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Abstract: Despite near-universal antenatal care and facility-delivery coverage, 

neonatal mortality in Zimbabwe rose between 2019 and 2023–24, exposing a 

gap between service contact and newborn survival. A cluster-randomised trial in 

Mashonaland West Province found that institutionalising three community 

health system "vital signs" (trained village health workers, functional community 

governance, and participatory women's and men's learning and action groups) 

reduced neonatal deaths by 57%. The women's and men's groups protected 

newborns only once attendance was sustained over multiple meeting cycles, 

consistent with a cumulative participatory social-change mechanism rather than 

an effect of assignment alone. Policy should formalise village health workers, 

grant community governance structures real financial and operational authority, 

and sustain participatory groups over the years, directing investment toward the 

most under-governed and underserved communities.  

Keywords: Neonatal Mortality, Health Equity, Community Health Systems, 
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INTRODUCTION 
Zimbabwe's health system provides a puzzle 

that conventional neonatal health programmes struggle 

to explain. The country has achieved near-universal 

antenatal care coverage (96%) and high facility-delivery 

rates (86%), yet neonatal mortality rose from 31 to 37 

deaths per 1,000 live births between 2019 and 2023–24 

[1]. Coverage has increased while newborns continue to 

die. Seen through a purely clinical lens, this looks like a 

technical shortfall: more clinics, more skilled attendants, 

more supplies. We argue that this framing is itself part of 

the problem. 

 

Community-level primary health care persists 

as the weakest layer of most low- and middle-income 

health systems, even though roughly 97% of maternal, 

newborn, and child deaths happen in these settings, not 

in hospitals [2]. In Zimbabwe, village health workers 

have operated since 1980, yet remain unpaid volunteers 

on a quarterly stipend, with incomplete geographic 

coverage and weak ties to community leadership [3-5]. 

This community layer is recognised in national policy 

but sits outside routine funding, supervision, and 

accountability [3]. The question is not whether 

community health programmes work; that is well 

established [6]. It is why health systems keep failing to 

build them into permanent, funded parts of the system. 

 

Globally, an estimated 2.3 million newborns 

died in 2024, almost half of all under-five deaths, with 

sub-Saharan Africa and South Asia bearing more than 

80% of this burden [7]. The usual response has been to 

expand clinical services and count how many people use 

them. But counting contact measures reach, not survival: 

a baby can be born in a facility, recorded as covered, and 

still die in the first three days for reasons grounded in 

how power and resources are distributed in the 

community the newborn returns to [8]. 

 

The Argument: Institutionalisation, Not Activity, Is 

the Constraint 

We call this a critical paradigm: an approach 

that treats preventable newborn deaths not as random 

biological events but as outcomes determined by 

decisions about health system design, governance, and 

resource deployment [9]. What a health system chooses 

to measure and prioritise is never neutral. Seen this way, 

the failure to build on community-based approaches that 

have already been shown to work is not technical 
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oversight; it is a policy choice with real consequences for 

who survives. 

 

The three-part intervention described below is 

not a stand-alone community project bolted onto the 

health system. Each part maps directly onto core 

functions the World Health Organisation says any 

functioning health system needs [10], as Table 1 shows: 

functions that can be funded, supervised, and held 

accountable like any other part of the system, rather than 

optional extras that disappear when a project ends. 

 

Evidence from a Cluster-Randomised Controlled 

Trial 

A cluster-randomised controlled trial in 

Mashonaland West Province 

(PACTR202607591142118), conducted as the lead 

author's doctoral research, followed 973 mother–infant 

pairs across 52 communities (2020–2021), testing what 

happened when three community health elements were 

put in place together: trained village health workers with 

newborn-care skills, functional community governance, 

and modified participatory women's and men's 

discussion groups [4, 5]. In communities receiving all 

three, neonatal mortality fell from 110.1 deaths per 1,000 

live births (a baseline representing the concentrated risk 

in the rural, high-burden communities studied) to 44.8 

per 1,000 live births, a 57% reduction (adjusted risk ratio 

0.43), compared with communities that received none of 

them [4, 5]. In practical terms, for roughly every 16 births 

in communities receiving the full package, one additional 

newborn death was prevented. 

 

Having a skilled birth attendant at delivery was 

not, on its own, associated with fewer newborn deaths — 

a finding that warrants caution, since assessing the 

quality of that care was beyond the scope of the analysis. 

But in a setting that has already achieved high facility 

delivery, this is the heart of the puzzle: the marginal 

newborn life is saved not by one more clinical contact 

but by the accountability systems (community-led 

reviews of newborn deaths, emergency transport, 

feedback between clinics and communities), that turn 

contact into care that actually works [11]. Community-

level and community factors were independent 

predictors of newborn survival alongside biological 

factors [4, 5], pointing investment toward governance 

and workforce infrastructure as a genuine complement to 

clinical care. 

 

The three elements work together on the well-

known “three delays” that drive preventable deaths in 

childbirth: deciding to seek care, reaching care, and 

receiving adequate care once there [12]. Trained village 

health workers shorten the first two delays by helping 

households recognise danger signs early and by 

mobilising transport and referral [6-11]. Functional 

governance addresses the third through the audits and 

monitoring loops that hold clinics accountable [13]. 

Health workers without community governance 

oversight have no way to correct a failing system; 

governance without trained health workers has no 

frontline eyes and ears. This is why combining all three 

produced a larger effect than earlier women's group trials 

that lacked a governance component and involvement of 

men [14]. 

 

The discussion groups show what this evidence 

can and cannot claim. They were protective overall, but 

only once participants attended four or more meeting 

cycles (approximately 14 meetings), at which point the 

odds of a newborn death fell by 29% (adjusted odds ratio 

0.71), the pattern expected if groups work by gradually 

shifting norms and household decisions, and consistent 

with wider evidence that such groups reduce newborn 

deaths by roughly one-third once participation is 

sustained [14]. Nor is governance too vague to fund or 

measure in the trial; it was scored with a concrete 

indicator (at least monthly documented meetings with 

clear terms of reference) that could sit on a district 

scorecard exactly as coverage statistics do today [13]. 

 

Table 1: Mapping the three community health system vital signs to the WHO health system building blocks, with 

institutionalisation indicators and the pathway to neonatal survival 

Vital sign WHO building 

block(s) 

Institutionalisation indicator Pathway to neonatal survival 

Recognised VHW / 

community health 

workforce 

Health 

workforce; 

service delivery 

Documented job descriptions, training 

completion, supervisory visits, 

referral linkage, and postnatal home-

visit coverage 

Shortens delays 1 and 2: builds 

household danger-sign 

recognition and facilitates 

referral 

Functional 

community 

governance 

(HCC/VHC) 

Leadership and 

governance; 

health financing 

Binary cluster indicator: ≥monthly 

documented meetings, formal terms 

of reference, recorded community–

facility outputs 

Addresses delay 3: mobilises 

emergency transport, death audits 

and community–facility feedback 

loops to correct facility readiness 

Modified women's 

and men's learning 

and action groups 

Service delivery; 

health 

information 

Adapted curricula, session frequency, 

sex-disaggregated attendance, and 

formal linkage to VHW follow-up 

Shifts social norms and care-

seeking; raises newborn-care 

knowledge and practice over 

time 

HCC (Health Centre Committee); VHC (Village Health Committee); VHW (Village Health Worker). Building-block 

framework after WHO [10]. 
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Policy Implications 

From this perspective, the policy question 

changes. Rural Zimbabwe's health system is not failing 

to reach communities; without functional local 

governance, reaching them does not protect newborns. 

The risk of a newborn dying is highest in the poorest, 

most remote, least literate communities, which are also 

those with the weakest local governance and thinnest 

village health worker coverage. This is not a coincidence 

about individual risk; it is the visible mark of decades of 

underinvestment concentrated in the same places. 

 

If functional governance makes the difference, 

fairness requires directing sustained, funded investment 

toward local governance in the most disadvantaged 

communities, including artisanal mining settlements and 

households far from any clinic, rather than expanding 

services further where they are already well served. In 

practice, this means formally recognising and paying 

village health workers as primary healthcare workers 

rather than volunteers [15], giving Village Health 

Committees, the locally elected bodies that oversee 

accountability between clinics and communities, real 

operational and financial authority and a direct line to 

district health teams [13], and sustaining discussion 

groups for years, not months [14]. Ethiopia's experience 

reinforces the point: it was institutionalisation (a paid 

workforce, embedded governance, domestic funding) 

rather than the mere existence of community 

programmes that separated lasting gains from short-lived 

ones [15]. District scorecards that measure how well 

local governance functions, rather than only how many 

services are delivered, could shift accountability in the 

same way [16]. 

 

This argument has real limits: the evidence 

comes from a single province and needs testing 

elsewhere, and the hardest-to-reach communities may be 

undercounted in ways that, if anything, make the equity 

argument too conservative. None of this undermines the 

central claim; it defines the conditions under which the 

claim should now be tested at scale. 

 

CONCLUSION 
The rise in newborn deaths in rural Zimbabwe, 

despite rising coverage, is not a data error or an 

unavoidable feature of poverty. It is the result of health 

systems that have expanded contact with communities 

without investing in the governance and institutional 

arrangements needed to turn that contact into survival. 

Putting community governance, a recognised village 

health workforce, and sustained participatory women's 

groups in place together cut neonatal mortality by 57%; 

communities that received none of these saw no 

comparable improvement. 

 

The implications reach beyond Zimbabwe. 

Many low- and middle-income countries now show the 

same pattern (high coverage on paper, stagnating 

newborn survival in practice), suggesting the real 

constraint is increasingly structural rather than clinical. 

Ending preventable newborn deaths requires a shift in 

emphasis: from simply expanding reach to building and 

sustaining the governance and workforce communities 

need to convert reach into survival, backed by domestic 

funding, political commitment, and a deliberate focus on 

the communities reached last and served least. 
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