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[bookmark: _Toc5760]ABSTRACT   
Background: Women’s health education during antenatal and immunization clinics is a critical strategy for improving maternal and child health outcomes. Health workers play a central role in delivering this education, yet their experiences, challenges, and motivating factors remain underexplored. This study examined the lived experiences of health workers in providing women’s health education at Alex Ekwueme Federal University Teaching Hospital Abakaliki (AEFUTHA), Ebonyi State. 
Methods: A mixed-methods design was used, combining a quantitative survey of 79 health workers with qualitative key informant interviews. Quantitative data were analyzed using IBM SPSS Version 30, while qualitative data were analyzed thematically with NVIVO 15.
Results: Findings showed that 51.3% strongly agreed and 27.6% agreed that they felt confident delivering women’s health education, while 48.7% strongly agreed and 39.5% agreed they felt fulfilled. Challenges included heavy workload (32.9%), staff shortages (36.8%), low literacy among women (36.8%), and poor infrastructure (46.1%). Enabling factors were continuous training (52.6%), positive feedback (61.8%), and management recognition (60.5%). Qualitative findings confirmed fulfillment but highlighted language barriers, lack of teaching aids, unconducive environments, and staffing shortages.
Conclusion: Triangulation of the quantitative and qualitative findings shows that health workers experience confidence and fulfillment when educating women, but systemic and institutional barriers hinder optimal delivery. Strengthening infrastructure, providing teaching aids, developing clear guidelines, and improving institutional support are essential to enhance women’s health education during antenatal and immunization clinics.
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[bookmark: _Toc20079]INTRODUCTION
Maternal health remains a major public health concern globally, particularly in low- and middle-income countries (LMICs), where preventable maternal and neonatal morbidity and mortality continue to persist despite decades of interventions. The World Health Organization defines maternal health as the health of women during pregnancy, childbirth, and the postnatal period, emphasizing that access to quality antenatal, intrapartum, and postnatal services is fundamental to achieving safe motherhood (WHO, 2023). Globally, although maternal mortality has declined over the past two decades, progress has been uneven and fragile. Sub-Saharan Africa continues to account for approximately 70% of global maternal deaths,  approximately 287,000 women died globally from pregnancy-related causes in 2020, and most of these deaths were preventable through quality maternal care, adequate health education, and timely health service utilization.  Health education for women during antenatal and immunization clinics plays a pivotal role in empowering mothers with the knowledge and skills necessary to make informed health decisions for themselves and their children (United Nations, 2023). In Nigeria, maternal mortality remains alarmingly high, with a maternal mortality ratio of 512 deaths per 100,000 live births (Nigeria Demographic and Health Survey [NDHS], 2018; WHO, 2023). These disparities highlight not only gaps in service availability but also deficiencies in the quality and effectiveness of maternal healthcare interventions.
Antenatal care (ANC) is widely recognized as one of the most critical strategies for reducing maternal and neonatal mortality. Beyond clinical monitoring, ANC provides a preventive platform for early identification of pregnancy-related complications, management of pre-existing conditions, and promotion of healthy behaviours. The WHO currently recommends a minimum of eight antenatal contacts during pregnancy to optimize maternal and neonatal outcomes and to enhance the delivery of structured health education (Olapeju et al., 2025). The shift from four to eight contacts underscores the growing recognition that frequent interaction between pregnant women and skilled health providers improves both clinical outcomes and health literacy.
Importantly, antenatal clinics are not solely biomedical service points; they are structured educational environments. During ANC sessions, health workers are expected to provide comprehensive education on maternal nutrition, danger signs in pregnancy, birth preparedness and complication readiness, prevention of mother-to-child transmission of infections, exclusive breastfeeding, postpartum care, family planning, and newborn care practices. Empirical evidence indicates that well-structured antenatal education significantly improves maternal knowledge, increases preparedness for childbirth, and contributes to positive labour outcomes (Hooper et al., 2022; Zanetti et al., 2024). These findings suggest that the quality of health education delivered during ANC visits may be as crucial as the clinical services provided.
Similarly, immunization clinics serve as continuous points of maternal engagement during the postnatal period. The establishment of the Expanded Programme on Immunization (EPI) by the World Health Organization strengthened global vaccination systems and positioned routine immunization clinics as recurring contact opportunities between mothers and healthcare providers (WHO, 2024). In Nigeria, immunization sessions typically include group health talks covering exclusive breastfeeding, complementary feeding, growth monitoring, hygiene practices, and postpartum maternal health. These sessions offer critical reinforcement of messages initially introduced during antenatal visits, creating a continuum of maternal education across the reproductive cycle.
However, despite these structured opportunities, evidence suggests that immunization service delivery in Nigeria faces multiple barriers. Studies have identified health system constraints such as inadequate staffing, supply shortages, irregular vaccine availability, and poor infrastructure as significant challenges (Balogun et al., 2025; Preprints, 2024). Sociocultural factors, including misconceptions about vaccines and low maternal education levels, further complicate service delivery. These challenges may inadvertently affect the time, quality, and consistency of health education provided during immunization clinics.
Health workers occupy a central role in translating maternal health policies into practice. Their competence, professional training, communication skills, attitudes, and motivation directly shape how health education is delivered and received. Research indicates that supportive supervision and targeted training significantly enhance health workers’ ability to provide effective maternal health education (Adefolarin et al., 2021). In Nigerian primary healthcare settings, gaps in knowledge and inadequate training have been linked to suboptimal delivery of prenatal nutrition education, ultimately influencing maternal understanding and behavioural outcomes (Ibikunle et al., 2021). These findings emphasize that health education effectiveness is dependent not only on policy frameworks but also on frontline provider capacity.
Nevertheless, health workers operate within complex institutional and systemic environments that may either enable or constrain their performance. High patient volumes, workforce shortages, limited educational materials, time constraints, and inadequate infrastructural support can compromise the depth and interactivity of health education sessions. A systematic review examining barriers to adequate antenatal care utilization in low-resource settings identified structural deficiencies, weak referral systems, and limited provider-client interaction time as recurring challenges (Barriers to Timely and Adequate Antenatal Care, 2023). Furthermore, evidence from health workforce studies suggests that motivational factors including recognition, career progression opportunities, availability of supplies, and workload balance significantly influence performance outcomes (BMJ Global Health, 2026). When health workers experience burnout or dissatisfaction, the quality of health education delivery may be adversely affected.
In Nigeria, maternal healthcare delivery is embedded within a multi-tiered health system characterized by variability in infrastructure, funding, and institutional capacity. While numerous studies have focused on maternal service utilization rates, immunization coverage, and patient satisfaction (Isika et al., 2025), relatively limited attention has been given to understanding the lived experiences of health workers responsible for delivering women’s health education  particularly within tertiary healthcare institutions. Yet, these providers are instrumental in shaping maternal knowledge, influencing health behaviours, and reinforcing preventive practices across antenatal and immunization settings.
Alex Ekwueme Federal University Teaching Hospital serves as a major referral and teaching hospital in Ebonyi State, catering to a diverse population of pregnant and postpartum women. As a tertiary institution, it is expected to maintain high standards of maternal healthcare delivery, including structured, evidence-based health education. However, tertiary settings often experience high client loads, referral complexities, academic responsibilities, and resource allocation challenges that may influence how health education sessions are conducted. Institutional culture, staffing ratios, availability of educational aids, and supervisory mechanisms may all shape the experiences of health workers delivering maternal education.
Although the existing literature clearly establishes the benefits of antenatal education and highlights the importance of immunization services, there remains a paucity of qualitative, context-specific research exploring how health workers experience the process of delivering women’s health education within both antenatal and immunization clinics in tertiary institutions in South-Eastern Nigeria. Much of the current evidence is quantitative and outcome-focused, with limited exploration of provider perspectives, emotional labour, institutional dynamics, and systemic influences.
Understanding these lived experiences is essential because the effectiveness of maternal health education depends not only on curriculum content but also on the realities of implementation. Health workers’ perceptions of their roles, the challenges they encounter, and the motivating or enabling factors within their environment directly influence the depth, clarity, and consistency of education provided to women.
Therefore, this study seeks to explore the lived experiences of health workers in delivering women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State. By identifying the challenges, individual and institutional constraints, and enabling systemic factors influencing education delivery, the study aims to generate context-specific evidence that can inform institutional improvements, strengthen health worker support systems, and ultimately enhance maternal and child health outcomes. 
[bookmark: _Toc23129]1.3 Aim of the Study
The main aim of this study is to explore the experiences of health workers in delivering women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State.
[bookmark: _Toc26552]1.4 Specific Objectives
i. To explore the lived experiences of health workers in delivering women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State.
ii. [bookmark: _Toc17438]To identify challenges encountered by health workers during women’s health education sessions in antenatal and immunization clinics.
RESEARCH METHODOLOGY
[bookmark: _Toc24829]The study employed a mixed-methods research that used both quantitative and qualitative approaches. Women's health education at AE-FUTHA served the entire health worker population directly offering maternal and education during antenatal, immunization clinics. The overall population included seventy-nine (79) health workers. For the quantitative part a census was used as a sampling technique that involved all eligible health workers. Using a census, every cadre of health workers involved women patients in terms of education were amply represented in the study, and this was advantageous in equating sampling bias. The qualitative component made use of no clear sample size determination but, rather, allowed for deep interviewing and continual interviewing till data saturation was reached, whereby no new themes or revelations recurred as a result of additional interviews. That ensured depth and richness but not redundancy in information. A pretest was done among health workers at David Umahi Federal University Teaching Hospital (DUFHUS), Uburu, which was similar to AE-FUTHA and far from the study area not to contaminate the main study population. The pilot test included the use of 10% of the total population (7 copies). An attempt also was made to determine the reliability of the quantitative instrument by the test-retest method, this time to see its stability over time. The questionnaire has been administered to the selected respondents initially. One week after that, the instrument was re-administered under the same conditions. The two sets of responses were entered into SPSS version 30. The internal consistency was determined through the Cronbach’s alpha coefficient. This is generally accepted in measuring the internal consistency reliability of Likert-scale instruments. The coefficient value 0. within 87 and 0.93 is promising and above 0.93 is particularly good. Cronbach’s alpha value of 0.93 was obtained which means it had good reliability when used for the main study.
RESULT AND DISCUSSION
The results of the data analysis are presented in this chapter along with their interpretations. of the seventy-nine (79) copies of the questionnaire that were provided, seventy-six (96.2%) were returned, correctly completed, and fitted for analysis.
[bookmark: _Toc13854]4.1	Results and Analysis 
[bookmark: _Toc5296]4.1.1	Results and Analysis of Quantitative Data
[bookmark: _Toc224670844]Table 1: Sociodemographic Characteristics of Health Workers in AEFUTHA Ebonyi State
	Characteristics
	Frequency
	Percentage

	Age (Years)
	 
	 

	20 - 29
	21
	27.6

	30 - 39
	17
	22.4

	40 - 49
	28
	36.8

	50 and above
	10
	13.2

	Sex
	 
	 

	Male
	4
	5.3

	Female
	72
	94.7

	Professional cadre
	 
	 

	Nurse/Midwife
	35
	46.1

	Dietician/Nutritionist
	30
	39.5

	Health Educator
	4
	5.3

	Community Health Officer/Extention worker
	5
	6.6

	Physiotherapist
	2
	2.5

	Highest educational qualification
	 
	 

	Diploma
	14
	18.4

	B.Sc
	42
	55.2

	Post-graduate Diploma
	4
	5.3

	Master's Degree
	12
	15.8

	Others (Specify)
	4
	5.3


The result in Table 1 presents the sociodemographic characteristics of health workers at AEFUTHA, Ebonyi State, Nigeria, showing that the majority were aged 40–49 years 28 (36.8%), followed by those aged 20–29 years 21 (27.6%). In terms of sex, most respondents were female 72 (94.7%), whereas only 4 (5.3%) were male. Regarding professional cadre, nurses/midwives 35 (46.1%) and dieticians/nutritionists 30 (39.5%) dominated. With respect to educational qualification, the majority had B.Sc degrees 42 (55.3%), followed by diplomas 14 (18.4%) and master’s degrees 12 (15.8%). Years of professional experience varied, with 25 (32.9%) having less than 5 years, 16 (21.1%) between 5–10 years, 17 (22.4%) between 11–15 years, and 18 (23.7%) above 15 years, as shown in Figure 1. Furthermore, years of working in ANC/Immunization clinics showed that most respondents had less than 1 year 32 (42.1%) or 1–5 years 30 (39.5%) of experience, while fewer had 6–10 years 11 (14.5%) and above 10 years 3 (3.9%).

[bookmark: _Toc224670966]Figure 1: Bar Chart Showing Years of Professional Experience among Health Workers in AEFUTHA Ebonyi State

[bookmark: _Toc224670967]Figure 2: Bar Chart Showing Years of working in ANC/ Immunization clinics among Health Workers in AEFUTHA Ebonyi State
[bookmark: _Toc224670846]
Table 2: Challenges Encountered in Delivering Health Education among Health Workers in AEFUTHA Ebonyi State
	Statement
	SD
n 
	D
n 
	Ne
n 
	A
n 
	SA
n 
	Mean±SD
	Decision

	Heavy work load limits the time I spend on health education
	7
	8
	15
	21
	25
	3.7±1.36
	Accepted

	Staff shortage affects the quality of health education sessions
	7
	8
	11
	22
	28
	3.78±1.31
	Accepted

	Limited time during clinics reduces the depth of information i provide
	7
	7
	11
	26
	25
	3.7±1.33
	Accepted

	Women low literacy level makes health education difficult
	4
	9
	13
	21
	28
	3.87±1.33
	Accepted

	Cultural belief sometimes interferes with health education delivery
	7
	3
	14
	33
	18
	3.7±1.22
	Accepted

	Grand mean
	
	
	
	
	
	3.75±1.13
	Accepted


SD = Strongly Disagree; D = Disagree; Ne = Neutral; A = Agree; SA = Strongly Agree
The result in Table 2 presents the challenges encountered by health workers in delivering health education at AEFUTHA, Ebonyi State. All the items were accepted, with weighted mean scores above the mean criterion of 3.0. The highest mean score was observed for the statement “Women’s low literacy level makes health education difficult”, with a mean of 3.87±1.33, indicating that literacy barriers are a major challenge in effective health education delivery. This was closely followed by “Staff shortage affects the quality of health education sessions” with a mean of 3.78±1.31, highlighting human resource constraints as a significant limitation. Heavy workload and limited time during clinics both had mean scores of 3.70±1.36 and 3.70±1.33 respectively, showing that time pressure and workload reduce the depth and quality of information provided. Similarly, “Cultural beliefs sometimes interfere with health education delivery” recorded a mean of 3.70±1.22, reflecting socio-cultural barriers that hinder effective communication. Overall, the grand mean score of 3.75±1.13 suggests that health workers generally encounter notable challenges in delivering health education. 
[bookmark: _Toc9218]4.2 Discussion of Findings
This section discusses the findings of the present study in relation to existing evidence on the lived experiences, challenges, enabling factors, and systemic influences affecting health workers in delivering women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State. The results obtained from this tertiary hospital are compared with previous studies conducted within Nigeria and internationally, highlighting areas of convergence and divergence. The discussion integrates both quantitative and qualitative strands of the study with empirical reviews, showing how health workers’ confidence, fulfillment, and motivation are reinforced by women’s eagerness to learn, while systemic and institutional barriers such as poor infrastructure, staff shortages, and lack of standardized guidelines continue to limit effectiveness.
4.2.2 Challenges Encountered by Health Workers in Delivering Women’s Health Education during Antenatal and Immunization Clinics
The findings of this study as related to research question two on the challenges encountered by health workers, as shown in Table 3 of the quantitative part and Theme 2 of the qualitative part, revealed that respondents experienced several barriers in the course of delivering women’s health education. The quantitative results indicated that women’s low literacy level was the most significant challenge, with a mean score of 3.87±1.33, suggesting that literacy barriers hinder effective communication. This was closely followed by staff shortages (3.78±1.31), heavy workload (3.70±1.36), limited time during clinics (3.70±1.33), and cultural beliefs interfering with health education delivery (3.70±1.22). Overall, the grand mean score of 3.75±1.13 suggests that health workers generally encounter notable challenges in delivering health education.
These quantitative findings are consistent with qualitative accounts where participants described language barriers, time constraints, lack of teaching aids, poor infrastructure, and staff shortages as major obstacles. One CHEW explained, “Some of them, they don’t understand your own language and I too don’t understand their own… except general English that we can use. Some of them don’t understand English.” Similarly, a nurse emphasized, “The mother-in-law or caregiver might not understand English… being the caregiver, I might not be able to speak their language that will relay the message down to them.” These narratives illustrate how literacy and language barriers reduce the effectiveness of health talks, aligning with the quantitative evidence that low literacy levels are a major challenge.
The issue of time constraints was also highlighted in both strands. Quantitatively, time pressure recorded a mean score of 3.70±1.33, while qualitatively, nurses explained that mothers often preferred quick services over health talks. One nurse noted, “Most of them… just want to come and vaccinate… they always consider time.” Another added, “Women will always complain that they want to rush somewhere… they feel we are disturbing them through the head talk.” These accounts reflect the socio-economic realities mothers face, which undermine their willingness to engage in health education sessions. This finding resonates with Ekhaguere and Ekpenyong (2026), who identified time constraints as a major barrier in immunization clinics.
The lack of teaching aids and poor infrastructure also emerged as significant challenges. Participants lamented the absence of visual aids, demonstration tools, and conducive environments. One dietician explained, “We don’t have some instruments, so you use masks to educate them.” Another nurse added, “Sometimes, you will need simulator, flex, flip charts… but we don’t have those teaching aids.” These experiences mirror Abubakar (2024), who reported insufficient educational materials and poor infrastructure as hindrances to effective health education.
Staff shortages and heavy workload were further emphasized, with nurses explaining that limited manpower forced them to rush through sessions. One nurse stated, “We are short staffed… sometimes you’ll be overwhelmed with work that you won’t have time to give the necessary information.” This aligns with the quantitative score of 3.78±1.31 for staff shortages and 3.70±1.36 for workload. These findings are consistent with Adefolarin et al. (2021), who found that without structured training and adequate staffing, health workers struggled to deliver comprehensive maternal health education.
[bookmark: _Toc5562]Conclusion
This study examined the lived experiences, challenges, enabling factors, and systemic influences affecting health workers in delivering women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State. The findings revealed that health workers generally expressed confidence, fulfillment, and motivation in their roles, reinforced by women’s eagerness to learn and positive feedback. However, their performance was constrained by literacy barriers, staff shortages, poor infrastructure, lack of teaching aids, and absence of standardized guidelines. The study further highlighted that individual factors such as training, years of experience, and confidence play a critical role in shaping effective health education delivery, while institutional recognition, supportive supervision, and continuous professional training serve as strong motivators. At the systemic level, infrastructural improvements, provision of teaching materials, structured guidelines, and policy support from government and NGOs were identified as essential for sustaining effective health education.
[bookmark: _Toc26550]Recommendations
Based on the findings of this study, the following recommendations are proposed to improve the delivery of women’s health education during antenatal and immunization clinics in AE-FUTHA, Ebonyi State:
1. Firstly, hospital management should provide adequate teaching aids and visual demonstration tools such as projectors, simulators, and flip charts to enhance clarity and engagement during health education sessions.
2. Secondly, infrastructural improvements such as provision of fans, air conditioning, adequate space, and reliable electricity supply should be prioritized to create a conducive environment for mothers and health workers.
3. Thirdly, continuous professional training and supportive supervision should be strengthened to build health workers’ confidence, update their knowledge, and improve communication skills.
4. Fourthly, incentives should be introduced for both mothers and health workers. Motivational gifts for mothers can encourage participation, while recognition and rewards for staff can boost morale and performance. 
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