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Aim 
Since 2014, the multi-country DREAMS programme has aimed to prevent HIV acquisition among highly 
vulnerable adolescent girls and young women through a multi-dimensional and comprehensive intervention. 
TB HIV Care ─ a DREAMS implementing partner in South Africa ─ adapted the programme to address local 
needs, developing an innovative component to positively influence mental health outcomes and further 
protect adolescent girls and young women from HIV infection. This paper details the integration of TB HIV 
Care’s mental health component into the programme, and argues that this approach offers a model and 
lessons for the adoption of better mental health services within the Primary Health Care system. 

Method 
Adolescent girls and young women aged 10─24 years were recruited in five districts with high HIV prevalence 
in the Eastern Cape and KwaZulu-Natal, where TB HIV Care implements the DREAMS programme. Once 
enrolled in age-appropriate educational sessions, each participant received comprehensive mental health risk 
screening by trained psychosocial support workers. TB HIV Care’s specially developed electronic risk-reduction 
screening tool incorporates aspects of Pfizer’s patient health questionnaire; the general anxiety disorder form; 
the alcohol use disorders identification test, and the drug use disorders identification test, and is used to 
identify mental health concerns and substance use disorders. This screening system enables the mental 
health risk profile of clients to be identified for their prompt referral to appropriate treatment services. 

Results 
Between October 2022 and May 2024, 145 605 participating adolescent girls and young women underwent 
mental health screening. While most participants were in a low-risk mental health category, over 5 000 were in 
need of first-line counselling; 934 required higher-level support, and 506 moderate- to high-risk cases needed 
in-depth support. TB HIV Care implemented its mental health treatment cascade with these clients, with 
encouraging results. 

Conclusion 
This paper provides lessons for the government in addressing weaknesses and gaps in existing mental health 
services, not only for adolescent girls and young women, but also for the broader population. Such 
approaches should be better integrated into the Primary Health Care system to reduce the impact of mental 
health disorders on young people. 

Introduction 

South Africa is characterised by high levels of poverty, 
interpersonal violence, and a societal history of trauma, 
all of which are associated with a higher risk of mental 

health disorders. Studies have shown strong links be
tween adverse childhood experiences (ACEs) such as sex
ual abuse; physical abuse; neglect; family dysfunction; 
and domestic violence; and increased risk of psychologi
cal outcomes during adulthood.1‑4 Recent social and eco
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nomic struggles in South Africa have exacerbated this 
overarching environment, feeding into the rise of mental 
health disorders and closely associated problems like 
substance abuse.1,5 While positive parenting is protec
tive against the impacts of ACEs,6,7 a negative early 
parental experience makes the child more vulnerable to 
their detrimental impacts,8,9 such as increased risk of 
learning and behavioural problems at school, chronic de
pression in adulthood, suicide attempts, drug and alco
hol abuse,10,11 and many other detrimental long-term 
outcomes.12,13 

Mental health disorders are increasingly being recog
nised as a major contributor to global disease burdens 
worldwide,1,14 with an associated need to focus on im
proving chronic care systems. Marais and Petersen, like 
others,1,15 have argued that “[i]ntegrating mental health 
into chronic care services, particularly at the primary 
health care level, is likely to lead to improved medication 
adherence and lower healthcare costs in low- and mid
dle-income countries.”14 In South Africa, the Primary 
Health Care (PHC) system has historically not incorpo
rated mental health services adequately.14,16 The Na
tional Mental Health Policy Framework and Strategic Plan 
2023─203017 reflects a strong commitment to address
ing this gap, outlining how the district mental health sys
tem will be strengthened, including through routine 
screening for mental illness during pregnancy and other 
identified high-risk group services, such as those target
ing schools.17 The Plan acknowledges that there are 
shortfalls in the availability of human resources for men
tal healthcare, including mental health practitioners. By 
making moderate changes to the current PHC system, 
major improvements in mental health services could be 
made, which would benefit patients, including substance 
abuse cases.1 

Adolescent girls and young women (AGYW) in South 
Africa are a key population in terms of their high risk 
of contracting HIV.18 Along with the many social deter
minants of HIV risk, such as entrenched poverty and in
equality, is their exposure to ACEs, including many of 
those already outlined. AGYW have thus become a spe
cific focus for HIV prevention efforts designed to address 
a range of risk factors. One such leading initiative is the 
multi-country Determined, Resilient, Empowered, AIDS-
free, Mentored and Safe (DREAMS) programme, which 
is implemented by a number of partners, including the 
non-profit organisation TB HIV Care (THC) in South Africa. 
While the DREAMS model is comprehensive in nature, 
THC identified the need to develop a specialised mental 
health intervention for AGYW, to further strengthen the 
programme’s ability to protect them from HIV. 

This paper explores this innovative mental health 
model which THC developed in KwaZulu-Natal and the 
Eastern Cape. It argues that this approach not only 
strengthens efforts to protect AGYW from the risk of HIV, 
but also provides lessons for the government as it seeks 
to address weaknesses and gaps in mental health ser
vices for the general population. It recommends that 
such approaches should be better integrated into the 

PHC system, especially to reduce the impact that mental 
health disorders have on young people. 

Case description 

DREAMS was launched in 2014 by the United States Pres
ident’s Emergency Plan for AIDS Relief (PEPFAR). The pro
gramme offers layered and multi-dimensional HIV pre
vention, incorporating a combination of structural, 
behavioural, biomedical, and psychosocial interventions 
aimed primarily at AGYW aged 10─24. This core package 
of interventions targets the social, cultural, behavioural, 
economic and biomedical vulnerabilities that place AGYW 
at greater risk of HIV infection. Between 2019 and 2025, 
THC was funded to implement DREAMS in four districts 
in KwaZulu-Natal and one in the Eastern Cape. 

In addition to addressing the core vulnerabilities fac
ing AGYW, THC identified mental health as a major area 
needing fundamental support, not least because of the 
high numbers of its AGYW clients reporting the experi
ence of ACEs and the alarming rate of substance abuse. 
THC consequently developed an innovative mental 
health component which seeks to support AGYW and re
duce their risk of various negative outcomes, including 
contracting HIV. THC, with the support of its funders, col
laborated with Brown University, the Foundation for Pro
fessional Development, and the International Technology 
Transfer Centre at the University of Cape Town to de
velop its mental health component. 

Method 

The approach adopted by THC involves their multi-disci
plinary teams (i.e. structural programme facilitators, bio
medical and economic support, and psychosocial per
sonnel) targeting clusters consisting of identified schools, 
health facilities and community venues within their dis
tricts of operation. Each district has several clusters 
through which programme beneficiaries are recruited 
and offered services. The entry-point for the programme 
is the 14-session, age-appropriate iKusasa Lami (‘our to
morrow’) structural sessions comprising educational 
modules focusing on HIV, violence prevention, social as
set building, and financial literacy. The programme is de
livered to groups of AGYW in schools, health facilities, or 
community venues. 

Effective screening 

On sign-up for the programme, an initial pre-screening 
is conducted with each AGYW client. In addition to socio-
demographic information and data relating to each 
client’s health and HIV status, the screening seeks to 
identify key vulnerabilities such as alcohol abuse, multi
ple partners, or experiences of abuse, which may need 
urgent flagging with the psychosocial team – consisting 
of a social worker and several social auxiliary workers 
(SAWs). Since most clients come from a context of 
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poverty, with many also experiencing trauma, loss and 
abandonment, THC then provides a full ‘risk-reduction’ 
screening for each participant during the course of the 
structural sessions. Previously, such screening was con
ducted only on graduation from the 14 sessions, but it is 
now conducted in batches from session 3 onwards, in or
der to catch cases quickly. In the early years of THC’s pro
gramme implementation, risk-reduction screening was 
initially conducted by a variety of THC staff, some of 
whom were not specifically trained in psychosocial sup
port. This approach was discontinued when it was re
alised that screening is more effective when conducted 
by trained psychosocial staff. 

The electronic risk-reduction tool 

The risk-reduction tool used to screen clients for mental 
illness is an electronic form loaded onto a tablet com
puter belonging to the SAW. The tool is comprehensive, 
identifying and scoring a wide variety of key vulnerabili
ties relevant to AGYW including physical, emotional, and 
sexual abuse, alcohol and drug abuse, sexual risk, and 
mental health issues. The tool is made up of the follow
ing components: 

Pfizer’s Patient Health Questionnaire (PHQ-9) 

Used to determine depression and its severity, this forms 
the bulk of the risk-reduction tool.19 The questionnaire 
asks clients to answer nine questions relating to how 
they have felt over the preceding two weeks in terms of 
mood, energy, appetite, sleep, self-esteem, and suicidal
ity. A tenth question asks them to assess how difficult 
these problems have made doing their work, taking care 
of things, or getting along with people. Questions 1 to 9 
have an associated score, with values ranging from 0 to 
3. For questions where the ‘not at all’ option is selected, 0 
is allocated, whereas 3 is scored if the problem has been 
experienced ‘nearly every day’. These scores are totalled 
to provide an overall score at the end of the PHQ9 form. 

General Anxiety Disorder 2-item (GAD-2) 

This form20 is also incorporated and asks two questions 
related to anxiety, with scores depending on the an
swers. 

Alcohol Use Disorders Identification Test 
(AUDIT)21 and Drug Use Disorders Identification 
Test (DUDIT)22 

To ascertain substance and drug-use, questions from 
both the AUDIT and DUDIT tests are incorporated into 
the risk-reduction tool. 

The risk-reduction tool also includes questions about 
experiences of physical, emotional, and sexual abuse, 
and clients’ sexual risk profile. The questions in this tool 
are used in their original form, as they are deemed rel
evant to the target population. Although they are pre
sented in English, the SAWs who administer the tool 

translate the content as necessary into local languages 
(isiZulu and isiXhosa). 

Triage and referral system 

The SAWs who have been trained to provide first-line 
counselling using the LIVES (Listen, Inquire, Validate, En
hance safety, and Support) method, and to carry out this 
screening with each AGYW, taking about 20 minutes per 
client. Although the risk-reduction tool does not provide 
a full picture of the mental health status of a client, it au
tomatically calculates their need for assistance based on 
their scores, and recommends the action that is needed: 

Figure 1 shows the mental health model developed by 
THC. 

Results 

Enabling a mental health support cascade 

The result of this screening system is the enablement of 
a mental health support cascade. Table 1 shows screen
ing data and consequent referral pathways of the psy
chosocial team for various degrees of mental health risk 
identified between October 2022 and May 2024. In a 
19-month period across all five districts, 145 605 mental 
health screenings were performed, of which the vast ma
jority (95.5%) returned a low score (PHQ9 score of 1─4). 
The uMgungundlovu and Zululand Districts had the high
est proportion of positive mental health cases identified 
(11% and 7%, respectively), most of which were in the 
mild or moderate risk category. THC conducts repeat 
risk-reduction screening throughout the time it works in 
schools to ensure that mental health issues are picked 
up. Table 1 shows how just over 5 000 clients were identi
fied for first-line counselling by SAWs for low-grade men
tal health needs; 934 were identified for higher-level sup
port from the social workers for moderate to severe 
needs; and 506 moderately severe and severe cases 

• 0─4 (low risk) 
Indicates the absence of depressive disorder, but in 
some instances the client may need support from 
the SAW. 

• 5─9 (mild risk for depressive disorder) 
The clients are supported by the SAW or THC social 
worker for more in-depth investigation and coun
selling. 

• 10─14 (moderate risk) 
In addition to clients scoring between 10 and 14 
on the PHQ9, those answering ‘yes’ to the suicidal
ity question, or who score 3 or more on the GAD-2 
questions, are counselled by the social worker and 
if necessary, referred to a clinician employed by 
THC for in-depth assessment and therapy. 

• 15 and above (moderately severe or severe risk) 
This indicates major depressive disorder and these 
clients are prioritised by the THC clinician, or re
ferred to specialist services. 
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Figure 1. THC’s DREAMS mental health cascade 

were referred to the clinician for further action. Severe 
and moderately severe cases involved depression, anx
iety, various forms of abuse and violence, suicidal 
ideation, and substance abuse, among others. 

Moderate cases referred to social workers receive a 
follow-up consultation, which includes a home visit 
where possible. Not only is second-line counselling pro
vided at this point, but efforts are made by the social 
worker to address the root causes of depression and 
anxiety as well as factors which may exacerbate or result 
from them. These may include substance abuse, unem
ployment, abuse, neglect, relationship problems, or 
problems at school. Referral to partners such as the 
Thuthuzela Centres which are government multi-sectoral 
facilities dealing with sexual violence, or to organisations 
addressing drug addiction, are also undertaken by the 
social worker. Clients raising concerns on AUDIT or DU
DIT questions are dealt with by the social worker, and 
if there is a significant mental health problem, they will 
also be seen by the clinician. If a substance use disorder 
is indicated, they may be referred to a proven rehabilita
tion facility or support group. The social workers will also 
involve the family in offering support. Such cases need 

a comprehensive care plan including the possible provi
sion of methadone or other medications, family therapy, 
meaningful work or livelihood opportunities, and ongo
ing psychosocial support. 

Moderately severe and severe risk cases identified are 
referred to THC’s clinician, who works across all five of 
THC’s DREAMS districts. The clinician visits each district in 
a monthly cycle, seeing accumulated referrals wherever 
they are available ─ commonly in schools, tertiary educa
tion centres, community centres, clinics or in homes. The 
approach is flexible, AGYW-centred, and context-appro
priate. While the clinician is unable to visit every identi
fied client, social workers intervene in some cases, or re
fer them as needed. 

In consultations, the clinician looks for a wider range 
of diagnostic entities than the risk-reduction tool can 
identify. These include psychosis, bereavement disorder, 
dissociation, personality traits and disorders, mental dis
ability and physical illness. The clinician also attempts to 
identify underlying causes and vulnerabilities, and then 
offers appropriate therapies, including solution-focused 
therapy, trauma counselling, and even faith-based coun
selling where appropriate. The fundamental aim of the 
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Table 1. THC mental health screening data (Oct 2022-May 2024) and actions 

Risk 
screening 

OR 
Tambo 

eThekwini uMgun-
gundlovu 

uThukela Zululand Total Referral pathway 

Total 
screened 

18 145 72 039 20 867 15 264 19 290 145 605 

Low risk 17 616 
(97%) 

70 111 
(97%) 

18 545 
(88.8%) 

14 879 
(97%) 

17 940 
(93%) 

139 091 
(95.5%) 

Occasional support 
required 

Mild risk 361 
(2%) 

1 615 
(2.2%) 

1 838 
(8.8%) 

333 
(2.2%) 

927 
(4.8%) 

5 074 
(3.5%) 

First-line counselling by 
social auxiliary worker 

Moderate 
risk 

71 
(0.4%) 

205 
(0.3%) 

314 
(1.5%) 

45 (0.3%) 299 
(1.6%) 

934 
(0.6%) 

Second-line counselling 
and support by social 
worker 

Moderately 
severe risk 

58 
(0.3%) 

74 (0.1%) 125 
(0.6%) 

6 (0.04%) 82 
(0.4%) 

345 
(0.2%) 

In-depth counselling by 
clinician; care plan 
initiation, including 
possible referral to 
specialist services 

Severe risk 39 
(0.2%) 

34 
(0.05%) 

45 (0.2%) 1 
(0.007%) 

42 
(0.2%) 

161 
(0.1%) 

In-depth counselling by 
clinician; care plan 
initiation, including 
possible referral to 
specialist services 

intervention is to restore the proper balance between 
the rational and emotional brain functions, so that the 
client can feel in charge of how they respond and con
duct their lives, instead of being triggered into states of 
hyper- or hypo-arousal. The team thus works to address 
post-traumatic stress and the ways in which this is re
membered in the body.3 

Under ideal circumstances, all of those identified with 
mild risk or higher would be seen by the district-based 
psychosocial teams. However, THC’s small teams are un
able to support every case due to time and resource 
constraints. They therefore have to prioritise the more 
severe cases. While THC’s tracking system was not fully 
developed in 2022 and 2023, more recent tracking data 
shows that in 2023 and 2024, around 10% of mild-risk 
cases were seen by SAWs; 38% of moderate cases were 
seen; 39% of moderately severe cases were seen by 
THC’s social workers; and 56% of severe cases were seen 
by the clinician. For the more severe cases, clients were 
referred to other services where it was not possible for 
THC to see them. THC’s recent focus on supporting 
school-based learner support agents (LSAs) has also al
lowed for an increasing number of mild risk cases to ob
tain a basic level of support at school, thereby freeing 
up other psychosocial staff to address the more serious 
cases. 

Personalised care plan and follow-up 
system 

When the clinician has worked with severe risk clients, 
they will then report back to the psychosocial team and 
together they develop a care plan for the client. This care 
plan is individualised for each client, acknowledging that 
social and economic support is essential to recovery, and 

taking account of adverse childhood experiences and as
sociated trauma. The plan thus takes into account diag
nosis, social support, ongoing trauma, safety issues, risk, 
resilience, the need for medication, and external refer
ral. The latter may include referral to a psychiatrist or 
psychologist, other mental health support, the Depart
ment of Social Development, faith-based organisations, 
or other community support services. Certain cases are 
also referred to THC’s intensive economic support inter
ventions. 

Online tracking system 

THC has developed an online application containing the 
risk-reduction tool, which includes the ability to conduct 
further assessments with clients during implementation 
of the care plan. This allows the psychosocial team to 
obtain follow-up scores and track change over time. The 
team assesses improvement through administering 
these tools, as well as other observations made during 
follow-up visits. The social worker and clinician listen to, 
engage with and observe the client, and speak to her 
family members or supporters to ascertain whether she 
feels safe and calm; if she can maintain this state; if she 
can engage with others; if she feels fully alive; whether 
she can share secrets with herself and others, and 
whether her PHQ9 and GAD-2 scores improve. Clients 
who have experienced chronic trauma are at risk of on
going vulnerability despite therapy and support. The cap
turing of these data on the psychosocial app allows THC 
teams to monitor follow-up over time and reduce vulner
ability. The follow-up process also allows the psychoso
cial team to maintain contact with the client and support 
them in various ways which contribute to their recovery. 
Unfortunately, the development of this online tracking 
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system was completed only in late 2024, so data-tracking 
outcomes (e.g. follow-up PHQ9 scores, reductions in 
other risk factors) for the cohort presented in Table 1 
are not available. However, anecdotal evidence from the 
case reports of SAWs, social workers and the clinician in
dicate that their interventions typically lead to a positive 
outcome. 

Discussion 

Early and effective mental health screening for key pop
ulations like AGYW is critical to ensure early detection 
and intervention. On the face of it, the very high propor
tion of low-risk cases identified in THC’s screening (95.5% 
with scores under 4) appears encouraging, given the cir
cumstances in which most AGYW have grown up. How
ever, other studies which have used the PHQ-9 tool with 
similarly positioned AGYW in urban South Africa have 
found much higher proportions of clients (up to a third 
of those screened) with scores of over 10.23,24 Given that 
the PHQ9 tool has been found to be suitable and effec
tive for identifying depression and anxiety among South 
African AGYW,25 THC’s low number of positive mental 
health screenings may thus reflect the high stigma as
sociated with mental health, especially in rural areas, or 
some inadequacies in THC’s initial approach to screening 
in 2022 and 2023. Indeed, THC’s experience has shown 
that screening is best done by properly trained psychoso
cial support workers, as when lay staff, such as peer ed
ucators, initially conducted the screening, fewer mental 
health clients were identified than when SAWs did the 
screening. 

The tools also need careful consideration. THC’s risk-
reduction tool, which incorporates PHQ9, GAD-2, AUDIT 
and DUDIT, is a good model, but may need further adap
tation for and validation by the specific AGYW targets of 
the intervention. Moreover, to enhance the relevance of 
the diagnostic categories for AGYW, the acceptance of 
developmental trauma disorder,25 which is more repre
sentative of AGYW issues, might assist to more effectively 
address the root causes of disorders and offer appropri
ate treatment and care. 

THC has also found that AGYW are much more likely 
to be open during screenings when they have partici
pated in the structural sessions, and are more aware of 
their own health issues. This suggests that mental health 
screening should take place in conjunction with other 
support programmes, such as the educational and peer-
support programmes provided in DREAMS. This is par
ticularly important in the cultural contexts in which THC 
works, where mental health issues are still highly stigma
tised, complicating disclosure and treatment. It empha
sises the need for trained workers to conduct screening, 
with sound tools and a relational and educational con
text in which to conduct screening. 

Another important area of learning is in the treatment 
of identified patients. THC’s support cascade and care 
planning work well for the majority of cases whom they 
are able to reach, and clients are assisted according to 

their needs. THC’s social workers and the clinician have 
reported that low and moderate cases respond well to 
the counselling and support they receive from the SAWs 
and social workers. Unfortunately, until recently, THC 
was not able to track systematically the other indicators 
of positive care outcomes, such as client satisfaction, re
duced screening scores, or negative HIV status. However, 
the fact that THC struggles to see all identified mild-risk 
and moderate-risk cases is an impediment, especially in 
relation to catching and addressing such cases before 
they become more severe. This emphasises the need to 
incorporate such a screening and treatment cascade into 
larger and more resourced public health systems, so that 
early detection and treatment can be effective. 

Severe cases also respond well to the more intensive 
support of the clinician, as demonstrated by falling 
screening scores in follow-up visits and subsequent dis
charge. Others are referred to more specialist services. 
However, because of the difficulty of addressing trauma 
using conventional therapies, additional treatment 
modalities should be considered, including mindfulness, 
yoga, music, movement, rhythm and action. However, re
source constraints and large travel distances make of
fering such therapies to clients difficult, even for THC’s 
teams. It is therefore crucial that sound referral and con
tinuum-of-care pathways are established with other part
ners who can provide these specialised trauma and sub
stance abuse therapies. THC itself is not funded 
adequately for this psychosocial aspect of its work, so it 
is unable to expand its services by, for example, recruit
ing more psychosocial staff, or purchasing more vehicles 
for care follow-up. The high mobility of AGYW clients also 
presents a major challenge for anyone attempting to im
plement care plans with such clients, and there are very 
few other organisations to which clients can be referred. 

While the PHC system may not be able to go to such 
lengths in treatment, the expansion of screening at 
health facilities, schools and community venues using 
the mental health screening tools described would be 
a major step forward in identifying mental health risks 
and disorders, especially among AGYW. First-line support 
and treatment could be provided by trained health work
ers and other cohorts of school- and community-based 
workers. Through the provision of effective referral path
ways, more intensive support could also be developed 
using multi-sectoral partnerships with non-State service 
providers, as suggested by the latest government policy 
framework.17 Non-governmental organisations such as 
THC, in partnership with the Department of Health (DoH) 
and others, could also explore innovations such as digital 
mental health screening tools and case-management so
lutions. 

This paper has provided an example of a model which 
is being tested and refined to ensure that the best pos
sible approach is adopted. While many challenges have 
been faced in providing the reach and scale needed to 
care for identified cases, the lessons that THC has identi
fied suggest the following recommendations. 
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Recommendations 

Based on the lessons from this practice case, the fol
lowing recommendations for policy-makers and public 
health role-players should be considered: 

Conclusion 

Given the pervasiveness of ACEs among vulnerable pop
ulations, and consequences such as mental health condi
tions and substance abuse disorders, it is vital that men
tal health screening is properly incorporated into routine 
health services. THC has developed and tested a men
tal health screening and referral model with a vulnerable 
population of AGYW. This paper provides lessons from 
THC’s implementation of this model, which can help the 
government to address weaknesses and gaps in exist
ing mental health services. It provides a range of recom
mendations not only on how to incorporate this model 
into existing public health systems, but also on how to 
strengthen it so that health workers can accurately 
screen patients and identify various risk categories of 
mental health, and refer them for appropriate and timely 
intervention. The adoption of this model could assist the 
government to properly implement the aims of its cur
rent Mental Health Policy Framework and Strategic Plan. 

Abbreviations 

Abbreviation Description 

ACE adverse childhood experiences 

AGYW adolescent girls and young women 

AUDIT Alcohol Use Disorders Identification Test 

CDC Centers for Disease Control and Prevention 

DoH Department of Health 

DREAMS 
Determined, Resilient, Empowered, AIDS-free, 
Mentored and Safe 

DUDIT Drug Use Disorders Identification Test 

GAD-2 General Anxiety Disorder 2-item 

LIVES 
Listen, Inquire, Validate, Enhance safety, and 
Support 

LSA learner support agent 

PHC Primary Health Care 

PHQ9 Patient Health Questionnare-9 

SANCA 
South African National Council on Alcohol and 
Drug Dependency 

SAW social auxiliary worker 

THC TB HIV Care 

• To fully realise the aims of the National Mental 
Health Policy Framework and Strategic Plan 
2023─2030, a model similar to that developed by 
THC for mental health screening, referral and treat
ment should be adopted into the PHC system in 
South Africa, especially focusing on the most at-risk 
populations such as AGYW. 

• As this case demonstrates, mental health screening 
can be integrated into existing HIV prevention ef
forts targeting high-risk populations such as AGYW 
in community settings such as schools. This could 
have major systemic benefits, including reducing 
the burden on PHC facilities, improved community 
awareness, and reduced mental health stigma. 

• A similar electronic tool incorporating all the ques
tions used in THC’s DREAMS risk-reduction screen
ing and a similar scoring and triage system should 
be adopted at PHC level. Questions should be 
adapted, validated and translated for specific pop
ulations. 

• Based on lessons from THC’s DREAMS implemen
tation, healthcare and other outreach workers 
should receive targeted training in order to ensure 
that the screening tools can be used effectively and 
that they can provide effective first-line support 
and referral services. 

• Where possible, mental health screening should 
take place in conjunction with other support and 
health education programmes, for example, in 
schools, youth clubs or postnatal support groups. 

• Since the DoH cannot provide all specialist treat
ment services, sound referral and continuum-of-
care pathways should be established with other 
government and non-government partners who 
can provide specialised trauma and substance 
abuse therapies. 

• More research is needed on the outcomes of the 
care plans for clients with all levels of mental health 
risk. 
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