SSAT Medical Exchange – February 2011
Katutura Hospital, Windhoek, Namibia

In February 2011, I had the opportunity to take part in an exchange to Katutura Hospital, Windhoek, Namibia. It was arranged through the St Stephen’s AIDS Trust. In July 2010, Dr Flavia Mugala-Mukungu, a specialist physician at Katutura Hospital, had travelled to the UK to spend a week observing within the HIV and Sexual Health at Department of Chelsea and Westminster Hospital, London. 
Namibia was formerly known as South-West Africa (SWA). It was a German Protectorate from 1884 until the end of World War I. After the war, South Africa was mandated to administer the territory. In 1966, the United Nations (UN) decided to end the mandate and declared that SWA was to come under the direct responsibility of the UN. However, South Africa remained and the South-West Africa People’s Organization (SWAPO) began fighting a guerilla war against South Africa in order to gain independence. South Africa finally gave in to world demands to allow Namibia to govern itself as an independent nation, it gained its independence in 1990. 
Namibia borders the Atlantic Ocean to the west, Angola and Zambia to the north, Botswana to the east and South Africa to the south and east. Windhoek is the largest city in Namibia and its capital.
Namibia is governed by a stable multi-party parliamentary democracy. It has a population of 2.1 million people and is the second least densely populated country in the world with only 2.5 inhabitants per square kilometre. Namibia’s economy is based on agriculture, fishing, tourism and mining. Approximately half the population lives below the international poverty line and life expectancy is 59 years for men and 63 years for women. 
Namibia has one of the highest levels of inequality, in both income and access to healthcare, worldwide. The share of the income of the richest 10 per cent of the population is 129 times that of the poorest decile. This is partly attributable to the exclusionary policies of the apartheid regime that existed before independence. Health care was fragmented along racial, ethnic, and geographic lines. The focus was on secondary (hospital) curative services, almost exclusively in urban areas with health education and disease prevention receiving little attention. Since independence there has been decentralisation of the management of health services and health resource allocation. There has been a focus on establishing and training regional and district health, and establishing primary health care services with the development of health clinics across the country. 
Namibia has one of the highest HIV prevalence rates in the world, with an estimated 15.3% of the adult population (230,000 people) infected. 17,000 children under the age of 14 are infected with HIV and nearly 85,000 under the age of 17 have lost one or both parents to HIV. Tuberculosis (TB) was declared a health emergency by the Namibian government after 15,771 people were diagnosed in 2006. The two diseases co-infect thousands of individuals with the prevalence TB in HIV positive individuals estimated as high as 50%.
This dual epidemic is exacerbated by professional staffing shortages across the health care sector. There are only 3,000 physicians and nurses across the country. Namibia does not yet have a medical school and so students are sent abroad to train. Many go to Russia, a country that supported SWAPO thorough ‘The Struggle’. Others who can afford the fees train in South Africa. But many doctors working in Namibia are from abroad, many from neighbouring African countries such as Uganda and Zimbabwe. 
In Windhoek there are two government hospitals; Windhoek Central Hospital and Katutura Hospital. Both are situated on the outskirts of Windhoek city close to the industrial area and Katutura Township, less than 3 km apart. Windhoek Central is the tertiary referral hospital for Namibia, whilst Katatura Hospital functions at all three levels of the health system. I spent a week observing at Katutura Hospital. My stay was organised by Dr Ishmael Katjitae, the Medical Superintendant of Katutura Hospital, and Dr Dunduri, one of the medical officers. I spent time on the post take consultant ward rounds, in the ART clinic, on the TB wards and in the TB outpatient clinic. 
There are four medical wards at Katutura Hospital with 40 beds per ward. Doctors work in teams with one medical take per week. Patients present at Accident and Emergency and are referred to the medical team if necessary. An average 24 hour medical take will result in around 40 admissions. Consultant post take ward rounds take place at 08h00 each morning, where extensive bedside teaching appears to be the norm. Those admitted are acutely unwell with, in my experience, the most common presenting condition being pulmonary TB. There was an average of 8-10 new diagnoses of TB per take. As Dr Ishmael Katjitae told me, ‘You only have to look out the window to see the living conditions in Katutura to understand why the fight against TB in Namibia is an uphill battle.’ New diagnoses are commenced on quadruple therapy and referred to the 120 bed (which can be increased to 150 when necessary) TB Hospital within Katutura Hospital. It is policy now for all these patients to be offered an HIV test. Outpatient TB clinics are held on a daily basis. All TB patients in Namibia are prescribed TB therapy under DOT, usually via a family member or, where not possible, at a local clinic. At each clinic visit, tablets are counted and sputum samples are collected to ensure effective therapy. Inpatient beds are reserved for those who develop complications (I witnessed one gentleman who presented with TB for the first time in tamponade due to TB pericarditis) or with MDR and XDR TB who require hospitalisation for much of their treatment. 

In outpatients, antiretroviral therapy (ART) clinics are held daily. The ART Programme at Katutura Hospital was launched in 2003 at the start of the ‘3 by 5 initiative.’ About 5000 HIV-positive adults and 1100 children are now receiving regular ART at the clinic, and an additional 80 to 120 patients are newly enrolled each month. At the end of 2007, some 52,000 people in Namibia were receiving ART. Guidelines in Namibia have recently changed to come into line with the new 2010 WHO HIV treatment guidelines. 
In general communicable diseases account for the greatest share of the disease burden, with non-communicable diseases on the increase. On the post take ward rounds; malaria, bacterial pneumonia and PCP were not uncommon but ischaemic heart disease, primary lung cancer, cerebrovascular disease and diabetes were present. However, of those individuals presenting with non-infectious pathology, a significant number were HIV positive. Social issues were prevalent, especially among the younger age groups, with individuals presenting following overdoses, alcohol toxicity and sexual assault.
As part of the exchange I was asked to give two presentations. The first was to the Medical Academic Meeting at Katutura Hospital, held weekly at 07h30 on a Wednesday morning. I presented on my MD research project covering microbial translocation, immune activation and liver fibrosis in HIV and hepatitis C co-infection. The second presentation was to the Namibia HIV Society, where I was asked to talk on the epidemic of acute hepatitis C in HIV positive individuals. Both presentations were well received and there were many questions and some one to one discussions after the meetings.

From a personal point of view the week’s experience in Namibia was extremely valuable. The exposure to pathology and the opportunity to learn and gain experience, even in an observational role, from conditions that we see less commonly or in a less advanced form the UK was invaluable.  I hope through sharing some of my own experiences and the presentations I gave, and my discussions with individuals, I was able to contribute to the understanding of the challenges and management of HIV patients in the UK.
In conclusion, I would like to thank the St Stephen’s AIDS Trust for giving me the opportunity to undertake this very worthwhile exchange visit to Namibia and to recommend that others are given this opportunity in the future.
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