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FOREWORD

With 2020 in sight, there is no time to waste 
in making our goals a reality and ensuring that 
children and adolescents are not left behind. For 
PATA, placing health providers at the centre of 
the response is the first step in overcoming the 
barriers to the targets we have set ourselves. 
Achieving global super-fast-track targets1 

will require skilled and resilient health providers who 
work in partnership with communities to deliver 
high-impact innovative approaches at each step of 
the HIV prevention, treatment and care cascade to 
meet the unique and diverse needs of children and 
adolescents at risk or living with HIV.

In this context, and with a 14-year track record of 
developing this capacity and facilitating linking and 
learning fora, PATA is uniquely placed to support 
achievement of key global targets and shape the 
post-2020 agenda. By understanding the barriers 
and experiences on the frontline and grappling with 
the perspectives of those at the centre 

1 In agreeing to the Sustainable Development Goals, the global community set an ambitious target of ending the AIDS epidemic by 2030. 
To reach this target, children, adolescents and young women need a super-fast-track approach to access HIV prevention, treatment, care 
and support services. https://free.unaids.org/

of service delivery (health providers) we can show-
case emerging practices and home-grown solutions 
that bridge policy and practice, service delivery, 
community and information gaps. Building on the 
gains achieved over the last period (2016-2018), 
the strategic focus of this plan will harness PATA’s 
growing network of associated facilities and frontline 
health providers and strengthen its linking and learn-
ing framework. Increased capacity and partnership 
will create expanded scope and momentum for PATA 
to walk this last mile with others in driving service 
delivery models that accelerate achieving super-fast 
track targets and ending AIDS. With this end in 
sight, PATA will continue to draw on and document 
local lessons from the frontline where its linking 
and learning framework and strategic pillars can 
be further leveraged in pursuit of Universal Health 
Coverage (UHC) and the Sustainable Development 
Goals (SDG).
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INTRODUCTION: 
MIND THE GAP - CHILDREN AND 
ADOLESCENTS LEFT BEHIND

Substantial progress has been made and several opportunities lie ahead in the last mile to realising a world 
free of AIDS. The SDG and its commitments to UHC, together with the super-fast track approach of Start 
Free, Stay Free and AIDS have established targets and set the course. Yet, as 2020 looms on the horizon, 
we still have miles to go with the pace of progress not matching global ambition 2and without dedicated 
support millions of children, adolescents and young people will be left behind.

2 UNAIDS, Global AIDS Update, http://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2018/july/miles-to-go 
Published 2018. Accessed 18 February 2019

Amidst a deepening health provider gap and declining 
workforce, UHC will remain an impossibility. Africa 
experiences a shortage of 2.4 million doctors and 
nurses. The continent has 2.3 health providers per 
1000 people, compared to America, which has 24.8 
health providers per 1000 people. The citizens of 
our continent experience 25% of the global disease 
burden yet only have 1.3% of the world’s health 
providers caring for them. Health providers urgently 
require investments to be made in their training and 
must be provided the necessary acknowledgement, 
infrastructure and supplies to do their jobs effectively 

and be retained. For PATA, placing health providers 
at the centre of the response is the first step in over-
coming the enduring barriers to the targets we have 
set ourselves. Achieving global super-fast-track targets 
requires urgent upskilling of health providers who can 
be supported by the community to deliver high-impact, 
innovative approaches and service delivery models 
along the HIV prevention, treatment and care cascade 
so that all children and adolescents in sub-Saharan 
Africa can live long, healthy lives.

The health provider gap The treatment gap

The practice to policy gap The service gap

The community gap The information gap

Children living with HIV Children on ARV treatment Infants exposed to HIV that
were tested after 2 weeks

34,000
53%
45%

540,000
21%
20%

3,000
62%
28%

1,400,000
51%
52%

140,000
51%
17%

Latin America 
and the 
Caribbean

East and 
Southern 

Africa

West and 
Central Africa

Middle East 
and North 
Africa

South Asia

Global access to HIV treatment and testing for infants and children
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Health providers on the frontline are first-hand 
witnesses to how services are being delivered. 
As  the experts, health providers can speak from 
an informed and realistic perspective on patients, 
health system needs and priorities. They are also 
ideally placed to use their knowledge and influence 
to advocate for, and with patients, to improve the 
health care system and shape the service experi-
ence. Health providers can, and should be, agents of 
change. Advocacy is a critical skill needed but few 
health providers have the motivation, confidence, 
knowledge and skills to navigate and address health 
system challenges and the underlying factors that 
lead to poor service delivery or patient rights viola-
tions. While the legitimate voices of health providers 
are often ignored, there is also a growing need for 
them to be more actively engaged and supported 
to drive quality improvements and change within 
their local settings, whilst also networking with 
advocacy organisations to represent and voice their 
own concerns in wider fora.

3  Bekker et al. nsuring Children and Adolescents are not left behind. JAIDS, Vol 78 https://www.who.int/hiv/pub/journal_articles/jaids2018-01.
pdf?ua=1 Published 2018. Accessed 19 February 2019. 

Scale up and progress against established targets 
in HIV prevention, with linkage to treatment and 
care, particularly for children and adolescents 
remains uneven and lags substantially behind in 
places. A decade ago, the HIV response looked 
very different for children but expanding access 
to antiretroviral therapy (ART) and progress made  
under the Global Plan toward the elimination of new 
infections among children by 2015, has ensured that 
an increasing number of children are now surviving 
into adolescence and adulthood. Universal treatment 
of women living with HIV has averted an estimated 
1.6 million new HIV infections among children, 
with new infections among children (0–14 years) 
having halved since 2010. Despite this significant 
progress, the number of children newly infected 
with HIV remains unacceptably high3 as one in five 
women are either not tested for HIV or not started 
on ART during pregnancy. Moreover, these coverage 
estimates are  based only on ART initiation and do 
not account
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 for women who drop out of care soon after initi-
ation. Loss to follow-up is even more pronounced 
after delivery, with 12-month retention rates in 
some countries below 60%.4 The UNAIDS super-fast 
track framework for ending AIDS set a target of 
preventing 95% of new paediatric HIV infections 
and treating 95% of all children living with HIV by 
2018, yet only 50% of children living with HIV were 
on treatment and in most burdened countries, only 
half of the children exposed to HIV were tested 
within the recommended first 2 months of life. Early 
infant diagnosis (EID) within the first 2 months of life 
remains unacceptably low at 42% and even when 
available, linkage to care and treatment initiation 
occurs in a small proportion of infected infants and 
results in a persistent treatment gap for children.5

Without timely ART, the impact on paediatric 
morbidity and mortality is devastating, with 52% 
of perinatally infected children dying within one year 
of infection without treatment.6 Initial progress and 
gains made for children are not being sustained. This 
is further compounded by limited treatment options, 

4 Woelk GB, Ndatimana D, Behan S, et al. Retention of mothers and infants in the prevention of mother-to child transmission of HIV 
programme is associated with individual and facility-level factors in Rwanda. J Int AIDS Soc 2016; 19: 20837 

5 UNICEF. Global HIV and AIDS Epidemiological Estimates for 2014.; 2015. 

6 Becquet R., Marston M., Dabis F., et al. Children Who Acquire HIV Infection Perinatally Are at Higher Risk of Early Death than Those 
Acquiring Infection through Breastmilk: A Meta-Analysis. PLoS ONE. 2012; 7(2) e28510. https://doi.org/10.1371/journal.pone.0028510

7 UNICEF. United Nations Children’s Fund. Annual Results Report: HIV and AIDS. New York; 2017.

8 Hudelson C, Cluver L. Factors associated with adherence to antiretroviral therapy among adolescents living with HIV/AIDS in low- and 
middle-income countries: a systematic review. AIDS Care. 2015;27(7):805-816. doi:10.1080/09540121.2015.1011073.

while sub-optimal formulations have contributed 
to poor adherence and outcomes. There is an 
urgent need to accelerate the development and 
uptake of the most needed drug formulations and 
diagnostics for children.

Adolescents and young people (AYP) account for an 
estimated 45% of new HIV infections worldwide, 
with young women disproportionately affected. 
Amidst the fastest growing youth population in the 
world, sub-Saharan Africa experiences 70% of all 
new HIV infections amongst AYP. Approximately 
1.2 of the 1.6 million adolescents (75%) living with 
HIV in sub-Saharan Africa are living in East and 
Southern Africa.7 At a time when HIV-related deaths 
are decreasing in all other age groups, it remains the 
leading cause of death among adolescents aged 
10 -19 in Africa. ART provides an opportunity for 
survival and long-term wellbeing, but access and 
adherence to treatment and long-term retention 
in care remains a challenge for this age group.8 
Adolescents and young people face several barri-
ers through a complex convergence of structural, 

Region
Mother-to-child 
HIV transmission 

rate (%)

HIV incidence per 
1,000 adolescents 

15-19

PMTCT Coverage 
(ART) (%)

Early infant 
diagnosis (%)

ART Coverage 
among children 

0-14 (%)
Eastern and 
Southern Africa 9.9 (8.0-12.1) 2.24 (0.54-4.29) 93 62 59

West and Central 
Africa 20.3 (15.9-23.4) 1.32 (0.29-2.74) 47 21 26

South Asia 18.4 (15.9-23.4) 1.32 (0.29-2.74) 47 21 26

Latin America and 
the Caribbean 11.9 (10.0-14.7) 0.35 (0.15-0.69) 73 47 54

East Asia and the 
Pacific 15.7 (14.3-17.3) 0.11 (0.07-0.21) 57 28 68

Middle East and 
North Africa 18.4 (16.7-19.7) 0.05 (0.02-0.09) 41 33 71

Eastern Europe 
and Central Asia - - - - -

Western Europe - - - - -

North America - - - - -

Global 12.7 (10.2-15.0) 0.43 (0.13-0.84) 80 51 52

Global Snapshot Children HIV and AIDS (Data Sources: Global AIDS Monitoring 2018, UNAIDS 2018 estimates and UNICEF Global 
Databases of nationally representative population-based surveys 2010-2017
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cognitive, behavioural and health-systems9 and a 
developmental stage characterised by tumultuous 
change. HIV-related stigma and discrimination in 
health care settings further discourages adolescents 
and young people from accessing HIV services. 
Confronting marginalisation in HIV care is critical 
to ensuring service access and positive treatment 
outcomes for these age groups. Urgent attention 
must be given to upscaling service delivery models 
that can drive case finding of both children and AYP 
with linkage to treatment and quality care services 
that are free of charge, person centred, stigma free 
and available to all.

Access to HIV prevention, treatment, care and support 
for children and adolescents in sub-Saharan Africa 
is impacted by weak health systems and service 
delivery gaps. Service delivery is often fragmented, 
overburdened and overcrowded. Ever-increasing 
capacity gaps at the frontline continue to under-
mine UHC and limit access for people in vulnerable 
communities and remote areas to well-trained, 
culturally-sensitive and competent health staff.10 
Increased attention must be applied to approaches 
that can both integrate services in an expanding public 
health approach whilst also prioritise and differentiate 

9 UNAIDS JUNP on H. Fact Sheet 2015 | UNAIDS.; 2015.

10 Dr. Carissa Etienne, WHO Regional Director for the Americas

11 http://www.who.int/workforcealliance/knowledge/resources/chw_outcomedocument01052014.pdf

services for the most marginalised and inadequately 
served. This will be reliant on strengthening frontline 
capacity and engaging multidisciplinary teams and 
health cadres (professional and non-professional)11 

who work hand in hand with the community. The 
gap between policy and practice is often highlighted 
as implementation on the ground not keeping pace 
with national policy and international guidance. 
The gap between practice and policy is however as 
important, with policy often needing to catch up to 
the leading edge of practice. Across the continent, 
health providers and programme implementers are 
confronting and overcoming barriers, developing 
solutions and testing innovations every day in 
creative and resourceful ways. When normative 
guidance cannot respond quickly, we must harness 
and leverage the collective knowledge and experi-
ence from those at the frontline of service delivery. 
Global commitments and pledges have the power 
to influence paediatric and adolescent outcomes 
only insofar as they emerge as practical, concrete 
activities and interventions on the ground. Only with 
the systematic collection of real-world ‘practice-based 
evidence’ driven from the frontline can we gain traction 
and influence policy or programmatic change that is 
sustainable and responsive to varying contexts.

9
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Evidence to support optimal delivery of services to 
children and adolescents is often lacking with an 
information gap existing on which service delivery 
models are effective and how implementation chal-
lenges can best be overcome. This is coupled with 
a lack of disaggregated data available by age and 
gender at a facility or country level that limits our 
ability to develop sound evidence-informed policy and 
programmes. Not only does the routine collection of 
disaggregated data need to be improved to inform 
provincial, national and global policy, but the increased 
use and engagement with this disaggregated data at 
the facility by those delivering the service is required. 
Data access and utilisation by health providers on the 
frontline is key to shaping facility operations and service 
delivery that is responsive and efficient in real-time.

Notwithstanding the urgent need for professional 
health providers, the newly established super-fast-
track frameworks, together with global guidance on 
Universal Test and Treat (UTT) will require unprecedented 

rapid scale-up, and implementation of new ways of 
delivering services. Providing access to prevention 
and treatment to all pregnant women, children and 
adolescents will require a shift away from intensive, 
individualised care to that of an expanded public 
health approach, which is characterised by decen-
tralisation, simplification, task-shifting and extended 
community-based service delivery. At the forefront 
of global efforts leading up to 2020 and beyond will 
be the community. Delivering on the Three Frees will 
require an immediate, accelerated approach. Without 
a bold and empowered community response, the 
health system, operating in isolation, will not succeed 
in breaking down many of the barriers preventing 
access to services and retention in care. Community 
linkages need to be leveraged and through stronger local 
health system partnerships, clinics and communities 
can increase uptake, link children and families into care, 
combat stigma and discrimination, and implement and 
monitor services together.

AT A GLANCE

In sub-Saharan Africa, three in five new 
HIV infections among 15–19-year-olds are 
among girls. 

Source: UNAIDS 2018 estimates.

IN SUB-SAHARAN AFRICA,  
42% OF WOMEN LIVING IN 
URBAN AREAS AGED 15–24 HAD A 
PREGNANCY BEFORE THE AGE OF 18.

IN RURAL AREAS, MORE THAN 50% 
OF WOMEN AGED 15–24 HAD A 
PREGNANCY BEFORE THE AGE OF 18.

Source: Population-based surveys, 2011–2016.The statistics are based on available data from 
27 countries in which 80% of all women aged 15–24 years in sub-Saharan Africa live.

52% 
of adolescent girls and  

young women in rural areas  
are unable to make decisions  

about their own health,  
compared with

47%
 in urban areas.

Source: Population-based surveys, 2011–2016. The 
statistics are based on available data from 28 countries 
in which 83% of all women aged 15–24 years in sub-
Saharan Africa live.

10X
HIV INCIDENCE IS 
10 TIMES HIGHER 
AMONG FEMALE 
SEX WORKERS 
THAN AMONG 
THE GENERAL 
POPULATION

Source: UNAIDS, 2018.Source: Global health estimates 2016: deaths by cause, age, sex, by country and by region, 2000–2016.  
Geneva, World Health Organization; 2018.

AIDS-related illnesses are the leading cause of death among 
15–49-year-old females globally (hundred thousands)

HIV 302.7

Maternal conditions 298.2

Ischaemic heart disease 182.3

Self-harm 164.1

Road injury 154.5

Tuberculosis 152.4

Stroke 143.4

Breast cancer 140.9

Cirrhosis of the liver 89.2

Diarrhoeal diseases 87.1

Of every five new HIV 
infections among young 

people (15–24 years), three 
are among young women.

Source: UNAIDS 2018 estimates.

7 out of 10 women in conflict setting and in refugee populations are 
exposed to gender-based and sexual violence.

Women who have experienced violence are 50% more likely to be living 
with HIV. 

Women who have been physically or sexually abused by their partners report 
higher rates of mental health issues, including depression and anxiety, higher use 
of alcohol and less control over sexual decision-making.

Each year, 12 million girls 
are married before the age 
of 18—married too soon, 
endangering their personal 
development and well-being. 

Source: United Nations Children's Fund 2018 estimates.

AROUND

100
adolescents (10–19 years) died  

of AIDS-related illnesses  

every day in 2017.

Source: UNAIDS 2018 estimates.

Source: www.unwomen.org/en/what-we-do/humanitarian-action/facts-and-figures.

Source: Jewkes, R. et al (2010). Intimate partner violence, relationship power inequity,  
and incidence of HIV infection in young women in South Africa: a cohort study. The Lancet 376(9734):41-48.

16% of rural currently 
married adolescent 
girls and young women 
who live in sub-Saharan 
Africa report using a 
modern contraceptive. 

23% of urban currently 
married adolescent 
girls and young women 
who live in sub-Saharan 
Africa report using a 
modern contraceptive. 

Source: Population-based surveys, 2011–2016. The statistics are based on available data  
from 28 countries in which 83% of all women aged 15–24 years in sub-Saharan Africa live.
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7 out of 10 women in conflict setting and in refugee populations are
exposed to gender-based and sexual violence.

Women who have experienced violence are 50% more likely to be living
with HIV.

Women who have been physically or sexually abused by their partners report
higher rates of mental health issues, including depression and anxiety, higher use
of alcohol and less control over sexual decision-making.

Each year, 12 million girls 
are married before the age 
of 18—married too soon, 
endangering their personal 
development and well-being. 

Source: United Nations Children's Fund 2018 estimates.

AROUND
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of AIDS-related illnesses 

every day in 2017.

Source: UNAIDS 2018 estimates.

Source: www.unwomen.org/en/what-we-do/humanitarian-action/facts-and-figures.

Source: Jewkes, R. et al (2010). Intimate partner violence, relationship power inequity, 
and incidence of HIV infection in young women in South Africa: a cohort study. The Lancet 376(9734):41-48.

16% of rural currently
married adolescent
girls and young women
who live in sub-Saharan
Africa report using a
modern contraceptive.

23% of urban currently
married adolescent
girls and young women
who live in sub-Saharan
Africa report using a
modern contraceptive.

Source: Population-based surveys, 2011–2016. The statistics are based on available data 
from 28 countries in which 83% of all women aged 15–24 years in sub-Saharan Africa live.

Out of 30 days 
in a month, a 
person will only 
spend one of 
these at the 
clinic, and the 
rest will be 
spent in the 
community.”
– GRACE NGULUBE,
ZALEWA CLINIC, MALAWI

“
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PATA’S BEGINNINGS
In response to the growing South African HIV epi-
demic, a group of local health providers established 
the countries first paediatric treatment programme 
for HIV-infected children attached to Groote Schuur 
Hospital (GSH). Funded and supported by the One 
to One Children’s Fund, the programme reached 
300 children as one of the first paediatric treatment 
sites in the region. Over 90% of children initiated 
responded to treatment that was implemented as 
part of a holistic, family-centred approach. The 
GSH programme began hosting health provider 

teams from across South Africa and sub-Saharan 
Africa, becoming an important learning ground for 
others who wanted to initiate paediatric treatment 
programmes. Seeing this peer learning in action 
inspired the birth of PATA as a knowledge sharing 
network of paediatric HIV health provider teams 
and led to the first PATA Forum convened in 2005. 
PATA was formally registered in 2007.

2005 2007 2011 2013 2014 2015 2016 2017 2018

First PATA 
Forum

The Expert Patient Programme 
grows out of the 2010 PATA 

Summit held in Kenya

PATA (Paediatric AIDS Treatment for 
Africa) registers

PATA’s forum methodology expands to 
local, national, regional & continental

PATA network expands to 258 
health provider teams across 

sub-Saharan Africa

C3 launches

PATA conducts regional 
situational analysis

PATA introduces 
first Youth Summit

PATA network expands to 
364 health provider teams 
across sub-Saharan Africa

P2Z launches

PATA establishes a Youth 
Advisory Panel (YAP) and 

Technical Advisory Panel (TAP)

REACH pilot launches

First PATA Situational 
Analysis launches, “Reality

check in paediatric and 
adolescent HIV: The here 

and now of service delivery
on the frontline in 

sub-Saharan Africa”

ABCD launches

DSD4A launches

PATA celebrates its 10th birthday, holding its 13th 
Continental summit & largest forum to date

PATA begins operating as 
Paediatric―Adolescent Treatment Africa 

READY+ launches
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Since then, PATA Forums have created a capacity-
building platform and collaborative meeting space 
for health provider teams from across the region. 
PATA projects and programmes have developed out 
of the PATA Forum foundation and methodology 
and have informed the development, documentation 
and sharing of promising practices in paediatric 
and adolescent HIV treatment and care. Over the 
years PATA has expanded its scope alongside shifts 
in the epidemic to focus on both paediatric and 
adolescent HIV populations and to better reflect 
this, changed its operating name to Paediatric – 
Adolescent Treatment Africa (PATA) in 2017, 
whilst retaining its legal and registered name as 
Paediatric AIDS Treatment for Africa. The meaning 
of PATA in Xhosa and Zulu (phatha) is ‘to touch or 
feel’ and in Swahili refers to ‘reaching out’. PATA 
seeks to reach out and support frontline health 
providers who make a difference through touching 
the lives of young people impacted by HIV across 
sub-Saharan Africa.

Since 2005, PATA has held eight Continental 
Summits, four Regional Forums, 54 Local Forums 
and clinic-CBO Partnership Initiation Forums (PIF) 
and two Youth Summits in Botswana, Cameroon, 
DRC, Ethiopia, Kenya, Lesotho, Malawi, Rwanda, 
South Africa, Swaziland, Tanzania, Uganda, Zambia, 
Mozambique and Zimbabwe. Together, these forums 
have built the capacity, and shared lessons and 
service delivery models that have reached health 
provider teams from 454 health facilities across 24 
countries. Reportedly, a total of 196 562 infants, 
children and adolescent are accessing treatment 
across health facilities engaged in PATA programmes 
and activities.

2005 2007 2011 2013 2014 2015 2016 2017 2018

First PATA
Forum

The Expert Patient Programme 
grows out of the 2010 PATA

Summit held in Kenya

PATA (Paediatric AIDS Treatment for
Africa) registers

PATA’s forum methodology expands to 
local, national, regional & continental

PATA network expands to 258 
health provider teams across 

sub-Saharan Africa

C3 launches

PATA conducts regional 
situational analysis

PATA introduces 
first Youth Summit

PATA network expands to 
364 health provider teams 
across sub-Saharan Africa

P2Z launches

PATA establishes a Youth 
Advisory Panel (YAP) and 

Technical Advisory Panel (TAP)

REACH pilot launches

First PATA Situational 
Analysis launches, “Reality 

check in paediatric and 
adolescent HIV: The here 

and now of service delivery 
on the frontline in 

sub-Saharan Africa”

ABCD launches

DSD4A launches

PATA celebrates its 10th birthday, holding its 13th 
Continental summit & largest forum to date

PATA begins operating as 
Paediatric―Adolescent Treatment Africa 

READY+ launches

PATA Milestones
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PATA TODAY

The PATA network offers a powerful platform for regional collaboration, capacity building and peer-
to-peer exchange – closing gaps and building bridges for linking, learning and partnership in the 
paediatric-adolescent HIV response.

Facilitating Platforms, Closing Gaps & Building Bridges for Linkage, Learning & Partnership

Between to Strengthen
Child, family and YPLHIV 
Service users

Frontline health providers
Service providers

Health partnership

Community health providers, peer 
supporters (lay cadres)

Professional
Health Provider

Health team

Community Health Clinic Local Health Partnerships
Structure, cluster

Health providers in one location Health providers in another location Health network & community of 
practice (COP)

Policy makers and strategic partners Health providers & frontlne practice Healthy policy

LOCAL PRACTICE               GLOBAL POLICY
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MISSION AND VISION

Our Mission is to mobilise, strengthen and build resilience in a network of health providers, 
facilities and communities on the frontline of paediatric and adolescent HIV service delivery in 
sub-Saharan Africa.

Our Vision is that all children and adolescents living with HIV in sub-Saharan Africa receive optimal 
treatment, people-centred care and support and live long, healthy lives.

CORE VALUES
• Excellence –    We expect and strive to bring 

forth the best in ourselves and each other. 
Only in being a high-performing team, 
supporting high-performing health providers, 
can we achieve our ambitious goals.

• Passion and Commitment –  Our mission 
demands nothing less than unmatched 
energy, enthusiasm and the deepest 
dedication from all of us. We turn passion 
into action, commitment into results.

• Integrity and Transparency –  We deliver on 
our commitments to each other and to our 
stakeholders. With clear goals, an honest 
assessment and reflection of our challenges, 
and continuous improvement, we can achieve 
our vision for the future.

• Trust and Respect –  We believe that trust 
and respect is the cornerstone of effective, 
mutually beneficial, productive relationships. 
When there is trust among and between 
staff, board members, partners and health 
providers, we all move forward together as 
partners in health.

• Non-discrimination and Stigma Free –  We 
believe in the advancement of human rights 
and the development of institutions, systems 
and services that can provide universal health 
coverage, just and people-centred services 
that are free from all forms of stigma or 
discrimination.
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TARGET POPULATIONS
PATA’s goals, programmes and activities target its primary (direct) beneficiary group (frontline health 
providers, health provider teams, implementing partners and policy makers). We do this with the aim 
of improving the lives of our secondary (indirect) beneficiary group (children and adolescents at risk of 
and living with HIV).

PATA believes that frontline health providers are a central and effective entry point to improving paediatric 
and adolescent HIV prevention and treatment outcomes. Health providers are ideally placed to use their 
knowledge and influence to advocate for and drive improvements in the health care system and service 
delivery experience. Health providers are agents of change.

PRIMARY: health facilities, health 
provider teams, & local implementing 
partners.

SECONDARY: children, adolescents 
and YPLHIV, together with their care 
givers, peers and local community 
partners.

PATA Target 
Populations
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FOCUS COUNTRIES

The PATA network includes health facilities and providers across 24 sub-Saharan African countries:

• Southern Africa:  Angola, Botswana, Lesotho,
Malawi, Mozambique, Namibia, South Africa,
eSwatini, Zambia, and Zimbabwe.

• East Africa:  Burundi, Ethiopia, Kenya, Rwanda,
Tanzania, and Uganda

• West and Central Africa:  Burkino Faso,
Cameroon, Cote d’Ivoire, DRC, Ghana, Nigeria,
Republic of Congo, and Togo.

While general PATA information and resources 
are available to PATA members across the entire 
network and all countries, PATA’s more focused, 

resource-intensive, direct capacity-building activities 
target 12 priority focus countries. These countries 
may have high disease burden, increasing new 
paediatric/adolescent infections and AIDS related 
mortality, with limited paediatric/adolescent case 
finding and persistent treatment gaps. PATA may 
expand or retract its number of focus countries 
during this period based on opportunity and shifting 
needs.

Across 2019 - 2023, PATA’s focus countries are 
Mozambique, eSwatini, Ethiopia, Kenya, Tanzania, 
Uganda, Nigeria, Malawi, South Africa, Zambia, 
Zimbabwe and Cameroon.
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DIFFERENTIATORS

The PATA network has grown to include health 
providers at more than 454 associated health fa-
cilities across 24 countries that collectively care for 
approximately 200,000 children and adolescents on 
ART. PATA provides access to and serves as a point 
of entry to a network of frontline health providers 
responsible for the treatment, care and support 
of HIV-positive children and adolescents across 
sub-Saharan Africa. This offers a powerful platform 
to deliver large-scale, cost-effective capacity-building 
and technical input directly to the frontline.

The PATA network includes members from three 
sub-Saharan Africa regions and provides a helpful 
regional snapshot and footprint, providing access 
to valuable information and insight to health provider 
challenges and barriers, experiences, preferences 
and effective service delivery models and solutions. 
This information can inform policy and programmatic 
change at local, national and global levels.

The PATA network comprises several cadres and 
teams of health professionals’ providers, including 
doctors, nurses, pharmacists, counsellors, com-
munity health providers and peer supporters. The 
focus on multi-disciplinary approaches forms part 
of PATA methodology on creating communities 
of promising practice. This diversity of network 
composition creates opportunity for increased peer 
to peer and south to south exchange with a central 
focus on clinic-community collaboration - building 
partnerships for health.

A tried and tested methodology of convening 
PATA Forums (local, regional, and continental) 
is well recognised and valued in the sector. The 
PATA Forum methodology provides a platform and 
springboard for capacity building, networking, sharing 
lessons and guidance whilst offering a safe space for 
inter-generational and inter-sectoral dialogue linking 
local practice to policy making.

A network of frontline health providers engaged in paediatric and adolescent service 
delivery, creating a powerful platform to deliver large-scale, cost-effective capacity-
building and technical input directly to the frontline. 

A regional footprint across sub-Saharan Africa offers a snapshot of valuable information 
and insights to barriers, health provider experiences and preferences with effective 
service delivery models from the frontline. This information can inform policy and 
programmatic change at local, national and global levels.

Health providers at the centre. Health providers on the fronline are ideally placed 
to use their knowledge and experience to drive and advocate for serivce delivery 
improvements. PATA works directly with health provider teams, creating opportunity 
for quality improvements, peer to peer exchange, community collaboration, linkage and 
learning between peers, partners and policy makers. 

A tried and tested methodology of convening local, regional, and continental forums that 
is well recognised and valued in the sector. PATA Forums provide a platform for capacity 
building, networking, sharing lessons and guidance whilst offering a safe space for 
inter-generational and inter-sectoral dialogue linking local practice to policy. 

Network

Regional

Focus

Forum 
methodology
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PATA FRAMEWORK: STRATEGIC AIMS AND ACTIVITY STREAMS

PATA’s linking and learning framework has the following strategic aims:

• Build and support an engaged network of health
providers and facilities.

• Facilitate platforms for linking and learning to
share knowledge and promising practices.

• Champion innovative and targeted paediatric
and adolescent service delivery models.

• Generate, collate and disseminate evidence
and collaborate in joint advocacy initiatives and
partnerships.
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PATA aims are met through strategic pillars and activity streams: PATA Forums, PATA Projects, PATA 
Learning and PATA Connect. Each of these strategies are supported by PATA Capacity Building activities, 
information sharing and technical support as described below.

Capacity Building 
& Technical Assistance

PATA LEARNING
Practice-based 
evidence & 
advocacy

PATA 
CONNECT

PATA 
FORUMS

PATA PROJECTS
Incubation 
projects & quallity 
improvement plans
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Strategies and activity streams

PATA FORUMS

PATA Forums are collaborative meetings where mul-
tiple cadres of health professionals and lay service 
providers, including doctors, nurses, pharmacists, 
counsellors, peer supporters, community health 
providers and local community partners, convene for 
technical capacity-building, peer-to-peer exchange 
and the design of quality improvement initiatives. 
The format includes plenary presentations, peer 
workshops, world café’s or skills building sessions, 
as well as multisector stakeholder panels where 
network members share frontline experiences, 
promising practices and service delivery models. 
Service delivery models shared focus on real-world 
home-grown solutions highlighting implementation 
strategies, lessons and operational considerations. 
The forums culminate in health facility teams drafting 
quality improvement plans which articulate an inter-
vention, activity or service area that will be tested 
as a pilot project or quality improvement area that 
is monitored and supported following the forum.

PATA has developed its forum approach over the past 
decade, laying the foundation for peer to peer learn-
ing and quality improvement planning. Content and 
thematic areas prioritised at each forum complement 
PATA focus areas and are aligned to PATA Programmes 
or defined ‘communities of practice’.

The PATA Forum methodology also provides a 

safe space and springboard for inter-sectoral and 
inter-generational dialogue, linking frontline health 
providers with national, regional or global policy 
makers and development partners, bridging the gap 
between local practice and policy making.

PATA Forums are premised on a team approach 
where multiple members of one health facility 
team are supported to attend, and in places, will 
attend together with a community partner. The 
composition of participating teams may differ and is 
reliant on budget, size and location of the forum. All 
forums endeavour to have two or three members in 
attendance from any one facility team, with members 
holding either a clinical, psychosocial, managerial or 
community partnership role.

Participating teams are encouraged to share their 
own experiences and learning gained at the forum 
with local teams once they return home, as well as 
support PATA Local Forum initiatives in-country 
and the establishment of local learning hubs in 
their community or clinic, in a cascaded linking and 
learning methodology.

PATA Forums

Methodology Participants Approach 

PATA Continental Summits Frontline health providers from 5 
or more countries in the region

Draws on global and regional expertise - policy makers 
and global or regional partners

PATA Regional Forums Frontline health providers from 2 
to a maximum of 4 countries in 
the region

Draws on regional and national expertise - policy makers, 
regional partners and stakeholders

PATA Local Forums Health providers in-country or 
designated province / district

Draws on national expertise - policy makers and partners 
together with local implementing partners and key 
stakeholders
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PATA PROJECTS

Through regular situational analysis undertaken across the network and sharing service delivery models 
at PATA Forums, it can identify emerging innovations, interventions or service delivery models from 
the frontline that have the potential to improve paediatric-adolescent health outcomes at scale. PATA 
Projects include:

Quality Improvement Plans (QIP):

• Small, time-bound initiatives
that take the form of small
quality improvement plans
that are established at PATA
Forums.

• QIP endeavour to implement
a new initiative, operational
procedure or improve an
aspect of an existing service
area for learning.

• QIP are integrated into all
PATA Forum processes
and are supported and
monitored with in-country
technical support provided
when attached to a PATA
Programme.

Incubation Projects (IP):

• QIP grow into formal IP that
are small test pilot projects that
are time bound, implemented,
measured and reported
against. IP can either be:

» Initiatives that have not been
systematically demonstrated
or formally evaluated.

» New to a local setting
(modified to address local
circumstances), but not
necessarily to a global
context.

» Service delivery models that
offer a learning ground for
new, adapted or innovative
models.

Programmes:

• Larger scale projects that
emerge from QIP or IP that
show strong anecdotal
evidence or promising
outcomes that need to be
taken to scale or are tested
across multiple countries and
contexts. PATA engages in
larger programmes primarily
as a technical support
provider, coordinating and
documenting learnings and
promising practices, whilst
facilitating linkages and clinic-
community collaborations.

CHALLENGE EMERGING 
APPROACH

PROMISING 
PRACTICE

BEST 
PRACTICE

Barriers to paediatric and/or adolescent 
treatment access, adherence, retention 

and/or virological suppression

Novel operational approaches identified and 
reviewed/tested for potential impact and scale-up. 

Documentation and dissemination of promising practices.

Demonstrable evidence of impact; 
recommended for national adoption 

and broad-scale implementation

PATA strategic scope

The purpose of PATA projects is to gather lessons and establish operational approaches or promising 
practices and strategies that can be taken to scale, with emerging evidence informing policy and 
programme development.
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Service delivery models and focus areas
• Child-adolescent friendly (quality improvements

in service delivery models & health provider
sensitisation)

• Integrated (peer support, HIV and SRHR, clinic-
community collaboration)

• Differentiated (people - family -centred)

• Linkage (clinic-CBO collaboration - service
delivery in the community)

• Health Provider advocacy (health providers
are agents of change, fighting stigma and
discrimination)

PATA CAPACITY BUILDING AND TECHNICAL ASSISTANCE

Capacity building remains central to all PATA strategies and is integrated across all its work with a basket 
of services available, tiered and differently focused according to available resources and project area. This 
PSP will seek to strengthen and expand PATA’s basket of capacity building and technical support services.

PATA Network:
• All facilities and health providers engaged in

a PATA activity over time and recorded as a
member in its database have free access to
PATA Connect and a range of resources and
information, online tools and learning hubs.
The network is kept up to date on PATA events
and offerings through quarterly newsletters and
social media.

PATA Projects:
• In addition to PATA Connect, targeted technical

support and capacity building is provided across
PATA Projects and ranges from remote support
to that of directed in-country support and
technical assistance. Technical assistance is
offered in the form of training and skills-building
at forums, quality improvement planning, site
visits, on-site mentorship with regular monitoring
and checking-in. This is complemented by the
distribution and co-development of tools and
disbursement of small grants that facilitate local
linkage and community collaboration or support
project implementation offering a springboard

for action. This PSP will ensure all PATA projects 
access in-country support through a dedicated 
and growing team of PATA Technical Assistants 
drawn from its network.

PATA Health Provider Champions and Advocates: 
(PHPCA)
• A small number of selected frontline health

providers and/or peer supporters from PATA
Projects are engaged as PHPCA and receive
the above basket of services as part of a health
facility team together with individually directed
support in the form of; twinning or exchange
visit scholarships, mentorship in documenting
work and providing writing support in developing
abstracts or technical briefs. Strengthening
advocacy and leadership skills amongst PHPCA
will facilitate local learning hubs and create
opportunities to represent frontline health
provider concerns, contributions and lessons at
international/regional conferences and meetings.
This PSP will seek to secure new opportunities to
initiate and build a strong PHPCA programme
and campaign.

PATA Projects cut across the prevention, treatment and care cascade with attention placed on optimizing linkage, 
treatment and care in public health settings.

PREVENTION
of new paediatric 

and adolescent HIV 
infections

FINDING & 
TESTING

infants, children 
& adolescents

LINKING
children & 

adolescents to care

INITIATE ART

ADHEREING
to treatment 
and retained 

in CARE
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PATA LEARNING

PATA Learning generates, documents and shares promising practices, service delivery models, procedures, 
methods, successes and challenges to inform and effect policy, programmatic and service delivery change.

Learning, research and practice-based evidence 
gathering:

PATA is developing a robust and systematic approach 
to the identification and documentation of program-
matic gaps, bottlenecks, solutions, promising practices 
and service delivery models. In doing so a focus 
of this PSP will be to strengthen and expand PATA 
capacity to improve relevance and rigor in its review 
and evidence gathering systems. Review systems to 
identify emerging challenges and/or approaches 
will be expanded from desk-top reviews, targeted 
surveys, site-visits and PATA Rapid Assessment data 
to include targeted onsite chart reviews and focus 
group check-ins where possible.

PATA will undertake regular situational analyses 
to gain a better understanding of paediatric and 
adolescent services available as well as how they 
are being delivered across the network. In addition 
to these broad-based reviews PATA will also under-
take more targeted enquiries in places to deepen 
operational learning and gain practical lessons 
through undertaking and supporting deeper dives 
in partnership with local implementing partners.

Evidence, lessons and learning can be generated 
through undertaking PATA Projects and situational 
analyses, as described earlier as well as eliciting 
and documenting lessons from and on behalf of 
PATA partners. A focus of this PSP will be to grow 
its capacity to share lessons and case studies through 
growing a repository of storytelling formats that are 
more creative and accessible (blogs, videos, job-aids 
and infographics), as well as drive campaigns that 
amplify and prioritise the experience, contribution 
and voice of frontline health providers in shaping and 
driving the global HIV response.

Data utilisation by health providers is key to shaping 
facility operations and through implementation of 
projects and quality improvement initiatives health 
providers will be supported to discover trends 
through engaging with data available to them to 
monitor progress and make the necessary adjust-
ments to operations themselves. Health providers 
are an invaluable source of information on progress, 
barriers and best practices and will be supported 

in this PSP to initiate local linking and learning hubs 
with increased clinic-community collaboration and 
joint activation.

Dissemination through academic papers, briefs, 
tools and frontline stories:

PATA will generate, document, recommend and 
disseminate promising practices and service delivery 
models for replication and expanded scope as case 
studies and guiding principles through academic 
publications, conference presentations, technical 
and/or policy briefs as well as the development of 
tools. PATA will expand and organise its resource hub 
to provide high-quality tools, toolkits and job aids that 
are regularly updated and aligned with PATA focus 
areas as well as co-develop tools where required.

Advocacy through participation on global and 
regional coalitions and campaigns:

PATA will strengthen and expand its capacity to bring 
local realities up to global policy spaces through 
active participation and in partnership with global 
and regional coalitions, working groups and net-
works. As of 2019, these include the Inter-Agency 
Task Team (IATT) Child Survival Working Group; 
IATT Community Engagement Working Group; 
Adolescent HIV Treatment Coalition (ATC); Regional 
Interagency Task Team on Children Affected by 
AIDS (RIATT-ESA); the Coalition for Children 
Affected by AIDS (CCABA) and the South African 
Paediatric and Adolescent HIV and TB Technical 
Working Group. This PSP will increase investments 
into building the capacity of health providers on the 
frontline as key advocates and drivers of change and 
health rights. Integrating advocacy and human rights 
training and driving quality improvement and social 
accountability across all PATA programmes will be 
prioritised. Increased engagement and representa-
tion of frontline heath providers in the network at 
conferences and global meetings will be supported, 
together with linkage to building a Health Provider 
Champion Campaign as previously explained.
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PATA Advocacy Priorities (PAP) will include;

• Health providers are key. Health providers shape the service experience and drive quality
improvements in child-and adolescent-friendly HIV care. Health providers are agents of change,
protectors of human rights and must be empowered and enabled to provide comprehensive
and stigma-free service. Urgent investment must be made into strengthening health systems,
building this workforce and placing tools in the hands of those who deliver services on the
frontline.

• Leaving nobody behind. Without dedicated support children, adolescents and young people
living with HIV will continue to be left behind. In pursuit of Universal Health Coverage (UHC)
and inclusion within the Sustainable Development Goals (SDGs) this vulnerable population must
be prioritised and provided targeted investments to ensure access to health, social protection,
early childhood development and psycho-social support.

• Close the gap. Accelerate children’s and adolescents’ access to effective HIV diagnostics,
optimal treatment options and drug formulations.

• Community is critical. Reaching fast-track targets will require expanded clinic-community
collaboration and care. Increased investments and capacity building are needed to accelerate
efforts in finding, testing, linking and retaining children and adolescents along the HIV treatment
cascade. Mechanisms for enhanced social accountability and monitoring of effective and
continual clinic-community collaboration must be introduced.

• Different needs demand different approaches. Guidelines for differentiated service delivery
(DSD) models for children and adolescents must be expanded and developed. Comprehensive
programmes are needed to address the complex and unique challenges and experiences that
children and adolescents face in their diversity. Addressing these with one approach is less
effective and less efficient.

• Listen and learn. Adolescents and young people living with HIV are the experts and must be
supported to participate in all decisions that affect them, in delivering services to their peers,
and in holding service providers and governments to account.

PATA CONNECT

PATA Connect is a portfolio of web-based strategies and collaborative e-learning platforms that PATA 
draws on to build connection among its network, sharing and highlighting promising practices, whilst 
providing technical updates and tools. Increasingly PATA Connect will become more interactive to facilitate 
shared learning, connection, capacity building and peer to peer exchange through moderated online and 
e-based tools. These channels include:

• Webinars
• Online resource hub of tools and job aids
• Facebook, Instagram and Twitter
• Newsletter
• WhatsApp groups
• Be Connected e-learning platform
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PATA STRATEGY
THEORY OF CHANGE
Ultimately, PATA aims for children and adolescents 
living with HIV in sub-Saharan Africa to receive 
optimal treatment, people-centred care and support 
from PATA’s growing network of health providers 
so that they may live long, healthy lives.

Using a network model, PATA mobilizes, strengthens 
and builds resilience across a network of health 
providers, facilities and communities on the front-
lines of the paediatric and adolescent response. 
PATA develops skills, builds constituency, facilitates 
synchronized action, enables information sharing 
and creates a powerful platform for regional capac-
ity building and peer-to-peer exchange – closing 
gaps and building bridges for linking, learning and 
partnership.

The PATA network provides access to valuable 
information on health provider preferences and 

insights regarding effective service delivery models 
and potential solutions. This information has the 
power to drive policy and programmatic change at 
national and global levels. Through strategic partner-
ships, alliances and associations with local, national, 
regional and global stakeholders, policy-makers and 
policy-influencers, PATA sets out to create aware-
ness, build connection and linkage between local 
practice and global policy, and between frontline 
service providers, community partners and policy 
makers.

The collective achievement of these results across 
the PATA network will contribute to increased num-
bers of children and adolescents tested and initiated 
on ART, retained in care and virally suppressed.
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CONVENING, CAPACITY BUILDING & PEER LEARNING
� Continental & local linking & learning PATA Forums, quality 

improvement plans & targeted enquiries or incubation projects 
initiated, supported & monitored

� Capacity building sessions, local technical assistance, 
mentorship, exchanges & trainings undertaken with resources & 

tools developed, shared & utilized

STRATEGIES

INPUTS

OUTPUTS

OUTCOMES

IMPROVED POLICY & PROGRAMME ENVIRONMENT TO 
IMPLEMENT BEST PRACTICE SERVICE DELIVERY MODELS

� Global guidance informed by evidence from the frontline
� Countries adopting & implementing global guidance,  

promising practices & service delivery models
� Health provider considerations highlighted and represented

INCREASED HEALTH FACILITY & PROVIDER CAPACITY
� Improved knowledge, skills, capability & 

application of learning

� Improved connection, linkage and  engagement, with 
improved levels of health provider satisfaction and 

opportunity to voice experiences, preferences and concerns

NETWORK SIZE & ENGAGEMENT
� Health facilities & health providers engaged, 
attending & sharing service delivery models at 

forums, delivering projects & utilizing PATA 
Connect resources and platforms

BUILDING EVIDENCE FOR LEARNING, INFLUENCING 
POLICY & PRACTICE

� Promising practices & models developed, collated & 
shared through briefs, papers and presentations

� Health provider insights, preferences & realities 
highlighted & documented 

� Collective advocacy campaigns supported

IMPACTTHEORY OF 
CHANGE

SUPPORT INFORMATION 
SHARING, convene forums. 

Linking local to global – global 
to local

IMPLEMENT 
TARGETED 

INCUBATION 
PROJECTS

MEANINGFULLY ENGAGE & 
BUILD THE CAPACITY of frontline 

health providers & young people 
engaged in service delivery

COLLATE AND SHARE 
LESSONS AND EVIDENCE 

on service delivery models and 
promising practices 

BUILD & SUPPORT A 
NETWORK of health 

facilities & health providers

PARTICIPATE IN PARTNERSHIPS 
& COALITIONS to expand network 

& collaborate in joint advocacy 
initiatives that inform & influence 

policy & practice 

Children & adolescents living with HIV in 
sub-Saharan Africa receive optimal 

treatment, people-centred care & support 
& live long, healthy lives

PATA NETWORK: 
Health providers 

across 370+ facilities

STAFF, BOARD &
ADVISORY GROUPS: 

Technical Advisory Panel (TAP) & 
Youth Advisory Panel (YAP)

FUNDING: 
foundations, donors 

& partners

TECHNICAL EXPERTISE: 
service delivery models

METHODOLOGIES: 
forum, team, clinic-community 

collaboration, peer-to-peer 
support, south-to-south and 

linking-and-learning approaches

POLICY & ADVOCACY 
PARTNERS:

Be Connected: Resource library, 
social media, online groups and 

training platforms

REPUTATION: 
linking & learning, 

policy-to-practice & 
practice-to-policy with 

a regional footprint.

IMPROVED HEALTH OUTCOMES FOR CHILDREN & ADOLESCENTS
� Increased access to quality, child- and youth-centered HIV services

� # tested & initiated on ART

 � # integrated  and differentiated services

>> % retained in care

� % increased viral suppression



FIVE-YEAR IMPACT STATEMENT

By 2023, 400,000 children and adolescents living with HIV access optimal treatment, care and 
support through PATA’s growing network of health facilities and frontline health providers.

Outcome areas

• Increased health facility/provider capacity
to improve access to quality paediatric and
adolescent HIV prevention, case finding,
treatment, care and support.

• Improved policy & programming environment to
implement and accelerate best practice service
delivery models.

Indicators of Success

• Number of children and adolescents linked to
testing and treatment across the PATA network
against baseline or national norms (Tool: PATA
Clinic Rapid Assessment Survey)

• Proportion of children and adolescents virally
suppressed year on year against baseline or
national norms (Tool: PATA Clinic Rapid Assessment
Survey and targeted Chart Reviews)

• Proportion of children and adolescents retained
in care against baseline or national norms (Tool:
PATA Clinic Rapid Assessment Survey)

• Type, frequency and range of paediatric and
adolescent HIV services offered against baseline
or national norms (Tool: PATA Clinic Rapid
Assessment Survey)

To accomplish this impact in five years, PATA must achieve several strategic ‘PATA Framework’ 
goals.

PATA FRAMEWORK GOALS
• Build and support an engaged network of health

providers and facilities.

• Facilitate platforms for linking and learning to
build capacity, share knowledge and promising
practices.

• Champion innovative and targeted paediatric and
adolescent service delivery models and practices.

• Generate, collate and disseminate evidence
and collaborate in joint advocacy initiatives and
partnerships.
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PATA IMPLEMENTATION PLAN
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Goal 1: To build and support an engaged network of health providers and facilities 
Level Strategy Indicators Target Means of 

Verification 

O
ut

co
m

e

Expand participation of network 
members through several PATA 
activity streams advisory or 
working group structures, and 
in the provision of in-country 
technical support on behalf of 
PATA

Number of general network members 
and number engaged in PATA Projects
Number of network members formally 
engaged in-country technical support and 
PATA representation
Number of technical and youth advisory 
panels and working groups meaningfully 
contributing to PATA planning, 
implementation and evaluation

550 /400
(baseline 454/345)

≥5 TA

PATA Contacts 
Database and TA 
MOU

1 x TAP
1 x YAP
with ≥4 active 
members in each

PATA Contacts 
Database

Health Provider Champions and 
Advocates (HPCA) campaign 
launched that highlights and 
prioritises health provider stories, 
experiences, preferences and 
voices from the frontline. 

HPCA, engaged in linking, learning and 
advocacy with stories featured and health 
providers concerns, preferences and 
solutions highlighted

Number of HPCA acknowledged, 
awarded and mentored

Annual campaign

Up to 8 x PHPCA 
engaged and mentored 
(≥2 per year)

PATA Reporting 
and Events 
Tracker

Expanded utilisation of 
communication tools and 
moderated interactive online 
platforms, such as; webinars, 
conference calls, WhatsApp group 
chats and Facebook live

Increase % of interactive communication 
platforms utilised 
Number of single users interested and 
participating across the network
Number of interactions initiated and 
moderated by PATA staff 

Annual ≥ 400 users 
per year
(Baseline 300)

Increase utilisation of 
all platforms by 100 
annually

PATA Connect 
Tracker

O
ut

pu
ts

Relevant and helpful tools collated 
and distributed online on PATA 
resource hub

Number of health facilities and providers 
and key implementing partners, 
stakeholder and policy makers accessing 
PATA resource hub and evaluating the 
tools and courses as helpful or very 
helpful

Resource hub access 
increased by ≥ 5% 
annually

PATA Connect 
Tracker

PATA website regularly updated 
and kept relevant and interactive

Number of health facilities and providers 
and key implementing partners, 
stakeholder and policy makers accessing 
the PATA website

Website access 
increased by ≥ 5% 
annually
(baseline 3000)

PATA Connect 
Tracker

Increased linkage, coordination 
and or collaboration with similarly 
focussed learning platforms and 
e-learning opportunities

Number of shard and linked platforms
Annual increase by ≥ 
5% PATA Connect 

Tracker

Build upon existing -social media 
platforms (PATA newsletter, 
Facebook and Twitter) to 
share news, tools and drive key 
messaging, driving uptake to reach 
users

Number of users/views/shares 

Annual increase by ≥ 
5%

PATA Connect 
Tracker

Annual communications plan that 
harmonises PATA communications, 
drives targeted campaigns 
and actively involving network 
members in planning and delivery

Development and implementation of 
Annual Communications Plan 

Integrated into PATA´´s AOP and 
across PATA Projects

Annual 
Communications Plan

PATA 
Communications 
Tracker and AOP 
M&E 

Convene monthly TAP and 
quarterly YAP meetings 

Number of YAP and TAP meetings 
with recommendations and guidance 
incorporated in programming, strategic 
direction and decision making

Increased attendance 
and regular 
participation of 
members

Minutes of 
meetings
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Goal 2: To facilitate platforms for linking and learning to build capacity, share knowledge, promising practices and service delivery models.
Level Strategy Indicators Target Means of 

Verification 

O
ut

co
m

e

Increase health facility/or provider 
capacity to deliver quality stigma free 
paediatric-adolescent HIV services

Number of quality improvement plans completed 
successfully
Increased % of case finding, testing, viral 
suppression and retention
Increased % of KAP and score card rating for 
friendly non-discriminatory stigma free service

15% increase across the 
period of the PSP
 (baseline testing 154 000, 
ART 196 000

PATA RA

Expand basket and quality of 
PATA Capacity-Building services, 
information and tools delivered 
across all PATA strategies and learning 
platforms 

Increase type, frequency and range of services 
offered to increased % of PATA network≥ 

≥ 2 additional capacity 
building services offered 
across the period of the 
PSP

PATA Networks 
database and 
PATA Reporting 
and Events Tracker

Increase use and application of 
e-learning tools across the PATA Be
Connected platform and utilisation of 
free courses that are recommended 

Increase usage and number of learners per year 
accessing and completing PATA Be connected with 
80% evaluating these as helpful or very helpful 
Increase number of Communities of Practice 
available
≥ 3 free online courses linked, vetted and utilised 

≥ 2 PATA Be Connected 
course 
(Baseline 1)
≥ 200 learners per year 
completing PATA be 
connected courses 

PATA Be 
Connected 
learning tracker

Increase investment and value in 
PATA Forums as a linking and learning 
platform for capacity building, peer to 
peer and south to south linking and 
learning

Increased investments from donors and partners 
in PATA Forums, with increasing participation of 
partners and network members in the planning, 
delivery and resourcing thereof

PATA Summits supported 
by ≥4 partners and or 
donors at any time with 
increased % of partners 
self-funding

Donor Reporting
PATA Reporting 
and Events Tracker

Increase and strengthened health 
partnership and relationship 
with expanding clinic-community 
collaborations
Increased use of feedback 
mechanisms for quality service 
improvements

Number of clinic-community partnerships initiated, 
and joint plans implemented 
Increased referral pathways and linkage between 
health providers and community partners, district 
officials and key stakeholders or policy makers
Integration of facility-based user score cards and 
mechanism for service user feedback and positive 
engagement between with service providers and 
service users

80% reporting improved 
collaboration and 
relationship 
80% service user score 
cards indicate quality, 
stigma-free friendly service 
provision

PATA Reporting 
and Events Tracker

O
ut

pu
ts

Convene annual PATA Continental 
Summits servicing ≥30 teams from 4 
to 12 focus countries 
Convene Regional PATA Forums 
servicing ≥ 10 teams from 2 to 4 
countries
Convene targeted and thematic Local 
PATA Forums, training workshops or 
Partnership Initiation Forums (PIF) 
servicing ≥ 4 teams from one country

Number of PATA Summits and forums held 
Number of PATA network members actively 
participating in planning and delivery of PATA 
Forums
Summit and forum reports highlighting key 
barriers, lessons and quality improvement areas, 
prioritising key take home advocacy messaging, 
health provider concerns, preferences and best 
practice solutions

1 X PATA Continental 
Summit or 2 x Regional 
forums held annually
≥ 5 PATA Local Forums, 
workshops trainings and or 
PIF delivery annually
90% of participants 
evaluating PATA Forums as 
helpful or very helpful

Summit and forum 
reports
PATA Reporting 
and Events Tracker

Implement and monitor focused 
Quality Improvement Plans. Provide 
tools, and technical assistance to 
improve quality/standard of services 
and projects  or joint activation plans 
undertaken

Number of quality improvement plans initiated, 
implemented, monitored, reported against that 
show positive quality improvements and results 
Number and range of capacity building activities 
provided to support the implementation of quality 
improvement plans

80% of all QIP 
implemented demonstrate 
positive quality 
improvement results within 
one year 

PATA QIP tracker
Project reporting
PATA Reporting 
and Events Tracker

Enhance functionality and friendlier 
navigation of the PATA resource hub 
so that information is accessible, 
organised thematically and provides 
up-to date material and tools with ease

Resource hub adaptations implemented and 
attracting increased number of users and 
downloads annually

Reaching ≥ 3000 users 
annually

PATA Connect
Tracker

Introduce and develop interactive and 
creative methodologies (infographics 
and videography) to deliver key 
messages in short and compelling ways

Number of new interactive methodologies utilised 
in key messaging

≥ 2 new infographics and 
videos developed for 
advocacy communication 
across the PSP

PATA 
Communication 
Tracker

Introduce a monthly themed virtual 
clinic moderated by PATA TA and 
technical experts

Launched in 2020 
Number of virtual clinics held annually
Increased number of participants in monthly 
virtual clinics

≥ 4 in 2020
≥ 8 in 2021/22/23/24

Update and continue to develop 
and moderate new online e-learning 
courses for the PATA Be Connected 
platforms. Collaborate and link with 
similarly focussed learning platforms 
and e-learning opportunities

Increased number of e-learning courses available 
and utilised

≥ 2 new online courses 
developed

PATA Be 
Connected 
Learning Tracker
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Goal 3: Champion innovative and targeted paediatric and adolescent service delivery models and practices 

Level Strategy Indicators Target Means of 
Verification 

O
ut

co
m

es

Identify key areas for enquiry, 
quality improvement, testing or 
evaluation emerging from PATA 
forums or in collaboration with 
partners

PATA forum analysis prioritise key 
areas for testing and investment ≥ 2 across the PSP PATA Situational 

Analysis

Expanded partnerships, 
consortia or consultancies 
to mobilise funds through 
Technical Assistance in 
supporting the implementation 
of joint projects 

Meeting contractual obligations or 
project deliverables within consortia 
engagement and joint programme 
implementation

Engaged in ≥2 
consortia across  the 
PSP

PATA Reporting 
PATA clinic Rapid 
Assessment 
Survey

PATA quality improvement 
plans, pilot projects and 
programmes and technical 
support aligned to PATA 
service delivery focus areas

Improved access to quality 
paediatric-adolescent stigma 
free HIV services

Increased proportion of PATA 
network engaged in quality 
improvement plans, pilot projects, 
and programmes offering service 
models in focus areas of child-
adolescent friendly stigma-free 
services, DSD, SRHR/HIV integration, 
peer support, health provider 
sensitization and advocacy for 
health rights as well as clinic-CBO 
collaboration

Project specific but 
overall 15% increase 
(baseline HIV testing 
154 000, ART 
196 000, 
VL suppression TBC)

PATA Reporting 

PATA clinic Rapid 
Assessment 
Survey

O
ut

pu
ts Project manage and 

report against established 
deliverables, operational plans 
and M&E frameworks

Number of children and adolescents 
linked to testing and accessing 
treatment and care

15% increase 
(baseline access to
HIV testing 154 000) 

PATA clinic Rapid 
Assessment 
Survey

Proportion of children and 
adolescents virally suppressed

15% increase 
(baseline VL TBC)

PATA clinic Rapid 
Assessment 
Survey

Proportion of children being 
retained in care

15% increased 
retention 
(baseline TBC)

PATA clinic Rapid 
Assessment 
Survey

Type and frequency of paediatric 
and adolescent treatment, care and 
support services offered in PATA 
network facilities

80% increase # of 
services, type and or 
frequency

PATA clinic Rapid 
Assessment 
Survey
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Goal 4: To generate, collate and disseminate evidence and collaborate in joint advocacy initiatives and partnerships to 
effect positive change in policies, programmes and service delivery models 
Level Strategy Indicators Target Means of 

Verification 
O

ut
co

m
e

Document, collate and 
disseminate promising 
practices and lessons as 
case studies and guiding 
principles through academic 
publications, conference 
presentations, policy/technical 
briefs, tools and job aids 

Number of academic publications, 
conference presentations, policy 
briefs, tools, toolkits and job aids 
on key paediatric and adolescent 
treatment, care and support issues 
produced or contributed to and 
disseminated against baseline 

≥ 4 
publications
≥ 10 
conference 
presentations
across the PSP

PATA Tracker 
Database

Participate actively in global 
advocacy to highlight gaps 
and share lessons that 
can influencing policy and 
programmatic change 

Number of campaigns supported 
regionally and globally
Guidelines contributed towards 
and lessons or promising practices 
adopted and implemented
Health provider considerations 
highlighted and represented
Number of significant memberships 
established and or maintained at 
national, regional and global level

≥ 4 campaigns,
Guidelines contributed 
to, 
≥ 4 promising practices 
developed
≥ 4 significant 
memberships

PATA Events 
and Social 
Media 
Database

Build upon -the existing 
-social media platforms (PATA
newsletter, Facebook and
Twitter) to share tools and
drive key messaging

Number distributed to, or number 
of likes, shares and views

driving uptake to reach 
≥ 7000 users

PATA Connect 
Tracker 
Database

O
ut

pu
ts

Strengthen data collection, 
review and management 
systems that are relevant and 
rigorous 

Improved data validity with data 
collection tools that are simple, 
reliable and less onerous for 
facilities to collect
Functional data warehouse for 
integrated data management and 
analysis

70% of returned RAs 
are completed with 
minimal error

PATA clinic 
Rapid 
Assessment 
Survey

Introduce and develop 
interactive and creative 
methodologies (infographics 
and videography) to deliver 
key messages and information 
in short and compelling ways

Increased number of interactive 
methodologies and communication 
platforms introduced

≥ 2 of new 
methodologies cross 
the PSP

PATA Connect

Undertake situational analysis 
of operational gaps, health 
provider preferences and 
promising practices and 
service delivery models 

Gaps, preferences and promising 
practices and service delivery 
models highlighted and 
documented

Bi-annual
PATA 
Situational 
Analysis report

Undertake operational 
research, such as targeted 
site surveys and in-depth 
chart reviews on operational 
aspects to case finding, 
treatment access or retention 
strategies

Number of operational research 
studies and results analysed and 
shared

As defined by research 
study

Research 
protocol and 
study report  

Research mentorship and TA 
for identified PATA staff

Improved research capacity within 
PATA Ongoing 

Research 
contributions
PATA Tracker
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Goal 5: To attract, support and retain a high performing staff team through effective internal systems, policies and 
procedures 

Level Strategy Indicators Target Means of 
Verification 

O
ut

co
m

e

Increased investments to 
expand integration of network 
members as focal persons in 
the region or as local in country 
technical support providers for 
PATA

Proportional increase of network members 
engaged as PATA Technical providers and 
focal persons in the region

≥5

MOU with 
regional focal 
persons or 
PATA engaged 
TA

Ensure that exceptional 
individuals are hired to suitable 
positions, are remunerated well 
and that orientation processes 
assist employees acculturate 
and perform well 

Proportion of staff reporting job satisfaction 
Proportion of staff meeting or exceeding 
KPAs in annual performance review
Proportion of staff compensated at 
benchmarked median

85%
50% of 
staff at 50th 
percentile of 
benchmark

PATA 
Performance 
Review System

Provide training and 
development opportunities 
that support staff performance 
and growth and invest in the 
entire team’s development and 
cohesion  

Proportion of staff reporting job satisfaction 
Proportion of staff meeting or exceeding 
KPAs in annual performance review
Proportion of staff with individual/
professional development plan

85%
PATA Staff 
Satisfaction 
Survey

O
ut

pu
ts

Promote organisational culture 
with staff living our core values 

Proportion of staff reporting job satisfaction 
Proportion of staff contributing to building a 
positive culture

85%
PATA Staff 
Satisfaction 
Survey

Ensure necessary human 
resource policies, practices 
and procedures are in place, 
including up-to-date job 
descriptions, an effective 
performance management 
system (PMS) and appropriate 
compensation and reward that 
is regularly benchmarked 

Updated policies that improve upon and 
exceed basic conditions as prescribed by the 
SA Labour Relations Act with functional PMS 
in place 
Proportion of staff compensated at 
benchmarked median
10 year service reward

PATA HR 
Policy/JDs and 
performance 
management 
records

Organisational Goals
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Goal 6: To develop a sustainable pipeline of funds   

Level 
Strategy Indicators Target Means of 

Verification 

O
ut

co
m

e

Improve capacity to secure and 
grow PATAs funding pipeline 
and develop relationship with 
new donors and partners whilst 
continuing to maintain confidence 
and a positive relationship with 
long term PATA partners and 
donors

An established Fundraising & Development 
strategy with a committee actively seeking 
new opportunities and driving funding 
application processes with a favourable 
response rate

Funding & Development contractor who 
is responsible for leading and coordinating 
the implementation of a well-developed 
funding strategy against an approved 
annual operating plan and Fundraising & 
Development Calendar

R21 million in 
FYE 2019 to 
R26 million in 
FYE 2024 

Income statement 
and audited 
accounts

Increase the operational reserve 
to mitigate risk

Operational reserve provides for nine 
months of core operations

R7million by 
FYE 2025

Income statement 
and audited 
accounts

Strengthen, develop and sustain 
existing donor partners 

Expand from five major donors (≥ R 1m) in 
FYE 2019 to seven major donors in FYE 
2024

≥2 new donor 
partners and 
≥2 consortia 
engaged

Income statement 
and audited 
accounts 

O
ut

pu
ts

Maintain PATA’s income with 
an annual inflationary growth 
measure

Revenue increased with a 5% inflationary 
increase year on year

R21 million in 
FYE 2019 to 
R26 million in 
FYE 2024 with a

Income statement 
and audited 
accounts 

Focus on quality programming 
and reporting to elicit donor 
confidence and build reputation

Recognised for high quality and timeous 
reporting 
Renewed funding agreements 

≥3 renewed 
agreements with
increased 
investment

PATA Reporting

Pursue, leverage and grow 
alternate revenue sources 
through offering “link and learn” 
services (forums, technical briefs or 
undertaking situational analysis) - 
offering technical support services 
to partners and key stakeholders 

Increased general income and additional 
revenue stream

≥R1million 
general income 
earned over 
period of PSP 

Additional 
revenue stream

Income statement 
and audited 
accounts

Increase/sustain the number 
of coalition and consortium 
partnerships as revenue sources

Number of consortia engagements, 
partnership and contracts as revenue source  

≥3 consortia 
arrangements by 
FYE2024

Income statement 
and audited 
accounts
Consortia MOU

Expand the scope of PATAs donor 
beyond HIV specific, expanding 
to include health system 
strengthening partnerships and 
network that aligns to PSP

Number of new non-regular donors /
partners

≥1 non-regular 
donor 

Income statement 
and audited 
accounts

Donor agreement

Explore new and alternative long-
term donor partners to sustain 
the level of revenue, diversify and 
increase revenue sources  

Number of new and alternative long-term 
donors secured

≥1 new long-
term /multi-year 
donor secured 

Income statement 
and audited 
accounts

Donor agreement

Expand board engagement in 
fundraising and organisational 
development activities

Active fundraising board task force / 
sub-committee

1 new board 
member with 
capacity to 
contribute 
(directly or 
through 
network)

Board materials
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Goal 7: To strengthen PATA governance and organisational development

Level Strategy Indicators Target Means of 
Verification 

O
ut

co
m

e

Ensure exceptional individuals are 
recruited and actively engaged as 
leaders in the governance, growth 
and development of PATA 

Board and Executive Director 
engaged in strategic decision-
making and evaluation of PATA’s 
effectiveness and impact  
NPC compliance  

Growth in 
visibility, 
reputation and 
sustainability of 
PATA year on 
year

Board minutes 
Strategic Plan
Strong pipeline 
of funding

Build a diverse, engaged and 
strategic PATA TAP and YAP to 
review programme strategy and 
offer guidance on key programme 
activities

TAP and YAP in serving as a 
meaningful resource to PATAs 
relevance and strategic focus
Increased programmatic relevance 
and recognition as a sector leader

Recognition as 
a sector leader 
aligned and 
responsive to 
global priorities

TAP and YAP 
minutes 
Strategic plan 
and programme 
development

Develop, review, adjust and 
measure impact against an 
approved five-year PATA Strategic 
Plan (PSP) with an Annual 
Operating Plan (AOP) approved and 
implemented 

Strategic plan is measured and 
reported against
AOP developed, implemented, 
measured and reported against

5-year PSP
approved and
Annual OPP

PSP and AOP

Strengthen and build the capacity 
of the Senior Management Team 
(SMT) to offer strategic decision 
making, guidance and direction with 
effective management of finances, 
operations and programmes with 
mitigation of risk 

Effective and evolving management 
that learns from stakeholders, from 
its assessment of impact, and from 
new knowledge in the sector
Demonstration of measurable 
results against its strategic and 
annual plan
Staff articulate the vision, mission 
and strategy and confidently speak 
to its accomplishments, lessons 
learned, and future directions
Recognised as a valuable network 
in the region in the paediatric-
adolescent HIV response
Develop and implement succession 
plan for PATA executive 

85% of AOP 
plan met on time 
meeting high 
level of quality 
standard

80% of PSP met 
on with high 
level of quality 
standard

SMT minutes
Internal meeting 
minutes
PSP reviews and 
adjustments

O
ut

pu
ts

BOD is actively engaged and 
positively contributing and 
participating in quarterly meetings 
in accordance to the terms of the 
PATA BOD Charter, ensuring legal 
compliance as well as appointing 
and overseeing the performance of 
the Executive Director

Up to eight board members are 
selected on a 3-year basis with 
renewable terms 
Supportive oversight, guidance and 
strategic decision-making inputs in 
quarterly meetings
Approved annual budgets and 
Annual Financial Statements
Develop and implement succession 
plan for BOD leadership

Up to 8 x BOD 

90% BOD 
meeting 
attendance

Succession plan 
and leadership 
transition defined 
and implemented 
by 2023

Memorandum 
of incorporation, 
CIPRO and 
Governance 
Charter
Minutes of BOD 
meetings

Development and coordination of 
an Annual Operational Plan

AOP adopted, implemented, 
reviewed, measured and reported 
against

85% of AOP 
delivered as 
planned on time 
year on year

AOP 
PATA Reporting
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PATA TOMORROW

DECISION-MAKING CRITERIA

The following questions will help us in the future to make decisions about emerging opportunities.

• Will the opportunity leverage one or more of
PATA’s differentiators?

• Will the opportunity mobilize and/or strengthen
the PATA network?

• Does the opportunity centre to PATAs linking
and learning framework?

• Will the opportunity target and benefit health
providers?

• Will the opportunity ultimately benefit children
and adolescents living with HIV?

• Is the opportunity aligned with two or more of
PATA’s core activity streams?

• Does the opportunity focus directly on improving
HIV prevention, treatment, care and support
service delivery models, policies or programmes?

• Will the opportunity take place in one or more
of PATA’s 12 focus countries?

• Is the opportunity aligned with PATA’s values?

• Do we have the financial and human capacity to
support, complement and effectively implement
at the scale required?

• Will the opportunity catalyse additional visibility
and/ or financial support?
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IMPLEMENTATION AND MONITORING OF THE PATA STRATEGIC 
PLAN (PSP)

This strategic plan was approved by the PATA Board 
of Directors on 30th April 2019 Implementation of 
such an ambitious plan for growth and impact requires 
active and ongoing collaboration between board and 
staff, as well as collaboration with multiple partners 
and with the PATA network itself.

Progress in implementing the PSP will be part of 
ongoing planning discussions and regular meetings 
of PATA staff. Progress will be discussed by the board 
in its meetings with a focus on strategic-level deci-
sions and actions, with a formal review of progress 
conducted each year. Progress assessments will 
incorporate feedback from PATA’s network and other 
key stakeholders through the course of its work.

Each PATA project area will have a M&E framework 
that is reported against regularly. Deeper dive 
evaluations are undertaken to inform learning,  the 
development of case studies and provide imple-
mentation guidance. 

Since this PSP is intended to be a roadmap for 
PATA, it must remain a relevant guiding and de-
cision-making tool for the organisation. Thus, the 
plan may be adjusted over time to ensure PATA 
continues to meet the evolving needs of its network 
in order to fulfil its mission of improving paediatric 
and adolescent HIV treatment, care and support in 
sub-Saharan Africa.
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/PaediatricAdolescentTreatmentAfrica

 info@teampata.org
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