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Abstract 18 

Objectives: Globally, maternal mortality is considered a critical healthcare issue because 19 

statistics consistently show that many avoidable deaths and injuries occur during pregnancy and 20 

childbirth. The aim of this research was to explore the challenges to quality antenatal education 21 

from the perspective of both the service providers and the pregnant women. Methods: This 22 

qualitative study was carried out on 30 participants who were selected using purposive sampling 23 

technique. Data was collected through in-depth interviews and field notes and analyzed manually 24 

using thematic analysis. Results: The service providers identified their challenges as lack of 25 

consultation room and designated space for health education, work overload, time constraints, 26 

under-staffing, lack of educational materials, language barriers, lack of authority and negative 27 

attitude. The pregnant women identified lack of focus on women’s needs, superficial antenatal 28 

education, overcrowding, lack of educational facilities, use of medical jargon and unprofessional 29 

staff attitude towards women as key barriers to quality service. The remedies included improved 30 

staffing levels, designated space for antenatal education, expanded educational activities, 31 



2 
 

2 
 

continuing education for caregivers, establishing midwife-led units, focused antenatal education 32 

and improved communication between providers and the users. Conclusion: Based on the 33 

results, both health care service providers and pregnant women experienced significant barriers 34 

that hindered them from providing and accessing quality antenatal education services 35 

respectively. Therefore, policymakers, health planners and hospital administrators should remove 36 

these barriers and integrate some of the recommendations to promote better health outcomes. 37 

Keywords: Antenatal Education; Challenges; Strategies; Health Care Providers; Pregnant 38 

Women; Oman. 39 

 40 

Advances in knowledge  41 

• This study helped to explore the challenges faced by health care providers and pregnant 42 

women while providing and receiving antenatal education. Identifying this will help to 43 

design cost effective corrective strategies to lower maternal and fetal healthcare costs.  44 

• The study revealed the existence of disparity in adherence to MOH National Guidelines 45 

regarding antenatal education. This finding implies the need for wider dissemination of the 46 

guidelines to streamline the provision of recommended antenatal education services across 47 

all the healthcare setting in Oman. 48 

Application to patient care 49 

• Pregnant women trust and value the information provided by healthcare providers.  50 

Healthcare providers should provide adequate, consistent, and comprehensive antenatal 51 

education for pregnant women in every antenatal visit. This ensures better understanding 52 

of vital information by pregnant women, resulting in positive maternal and fetal outcomes.  53 

 54 

Introduction 55 

Globally, maternal mortality has been considered a critical healthcare issue because statistics 56 

consistently show that avoidable deaths and injury occur during pregnancy and childbirth.1 As 57 

further evidence of the extent of this problem, (World Health Organization) WHO, (United Nations 58 

International Children’s Emergency Fund) UNICEF, (United Nations Population Fund) UNFPA, 59 

World Bank Group and the United Nations Population Division reported in their study that in 2017 60 

alone, up to 295,000 women died during pregnancy until delivery across the world.2 These deaths 61 

have been attributed to preventable complications, and would be stopped if women have access to 62 
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relatively basic maternal health education services to recognize the danger signs and act 63 

accordingly.3,4  64 

 65 

Several studies suggest that low levels of awareness of danger signs of pregnancy and delivery 66 

contribute to high maternal mortality ratios globally.5 To address these challenges, the United 67 

Nation through the Sustainable Development Goal (SDG 3) directed member countries to improve 68 

maternal health through working to reduce Maternal Mortality Rate (MMR) to less than 70 per 69 

100,000 live births by 2030.6,7,8 70 

 71 

In Oman, like other developing countries, there have been both positive and negative changes in 72 

significant health indicators like the Infant Mortality Rate (IMR), Low Birth weight (LBW), and 73 

poor breastfeeding practices. For instance, in 2016, the Infant mortality rate was 5.3 per 1,000 live 74 

births; in 2020, it increased to 7.6, and in 2021 further increased to 8.1 (MOH, 2021).9  There was 75 

an increase in the number of Low birth weight (LBW) babies, from 11.3% in 2019 to 12% in 2021 76 

(MOH, 2021).9 Similarly, in 2019, Maternal Mortality Rate (MMR) was 14.1 (per 100.000 live 77 

births), and the unwelcoming increase in 2020 to 29.4 and 42.5 in 2021.9 Such gaps indicate the 78 

existence of challenges in the system. 79 

 80 

Another significant maternal health indicator is that in the last five years, the number of pregnant 81 

women attending the antenatal clinic in the first trimester reduced nearly by 10,000 from 2016 to 82 

2019.10 These statistics indicate the existence of significant problems occurring during the 83 

antenatal period and emphasize the need to understand the contributing factors to devise corrective 84 

strategies to reduce maternal and infant mortality and morbidity rate especially in developing 85 

countries.11 An important ingredient in addressing the gaps in antenatal care is the central role 86 

played by healthcare workers, who provide the necessary information to make pregnancy and 87 

childbirth a positive experience for the fetus, the pregnant women and her family.  88 

 89 

Whereas the Ministry of Health in Oman, has made impressive steps to build a robust health 90 

infrastructure across the country, promoting greater access in health care delivery to ensure that 91 

all pregnant women receive quality healthcare services during antenatal visits, however some 92 

challenges continue to hamper this success.12. In order to succeed in their mission of addressing 93 



4 
 

4 
 

the healthcare needs of pregnant women, providers of antenatal education services must build 94 

professional relationships, exchange information and involve the women in decision-making.13.14  95 

 96 

This research reports the challenges experienced by healthcare providers and pregnant women 97 

while delivering and receiving antenatal education services including some remedial strategies.  98 

 99 

Methodology 100 

Research Design  101 

The study utilized a generic qualitative research approach using semi-structured in-depth 102 

interviews guided by open-ended questions. Generic qualitative research approach is guided by 103 

the naturalistic paradigm and utilizes different principles and practices from various qualitative 104 

traditions and theories. The naturalistic framework was chosen because it allows the researcher to 105 

explore poorly understood phenomena by generating rich data directly from concerned individuals 106 

to make logical conclusions.16 This research approach resulted in a deeper understanding of the 107 

challenges experienced by healthcare providers that negatively impacted their service provision.   108 

Study Setting   109 

This study was conducted in 9 outpatient antenatal clinics located in the public Health centers of 110 

Muscat Governorate, Oman.  These outpatient antenatal clinics provide health care services to both 111 

low and high-risk pregnant women.  112 

 113 

Study Sample and Sampling Method 114 

A purposive non-probability sampling technique was used to identify participants who had 115 

experience working in these units. These were health care providers who educated pregnant 116 

women and pregnant women who received the antenatal education.  117 

 118 

The healthcare providers included Doctors, Midwives, Nurses, and Health Educators (Both Omani 119 

and Non-Omani) who had worked in the antenatal clinics for a minimum of 12 months. The 120 

pregnant women had to be attending antenatal care services in one of the institutions, had to be 121 

over 30 weeks of gestation, aged above 18 years, Omani and willing to participate in one- on-one 122 

in depth interview with the research team.   123 

 124 
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The number of participants, both providers and users of the antenatal education services was 125 

determined by the stage at which data saturation was reached.15 In this study, data saturation 126 

occurred after a total of 17 healthcare providers and 13 pregnant women were interviewed.16,17. 127 

 128 

Ethical Considerations 129 

The researchers obtained ethical clearance and study approval from the relevant institutions and 130 

the Ministry of Health. Each participant was asked to sign an informed consent form after 131 

determining that they had understood the nature and purpose of the study. Prior to the data 132 

collection, all the participants were informed that they had the right to withdraw from the study at 133 

any stage either from individual questions or from the entire study without any consequences. The 134 

anonymity of participants and confidentiality of their data were upheld and preserved. Each 135 

interview was conducted individually in a private and quiet room in the respective clinics. To 136 

ensure anonymity, codes were used instead of names and digital copies of the interview data were 137 

kept under password protection, with access only to the research team. In addition, the physical 138 

copies of the interview data are carefully stored in an office and will be destroyed after 3 years. 139 

 140 

Data Collection  141 

The research data was generated using a semi-structured in-depth interview guide up to the point 142 

of data saturation, resulting in a total of 30 participants.15 The participants were informed that the 143 

interview sessions would last between 45 to 60 minutes or until such time that the participants 144 

answered all the questions. The researcher started the interview with casual conversation to set the 145 

stage for the participants to be ready for the interview. The questions were developed by the 146 

research team and validated by both subject and research experts. The open-ended questions were 147 

aimed at their personal experiences, including their thoughts, feelings, views, and perspectives 148 

regarding antenatal service, both as a provider and user. To get more detailed information, follow-149 

up questions were asked to encourage the participants to explain more by using probes and silence.  150 

 151 

13 pregnant women participated in the study aged between 23 to 39 years. All of them were 152 

educated. The interview guide for the key informants consists of 7major questions with some 153 

probing questions. The researcher used communication skills that enabled her to interact 154 

sensitively with each participant during the interview by asking, maintaining proper eye contact, 155 
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listening attentively, observing, showing respect and interest in what they were saying, and asking 156 

prop questions when needed. These strategies encouraged and motivated the participants to express 157 

themselves more and control the flow of the interview. The researcher found no difficulty 158 

communicating with all participants.  159 

 160 

Sample Questions:  161 

For Service providers  162 

• What specific education do you give to prepare the women for a safe pregnancy?  163 

• What challenges do you experience in providing antenatal education?  164 

Probe question: 165 

 166 

• What barriers hinder you from being an effective antenatal educator? 167 

• How do these barriers affect your role as an antenatal educator?  168 

• Which strategies would be useful in mitigating these barriers?   169 

 170 

For Pregnant Women 171 

• What challenges did you face during antenatal education sessions? 172 

• What specific actions would help to resolve each challenge?  173 

 174 

Probe question: 175 

• Tell me if you had all your questions answered, if not? What went wrong? 176 

• Tell me more about the other barriers or challenges that you encountered? 177 

• From your point of view, what strategies would be useful in mitigating these barriers?  178 

 179 

The researchers ensured that the study had rigor by meeting the gold standard articulated by 180 

Lincoln and Guba (1985) consisting of five critical elements of credibility, dependability, 181 

transferability, trustworthiness, and confirmability.18 To ensure data quality, all the 30 in depth 182 

interviews were digitally audio-recorded and transcribed verbatim to preserve the data integrity.  183 

 184 

Data Analysis  185 
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Data analysis occurred concurrently with data collection. The researchers analyzed the data set 186 

manually using the thematic analysis framework through the process of reflexive ‘immersion and 187 

crystallization’.19.  The “immersion” phase started off with each researcher by reading and 188 

rereading and examining portions of the data in detail, followed by suspending the process of 189 

examining or reading the research data to reflect on the analysis experience. This phase then led 190 

to the second, “crystallization phase”, which is characterized by the researchers identifying and 191 

refining the themes. This two-step sequential data analysis process creates rich, trustworthy, 192 

sensitive, and insightful research findings, hence its popularity among qualitative researchers.20 193 

 194 

Results   195 

Demographic characteristics 196 

A total of 30 participants voluntarily participated in the study, 17 healthcare providers (Doctors 5, 197 

Midwives 5, Nurses 5, and Health Educators 2) and 13 pregnant women. The healthcare providers 198 

had between 5 and 20 years of clinical experience in antenatal clinics. The pregnant women 199 

were aged between 23-39 years; were 30 to 37 weeks of gestation and had between 1 to 6 children. 200 

All the pregnant women had either primary, secondary or college level education, with 9 formally 201 

employed while 4 were housewives. 202 

 203 

Part 1 A- Challenges Experienced by Service Providers 204 

Lack of Consultation Room 205 

The first challenge reported is the lack of a separate room for performing individual assessments 206 

of pregnant women. Several healthcare workers reported the shared examination rooms as a major 207 

challenge noting that it negatively affected the pregnant women’s ability to discuss sensitive issues 208 

of concern with their healthcare providers, fearing they might be overheard by others:    209 

“The patient doesn't feel comfortable…she might have a lot to discuss with her care 210 

providers. But privacy issues are compromised here…” (HCP-DR#1). 211 

“There is no privacy… we are seeing and talking with the women in the same room where 212 

another doctor is seeing another woman” (HCP-MW#1).  213 

 214 

Lack of Designated Space for Health Education  215 
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A second challenge that hindered provision of quality antenatal education services is the lack of 216 

designated and private space for providing education:  217 

“We do not have room to separate pregnant women and provide education session for 218 

them” (HCP-MW#4) 219 

“We need a proper place …. unfortunately, we have one office, and 2 colleagues share the 220 

same office…Women don’t feel comfortable ….” (HCP-EDU#1) 221 

“The room is really not suitable… sometimes because of disturbance I will forget to 222 

provide education to the women. I cannot close the door, when I close it, the other patient 223 

keeps knocking the door, so I decided to leave the door open” (HCP-SN#3) 224 

 225 

Work Overload 226 

Another significant challenge is increased work overload due to high patient numbers and multiple 227 

responsibilities: 228 

“We have a lot of patients… this is an issue that prevents us from providing the optimal 229 

type of care in general…” (HCP-DR#1) 230 

“Also, the patient list is long causing you to rush” (HCP-SN#4) 231 

“.... the clinic is very busy and there's more workload…we are seeing overbooked cases. 232 

…with this, of course is difficult to provide elaborative education to the women” (HCP-233 

DR#5) 234 

 235 

In relation to multiple assignments, the providers reported being assigned multiple tasks, which 236 

hindered them from providing effective education:   237 

“Usually,as a doctor we are doing multiple tasks, we are the one collecting blood for 238 

investigation, doing ultrasound scan, and talking to the patient and giving advice…a lot of 239 

things we are doing… we are in a rush” (HCP-DR#1) 240 

“A lot of documentation, which consumes the time we register in the system, in the book 241 

and the green card, etc.  I feel if there was less registration [documentation] I might get 242 

time so I can provide education…” (HCP-SN#5) 243 

“My role here is to give education to all patients in the health centre including school 244 

students, and those with chronic diseases, not just pregnant women” (HCP-EDU#2) 245 

 246 
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Lack of Time 247 

The lack of time was another obstacle faced in providing antenatal education to pregnant women:  248 

“No time for education, we really need time and honestly I feel that the women need a lot 249 

of education as part of their care, lack of time is the biggest challenge….” (HCP-SN#5) 250 

“...for proper counseling she [patient] needs at least 30 minutes along with examining her 251 

and documenting the care, we are seeing lots of patients per day, so we don’t have much 252 

time for education and counseling” (HCP-DR#4) 253 

 “No time to talk to them or to educate them but we give tips and if she has any question, 254 

we’ll try to answer them but as a routine to teach them, no time to stay with the patient 255 

explaining to her about her condition” (HCP-MW#4) 256 

 257 

Under-Staffing  258 

Another major challenge experienced by healthcare providers is the shortage of staff in the 259 

antenatal clinics:  260 

“We are only 2 staff in the clinic, we have a lot of things to do, but we try our best... we see 261 

what they [ pregnant women] know and what they don’t know and based on that we give 262 

the [missing] education…” (HCP-SN#1) 263 

“The problem is we have one doctor, and she has to finish 14 patients …, that is why there’s 264 

no time to sit and give time for patient education.” (HCP-SN#3) 265 

 266 

Another aspect of the staff shortage reported was the non-availability of a midwife in these 267 

antenatal clinics.  268 

 “I don’t have a midwife here... she could help somehow if we work together, and I guess 269 

she can help a lot in this part as well” (HCP-DR#5) 270 

“We do not have a midwife in our institution and me as a nurse I did not have any 271 

[midwifery]course …except[from] my experience working in an ANC clinic. I learn things 272 

from daily work and self-learning…” (HCP-SN#4) 273 

 274 

Lack of Educational Materials 275 

The non-availability of teaching resources and materials was also cited as these participants noted: 276 
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“We are not provided with the educational resources and materials such as recorded 277 

videos to provide the education, only we are depending on the leaflets and we try to give 278 

education when they ask us…” (HCP-MW#5) 279 

“We do not have leaflets for all educational topics, that is why we sometimes ask them to 280 

read more on the internet…” (HCP-SN#3) 281 

 282 

Lack of Authority and Recognition   283 

In addition to other barriers, several midwives particularly emphasized the persistent challenge of 284 

disempowerment by the healthcare system in relation to their limited prescribed scope of practice 285 

in the antenatal clinics:   286 

“I feel the midwife has the capability to provide antenatal education 287 

comprehensively if she was given the support [read permission] to do that by the 288 

necessary authorities” (HCP-MW#1) 289 

 “I am here as a general nurse not as a midwife, although my certificate is in 290 

midwifery... in the clinic my responsibility is just to inform the doctors.  ...We are 291 

not authorized to give education regarding complications of pregnancy.  (HCP-292 

MW#4) 293 

 294 

Identifying valuable educational sessions 295 

An important challenge experienced by health workers is reluctance of some women to 296 

focus on the available health education opportunities. This challenge was reported mainly  297 

as reluctance of some pregnant women to planned educational sessions as herein reported:  298 

“…[some pregnant women]…are not interested, and they don’t ask… even if we tell 299 

something they will not show the interest to learn or to know” (HCP-DR#4) 300 

“Also some women who have previous experience, for example with diabetes, will 301 

tell that I already know what to eat and what to do from my previous experience...  302 

she will not come even if the services are available. I wish the women take it 303 

seriously...” (HCP-EDU#1) 304 

 305 
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This meant that the health care professional had to shoulder the additional burden of 306 

constantly finding out the desired educational needs of the women. This resulted in an 307 

additional workload for HCP’s. 308 

 309 

Part 1B- Challenges Experienced by Pregnant Women 310 

Lack of Focus on Women’ Actual Needs and superficial Education 311 

A major challenge experienced by pregnant women in this study was that lack of focus of antenatal 312 

education on the actual needs of pregnant women:   313 

“Every pregnant woman should receive education …even me when I will come for 314 

my second pregnancy, I believe I might need education in many things, each 315 

pregnancy is unique, it should not be treated as she knows from her previous 316 

experience” (P.W#1) 317 

“Unfortunately, she explained without details… the patient comes out of the 318 

[antenatal] clinic with questions in her mind. As that was my first childbirth, that 319 

situation caused me fear and phobia…” (P.W#4) 320 

 321 

In addition, some women felt that the healthcare providers gave them answers that did not 322 

address their needs. They perceived this as providing them with superficial education: 323 

“We see that the pregnant woman is not aware of the problem and the doctor gives 324 

her superficial information about treatment and the risks and consequences. The 325 

medical staff must ask and discuss the problems and symptoms with the pregnant 326 

woman in [more] detail” (P.W#7) 327 

“We also need those [HCPs] to focus more on educating us about childbirth, the 328 

postpartum stage and how to deal with a nursing baby” (P.W#9) 329 

“We wish the medical staff would pay more attention to education… they only pay 330 

attention to routine examinations of pregnant women…” (P.W#12) 331 

“They are not focusing on educating the pregnant women. If the pregnant woman 332 

is educated and aware of these topics, she would be able to deal with every symptom 333 

and problem that happens with her” (P.W#13) 334 

 335 

Overcrowding in the Antenatal Clinic 336 
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Another hindrance is the large number of patients resulting in overcrowding in the clinics: 337 

“Another big problem is the overcrowded clinic and the large number of pregnant women 338 

who visit the clinic.  Sometimes I find six patients with me in the same room to do blood 339 

pressure examinations.  So, you find the nurse is trying to finish off the patients and just 340 

leave”. (P.W#4) 341 

 342 

In further agreement, another participant reiterated that:  343 

“The problem in the institution is the limited number of employees. Every day, they receive 344 

from 20-30 pregnant women. This is difficult … [and] over the health workers’ capacity. 345 

They cannot make lectures or provide [quality] antenatal educational services for all the 346 

women here” (P.W#5) 347 

 348 

Lack of Educational Resources 349 

Another persistent challenge mentioned by most pregnant women is the lack of resources required 350 

for effective teaching sessions:  351 

“We need more educational services… The medical staff is only depending on leaflets...they are 352 

not using a variety of methods... How can they guarantee pregnant women will read these leaflets 353 

to get the information? (P.W#11) 354 

 355 

Use of Medical Jargons 356 

This use of unfamiliar language during sessions limited women's understanding of the content:  357 

“Among the challenges I face as a pregnant woman is the medical staff's use of terms that 358 

I do not understand. Although I’m a nurse, there are some terms I do not understand 359 

especially that I do not work in maternity department” (P.W#7) 360 

 361 

Part 2 A- Strategies to Improve Antenatal Education Services 362 

The providers suggested the following strategies to improve antenatal education services:  363 

Staffing the Antenatal Clinic with Midwives 364 

Some providers recommended staffing antenatal clinics with midwives as a strategy to help 365 

improve the provision of antenatal educational services:  366 
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“...we should also have specialized staff mainly midwives so that they can give more, since 367 

they are more familiar with these topics that need to be discussed with pregnant women, 368 

and they can give better services” (HCP-SN#1) 369 

 370 

 “[It is] very important to have a midwife...she will help to make my life easy. She knows 371 

what to do without coming back to me. A midwife is very important to be available in each 372 

health center…” (HCP-DR#1) 373 

“If we have a midwife, she can help a lot… she can do abdominal palpation, checking the 374 

foetal heart rate, providing health education, if she is available, I feel the burden will be 375 

divided and the workload will be divided between us…” (HCP-DR#2) 376 

“The midwife will help a lot…and she will be more interested to prepare the women for 377 

delivery and even she can explain to the doctors here about the management of different 378 

stages of labour” (HCP-DR#3) 379 

 380 

Designated Space for Antenatal Education 381 

Another recommendation is having a designated room provided to the clients:   382 

“We need a proper place to educate mothers because education is an essential part of 383 

antenatal care” (HCP-MW#3) 384 

“One of the solutions is to provide room for counseling” (HCP-EDU#2) 385 

 386 

Improving Staffing Levels 387 

Some healthcare providers further recommended increasing the number of clinical staff:  388 

“If we increase the number of staff will help to improve the quality of our service” (HCP- 389 

DR#5) 390 

“If they can give enough staff that will help a lot in this area” (HCP-NS#1) 391 

“They need to provide more educators to the [antenatal] clinics” (HCP-EDU#1) 392 

 393 

Expansion of Educational Activities and Methods 394 

Expanding and ensuring diversity in the educational activities and methods is another strategy 395 

to improve provision of educational service to the users:   396 
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“We [currently use] leaflets and posters. …[but] we need various educational materials, 397 

such as figurine and manikins…to explain and deliver the information clearly…, the 398 

illustrations attract more attention” (HCP-EDU#2) 399 

“Maybe we can make audio-visual aids will really help to attract especially the new 400 

generation of the young and even the multigravida mothers” (HCP-DR#5) 401 

“Put a schedule for nurses to prepare a topic for the pregnant women, and we can 402 

cooperate with other healthcare providers like physiotherapist, dietitian to provide 403 

teaching session for the pregnant women, it will be fair enough for the pregnant women to 404 

provide them with schedule with different educational classes” (HCP-MW#4) 405 

 406 

In terms of the scheduled teaching sessions, a midwife recommended that:  407 

“I think we should schedule teaching session for pregnant women at least weekly” (HCP-408 

MW#1) 409 

 410 

Continuing Professional Development programs 411 

Participants also suggested continuing professional development through courses and workshops:  412 

“[we] need courses related to antenatal education because there are many methods, we 413 

can learn to provide better services… and if the educator is trained then more topics can 414 

be included in education… it will be perfect” (HCP-MW#2) 415 

“...workshops are needed and training for the staff to improve because not all are familiar 416 

with the educational topics… sometime new staff need somebody to follow with…., the idea 417 

of training will be good for us to learn, refresh and update our knowledge…” (HCP-SN#4) 418 

“Providing training courses for the physician, nurses and educators especially about the 419 

topics related labour and birth, exercises contraceptive…etc , will be very helpful to 420 

improve” (HCP-DR#5) 421 

 422 

Dedicated staff for Antenatal Education 423 

An important strategy suggested by a midwife to improve the provision of ANE services involves 424 

hiring a dedicated staff for provision of education. 425 

“I will suggest assigning a staff, whose role is to educate the women only, that really will 426 

help a lot …even a simple advice you will give it might stick with her [PW] mind and it will 427 
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help to change a lot of behaviours. As a midwife we try our best to benefit the women with 428 

the information we gained from midwifery program… education should be something 429 

regularly provided to the women in all aspect of care for the pregnant women and s… not 430 

wait for the complication to occur to provide the education”. (HCP-MW#5) 431 

 432 

Provision of Hotline for Urgent Clarification 433 

An innovative strategy suggested is providing a hotline for pregnant women to enable them call 434 

and inquire about key questions that need to be answered instantly by healthcare providers: 435 

“...they need a hotline to answer inquiries… I believe some of the questions might not come 436 

during the visit; when she will go home some questions might arise and then she wonders 437 

what to do…” (HCP-MW#2) 438 

 439 

Establishment of Midwife-led Care units  440 

Another recommendation is the establishment of midwifery-led care units across the country:   441 

“In the midwife-led clinic we have sufficient time to discuss and provide individualized 442 

care… the women will be seen by the same midwife, so it helps in strengthening the trust 443 

relationship… Also, she will feel more comfortable to discuss and express [herself] rather 444 

than be seen by different providers during each visit…” (HCP-MW#2) 445 

 446 

Mass Education through social media 447 

The use of social media to pass educational messages was also recommended to be used since 448 

social media is widely accepted by many people as this participant affirms:  449 

“Like in TV, structured education can be displayed in TV so people can see and follow 450 

because I feel through social media the idea of [antenatal] education will be more accepted 451 

by people” (HCP-SN#4) 452 

 453 

Part 2 B- Recommendations from Pregnant Women  454 

The pregnant women suggested the following ways to improve antenatal education services:  455 

Focused Antenatal Education 456 

The women suggest the need for focused and regular antenatal education throughout pregnancy:  457 
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“The pregnant woman should get education before going through the experience of 458 

childbirth… she might go too late…, also they should focus more on the proper method of 459 

pushing while giving birth….” (P.W#10) 460 

“They need to give us information about childbirth and the child. In the first trimester, they 461 

are supposed to give us information about the correct meals, medicine, exercises, and 462 

positions of sleeping and the movement of the pregnant woman for safe pregnancy”. 463 

(P.W#9) 464 

“The staff in antenatal clinic should give pregnant women at the beginning of their 465 

pregnancy a lecture on how to deal with the symptoms of pregnancy and the 466 

complications that they may be exposed to,…we need more focus from the medical staff 467 

… educate them about pregnancy…as a very sensitive and important stage” (P.W#4) 468 

“They [HCPs] are supposed to tell us that at the first stage of pregnancy, avoid this type 469 

of food, and in the second stage, certain types that you avoid or take…also they should 470 

educate us about the movement and physical activity in the pregnancy either as routine or 471 

daily, especially if the pregnant women have problems during pregnancy” (P.W#8) 472 

 473 

Innovative Educational Activities 474 

Some pregnant women suggested introduction of various educational activities in the clinics:  475 

“We do not need only routine visits and check-ups; we need education about all related 476 

care. I suggest conducting educational lectures… and to discuss the experiences of other 477 

mothers. Also the available posters and brochures should be reviewed and updated … 478 

(P.W#2) 479 

“Make a group and give education, and sometime in same group some women might have 480 

the experience so other women will benefit from each other’s experience” (P.W#3) 481 

“We also wish there to have an awareness video for the pregnant woman to benefit from 482 

and to understand and comprehend the information more” (P.W#7) 483 

 484 

Dedicated Staff for Antenatal Education 485 

In addition, some pregnant women recommended hiring a dedicated staff:  486 

“It would be beneficial if we have a specialist nurse in the health institution for the 487 

antenatal educational services” (P.W#13) 488 
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“I feel the nurses are busy., so better employ somebody to provide the teaching and 489 

education…, so this person will listen to the woman, answer all her questions, reassure her 490 

and make her feel supported…” (P.W#1) 491 

“I belief that a nurse or a specialist in antenatal educational services must provide the 492 

pregnant women with all information needed” (P.W#2) 493 

 494 

Provide a dedicated Space for Education 495 

Similar to providers, the users also suggested a dedicated office for education and counseling:   496 

“an education office can be set up for pregnant women.   This will result in more caring, 497 

… they will open their hearts to express their feelings, needs and inquiries. This will help 498 

to answer questions in their mind …” (P.W#2)     499 

 500 

Improved Communication 501 

Another recommendation to improve antenatal services is minimizing the use of medical jargon: 502 

“The first thing is to make sure that the pregnant woman understands all that the doctor 503 

says to her, so they need to avoid using difficult terms” (P.W#7).  504 

 505 

Discussion  506 

The study identified many factors that negatively impacted the provision and receiving of antenatal 507 

education services in the selected health facilities in Oman. These findings are comparable to those 508 

of previous studies conducted in Oman by Al Maqbali (2018) who found that pregnant women 509 

appeared disempowered and seemed to lack control over the care they received.14 As a result the 510 

women felt that their needs were not satisfied since a significant discrepancy existed between what 511 

they expected and needed and the actual care and information they received during antenatal visits.  512 

 513 

Similarly, in Iran, Javanmardi, et al., (2019) in a study on the challenges women experience to 514 

access health information during pregnancy, found that there was insufficient interaction between 515 

women and healthcare providers. In addition, there was also failure to access various information 516 

resources from the health facilities.21 The authors recommended that policymakers and health 517 

planners should remove the barriers that interfere with delivery of quality health information 518 

during pregnancy. A study conducted in Addis Ababa in Ethiopia on antenatal care and health 519 
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education also identified similar challenges. The challenges included but were not limited to the 520 

shortage of staff, lack of time, lack of training, negative staff attitude, negative cultural beliefs and 521 

practices, and lack of incentives for providers. As reported in the current study, these barriers 522 

hindered effective antenatal education service provision in the selected health facilities.5  523 

 524 

In terms of how these challenges might be mitigated, both healthcare providers and pregnant 525 

women provided some suggestions about who, where, when and how to improve the current 526 

antenatal education services. The rationale for these strategies is that when such gaps are 527 

addressed, they result in improved antenatal education services, which in turn creates positive 528 

impact on obstetrical outcomes, such as reducing low-birthweight, prematurity and promoting 529 

exclusive breastfeeding among other positive outcomes for baby, mother and family.22,23  530 

 531 

The most prominent suggestions from both groups included the need for proper designated space 532 

for antenatal education, dedicated staff for antenatal education, innovative educational activities 533 

and facilities and provision of tailor-made training for healthcare providers. These 534 

recommendations are consistent with those documented in Woldeyohannes and Modiba’s (2020) 535 

study in Ethiopia which advocated for ongoing education for healthcare givers, assignment of 536 

dedicated staff to provide antenatal education services, and reducing the patient numbers per day.5  537 

 538 

Another recommendation that has received attention in previous studies is the midwife-led 539 

antenatal clinics. A classical Cochrane Collaborative study found that pregnant women who 540 

received prenatal, intrapartum, and postnatal care primarily from a midwife were less likely to 541 

deliver prematurely while requiring fewer medical interventions, compared with women cared for 542 

by obstetricians or family physicians.24 The study found that midwife-led care resulted in fewer 543 

epidurals, fewer episiotomies, lower odds of premature delivery and greater odds of spontaneous 544 

vaginal birth and overall better pregnancy experience. This finding is consistent with WHO (2016), 545 

ICM (2018) and NICE (2019) recommendation, which state that midwife-led care is the safest 546 

approach of care for healthy pregnant women, who have no immediate danger signs.25,26,27  547 

 548 

In addition, several other studies argue that midwife-led-care is associated with increased 549 

empowerment and confidence in the pregnant women's ability to give birth without the need for 550 
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medical and obstetric intervention. According to International Confederation of Midwives (ICM) 551 

(2018), a midwife-led- care means that the midwife is the lead health-care professional who is 552 

responsible for the planning, organizing and delivering of care  to a woman from the initial booking 553 

of antenatal care until the postpartum period.26 The women in these studies also reported 554 

developing the ability to recognize the danger signs in pregnancy, which helped them to abstain 555 

from risky behaviors and reduced complications associated with pregnancy and childbirth resulting 556 

in positive outcomes.28,29 In recent times, this model has received further support in 2020 with the 557 

World Health Organization advocating for investment in such midwifery models of care to provide 558 

high-certainty and evidence-based care. This strategy would improve maternity care by integrating 559 

such care into existing healthcare systems, thereby helping to transform maternal health globally.30  560 

 561 

Moreover, these proposed strategies align with the antenatal care recommendations stated by 562 

Queensland Health, Australia (2018), which requires antenatal education to equip pregnant women 563 

with balanced information, including information about pregnancy, birth and possible 564 

complexities and transition to the postnatal period. In addition, the strategy recommends a 565 

dedicated health educator who should be adequately trained and prepared to provide antenatal 566 

education based on the principle of adult learning (Queensland Health, 2018).31 Further, in Ireland, 567 

the National Women, and Infant Health Program (2020) states that providers of antenatal education 568 

should be supported with the most up to date educational materials. This support should include 569 

innovative audio-visual aids to provide evidence-based information to the parents. Besides, these 570 

providers should be granted protected time to engage in continuous professional development 571 

programs to improve their skills and understanding of adult learning, group facilitation, and 572 

evidence-based practice among others. The program further recommends conducting the antenatal 573 

education in a safe, clean and well-equipped physical environment to enhance each pregnant 574 

woman's active participation so as to adequately meet their learning needs. 575 

 576 

Conclusion  577 

The study identified that healthcare providers and pregnant women experienced many challenges 578 

while providing and receiving antenatal education services. As a result of the barriers, significant 579 

deficiencies exist in the quality and quantity of antenatal education services provided to pregnant 580 

women related to pregnancy, labor and birth, postpartum and newborn care. The findings also 581 
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clearly indicate that these antenatal educational services are not provided uniformly and adequately 582 

to all pregnant women.  As a remedy, it is recommended that there should be designated spaces, 583 

dedicated staff, innovative educational activities, and creation of awareness about the actual scope 584 

of midwifery practice among healthcare providers and the public. Finally it is also recommended 585 

that midwife-led antenatal clinics should be established to provide comprehensive maternity 586 

services in line with the current recommendation of the World health organization. 587 
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