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ARTICLE INFO ABSTRACT
Keywords: Aim: This study assessed a) the impact of playing the Dignity board game on participants’ understanding of
Nurse-midwife education respectful maternal and newborn care and b) participants’ perceptions of how the game influenced their sub-

Game-based learning
Sub-Saharan Africa
Relational care
Respectful maternity care
Woman-centred care

sequent practice in Malawi and Zambia.

Background: Nurse-midwives’ poor understanding of respectful maternal and newborn care can lead to sub-
standard practice; thus, effective education is pivotal. Used in several disciplines, game-based learning can
facilitate skills acquisition and retention of knowledge.

Design: a quasi-experimental study, using mixed-methods of data collection.

Methods: Data were collected between January and November 2020. Nurse-midwives (N = 122) and students (N
= 115) were recruited from public hospitals and nursing schools.

Completion of paper-based questionnaires, before and after game-playing, assessed knowledge of respectful care
principles and perceptions around behaviours and practice. Face-to-face interviews (n = 18) explored perceived
impact of engaging with the game in clinical practice. Paired and unpaired t-test were used to compare scores.
Qualitative data were analysed and reported thematically.

Results: The study was completed by 215 (90.7 %) participants. Post-test scores improved significantly for both
groups combined; from 25.91 (SD 3.73) pre-test to 28.07 (SD 3.46) post-test (paired t = 8.67, 95 % confidence
interval 1.67-2.65), indicating an increased knowledge of respectful care principles. Nurse-midwives performed
better than students, both before and after. In Malawi, the COVID pandemic prevented a third of nurse-midwives’
from completing post-game questionnaires. Qualitative findings indicate the game functioned as a refresher
course and helped nurse-midwives to translate principles of respectful care into practice. It was also useful for
self-reflection.

Conclusions: The Dignity board game has the potential to enhance understanding and practice of respectful
maternal and newborn care principles in low-resource settings. Integration into nursing and midwifery curricula
and in-service training for students and healthcare workers should be considered.

Tweetable abstract an increase in knowledge of respectful care principles. The game was
also useful for self-reflection.
This study assessed the ‘Dignity’ board game among nurse-midwives
and students using mixed-methods research. Post-game scores showed
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1. Introduction

In the last decade, respectful maternal and newborn care (RMNC) has
received global attention (The Lancet, 2015). RMNC is defined as a
person-centred approach valuing the woman’s preferences, choices and
needs, ensuring privacy and confidentiality, and preventing harm and
mistreatment during pregnancy and childbirth (World Health Organi-
zation, 2018). The Respectful Care Charter (White Ribbon Alliance,
2019) and international recommendations (World Health Organization,
2018) emphasise the vital role of woman-midwife interpersonal rela-
tionship for the potential of creating a positive childbirth experience for
the woman and facilitating good pregnancy outcomes. Current debate
also points towards a shift from a medicalised model of birth to a return
to a woman-centred care approach, encouraging woman’s agency and
individualised decisions during labour and birth (Bharj et al., 2016;
Clesse et al., 2018).

Interventions promoting RMNC operate at different levels (Asefa,
2021). At an individual level, provision of respectful and dignified care
goes beyond the natural caring attitude (Chapman and Clucas, 2014)
and involves relational care (Gangopadhyay, 2012) which can be learnt
in order to turn spontaneous kindness into professional caring ap-
proaches. These skills are at the core of nursing and midwifery pro-
fessions (Nursing and Midwifery Council, 2018), although in clinical
practice, they may be overlooked in favour of treatment-based ap-
proaches (Lavender et al., 2021).

Pre-service programmes for nurse-midwives are not always explicit
around RMNC components, especially in Low- and Middle-Income
Countries (LMICs) (Burrowes et al., 2017). Moreover, use of didactic
approaches, with limited opportunities for experiential learning, leaves
the application of respectful care principles at a conceptual level. In
response, some initiatives in sub-Saharan Africa have piloted innovative
ways of teaching RMNC. For instance, Wilson-Mitchell et al (Wilson--
Mitchell et al., 2018). engaged midwives in role play, small group dis-
cussions and video around respectful care, to stimulate knowledge
sharing, problem-solving and self-reflection. Similarly, simulation-based
training was used in Ghana to integrate RMNC concepts into emergency
and obstetric care (Afulani et al., 2019). Both initiatives encouraged an
interactive approach; a key element of game-based learning. Used in
nursing and midwifery, game-based learning offers an enjoyable and
participatory experience for learners and has been associated with good
clinical performance (Min et al., 2022). The non-intimidating environ-
ment in which knowledge is shared (Blakely et al., 2009) enables players
to make mistakes without compromising women’s health (Lavender
etal., 2019). Games also promote indirect acquisition of communication
skills, collaboration and leadership (Uhles et al., 2008) and can help staff
to self-reflect on their own practice, and change behaviour.

1.1. Intervention — The Dignity board game

Previous experience with educational games for midwives (Laisser
etal., 2019) and the intention to respond to compelling evidence around
occurrence of disrespect and abuse in childbirth settings (Bowser and
Hill, 2010) resulted in the development of a novel game called Dignity
(Fig. 1). Developed by Dr Maclean, consultant midwife at Swansea
University (UK) in collaboration with our team (TL, CB, VAD) and inputs
from members of the Lugina Africa Midwife Research Network - LAMRN
(Lugina African Midwives Research Network, 2015) the game promotes
understanding and practice of RMNC in the context of a woman’s
childbirth experience. Players need to complete a journey and collect
cards (Supplementary file 1), which are combined to determine the final
score and the winner. The journey has different squares including
bridges, landslides and question marks. Bridges allow players to prog-
ress fastest, landslides force players to step back; question marks involve
responding to a query. The dice is played to progress; when players land
on a square the corresponding card is picked and read aloud (bridge or
landslides cards) or is used to ask questions (question card) to another
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Fig. 1. Dignity board game.

player. The game includes an hourglass to limit response time.

1.2. Theoretical model

Kirkpatrick’s four-level model informed the evaluation of Dignity
(Kirkpatrick and Kirkpatrick, 2006). This framework offers a simple and
operational approach for assessing educational programmes. A low-cost
assessment, in stage one, provides the basis for the three subsequent
stages; all measuring the effectiveness of the educational activity under
assessment. The first stage (reaction) was already completed, thus this
paper reports on level two (learning) and three (behaviour) of the
evaluation. The duration of the study and its preliminary nature meant
level four (results), assessing game’s impact on maternal and perinatal
outcomes, was not included.

The first assessment (level one) comprised of gaining participants’
reactions towards the game. This was completed in 2018, with 45
clinical and student midwives during the LAMRN International Con-
ference in Malawi and workshops in Tanzania and Zimbabwe. Relevance
to practice, ease of playing and likeability were measured through a 10-
point Likert scale questionnaire. Additional open-ended questions were
included to obtain feedback on use, gaming instructions and resource
cards. Kirkpatrick suggests evaluating every educational activity at this
level to incorporate users’ feedback and enhance the chance of the
educational intervention to stimulate effective learning (Kirkpatrick and
Kirkpatrick, 2006). Players across various countries expressed positive
comments about the game and considered it interesting, interactive and
easy to follow. Suggestions for improvements included: use of colour to
improve appearance, encouraging players to explain their responses,
and to define a strategy to control the game if two players meet on the
same square. These suggestions informed changes to the game and in-
structions. In the second stage (level two) before (pre-test) and after
(post-test) assessments were used to measure learning and skills devel-
opment. Level three (behaviour), explored through interviews, was
completed by asking nurse-midwives about how they perceived their
practice was influenced and impacted by engaging with the game.

Provision of respectful and dignified care to all women is paramount
in contributing to the reduction of maternal and neonatal mortality and
morbidity in high-burden settings. Therefore, it is crucial that nurse-
midwives understand the principles and implications of providing
RMNC, and how best to deliver it. The study intended to respond to the
following research questions: “Does playing Dignity a) improve knowl-
edge and understanding of RMNC among nurse-midwives and stu-
dents?” and b) “influence practice of RMNC among nurse-midwives?”.
The aim of the study, therefore, was to test Dignity to promote under-
standing and practice of RMNC in facilities in Malawi and Zambia. The
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specific objectives involved 1) assessing the impact of Dignity on
knowledge of RMNC and knowledge and understanding of the rights of
the childbearing woman and 2) to explore the experience of game use
and perceived impact on clinical practice among nurse-midwives.

2. Methods
2.1. Study design

A quasi-experimental design was used to assess the effectiveness of
the game. Before and after designs are considered appropriate when
resources are limited and practical or ethical barriers reduce the possi-
bility to conduct a trial (Eccles et al., 2003). Research midwives took
field notes of changes happening in facilities between pre- and post-test
completion, for example introduction of curtains between beds, change
of senior leadership, and capacity building activities in a similar area.
These changes were also explored during interviews with
nurse-midwives to ensure any observed variation would be attributable
to the intervention. The Transparent Reporting of Evaluation with
Non-randomised Designs (TREND) (Des Jarlais et al., 2004) was fol-
lowed to report this study (Supplementary file 2).

2.2. Setting and participants

The study took place in a district hospital and a health centre in
Malawi and three facilities in Zambia: a district hospital, a first level
hospital, and a referral clinic. All qualified nurse-midwives working in
the maternity department were included based on their availability
during the study period (Jan — Mar 2020). Qualified nurse-midwives
were involved, as evidence from LMICs identified them among those
cadres behaving disrespectfully towards women (Bradley et al., 2016).
Students were also involved to assess the game as a learning aid and for
potential inclusion into school curricula. They needed to be enrolled in a
degree programme in Nursing and Midwifery and to have completed
four to six weeks clinical placement in the maternity unit. Two schools of
midwifery (one in each country), with more than 100 students regis-
tered, were involved in the study.

As nurse-midwives are the most influential caregivers to women, a
purposive sample of this cohort was selected for qualitative data.
Maximum variation in terms of years of qualification, age, and
geographical location was pursued among participant players who also
volunteered to be interviewed.

2.3. Sample size

The lack of previous quantitative data around nurse-midwives’
knowledge of RMNC and the adoption of a pragmatic approach led to the
assumption that participants would have a generic awareness of
respectful care. This was reflected in 50 % of questionnaires being
correctly completed in this study, corresponding to a score of at least 18/
35 points. To detect a 10 % improvement in knowledge, with 5 % sig-
nificance and 80 % power, a sample of 96 nurse-midwives and 96 stu-
dents was needed. A ten percent margin of improvement was agreed,
amongst the team (TL, CB, VAD), to be clinically significant. To allow for
drop-out post-test, a pragmatic decision to recruit at least 100 nurse-
midwives and 100 students, equally split between countries, was
made. Perceptions of how game-based learning translated into practice
were explored through interviews with a purposive sample of 16 mid-
wives, three months post-gaming.

2.4. Recruitment process

Nurse-midwives were recruited in hospitals, through posters placed
in clinical areas and rest rooms. Students were recruited during classes
or breaks by research assistants external to their institution. Researchers
ensured that during recruitment and the consent process, none of the
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faculty’s lecturers were present. Students were reassured that their
participation did not influence their assessment, or future participation
in other studies. Written and verbal information given to potential
participants highlighted the need to complete the post-test three months
later. It was made clear that participation was voluntary, and anyone
could drop out at any time during implementation. A minimum of 24 h
was given to consider taking part. Game sessions required a minimum of
six to eight players; thus, participants were organised in groups based on
availability, although nurse-midwives and students were kept separate.
Participants were to play the game once and had between 45 min and
two hours to complete it. Game playing, facilitated by a research
midwife, were organised on days where nurse-midwives were off-duty
or at the end of the morning shift to avoid altering the number of staff
present in the ward. For students, gaming took place during breaks
within their academic calendar. Both groups were remunerated for their
time. These sessions took place in midwifery school board rooms, hos-
pital rest rooms or outdoor spaces. After completing these sessions, the
board games were distributed among the facilities and the schools of
midwifery for further unfacilitated playing. Data regarding number of
games played was not consistently recorded but was explored during
interviews with nurse-midwives and spanned between one and four
times. Written consent was confirmed and collected at each stage.

Ethical approval was gained from The University of Manchester
Ethics Committee (ref: 2019-7958-12195, 14/11/19), College of Med-
icine Research and Ethics Committee, Malawi (ref: P.09/19/2794, 22/
11/19), and National Health Research Authority and Ethics and Science
Converge Institutional Review Board, Zambia (ref: 2019-Sep-099, 04/
12/19). Formal approval was also obtained from participating facilities.
Use of unique study numbers on participants’ questionnaires enabled
matching of pre- and post-tests, without revealing participants’ identity,
thus protecting their confidentiality.

2.5. Data collection

2.5.1. Quantitative data

Evaluation of Dignity, was completed using a questionnaire which
included three sections: 1) a hypothetical scenario of a pregnant woman
accessing care; 2) open-ended questions around RMNC principles, based
on the old version of the Respectful Care Charter (White Ribbon Alli-
ance, 2011) and 3) ten statements around attitudes. In section one,
participants need to identify 18 examples of disrespectful and abusive
care experienced by a woman; section two required the participant to list
the principles of RMNC. The last section included ten true/false state-
ments around correct and incorrect behaviours. The questionnaire
received review and input from senior and early career researchers and
from LAMRN members. They suggested changes to the scenario, to make
it more realistic, and more appropriate formulation of the statements.
The tool was piloted in Zambia with a sample of students (n = 5) and
nurse-midwives (n = 6) prior to use. A pre-defined marking grid was
used to determine the score for each participant. One point was assigned
for every disrespectful behaviour identified in the scenario (18 points),
one point for each correctly entered RMNC principle (seven points) and
each correct sentence on attitudes (ten points). Thirty-five was the
maximum overall score obtainable. In the case of missing values, it was
agreed that these questionnaires would be excluded from the analysis.
Pre- and post-test data collection occurred three months apart using the
same questionnaire, administered by the research team. Two assessors
per country reviewed the scores to avoid interpreter bias. A likeability
questionnaire, using a 10-point visual analogue scale, provided partic-
ipants’ views on Dignity and was completed in both countries at the time
of the post-test. Demographic details were also collected before the
pre-test in Zambia and post-test in Malawi.

2.5.2. Qualitative data
A qualitative interpretivist epistemology was used to explore the
game’s perceived impact on practice. Participants were given a specific
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information sheet and asked for written informed consent including
permission to be audio-recorded, to which all agreed. A topic guide,
adapted from a previous study (Laisser et al., 2019) conducted in a
similar setting and piloted for face and content validity, was used to
capture nurse-midwives’ perceived impact of gaming on their clinical
practice. All interviews were audio recorded and transcribed verbatim.

Completion of pre- and post-test data collection, playing of Dignity
and the qualitative interviews occurred during the pandemic. Safety of
participants and researchers was ensured through using of face masks,
regular hand sanitising, and use of large rooms or outdoor space to al-
ways maintain social distancing.

2.6. Analysis

Demographics and scores were entered into SPSS (Version 26) for
descriptive and comparative analysis. Pre- and post-test scores for each
participant were compared using paired t-tests overall and separately for
each country and each cohort. Independent t-test was used to compare
nurse-midwives’ scores against students. Likeability scores were also
analysed descriptively.

An interpretive approach underpinned the analysis of qualitative
interviews and open-ended questions of the likeability questionnaire.
The ‘Framework approach’ was deemed appropriate as a systematic
structure to analyse qualitative data, enabling use of existing categories,
as well as identification of new ones (Ritchie and Spencer, 2002).
Research midwives (two in Zambia and one in Malawi) who completed
data collection (questionnaires and interviews) were involved in the
analysis of their own transcripts, with support from VAD and CB.
Initially, transcripts were read in full by each researcher for familiar-
isation, followed by manual coding and indexing, using a word pro-
cessor. A thematic framework was jointly developed during virtual
meetings and used to code the remaining transcripts, although an open
stance was kept, allowing new concepts to be added (Saldana, 2013).
The framework helped to map participants’ responses and identify
similarities and differences between individual experiences and coun-
tries. Through open discussion among researchers, codes were then
related to the emerging themes, linked to the study objectives. To ensure

Nurse Education in Practice 66 (2023) 103519

dependability, two researchers independently coded half of the tran-
scripts. Memos were kept throughout the process to increase rigour
(Saldana, 2013).

3. Results
3.1. Recruitment and completion of pre- and post-tests

In this study, 237 participants (122 nurse-midwives and 115 stu-
dents) were recruited, of which the majority (n = 215, 90.7 %) returned
pre- and post-test questionnaires (101 nurse-midwives and 114 stu-
dents) and played at least one facilitated session of the game, lasting
between 40 min to one and a half hour (recruitment and completion are
presented in Fig. 2). Twenty-one nurse-midwives (13 in Zambia and
eight in Malawi) were invited for interview. Two declined and one
received an emergency call before the interview, thus the final sample
included 18 participants.

COVID pandemic restrictions in both countries resulted in the post-
test and interview data being collected between four and eight months
after playing the game. In Zambia, 118 participants (58 nurse-midwives
and 60 students) completed the post-test, whereas in Malawi, 97 par-
ticipants (43 nurse-midwives and 54 students) did. A third of nurse-
midwives (n = 19) had been transferred to other facilities and could
not be reached to complete the study.

Participant demographics are included in Table 1. In Malawi these
were collected during the post-test phase resulting in lower number than
in the pre-test phase. In both countries, most participants did not receive
formal training on RMNC prior to engaging with Dignity.

3.2. Pre- and post-intervention results

To assess the perceived impact of gaming, mean test scores before
and after the intervention were compared, using a paired t-test. Eighty-
nine percent of questionnaires (n = 210) were eligible for analysis; five
were excluded due to missing values in one of the sections. Comparisons
of sub-scores for individual components and the total score of the
questionnaire, and for the overall sample and for nurse-midwives and

Malawi | Zambia
|
|
Participants Nurse-Midwives Students Total : Nurse-Midwives Students Total
approached N=63 N=55 N=118 : N=63 N =65 N=128
|
|
|
i
Participants lan = Nurse-Midwives Students Total : Nurse-Midwives Students Total
recruited Mar N =62 N=55 N=117 I N =60 N =60 N =120
2020 :
|
|
Participants who 24 ! 1 oa
ompleted the Nurse-Midwives  Students Total ! Nurse-Midwives  Students Total
comp N =62 N=54 N =116 | N =60 N =60 N=120
pre-test and |
played the game !
|
I |5 | Lossto followup
— | Lossto followup | Nurse-Mw =2
Nurse-Mw =19 :
Oct Nurse-Midwives | Jul Nurse-Midwives
Participants who 2020 N=43 : 2020 N=58
completed the :
post-test after 4-6 - Students I R Students
months oV N =54 | N =60
2020 | 2020
|
|
} | }
Completed :
q'ue'stio.nnaires Nurse-Midwives Students Total : Nurse-Midwives Students Total
eligible® for pre- N=39 N=53 N=92 | | N=58 N =60 N =118
post comparison H
*Eligibility: completed questionnaires without ing data

Fig. 2. Recruitment and completion flowchart.
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Table 1
Participants’ demographics.
Malawi Zambia
Nurse- Students Nurse- Students
midwives midwives
N =41* N=53 N =60 N =60
Age group
18-20 years - 1 (1.9 %) - 12 (20.0
21-30 years 36 (87.8 %) 48 (90.6 25 (41.7 %) %)
31-40 years 5(12.2 %) %) 20 (33.3 %) 36 (60.0
> 40 years - 4 (7.5 %) 15 (25.0 %) %)
- 10 (16.7
%)
2(3.3%)
Education
Certificate - - 11 (183%) -
Diploma 23 (56.1 %) - 2 (3.3 %) 60 (100
Degree 18 (43.9 %) 53 (100 47 (78.3 %) %)

%) -
Years since
qualification as
nurse-midwife

< 2 years 3 (7.3 %) NA 18(15.0%) NA
2-5 years 32(78.0 %) 21 (17.5 %)
6-10 years 3 (7.3 %) 11 (9.2 %)
> 10 years 3 (7.3 %) 10 (8.4 %)
Facility of practice
Public tertiary hospital — 12 (22.6 18 (30.0 %) 60 (100

Public district 23(56.1%) %) 27 (45.0%) %)

hospital 18(43.9%) 35 (66.0 25(25.0%) -
Public health centre %) - -
Community hospital 5 (9.4 %) -
1 (1.9 %)
Last time participant
worked in labour unit
Within last week 38(92.7%) 26 (49.1 45(75.0%) 31 (51.7

Within last month 1 (2.4 %) %) 8 (13.3 %) %)

Within last year or 2 (4.9 %) 24 (45.3 7 (11.7 %) 21 (35.0

more %) %)
3 (5.7 %) 8(13.3
%)
Training on RMNC

- Yes 5 (12.2 %) - - 5 (8.3 %)

- NO 36 (87.8 %) 53 (100 60 (100 %) 55 (91.7
%) %)

RMNC = respectful maternal and newborn care.

NA = Not applicable.

*For Malawi, the lower reported number of participants compared to the
recruited sample is due to collection of the demographics in the post-test phase.

students separately were also included.

Table 2 presents the results of the pre- and post-test mean scores,
combined and by country, for each cohort. Combined post-test scores for
nurse-midwives and students showed a statistically significant
improvement in mean score (SD) from 25.91 (3.73) pre-test to 28.07
(3.46) post-test (paired t = 8.67, 95 % confidence interval 1.67-2.65)
and for each sub-scale. The increase in scores was evident for each
cohort: nurse-midwives’ pre-test mean score was 26.74 (3.77) and
increased to 28.58 (2.94) in the post-test (paired t = 4.74, 95 % confi-
dence interval 1.07-2.60). Students’ pre-tests mean score was 25.20
(3.57) and increased to 27.64 (3.81) in the post-test (paired t = 7.59, 95
% confidence interval 1.80-3.07).

When analysed for each country, nurse-midwives from Malawi did
not have a significant increase in mean scores between the two phases.
Total mean pre-test score was 28.18 (2.56) and increased to 28.28 (3.58)
post-test (paired t = 0.19, 95 % confidence interval —0.96 to 1.16).
Mean scores slightly decreased in the post-test for scenario and attitudes
sub-sections but were not statistically significant (Table 2). Students’
mean scores were lower than nurse-midwives’ scores in all sections of
the pre-test questionnaire; but they all increased in the post-test ques-
tionnaire and the difference was statistically significant. In Zambia, both
cohorts had increased post-test scores. The difference between pre- and
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post-test was statistically significant overall and for each sub-section.
3.3. Comparison between countries and groups

Unpaired t-tests were used to compare the difference between
countries and cohorts for pre- and post-test questionnaires (Supple-
mentary file 3). Malawi’s overall total score for both cohorts combined
were higher than Zambia’s in both phases: pre-test scores were 27.46
(3.08) vs 24.71 (3.77), unpaired t = 5.81, df= 207.6, 95 % confidence
interval 1.81-3.68; post-test score were: 29.07 (3.04) vs 27.30 (3.58),
unpaired t = 3.87, df=206.5, 95 % confidence interval 0.87-2.67. In
both pre- and post-tests students from Malawi had higher mean scores
than those from Zambia (post unpaired t = 6.19, df=100.2, 95 % con-
fidence interval 2.57-4.98). For students, the mean difference between
scores was significant for all sub-sections of the questionnaire expect for
“knowledge of RMNC principles,” in the post-test (unpaired t = 1.66,
df=111, 95 % confidence interval —0.94 to 1.07).

3.4. Likeability of the game

Table 3 presents agreement / disagreement with likeability state-
ments. Median scores were highly positive overall among groups.

3.5. Perception of impact on clinical practice

The COVID-19 pandemic delayed completion of interviews within
the initial timeframe. In Zambia, interviews took place in July 2020
(four months post-gaming), whereas in Malawi they occurred in October
2020 (eight months post-gaming). Eighteen interviews were completed.
Five themes were generated from the data: A good time to learn from each
other; learning made easy and linked to practice, self-reflection for change,
improved attitude and care provision and barriers to implementing respectful
care. These were common across the two countries, unless stated
otherwise. Participants quotes are available in Supplementary file 4.

3.6. Theme 1 - A good time to learn from each other

Playing the game was an enjoyable experience for nurse-midwives.
They had fun and liked its simplicity, engaging everybody in
answering questions. Moreover, meeting to play the game was perceived
as a unique opportunity to participate together in an educational ac-
tivity. It also enabled work colleagues to meet, something that would not
normally happen in these settings, and to all have a chance to contribute
and learn from each other. Nurse-midwives in both countries, explained
that the non-threatening environment created by Dignity, enabled senior
and junior colleagues to interact as peers and learn together, thus they
felt that hierarchies were diminished.

3.7. Theme 2 - Learning made easy and linked to practice

Participants felt that playing Dignity enhanced their comprehension
of RMNC compared to other teaching methods. Some participants
pointed out that didactic lectures tend to be teacher-led, thus engage-
ment diminishes over time (Boeker et al., 2013). Whereas game-based
learning promotes a bottom-up approach, which kept everyone active.

Most respondents explained that the game’s concepts and examples
were not new to them, but they admitted to having forgotten some of the
principles and, therefore, considered the game as a refresher course.
Furthermore, many appreciated the link between game concepts and the
daily practice. As Dignity provided practical examples of correct and
incorrect behaviours, these could be identified and corrected in the work
environment. Nurse-midwives also acknowledged that certain behav-
iours had become the norm in their practice and were not questioned, for
instance “slapping the woman during labour” or “shouting at the woman
during second stage of labour for her to bear down.” Labour ward culture
contributed to maintaining these incorrect practices. Participants
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Table 2
Pre- and post-test scores.
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Group Questionnaire Components Scores, mean (SD)
Pre-test
Overall N = 210 Scenario 14.29 (2.64)
RMC principles 3.20 (1.28)
Attitudes 8.43 (1.24)
Total 25.91 (3.73)
Nurse- midwives N = 97 Scenario 14.74 (2.46)
RMC principles 3.36 (1.32)
Attitudes 8.64 (1.24)
Total 26.74 (3.77)
Students N =113 Scenario 13.89 (2.74)
RMC principles 3.05 (1.24)
Attitudes 8.26 (1.22)
Total 25.20 (3.57)
Malawi
Group Questionnaire Components Score, mean (SD)
Pre-test
Overall N = 92 Scenario 15.23 (2.46)
RMC principles 3.42 (1.15)
Attitudes 8.80 (0.95)
Total 27.46 (3.08)
Nurse- midwives N = 39 Scenario 15.82 (1.54)
RMC principles 3.46 (1.27)
Attitudes 8.90 (0.88)
Total 28.18 (2.56)
Students N = 53 Scenario 14.79 (2.90)
RMC principles 3.40 (1.06)
Attitudes 8.74 (1.00)
Total 26.92 (3.33)
Zambia
Group Questionnaire Components Score, mean (SD)
Pre-test
Overall N =118 Scenario 13.55 (2.56)
RMC principles 3.02 (1.35)
Attitudes 8.14 (1.37)
Total 24.71 (3.77)
Nurse- midwives N = 58 Scenario 14.02 (2.70)
RMC principles 3.29 (1.35)
Attitudes 8.47 (1.42)
Total 23.68 (3.06)
Students N = 60 Scenario 13.10 (2.35)
RMC principles 2.75 (1.31)
Attitudes 7.83 (1.25)
Total 23.68 (3.06)

Pre vs post-test scores

Post-test Paired t p-value 95 % CI for mean difference
15.33 (2.13) 6.09 < 0.001 0.71-1.38
3.82(1.41) 5.24 < 0.001 0.39-0.87
8.92 (1.17) 5.32 < 0.001 0.31-0.67
28.07 (3.46) 8.67 < 0.001 1.67-2.65
15.63 (2.04) 3.35 0.001 0.36-1.41
3.88 (1.20) 3.24 0.002 0.20-0.83
9.07 (1.12) 2.90 0.005 0.14-0.73
28.58 (2.94) 4.74 < 0.001 1.07-2.60
15.07 (2.17) 5.27 < 0.001 0.74-1.62
3.78 (1.57) 4.12 < 0.001 0.38-1.08
8.79 (1.20) 4.75 < 0.001 0.31-0.75
27.64 (3.81) 7.59 < 0.001 1.80-3.07
Pre vs post-test scores
Post-test Paired t p-value 95 % CI for mean difference
16.02 (1.97) 3.07 0.003 0.28-1.31
3.86 (1.40) 2.37 0.020 0.07-0.80
9.18 (0.96) 3.24 0.002 0.15-0.61
29.07 (3.04) 4.45 < 0.001 0.89-2.33
15.79 (2.30) -0.07 0.942 -0.73-0.68
3.62 (1.33) 0.57 0.570 -0.39-0.70
8.87 (1.20) -0.14 0.886 -0.39-0.34
28.28 (3.58) 0.19 0.846 -0.96-1.16
16.19 (1.70) 4.01 < 0.001 0.70-2.10
4.04 (1.43) 2.58 0.013 0.14-1.14
9.42 (0.66) 4.70 < 0.001 0.39-0.97
29.64 (2.45) 6.18 < 0.001 1.84-3.60
Pre vs post-test scores

Post-test Paired t p-value 95 % CI for mean difference
14.79 (2.09) 5.43 < 0.001 0.79-1.69
3.80 (1.42) 4.95 < 0.001 0.47-1.09
8.71 (1.28) 4.23 < 0.001 0.30-0.83
27.30 (3.58) 7.65 < 0.001 1.92-3.25
15.52 (1.87) 4.22 < 0.001 0.79-2.21
4.05 (1.08) 3.97 < 0.001 0.38-1.14
9.21 (1.06) 3.51 0.001 0.32-1.16
25.87 (3.94) 6.11 < 0.001 2.02-3.98
14.08 (2.07) 3.43 0.001 0.41-1.56
3.55 (1.66) 3.20 0.002 0.30-1.30
8.23 (1.29) 2.40 0.020 0.07-0.73
25.87 (3.94) 4.71 < 0.001 1.26-3.11

Max score possible = 35. Maximum component scores: scenario 18, RMC principles 7, attitudes 10.

Table 3

Participants’ views of the Dignity game.

Nurse-midwives [Median (min-max)]

Students [Median (min-max)] Total sample [Median (min-max)]

Country Malawi N = 32 Zambia N = 58
Relevant to practice 1(1-49) 1(1-4)
Very relevant ... not very relevant
Ease of completing 2(1-8) 2 (1-8)
Very easy... very difficult
Likeability 1(1-5) 1 (1-6)
Loved it...hated it
Appearance 1(1-5) 2 (1-6)

Acceptable...unacceptable

Malawi N = 54 Zambia N = 60 Malawi N = 86 Zambia N =118
1(1-5) 1(1-5) 1(1-5) 1(1-5)
3(1-9 2 (1-8) 3(1-9) 2(1-8)
1(1-6) 1(1-8) 1(1-6) 1(1-8)
1(1-9) 1.5(1-8) 1(1-9) 2(1-8)

1 = very positive — 10 = very negative.

perceived that they were able to challenge them through Dignity’s
explicit examples of abusive care. Other players explained how their
learning progressed in areas such as a woman’s right to choose her birth
position and companion. It was interesting to note that a male member
of staff became aware that a woman had a right to refuse his care during
childbirth.

3.8. Theme 3 - Self-reflection for change

Several players described the game as a tool for self-assessment and
identification of gaps in their own practice. Participants realised that

behaving disrespectfully towards women was morally wrong and could
have a negative impact on their career. Moreover, it made them consider
their reputation in the wider community, and how women they cared for
may view them. If the care received was negative, discussion in the
community could lead to rumours, with the midwife then being
considered a ’bad midwife’ and associated with ’poor practice’. Some
participants were also very honest about their previous poor practices,
vocalising areas that they considered were ‘normal’ and reflecting on the
changes they would make to their behaviour because of their learning.

There was a collective awareness among nurse-midwife participants
that communication was not always woman-centred. Asking for
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informed consent before procedures (i.e. vaginal examination) and
explaining the results of a test or the progress of labour was not routinely
done. For a few nurse-midwives, Dignity helped to recognise discrimi-
natory attitudes against women of low socio-economic status, education
or for having HIV. This acknowledgement encouraged them to recon-
sider their attitudes and change their way of communicating and
interacting with these women.

3.9. Theme 4 - Improved attitudes and care provision

Four to eight months post-gaming and despite the pandemic, it was
gratifying to listen about nurse-midwives’ efforts to change their
communication skills, for instance by talking to women in a peaceful
way. Improved communication was also mentioned by several partici-
pants when referring to providing a clear explanation to the woman
about any procedures that would be carried out (i.e. vaginal examina-
tion, measuring blood pressure etc.). They also emphasised how asking
for prospective informed consent was a significant change in their
practice. Many also explained simple changes, such as greeting and
smiling to the woman, talking in a respectful manner, as they realised
that these behaviours would foster a positive relationship. Accommo-
dating women’s right to choose birth position was another area of
improvement, implemented by some nurse-midwives.

3.10. Theme 5 - Barriers to implementing respectful care

Participants’ best intentions to implement RMNC were sometimes
hindered by limitations of the hospital environment. Commonalities
between countries included lack of curtains/screens to ensure women’s
privacy during examination and labour, limited space for labour com-
panions, and the unavailability of birthing beds accommodating
women’s choice of birth position. A recurrent complaint was about staff
shortages in comparison to the number of women admitted in the labour
ward. With a ratio of one nurse-midwife for four to five women, par-
ticipants explained their inability to provide the best care to each of
them. This shortage also affected the capacity to adequately monitor
women and communicate the progress of labour.

Some participants experienced resistance to change from colleagues
who did not play the game and suggested involving them in future
learning to improve their behaviours.

4. Discussion

This study implemented an educational board game which was
played by nurse-midwives and students. Assessment of its effectiveness
in increasing understanding and perceived impact on practice of
respectful maternal and newborn care (RMNC) principles in Malawi and
Zambia was conducted. Post-test results indicate an increase in scores
compared to pre-test scores for all participants from Zambia. Qualitative
results suggest the game facilitated the adoption of a more woman-
centred approach in practice.

Pre-test scores were good among all participants, with nurse-
midwives scoring higher than students and no group scoring less than
the mean score (18/35 points). Players had little knowledge of the
Respectful Care Charter, but this improved post-test. This aligns with
Jolly et al (Jolly et al., 2019). demonstrating midwives’ limited
awareness of some of the principles including freedom from harm and
mistreatment and that familiarity with RMNC terms did not equate to
practice. Similarly, principles of responsive and respectful care were
poorly identified among Ethiopian midwives (Burrowes et al., 2017).
Our interview findings suggest that the game has helped to distinguish
subtle attitudes and to visualise how the principles can be turned into
practice. In Malawi, students had lower scores in the pre-test which
significantly increased in the post-test and were higher than the
nurse-midwives. Students were likely to have a fresh knowledge of
respectful care from their midwifery training, however, their limited
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work experience, and use of teacher-led strategies in school, might have
hindered acquisition of a working knowledge and its application.
Obtaining higher post-game scores seems to confirm the game’s effec-
tiveness in increasing knowledge and application of RMNC.

In contrast, Malawian nurse-midwives failed to increase their post-
test scores, with a slight decrease in “scenario” and “attitudes” sec-
tions. This could be explained through initial high scores (mean 28 vs
18) and the impact of the COVID pandemic. Staff relocation around the
country prevented a third of nurse-midwives from completing the post-
test, resulting in a smaller sample size than expected. The pandemic also
increased pressure on maternity staff due to changes in staffing level and
work patterns, use of personal protective equipment, testing, and
exclusion of accompanying persons in hospital wards (Schmitt et al.,
2021). These measures altered the interaction between nurse-midwives
and women resulting in poor communication, limited support and lower
standard of maternal care, increasing nurse-midwives’ frustration and
stress (Bradfield et al., 2022), potentially affecting the post-test scores.

The use of games to refresh knowledge has been reported by others
(Webber et al., 2018). However, the use of the game for training seems
to resonate with the limited availability of Continuous Professional
Development (CPD) in several African countries (Baloyi and Jarvis,
2020). In these settings, formal CPD courses tend to focus on clinical
skills and are linked to license renewal; in-service training for
non-technical skills rely on donations thus tend to be limited (Baloyi and
Jarvis, 2020). Educational games can fill this gap by supporting pro-
fessional development. The advantage of being self-directed and
portable makes them cost-effective for workplaces and accessible to all
healthcare workers. Also, game content can be customised (Plass et al.,
2015) according to the local needs and resources. Noteworthy is the fact
that in one of the facilities in Malawi, senior midwives incorporated
Dignity in their CPD to encourage use by all maternity staff.

Participants were enthusiastic about the game being a collaborative
group experience and a self-directed way of sharing knowledge between
colleagues. Group-based activities, including board games, enable peo-
ple to interact with each other, and to share and discuss ideas and
different perspectives. New and existing knowledge is challenged, con-
structed and refined according to mutual insight and contributions
(Davidson and Major, 2014). Participants learn from exposing them-
selves and sharing, rather than being passive recipients of contents
(Ambrose, 2010). This process enhances critical thinking,
problem-solving and the ability to work with others. With fairly het-
erogeneous groups, diverse profiles, experiences and skills are combined
during the activity, increasing individual and collective gains (Hammar
Chiriac, 2014). Moreover, as seen in this experiment, group-based
gaming can also lead to mixing of colleagues. This opens opportunities
for using board games to mitigate professional power relationships, by
encouraging teamwork and dialogue among individuals who are un-
likely to relate as peers due to hierarchical structures.

An interesting outcome of playing Dignity has been participants’
ability to self-reflect and acknowledging individual wrongdoing in their
work. This may have occurred because participants read and discussed
real examples of good and bad practice, and this helped them to be
accountable for their actions. Reflective practice is an integral compo-
nent of nursing and midwifery professions (Knight, 2015). Healthcare
workers are encouraged to revisit their own assumptions and practice in
order to learn and deliver good care. Reflective practice can lead to
effective change when intrinsically driven and/or is linked to an
incentivisation (Johnson and May, 2015). The fact that many partici-
pants who played Dignity, discussed their efforts of changing behaviour
to be more respectful toward women, suggest the potential of board
games to stimulate reflections and behaviour change in maternal care.
Further research is warranted to explore the association between
board-game playing and reflective practice as well as how games can
improve accountability in healthcare settings. Observational studies
including Knowledge, Attitudes and Practice (KAP) surveys could
facilitate impact evaluation of this tool on actual nurse-midwifery
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practice as well as impact on pregnancy outcomes, completing Level
four of Kirkpatrick’s model (Kirkpatrick and Kirkpatrick, 2006).

Efforts to improve provision of RMNC were undermined by indi-
vidual and facility barriers, namely resistance to change, non-conducive
maternity environments, limited resources and staff shortage. From an
individual perspective, provision of respectful care involves how people
behave and use interpersonal and communication skills with clients and
patients. Changing behaviours and attitudes consolidated over time is
likely to cause stress, uncertainty about their role and individual
accountability, and can raise concern over one’s self-esteem and ability
to perform tasks (Curtis and White, 2002). Viable strategies exist to limit
and address resistance, including initiating change at a slower pace to
facilitate adaptation, providing information and education before the
change occurs, and building trust between the changing agent and those
involved in the change (Curtis and White, 2002). Appointing behaviour
change models has shown to be effective in nursing and midwifery for
driving innovation, promoting change and inclusivity of peers and
managers (Drayton and Luck, 2021). Likewise, the introduction of
RMNC champions in Zambia, providing regular refresher sessions and
supporting new and existing staff may be an effective step towards
addressing individual resistance.

Provision of relational care is not only a matter of appropriate be-
haviours and interpersonal skills; it also requires tackling systemic is-
sues, such as challenging working conditions, power dynamics between
colleagues and with women and constraints in human and physical re-
sources (Freedman and Kruk, 2014). There is also a need to address
RMNC as a complex adaptive system to unpack the interaction between
individual and health systems components and how these can impact on
maternity care (Asefa et al.,, 2020). With such a complex scenario,
context-specific interventions addressing the eight domains of quality of
care — effectiveness, safety, people-centred, timely, equitable, integrated
and efficient - are recommended to effectively implement RMNC (World
Health Organization, 2016).

5. Limitations

This study has some limitations. Quasi-experiments have limited
internal validity as one cannot establish if the changes occurred were
only due to the intervention or other factors (Handley et al., 2011).
Adding a comparable control group and introducing randomisation may
increase internal validity and should be considered (Handley et al.,
2018).

Substantial changes in nurse-midwives interaction with women in
study sites were mainly due to the COVID pandemic which hinders
provision of more compassionate care due to the physical proximity
between the woman and the health provider during labour and birth
(Asefa et al., 2021). This should have not occurred, given that it is a
woman’s right to receive respectful and dignified maternity care, irre-
spective of external events, including a change of policies and practice
due to a pandemic (Reingold et al., 2020).

Nurse-midwives’ narratives of perceived improved behaviour to-
wards women, seem to suggest the game’s effectiveness in promoting
respectful attitudes despite implementation of social distancing mea-
sures and mask wearing. In Malawi, the pandemic resulted in a smaller
sample size of nurse-midwives completing the post-test. Consequently,
difference between mean scores were not significant for this cohort. The
apriori sample size accounts for 5 % of lost to follow up, which was
exceeded in Malawi due to the COVID pandemic.

Strategies to improve retention rates should be considered in future
studies, including offering monetary incentives and conducting follow-
up by phone (Brueton et al., 2013). For pragmatic reasons, a control
group of nurse-midwives and students who did not engage with Dignity
was not included in this study but should be considered in future
research.
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6. Conclusions

Dignity constitutes a novel tool to enhance knowledge and under-
standing of respectful care principles and practice in facilities for its
interactive and engaging approach. It also facilitates self-reflection and
can stimulate potential changes in practice and behaviour. Further
research should assess the game as part of package of interventions
promoting RMNC to be introduced in maternity settings. In-service
training to practice relational care should also be available to refresh
RMNC knowledge and skills. Nursing and midwifery faculties may
consider embedding this tool into their curriculum to promote experi-
ential learning of respectful care.

Ethics approval and consent to participate

Ethical approval was gained from University of Manchester ethics
committee (ref: 2019-7958-12195, 14/11/19), College of Medicine
Research and Ethics Committee, Malawi (ref: P.09/19/2794, 22/11/
19), and National Health Research Authority and Ethics and Science
Converge Institutional Review Board (ERES Converge IRB), Zambia (ref:
2019-Sep-099, 04/12/19).

Funding

This research was funded by the National Institute for Health and
Care Research (NIHR; 16/137/53), a major funder of global health
research and training, using UK aid from the UK Government to support
global health research. The views expressed in this publication are those
of the author(s) and not necessarily those of the NIHR or the UK
Department of Health and Social Care.

Declaration of Competing Interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

Acknowledgments

The authors would like to acknowledge Dr Gaynor Maclean for the
novel idea of the Dignity Game. We also appreciate Dr Sabina Wakasiaka,
Ms Chowa Tembo Kasengele and Ms Eveles Chimala for supporting the
delivery of this study. We thank LAMRN members including Dr Elijah
Kirop, Dr Idesi Chilinda and Dr Unice Goshomi for their time and input
in refining the data collection tools; and the participants who freely gave
up their time to share their views and experiences.

Contribution to authorship

VAD and TL designed the study, with input into protocol develop-
ment from CB and AC. CP, IC, KL, KT recruited participants in their
countries and facilitated gaming sessions. All authors contributed to
specific country analysis (CB, VAD, TL, KT, KL, CP, IC) with VAD and CB
synthesising the overall findings with statistical support from VT. All
authors interpreted the data. VAD drafted the first version of the article.
All authors (VAD, TL, CB, KT, KL, AC, IC, CP, VT) commented on drafts
of the article and have read and approved the final version for
publication.

Appendix A. Supporting information

Supplementary data associated with this article can be found in the
online version at doi:10.1016/j.nepr.2022.103519.


https://doi.org/10.1016/j.nepr.2022.103519

V. Actis Danna et al.
References

Afulani, P.A., Aborigo, R.A., Walker, D., Moyer, C.A., Cohen, S., Williams, J., 2019. Can
an integrated obstetric emergency simulation training improve respectful maternity
care? Results from a pilot study in Ghana. Birth 46 (3), 523-532. Epub 20190124.
doi: 10.1111/birt.12418. PubMed PMID: 30680785.

Ambrose, S.A., 2010. How Learning Works: Seven Research-based Principles for Smart
Teaching. Jossey-Bass, San Francisco, CA.

Asefa, A., 2021. Unveiling respectful maternity care as a way to address global inequities
in maternal health. BMJ Glob. Health 6 (1), e003559. https://doi.org/10.1136/
bmjgh-2020-003559.

Asefa, A., McPake, B., Langer, A., Bohren, M.A., Morgan, A., 2020. Imagining maternity
care as a complex adaptive system: understanding health system constraints to the
promotion of respectful maternity care. Sex. Reprod. Health Matters 28 (1),
e1854153. https://doi.org/10.1080/26410397.2020.1854153.

Asefa, A., Semaan, A., Delvaux, T., Huysmans, E., Galle, A., Sacks, E., et al., 2021. The
impact of COVID-19 on the provision of respectful maternity care: findings from a
global survey of health workers. Women Birth. https://doi.org/10.1016/j.
wombi.2021.09.003.

Baloyi, O.B., Jarvis, M.A., 2020. Continuing professional development status in the
World Health Organisation, Afro-region member states. Int. J. Afr. Nurs. Sci. 13,
100258 https://doi.org/10.1016/j.ijans.2020.100258.

Bharj, K.K., Luyben, A., Avery, M.D., Johnson, P.G., O'Connell, R., Barger, M.K,, et al.,
2016. An agenda for midwifery education: Advancing the state of the world's
midwifery. Midwifery 33, 3-6. https://doi.org/10.1016/j.midw.2016.01.004.

Blakely, G., Skirton, H., Cooper, S., Allum, P., Nelmes, P., 2009. Educational gaming in
the health sciences: systematic review. J. Adv. Nurs. 65 (2), 259-269. https://doi.
0rg/10.1111/§.1365-2648.2008.04843.x.

Boeker, M., Andel, P., Vach, W., Frankenschmidt, A., 2013. Game-based e-learning is
more effective than a conventional instructional method: a randomized controlled
trial with third-year medical students. PLoS One 8 (12) e82328-e. doi: 10.1371/
journal.pone.0082328. PubMed PMID: 24349257.

Bowser D., Hill K., 2010. Exploring Evidence for Disrespect and Abuse in Facility-Based
Childbirth.

Bradfield, Z., Hauck, Y., Homer, C.S.E., Sweet, L., Wilson, A.N., Szabo, R.A., et al., 2022.
Midwives’ experiences of providing maternity care during the COVID-19 pandemic
in Australia. Women birth: J. Aust. Coll. Midwives 35 (3), 262-271. Epub 20210315.
doi: 10.1016/j.wombi.2021.02.007. PubMed PMID: 33752996; PubMed Central
PMCID: PMC9051255.

Bradley, S., McCourt, C., Rayment, J., Parmar, D., 2016. Disrespectful intrapartum care
during facility-based delivery in sub-Saharan Africa: a qualitative systematic review
and thematic synthesis of women’s perceptions and experiences. Soc. Sci. Med. 169,
157-170. https://doi.org/10.1016/j.socscimed.2016.09.039.

Brueton, V.C., Tierney, J., Stenning, S., Harding, S., Meredith, S., Nazareth, L, et al.,
2013. Strategies to improve retention in randomised trials. Cochrane Database Syst.
Rev. 12, Mr000032. Epub 20131203. doi: 10.1002/14651858.MR000032.pub2.
PubMed PMID: 24297482; PubMed Central PMCID: PMC4470347.

Burrowes, S., Holcombe, S.J., Jara, D., Carter, D., Smith, K., 2017. Midwives’ and
patients’ perspectives on disrespect and abuse during labor and delivery care in
Ethiopia: a qualitative study. BMC Pregnancy Childbirth 17 (1), 263. https://doi.
org/10.1186/512884-017-1442-1. PubMed PMID: 28830383.

Chapman, H.M., Clucas, C., 2014. Student nurses’ views on respect towards service users
— an interpretative phenomenological study. Nurse Educ. Today 34 (3), 474-479.
Epub 2013/06/29. doi: 10.1016/j.nedt.2013.05.012. PubMed PMID: 23806192.

Clesse, C., Lighezzolo-Alnot, J., de Lavergne, S., Hamlin, S., Scheffler, M., 2018. The
evolution of birth medicalisation: a systematic review. Midwifery 66, 161-167.
https://doi.org/10.1016/j.midw.2018.08.003.

Curtis, E., White, P., 2002. Resistance to change causes and solutions. Nurs. Manag
(Harrow) 8 (10), 15-20. https://doi.org/10.7748/nm.8.10.15.s8. PubMed PMID:
27724492.

Davidson, N., Major, C.H., 2014. Boundary crossings: cooperative learning, collaborative
learning, and problem-based learning. J. Excell. Coll. Teach. 25 (3/4), 7-55.

Des Jarlais, D.C., Lyles, C., Crepaz, N., Group, T., 2004. Improving the reporting quality
of nonrandomized evaluations of behavioral and public health interventions: the
TREND statement. Am. J. Public Health 94 (3), 361-366. https://doi.org/10.2105/
ajph.94.3.361. PubMed PMID: 14998794; PubMed Central PMCID: PMC1448256.

Drayton, N., Luck, L., 2021. Exploring the nursing and midwifery champion through
narrative analysis. Collegian. https://doi.org/10.1016/j.colegn.2021.12.003.

Eccles, M., Grimshaw, J., Campbell, M., Ramsay, C., 2003. Research designs for studies
evaluating the effectiveness of change and improvement strategies. Qual. Saf. Health
Care 12 (1), 47. https://doi.org/10.1136/ghc.12.1.47.

Freedman, L.P., Kruk, M.E., 2014. Disrespect and abuse of women in childbirth:
challenging the global quality and accountability agendas. Lancet 384 (9948),
e42-e44. https://doi.org/10.1016/50140-6736(14)60859-X.

Gangopadhyay, S., 2012. Humanizing work and work environment: a challenge for
developing countries. Work 43 (4), 399-401.

Nurse Education in Practice 66 (2023) 103519

Hammar Chiriac, E., 2014. Group work as an incentive for learning - students’
experiences of group work. Front. Psychol. 5, 558-. https://doi.org/10.3389/
fpsyg.2014.00558. PubMed PMID: 24926282.

Handley, M.A., Schillinger, D., Shiboski, S., 2011. Quasi-experimental designs in
practice-based research settings: design and implementation considerations. J. Am.
Board Fam. Med. 24 (5), 589. https://doi.org/10.3122/jabfm.2011.05.110067.

Handley, M.A., Lyles, C.R., McCulloch, C., Cattamanchi, A., 2018. Selecting and
improving quasi-experimental designs in effectiveness and implementation research.
Annu. Rev. Public Health 39, 5-25. Epub 20180112. doi: 10.1146/annurev-publ-
health-040617-014128. PubMed PMID: 29328873; PubMed Central PMCID:
PMC8011057.

Johnson, M.J., May, C.R., 2015. Promoting professional behaviour change in healthcare:
what interventions work, and why? A theory-led overview of systematic reviews.
BMJ Open 5 (9), e008592. https://doi.org/10.1136/bmjopen-2015-008592.

Jolly, Y., Aminu, M., Mgawadere, F., van den Broek, N., 2019. We are the ones who
should make the decision" - knowledge and understanding of the rights-based
approach to maternity care among women and healthcare providers. BMC
Pregnancy Childbirth 19 (1), 42. https://doi.org/10.1186/512884-019-2189-7.
PubMed PMID: 30764788.

Kirkpatrick, L.D., Kirkpatrick, D.J., 2006. Evaluating Training Programs. The Four
Levels., Third ed. Berrett-Koehler Publisher, p. 392.

Knight, S., 2015. Realising the benefits of reflective practice. Nursing 111 (23/24),
17-19.

Laisser, R.M., Chimwaza, A.F., Omoni, G.M., McGowan, L., Maclean, G., Wakasiaka, S.,
et al., 2019. Crisis: an educational game to reduce mortality and morbidity. Afr. J.
Midwifery Women’S. Health 13 (2), 1-6. https://doi.org/10.12968/
ajmw.2018.0025.

Lavender, T., Omoni, G., Laisser, R., McGowan, L., Wakasiaka, S., Maclean, G., et al.,
2019. Evaluation of an educational board game to improve use of the partograph in
sub-Saharan Africa: a quasi-experimental study. Sex. Reprod. Healthc. 20, 54-59.
https://doi.org/10.1016/j.srhc.2019.03.001.

Lavender, T., Bedwell, C., Kasengele, C.T., Kimaro, D., Kuzenza, F., Lyangenda, K., et al.,
2021. Respectful care an added extra: a grounded theory study exploring
intrapartum experiences in Zambia and Tanzania. BMJ Glob. Health 6 (4), e004725.
https://doi.org/10.1136/bmjgh-2020-004725.

Lugina African Midwives Research Network, 2015 [cited 2017 15 December]. Available
from: (https://www.facebook.com/LAMRN-1382980645266993/).

Min, A., Min, H., Kim, S., 2022. Effectiveness of serious games in nurse education: a
systematic review. Nurse Educ. Today 108, 105178. https://doi.org/10.1016/j.
nedt.2021.105178.

Nursing and Midwifery Council, 2018. The Code: Professional standards of practice and
behaviour for nurses, midwives and nursing associates. London.

Plass, J.L., Homer, B.D., Kinzer, C.K., 2015. Foundations of game-based learning. Educ.
Psychol. 50 (4), 258-283. https://doi.org/10.1080/00461520.2015.1122533.

Reingold, R.B., Barbosa, I., Mishori, R., 2020. Respectful maternity care in the context of
COVID-19: a human rights perspective. Int. J. Gynecol. Obstet. 151 (3), 319-321.
https://doi.org/10.1002/ijgo.13376.

Ritchie, J., Spencer, L., 2002. Qualitative data analysis for applied policy research. Qual.
Res. Comp. 573 (2002), 305-29.

Saldana, J., 2013. The Coding Manual for Qualitative Researchers. Sage.

Schmitt, N., Mattern, E., Cignacco, E., Seliger, G., Kénig-Bachmann, M., Striebich, S.,
et al., 2021. Effects of the Covid-19 pandemic on maternity staff in 2020 — a scoping
review. BMC Health Serv. Res. 21 (1), 1364. https://doi.org/10.1186/512913-021-
07377-1.

The Lancet, 2015. Achieving respectful care for women and babies. Lancet 385 (9976),
1366. https://doi.org/10.1016/50140-6736(15)60701-2.

Webber, G., Chirangi, B., Magatti, N., 2018. Promoting respectful maternity care in rural
Tanzania: nurses’ experiences of the "Health Workers for Change" program. BMC
Health Serv. Res. 18 (1), 658. https://doi.org/10.1186/512913-018-3463-5. PubMed
PMID: 30134890.

White Ribbon Alliance, 2019. Respectful Maternity Care Charter: The Universal Rights of
Women and Newborns Washington [28 March 2022]. Available from: (https://www.
whiteribbonalliance.org/respectful-maternity-care-charter/).

Wilson-Mitchell, K., Robinson, J., Sharpe, M., 2018. Teaching respectful maternity care
using an intellectual partnership model in Tanzania. Midwifery 60, 27-29. https://
doi.org/10.1016/j.midw.2018.01.019.

World Health Organization, 2016. Standards for Improving Quality of Maternal and
Newborn Care in Health Facilities. World Health Organisation,, Geneva,
Switzerland, 978 92 4 151121 6.

Uhles N., Weimer-Elder B., Lee J.G., 2008. Simulation game provides financial
management training. hfm (Healthcare Financial Management), 62(1):82-88.
PubMed PMID: 28321605.

White Ribbon Alliance, 2011. Respecful Maternity Care: the universal right of
childbearing women. White Ribbon Alliance.

World Health Organization, 2018. WHO Recommendations: intrapartum care for a
positive childbirth experience. Geneva: World Health Organisation, 2018. Report
No.: CC BY-NC-SA 3.0 IGO.


http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref1
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref1
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref1
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref1
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref2
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref2
https://doi.org/10.1136/bmjgh-2020-003559
https://doi.org/10.1136/bmjgh-2020-003559
https://doi.org/10.1080/26410397.2020.1854153
https://doi.org/10.1016/j.wombi.2021.09.003
https://doi.org/10.1016/j.wombi.2021.09.003
https://doi.org/10.1016/j.ijans.2020.100258
https://doi.org/10.1016/j.midw.2016.01.004
https://doi.org/10.1111/j.1365-2648.2008.04843.x
https://doi.org/10.1111/j.1365-2648.2008.04843.x
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref9
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref9
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref9
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref9
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref10
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref10
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref10
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref10
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref10
https://doi.org/10.1016/j.socscimed.2016.09.039
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref12
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref12
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref12
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref12
https://doi.org/10.1186/s12884-017-1442-1
https://doi.org/10.1186/s12884-017-1442-1
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref14
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref14
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref14
https://doi.org/10.1016/j.midw.2018.08.003
https://doi.org/10.7748/nm.8.10.15.s8
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref17
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref17
https://doi.org/10.2105/ajph.94.3.361
https://doi.org/10.2105/ajph.94.3.361
https://doi.org/10.1016/j.colegn.2021.12.003
https://doi.org/10.1136/qhc.12.1.47
https://doi.org/10.1016/S0140-6736(14)60859-X
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref22
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref22
https://doi.org/10.3389/fpsyg.2014.00558
https://doi.org/10.3389/fpsyg.2014.00558
https://doi.org/10.3122/jabfm.2011.05.110067
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref25
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref25
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref25
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref25
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref25
https://doi.org/10.1136/bmjopen-2015-008592
https://doi.org/10.1186/s12884-019-2189-7
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref28
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref28
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref29
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref29
https://doi.org/10.12968/ajmw.2018.0025
https://doi.org/10.12968/ajmw.2018.0025
https://doi.org/10.1016/j.srhc.2019.03.001
https://doi.org/10.1136/bmjgh-2020-004725
https://www.facebook.com/LAMRN-1382980645266993/
https://doi.org/10.1016/j.nedt.2021.105178
https://doi.org/10.1016/j.nedt.2021.105178
https://doi.org/10.1080/00461520.2015.1122533
https://doi.org/10.1002/ijgo.13376
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref36
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref36
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref37
https://doi.org/10.1186/s12913-021-07377-1
https://doi.org/10.1186/s12913-021-07377-1
https://doi.org/10.1016/S0140-6736(15)60701-2
https://doi.org/10.1186/s12913-018-3463-5
https://www.whiteribbonalliance.org/respectful-maternity-care-charter/
https://www.whiteribbonalliance.org/respectful-maternity-care-charter/
https://doi.org/10.1016/j.midw.2018.01.019
https://doi.org/10.1016/j.midw.2018.01.019
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref42
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref42
http://refhub.elsevier.com/S1471-5953(22)00233-5/sbref42

	Promoting respectful maternal and newborn care using the Dignity game: A quasi-experimental study
	Tweetable abstract
	1 Introduction
	1.1 Intervention – The Dignity board game
	1.2 Theoretical model

	2 Methods
	2.1 Study design
	2.2 Setting and participants
	2.3 Sample size
	2.4 Recruitment process
	2.5 Data collection
	2.5.1 Quantitative data
	2.5.2 Qualitative data

	2.6 Analysis

	3 Results
	3.1 Recruitment and completion of pre- and post-tests
	3.2 Pre- and post-intervention results
	3.3 Comparison between countries and groups
	3.4 Likeability of the game
	3.5 Perception of impact on clinical practice
	3.6 Theme 1 - A good time to learn from each other
	3.7 Theme 2 - Learning made easy and linked to practice
	3.8 Theme 3 - Self-reflection for change
	3.9 Theme 4 - Improved attitudes and care provision
	3.10 Theme 5 - Barriers to implementing respectful care

	4 Discussion
	5 Limitations
	6 Conclusions
	Ethics approval and consent to participate
	Funding
	Declaration of Competing Interest
	Acknowledgments
	Contribution to authorship
	Appendix A Supporting information
	References


