring reports and relevant national guidelines, and instructions on the use of forms for reporting. A formalized training of clinical mentors is anticipated in Namibia upon completion of the I-TECH Clinical Mentoring Toolkit, version 2. 
Accomplishments
Although the mentoring program in Namibia is young and relatively small, mentors have been able to demonstrate a number of accomplishments related to strengthening and/or improving systems. Following are a few examples of these achievements. 
Tracking PMTCT Clients after Delivery
At one facility, the mentor identified a need for better tracking of HIV-infected pregnant women in the PMTCT program post-delivery, to ensure that their infants receive the DBS test at 6 weeks of age. A stamp for “health passports” (the patient-held health record) was developed to address this issue; after delivery, while the mother is still in the maternity ward, her and her infant’s health passports are stamped with a PMTCT stamp, indicating that the infant will need DBS testing at 6 weeks. When the mother returns for the routine 6 week postnatal check-up for the infant and herself, the health care worker will know from the passport to refer the infant for a DBS test. The stamp was revised based on feedback from staff, then piloted in the maternity ward of one clinic. Proper usage of the stamp was reviewed monthly with maternity staff and nursing students. The stamp was approved by the principal medical officer and regional director. The outcome of the introduction of this stamp is currently being assessed.
Establishment of a Pre-ART Clinic

In one region, the Communicable Disease Clinic (CDC) was overcrowded with patients, and service delivery was generally poor as health staff dealt with patients’ widely varied needs. The usual waiting time for patients in the CDC was more than 4 hours. Inevitably, patients on ART were given priority by staff, often resulting in missed assessment, prophylaxis, and treatment opportunities for those not on ART. 
The clinical mentor working in Oshakati led the clinic staff in deciding to establish a separate pre-ART clinic at a venue different from the CDC for HIV patients who did not yet qualify for ART. The purpose of this was to decongest the CDC as well as to improve the quality of service provision and case management of HIV-infected patients—both those who have not yet started ART and those on ART. 
The result of this effort was that the CDC was demonstrably less congested, which lead to an environment that was more conducive to efficiency and effectiveness. Patient-wait time decreased to 1 hour. Doctors at the pre-ART clinic were part of the CDC team and, as such, knew what was expected by the CDC with regard to preparation of patients for ART. This resulted in patients being fully and carefully evaluated before being found eligible and referred for initiation of ART.

Side-by-Side Mentoring
The clinical mentor in one region piloted a method of mentoring that involved working alongside the mentee. In this method, mentor and mentee alternate duties of seeing and examining patients, writing relevant information in the patient’s health passport and ART file, and checking lab results. The purpose of this technique is for the mentor to observe the mentee at work, identify and address challenges, and take opportunities to briefly discuss pertinent medical topics during clinic time, while also sharing the workload. With each successive patient, the roles are reversed (i.e., the mentee performs the physical exam and writes the health passport note while the mentor updates the ART file or vice versa). This technique creates more teaching opportunities for the mentor, as well as opportunities for the mentee to discuss cases as they present during clinic. With side-by-side mentoring, the mentor also has opportunities to act as a role model by emphasizing the importance of at least a brief physical exam for every patient, using and interpreting guidelines, and addressing primary medical issues. 
Overall, patients are seen more quickly than if the mentee was seeing patients alone, and visits are more thorough and comprehensive. This method helps to decrease wait time, ensures laboratory analyses are completed in a timely fashion, and assists health care workers to maintain a level of empathy toward patients in an otherwise very busy clinical setting. A final benefit of this approach is that the mentees do not feel like they are being observed and tested, but rather they feel supported by a colleague. 
Defaulter Tracing Systems 
With the assistance of a clinical mentor, one hospital established a system for tracking ARV defaulters (defined in Namibia as “a patient who misses two consecutive
clinic visits resulting in a break in ARV treatment due to an insufficient
supply of medications”). This system works as follows: Pharmacy staff collect the names and patient identification numbers for all patients who do not show up for their expected visit. They check if one or two visits have been missed, and whether the patient has transferred out. For all these patients, a note is made in the chart and on the pharmacy computer. If one visit is missed, then the note indicates that the patient needs adherence counseling; if two visits are missed, then the patient is noted as a defaulter. The data clerk keeps lists of all patients that haven’t shown up on the expected date, and the list is provided to the nurse who is assigned to trace defaulters.

Another system for tracing defaulters was introduced by a clinic staff person in one district in Otjozondjupa. The system involves announcing names of patients who need to come to the clinic (without mention of the Communicable Disease Clinic) on the local radio stations. This usually results in 20% response by patients. The clinical mentor in Otjozondupa has shared this system with other districts and regions.
TB-Infection Control

Starting in two locations, mentors identified issues related to TB infection control. They discussed the issues with the relevant hospital management staff, and, as a result, several infection-control measures were implemented, including:

· At one hospital, a patient flow standard operating procedure was developed to (fast-track“ suspected TB patients, keeping them away from crowded areas as much as possible. 
· At another hospital, wards were rearranged so that TB patients were kept separate from other hospital patients. At yet another hospital, wards were rearranged so that patients with multidrug-resistant TB (MDR-TB) and extensively drug-resistant TB (XDR-TB) were kept separate from patients with drug-susceptible TB. 

· Reverse-flow fans were installed in TB wards in three hospitals with two to four fans per TB ward, and will soon be installed in TB wards at an additional six hospitals.

· Awareness about TB was raised, and now both staff and patients wear appropriate masks; N100 or N95 respirator masks are used by most health care workers exposed to ward TB patients at all clinical mentoring sites, and surgical masks are worn by a large number of TB patients. 
Advocacy

Clinical mentors have begun playing an advocacy role by reporting issues to the 
I-TECH Namibia office staff, who then bring these issues for discussion at the national level. Examples: 

· Viral load tests are now conducted routinely at 6 months for all patients starting ART (or starting a new ART regimen). A clinical mentor noticed that at all of his sites, most patients received results that were not undetectable. Most patients should have an undetectable viral load at 6 months. The clinical mentor searched the medical literature and found that the type of blood collection tubes used in Namibia are known to result in falsely high viral loads. The MOHSS is now looking into this, and will revise its testing methods.
· Doctors are being hired to work in the CDC; they are selected by the MOHSS and funded by either the United States Centers for Disease Control or the Global Fund. The MOHSS also chooses the site where physicians are to be deployed. Clinical mentors in the field are in a good position to recognize which sites are severely stretched and need help, and they often advocate (with the support of the local ministry management) for placement of health care staff in particular sites.

Resource Centers

Mentors have helped establish resource centers with reference books, journals, and information to enable staff to learn about the diseases and drugs with which they were working.

Ongoing Support and Education
The mentoring program is coordinated by the I-TECH Namibia Deputy Director for Clinical Programs—an experienced HIV clinician who has lived and worked in Namibia for 15 years. She leads monthly meetings with all of the mentors to discuss problems, challenges, and best practices, as well as to provide updates on changes to national care and treatment guidelines. These monthly meetings are conducted using digital video conferencing—a technology introduced in Namibia in 2006, which has proved highly effective. Three times per year, all the mentors and the Deputy Director meet at one of the mentor’s sites to visit the host’s HIV-related hospital wards and clinics, discuss issues in person, and learn from each others’ experiences. 
Namibia has also established a clinical mentor listserv that enables the mentors to share important articles and seek help from each other on difficult situations. Mentors are able to access I-TECH’s clinical listerv for international updates on HIV treatment and care, and access bimonthly broadcasts of sessions on advanced care and treatment topics through I-TECH’s Clinical Seminar Series distance learning program. Clinical mentors are also invited to attend I-TECH’s annual clinical summit where they receive up-to-date clinical information, and can network and share ideas with I-TECH clinical staff from around the world. 
Monitoring and Evaluation

Initially, mentors completed monthly narrative reports documenting their activities. The reports included service statistics and covered a wide range of topics. Over time, the reporting system has become more refined and standardized. Each mentor completes a monthly narrative report that includes information on ART service delivery, key activities, trainings conducted, individuals mentored in person and via the telephone (name, topic mentored on, amount of time spent), accomplishments, best practices, challenges, and stories. This report is sent to the I-TECH office in Windhoek, and the Deputy Director for Clinical Programs provides feedback to the mentors on their reports, including suggestions regarding how to address identified issues and challenges. 

As an addendum to the monthly narrative report, mentors complete an “issues tracking sheet” that helps them to track progress towards addressing systems issues over time. This form was introduced in response to an observation made by program managers that some issues were mentioned in mentors’ reports and not referred to again. It was unclear whether the issues in question had been resolved successfully, forgotten by the mentor or, unsuccessfully addressed. For example, in one case, a mentor described a strategy used to successfully resolve an issue, but the issue was identified again by his successor as a problem. The issues tracking sheet was introduced to help the mentor track progress in addressing issues during their own assignments, and to help to ensure continuity from mentor to mentor. 
An informal analysis of the data on the issues tracking sheet was recently conducted by the Quality Improvement Team at I-TECH headquarters in Seattle. The issues included in the forms that are being addressed by mentors could be grouped according to the following categories: 
· Infrastructure

· Systems

· Human resources 

· Services

· Community education/advocacy

· Health care worker capacity building

Mentors recently began tracking changes in individual provider’s performance as a result of mentoring using a checklist of competencies.
A feedback form was also introduced to enable mentees to provide feedback on the mentoring they receive. The form asks mentees to comment on the usefulness of the mentoring received, specific things they learned from the mentor, how their practice has changed as a result of the mentoring, and additional assistance they would like from the mentor. This form is completed every 6 months and sent directly to the I-TECH office in Windhoek to protect the confidentiality of the mentee. 
 

Best Practices/Lessons Learned

· Supervision of a mentoring program by an experienced HIV physician who is dedicated and committed to ensuring the success of that program is a vital component of program success.
· Recognition of the need for program data to inform program improvement and track program outcomes led to the introduction of the issues tracking sheet. This tool has served both a management function—ensuring that mentors follow up on issues of concern—and a monitoring and evaluation function—enabling the program to be able to track its accomplishments in relation to systems issues.
· Side-by-side mentoring is a useful technique that allows busy providers and mentors to learn and teach while attending patients at the same time. 

· Adjustments in the organizational structure of busy facilities can enable more rapid patient flow through the system and reduce waiting times for patients.
The I-TECH mentoring network provides a reliable and rapid conduit for implementing changes in clinical policies and procedures as well as new ideas in HIV treatment and care.
· At large group in-service trainings, clinical mentors can meet mentees and form relationships. Mentees who feel connected to their mentors have reported feeling more comfortable calling or emailing the mentors to consult on difficult cases.
Challenges

· Health care worker shortage, rotation, and attrition can make one-on-one mentoring challenging. This is a particular challenge with doctors, as there are very few Namibian doctors, and most of them are in private practice. Thus, there is a heavy reliance on foreign nationals, and there is a relatively frequent changeover of staff.
· Vast distances between outreach clinic sites makes frequent visits to remote sites difficult.
· Some nurses still have not received much didactic training on HIV.

· Problems with patients missing follow-up visits may result in potential problems with ART resistance.
· Translation services are not always available for physicians who may not know local languages.
Future Plans/Directions

Plans for the future of the clinical mentoring program in Namibia include:

· Expanding the mentoring program to nurses and pharmacists. 

· Expanding the mentoring program regionally, to the south part of the country.

· Creating an official, structured training program for newly hired clinical mentors. 
· Supervising, in the form of shadowing mentors while at clinic sites, which would happen at least once a year. 
· Developing competencies for clinic providers; tracking patient outcomes may be linked with this process in the future. 
· Clarifying and establishing a universally accepted process of evaluating Namibian providers without compromising their views of the mentors-as-peers. 
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