

[image: image1]
Access to adolescent-responsive oral, mental, sexual, and reproductive healthcare services in Africa through dental clinics












	
	TYPE Perspective

PUBLISHED 30 April 2025
DOI 10.3389/froh.2025.1545988






[image: image2]

Access to adolescent-responsive oral, mental, sexual, and reproductive healthcare services in Africa through dental clinics

Nadia Adjoa Sam-Agudu1,2,3*, Chinye Osa-Afiana1, Maha El Tantawi4,5,6 and Moréniké Oluwátóyìn Foláyan5,6,7

1International Research Center of Excellence, Institute of Human Virology Nigeria, Abuja, Nigeria

2Department of Paediatrics and Child Health, University of Cape Coast School of Medical Sciences, Cape Coast, Ghana

3Global Pediatrics Program and Division of Infectious Diseases, University of Minnesota Medical School, Minneapolis, MN, United States

4Faculty of Dentistry, Alexandria University, Alexandria, Egypt

5Oral Health Initiative, Center for Reproduction and Population Health Studies, Nigerian Institute of Medical Research, Yaba, Lagos, Nigeria

6Africa Oral Health Network, Alexandria University, Alexandria, Egypt

7Department of Child Dental Health, Obafemi Awolowo University, Ile-Ife, Nigeria

EDITED BY
Praveen S. Jodalli, Manipal College of Dental Sciences, India

REVIEWED BY
Bruno Špiljak, University of Zagreb, Croatia
Dharmashree Satyarup, Siksha O Anusandhan University, IndiaJose Eduardo Orellana Centeno, University of the South Sierra, MexicoGeorge Kaguru, University of Nairobi, KenyaBruno Pereira da Silva, Federal University of Acre, Brazil

*CORRESPONDENCE Nadia Adjoa Sam-Agudu nsamagudu@ihvnigeria.org

RECEIVED 16 December 2024
ACCEPTED 14 April 2025
PUBLISHED 30 April 2025

CITATION Sam-Agudu NA, Osa-Afiana C, El Tantawi M and Foláyan MO (2025) Access to adolescent-responsive oral, mental, sexual, and reproductive healthcare services in Africa through dental clinics.
Front. Oral Health 6:1545988.
doi: 10.3389/froh.2025.1545988

COPYRIGHT © 2025 Sam-Agudu, Osa-Afiana, El Tantawi and Foláyan. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


In many healthcare systems, oral healthcare is provided separately from other clinical services. For 10–19-year-old adolescents in particular, this separation of care perpetuates the underutilization of oral health services and the neglect of oral health. Available evidence indicates that there are interconnections between oral, mental, sexual, and reproductive health (OMSRH) in adolescents. For African countries, there are opportunities to draw on lessons learned from HIV-centered models of integrated care to develop and evaluate dental clinic-centered models for integrating adolescent OMSRH services. This article makes a case for evidence-based adolescent OMSRH service integration in African countries. Integration is expected to align with the principles of sustainable development goals, universal healthcare, and the World Health Organization's calls for adolescent-responsive health services. We present a conceptual framework and propose an implementation science-guided blueprint for the integration of adolescent OMSRH care. The focus on dental clinics for integration can potentially increase access to, and use of oral healthcare while addressing adolescents’ mental, sexual and reproductive health needs. OMSRH integration for adolescents in African settings will require intensive engagement of adolescents and other crucial stakeholders. Further exploratory and implementation research is also needed to design and evaluate OMSRH integration models to establish best practices for long-term impact on adolescent health outcomes.
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Introduction

In many healthcare systems, oral healthcare is provided separately from other clinical services (1). To achieve the goals of universal healthcare, and to increase efficiency in the use of public health resources, health programs in different countries are increasingly integrating oral health services (2). The World Health Organization (WHO) Global Oral Health Action Plan also calls for the integration of oral health within the non-communicable disease (NCDs) agenda (3). In low and middle-income countries (LMICs) with high HIV burden, health service integration has been propelled by the need to improve the quality of HIV services. The evolution of care and support services for HIV has seen the integration of mental health, sexual and reproductive health (SRH), and maternal and child health with HIV services (4–6). However, there are few precedents for oral health services integration in high HIV-burden LMICs (7) despite the growing recognition of the benefits of integrating critically needed, poorly accessed services for different populations (8).

Adolescents are one of the populations that need focused attention for their health care needs. Care is needed for their developing mental, physical, and sexual health as they transit to adulthood. In this respect, the WHO called for investments beyond adolescent-friendly services to adolescent-responsive services, where (1) the developing capacity and autonomy of adolescents are acknowledged and addressed; (2) there are anticipatory models of care that can effectively screen for and manage health risks within adolescents’ daily context; and where (3) there are adolescent-competent providers, adolescent-protective financial policies and adolescent-responsive health information systems (9). Adolescents have also called for clinics and health systems to provide adolescent-focused and adolescent-responsive care (10–14).

The delivery of integrated, adolescent-focused oral, mental, and sexual, and reproductive health (OMSRH) services within dental clinics is a relatively new concept. However, this concept aligns with the WHO's eight priority areas for adolescent health in LMICs for 2030: (1) communicable diseases; (2) injuries and violence; (3) mental health; (4) non-communicable diseases; (5) nutrition; (6) physical activity; (7) substance use, and (8) policy, health and social systems affecting adolescent health (15). SRH research priorities are addressed separately (16). Although oral health was not explicitly mentioned, oral diseases are NCDs, and share common risk factors with other NCDs (17). Oral health is, however, poorly recognized, and poorly addressed in research, policy, or practice. In addition, oral health research is often not policy-driven, and oral health policy is often not research-based (18). Adolescent-relevant policies and practices are also often devoid of oral health content. Integrating oral health care with general health services for adolescents can help bridge this gap by ensuring that oral health is recognized as a critical component of overall well-being. By embedding oral health within broader adolescent-focused health services, including mental, sexual, and reproductive health, healthcare systems can address shared risk factors, improve accessibility, and promote holistic adolescent care. Strengthening policy frameworks to incorporate oral health into adolescent health agendas will be essential for achieving sustainable improvements in both research and practice for te population.

Our team and others have published reports suggesting the interconnectedness of the various needs and risk factors for OMSRH in adolescents, which present an opportunity for integrated care in these areas (19–24). Figure 1 presents a conceptual framework explaining the interconnection between OMSRH among adolescents, based on evidence generated by our team in Nigeria, and by other researchers. The conceptual framework suggests that poor sexual health among adolescents is a risk factor for poor oral, mental, and reproductive health (24, 25). Similarly, mental ill-health is a risk factor for sub-optimal oral, sexual, and reproductive health (24). Finally, poor reproductive health is associated with sub-optimal oral and mental health (26), and poor oral health status is linked to poor mental and sexual health (27).
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FIGURE 1
Conceptual framework depicting interconnections between oral, mental, sexual and reproductive health among adolescents. Solid lines: relationship involves increasing or facilitating the outcome in the direction of the arrow. Broken line: relationship involves decreasing or limiting the outcome in the direction of the arrow.


Interconnections between the OMSRH of adolescents—especially in African countries—may help explain the high prevalence and burden of these three health problems in this population. In 2019, nearly one third (31.0%) of adolescents across Africa had untreated caries in permanent teeth (28). In the same period, the prevalence of untreated decay in permanent teeth among 10–19-year-old adolescents in the WHO African Region (AFRO) was 29.8%, and in the Middle East and North African (MENA) region was 39.9%. In addition, the prevalence of periodontal disease among adolescents in Africa was 1.6%; 1.7% in AFRO and 0.5% in the MENA region (28). The establishment of a variety of health insurance initiatives have not significantly reduced the prevalence of oral diseases in this population (26) indicating that upstream policy changes may be needed (29). In addition, adolescents' oral health behavior is significantly influenced by parental and peer influence in ways that are still not well understood (30).

Adolescent SRH is also driven by factors similar to those that drive oral health. The prevalence of sexually transmitted infections (STIs)—including HIV—among 10–19-year-old adolescents across Africa in 2019 was 7.0%: 7.6% in AFRO, and 3.6% in the MENA region (28). In these regions, adolescents face issues such as early pregnancy and parenthood, difficulties accessing contraception and safe abortion, and high rates of HIV and STIs (31). Economic, political, and sociocultural factors peculiar to the African contexts have limited the delivery of supportive, non-judgmental, youth appropriate SRH services in African countries (31).

These factors have also limited adolescents' access to quality mental health care, contributing to chronically undertreated mental health disorders that continue into adulthood, sometimes manifesting as highly disruptive and debilitating conditions (32). In 2019, it was estimated that 12.8% of 10–19-year-old adolescents in Africa had mental health disorders: 11.9% of adolescents in AFRO and 18.5% in MENA (28).

In this article, we explore and propose an approach for integrated OMSRH care for adolescents in Africa. We propose a paradigm shift in the delivery of integrated health services delivery wherein the dental clinic becomes the service delivery point for integrated care of adolescents. In doing so, we expect to increase access to and uptake of oral health services, a chronically neglected area of care, while also improving adolescents' access to comprehensive SRH and mental health care.



Main narrative


A holistic, integrated approach to healthcare delivery

Integrated care require changes to the delivery of healthcare services to promote coordination (8). It is the deliberate organization of patient care among providers to facilitate the delivery of appropriate care and information exchange (33). Integration also involves case management, where health and social care are provided at various steps along the care continuum. Integrated services may also involve the concept of a medical home, where patients and their families can coordinate care delivery with their physicians in a health facility (34). Integrated and coordinated care can also be at the (1) micro- or clinical level, targeting person-focused care; (2) meso- or organizational level, where inter-organizational services are coordinated to deliver care to a population, and/or (3) macro/system level, referring to health and social systems providing care with focus on governance, financing and policy (35).

The provision of healthcare services through integrated models is more likely to reduce cost of care, lead to better control of disease and thus improve health outcomes, reduce errors (36), improve patient-provider and provider-provider communication, as well as clarify roles and accountability (37). Integrated care depends on interprofessional collaboration to provide patient-centered care as outlined in the WHO Global Oral Health Action Plan (38). To engage in this collaboration, healthcare professionals need to be trained using updated and innovative curricula that recognize the necessity of healthcare systems to adapt to changing contexts and shifting population structure (39). Integrated care also contributes to addressing the targets of Sustainable Development Goal 3 (Good Health and Wellbeing) (40).



Models of integrated maternal-child/adolescent health and chronic disease care

Examples of integrated healthcare models included the provision of HIV and sexual health services for female adolescents and young adults (41) and the integration of mental healthcare with physical care for life-limiting disorders such as cancer, epilepsy, diabetes and asthma (42). The use of integrated models to deliver adolescent health services may bring added benefits to ensure comprehensiveness, availability and cost-effectiveness. However, some factors need to be taken into consideration to design integrated care. These include the management of chronic disorders, the setting for service provision, the package of integrated services provided, healthcare professionals involved, the pattern of care coordination and the extent of patient involvement in care (43). Currently, there is no published model for integrating oral health with the mental, sexual and/or reproductive care of adolescents.

Robust integrated care models based on HIV healthcare systems have been reported in South Africa, Uganda, Kenya, Tanzania, Zambia, Malawi, Zimbabwe, and Eswatini (44–46). These models incorporate non-communicable disease (NCD) services into existing HIV care and have established fully integrated care systems, including at primary healthcare centers. HIV care models are highly amenable to addressing the needs of adolescents. Care models that incorporate NCD services can be scaled up to include OMSRH. However, OMSRH could also be established as a fully integrated care system. The integrated HIV care models implemented in Africa reduce stigma, which is one of the goals of the proposed OMSRH care model. An integrated one-stop shop approach to OMSRH services for adolescents could also build on existing models of integrated care that are embedded within primary maternal and childcare in African countries (47–50). Alternatively, care models that incorporate NCDs can be scaled up to include OMSRH services for adolescents. Where integration is not possible, another approach is to co-locate adolescent OMSRH services to facilitate convenient access and referrals.



Needs assessments, approaches and procedures for integrating OMSRH services for adolescents in the dental clinic

Adolescents' visits to dental clinics can provide the opportunity to screen for additional health care needs with specific attention paid anxiety and depression (51), access to contraceptives (52, 53) and STIs (54). Behavior modification to reduce the risk of these health problems can occur through mental health counseling, comprehensive sex education, contraception counseling, and STI screening done in a supportive non-judgmental and confidential environment.


Oral, mental and sexual and reproductive health behavior modification

Integration models should target the modification of health behaviors that increase the risk of OMSRH problems, using a common risk factor approach (55). Modification approaches may include education and counselling on (1) oral sex, which is associated with some STIs (56, 57), (2) sex education, inclusive of education on contraceptive use, (3) oral cancer, which is linked to human papilloma virus exposure (58), (4) substance use, which may be associated with mental health disorders (59), and (5) bruxism, dentine hypersensitivity and gingivitis (60). In addition, because adolescence is a critical period marked by significant physical, emotional, and social changes (61), coupled with changes in the brain that may increase adolescents' vulnerability to mental health disorders (62), making mental health services accessible through an integrated platform, is essential. Additionally, sex education, inclusive of education on contraceptive use, is important for sexual and reproductive health.

Behavior modification in an integrated dental clinic-based OMSRH care setting draw examples from the United Kingdom's Make Every Contact Count (MECC) approach (63), where trained healthcare providers leverage patient contact to deliver healthy lifestyle messages. Studies show up to 70% increase in quit rates of tobacco smoking achieved by this method after 6 months (64). Adolescent contact with dental clinic services can likewise be leveraged to provide mental health, SRH and behavior modification services.



Comprehensive screening

Dentists, like other clinicians, take medical history before performing dental procedures or developing treatment plans. Integrated screening may check for the presence and/or risk factors for prevalent mental, sexual, and reproductive conditions using a set of short, validated questions. Using the Home, Education, Activities, Drugs, Sexuality, Suicide/Depression, Safety, and Strengths/Spirituality (HEADSSSS) psychosocial tool (65) when taking medical history can facilitate the early detection of mental and sexual health problems in the dental clinic. The conditions and risk factors screened for can differ between settings depending on disease prevalence in the locality, and on national and regional priorities. It is best to co-design screening tools and the overall OMSRH model with adolescents and community stakeholders to ensure feasibility, appropriateness and sustainability relevant to context.



Referrals

Referrals are another platform for integration of adolescent OMSRH services in Africa. For example, dentists consult with and/or refer patients to specialists to manage other NCDs. A team of pre-designated healthcare workers and specialists who co-manage adolescents with mental and sexual/reproductive health problems in collaboration with dentists, is more likely to ensure continuity of care in all three areas (66).

Oral health is an integral part of general health, and there are known strategies for incorporating adult primary oral health into general healthcare service delivery (67). Considerations for effective referrals systems for adolescents to oral healthcare are, therefore, required when designing OMSRH care, including how young clients can stay connected to health services during times of disruption. The dental clinic as the focal point of OMSRH care integration can improve accessibility and convenience of critical healthcare for adolescents, eliminating the need for separate appointments in different locations.




Integrating OMSRH care for adolescents: benefits and opportunities

A holistic approach to the delivery of OMSRH care for adolescents in Africa should facilitate adolescents' access to (1) age-appropriate, evidence-based and culturally sensitive education on overlapping topics in OMSRH; (2) confidential, non-judgmental, adolescent-responsive oral healthcare services at dental clinics; (3) clinics that foster collaboration among healthcare professionals from different specialties, such as dentistry, psychology, sexual health, HIV care and treatment, and adolescent medicine; and (4) holistic care that is coordinated to facilitate joint assessments and shared decision-making in a rights-based approach.

The design of integrated OMSRH care models should incorporate the views and perspectives of adolescents themselves, in addition to that of caregivers, community leaders, religious institutions, and traditional healers. Employing a human-centered design approach can enhance the creation of OMSRH services tailored for adolescents and appropriate for local context. This methodology promotes the development of innovative, efficient, and person-centric healthcare solutions. Rooted in community-based participatory research, it emphasizes understanding the lived experiences of young individuals (67). The design process involves multiple cycles of engagement with stakeholders, incorporating a blend of qualitative and quantitative methods alongside specific design techniques (68, 69). This approach has demonstrated success in crafting and implementing effective sexual and reproductive health programs for young populations in Rwanda (70), Nigeria, Tanzania, Kenya, and Ethiopia (71, 72).

Lastly, advocacy is needed to influence policymakers to support the delivery of integrated OMSRH care for adolescents. This includes actualizing evidence-based guidelines by enacting health policy and allocating resources to promote and support the rights of adolescents to access comprehensive healthcare services, and to challenge discriminatory practices that limit access and uptake. Nigeria's 2024 National Oral Health Policy is one of such efforts. Nigeria's 2022 Adolescent Health Policy (73) also highlights the importance of comprehensive adolescent healthcare, and promotes resource allocation for integrated services.



Provider roles in collaborative, integrated OMSRH care for adolescents in Africa

Integrated healthcare models have the potential to improve access to services, satisfaction, enhance health outcomes, and reduce health disparities (74). It requires a team-based approach to care management be based on comprehensive OMSRH needs assessments for adolescents using standardized tools. This requires the building of the competency of providers to develop and implement individualized care plans for adolescents screened in the dental clinics. Provider teams need training to enhance their knowledge and skills in integrated adolescent healthcare in addition to their individual fields or specialties (75). Such training should develop clinical skills and knowledge in OMSRH, and capacity to deliver youth-responsive, accessible, and culturally sensitive integrated care. Providers should also have access to continuous professional development and learning opportunities to stay updated on best practices in adolescent OMSRH care.

The training needs of adolescent OMSRH care providers can be determined using a modified version of the Well-Being Index, which evaluates the well-being of adolescents by considering various variables. This tool is valuable for pinpointing the most pertinent aspects of care for adolescent well-being in a specific context (76). The tool assesses the lifestyle habits, emotional status, social context, and mental skills of adolescents and can be modified to assess the impact of oral, sexual, and reproductive health on the wellbeing of adolescents. Data collected by this modified tool can be utilized to train healthcare providers to deliver responsive OMSRH services.

In addition, efficient referral pathways between OMSRH healthcare providers need to be established to facilitate seamless transitions and continuity of care. Standardized, evidence-based operating procedures should also be developed to enable healthcare professionals to make referrals based on the needs of the adolescent. The use of secure health information systems can facilitate referrals effectively as it promotes timely and accurate exchange of relevant information while maintaining patient confidentiality.




Discussion


Recommendations for the implementation of comprehensive adolescent OMSRH services in Africa

The preceding sections have raised several points to support integrated OMSRH services for adolescents in Africa. This section discusses how integrated OMSRH services support the argument for comprehensive adolescent health service delivery in general, and the importance of implementation science in the implementation of integrated adolescent-responsive services.

The acknowledgment and consideration of adolescent health in clinical practice and public health responses in many African countries were primarily driven by the HIV response. While specific clinics for the management of chronic childhood diseases such as hemoglobinopathies, diabetes, and asthma existed before HIV, the HIV epidemic elevated the prominence of comprehensive adolescent health delivery. By 2015, donor HIV funding initiatives, including the US President's Emergency Plan for AIDS Relief (PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis, and Malaria, directed investments towards targeted, specialized HIV services for adolescents aged 10 to 19 and young people aged 10 to 24 (77–79). This marked a departure from the previous practice of simply disaggregating services and reporting data for pediatric (0–14 years) and adult (15 years and over) populations. Over time, with lessons learned and increased advocacy, adolescent sexual and reproductive health, tuberculosis management, and mental health, have been integrated or are being considered for integration with HIV services (6). The focus has also shifted to comprehensive adolescent health service delivery that addresses multiple health conditions through integrated services (6, 10, 75), as illustrated in Figure 2.
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FIGURE 2
Illustration of the typical evolution of adolescent health services in a high HIV-burden African country. The establishment, funding and scale-up of structured HIV programs brought adolescent health into focus and expanded its practice in many African countries.


The proposed one-stop shop approach for integrating adolescent-responsive OMSRH services in dental clinics, using Nigeria as a case study (66), requires the incorporation of implementation science methods to realize this goal. Implementation science is the study of methods and strategies that facilitate the uptake of evidence-based practices and research findings into routine practice to improve the quality and effectiveness of health services (80). It promotes health equity in the delivery of evidence-based health interventions using context-appropriate and patient-centered implementation strategies to maximize both implementation and effectiveness outcomes. Implementation science approaches for the integration of adolescent OMSRH services would require: (1) an understanding of major barriers to, and facilitators of (a) each service, and (b) the integration of all the three services; (2) the prioritization of desired implementation and effectiveness outcomes; (3) the selection of key implementation strategies to minimize barriers, enhance facilitators, and support the achievement of desired implementation outcomes; and (4) guidelines and human resources for clinical and implementation practice. This information will guide the development of an implementation blueprint as shown in Figure 3.


[image: Figure 3]
FIGURE 3
Outline of implementation blueprint for integrating oral, mental and sexual and reproductive health services in an African country. Steps include determining the minimum package of services for each component, formative/needs assessments, identifying implementation strategies to address contextual factors, and then prioritizing and measuring key implementation, service, and client outcomes.


Some aspects of this framework reflect what has been proposed for Implementation Science-guided integrated care relevant to adolescent HIV (6), but the point of integration in our blueprint is the dental clinic, not the HIV clinic. Given the relative paucity of evidence across Africa, the proposed implementation blueprint for integrated adolescent OMSRH is largely supported by data we have generated from Nigeria. Efficacy data already exists with respect to the individual impacts of oral, SRH and mental health services for adolescents.



Potential barriers to the implementation of adolescent OMSRH services in Africa

The integration of OMSRH services at dental clinics in African countries may face several key challenges. One challenge is the lack of policy and institutional frameworks to support the integration of oral health into general healthcare. In the short and medium term, the proposed model may have to be built on existing NCD integration frameworks to demonstrate feasibility for policy advocacy.

In addition, fragmented healthcare systems may limit cross-specialty collaboration. The proposed model leverages dental clinics as an integration hub, where structured referrals, co-located services, and shared provider training can facilitate comprehensive care. This will require allocation of already limited resources, and a shift in both healthcare provider attitudes and patient expectations. Overcoming these challenges would require concerted efforts and champions from governments, healthcare organizations, adolescents and other community stakeholders.

Furthermore, healthcare providers would need to be trained to deliver integrated adolescent-responsive OMSRH services. To address this gap, the model proposes cross-training dental health professionals to recognize and address the unique challenges faced by adolescents, including mental health concerns, sexual health risks, and reproductive health needs, all while ensuring privacy and confidentiality. In addition, they should be able to implement behaviour modification interventions, and facilitate referrals. The training would also require that healthcare providers are adolescent friendly providers, skilled in creating a supportive and non-judgmental environment, and capable of building trust with young patients. Ultimately, the goal is to empower dental professionals to serve as key players in the broader healthcare team, offering integrated care that promotes the overall well-being of adolescents.

The training of healthcare providers should take care of ethical concerns including considerations around confidentiality, consent, and cultural sensitivity. Ensuring confidentiality and privacy is paramount, as patients may be reluctant to disclose sensitive information, such as their HIV status or sexual orientation, in a setting not traditionally associated with SRH care. The implementation of robust data protection measures, including encrypted records and secure consultation spaces, to prevent breaches of patient privacy would be very important (81). In addition, clinics should adopt opt-in care models, allowing patients to make informed choices without fear of coercion or negative repercussions on their care (82). Furthermore, cultural sensitivity, and non-discriminatory services remain key concerns, particularly for sexual minority populations who may already face systemic exclusion in healthcare settings. Cultural competency training for all staff is highly essential, ensuring that patient interactions are respectful and inclusive (83). Also, psychological safety must be carefully considered, as discussing SRH topics in a dental setting may trigger distress or retraumatization for some patients (84). Healthcare providers should receive training in trauma-informed care, enabling them to recognize signs of discomfort and provide appropriate referrals to mental health professionals when needed.

Stigma and social barriers may further hinder adolescents from seeking mental and sexual health services. Embedding these services within dental clinics—a less stigmatized setting—may help normalize comprehensive adolescent care and reduce hesitation in accessing necessary support. The successful integration of NCD services into existing HIV care models offer valuable lessons in task-shifting (85), co-location of services (86), and stigma reduction strategies (87), all of which are applicable to OMSRH integration.

Access and equity are also pressing concerns, as stigma may discourage certain groups from utilizing integrated services. To bridge this gap, clinics should explore alternative service delivery models, such as mobile clinics and telehealth options, which can provide discreet and convenient care. In addition, recruiting diverse healthcare providers who reflect the communities they serve can enhance trust and engagement. In addition, the legal and ethical tensions surrounding SRH services in dental clinics cannot be ignored, especially in regions where same-sex relationships are criminalized. Providers may experience conflicts between protecting patient confidentiality and complying with restrictive legal frameworks. Advocacy for legal protections that allow healthcare workers to prioritize patient rights is essential, alongside clear clinic policies that align with international human rights standards.

Table 1 applies the Consolidated Framework for Implementation Research (CFIR) (88) in summarizing potential barriers and facilitators to implementing integrated adolescent OMSRH services in African countries. The next step is to better define the blueprint by conducting formative studies in different African settings to understand contextual determinants of the implementation of an integrated adolescent OMSRH model. A determinant implementation science framework can guide the design of this formative study. The intervention we propose (service integration) is reflected in implementation strategies such as “change service sites”, and “create new clinical teams” listed in the Expert Recommendations for Implementing Change (ERIC) compendium (89). Formative study findings will inform the design of pilot studies to better define the implementation blueprint and formulate the delivery approach for integrating OMSRH services for adolescents. The blueprint would also include details on multidisciplinary interprofessional collaboration (38), emphasizing the importance of coordinated networks and communication within the setting (90).


TABLE 1 Potential barriers and facilitators for implementation of OMSRH integration models in African countriesa.

[image: Table 1]

Although interprofessional collaboration appears to be important for delivering OMSRH services to adolescents, the evidence regarding the effectiveness of practice-based interventions aimed at enhancing such collaboration among healthcare professionals remains limited. The existing literature is scarce, predominantly focused on high-income countries, and with no evidence on its impact for adolescent care (91). It, however, strengthens positive perception of adolescent mental health care (92), and can contribute positively to the successful outcomes of integrated OMSRH services for adolescents, especially in low middle-income countries.




Conclusions

This article proposes an integrated model that leverages dental clinics for delivering oral, mental and sexual and reproductive health services for adolescents in African countries. There is evidence of the interconnectedness of adolescent oral, mental, and sexual, and reproductive health—and addressing these three areas through coordinated, integrated care may be a cost-effective, high impact strategy for African countries, many of which have limited resources and large youth populations. However, there remain large gaps in knowledge and implementation experience in this area. Critical research areas include primary data from needs assessments, data on different approaches to, and evaluations of integrated OMSRH care, and analyses of adolescent health outcomes in different OMSRH integration scenarios. Finally, there should be detailed information on the current structure of available oral health services in different African countries, with particular emphasis on utilization among adolescents. We recognize that dental clinics can facilitate access to integrated OMSRH care, although the degree of success will depend on evidence, much of which is yet to be generated, including the best integration models, their feasibility, appropriateness, sustainability and effectiveness. We present this paper to stakeholders for their information, consideration and critique, and to serve as a guide for those who wish to join us in the pursuit of research in this area of interest.



Data availability statement

Publicly available datasets were analyzed in this study. This data can be found here: Not applicable.



Author contributions

NS-A: Data curation, Formal analysis, Funding acquisition, Methodology, Supervision, Visualization, Writing – original draft, Writing – review & editing. CO-A: Data curation, Writing – review & editing. ME: Conceptualization, Data curation, Investigation, Methodology, Writing – original draft, Writing – review & editing. MF: Conceptualization, Data curation, Formal analysis, Methodology, Project administration, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.



Acknowledgments

The authors would like to thank all adolescents we have cared for or worked with in clinical and research settings across Africa. We acknowledge and appreciate the efforts of our clinical, research and public health colleagues in striving for better healthcare and health outcomes for adolescents across Africa.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The author(s) declare that no Generative AI was used in the creation of this manuscript.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. Simon L. Overcoming historical separation between oral and general health care: interprofessional collaboration for promoting health equity. AMA J Ethics. (2016) 18(9):941–9. doi: 10.1001/journalofethics.2016.18.9.pfor1-1609

2. Prasad M, Manjunath C, Murthy AK, Sampath A, Jaiswal S, Mohapatra A. Integration of oral health into primary health care: a systematic review. J Family Med Prim Care. (2019) 8(6):1838–45. doi: 10.4103/jfmpc.jfmpc_286_19

3. World Health Organisation. Draft Global Oral Health Action Plan (2023–2030). Pillar 1: One billion more people benefiting from universal health coverage—EB/152nd session Political declaration of the third high-level meeting of the General Assembly on the prevention and control of noncommunicable diseases, Report by the Director-General. Available at: https://cdn.who.int/media/docs/default-source/ncds/mnd/oral-health/eb152-draft-global-oral-health-action-plan-2023-2030-en.pdf?sfvrsn=2f348123_19&download=true (Accessed December 13, 2024).

4. Conteh NK, Latona A, Mahomed O. Mapping the effectiveness of integrating mental health in HIV programs: a scoping review. BMC Health Serv Res. (2023) 23(1):396. doi: 10.1186/s12913-023-09359-x

5. Kangudie DM, Guidigbi H, Mensah S, Bala AA, Delate R. Effective integration of sexual reproductive health and HIV prevention, treatment, and care services across sub-Saharan Africa: where is the evidence for program implementation? Reprod Health. (2019) 16(1):56. doi: 10.1186/s12978-019-0709-6

6. Subramanian S, Namusoke-Magongo E, Edwards P, Atujuna M, Chimulwa T, Dow D, et al. Integrated health care delivery for adolescents living with and at risk of HIV infection: a review of models and actions for implementation. AIDS Behav. (2023) 27(1):50–63. doi: 10.1007/s10461-022-03787-2

7. Moloi H, Daniels K, Brooke-Sumner C, Cooper S, Odendaal WA, Thorne M, et al. Healthcare workers’ perceptions and experiences of primary healthcare integration: a scoping review of qualitative evidence. Cochrane Database Syst Rev. (2023) 7(7):Cd013603. doi: 10.1002/14651858.CD013603.pub3

8. Baxter S, Johnson M, Chambers D, Sutton A, Goyder E, Booth A. The effects of integrated care: a systematic review of UK and international evidence. BMC Health Serv Res. (2018) 18(1):350. doi: 10.1186/s12913-018-3161-3

9. World Health Organization. Strengthening adolescent-responsive health systems. (2023). Available at: https://www.who.int/activities/strengthening-adolescent-responsive-health-systems (Accessed December 16, 2024).

10. Woollett N, Pahad S, Black V. We need our own clinics": adolescents’ living with HIV recommendations for a responsive health system. PLoS One. (2021) 16(7):e0253984. doi: 10.1371/journal.pone.0253984

11. Kip EC, Udedi M, Kulisewa K, Go VF, Gaynes BN. Stigma and mental health challenges among adolescents living with HIV in selected adolescent-specific antiretroviral therapy clinics in Zomba District, Malawi. BMC Pediatr. (2022) 22(1):253. doi: 10.1186/s12887-022-03292-4

12. Mavodza CV, Busza J, Mackworth-Young CRS, Nyamwanza R, Nzombe P, Dauya E, et al. Family planning experiences and needs of young women living with and without HIV accessing an integrated HIV and SRH intervention in Zimbabwe-an exploratory qualitative study. Front Glob Womens Health. (2022) 3:781983. doi: 10.3389/fgwh.2022.781983

13. Chem ED, Ferry A, Seeley J, Weiss HA, Simms V. Health-related needs reported by adolescents living with HIV and receiving antiretroviral therapy in sub-saharan Africa: a systematic literature review. J Int AIDS Soc. (2022) 25(8):e25921. doi: 10.1002/jia2.25921

14. Malata MP, Chipeta EK, Mhango P, Kamanga R, Lupenga D. Comprehensive sexuality education for out-of-school young people living with HIV and young people with disabilities: findings from a formative research study in Malawi. Sex Reprod Health Matters. (2023) 31(2):2226345. doi: 10.1080/26410397.2023.2226345

15. Nagata JM, Ferguson BJ, Ross DA. Research priorities for eight areas of adolescent health in low- and middle-income countries. J Adolesc Health. (2016) 59(1):50–60. doi: 10.1016/j.jadohealth.2016.03.016

16. Hindin MJ, Christiansen CS, Ferguson BJ. Setting research priorities for adolescent sexual and reproductive health in low- and middle-income countries. Bull World Health Organ. (2013) 91(1):10–8. doi: 10.2471/BLT.12.107565

17. Wolf TG, Cagetti MG, Fisher JM, Seeberger GK, Campus G. Non-communicable diseases and oral health: an overview. Front Oral Health. (2021) 2:725460. doi: 10.3389/froh.2021.725460

18. Bell E, Crocombe L, Campbell S, Goldberg LR, Seidel BM. Understanding the research-policy divide for oral health inequality. Healthc Policy. (2014) 10(2):64–78.25617516

19. Folayan M, El Tantawi M, Yassin R, Arowolo O, Sam-Agudu N. Sexual health risk indicators and their associations with caries status and gingival health of adolescents resident in sub-urban South-West Nigeria AAS. Open Res. (2022) 5:7. doi: 10.12688/aasopenres.13301.1

20. Folayan MO, Oginni O, Arowolo O, El Tantawi M. Association between adverse childhood experiences, bullying, self-esteem, resilience, social support, caries and oral hygiene in children and adolescents in sub-urban Nigeria. BMC Oral Health. (2020) 20(1):202. doi: 10.1186/s12903-020-01160-0

21. Folayan MO, Tantawi ME, Oginni O, Oziegbe E, Mapayi B, Arowolo O, et al. Oral health practices and oral hygiene status as indicators of suicidal ideation among adolescents in Southwest Nigeria. PLoS One. (2021) 16(2):e0247073. doi: 10.1371/journal.pone.0247073

22. Folayan MO, El Tantawi M, Aly NM, Adeniyi AA, Oziegbe E, Arowolo O, et al. Associations between a history of sexual abuse and dental anxiety, caries experience and oral hygiene status among adolescents in sub-urban South West Nigeria. BMC Oral Health. (2021) 21(1):196. doi: 10.1186/s12903-021-01562-8

23. El Tantawi M, Folayan MO, Oginni O, Adeniyi AA, Mapayi B, Yassin R, et al. Association between mental health, caries experience and gingival health of adolescents in sub-urban Nigeria. BMC Oral Health. (2021) 21(1):223. doi: 10.1186/s12903-021-01589-x

24. Folayan MO, Arowolo O, Mapayi B, Chukwumah NM, Alade MA, Yassin RH, et al. Associations between mental health problems and risky oral and sexual behaviour in adolescents in a sub-urban community in Southwest Nigeria. BMC Oral Health. (2021) 21(1):401. doi: 10.1186/s12903-021-01768-w

25. Vanderkruik R, Gonsalves L, Kapustianyk G, Allen T, Say L. Mental health of adolescents associated with sexual and reproductive outcomes: a systematic review. Bull World Health Organ. (2021) 99(5):359–73k. doi: 10.2471/BLT.20.254144

26. Lawal FB, Fagbule OF, Lawal TA, Oke GA. Oral health as an important milieu for social and mental health": perspectives of adolescents emerging from a qualitative study. Front Oral Health. (2022) 3:879144. doi: 10.3389/froh.2022.879144

27. Tiwari T, Kelly A, Randall CL, Tranby E, Franstve-Hawley J. Association between mental health and oral health Status and care utilization. Front Oral Health. (2021) 2:732882. doi: 10.3389/froh.2021.732882

28. Institute for Health Metrics and Evaluation (IHME). Global Burden of Disease Collaborative Network. Global Burden of Disease Study 2019 Results. Seattle: Institute for Health Metrics and Evaluation (IHME) (2020). Available at: https://vizhub.healthdata.org/gbd-results/ (Accessed December 16, 2024).

29. National Institute of Dental and Craniofacial Research. Oral Health in America: Advances and Challenges. Bethesda, MD: National Institutes of Health (2021). Available at: https://www.ncbi.nlm.nih.gov/books/NBK578291/ (Accessed December 16, 2024).

30. Ray R, Lantz PM, Williams D. Upstream policy changes to improve population health and health equity: a priority agenda. Milbank Q. (2023) 101(S1):20–35. doi: 10.1111/1468-0009.12640

31. Scott J, Mihalopoulos C, Erskine H, Roberts J, Rahman A. Childhood mental and developmental disorders. In: Patel V, Chisholm D, Dua T, Laxminarayan R, Medina-Mora ME, editors. Mental, Neurological, and Substance Use Disorders: Disease Control Priorities, 3rd ed (Volume 4). Washington, DC: The International Bank for Reconstruction and Development/The World Bank (2016). Chapter 8.

32. Pygott N, Hartley A, Seregni F, Ford TJ, Goodyer IM, Necula A, et al. Research review: integrated healthcare for children and young people in secondary/tertiary care—a systematic review. J Child Psychol Psychiatry. (2023) 64(9):1264–79. doi: 10.1111/jcpp.13786

33. Agency for Healthcare Research and Quality. Closing the Quality Gap: A Critical Analysis of Quality Improvement Strategies: Volume 7—care Coordination. Publication No. 04(07)-0051-7. Rockville, MD: Agency for Healthcare Research and Quality (2007). Available at: http://www.ahrq.gov/clinic/tp/caregaptp.htm (Accessed December 13, 2023).

34. Colombani F, Encrenaz G, Sibé M, Quintard B, Ravaud A, Saillour-Glénisson F. Development of an evidence-based reference framework for care coordination with a focus on the micro level of integrated care: a mixed method design study combining scoping review of reviews and nominal group technique. Health Policy. (2022) 126(3):245–61. doi: 10.1016/j.healthpol.2022.01.003

35. Holmen IC, Waibel S, Kaarboe O. Emerging integrated care models for children and youth with mental health difficulties in Norway: a horizon scanning study. BMC Health Serv Res. (2023) 23(1):860. doi: 10.1186/s12913-023-09858-x

36. Coates D, Coppleson D, Travaglia J. Factors supporting the implementation of integrated care between physical and mental health services: an integrative review. J Interprof Care. (2022) 36(2):245–58. doi: 10.1080/13561820.2020.1862771

37. World Health Organization. Draft Global Oral Health Action Plan (2023–2030). (2023). Available at: https://cdn.who.int/media/docs/default-source/ncds/mnd/oral-health/eb152-draft-global-oral-health-action-plan-2023-2030-en.pdf?sfvrsn=2f348123_19&download=true (Accessed December 16, 2024).

38. Edwards PV, Roberts ST, Chelwa N, Phiri L, Nyblade L, Mulenga D, et al. Perspectives of adolescent girls and young women on optimizing youth-friendly HIV and sexual and reproductive health care in Zambia. Front Glob Womens Health. (2021) 2:723620. doi: 10.3389/fgwh.2021.723620

39. Couper I, Ray S, Blaauw D, Ng'wena G, Muchiri L, Oyungu E, et al. Curriculum and training needs of mid-level health workers in Africa: a situational review from Kenya, Nigeria, South Africa and Uganda. BMC Health Serv Res. (2018) 18:553. doi: 10.1186/s12913-018-3362-9

40. United Nations Department of Economic and Social AffairsSustainable Development. Goal 3. Ensure healthy lives and promote well-being for all at all ages. Available at: https://sdgs.un.org/goals/goal3 (Accessed 13 December, 2024).

41. Fazel M, Townsend A, Stewart H, Pao M, Paz I, Walker J, et al. Integrated care to address child and adolescent health in the 21st century: a clinical review. JCPP Adv. (2021) 1(4):e12045. doi: 10.1002/jcv2.12045

42. Rohwer A, Toews I, Uwimana-Nicol J, Nyirenda JLZ, Niyibizi JB, Akiteng AR, et al. Models of integrated care for multi-morbidity assessed in systematic reviews: a scoping review. BMC Health Serv Res. (2023) 23(1):894. doi: 10.1186/s12913-023-09894-7

43. Manoufi D, Kabore WC, Yahannon CN, Dumont A, Ridde V. Improving provision of mother-and-child care in Chad at the community level: a quasi-experimental study. Rev Epidemiol Sante Publique. (2021) 69(4):193–203. doi: 10.1016/j.respe.2021.04.137

44. Matanje Mwagomba BL, Ameh S, Bongomin P, Juma PA, Mackenzie RK, Kyobutungi C, et al. Opportunities and challenges for evidence-informed HIV-noncommunicable disease integrated care policies and programs: lessons from Malawi, South Africa, Swaziland and Kenya. AIDS. (2018) 32:S21–32. doi: 10.1097/QAD.0000000000001885

45. Chireshe R, Manyangadze T, Naidoo K. Integrated chronic care models for people with comorbid of HIV and non-communicable diseases in Sub-Saharan Africa: a scoping review. PLoS One. (2024) 19(3):e0299904. doi: 10.1371/journal.pone.0299904

46. Van Hout MC, Zalwango F, Akugizibwe M, Chaka MN, Birungi J, Okebe J, et al. Implementing integrated care clinics for HIV-infection, diabetes and hypertension in Uganda (INTE-AFRICA): process evaluation of a cluster randomised controlled trial. BMC Health Serv Res. (2023) 23:570. doi: 10.1186/s12913-023-09534-0

47. Essis EML, Yaméogo WME, Sossa OG, Doukouré D, Compaoré R, Kpebo DOD, et al. Development of monitoring and evaluation systems in four national programs addressing mother and child health in cote d'Ivoire: qualitative analysis of the emergence and formulation process. Risk Manag Healthc Policy. (2023) 16:699–709. doi: 10.2147/RMHP.S377617

48. Kakama AA, Basaza R. Trends in inequality in maternal and child health and health care in Uganda: analysis of the Uganda demographic and health surveys. BMC Health Serv Res. (2022) 22(1):1269. doi: 10.1186/s12913-022-08630-x

49. Folayan MO, Sam-Agudu NA, Adeniyi A, Oziegbe E, Chukwumah NM, Mapayi B. A proposed one-stop-shop approach for the delivery of integrated oral, mental, sexual and reproductive healthcare to adolescents in Nigeria. Pan Afr Med J. (2020) 37:172. doi: 10.11604/pamj.2020.37.172.22824

50. Sheiham A, Watt RG. The common risk factor approach: a rational basis for promoting oral health. Community Dent Oral Epidemiol. (2000) 28(6):399–406. doi: 10.1034/j.1600-0528.2000.028006399.x

51. World Health Organisation. Mental health of adolescents. (2021). Available at: https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health (Accessed 13 December, 2024).

52. Chandra-Mouli V, McCarraher DR, Phillips SJ, Williamson NE, Hainsworth G. Contraception for adolescents in low and middle income countries: needs, barriers, and access. Reprod Health. (2014) 11:1. doi: 10.1186/1742-4755-11-1

53. Hall KS, Manu A, Morhe E, Dalton VK, Challa S, Loll D, et al. Bad girl and unmet family planning need among Sub-Saharan African adolescents: the role of sexual and reproductive health stigma. Qual Res Med Healthc. (2018) 2(1):55–64. doi: 10.4081/qrmh.2018

54. Yarber WL, Parrillo AV. Adolescents and sexually transmitted diseases. J Sch Health. (1992) 62(7):331–8. doi: 10.1111/j.1746-1561.1992.tb01252.x

55. Kanmodi KK, Amzat J, Salami AA, Egbedina EA, Braimah RO. Preventative interventions by dental care professionals in Africa on oral human papillomavirus, gonorrheal, chlamydial, syphilitic and trichomonas infections: a scoping review. Health Sci Rep. (2023) 6(5):e1246. doi: 10.1002/hsr2.1246

56. Queirós C, Costa JBD. Oral transmission of sexually transmissable infections: a narrative review. Acta Med Port. (2019) 32(12):776–81. doi: 10.20344/amp.12191

57. Kalinganire N, Uwineza A, Kyokunda L, Banura C. Oral-genital HPV infection transmission, concordance of HPV genotypes and genital lesions among spouses/partners of patients diagnosed with HPV-related head and neck squamous cell carcinoma (HNSCC): a scoping review. Infect Agent Cancer. (2023) 18(1):63. doi: 10.1186/s13027-023-00539-2

58. National Institute of Mental Health. Substance Use and Co-Occurring Mental Disorders (2023). Available at: https://www.nimh.nih.gov/health/topics/substance-use-and-mental-health (Accessed December 16, 2024).

59. Baghaie H, Kisely S, Forbes M, Sawyer E, Siskind DJ. A systematic review and meta-analysis of the association between poor oral health and substance abuse. Addiction. (2017) 112(5):765–79. doi: 10.1111/add.13754

60. Public Health England NEaHEE. Making Every Contact Count (MECC): Consensus statement. (2016). Available at: https://www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf (Accessed December 16, 2024).

61. Christie D, Viner R. Adolescent development. Br Med J. (2005) 330(7486):301–4. doi: 10.1136/bmj.330.7486.301

62. Paus T, Keshavan M, Giedd JN. Why do many psychiatric disorders emerge during adolescence? Nat Rev Neurosci. (2008) 9(12):947–57. doi: 10.1038/nrn2513

63. FDI World Dental Federation. Tobacco Cessation. (2023). Available at: https://www.fdiworlddental.org/tobacco-cessation (Accessed December 16, 2024).

64. Federal Ministry of Health Nigeria. National Policy on the Health and Development of Adolescents and Young People in Nigeria: 2020-2024. (2019). Available at: https://scorecard.prb.org/wp-content/uploads/2022/03/National-Adolescent-Health-Policy_Revised_2019_Post-NAHDWG_Post-NDHS_FNL_15Nov 2019.pdf (Accessed December 16, 2024).

65. World Health Organisation. WHO Pocket book of Primary health care for children and adolescents. Guidelines for health promotion, disease prevention and management from the newborn period to adolescence. (2022).

66. National Academies of Sciences E, and Medicine; Health and Medicine Division; Board on Health Care Services; Committee on Implementing High-Quality Primary Care. Integrated primary care delivery. In: Robinson S, Meisnere M, Phillips Jr. RL, et al., editors. Implementing High-Quality Primary Care: Rebuilding the Foundation of Health Care. Washington DC, USA: National Academies Press (2021).

67. Harris R, Raison H, Christian B, Bakare L, Okwundu CI, Burnside G. Interventions for improving adults’ use of primary oral health care services. Cochrane Database Syst Rev. (2017) 8:1–17. doi: 10.1002/14651858.CD012771

68. Chen E, Leos C, Kowitt SD, Moracco KE. Enhancing community-based participatory research through human-centered design strategies. Health Promot Pract. (2020) 21(1):37–48. doi: 10.1177/1524839919850557

69. Göttgens I, Oertelt-Prigione S. The application of human-centered design approaches in health research and innovation: a narrative review of current practices. JMIR Mhealth Uhealth. (2021) 9(12):e28102. doi: 10.2196/28102

70. Ippoliti N, Sekamana M, Baringer L, Hope R. Using human-centered design to develop, launch, and evaluate a national digital health platform to improve reproductive health for Rwandan youth. Glob Health Sci Pract. (2021) 9(2):S244–60. doi: 10.9745/GHSP-D-21-00220

71. Adolescents 360 Evaluation: What do service providers think about contraceptive service provision to 15–19 year old girls in Nigeria? (2019). Available at: https://itad.com/reports/adolescents-360-evaluation-what-do-service-providers-think-about-contraceptive-service-provision-to-15-19-year-old-girls-in-nigeria/ (Accessed December 16, 2024).

72. Fakoya I, Cole C, Larkin C, Punton M, Brown E, Ballonoff Suleiman A. Enhancing human-centered design with youth-led participatory action research approaches for adolescent sexual and reproductive health programming. Health Promot Pract. (2022) 23(1):25–31. doi: 10.1177/15248399211003544

73. Federal Ministry Of Health. National Policy 0n the Health and Development of Adolescents and young People in Nigeria. (2021–2025).

74. Folayan MO, Adeniyi AA, Oziegbe EO, Fatusi AO, Harrison A. Integrated oral, mental and sexual health management for adolescents: a call for professional collaboration. Int J Adolesc Med Health. (2018) 30(3):/j/ijamh.2018.30.issue-3/ijamh-2016-0060/ijamh-2016-0060.xml. doi: 10.1515/ijamh-2016-0060

75. Buljac-Samardzic M, Doekhie KD, van Wijngaarden JDH. Interventions to improve team effectiveness within health care: a systematic review of the past decade. Hum Resour Health. (2020) 18(1):2. doi: 10.1186/s12960-019-0411-3

76. Mastorci F, Bastiani L, Doveri C, Trivellini G, Casu A, Vassalle C, et al. Adolescent health: a framework for developing an innovative personalized well-being index. Front Pediatr. (2020) 8:181. doi: 10.3389/fped.2020.00181

77. Committee on the Outcome and Impact Evaluation of Global HIV/AIDS Programs Implemented Under the Lantos-Hyde Act of 2008, Board on Global Health, Board on Children, Youth, and Families, Institute of Medicine. Evaluation of PEPFAR. Washington, DC: National Academies Press (2013).

78. Saul J, Bachman G, Allen S, Toiv NF, Cooney C, Beamon T. The DREAMS core package of interventions: a comprehensive approach to preventing HIV among adolescent girls and young women. PLoS One. (2018) 13(12):e0208167. doi: 10.1371/journal.pone.0208167

79. The Global Fund. Maximizing impact by addressing adolescents’ needs in Global Fund concept notes: Strategic Investments for Adolescents in HIV, Tuberculosis and Malaria Programs. (2016). Available at: https://teampata.org/wp-content/uploads/2018/02/Global-FUND-AYouth_StrategicInvestmentsforAdolescents.pdf (Accessed December 16, 2024).

80. Bauer MS, Kirchner J. Implementation science: what is it and why should I care? Psychiatry Res. (2020) 283:112376. doi: 10.1016/j.psychres.2019.04.025

81. Seh AH, Zarour M, Alenezi M, Sarkar AK, Agrawal A, Kumar R, et al. Healthcare data breaches: insights and implications. Healthcare. (2020) 8:133. doi: 10.3390/healthcare8020133

82. Tringale M, Stephen G, Boylan AM, Heneghan C. Integrating patient values and preferences in healthcare: a systematic review of qualitative evidence. BMJ Open. (2022) 12(11):e067268. doi: 10.1136/bmjopen-2022-067268

83. Stubbe DE. Practicing cultural competence and cultural humility in the care of diverse patients. Focus (Am Psychiatr Publ). (2020) 18(1):49–51. doi: 10.1176/appi.focus.20190041

84. Alyce S, Taggart D, Montaque I, Turton J. Avoiding psychological (re)traumatisation in dentistry when working with patients who are adult survivors of child sex abuse. Br Dent J. (2022) 233(8):666–70. doi: 10.1038/s41415-022-5103-z

85. Wroe EB, Kalanga N, Mailosi B, Mwalwanda S, Kachimanga C, Nyangulu K, et al. Leveraging HIV platforms to work toward comprehensive primary care in rural Malawi: the integrated chronic care clinic. Healthcare. (2015) 3:270–6. doi: 10.1016/j.hjdsi.2015.08.002

86. Duffy M, Ojikutu B, Andrian S, Sohng E, Minior T, Hirschhorn LR. Non-communicable diseases and HIV care and treatment: models of integrated service delivery. Trop Med Int Health. (2017) 22(8):926–37. doi: 10.1111/tmi.12901

87. Shayo EH, Kivuyo S, Seeley J, Bukenya D, Karoli P, Mfinanga SG, et al. The acceptability of integrated healthcare services for HIV and non-communicable diseases: experiences from patients and healthcare workers in Tanzania. BMC Health Serv Res. (2022) 22(1):655. doi: 10.1186/s12913-022-08065-4

88. Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated consolidated framework for implementation research based on user feedback. Implement Sci. (2022) 17(1):75. doi: 10.1186/s13012-022-01245-0

89. Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM, et al. A refined compilation of implementation strategies: results from the expert recommendations for implementing change (ERIC) project. Implement Sci. (2015) 10(1):21. doi: 10.1186/s13012-015-0209-1

90. Green BN, Johnson CD. Interprofessional collaboration in research, education, and clinical practice: working together for a better future. J Chiropr Educ. (2015) 29(1):1–10. doi: 10.7899/JCE-14-36

91. Reeves S, Pelone F, Harrison R, Goldman J, Zwarenstein M. Interprofessional collaboration to improve professional practice and healthcare outcomes. Cochrane Database Syst Rev. (2017) 6(6):CD000072. doi: 10.1002/14651858.CD000072

92. Rousseau C, Pontbriand A, Nadeau L, Johnson-Lafleur J. Perception of interprofessional collaboration and co-location of specialists and primary care teams in youth mental health. J Can Acad Child Adolesc Psychiatry. (2017) 26(3):198–204.29056982



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Access to adolescent-responsive oral, mental, sexual, and reproductive healthcare services in Africa through dental clinics

		Introduction



		Main narrative



		A holistic, integrated approach to healthcare delivery



		Models of integrated maternal-child/adolescent health and chronic disease care



		Needs assessments, approaches and procedures for integrating OMSRH services for adolescents in the dental clinic



		Oral, mental and sexual and reproductive health behavior modification



		Comprehensive screening



		Referrals











		Integrating OMSRH care for adolescents: benefits and opportunities



		Provider roles in collaborative, integrated OMSRH care for adolescents in Africa











		Discussion



		Recommendations for the implementation of comprehensive adolescent OMSRH services in Africa



		Potential barriers to the implementation of adolescent OMSRH services in Africa











		Conclusions



		Data availability statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Generative AI statement



		Publisher's note



		References



















OPS/images/cover.jpg
’ frontiers ‘ Frontiers in Oral Health

Access to adolescent-responsive
oral, mental, sexual, and
reproductive healthcare

services in Africa through
dental clinics





OPS/images/froh-06-1545988-t001.jpg
Potential barriers | CFIR 2.0 | Potential

domain facilitators
Pawcity of evidence on | Innovation (OMSRH | Implementation Science
feasibility, implementation | Models) (15) methods will provide
and effectiveness of strategies for optimizing
OMSRH models integration and
sustainability
Complexity of OMSRH Increased efficiency,
reduced stigma and
improved service uptake for
significant adaptation of neglected areas like oral and
existing service structures mental health

Inconsistent data and | Inner Setting (Facilities) | Multidisciplinary
monitoring systems limit collaboration that
evidence-based decision establishes referral

making pathways between OMSRH
providers can enhance
service delivery

Lack of policy and Outer Setting (Policy | Leveraging existing NCD/
institutional frameworks | and Systems) HIV integration
frameworks

Fragmented healthcare Alignment with the WHO
systems may not allow for Global Oral Health Action
cross specialty Plan and the NCD agenda
collaboration

Limited healthcare worker | Individuals Healtheare worker training
capacity to implement | (Implementers, to improve knowledge and
integrated and adolescent | Adolescents and Other | capacity to implement
responsive care Stakeholders) integrated adolescent care

Adolescent hesitancy Engaging champion
induced by privacy stakeholders who have
concerns, fear of interest and influence
judgement, and
misinformation may
reduce service utilization
Stigma and social barriers
are a hindrance to
adolescents accessing
services

Monitoring and evaluating | Implementation Projections and sensitivity
integrated OMRSH Process analyses data that help to
services require sustained predict outcomes with
effort and resources, which different OMSRH models
may be lacking. Formative research and
pilot studies to test
integration models before
full-scale implementation

Using an implementation
science blueprint and
existing ized tools

*Facilitators and barriers listed on the same row are not necessarily matched. CFIR
consolidated framework for implementation research; OMSRH, oral, mental, and sexua
snd sepraductive hesliis NOTX Aoncomnmalonbls dassss;









OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Oral Health





OPS/images/froh-06-1545988-g003.jpg
Client
(Adolescent
ou

Outcomes Outcomes sy
i Formative

O nenmarana ™ || assessment of dentify/develop Key outcomes:

SRH/HIV services in Deriers snd best was to deliver Acceptability Key outcomes: Key outcomes:

d pacia facilitators to integrated OMSRH Pt ) o

egrateaprcoge sudill| Fo i Feasibility Effciency Satisfaction
0 align with di Penetration/Reach Safety Function

ool each component || address contetual

service and clent || integration of all enhance foitstors Cost

three components.






OPS/images/froh-06-1545988-g002.jpg
No adolescent clinics, Pediatric (0-9 yrs),

or clinics only for adolescent/youth
single chronic health (10-19 or 10-24 yrs)
condition eg sickle cell, and adult (20 or 25
asthma, diabetes* yrs +) HIV linics

Future directions?
Other (eg dental)
clinics as point of
integration?

Pediatric HIV clinics (0-
14 yrs) and adult HIV
clinics (15 years +)

Pre-PEPFAR Post-PEPFAR
Pre-2003-2005 After 2003-2005

centered
adolescent/youth
service integration,
typically with SRH, STI,
substance use and/or
mental health services

*Single disease adolescent clinics did not typically focus on mental health or sexual and reproductive health in this era





OPS/images/froh-06-1545988-g001.jpg
ol eath O ygiene

¥

i

H
]
|
1|

MentalHealth | | [ Psychologicaldistress | [ suiidal ideation |

Depression, ai

mental h

Risky behaviors |

[[Pevehoactive substances |

Sexual abuse
L

HIV-positive status
Sexual orientation

STiand HIV risk






