





























































































































































































































































































































































































































































































































































































































medicalisation of childbirth, whereby senior staff assume control purportedly in
the interests of women (Turner, 1987). This control led to suppression of
women’s knowledge, power and control over their own childbirth and fertility
(Oakley, 1984). For example, hospital “confinements” came to be regarded by
childbearing women and professionals as safer than home births, even when
childbirth was normal (DoH, 1970). This policy was enforced by a government
heavily influenced by the medical profession, whose personal interests
happened to be served by the resultant increase in numbers of women
seeking hospital confinements (Wagner, 1997). This belief has only recently
been challenged, and the safety and popularity of home births is (very slowly)
reasserting itself in the UK (Office of Population Censuses and Surveys,
1993).

Examples of other obstetric myths concern specific policies in
childbirth, for instance, unnecessary inductions of labour, invasive methods of
fetal monitoring, and high incidences of operative deliveries and episiotomies.
All have been largely discredited in recent years (Enkin, Kierse & Chalmers,
1989; Tew, 1990). Some midwives and others (including some obstetricians)
have long protested against such policies, believing them not to be in the best
interests of childbearing women. These midwives and others have traditionally
been regarded as relatively powerless against the collective forces of the
dominant lobby (Levy, 1999c).

The excerpts cited illustrate how less dominant groups of people may
be manoeuvred into following courses of action that do not necessarily gain
their approval. There is a need to understand the issues involved in broader
contextual terms and to relate them to choices that should be available to
childbearing women (DoH, 1993, 2003, 2004; NMC, 2004). Research has
found that control during labour is associated with greater sense of
satisfaction and emotional well being at six weeks postpartum (Green,
Coupland & Kitzinger, 1988; Green et al., 2003; Green & Baston, 2003;
Bryant, Green & Hewison, 2003). Simkin (1991) found that women who had a
sense of control during labour were more likely to express long-term
satisfaction about the experience 20 years later. Kitzinger (1992) describes
the experiences of some women, who 50 or 60 years after the event are still

trying to deal with memories of horrific childbirth over which they had little or
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no control. What is evident is that their memories of the event have neither
been obliterated by the pleasure when a healthy baby was born or by the
passage of time. Consequently, depriving women of choice and control during
childbirth is no small matter. Although power structures are inevitable and
potentially beneficial, they need to be deconstructed in order for misdirections
and abuses of power to be identified.

5.7.3. Psychological Processes Involved in Acquiescence

Several psychological processes were found to be involved in the participants’
acquiescent responses. Three main sub-themes were apparent: (1) some
participants interpreted direction from the senior person as instructions they
were expected to follow (an act of obedience), (2) some voluntarily changed
their viewpoint to fall in line with the one offered by the senior person (an act
of conformity), and (3) some stated that they used circumvention strategies to

avoid perceived negative consequences from resisting the guidance given.

5.7.3.1. Obedience

Participants could (and did) provide multiple examples which showed that they
perceived counsel from the senior person as direction they were obligated to
follow. This finding is consistent with arguments presented in obedience
literature (e.g., Blass, 2002; Meeus & Raaijmakers, 1995; Milgram, 1974).

Obedient behaviour was evidenced by participants’ agreement with
what the senior person proposed, whilst simultaneously refusing to accept that
the decision was an appropriate one. The following excerpts show that

participants’ decisions contravened their established views of best practice:

Participant 7:  She won’t benefit from that (cardiotocography?'). It's
pointless. Why does he want it?

Interviewer: He wants it to be done.

2! Current evidence supports that cardiotocography (CTG) is an unnecessary
procedure when there is normal progression of labour and the fetal heart is within
normal range. Meta-analysis of randomised controlled trials that compare
cardiotocography with a control group for fetal assessment found no signiﬂcgnt effect
on perinatal mortality and morbidity. There was a trend to an increase in perinatal
deaths in the cadiotocography group (Patison & McCowen, 2005).
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Participant 7:

Participant 8:

Participant 15:

Participant 21:

Participant 22:

Interviewer:

Participant 36:

Participant 39:

Participant 44:

Well you would have to agree then!

Yeah | would conceal my opinion, | agree with that. |

wouldn’t necessarily say she’s made the right decision.

Yeah, you'd do it but you wouldn’t be happy about it

(changing the method of pain relief). You'd say
something to the contrary but you'd do it.

In that case | would have to go along with it,

unfortunately (giving the epidural).

| would as well probably (agree), because this could be
another conflicting situation. | wouldn’t really see the
reason for it, but like your saying half a minutes tracing
(cardiotocography) and let the lady go back into the pool
to carry on with her own birth plan.

So what you are telling me is that you would do it but
you wouldn’t want to do it? (give the oxytocin??)

Yeah, yeah, well | would be reluctant to do it.

You know, so do you know what | mean, it's going
against my beliefs a lot but at the end of the day |
would do it (give the oxytocin).

You have got to, you have got to follow (carry out the
amniotomy)...| would agree that | am going to have to

do it. | wouldn’t be happy though.

2 Oxtocin (Pitocin) is a drug that causes the uterus to contract more frequently. Itis a
means of accelerating and augmenting the first stage of labour and is contraindicated
when labour is progressing normally (Fraser & Cooper, 2003). The World Health
Organisation disapproves of routine use of Pitocin. The Physician’s Desk Reference
and the British National Formulary states that Pitocin should only be used when
medically necessary. The induced mother should be continuously monitored (CTG)
and have competent and consistent medical supervision. At the first signs of over
dosage, such as tetanic contractions or fetal distress, Pitocin should be discontinued,
oxygen administered and the patient treated with symptomatic and support therapy.
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Participant 57: | would do (the amniotomy). | probably would have
some discomfort about it, thinking why are we doing it
basically.

Interviewer: You'd do it with discomfort?
Participant 57: Yeah, | would.

Participant 60: | wouldn’t refuse to do it because, again | just think that
someone higher up asked you to do it
(cardiotocography). Yeah so | would agree that | would
do it, but | don’t know whether it would be
immediately...Everybody says they cause more
problems than they solve.

In total, ten (50%) excerpts showed that paticipants’ decisions
contravened their established views of best practice.
One participant actually used the words “instructions” and “acquiesce” to
describe her behaviour, which showed that she interpreted that her agreement

was requisite:

Interviewer: Do you feel strongly about that or moderately?
(undertaking amniotomy?®)

Participant 38: To follow the instructions, to acquiesce... Yeah!

One participant’s perceived obligation to obey noticeably caused her
stress. Her behaviour was similar to Milgram’s (1974) reports that some of his
participants had persisted with the shock administration whilst voicing

objections. This midwife recognised that her obligation to obey inhibited her

B Contemporary research informs that amniotomy is an unnecessary, outdated and
invasive procedure in the event of normal labour. It is not recommended because it
increases women’s pain experience and may precipitate a cascade of obstetric
intervention (Fraser & Cooper, 2003). Historically, it was a routine procedure that was
carried out on all labouring women. Amniotomy is contraindicated because fetal heart
abnormalities are more likely in the healthy, term fetus (Barrett et al., 1992; Fraser et
al. 1993; Kariniemi, 1983; Garite, 1993) and it may cause umbilical cord prolapse
(Levy, Meier & Makowski, 1984). Amniotomy has little effect on labour length (Barrett
et al., 1992; Rosen & Peisner, 1987; Seitchik, Holden & Castillio, 1985) and it does
not reduce the caesarian section rate (Barrett et al.,1992; Fraser et al., 1993; Garite et

al., 1993).
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from working as an autonomous woman-centred practitioner. Continual

conflict eventually caused her to resign from post®*, which is a finding

consistent with reasons given by other midwives for deserting the midwifery
profession (e.g., Dimond, 2002b; Warwick, 2002; Price, 2005):

Participant 43:

Interviewer:

Participant 43:

| would be very uncomfortable with this one (doing the
amniotomy).

Right so what do you do? You have to answer with one of
these.

Yeah (agreed)! This is why | shall leave midwifery in the
end. It is a complexity of the system. | couldn’t cope. That
is why | am out on the community you know. | just

couldn’t do it any more......

The reason | am having difficulty with it is because it
brings up all these feelings of ugh. It is very interesting for
me because my feelings and the reality, the wider it gets,
| feel | can’t do it any more. You know what | mean? It is
like when it starts to get right to your core values. It's, you
are not willing to do it any more. As soon as that comes
into your conscience. These situations that you are giving
us here are very very hard for stress levels of midwives
because they are not able to practice you know and they
should be able to practice in the interests of women.
Emm, and that conflict will make staff ill. It is very bad for
their health. It is so disempowering. So there you go, I'd

probably have to do it. Agree!

The following participant also recognised that her focus had shifted

from giving preferential consideration to the choice of the childbearing woman,

to instead fulfilling her perceived obligation to follow direction:

2 Shortly after this interview, Participant 43 resigned from her postas a G grade.
community midwife. Participant 43 informed the researcher that she had done this
because she felt that she had nominal autonomy and felt disempowered to provide
the woman-centred care that was requested by current doctrine.
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Participant 49: Yeah, you are not making that decision for that lady.
You are making that decision for the senior midwife's
breathing down your neck and saying, “this is the policy
and | am not happy with more than one partner in the
room (during labour)”. | would in reality of the situation,
| would go along with the system and | would say all

right then someone is going to have to leave.

The disparity that is evident between the participants’ private opinions
and the SIS-M responses given during the interview, tells us something
profoundly revealing about the psychological processing that was going on.
These midwives perceived an obligation to obey the senior person, when quite
clearly their personal viewpoint differed. This is obedience as defined by
Milgram (1974). Regularities within the quantitative data support this
deduction (see Table 4.8). The following excerpts illustrate one particular
participant’s unchanged rationale between the postal and interview condition,

despite her acquiescence with the consultant’'s demand:
The following participant wrote on the pre-interview questionnaire:

Participant 22: | would be the advocate for the mother and support her
in her wish to have a home birth*® (agreed with SIS-M

question).
This participant provided the opposite response during the interview:

Participant 22: | wouldn’t argue (disagreed with SIS-M question),
but | would (still) agree, | wouldn’t have any problem

with this mum wanting a home confinement.

% |n the World Health Organisation (WHO) (1996) summary of research on place of
birth - Subsection on Place of Birth. It is stated that it has never been scientifically
proven that the hospital is a safer place than home for a woman, who has an
uncomplicated pregnancy, to have her baby. Studies of planned home births in
developed countries have shown sickness and death rates for mother and baby are
equal to or better than hospital birth statistics for women with uncomplicated
pregnancies. The evidence states that planned home birth is a safe option (Anderson
& Murphy, 1995; American Public Health Association, 2002; Dower et al., 1999; Goer,
1995; The Mother-Friendly Childbirth Initiative, 1996).

207



This participant wrote on the post-interview questionnaire:

Participant 22: | would certainly be the advocate for the mother and
support her as much as possible in her wish to have a

home confinement (agreed with SIS-M question).

In total, thirteen (65%) participants could (and did) provide examples
which showed that they perceived counsel from the senior person as direction
they felt obligated to follow.

5.7.3.2. Conformity

The following excerpts illustrate that for the brief period of the interview there
was homogenisation of viewpoints, as the influenced midwife both agreed and
came to adopt the perspective of the other person. This is conformity as
defined by Asch (1956). These participants not only changed their SIS-M
response, they also adopted the underlying rationale that was presented by
the interviewer. The following excerpts disclose participants’ readiness to

reach agreement with colleagues:

Participant 5:  You seek some sort of consensus of opinion with the
mother and the midwife and maybe necessarily the
medical practitioner or another colleague. | mean, |
personally don't practice independently above people. If |
am unsure of something, | will ask a colleague to see if
they concur, because it is not a job that you can really,
you know. | don’t know if it's a job that you can do just on
your own. | don’t believe that. | don’t believe, | mean, |
know our guidelines say we should go in, the midwife only
with the woman and you have this one to one magic, and
that's all very nice. But | don’t see why as a group we can't

work as a group or have a consensus.

Participant 43: Oh yeah. My argument is that we shouldn’t be put in
these situations where we have these conflicts because

we all should be of the same mind.
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Participant 49: | would, in the reality of the situation, | would go along
with the system and | would say alright then someone is

going to have to leave (the delivery room).

The disparity that is evident between the private and interview
response helps identify the psychological processing that was going on. What
is clear, is that these midwives perceived a need to be of the same mind as
their social group. Consequently, during the interview they reneged on their
postal response. Regularities within the quantitative data support this
deduction (see Table 4.8). The following excerpts show that the participant's

changed their underlying rationale to match the one given by the interviewer:
The following participant wrote on the pre-interview questionnaire:

Participant 19:  If being considered for a home birth, with no adverse
“risk factors”, don’t need consultant support.
NB., Majority of risk factors not evidence-based (agreed
with the SIS-M question).

During the interview this participant provided the opposite response and
changed her underlying rationale to match the one given by the

interviewer:

Participant 19: The fact that she’s been under shared or consultant
care. There has obviously been some reasons and there
could be some historical baggage there with the
consultant. And it's not my position if it's his name on the
notes and in this situation | think, unless something was
really shouting at me and | would be very secure with
what | was going to say, | wouldn’t argue (disagreed with
SIS-M question).

This participant wrote on the post-interview questionnaire:

Participant 19: Should be referring to research. Nevertheless need to

view research in context. In this instance a way to
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educate the consultant needs to be found (agreed with
the SIS-M question).

One participant actually shifted from supporting the personal
preference of the childbearing woman, to instead comply with the viewpoint of
the interviewer:

On the pre-interview questionnaire, Participant 24 agreed to let the
childbearing woman have more than one “birth partner” present throughout
her labour. During the interview she reneged on this decision and altered her

underlying rationale to match the one given by the interviewer:

Participant 24. The problem is that some of the delivery rooms are
quite small and that can create a problem. Often where
you've got a small labour room and you get everybody
in there. They can see it, it's completely obvious and it's
usually not physically possible for all of them to stay.

(disagreed with the SIS-M question)

On the pre-interview questionnaire Participant 44 agreed that
guidelines were unnecessary when obstetric progress was normal. During the
interview Participant 44 reneged on this response and changed her underlying

rationale to match the one given by the interviewer:

Participant 44: In which case | believe that guidelines are necessary. |
feel as if they have to be there to give some structure

emm, and you do have to work within them.

One participant’s concern shifted from giving preferential consideration
to evidence-based practice, to instead comply with the viewpoint of the

interviewer:

On the pre-interview questionnaire, Participant 57 agreed that she
would argue to support a woman wanting a home confinement. During the
interview she relinquished this offer and changed her underlying rationale to

match the interviewer's:
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Participant 57: | would agree that, emm, | think that what | would
probably do is... Well it's | agree with his reasons for
being unhappy with that (disagreed with the SIS-M
question).

The following participants’ use of the words “valid” and “experienced”
imply that they ascribed status, credibility and trustworthiness as important
factors in securing their agreement. This finding is consistent with Hurwitz,
Miron and Johnson (1992), Ostermeier (1967) and Swenson, Nash and Roos
(1984). Self-categorisation may also have played a part, with the midwife
influenced by the senior person’s reputation, attitudes and judgments,
dependent on the level of social identification they felt (Haslam, 2001;
Oldmeadow et al., 2003):

Participant 8: | am more likely to do what a senior person says. Their

decisions are more valid because of their position.

Participant 20: | would listen because after all she is more experienced

than me.

In total, nine (45%) excerpts illustrated that for the brief period of the
interview there was homogenisation of viewpoints, as the influenced midwife

both agreed and came to adopt the perspective of the other person.

5.7.3.3. Circumvention Strategies

Participants stated that they used tactics that circumvented direction given by
the senior person. This finding is similar to strategies identified in an
interpretive grounded theory study by Levy (1999a). Barry (2001) also found
subordinate midwives using a variety of stratagems to circumvent dominant
people imposing knowledge and preference over them. In some instances, the
solutions that the midwives implemented represented innovative and
resourceful ways of pleasing both authority and the childbearing woman.
Three main categories were apparent. The participants employed

(1) dishonesty, (2) evasion, and (3) manipulation.
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5.7.3.3.1. Dishonesty

One participant stated that she used dishonesty to circumvent what she saw
as unnecessary interference from the senior person. This type of
psychological strategy was also identified in Milgram’s (1974) Experiment 7, in
which some participants reassured the experimenter over the telephone that
they were escalating the shock levels as prescribed, when in fact they were

repeatedly reissuing the lowest dose on the board:

Interviewer:  Would you do it (cardiotocography)?

Participant 6: No, well | would, eh, get round it by sort of, by sort of
saying she was far too distressed and that you know, she
just couldn’t tolerate you know the CTG. | think it's really
quite an unreasonable request. | mean it's not as if she
has had a problem. | mean she’s not come in with any
problems or so. If it's necessary, you'd lie a bit and say |
mean he doesn’t need to know she’s got a flexible

approach. Do you know what | mean?

5.7.3.3.2. Evasion

Participants cited strategies that evaded face-to-face confrontation with the
senior person. This finding is consistent with Milgram’s (1974) Experiment 7,
in which in the experimenter’'s absence, some participants administered less
shocks than were prescribed and did not escalate the levels as the task
required. When the experimenter was present the number of obedient
participants (26) was almost three times as great as when he gave his orders
over the telephone (9).

The following excerpts are illuminating since they tell us that the
participants found it easier to handle dissent in a non-confrontational manner.
Face-to-face with the senior person, some participants overtly agreed to follow
what was advised and then proceeded to circumvent the direction given by
using covert strategies. This psychological tactic permits the midwife to defend
her autonomy whilst staying in favour with the senior person and with intent a
respectful relationship is maintained. Morriss (1987) differentiates between

“power to” affect outcomes and “power over” other individuals to persuade or
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coerce the course of action. These participants utilised the “power to”
circumvent interference, since they could not assume “power over” the more
dominant individual.

Two participants cited an evasive tactic of blocking access of senior
staff. This finding is similar to Rank and Jacobson’s (1977) non-compliant
nurses who would have only given the drug had the senior person stayed to

maintain surveillance over administration:

Participant 7. No wonder we barricade the doors so they can’t get in
(senior staff). | say before he can get a word in, “my lady
is absolutely fine, we don’t need to be seen by the

consultant on the ward round. Thank you™!

Participant 21: Whoever was coordinating the labour ward has said to
the consultant, if she is in the pool and she is pressing on
nicely, “we are happy with her, this is quite normal, you

really don’t need to see her”.

Two participants quietly circumvented confrontation. The perception
that this would avoid “a big scene” serves to underline the relative
powerlessness of the midwife. Such use of covert tactics to subvert the power
of more influential others reinforces hierarchical structures between the senior
person and the midwife. Kitzinger, Green and Coupland (1990) call this

behaviour “hierarchical maintenance work”:

Participant 16: Yeah, you are constrained but there is always ways of
getting around it very quietly, without making a big scene.

Interviewer: Can you tell me what they are?

Participant 16: Well, you can always say, “well, can one or two of you
just wait in the coffee room or just wait quietly and come
back in twenty minutes or half an hour"? So there are
always ways of doing it really quietly.

Interviewer: So that it is not noticed, do you mean?

Participant 16:  Yes, so it is not noticed and in still being an advocate for

the woman, keeping it, not making it very obvious how
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Interviewer:
Participant 16:

Participant 38:

many people are actually in the (Jlabour) room.
Has this ever happened to you?
Yeah, yeah, done quietly later on and then they come

back in either when there is a shift change or just before.

| used to know this consultant who went bezerk when
they had more than one (birth partner). You only had to
have one in delivery. But | used to hide them in the toilet
and there was always the toilet. He’d be doing the ward
round, so you would say, “go in the toilet”, ‘cos they

wouldn’t stay long.

Four participants perceived that their power and knowledge was

inadequate. Data have shown that these midwives were placed in invidious

positions of relative powerlessness. It is also strikingly apparent, that their

actions serve to reinforce the fundamental power structures and status quo:

Participant 38:

Interviewer:

Participant 41:

Interviewer:
Participant 41:

| wouldn’t do it. I'd say “if you wanted a home
confinement”. I'd give her a channel to go to. If the
consultant wouldn'’t, I'd say “there are people who will give
you a home confinement.” | mean, so | would give her
information so that she could have a home confinement

but | wouldn’t hurt myself personally.

Would you do that or would you not, get into an argument
with the consultant over this home confinement?

| would ask the woman what she wanted to do first of all.
The options are that she may wish to change consultant.
She may wish not to come to hospital anymore, unless
she has a problem, and therefore as a midwife | could
give her that care. But if she felt she wanted to have a
consultant input still, | would suggest that we referred her
to another consultant.

Right fair enough. So you are looking for a way round it?

Yes.
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Interviewer: OK. So you usually opt for a way round?
Participant 41:  Yes, | don’t know if that is because | have been here a

long time and | know the consultants. Nothing is ever
black or white.

Participant 6:  There is a way round this, you could sort of have a word
with the woman and tell her that she could have a home
confinement and be attended upon, but not necessarily

by him. And that would probably be my way around it.

Participant 15: It depends on who your consultant is and there might be
a consultant out there if your woman cares to choose
another one. She doesn’t have to stay with that
consultant does she? She might decide to see another

consultant who might support her in her decision.

In total, seven (35%) participants cited creative and resourceful
strategies they used to evade face-to-face confrontation with the senior
person.

5.7.3.3.3. Manipulation

Participants cited that they would “get around” the problem by persuading the
childbearing woman to refuse what had been suggested by the senior person.
This interesting covert approach accords with Stein’s (1978) description of
strategies used by nurses when interacting with doctors. It is also reflects the
way women are said to use manipulation rather than confrontation to get what
they want (Tannen, 1992).

Use of manipulation empowered these creative midwives to influence
the agenda. Hugman (1991) warned that individuals or groups who exercise
power may be unaware of doing so, and that nurses may even reject the idea
that they exercise control in this way. Manipulating the childbearing woman to
“agree” or “disagree” with what the senior person suggested represents a

smart strategy that the powerless use to realize their preferences.

215



Four participants cited that they would manipulate the childbearing

woman into refusing the treatment suggested by the senior person.

Responsibility for rejection was deflected onto the client:

Participant 5:

Participant 57:

Participant 6:

Participant 39:

‘cos in law, even in law you cannot force anyone to

have anything done to them that they will not consent to.
So if the mother does not consent to it, all you need to
write in the notes is, discussed with mother, underneath
what the husband said, discussed with consultant.
Consultant will then come back and say, blah, blah, blah,
against my wishes, but you just write that consent has not

been given. You're covered!

| think what | would probably do is discuss it with the
parents. Tell them that Mr Russell has suggested that we
rupture her membranes. There is a lot of possibility that
this could, you know, make it that she wasn’t able to
cope with the pain. Try to sort of discuss the scenario
with her, so if she said that she’d rather wait another
hour to see how she got on, | could put it in the notes
that having discussed it with the mother, the parents,
we've decided to wait another hour to see if there's

progress.

Well because again there is easily ways around it, by just
saying. What | would do is probably say to the woman,
“you don’t want them to break your waters, do you?
Because of this, this and this,” and then she would say
no and then you would turn round to the consultant and

say | couldn’t because she didn’t want to.

You could say that the case reports state that there is an
increased incidence of risks for women, you know risk of
death etcetera and given that it is obviously making it

more indigestible, like food.
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In contrast, one participant declared that she would attempt to
persuade the childbearing woman to revise her appeal for three visitors. In this
way, the woman was manipulated to alter her birth plan to fit in with what the

senior person suggested:

Participant 36: | wouldn’t strongly agree because I'd maybe try and
dissuade her (from having three visitors).
Interviewer: OK. You'd try and dissuade her?

Participant 36: Probably yeah.

The following participant engaged in gate-keeping activities when
providing information. Consequently, the childbearing woman would be
unaware of omissions from the agenda or variation in emphasis on the topic.
As such, limiting information was used to manipulate the woman’s choice,

which would not be made in a level playing field:

Participant 60: Yeah, | agree with you there. Exactly how informed is
informed. Because you can make the informed choice
sound as if you are telling her everything so she can
make that decision. But you can give her informed
choice hoping that she’s going to say, “I| don’t want that

then”.

In total, 6 (30%) participants stated that they manoeuvred childbearing

woman into refusing what the senior person had suggested.

Discussion

The results illustrate some of the participants’ psychological responses to
social influence from a senior person. Thirteen (65%) demonstrated
obedience, nine (45%) conformity, while12 of the 20 (60%) illustrated
strategies used to circumvent perceived needless interference from the senior
person. Overall, the findings have addressed the third research question
stated in Section 5.4 - “What are midwives’ psychological responses to social
influence from a senior member of staff'? The analysis showed that midwives

respond to social influence using two central processes: obedience and
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conformity; it also showed that inspired and resourceful circumvention
strategies are sometimes used to avoid perceived needless direction from
senior staff.

5.8. Midwives Who Resist and Assist Authority

It would be ill considered to simply perceive the participant as a midwife who
either acquiesced or resisted social influence from the interviewer, for each
individual brings to the event a complex and specific range of emotions,
attitudes and individual styles. So varied in character and nature were the
participants, that it appears surprising that such regularities emerged from the
data at all. While one midwife was hesitant, uncertain and self-doubting,
another was confident and assertive as she pointed her pen at the interviewer
to underscore her assertions. While it is important to take seriously what these
midwives have said, it is also valuable to realise that they themselves may not
understand the causes of their own behaviour. Forces beyond their
awareness may have adjusted and restricted their behaviour in the presence
of the senior midwife. The data have shown that many of the participants
acquiesced with the views of the interviewer. Yet, some also resisted.
Participant 60 has been identified as an autonomous character who strongly

resisted social influence from the interviewer:

Participant 60

Participant 60 has worked as a full time midwife for 18 years. She is a G grade
labour ward sister who has been in her present post for 14 years. She
presented herself to the interviewer as an autonomous, able and efficient
midwife with a somewhat formidable character. Throughout the interview, she
was strong and resolute about what she thought were the appropriate

SIS-M responses. Out of all 60 midwives, Participant 60 was the only one who
had an interview score that was lower than that obtained from the pre-
interview questionnaire (Pre-Interview SIS-M score = 31: Interview SIS-M
score = 29, see Appendix Seven). That is to say, Participant 60 reacted in
feisty resistant ways to authority. The strong and resolute behaviour she

exerted was evidenced in the response she gave to SIS-M question four:

218



Interviewer: So what | am asking you is, would you go along with the
protocol and give oxytocin, or would you defy it?

Participant 60: | wouldn't give the syntocinon no, no.

Interviewer: But say someone in charge of the labour suite says to you,
“look, | know you'd prefer not to, but | would prefer that
you stuck to the labour ward guidelines.” Would you do it
then?

Participant 60: Umm, no, | don't think there is a need, she has progressed
and she has only had ruptured membranes for half an hour
and the figures would show that a multip?® with ruptured
membranes will labour spontaneously. So, um, as long as
everything is all right, then | wouldn’t.

Interviewer: What would you do to cover yourself?
Participant 60: Umm, | would say that she was labouring and progressing.
Interviewer: Is this what you would write?

Participant 60: Yeah, that labour was progressing and that | did not feel
there was a need to be augmenting labour. I'd reassess in
two hours following spontaneous rupture (of membranes).

Interviewer: Right, so you'd write your rationale in the notes? OK, in
that case you are disagreeing. Is that right?

Participant 60: Yeah, yeah.

Participant 60 was strong and assertive throughout the entire
interview. She displayed a manner that differed from the other interviewees.
Her personal history showed that she had been promoted to sister after only
four years experience as a practising midwife. Participant 60 gave an
impression that she had some form of ownership of the system, that she was
a stake holder. In the specified role of advocate for women, she showed a
great deal of action initiation. Participant 60 clearly used an inner reference
group and considered herself to have an active role in political aspects of the

system. This was evident in the response she gave to SIS-M question 7:

? Multip is short for multigravida. A multigravida is a woman who has been pregnant
more than once. When a woman has given birth before, the process of labour is
usually more spontaneous and rapid.
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Interviewer:

Participant 60:

Interviewer:

Participant 60:

Interviewer;

Participant 60:

Interviewer:

Participant 60

Would you challenge him over this issue?

(/f a senior member of staff decided to override a decision

you made regarding normal labour).

Yeah, yeah, yeah, | would. | mean the only thing that |
would say is that | wouldn’t do it in the room. | would come
outside and do it. If I'm challenging | would probably go
say, do you know that maybe he’s coerced her a bit into
having this epidural that she really didn’t want and, emm,
so yeah definitely.

Right OK, so what | have asked you is, would you
challenge him and that’s fine.
| would say that he’s frightened her.

Can | ask you, see | am getting a feel of your personality
here and you’re sounding quite, umm, an autonomous
practitioner. Are you ever issued punishments for being so
strong minded?

No | haven’t really and in fact one of the consultants, not
just one probably all of them really, but one in particular.
This day, he was talking to a woman about induction and
said he would come back in the afternoon and assess her
with view to prostin. And | was actually doing the round
with him. And he said to me “yes unless you’ll be here will
you”, and | said “yes | am on this afternoon”. And he said
“will you do it then”? | said “yeah” and he said to the
woman, “l am very happy for sister to do it you know. |
feel”, and he added “not the SHO, that | was to do it
myself and | have had that quite a few times.
So you feel you've got quite a bit of trust there?
Yeah!

Participant 60 upholds her position by persistently projecting herself as
a power to be reckoned with within the maternity unit in which she works. In
the presence of senior members of staff she displays strong individuality. It is

clear that her colleagues know her character and expect her to be more
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assertive and prominent than the other midwives. Participant 60 conveys self-
confidence, is very secure and consequently is unrestrained from challenging
the authority or the wisdom of instructions. “Per se”, she does not exhibit the
kind of acquiescent behaviour that many other midwives show to senior
members of staff.

In contrast, some midwives are incorporated into the organisation and
accept the organisation’s right to set behavioural standards with imposed
restrictions. Such a midwife acknowledges authority within the system and
therefore her personal ideals and position become immaterial within the
operation of the maternity unit. Therefore and accordingly, such a midwife
regards acquiescence with the directives of the system as appropriate and
essential. Selected excerpts have shown that many midwives follow policies
and rules and adopt a position that is acquiescent to the views of senior
people. Such a midwife does not see herself as an action initiator, but rather
as a representative who follows directions issued by authority. This midwife
does not see herself as accountable for blocking choice and instead perceives
that it is the responsibility of the senior person to accept or refuse the
childbearing woman her personal preference.

Participant 19 is an example of such a midwife. Out of all 60 midwives,
Participant 19 scored the highest interview SIS-M score, which was 28 points
higher than the score she attained in the private measure (Pre Interview SIS-
M score = 20: Interview SIS-M score = 48, see Appendix Seven). During the
interview, Participant 19 clearly used an external reference group and
considered herself to have no role in political aspects of the system. This was

evidenced in the responses she gave to SIS-M questions two, three and nine:

SIS-M Question Two
Participant 19: There has obviously been some reasons and there could be
some historical baggage there with the consultant and it's not

my position if it's his name on the notes.

SIS-M Question Three
Participant 19:  I'd have to if she’s under his care. Cos you know, I've got
my own professional practice but | am employed and I'm

under the auspices of the hospital policies and I'm sure |
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would get out of him what his reasons were and they

probably would be very good.

SIS-M Question 9
Participant 19:  I'd go with the policy, a policy is a policy. | might not agree
with it but this is how | would have to function. This is

probably most of the time how | do function, even in here.

Participant 19 agreed with every answer the interviewer proposed and
was definite in her views about following custom and policy. Her personal
history was that she had been employed full time as an E grade for the 8
years that she had been registered as a practising midwife. Participant 19
gave an impression that she conformed within the system and that her role
was to follow direction issued by authority. She presented herself as an able
practitioner and considered herself as someone who functioned well within the

system.

5.9. Chapter Discussion

Findings have explained the participants’ acquiescent behaviour in terms of
powerful situational forces. Many of the midwives acquiesced because they
perceived a requirement to do so, consistent with obedience literature (e.g.,
Hofling et al., 1966; Meeus & Raaijamakers, 1995; Milgram, 1963, 1965,
1974; Shalala,1974). Others acquiesced because they were influenced to
identify with the “other”, consistent with conformity literature (e.g., Asch, 1952,
1955, 1956; Bond & Smith, 1996; Pendry & Carrick, 2001). The selected
excerpts have shown that the working environment can make it difficult for
midwives to be innovative and assertive. Also, at times there is conflict
between supporting the childbearing woman’s choice and what authority and
protocol direct.

Results of the qualitative analysis illustrate a paradox. Clearly, the
participants wished to bestow childbearing women with choice, yet the
midwives control of the situation did not necessarily lead to empowerment -
rather the opposite. Many of the midwives experienced constraints imposed

by dominant groups and thus were rendered helpless to offer real choice to

childbearing women.
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Solutions have been considered, which are similar to those cited by
Shields (1995) and Young and Haynes (1988). First, there is the development
of an internal sense of self-awareness. This concerns the fostering of an
identity, involving self-value, self-acceptance and trust in the form of self-
knowledge. The ability of individuals to socially influence and assume power
over others is perhaps the ultimate manifestation of empowerment. In order to
gain this, the individual (or organisation) requires strength of self-identity and
self-concept, energy and action (Young & Haynes, 1988). Processes of
mutual empowerment are visible when groups of midwives, (e.g., the
Association of Radical Midwives - ARM) and groups of women concerned with
childbearing (e.g., the Association for Improvements in Maternity Services -
AIMS), facilitate individual empowerment through group activities.

One of the intentions of groups such as ARM and AIMS is the
furtherance of these values. They do this by developing a clear sense of
purpose in women regarding the choices they wish to make during childbirth.
They also build a strong sense of shared identity between midwives. It could
be argued that the concept of “professional identity” is a double-edged sword,
implying an allegiance to a particular worldview of what midwifery is about.
Also, the term “professional identity” may imply allegiance to other
professional organisations and groups demanding codes of behaviour that
may not be in the interests of childbearing women.

Second, that midwives move towards taking action, speaking out and
participating in decision-making, taking risks and developing skills. These
actions are also reflected within the organisations that have been cited.
Midwives and women are increasingly vocal in their views about childbirth,
and the fruits of this action are visible in initiatives that relate to Changing
Childbirth (DoH, 1993).

Third, a sense of connectedness is developed between those who
share a social identity and between midwives and other health care
professionals. That by teamworking members collaborate to stimulate many
initiatives to improve the experience of childbirth and to empower midwives
and childbearing women, as also described in Changing Childbirth (DoH,
1993).
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The work of midwives is highly complex and often difficult. Data from
this study has shown that midwives are frequently placed in unenviable
positions of relative powerlessness. It is markedly apparent that some actions
and strategies that midwives use reinforce the fundamental power structures
and status quo. A raised awareness of the processes that relate to social
influence and the exercising and sharing of power may be helpful to midwives
in asserting not only their own professional capacity to influence, but also the
autonomy of the women they seek to empower. Further consideration is
needed of the issues surrounding the giving and taking of power in relation to
the clinical, educational, managerial and supervisory roles of midwives.

Further research would also be useful. In particular, there is a need for
a study that explores in more detail situational aspects of the maternity
hospital that exerts influence upon midwives’ decisions. With greater insight,
hospital managers could be helped to understand why particular demands of
practice are not being met. Without such research, the work of a growing
number of maternity care professionals now concentrating on improving
choice and control for childbearing women may fail to yield the desired results.
If hierarchical position and its associated power to influence decisions and
situational constraints are shown to be durable and effective in obstructing
women-centred care, then special efforts may be warranted to counteract this

effect.

5.10. Conclusion

This qualitative analysis of participants’ interview transcripts has shown that
there is a strong face-to-face authority relationship that subverts what many
midwives believe should happen and is at odds with woman-centred practice.
The excerpts have shown that much of this is embedded in hospital culture. It
is an example of a form of acquiescence that extends far beyond health care.
At one level, the explanation can be in terms of a specific culture and
hierarchy, but on the other there is something more basic. The midwife’s role
blends rules backed by disciplinary sanctions, with a need to act
autonomously. Midwives are bound by regulations at the same time as being
asked to respond to women'’s requests. In the present institutional culture,

such conflicting directives mean that midwives run the risk of getting it wrong.
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They need to think creatively and rapidly at critical moments in order to avoid
discipline. They also at times have to bend the rules and face the risk of
reprisal. This combination requires radical responses in order to meet practice
directives (DoH, 1993; DoH, 2003; DoH, 2004; NMC, 2004).
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CHAPTER SIX

Discussion and Conclusions

Most people will have observed the often impressive synchrony of the
behavior of fish in a school or birds in a flock. The fact that the behavior of a
fish is so well matched to that of the behavior of others is straightforward:
Perception directly affects behavior. When a fish perceives a change of
direction in another fish it simply matches this change in direction.This direct
link between perception and behavior can be easily witnessed in humans as
well. We too match the behavior of others and we do this simply because
perception directly affects action. The specific behavioral changes
perception can bring about differ between humans and fish, but the
underlying mechanism is essentially the same. Perhaps we share

this important psychological mechanism with a haddock.

(Dijksterhuis, 2001, p. 105)

6.1. Introduction

The study results have important practical consequences for evaluating the
care that midwives offer to childbearing women. During the interviews, the
participants were placed in a well-controlled situation that was structured to
make resistance to the senior midwife’'s suggested SIS-M responses difficult.
The senior midwife was successful in her attempts to socially influence many
of the participants’ responses to the SIS-M questions in a conformist direction.
Anticipated consequences from their failure to acquiesce might have made it
difficult for these midwives to resist the senior midwife’s arguments. The
midwives in the present study, like many of the corresponding participants in
the Milgram (e.g., Milgram, 1974; Meeus & Raaijamakers, 1995: Shalala,
1974) and Asch experiments (Asch, 1952, 1956; Bond & Smith, 1996; Pendry
& Carrick, 2001), often dutifully agreed with what was suggested.
Unequivocally, many of the midwives agreed with decisions they already had
opposed in a private questionnaire.

The purpose of the interview condition was to examine whether a
senior midwife could socially influence junior midwives to acquiesce with her
proposals about decisions that by and large should be client led. The
experiment took cognisance of the dilemma that many midwives face when
under pressure from a senior member of staff. The majority of midwives

perceive a duty to acquiesce with the senior person over and above their role
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as an accountable practitioner (NMC, 2004) and advocate for the choice of the
childbearing women (DoH, 1993, 2003, 2004). Results of the interview
showed that the senior midwife was significantly successfu! at influencing
junior midwives to acquiesce with her suggested question responses (F (1,57)
=249.62, p = 0.001). Those participants who achieved high scores on the
measure of social influence thereby showed substantial agreement with what
was recommended by the senior midwife.

Results stimulate interest in specific factors that made disagreement
with the senior midwife so difficult. Milgram (1974), Asch (1952, 1956) and
their more recent counterparts (e.g., Meeus & Raaijamakers, 1995: Pendry &
Carrick, 2001; Shanab & Yahya, 1977) provide explanations similar to those
that seem to account for the present experimental results. Explicitly, the
demands of an authority figure, the acceptance of full responsibility by the
experimenter, the group pressures, the stress of the situation and lack of
perceived choice influenced the participants’ decisions. The participants’ lack
of perceived choice is highly relevant, since during the interviews they could

have disagreed at any time.

6.2. Legitimisation

Legitimisation may be the key to the interpretation of these results. When a
senior person is viewed as having a legitimate right to give direction, such
authority has the capacity to exert influence. During the interview, the senior
midwife asserted herself from a position that the subordinate might have
interpreted as necessitating a duty to acquiesce. This view of authority flows
from the manager by way of a system of grades or ranks, as shown by
Milgram (1974) in Experiments 12, 13, and 15, and Shalala (1974)
Experiments 3 and 4 (see Chapter One, Subsection 1.2.1). In the present
study, the interviewer primarily dominated the conversation and sought to
“socially influence” the participating midwives’ decisions. The definition of the
two terms, domination and social influence (following Shalala, 1974) as used

in this study, illustrate the context in which these concepts were employed:

Domination - Influencing an individual's responses by giving explicit
direction as to the desired response, with reference to the goals

sought. The objective is to produce mechanical compliance.
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Social Influence - Manipulating the individual’s behaviour by

indirect techniques and by emphasis on specific goals.

The dilemma over answering the questions honestly or giving the
desired response may occur when the midwife attempts to establish the
legitimacy of the direction. Milgram (1974) showed that obedience occurs as a
function of conventionally constituted authority. He demonstrated that action
flows from the higher end of the social hierarchy to the lower, with the
participant responsive to signals from a level above his own, but indifferent to
those below it (see Chapter 1, Subsection 1.2.1, Experiments 12, 13 & 15).

Similarly, the midwives who took part in the interview were polite and
deferential to the senior midwife. Milgram (1974, p. 155) provides an
explanation for participants’ responsiveness to signals from above and not

from below, in terms of perpetuating the hierarchy:

Throughout this experience with authority, there is continual
confrontation with the reward structure in which compliance with
authority has generally been rewarded, while failure to comply has
most frequently been punished. Although many rewards are meted
out for dutiful compliance, the most ingenious is this: the individual is
moved up a niche in the hierarchy, thus both motivating the person
and perpetuating the structure simultaneously. This form of reward,
“the promotion”, carries with it profound emotional gratification for the
individual but its special feature is that it ensures the continuity of the

hierarchical form (Milgram, 1974, p. 155).

The net result is internalisation of the social order - that is, internalising
the axioms by which social life is conducted. And the chief axiom is, do what

the man in charge says (Milgram, 1974).

6.3. Perceived Obligation to the Organisation

There are important differences between the perceived lack of choice for
participants in the Milgram and Asch style experiments and for the midwives in
the present study. Milgram (1974) was impressed by the amount of wholesale

obedience that an authority figure was able to elicit in situations where
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legitimacy is assumed and discipline implied. This is not the case in a hospital
environment.

First, consider the notion of authority as expressed by some of the
midwives’ comments (see Chapter 5, Subsection 5.7.2). It is clear that many
of the participants perceived some kind of contract with the hospital in which
they agreed to accept authority as one of the key conditions of membership.
What the midwife accepts, at least in public, is the right of the authority figure
to direct and her own duty to acquiesce. This was shown by participants who
commented that they felt duty-bound to follow hospital policies (see Chapter 5,
Subsection 5.7.2.1), consistent with the findings of Green (2005), Lawton and
Parker (2002) and Scambler (1987), and second by those who articulated that
they felt constrained by power differentials, consistent with the findings of Levy
(1999a) and Stapleton, Kirkham and Thomas (2002) (see Chapter 5,
Subsection 5.7.2.2).

Continuous compliance with routine directives reinforces this element
of the contract, with the midwife made aware early in her tour of duty that
there is an elaborate array of hospital sanctions ready and available for use to
encourage her compliance. Fear of resultant conflict and intimidation was also
a theme shown to inhibit midwives from challenging authority (see Chapter 5,
Subsection 5.7.2.3), consistent with (e.g., Davies, 2004; Dimond, 2002b;
Farmer, 1993; Hadikin & O’Driscoll, 2000; RCM, 1996).

Raven and Haley (1980) outline the power bases that senior staff may
exercise in the event that a subordinate does not accept direction from

legitimate authority:

(1) Coercive power - stems from ability of the influencing agent to
mediate punishment for the target, i.e., warn the midwife of possible

disciplinary action or dismissal.

(2) Reward power - stems from the ability to mediate rewards, i.e., to
point out to the midwife that the evaluations of the authority figure
carry some weight and that such a figure may be able to help the

midwife in future.
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(3) Legitimate power - grows out of the target’s acceptance of a role
relationship in which she is expected to comply with the request of the
agent, i.e., emphasise her position and the nurse’s obligation to

comply with authoritative recommendations on appropriate matters.

(4) Referent power - occurs when the target uses others as a “frame of
reference”, as a standard for evaluating behaviour, i.e., emphasises

that other midwives in the hospital follow proper procedures.

(5) Expert power - stems from the target attributing superior knowledge
and ability to the agent. That the agent knows best and

knows what is correct, i.e., emphasises expertise regarding policies.

(6) Informational power - results from persuasiveness of the
information communicated by the agent to the target, i.e., indicates the
basis for techniques, citing available evidence, hospital data or journal

references.

In some civilian organisations, sanctions may be hidden and
insignificant. In midwifery however, sanctions are generally salient, swift and
harsh. Both the managerial system and the Nursing and Midwifery Council lay
down rules, with a system in place to issue penalties for non-cooperation
(NMC, 2002a, 2004).

6.4. Hospital Discipline

Endorsement of discipline in the system by the individual midwife assures the
hospital that its purposes and aims will be achieved. Hospital organisations
differ from civilian and many other institutions, in that the chief objective of
management is to enhance health and save lives. To effectively handle
hazardous procedures, the hospital services continually formulate protocols
and guidelines (Green, 2005; Lawton & Parker, 2002; Magill-Cuerden, 2005).
Management constantly structure programmes aimed at reducing the risk of
complication, and the consequent mortality and morbidity that may ensue.
Contingencies involve uncertainties with some outcomes to be scrupulously
avoided during operations and treatments. The essence of hospital

effectiveness lies in the ability to contend with these contingencies.
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Uncertainty is reduced by restricting freedom of choice and regulating
information flow (Lawton & Parker, 2002):

Health care professionals would be best advised to avoid violations
and where possible comply with clinical protocols. The findings here
demonstrate that by complying the health care professional makes it
more likely that their behaviour will be judged appropriate.

(Lawton & Parker, 2002, p. 263)

By limiting independence, systems can be rigorously structured. This
structure, or order is analogous to the hospitals purpose of routinisation.
Rules, regulations, laws, and a system of penalties are in place to ensure
adherence and reduce uncertainty.

Discipline is one of the major ingredients in the hospitals method of
managing uncertainty. The organisation has defined effective discipline as a
state in which the individual possesses a mental set that results in immediate
and relatively automatic acquiescence with direction given by a person in
authority. During the interview, such acceptance of discipline was frequently
evident in immediate agreement with the direction of the senior midwife.
Repeatedly, the junior midwife held in check her own evaluation of the action
required and thus any criticism of the senior midwife’s direction. As a result,
her freedom of choice was restricted and she did not seriously entertain
alternatives.

Therefore, a major conclusion of this thesis is that hospitals can create
in the minds of its members the vital importance of the accomplishment of the
organisation’s mission. Outcomes have shown that members will relegate
their knowledge of appropriate action and the choice of the childbearing
woman, in order to acquiesce with the viewpoint of the senior person. This is
so, even when their preference is a safe and evidence-based alternative.
Situations that arise within hospital activity carry with them their own
pressures, with the conduct of the participants dependent upon the power of
these forces. During the interview condition of the present study, such
pressures caused many of the participants to abandon their personal position
to instead acquiesce with the perspective of the senior person. The

participating midwife was faced with two options; acquiescence or resistance,
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expressed as agree or disagree. What has been shown is that acquiescence

was often the easier choice to make.

6.5. Priming by the Interviewer

Does the hospital organisation specifically prime midwives to follow the
direction of seniors? The studies of Bargh, Chen and Burrows (1996), Epley
and Gilovich (1999), Macrae and Johnson (1998) and Pendry and Carrick
(2001) show that priming can influence specific responses. In particular, Epley
and Gilovich (1999) showed that participants primed with a stimulus to
conform expressed views more similar to those of the experimental
confederates. This may be because it is typically easier to conform than rebel.
This could have been particularly true during the interview condition, since
deviation from the example set by the senior midwife would have required a
reasoned challenge. Clarification as to whether priming responses were
generated by the points of view proposed by the interviewer or by her mere
presence, was substantiated through the workbook condition. When the same
points of view were given and the senior midwife was removed from the
participant’s cognitive processing, participants were not primed to conform.
Consequently, the results of the workbook condition support the conclusion
that the stimulus for acquiescence lies more in the presence of the authority

figure and less on what was said during discussion.

6.6. Social Identification and Categorisation

Many of the participants may have identified and conformed to the social role
of the senior midwife during the interview. Zimbardo, Haney and Banks (1973)
and Reicher and Haslam (2004) showed that social roles have powerful
influence over behaviour, in keeping with the social identity tradition (e.g.,
Haslam, 2001; Reicher & Potter, 1985; Tajfel & Turner, 1979; Turner, 1982).
The guards in the Zimbardo, Haney and Banks (1973) prison study had
authority and “expected to be obeyed”. Likewise, senior midwives “expect to
be obeyed”. Ward sisters and managers anticipate cooperation with the
course of action they direct. Equally, prisoners obey guards, as junior
midwives obey sisters, with uniforms in turn reinforcing these social roles
(Bickman, 1974; Bushman, 1984; Joseph & Alex, 1972).
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“The analysis of leaders cannot be divorced from consideration of the
group of which they are part and need to represent” (Haslam, 2004, p. 45).
Further enhancement of the subordinate midwives willingness to acquiesce
may have been because they perceived the senior midwife to represent the
interests of the collective whole rather than just her personal interests (Brown,
1954; Haslam, 2004; McGregor, 1960). It is important that the leader, by her
behaviour, manifests a loyalty to the needs and aspirations of group members.
These things must matter to her in ways that are publicly visible. Such
evidences of good faith and sincere interest serve to elicit greater acceptance
of her influence (Hollander, 1995).

It is further suggested that subordinates’ behaviour can be explained in
terms of the manner and levels at which particular individuals are integrated
into the hospital system. In studying modern complex organisations,
psychologists have theorised about the significance of identities and roles.
Gouldner (1957; 1968), Kelman (1969) and Kelman and Hamilton (1989) have
proposed several theoretical schemes that deal with identities and roles, and
levels at which these concepts operate in organisational systems. While
Gouldner theorises about organisations and Kelman deals with the “national”
system, both possess explanatory power regarding the present study.

At a normative level (Kelman, 1969, 1989), a midwife is integrated into
the system and accepts the system’s right to set behavioural norms within
prescribed limits. This may result from an affective commitment based on a
person’s identification and involvement with the organisation (Meyer & Allen,
1991; Meyer, Allen & Smith, 1993). The best predictor is the prevalence of
interesting, satisfying work of a type found in enriched jobs (Mathieu & Zajac,
1990; Meyer & Allen, 1991). A committed midwife accepts the legitimacy of
the system and personal values and roles become irrelevant within its
operation. Because individuals with collectivist orientation are believed to be
more likely to: (a) favour their own group over others, (b) show concern for
group goals rather than personal ones, and (c) be suggestible to social
influence (Haslam, 2004, p. 209), it is suggested that such individuals will be
more likely to participate in collective action (Kelly & Breinlinger, 1996) than

would otherwise be the case.
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These midwives regard acquiescence with the directives of the
organisation as proper and necessary. The only requirement for acquiescence
is that the order has the blessing of “authority”. In addition, a system of
rewards and punishments relevant to authoritative requirements solidifies the
legitimacy process (Arvey & Ivancevich, 1980; Manz & Sims, 1981; Trevino,
1992)

That most midwives within the hierarchy are rule governed defines
what they should do in terms of legitimate authority. This argument can be
supported by observation of these individuals at their work. Midwives are
required to follow the Midwives Rules and Standards (NMC, 2004) and so
long as the direction of a legitimate authority is in keeping with these
requirements, the midwife may perceive an obligation to acquiesce. The
normative midwife does not see herself as the initiator of the action, but rather
as an agent who does the bidding of the person in authority. This midwife
abandons her freedom of choice and sees herself as having no choice but to
acquiesce with the preferred options of the senior midwife who directs her. In
so doing she does not see herself as responsible for obstructing the choice of
the childbearing women for whom she cares. Instead, it is the responsibility of
the senior midwife to permit or deny the childbearing woman her personal
preference.

In contrast to the normative integration mode is the ideological level
(Kelman, 1969; Kelman & Hamilton, 1989). A person integrated at this level is
said to feel a greater sense of ownership of the system and as a result takes
responsibility for a proportionately larger share of the action initiation. This
midwife plays specified roles better than the other midwives and her
orientation to the system is one of loyalty and long service. She uses an inner
reference group and considers herself to have more of a role in the
formulation of practice directives, rather than being a midwife who just carries
them out.

Using the normative/ideologist scheme allows categorisation of
midwives within the hospital system. Only a select and small group of
midwives fall into the ideological category. The bulk of midwives fall into the
normative category. Gouldner (1968) suggests another categorisation that

further explains the ideologist’s role and offers a subcategory for the
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normative element. Gouldner identifies as “locals” those people who are highly
committed to the organisation and have internalised its policies. From the
organisation’'s point of view, such midwives are developed by the hospital
system in that they are identified early in their career for future positions of the
highest responsibility. Such midwives, perhaps leaders of their class at
university, often have achieved well in the education system and are moved
rapidly up the promotion ladder to top leadership positions. In return, these
senior midwives not only exhibit unique loyalty and commitment but also
provide the kind of totally dedicated leadership necessary to perpetuate the
system.

In contrast, an ideologist maintains her position and posture by
relentlessly projecting herself as a “force to be reckoned with” in her particular
hospital organisation. Even in the presence of her superiors, she is expected
to exhibit strong individuality and to provide her specific input into policy and
program decision matters. Because members of the system know her to be an
upwardly mobile midwife, they expect her to be more assertive and prominent.
She exudes confidence, is highly secure, and as such is not restrained from
questioning the legitimacy or wisdom of orders.

Participant 60, who was a “G” grade midwife in a busy labour ward, is
an example of this kind of midwife (see Chapter Five, Subsection 5.8 for
comments that support this assertion). Participant 60 continually questioned
the direction of the senior midwife during the interview and put her own
adherence to providing choice and control to childbearing women as a high
priority. She was one of the few midwives who argued in accordance with the
directives of social policy documents (DoH, 1993, 2003, 2004) and the
Midwives Rules and Standards (NMC, 2004) regarding provision of woman-
centred care.

While the majority of “normative” midwives do not enjoy the
independence of the few “ideologists”, they are generally the doers of the
organisation who complement or fill the gaps of the system created by the
more “generalist’ ideologists. That is, like the majority of the participants who
took part in the present study, they are the midwives who provide the hands
on care to the population of childbearing women. This group parallels what

Gouldner (1957, 1968) classified as “cosmopolitans”. These midwives, while
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loyal and committed in their own right, do not exhibit the single-minded
dedication to the system, demonstrated by the ideologists. Cosmopolitans
generally are horizontally mobile because they eventually settle into a
specialist role of some kind. They often gain expertise in a specific area of
midwifery and are valued as contributors of needed information from which
ideologists make their decisions. They realise, as do other normatives, that
their activities are vitally necessary for decision-making activities of the
ideologists.

Cosmopolitan roles do not suggest servile or obsequious behaviour.
While less committed than ideologists, and perhaps oriented to an outer
reference group because of a particular special discipline, the cosmopolitan
defines her role as one absolutely necessary for the efficient functioning of the
system.

The senior midwife, who interviewed the participants, might have been
perceived as a “local’. Because these midwives know her to be a lecturer in
midwifery, they expect her to lead and take responsibility. They also anticipate
that she will be more knowledgeable and expert on matters that relate to
midwifery. In her role as interviewer, she displayed certainty, was dependable,
and as such was likely to hold more power to socially influence normative
midwives. Consequently, the “normative” participants with a “collectivist
orientation are more likely to be suggestible to social influence” (Haslam
(2004, p. 209).

The interviewer’s success might in part have been rooted in her ability
to embody participants’ expectations that were underpinned by an act of
categorising her as a leader. Leadership categorization theory (Lord, Foti &
De Vader, 1984: Lord, Foti & Phillips, 1982; Lord & Maher, 1990, 1991)
argues that leaders’ effectiveness is determined in part by others perceptions
of them, and that these are based on preformed leadership prototypes. These
prototypes are hierarchically organised, with archetypes at lower levels being
more specific. Like stereotypes, prototypes are believed to provide perceivers
with a set of expectations regarding a person’s appropriate traits and
behaviour (Haslam, 2004).
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6.7. Perception of Forced Aquiescence

The participants’ acquiescence might have resulted from a perception of
forced agreement. That is, the participants simply acquiesced because the
direction came from an authorised agent of the authoritarian institution to
which they both belong. Regularities in the quantitative data have clearly
shown that many of the participants changed their SIS-M responses between
the postal and interview conditions (see Table 4.8). Obedience was evidenced
by participants’ citations of agreement, whilst refusing to accept that the
decision was an appropriate one (see Chapter Five, Subsection 5.7.3.1, p.
199). These participants acquiesced with the senior person, not because they
agreed with what was suggested, but instead to avoid some sort of
“‘punishment potential”, consistent with Arvey and Ivancevich (1980), Manz
and Sims (1981) and Trevino (1992).

According to the Festinger (1954) paradigm, public compliance without
private acceptance can be forced when there is a promise of reward for
compliance or a threat of punishment for non-compliance. Neither of these
was implied in this study. Festinger and Carlsmith (1959) propose that the
threat of mild punishment produces greater dissonance than the threat of
severe punishment, consistent with Brehm and Cohen (1962), Festinger
(1954, 1957) and Wickland and Brehm (1976). Specific sanctions that the
participants feared were identified in the qualitative analysis of the interview
transcripts (see Chapter Five, Subsection 5.7.2.3). These comments were
offered voluntarily as the reason for the participants’ acquiescent responses.

It was also clear, that a number of subordinate midwives were
unfamiliar with questioning direction. Many also maintained a social distance
from senior staff. In the short period during which the participants deliberated
over whether to “agree” or “not agree”, it is possible that they mentally
telescoped the entire act of both acquiescence and resistance. Thus,
participants displayed the activities on a mental screen and witnessed
possible consequences of opposing direction from the senior person.
Perceived aversive stimuli would in all probability decrease the likelihood that
they would proceed to resist the guidance given (Parmerlee, Near & Jenson,
1982).
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Most of the participants would be familiar with experiences of
colleagues who have been suspended from practice whilst awaiting
disciplinary hearings for breaking with protocol. They may also have had
personal experience or know of peers who have been issued with
punishments for defying direction from authority. Due process is clearly
outlined in Rule 5 of the Midwives Rules and Standards (NMC, 2004). Several
of the 16 rules prescribed by the Nursing and Midwifery Council pertain to
compliance with directives, methods, procedures and routines. Consequently,
situational forces that operate at varying degrees of intensity may block out

the midwives’ conscious and individual wishes.

6.8. Tension and Strain

Tension and strain might have contributed to the amount of wholesale
acquiescence shown by participants during the interview. Unlike Kilham and
Mann (1974), Milgram (1963, 1965, 1974), Shalala, (1974), Shanab and
Yahya (1977), and Sheriden and King, 1972), the participants in the present
study were not requested to issue violent attacks upon an undeserving victim.
Unlike Meeus and Raaijamakers (1995), they were not asked to make
offensive negative remarks to an interview applicant. In contrast, the interview
was a relatively benign and comfortable process in which the participants
were asked simple questions in a peaceful and non-threatening environment.
Nonetheless, similar levels of acquiescence were achieved.

Frustration might have occurred when the senior midwife directed a
response that differed from the midwife’s own; particularly when she blocked
answers with justifications for her desired response. In such circumstances, it
would seem logical that the interviewer may be the target of the participants’
aggressive feelings. Some of the participants’ comments made this evident
(see Chapter 5, Subsection 5.7.2.1). Further aggravation may have resulted
from thoughts of being tangled, along with the interviewer, in yet another
hospital hassle. As the establishment was the source of their irritation and
since there was little they could do about it, the resultant aggressive feelings
were either minimised or disguised.

Shalala (1974) reported that some of his participants became
“stressed and confused”. Milgram (1974) reported tales of participants’
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objections followed by their paradoxical delivery of the prescribed electric
shocks. Similarly, during the interview, some of the participants verbally
chalienged the senior midwife whilst simultaneously acquiescing with her
proposed action (see Chapter 5, Subsection 5.7.3.1). The idea of dissent may
have served a dual and conflicting function. As a strain-reducing mechanism,
conveying the idea of opposition was perhaps a source of psychological
consolation to the midwife with reference to the moral conflict at hand. The
clash between the childbearing woman’s expressed preference and what had
been suggested was for some a source of tension. For example, the
participant publicly defines herself as opposed to blocking a healthy
childbearing woman’s request for a home confinement and thus establishes a
desirable self-image. Ironically, this strain-reducing mechanism allows the
midwife to let off steam without altering the course of action. In effect, the
participant maintains her submissive relationship with the senior person by
ultimately acquiescing with her propositions.

Milgram (1974) and Shalala (1974) claimed that verbal objection prior
to obedience relieved the tension-filled environment. Correspondingly, during
the interview, participants protestations might have reduced the tension and

strain that preceded their eventual acquiescence with what was suggested.

6.9. Refusal to Cooperate
Most of the participants appeared happy with the outcome of the interview and
were pleasant and affable on departure. This contradicted some of the signals
of stress and tension characterised by participants’ questions, requests for
further explanation, appeals for guidance and occasional stalling. Remarkably,
not one participant refused to continue with the interview process. This was
surprising, since refusal to continue is the ultimate means whereby the strain
of the interview is brought to an end.

Refusal to cooperate is not an act that comes easily. It entails not just
a failure to comply, but a reformulation of the relationship between the midwife
and the authority figure. To break out of the assigned role is to create, on a
small scale, a form of anomaly. The future of the junior midwife’s interaction
with the senior person is predictable as long as she maintains the relationship

according to the well-defined social order. On the contrary, when a midwife
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refuses to respond to a question, the character of the relationship becomes
uncertain and may be tinged with fantasies of the senior midwife’s undefined
retribution. Also, for most people it is painful to renege on a promise of aid that
they made to a person. While the obedient participant shifts responsibility for
the decision to the senior midwife, those who break their word have to accept
responsibility for ruining the interview. In so doing, the participant thwarts the
purpose of the researcher. She may then believe that she has proved
inadequate to the task assigned to her. The price of refusal may be a sense
that she has been disloyal. The midwife might then remain troubled by the
disruption of social order she brought about, and have the feeling that she

deserted a cause to which she had pledged support.

6.10. The Relationship to Woman-Centred Care

The social influence exerted by the senior midwife during the interview should
not necessarily be viewed as a wholly negative outcome. It is important to
recognise that a substantial amount of acquiescence is essential for efficient
group behaviour (Stogdill, 1972), or else there may be lack of success in
collective activities and failure to achieve common goals (Mudrack, 1989).
However, there are occasions when an authority figure may express a
preference that should in fact be the personal choice of the childbearing
woman. Quite simply, there is no ethical or medical justification for refusal
when there are no dangerous consequences that could result from the
request, e.g., a woman who wants multiple birth partners present at her
delivery, a water birth or entonox for pain relief during labour. In such
situations, acquiescence with the senior person’s perspective constitutes a
failure to provide woman-centred care. The midwife who complies with the
suggestion of a senior person, over and above the request of a childbearing
woman for a particular option, is breaching Changing Childbirth (DoH, 1993),
the Reference Guide to Consent for Examination or Treatment (DoH, 2003)
and the new standard on maternity services within the National Service
Framework for Children, Young People and Maternity Services (DoH, 2004).
That midwife is also breaching Rule 6 of the Midwives Rules and Standards

(NMC, 2004, p. 17), which states that a midwife:
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 Must make sure the needs of the woman or baby are the primary
focus of her practice.

* Should work in partnership with the woman and family.

» Should enable the woman to make decisions about her care based
on her individual needs, by discussing matters fully with her.

e Should respect the woman'’s right to refuse any advice given.

Typically, senior midwives may not directly intend to obstruct the
preferences of the childbearing women in their care. Rather, due to
constraints experienced from those higher in the hierarchy, protocols and the
demands of the organisation, the safe requests of childbearing women may be
thwarted by the agenda of others.

As directed by the NMC (2004), midwives are meant to be
independent, accountable, highly trained and autonomous practitioners.
However, social influence from a senior midwife has been shown to have a
profound effect upon junior midwives’ clinical decision making. According to
established midwifery rhetoric, the midwife should seek clarification for any
direction tendered that is questionable (Page, 2000). Clearly, the relationship
between the senior and junior midwife during the interview often made it
difficult for the junior midwife to question the direction offered. Quite simply,
midwives do not receive training on “how to question direction”. To make such
enquiries runs counter to the training, socialisation, and routinisation of the
individual midwife. Often a midwife would disregard the direction of a senior
member of staff at her peril. This of course, makes it easier to establish and
maintain the direction as legitimate. To challenge a person senior in the
hierarchy may be a monumental proposition for the ordinary midwife, quite
simply because of the restricting forces that operate within her working
environment.

This has important consequences for the functioning of maternity
hospitals and the quality of care that childbearing women receive. Midwives
who are relatively low in assertiveness are likely to be influenced most
strongly by persons in authority, consistent with the findings of Kipnis, Schmidt
and Wilkinson (1980). If the maternity hospital has established a “tradition” of

criticising midwives who violate “woman-centred care”, then new midwife
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employees, if not assertive themselves, will be influenced to change their
behaviour in a positive direction. In other words, they are likely to become less
acquiescent in interference to women’s birth plans. In contrast, when hospitals
develop standards of low assertiveness and high levels of acquiescence, the
behaviour of incoming midwives in these hospitals will be shaped accordingly.
The major problem within maternity hospitals is that midwives are
expected to follow the protocol driven culture (Green, 2005; Lawton & Parker,
2002; Magill-Cuerden, 2005), which is reinforced by senior staff. In diametric
contrast, midwives are also asked to follow social policy documents (DoH,
1993; DoH, 2003; DoH, 2004) and the Midwives Rules and Standards (NMC,
2004) that advocate provision of choice, continuity and control for childbearing
women. Essentially midwives are being asked to follow two conflicting paths;
to be allegiant to the hierarchical system driven by protocols and orders from
the top down, at the same time as providing “woman-centred” care. On one
hand, the hierarchical structure within the maternity hospital perpetuates
acquiescent behaviour. On the other hand, social policy documents,
universities, journal articles and the Nursing and Midwifery Council direct
midwives to be independent, accountable and autonomous practitioners.

These two roles contradict each other.

6.11. Contribution to the Body of Knowledge About Social

Influence in Hospitals

It is important to identify what the present experiment adds to the body of
knowledge about social influence in nursing/midwifery practice. Undoubtedly,
the results challenge the Nursing Editor (1974) and the Krackow and Blass
(1995) surveys, since so many of the participants held misleading perceptions
of their own predicted behaviour in the postal conditions of the present study.
The large disparities that are evident between the midwives’ forecasted
performance and what actually happened when they were placed in the
company of a senior person, leads to skepticism over the validity of participant
responses to postal surveys like those carried out by the Nursing Editor’s
(1974) and Krackow and Blass (1995).
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In light of Rank and Jacobson’s (1977) replication of the Hofling et al.
(1966) experiment, it was considered advantageous to compare and contrast
the present study with the latter in order to emphasise what has been shown.
The Hofling et al. (1966) study is one of two field experiments that have
attempted to show the susceptibility of nurses to social influence from senior
people in clinical practice (see Chapter 1, Subsection 1.5.1). The findings of
the Hofling et al. (1966) study are similar to those of the present study. Hofling
et al. (1966) explained the nurses’ behaviour as obedience, while the present
study uses the term acquiescence to describe the midwives’ responses.
Acquiescence has been defined in Chapter One, Subsection 1.5.7. as a blend
of both obedience and conformity. This is the case whether we consider the
three distinct groups of E, F and G grade midwives or whether they are
considered as one large group. In effect, the midwives in the present study,
like the nurses in the Hofling et al. (1966) experiment, behaved similarly on a
measure of social influence. Therefore, the main assumption underlying the

present study has been met.

6.11.1. Difference in Roles Between Nurses and Midwives

Both the Hofling et al. (1966) experiment and the present study considered
aspects of social behaviour within nursing practice. Hofling et al. (1966)
examined the behaviour of nurses, while the present study focused on
midwives. The roles of the nurse and midwife differ considerably, with spheres
of practice outlined by the Nursing and Midwifery Council (NMC, 2004). The
fundamental difference between these subcategories of nursing, is that
midwives are trained to work as independent, accountable and autonomous
practitioners, while the majority of nurses are not. The comparable results of
both studies highlight that similarities and differences in training, clinical
competence and legislation cause nominal variation to the amount of
obedience/ acquiescence shown to an authority figure. Whilst research has
shown slight discrepancies in obedience and conformity in relation to
personality (e.g., Krech, Crutchfield & Ballachey 1962; Larsen et al. 1979),
gender (Eagly & Carli, 1981; Javornisky, 1979) and culture (e.g., Bond &
Smith, 1996), taken as a whole levels are analogous. As a result, the

significant rate of obedience shown by Hofling et al. (1966) and aquiescence
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measured in the present study, regardless of occupation, was rightly
predicted.

6.11.2. Similar Hierarchies

Milgram (1974) and his contemporaries showed that situational factors are in
part responsible for altering levels of participants’ obedient behaviour. Despite
the diversity in roles between nurses and midwives, their working
environments are comparable since they share analogous hierarchical
structures and experience equivalent institutional pressures. A key similarity of
the participant groups of both the Hofling et al. (1966) and the present study,
is that they collectively focus upon superordinate-subordinate relationships
within a functional hospital hierarchy. One of Milgram's (1974) key conclusions
was that obedient behaviour flowed from the higher end of the social hierarchy
to the lower and not the other way round. Therefore, it is not surprising that
both nurses and midwives performed similarly on measures of social influence

exerted by a senior person.

6.11.3. The Difference Between Acquiescence and Obedience in

Context

Hofling et al. (1966) studied the obedience of nurses to a specific medication
order. In contrast, the present study focused on the choice of midwives to
acquiesce or resist direction from a senior midwife. Hofling et al. (1966) made
a clear distinction between obedient or disobedient responses, with no
invitation given for participants to contribute to the decision-making process. In
contrast, in the present study, participants were asked for their considered
opinion over the decisions that were made. The option of whether to
acquiesce or resist the direction given was tabled and participants were given
time to think about their responses.

In the Hofling et al. (1966) experiment, the majority of participants
viewed the instruction as one they were dutybound to follow, even though it
breached standard procedures for medicine administration. Many of the
participants in the present study also interpreted the event as a “must do”

situation in which resistance equalled disobedience (see Chapter 5,
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Subsection 5.7.3.1), whilst others voluntarily changed their rationale and

viewpoint to match that of the interviewer (see Chapter 5, Subsection 5. 7.3.2).

6.11.4. Relevance Today

The present study has shown that the conformity/obedience paradigm is still
relevant today. Even though psychologists have known for half a century
about the powerful social influence that an authority figure can have on a
subordinate’s behaviour, they have as yet failed to provide adequate remedies

for its antisocial effects. In this lies one opportunity for further research.

6.11.5. Similarity of Cultures

The Hofling et al. (1966) experiment is American and the present study British.
The literature review has clarified that there are cultural variations in rates of
conformity (Bond & Smith, 1996), with higher levels prevalent in collectivist
societies like China and Japan (Fragar, 1970; Triandis, 1989). Since both
America and Britain have been identified as individualist societies (Bond &
Smith, 1996), the similar levels of obedience/acquiescence found in the
Hofling et al. (1966) study and the present one, may in part be due to the

shared aspects of culture with its similar hospital organisation.

6.11.6. Replication

It is unlikely that the situation in the Hofling et al. (1966) study could be
replicated in contemporary British nursing culture. The protocol for medicine
administration states that two qualified nurses must hear and record a
telephone order before proceeding to administer a requested medication; this
is then recorded on a prescription sheet and signed by both registered
practitioners. Were a nurse to break with the rules of medication
administration, this would appropriate a disciplinary hearing and incur
profound consequences for the practitioner’s future practice. Moreover, a
nurse or midwife is not allowed to administer a medication of which she has
never heard (NMC, 2002b). The nurse/midwife is duty bound to check the
British National Formulary (BMA, 2005) for information concerning purpose,
dosage and side effects. It is also unlikely that the nurse/midwife would fail to
distinguish the name and voice of the doctor on call, for they are part of a

ward team who work along side each other on a day-to-day basis. In contrast,
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the present study could be replicated readily since the SIS-M decisions are

relevant within contemporary midwifery practice.

6.11.7. Choice About Participation

The Hofling et al. (1966) participants did not elect to take part in the
experiment. In contrast, the midwives in the present study had a choice over
whether to participate in a study about decision-making in midwifery practice.
This raises the issue of chosen versus imposed situations. Whether or not
individuals have elected to place themselves in particular circumstances may
determine the size of the social influence effect. Once participants have made
a commitment to help the researcher and the experiment is underway,
psychological mechanisms may inhibit them from reneging on a promise even
when they want to leave (Blass, 1991). It has been shown that the Foot-In-
The-Door (FITD) procedure increases the probability that, after complying with
a first request, a participant is more likely to agree to a second appeal
(Beaman et al., 1983; DeJong, 1979; Dillard, Hunter & Burgoon, 1984, Fern,
Monroe & Avila, 1986; Weyent, 1996; Yu & Cooper, 1983). Accordingly, it is
likely that once the midwife has put her FITD she is more likely to agree to the

next request.

6.11.8. Difference in Findings

In the Hofling et al. (1966) experiment, obedience was assessed using just
one independent variable. The nurse either did or did not attempt to
administer the drug ordered over the telephone. Comparatively, a great deal

more has been learned from the present study. What has been shown is that:

(1) Many midwives readily follow direction from superiors, even when this

challenges what they see as right action to take.

(2) The status of a midwife does not alter the degree of acquiescence

shown to a senior person.

(3) Midwives prioritise maintenance of social relationships over and above

agreement with available and appropriate educational material.
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(4) Social influence from senior people is often transient and seldom

shapes midwives’ private viewpoints.

(5) A strong face-to-face authority relationship repeatedly subverts what
many midwives believe is the best action to take. An explanation in
terms of specific culture and hierarchy has been identified, with a need
for midwives to think creatively and rapidly at critical moments in order

to avoid sanctions.

In effect, the social influence that has been demonstrated in this thesis
is sufficient justification for recommending that a critical reassessment of
existing organisational structures be carried out, otherwise the work of a
growing number of maternity care professionals now concentrating on
improving choice and control for childbearing women will doubtfully yield the
desired results. This recommendation also applies to directives that promote

midwives to use sound knowledge and evidence-based practice.

6.12. Some Caveats and Reservations

This study raises some caveats and reservations. First, it provides little
information on variables that “do” or “do not” affect acquiescent responses in
midwives. Complexities and constraints within a hospital environment make
this goal difficult to achieve. Many of the variables have already been
identified in the elaborate array of laboratory experiments, which show that
levels of obedience and conformity vary as a function of situational
manipulations, e.g., obedience experiments (e.g., Milgram, 1974; Holland,
1967; Mantell, 1971; Sheriden & King, 1972; Kilham & Mann, 1974; Shalala,
1974; Shanab & Yahya, 1977; Meeus & Raaijamakers, 1995) and conformity
experiments (e.g., Asch, 1955; Bond & Smith, 1996; Pendry & Carrick, 2001)
(see Chapter 1, Subsections 1.2.2. & 1.1.2). Lack of ecological validity is the
major criticism of many of these experiments, since they are performed in the
laboratory, within a rigid and controlled environment. In comparison, the
present study has shown the acquiescence of midwives within a natural social
setting, which makes the results useful for developing clinical midwifery
practice and understanding the social behaviour of people who operate in
functional groups. Milgram (1974) placed great emphasis on the importance of
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extrapolating his experimental results into real situations to help make sense
of social life. Hofling et al. (1966) sent a published version of his experiment to

Milgram and received the following reply:

Your study is precisely what | have been searching for in trying to find
general carefully observed instances of compliance with authority.
The convergence of findings particularly in regard to the discrepancy
between a person’s predicted performance and actual performance is
striking and should convince even the thorniest sceptic of the

generality of this phenomenon.

Second, the results could be criticised for not representing the
population from which they are drawn. That is, the results cannot be
generalised to all maternity units since the sample size was small and may not
represent the larger population of practising midwives. The 209 participants
were drawn from only one area of the country, that is North Yorkshire. The
experimenter, with more than 20 years experience of working with midwives,
made efforts to select a representative spread to assure homogeneity. Various
managers were queried regarding “differences” between groups of midwives,
with no important discrepancies found. In other hospital trusts, differing
variables within a midwife’'s working environment could alter her perception of
the appropriate SIS-M response. If there is an organisational component and it
has been argued that there are situational determinants that promote
acquiescence, it may be that different behavioural tendencies could be found
were the study to be repeated in other areas. Midwives within the North
Yorkshire region may be subject to distinctive influences in the way that
legitimacy is implied, behaviour is reinforced and directives are prescribed.

Third, outcomes could be suspected of being invalid or unreliable since
no repeated measures were taken. This problem can be resolved by simply
comparing the methods and the results of the present thesis with those of
other studies that have looked at social influence in similar contexts.
Similarities between many of these experiments and the present study
suggest reliability and validity.

Fourth, a midwifery lecturer conducting the interviews might have

constituted a limitation of the study, quite simply because midwives are not
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accustomed to receiving direction from a midwife in this position (unless
undertaking post registration modules at the university, attending study days
or mentoring student midwives in clinical practice). The role itself stands
outside the midwifery hierarchy. Since the study did not provide for
interviewers from various roles, such differences were not observed.
Nonetheless, a lecturer in midwifery produced the large main social influence
effect from the interviews, which leads to speculation about the magnitude of
social influence that others could obtain.

Fifth, there are differences in methodology between the Hofling et al.
(1966) experiment and the present study. In the former, obedience was
analysed using one condition in which the nurse either did or did not attempt
to administer the drug ordered. In the present study, there were four
conditions and three grades of midwives. Acquiescence was measured by the
difference in scores between the Pre Interview Questionnaire (Cl) and the
Interview (C2). During the 12-month time gap between the private and public
measures, unidentified variables might have caused participants to change
their viewpoints, e.g., attendance at study days, reading literature or
experience of a particular clinical event. As there was such a large significant
difference between the private and public measures, (F (1,57) =249.62, p =
0.001), time related variables could only have contributed an inconsequential

amount to the large main effect.

6.13. Overall Study Conclusion
An argument has been presented that explains the participants’ behaviour in
terms of “powerful situational forces”. It is concluded that during the interview,
many participants felt obliged to acquiesce because of the presence of an
authority figure. A combination of pressures was brought to bear upon the
participants that might have emanated from three sources: interpersonal
(authority versus subordinates), group (social comparison process), and
perception (of source of knowledge). These pressures created conflict
between the midwives’ knowledge of their preferred answer to the SIS-M
question and the concern to please authority or the social group.

The midwives’ altered SIS-M responses between the postal and

interview condition reveal their susceptibility to social influence. Results have
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shown that a senior midwife was able to influence decisions, many of which
should be woman-centred. Consequently, when a hierarchy exists the senior
person is likely to lead care even when a subordinate has built a picture of a
woman'’s birth values and preferences. In such situations, the subordinate
midwife has the burden of deciding whether to fight for the preference of
childbearing women or to simply acquiesce with the direction offered. When
such conflicts arise, acquiescence with the senior person is often prioritised
over playing advocate for the childbearing woman'’s choice. Thus, the hospital
system seems to act as an “agent of domination” that permits the notion of
collective responsibility to be entertained by its members.

Although one could question the exact parallels between the actions of
the Milgram or Asch participants and those who took part in this thesis, the
studies undertaken have clearly contributed to understanding why midwives
find autonomy difficult. Hopefully, such “consciousness raising” can help the
organisers of maternity care see clearly the obstructions that stand in the way.
The potential value of this thesis in this regard is no trivial matter, especially

for those who are the receivers of maternity care.

6.14. Implications for Midwifery Practice
The results of this study have important consequences for evaluating the care
that midwives’ offer to childbearing women. The findings indicate practices
that are at variance with government directives for the maternity care system
to transform into an organisation that provides women with choice and control
during their birth experience (DoH, 1993, 2003, 2004), and current legislation
that instructs midwives to work as autonomous, women-centred, accountable
practitioners (NMC, 2004). What has been shown is that supporting women
with choice and autonomous practice is difficult to achieve when a midwife is
placed within a hierarchy. Clearly, “traditional” hospital authority is alive, well
and flourishing, with organisational structures reinforcing subordinate
midwives’ acquiescence. Many subordinates believe that they resist at their
peril.

One response to this finding is that midwifery officialdom look squarely
and forthrightly at the midwives’ dilemma. Those in charge must do for the

midwife what she cannot do for herself, in terms of interpreting direction from
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authority. Senior midwives must incorporate the women-centred element into
their direction. They must be unequivocally responsible for their dictates.
Direction given should incorporate the preference of the childbearing woman it
relates to, as long as it does not present a serious threat to maternal or fetal
mortality. Clearly, the question arises as to how this may be done? The
challenge is straightforward. Direction that excludes the childbearing women’s
input is a daily occurrence. Prescriptions are written, supply requisitions are
processed, procedures are prepared for; a significant number of which prohibit
the input of the childbearing woman. If the senior midwife or obstetrician wants
a task undertaken that excludes the input of the woman, that person must
have the character to tell the subordinate during the decision-making process
that this is the case.

Such a practice would have several outcomes. First, responsibility
would be diffused rather than focused. Second, transfer of responsibility would
become meaningless since responsibility for the direction rests with both the
senior and junior midwife. If the decision exempts the childbearing woman
from process, the issuing senior midwife should label it so, thus giving the
subordinate the facts before requiring their acquiescence. If the junior midwife
then acquiesces, she too would also clearly be responsible for her actions.

The better solution is not to exclude the childbearing woman from the
decision-making process. Senior midwives should recognise their own
accountability for the appropriateness of their direction, and in turn demand
that subordinates embrace responsibility. Such an act would touch the
individuals at the heart of the system. Clearly, when a hierarchy exists, the
senior midwife is likely to lead care even when a subordinate has constructed
a picture of a woman'’s birth values and preferences. Therefore, clearer
definition of roles would reduce confusion over the limits of practitioners’
responsibilities. Within such a system, the role of the senior midwife could be
one of monitoring safety and dealing with serious obstetric problems, i.e.,
haemorrhage, cord prolapse, fetal distress and birth asphyxia. The role of the
senior midwife could be clearly defined as one that does not involve interfering
with safe options requested by childbearing women. An even simpler solution
would be to flatten the hierarchy and free midwives to work as the

autonomous practitioners they were trained to be.
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Senior staff should also be made aware of the characteristics that
affect a subordinate’s perception of their direction. It would be helpful to inform
senior midwives of how subordinates perceive and react to people of higher
status. The obedience research of Milgram (1963, 1965, 1974) and his
contempories (e.g., Meeus & Raaijamakers, 1995; Shalala, 1974; Shanab &
Yahya, 1977), and the conformity studies of Asch (1952, 1955, 1956) and
more recently (e.g., Bond & Smith, 1996; Macrae & Johnson, 1998; Pendry &
Carrick, 2001), highlight variables that may alter a participant’s perceptions
and reactions in specific situations. The senior midwife could be taught to view
her communication with juniors not from the standpoint of the sender or the
receiver. Instead, she could be helped to step outside the communication
process and examine it within its broader context. She may then notice that
perception of the various elements of the communication process will differ
between individuals. How the senior midwife perceives herself and how she
thinks her subordinates see her, may in fact differ. There are also implications
for midwife training. Universities could incorporate into their curriculum
communication skills training on how to question direction from higher
authority. Assertiveness training may also help practitioners act out their
beliefs about particular options in given situations.

These responses flow from the most important conclusion of this study
- the predictability that midwives will acquiesce with direction from a senior
person. It is doubtful that a junior midwife will speak up to a senior who
communicates a position that differs from her own, or even act as advocate for
the childbearing woman'’s point of view. Put simply, within the present
hierarchy with its attendant expectations, many junior midwives are unlikely to
resist the social influence attempts of a senior person. The power of the social
influence shown in this study is sufficient justification for a critical

reassessment of existing practices.
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Appendix One
To the Midwife Concerned

This questionnaire aims to look at decisions you make within the clinical
setting. Thank you very much for agreeing to take part in this study. Your
contribution is greatly appreciated. The information you give will be treated
with the utmost confidentiality and is not for the purpose of making any
judgments about your performance at work. The information you provide will
not be used in any way that could identify you personally and shall not be
disclosed to your manager or any other person.

Tips for Filling in the Questionnaire
(a) Find a quiet place where you will be undisturbed.

(b) Read each question carefully and once you understand what is being
asked, respond fairly quickly. Do not ponder too long over each statement.

(c) The statements are structured as follows. Please circle one of the choice

answers.
Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree

(d) Please do not miss out any of the statements placed, and try to be as
honest as possible.

| would like to thank you for taking part in this study

Your Sincerely

Caroline J Hollins Martin

Lecturer in Midwifery and Researcher, Health Sciences, University of York

How long have you been registered as a midwife? years

What is your Position / Grade?

How long have you been employed at your present grade? years

Which maternity unit do you work in?

What are your professional qualifications?

295



(1) | believe that guidelines are unnecessary when labour is progressing

normally.

Strongly Agree Neither Agree Disagree Strongly

Agree or Disagree Disagree
Comments

(2) | would argue with the consultant if he refused to support a home
confinement when a mother with a healthy pregnancy is keen to have

one.
Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(3) | would follow a senior member of staff's request to rupture a woman'’s
membranes if this was the decided course of action.

Strongly Agree Neither Agree Disagree St'rongly
Agree or Disagree Disagree
Comments
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(4) | would administer oxytocin to a woman desiring a normal labour if it was
a requisite of the guidelines for routine labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(5) | believe that it is acceptable for a women to have more than one “birth
partner” present during labour when the unit policy states only one person

at a time.

Strongly Agree Neither Agree Disagree Strongly

Agree or Disagree Disagree
Comments

(6) | would automatically commence cardiotocography if it was requested by a
senior member of staff.

Strongly Agree Neither Agree Disagree S'grongly
Agree or Disagree Disagree
Comments
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(7) In general | would challenge a senior member of staff if they decided to
override a decision | made regarding normal labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(8) | would conceal my opinion from a consuitant obstetrician when my stance
about carrying out elective section for social reasons differs.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(9) | would allow a women to have her two friends and husband present
during labour and delivery if this is what she wanted.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
Comments
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(10) Informed choice for women is an idealised dream when the reality is that
we know what is best for women in labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

| would like to thank you very much for your contribution to this study

Yours Sincerely

Caroline. J. Hollins Martin
(Lecturer in Midwifery and Researcher)

Are there any general comments you would like to make ?
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Appendix Two

Glossary of Terms (Taken from Tiran, 2003)

Adrenalin one of several hormones secreted by the medulla of the adrenal or
suprarenal gland. Its function is to aid in the regulation of the sympathetic

branch of the autonomic nervous system.

Amniotomy surgical rupture of the amniotic sac for induction of labour. The
mother is placed in lithotomy or dorsal position and the midwife or obstetrician
performs examination per vaginum. The fore-waters are ruptured by passing
an instrument through the cervix and piercing the membranes, while taking

care not to damage the fetal presenting part.

Antenatal before birth. Care provided by midwives and obstetricians during
pregnancy to ensure that the fetal and maternal health are satisfactory.
Deviations from normal can be detected and treated early. The mother can be
prepared for labour and parenthood and health education offered. A detailed
history and baseline observations and investigations are obtained at the first
appointment. Subsequent appointments involve monitoring the progress of

pregnancy and the health of mother and fetus.

Apgar a scoring system devised by Dr Virginia Apgar to assess the condition
of the baby during its first few minutes of life, so that severe asphyxia

neonatorum can be diagnosed and treated at once.

Birth plan a plan prepared by the expectant mother, usually in conjunction
with her partner and midwife, which records her preferences for care during

and after labour.

Blood pressure the midwife should assess the mother's blood pressure at
every antenatal appointment and refer to the obstetrician if the systolic
pressure rises above 130 mmHg, or the diastolic pressure rises above 90

mmHg, or where the diastolic pressure rises above 15 mmHg above first

trimester baseline reading.
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Cardiotocography (CTG) a graphical correlation between fetal heart rate
patterns and uterine contractions in labour. Also a non-stress test for fetal

well-being in pregnancy.

Cephalic presentation Fetal head lies lowest in the birth canal; the first part
felt on examination per vaginam. In a normal vertex presentation this is the

occiput.

Cervix the neck of the uterus; it is about 2.5 cms long and opens into the

vagina.

Contracting a temporary shortening of muscle fibre, which returns to its
original length during relaxation. During labour they are usually painful and are

accompanied by retraction.
CTG see cardiotocography. Recognised abbreviation.

Diamorphine hydrochloride. Heroin. A powerful analgesic and drug of

addiction.

Effacement ‘taking up’ of the cervix. The process by which the internal os
dilates, so opening out the cervical canal and leaving only a circular orifice,

the external os.
Elective caesarian section planned, preorganised surgical delivery.

Entonox nitrous oxide and oxygen, 50% of each, premixed in one cylinder
and used as an analgesic. The mother controls the amount of gas received by

inhaling as required, either through a facemask or a mouthpiece.

Epidural analgesia also known as extradural or peridural anaesthesia. A form
of pain relief for both first and second stage of labour, obtained by the injection

of a local analgesic e.g. bupivacaine, into the epidural space in order to block

the spinal nerves.

301



Fetal pertaining to fetus.
Fetal distress the clinical manifestation of fetal hypoxia.

First stage of labour the period from onset of labour until complete or full
dilatation of the cervix.

General anaesthesia a state in which the whole body is insensible to pain,

feeling or sensation. It is induced to permit performance of surgery or other
painful procedures.

Gestation pregnancy. Period in the human species approximately forty weeks
from the first day of the last normal menstrual period or thirty-eight weeks from

day of conception.

Guidelines an agreement between parties in healthcare. A multidisciplinary

planned course of suggested action in relation to specific situations.

Home confinement women can choose to deliver their babies at home and
receive care from the community midwife and general practitioner, or
sometimes from an independent midwife. The midwife is legally obliged to
provide care for any women within her area of practice, even if the mother’s

wish for home birth is against the advice of the midwife or doctor.
Hypoglycaemia an abnormally low blood sugar.
Intramuscular within or into muscle.

Ketoacidosis state of electrolyte imbalance with ketosis and lowered blood
pH. Ketosis occurs when there is an increase in fatty acid metabolism. Occurs

in starvation or in uncontrolled diabetes mellitus.

Lie the relation of the long axis of the fetus to the long axis of the mother’s

uterus. Normally these are parallel and the lie in said to be longitudinal.
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Abnormally, the fetus lies across the mother’s uterus, the lie is transverse or

oblique and, unless this is corrected, labour will become obstructed.

Membranes chorian and amnion; the two membranes enclosing the fetus in

utero.

National Childbirth Trust (NCT) a charitable organisation concerned with
education for pregnancy, birth and parenthood, with over 3000 branches and
groups in the UK. Primarily through these local groups, it runs antenatal

classes, breast-feeding counseling and postnatal support.

Oxytocin is a hormone secreted from the posterior lobe of the pituitary gland,
which causes stimulation (i.e. contraction) of the uterine myometrium.
Synthetic oxytocin (Syntocinon) may be administered intravenously to induce
or augment labour, or intramuscularly or intravenously to contract uterine

muscle after delivery of the placenta and to control postpartum hemorrhage.
Prenatal occurring before birth.
Primigravida a woman pregnant for the first time.

Resuscitation restoration from a state of collapse. Necessary if the baby fails
to breathe after birth.

Risk analysis use of a structured approach to care, to reduce identifiable
risks before problems arise in order to protect the interests and increase the
satisfaction of patients and clients and reduce the number of complaints and
consequent costs of litigation. Agreed standards of care based upon current
research findings are written into clinical guidelines; regular systematic
reviews of clinical notes are taken to assess for completeness; case
discussion are initiated and case conferences are held in event of any adverse
outcomes to treatment; and continuous training programmes are developed.

Health and safety risks are also considered.
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Rupture of membranes artificial (ARM) is an aseptic procedure performed
per vaginam to induce or to accelerate progress of labour. Spontaneous
(SRM) is a natural inevitable rupture of membranes.

Scan an image produced using a moving detector or a sweeping beam of
radiation. A means of determining fetal abnormalities, growth and
development.

Second stage of labour the stage of expulsion, lasting from full dilatation of
the cervix uteri to complete birth of the child.

Urinalysis analysis of the urine as an aid in the diagnosis of disease. In
pregnancy the urine is regularly tested for the presence of protein, glucose

and ketones. Blood and pus may also be detected in cases of infection.
Uterus the womb

Vaginal examination a means of assessing factors of pregnancy, labour and
puerperium and gynaecological conditions by palpation with one or two fingers
in the vagina.

Water pool used for waterbirth. A form of care in which the mother chooses to

labour and may deliver in water, to achieve relaxation and a degree of pain

relief.

304



Appendix Three
To the Midwife Concerned

This questionnaire aims to look at decisions you make within the clinical
setting. Thank you very much for agreeing to take part in this study. Your
contribution is greatly appreciated. The information you give will be treated
with the utmost confidentiality and is not for the purpose of making any
judgments about your performance at work. The information you provide will
not be used in any way that could identify you personally and shall not be
disclosed to your manager or any other person.

Tips for Filling in the Questionnaire
(a) Find a quiet place where you will be undisturbed.

(b) Read each question carefully and once you understand what is being
asked, respond fairly quickly. Do not ponder too long over each statement.

(c) The statements are structured as follows. Please circle one of the choice

answers.
Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree

(d) Please do not miss out any of the statements placed, and try to be as
honest as possible.

| would like to thank you for taking part in this study

Your Sincerely

Caroline J Hollins Martin

Lecturer in Midwifery
University of York - Health Studies Department

How long have you been registered as a midwife? years

What is your Position / Grade?

How long have you been employed at your present grade? years

Which maternity unit do you work in?

What are your professional qualifications ?
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(1) | believe that guidelines should be used when labour is progressing
normally.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(2) | believe that the chief care professional should always be the consultant
obstetrician.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(3) An E grade midwife with one completed year of labour ward experience is
not ready to make the decisions necessary when caring for a woman in
normal labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(4) Liz is suffering from considerable amounts of pain during labour.

| believe that Liz should be the one making the decision about what sort of
Pain relief she requires.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(5) | believe the midwife caring for a woman in normal labour should be the
one who is totally responsible for care.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(6) | enjoy utilising my labour ward skills to their full potential.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(7) |like having people around to advise me when caring for a woman in
normal labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(8) 1 would back up the consultant in his refusal to support a home
confinement when a mother with a healthy pregnancy is keen to have one.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(9) | am able to act as a woman’s advocate during her time spent in the
labour ward in which | work.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(10) | would follow a senior member of staff's request to rupture a woman'’s
membranes if this was the decided course of action.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(11) | would administer oxytocin to a woman desiring a normal labour if it was
a requisite of the guidelines for routine labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(12) One year’s labour ward experience is enough to prepare a midwife for
making the necessary decisions when labour is progressing normally.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(13) I believe that it is inappropriate for a women to have more than one
individual present during labour when the unit policy states only one
person to be present at a time.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(14) | prefer to have senior people around to facilitate in decision making
when all is progressing normally during labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(15) | support the concept of informed choice for childbearing women.

Strongly Agree Neither Agree Disagree St‘rongly
Agree or Disagree Disagree
Comments
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(16) The environment in which | work enables me to express my true opinion
about some of the decisions made concerning women | have cared for in

labour.

Strongly Agree Neither Agree Disagree Strongly

Agree or Disagree Disagree
Comments

(17) 1 want to work as an autonomous practitioner.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(18) | would automatically commence cardiotocography if it was requested by
a senior member of staff.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(19) | can stand up for myself when another questions my practice.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(20) In general | accept it when a senior member of staff override’s my
decisions regarding normal labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(21) Protocols inhibit the accommodation of individualised care.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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(22) | would argue in support of a healthy elderly primigravida with a normal
pregnancy desperately wanting a home confinement.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(23) | would argue in support of a woman not wishing to have labour
accelerated when labour is progressing slowly but normally ?

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(24) | would support insertion of an epidural when it has been requested by
the obstetrician.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

313



(25) | would argue against cardiotocography when requested by a senior
member of staff if all was progressing normally and the process would
interfere with the woman'’s birth plan, i.e. she is in a waterpool which is
providing a considerable amount of pain relief.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(26) | would allow a women to have her two friends and husband present
during labour and delivery if this is what she wanted.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments

(27) | would conceal my opinion from a consultant obstetrician when my
stance about carrying out elective section for social reasons differs.

Strongly Agree Neither Agree Disagree St-rongly
Agree or Disagree Disagree
Comments
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(28) Informed choice for women is an idealised dream when the reality is that
we know what is best for women in labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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Appendix Four

To the Participating Psychologist

| am currently working towards a Ph.D. in Psychology within the Department
of Psychology (University of York). This questionnaire aims to look at
conformity among midwives working in labour wards and | am attempting to
ascertain external validity. Please could you rate out of 10 how much you
believe each statement reflects conformity. Number 1 represents the lowest
reflection of conformity while number 10 represents the highest.

The statements are placed on a continuum as shown underneath. Please

circle the number which you feel represents how much the statement reflects
conformity.

low1 2 3 4 5 6 7 8 9 10 High

| would like to thank you for allowing me to pull on your expertise

Your Sincerely

Caroline. J. Hollins
Lecturer in Midwifery, MPhil (Psychology), B.Sc.(Open), Cert. Ed, ADM., RM.,

RGN
University of York - Health Studies Department

(a) What is your name?

(b) How can | contact you if required in the future ?

(c) How long has it been since you graduated with a psychology degree?

years

(d) Are you currently utilizing your psychology degree? YES /NO

(e) If you have answered YES to question (d), in what capacity are you
currently using your psychology degree?

(f) What are your professional qualifications?
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Questionnaire

(1) | believe that guidelines should be used when labour is progressing
normally.

(This statement is assessing desire for external decision making via issue
of prescriptive guidelines)

Low 1 2 3 4 5 6 7 8 9 10 High

(2) | believe that the chief care professional should always be the consultant
obstetrician.

(This statement is assessing desire for a senior member of staff to be in
ultimate control when labour is normal)

low 1 2 3 4 5 6 7 8 9 10 High

(3) An E grade midwife with one completed year of labour ward experience is
not ready to make the decisions necessary when caring for a woman in
normal labour.

(This statement is assessing confidence in junior staffs ability to make
decisions when labour is normal)

Low 1 2 3 4 5 6 7 8 9 10 High

(4) | believe that the woman should be the one to make decisions about what
sort of pain relief she would like during labour.

(This statement is assessing ability to stand as an advocate for another)

Low 1 2 3 4 5 6 7 8 9 10 High

(5) | believe the midwife caring for a woman in normal labour should be the
one who is totally responsible for care.

(This statement is assessing desire for a senior member of staff to be
in ultimate control when labour is normal)

Low 1 2 3 4 5 6 7 8 9 10 High
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(6) 1 enjoy utilising my labour ward skills to their full potential.

(This statement is assessing desired autonomy for self)

Low 1 2 3 4 5 6 7 8 9 10 High

(7) 1like having people around to advise me when caring for a woman in
normal labour.

(This statement is assessing desired autonomy for self)

Low 1 2 3 4 5 6 7 8 9 10 High

(8) 1 would back up the consultant in his refusal to support a home
confinement when a mother with a healthy pregnancy is keen to have
one.

(This statement is assessing willingness to comply with senior staff)

Low 1 2 3 4 5 6 7 8 9 10 High

(9) 1 would follow a senior member of staff's request to rupture a woman'’s
membranes if this was the decided course of action.

(This statement is assessing willingness to carry out orders)

Low 1 2 3 4 5 6 7 8 9 10 High

(10) | would administer oxytocin to a woman desiring a normal labour if it was
a requisite of the guidelines for routine labour.

(This statement is assessing willingness to comply with external
regimes)

Low 1 2 3 4 5 6 7 8 9 10 High
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(11) One years labour ward experience is enough to prepare a midwife for
making the necessary decisions when labour is progressing normally.

(This statement is assessing confidence in junior staffs ability to make
decisions when labour is normal)

low 1 2 3 4 5 6 7 8 9 10 High

(12) | believe that it is inappropriate for a women to have more than one
individual present during labour when the unit policy states only one
person to be present at a time.

(This statement is assessing allegiance to ‘in house rules’)

Low 1 2 3 4 5 6 7 8 9 10 High

(13) | prefer to have senior people around to participate in decision making
when all is progressing normally during labour.

(This statement is assessing desire for support in decision making)

Low 1 2 3 4 5 6 7 8 9 10 High

(14) | support the concept of informed choice for childbearing women.

(This statement is assessing desire to facilitate women’s needs over
power base of staff)

Low 1 2 3 4 5 6 7 8 9 10 High

(15) | want to work as an autonomous practitioner.

(This statement is assessing desire for support in decision making)

Low 1 2 3 4 5 6 7 8 9 10 High
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(16) | would automatically commence cardiotocography if it was requested by
a senior member of staff.

(This statement is assessing willingness to argue a point)

Low 1 2 3 4 S 6 7 8 9 10 High

(17) | can stand up for myself when another questions my practice.

(This statement is assessing willingness to stand up for self when another
questions practice)

Low 1 2 3 4 5 6 7 8 9 10 High

(18) In general | accept it when a senior member of staff overrides my
decisions regarding normal labour.

(This statement is assessing willingness to stand up for self when
another questions practice)

Low 1 2 3 4 5 6 7 8 9 10 High

(19) Protocols inhibit the accommodation of individualized care.

(This statement is assessing desire for external decision making via
issue of prescriptive guidelines)

Low 1 2 3 4 5 6 7 8 9 10 High

(20) 1 would argue in support of a healthy elderly primigravida with a normal
pregnancy desperately wanting a home confinement.

(This statement is assessing willingness to comply with senior staff)

Low 1 2 3 4 5 6 7 8 9 10 High
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(21) I would argue in support of a woman not wishing to have labour
accelerated when labour is progressing slowly but normally.

(This statement is assessing willingness to comply with external regimes)

Low 1 2 3 4 5 6 7 8 9 10 High

(22) 1 would support insertion of an epidural when it has been requested by
the obstetrician.

(This statement is assessing ability to stand as an advocate for another)

Low 1 2 3 4 5 6 7 8 9 10 High

(23) 1 would argue against cardiotocography when requested by a senior
member of staff if all was progressing normally and the process would
interfere with the woman'’s birth plan i.e. she is in a waterpool which is
providing a considerable amount of pain relief.

(This statement is assessing willingness to argue a point)

Low 1 2 3 4 5 6 7 8 9 10 High

(24) | would allow a women to have her two friends and husband present
during labour and delivery if this is what she wanted.

(This statement is assessing allegiance to “in house rules”)

Low 1 2 3 4 5 6 7 8 9 10 High

(25) | would conceal my opinion from a consultant obstetrician whe_n my
stance about carrying out elective section for social reasons differs.

(This statement is assessing ability to express own opinion when in a
group)

Low 1 2 3 4 5 6 7 8 9 10 High
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(26) Informed choice for women is an idealized dream when the reality is that
we know what is best for women in labour.

(This statement is assessing desire to facilitate women’s needs over
power base of staff)

Low 1 2 3 4 5 6 7 8 9 10 High

| would like to thank you very much for your contribution to this study

Yours Sincerely

Caroline. J. Hollins Martin
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Appendix Five

THE SIS-M INTERVIEW
SCHEDULE
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To the Midwife Concerned

The aim of this interview is to investigate midwives’ decisions regarding
clinical incidents. During this exercise you will be asked to read 10 very short
clinical scenarios in sequence and provide a decision regarding each one.

Thank you very much for agreeing to participate in this study. Your
contribution is greatly appreciated

Instructions

(1) Read the clinical scenario.

(2) You will be asked to present your decision verbally. Can you present your
answer in one of the following format: -

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree

(3) As soon as you have presented your decision to the researcher, can you
please circle on the recording sheet the answer you provided. The
opportunity to do this will be provided at the end of each scenario in the
above stated format.

Please provide your name

Within which maternity unit are you employed?

At which grade are you employed?

| would like to thank you for taking part in this study.

Your Sincerely

Caroline Hollins Martin
(Researcher)
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SIS-M Question 1

Case Study 1

Karen Smith is a 23 year old primigravida at 40 weeks gestation and an
uncomplicated pregnancy. During the prenatal period all assessments were
found to be within normal limits. Karen arrived in the labour ward at 9 a.m.
contracting strongly 3 in 10 minutes and vaginal examination found her cervix
3 centimetres dilated and fully effaced. The time is now 2 p.m. and on repeat
vaginal examination Karen’s cervix is found to be 5 centimetres dilated with
bulging membranes and her uterus is contracting strongly 3 in 10 minutes.
The guidelines for management of labour indicate that the midwife should
rupture membranes when less than 1 centimetre dilation has occurred per
hour in a primigravida. Karen is coping very well with pain and has no set
ideas about what she wants from labour. Observations are within normal limits
and on cardiotocography the fetus appears in good condition.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Guidelines act as guidance to the new or returning to practice midwife,
bearing in mind that they should be evidenced based and reasonably
flexible.

(2) Guidelines protect midwives from litigation, in that if you work within them
you are conducting yourself according to routine management at that time.

The participant is asked to circle a response:

Decision to be made - | believe that guidelines are unnecessary when labour
is progressing normally.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
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SIS-M Question 2

Case Study 2

Ann Priestly is a 39 year old primigravida attending the antenatal clinic at 24
weeks gestation. Having discussed the idea of a home confinement, Ann and
her husband decide they would like to investigate this an option. Blood
pressure, urinalysis, scan, medical and surgical history all appear at the
moment uncomplicated. The consultant obstetrician expresses disapproval
when the idea of a home confinement is raised, stating that although Ann is
healthy her age may bring problems.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) The organisation we work within imposes a system called Risk Analysis,
which is designed to provide optimum care to childbearing women.
According to this system Ann would be safer having her baby in hospital.

(2) Ann is a reasonable woman, one of the 95% who accepts the advice of
professionals, even when the option of having her baby in hospital is
second best.

(3) Midwives often struggle to maintain good relationships with consuitants,
which could be damaged through challenge, particularly if things go
wrong.

(4) The organisation places consultants in the position of highest authority,
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

The participant is asked to circle a response:

Decision to be made - | would argue with the consultant if he refused to
support a home confinement when a mother with a
healthy pregnancy is keen to have one.

Strongly  Agree Neither Agree Disagree St-rongly
Agree or Disagree Disagree
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SIS-M Question 3

Case Study 3

Helen Martin is a 38 year old primigravida at 40 weeks gestation, with a
pregnancy which has progressed normally during the antenatal period. Mr
Russell is her consultant obstetrician. Helen arrived in the labour ward 4 hours
ago with a cervix 2 centimetres dilated, partially effaced and uterine
contractions 3 moderate in 10 minutes. The consultant obstetrician has
requested a routine repeat vaginal examination, which finds Helen's cervix 6
centimetres dilated, appropriate fetal decent, full effacement, bulging
membranes and uterine contractions 3 strong in 10 minutes. Karen is coping
very well with pain, has no set ideas about what she wants from labour and
both mother and fetus are generally in good condition. Mr Russell requests
that you artificially rupture Karen’s membranes.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Helen is a reasonable woman, and one of the 95% who accept the advice
of professionals.

(2) The consultant writes in the case notes instructions asking you to conduct
the amniotomy.

(3) The organisation places consultants in the position of highest authority
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

(4) Amniotomy may hasten labour and there may be a very positive outcome.

The participant is asked to circle a response:

Decision to be made - | would follow a senior member of staff's request to
rupture a woman's membranes if this was the decided

course of action.

Strongly Agree Neither Agree Disagree St'rongly
Agree or Disagree Disagree
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SIS-M Question 4

Case Study 4

Karen McDonald is a 26 year old para 1+0 at 39 weeks gestation, with a
straightforward pregnancy and normal labour. Karen arrived in the delivery
room 5 hours ago with a cervix 3 centimetres dilated, partially effaced and a
uterus contracting 3 moderate in 10 minutes. On routine repeat vaginal
examination Karen’s cervix is found to be 6 centimetres dilated, fully effaced
and uterine contractions 2 strong in 10 minutes; progress is slow. Membranes
spontaneously ruptured half an hour ago and at present there are no signs of
fetal distress. The guidelines for management of labour state an expectation
that the cervix of a parous woman usually dilates 2 centimetres an hour and
that 3-4 good contractions are expected every 10 minutes, with slow progress

indicating commencement of syntocinon to increase uterine activity and
accelerate proceedings.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Administration of oxytocin does not mean labour becomes abnormal.

(2) Administration of oxytocin will accelerate labour and reduce the likelihood
of hypoglycaemia and ketosis that can result from not feeding women in
labour.

(3) Guidelines protect midwives from litigation, in that if you work within them
you are conducting yourself according to routine management at that time.

The participant is asked to circle a response:

Decision to be made — | would administer oxytocin to a woman desiring a
normal labour if it was a requisite of the guidelines for
routine labour.

Strongly Agree Neither Agree Disagree St'rongly
Agree or Disagree Disagree
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SIS-M Question 5

Case Study 5

Abigail Brown has arrived in the labour ward in early established labour. She
has her two sisters and husband with her. The delivery room policy states that
only one ‘birth partner’ may be present with a woman in labour at any one
time. Abigail is in pain and requires to be helped regain control.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Research supports that one good “birth partner” is often better than an
unsure crowd and that women who worry about their environment release
adrenalin which is an oxytocin antagonist and can slow progress of labour.
Women in nature would retreat to a warm, safe place to labour and give
birth. (Odent, 1999; Robertson, 1999)

(2) Too many people in the delivery room could be extremely distracting for
Abigail.

(3) There is a health and safety component in that delivery rooms are often
small, with limited space for comfort.

(4) Overcrowding may inhibit Abigail from adopting positions with associated
indignities, of which she may not be aware.

(5) Abigail is your average woman and one of the 95% who accept the
guidance offered by professionals

(6) The policy of one “birth partner” is designed to protect women from an
unknown overwhelming situation.

The participant is asked to circle a response:

Decision to be made - | believe that it is acceptable for a women to have more
than one “birth partner” present during labour when the
unit policy states only one person at a time.

Strongly Agree Neither Agree Disagree St‘rongly
Agree or Disagree Disagree
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SIS-M Question 6

Case Study 6

Ann Wilson is a 33 year old primigravida at 39 weeks gestation, with an
extremely straightforward pregnancy and flexible approach to labour. Mr
Russell is her consultant. Ann commenced spontaneous labour 3 hours ago
with routine observations during this time within normal limits. Ann has been in
the water pool for half an hour, which has proven a successful method of pain
relief. All observations are within normal limits and labour appears to be

progressing satisfactorily. Mr Russell pays a visit and requests a 30 minute
cardiotocograph trace.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Ann is a reasonable woman, and one of the 95% who accepts the advice
of professionals, therefore she agrees.
(2) The consultant has prescribed a CTG.

(3) The organisation places consultants in the position of highest authority
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

The participant is asked to circle a response:

Decision to be made — | would automatically commence cardiotocography if it
was requested by a senior member of staff.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
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S1S-M Question 7

Case Study 7

Laura Brown is a para 1+0 who has had a previous normal pregnancy with
successful outcome. She is pregnant again and carrying twins at 38 weeks
gestation, both of which are cephalic presentations. The twins are appropriate
weights for their gestational age and labour is progressing well. Laura’s uterus
is contracting strongly 4 in 10 minutes and she is coping well with pain for
which she has had an intramuscular injection of diamorphine and is using
entonox. Laura’s cervix is 7 centimetres dilated and fully effaced, with
membranes having spontaneously ruptured prior to delivery room admission.
Cardiotocograph tracings on both twins are within normal limits. You decided
epidural was not required because Laura was coping with her pain. The
consultant overrides this decision, stating that he wants Karen to have an
epidural just in case there are problems during the second stage of labour.
Karen is generally agreeing with what is going on.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Essentially the labour is normal and Laura, with help from yourself, has
made informed decisions about pain relief.

(2) The consultant explains that he wishes the epidural in case the second
twin were to rotate into a transverse lie post delivery of twin one, thus
allowing avoidance of pain during manipulation of second twin.

(3) Laura is a reasonable woman, and one of the 95% who accept the advice
of professionals.

(4) The organisation imposes a system called Risk Analysis which is designed
to provide optimum care to childbearing women. According to this system
Laura would routinely be placed in consultant led care even though all is
normal in the above situation.

(5) The organisation places consultants in the position of highest authority,
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

The participant is asked to circle a response:

Decision to be made - In general | would challenge a senior member of st.aff if
they decided to override a decision | made regarding

normal labour.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
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SIS-M Question 8

Case Study 8

Mary Smith is a primigravida at 37 weeks gestation. During a clinic
appointment Mary asks the consultant for an elective caesarean section under
a general anaesthetic because she wants to absent herself from the occasion.
Mr Russell agrees with her choice and books a date for an elective section in
a fortnight’s time. You are the midwife present during this clinic visit and feel
this was the wrong decision to make.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Mary is an American who comes from a society where section is often
considered the ‘best way’ to deliver a baby. This is her value and part of
her birth philosophy.

(2) Mr Russell has explained the risks and his preferences with no effect.
(3) Mr Russell's decision to meet Mary’s wishes is in keeping with the

Changing Childbirth Document (DoH, 1993) which requests that women
should have choice and control over their birth experience.

The participant is asked to circle a response:

Decision to be made - | would conceal my opinion from a consultant
obstetrician when my stance about carrying out elective
section for social reasons differs.

Strongly Agree Neither Agree Disagree Strongly
Agree ~ or Disagree Disagree
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SIS-M Question 9

Case Study 9

Karen Bell is a 21 year old primigravida at 40 weeks gestation and has arrived
at the delivery suite accompanied by her husband and 2 friends. Karen’s
husband and 2 friends ask if they can stay in the room with her throughout her
labour and delivery; Karen agrees. The unit policy states one ‘birth partner’ at
a time. You are the midwife in charge of Karen's care.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) Research supports that one good “birth partner” is often better than an
unsure crowd and that women who worry about their environment release
adrenalin, which is an oxytocin antagonist and can slow progress of
labour. Women in nature would retreat to a warm, safe place to labour and
give birth (Odent, 1999; Robertson, 1999).

(2) Too many people in the delivery room could be extremely distracting for
Karen.

(3) There is a health and safety component in that delivery rooms are often
small with limited space for comfort.

(4) Overcrowding may inhibit Karen from adopting positions with associated
indignities, of which she may not be aware.

(5) Karen is your average woman, and one of the 95% who accept the
guidance offered by professionals.

(6) The policy of one “birth partner” is designed to protect women from an
unknown overwhelming situation.

The participant is asked to circle a response:

Decision to be made - | would allow a women to have her two friends and
husband present during labour and delivery if this is
what she wanted.

Strongly Agree Neither Agree Disagree St_rongly
Agree or Disagree Disagree
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SIS-M Question 10

Case Study 10

Susan Stewart is a 29 year old primigravida who has attended National
Childbirth Trust classes during the antenatal period. Susan has written an
extremely elaborate birth plan involving utilisation of the water pool during first
and second stages of labour. The guidelines for the delivery suite request that
a short CTG be conducted on admission to establish fetal condition and both
consultant and midwife are keen for this reassurance.

The interviewer makes clear her preferred response and asks the participant
to consider the following points:

(1) When a woman is asked by a midwife if he/she can undertake a CTG,
common statements made are: -
“l just want to check baby is coping, happy”.

Most midwives don'’t disclose related issues such as fetal distress, low
apgars and resuscitation, because it would be unethical to frighten Susan

(2) Labour is the wrong time to present a third level debate over decisions
made, because attention is limited due to pain and stress.

(3) Midwives who are informed often have difficulty making choices regarding
certain issues.

(4) Some women do not want the “locus of control” in relation to decisions.
They would rather defer decisions to the experts. Some prefer to leave
everything in the hands of the professionals (Bennet & Brown, 1999).

The participant is asked to circle a response:

Decision to be made - Informed choice for women is an idealised dream when
the reality is that we know what is best for women in

labour.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
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| would like to thank you very much for participating in this study.

Yours Sincerely

Caroline Hollins Martin

Are there any general comments you would like to make?

Name of Participant

Date

Place
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Appendix Six

Total SIS-M scores out of 50 for E grade midwives for the
Pre-Interview Questionnaire (C1) and the Interview (C2)

C1 C2
Participant Pre-Interview Interview
E Grade Questionnaire

n=20 n=20
1 24 37
2 21 29
3 19 33
4 28 30
5 22 38
6 22 32
7 27 29
8 24 33
9 18 25
10 11 29
11 18 28
12 21 32
13 23 42
14 23 42
15 22 35
16 20 33
17 24 32
18 21 29
19* 20 48
20 25 39

M 21.65 33.75

sSD 3.66 5.72

n = number of participants . '
* = Participant 19 scored the highest SIS-M score in the public

condition
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Total SIS-M scores out of 50 for F grade midwives for the
Pre-Interview Questionnaire (C1) and the Interview (C2)

C1 C2
Participant Pre-Interview Interview
F Grade Questionnaire

n=20 n=20
21 22 32
22 21 32
23 21 33
24 34 47
25 26 40
26* 29 29
27 26 46
28 17 33
29 17 27
30 23 34
31 27 37
32 20 40
33 24 35
34 18 38
35 29 42
36 26 41
37 27 38
38 24 32
39 18 41
40 21 42

M 23.55 36.95

SD 4.59 5.46

n = number of participants '
* = Participant 26 had static scores between the private and

public condition
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Total SIS-M scores out of 50 for G grade midwives for the
Pre-Interview Questionnaire (C1) and the Interview (C2)

C1 C2
Participant Pre-Interview Interview
G Grade Questionnaire

n=20 n=20
41 17 33
42 22 45
43 25 35
44 22 38
45 28 35
46 21 34
47 23 37
48 26 39
49 25 47
50 22 41
51 22 26
52 21 34
53 33 42
54 23 40
55 22 28
56 21 28
57 22 32
58 28 35
59 21 24
60* 31 29

M 23.75 35.10

SD 3.82 6.21

n = number of participants _ .
* = Participant 60 had a score that dropped in the public

condition
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Appendix Seven

THE SIS-M WORKBOOK
SCHEDULE
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Research Study on Decision Making in Midwifery Clinical Practice

This workbook has been designed for the purpose of investigating general
stances midwives hold regarding aspects of midwifery practice. You will be
asked to read 10 very short clinical scenarios and to make a decision
regarding each one. Your contribution is greatly appreciated and thank you
very much for agreeing to take part in this study. Your responses will be
treated with the utmost of confidentiality and you are given assurance of
anonymity.

Instructions
(1) Find a quiet place where you will be undisturbed.
(2) Please read the clinical scenario.
(3) Think about the points for consideration.
(4) Please circle your decision, which will be presented in the following format.

Strongly Agree Neither Agree Disagree Strongly

Agree or Disagree Disagree

| would like to thank you for taking part in this study

Your Sincerely

Caroline J. Hollins Martin
(Lecturer in Midwifery and Researcher)
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Case Study 1

Karen Smith is a 23 year old primigravida at 40 weeks gestation and an
uncomplicated pregnancy. During the prenatal period all assessments were
found to be within normal limits. Karen arrived in the labour ward at 9 a.m.
contracting strongly 3 in 10 minutes and vaginal examination found her cervix
3 centimetres dilated and fully effaced. The time is now 2 p.m. and on repeat
vaginal examination Karen’s cervix is found to be 5 centimetres dilated with
bulging membranes and her uterus is contracting strongly 3 in 10 minutes.
The guidelines for management of labour indicate that the midwife should
rupture membranes when less than 1 centimetre dilation has occurred per
hour in a primigravida. Karen is coping very well with pain and has no set
ideas about what she wants from labour. Observations are within normal limits
and on cardiotocography the fetus appears in good condition.

Please consider the following points:-

(1) Guidelines act as guidance to the new or returning to practice midwife,
bearing in mind that they should be evidenced based and reasonably
flexible.

(2) Guidelines protect midwives from litigation, in that if you work within them
you are conducting yourself according to routine management at that time.

Please circle your response:

Decision to be made - | believe that guidelines are unnecessary when labour
is progressing normally.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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Case Study 2

Ann Priestly is a 39 year old primigravida attending the antenatal clinic at 24
weeks gestation. Having discussed the idea of a home confinement, Ann and
her husband decide they would like to investigate this as an option. Blood
pressure, urinalysis, scan, medical and surgical history all appear at the
moment uncomplicated. The consultant obstetrician expresses disapproval
when the idea of a home confinement is raised, stating that although Ann is
healthy her age may bring problems.

Please consider the following points:-

(1) The organisation we work within imposes a system called Risk Analysis,
which is designed to provide optimum care to childbearing women.
According to this system Ann would be safer having her baby in hospital.

(2) Ann is a reasonable woman, one of the 95% who accepts the advice of
professionals, even when the option of having her baby in hospital is
second best.

(3) Midwives often struggle to maintain good relationships with consuitants,
which could be damaged through challenge, particularly if things go
wrong.

(4) The organisation places consultants in the position of highest authority
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

Please circle your response:

Decision to be made - | would argue with the consultant if he refused to
support a home confinement when a mother with a
healthy pregnancy is keen to have one.

Strongly Agree Neither Agree Disagree St-rongly
Agree or Disagree Disagree
Comments
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Case Study 3

Helen Martin is a 38 year old primigravida at 40 weeks gestation, with a
pregnancy which has progressed normally during the antenatal period. Mr
Russell is her consultant obstetrician. Helen arrived in the labour ward 4 hours
ago with a cervix 2 centimetres dilated, partially effaced and uterine
contractions 3 moderate in 10 minutes. The consultant obstetrician has
requested a routine repeat vaginal examination, which finds Helen's cervix 6
centimetres dilated, appropriate fetal decent, full effacement, bulging
membranes and uterine contractions 3 strong in 10 minutes. Helen is coping
very well with pain, has no set ideas about what she wants from labour and
both mother and fetus are generally in good condition. Mr Russell requests
that you artificially rupture Helen’s membranes.

Please consider the following points:-

(1) Helen is a reasonable woman, and one of the 95% who accept the advice
of professionals.

(2) The consultant writes in the case notes instructions asking you to conduct
the amniotomy.

(3) The organisation places consultants in the position of highest authority
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

(4) Amniotomy may hasten labour and there may be a very positive outcome.

Please circle your response:

Decision to be made - | would follow a senior member of staff's request to
rupture a woman’s membranes if this was the decided

course of action.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
Comments
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Case Study 4

Karen McDonald is a 26 year old para 1+0 at 39 weeks gestation, with a
straightforward pregnancy and normal labour. Karen arrived in the delivery
room 5 hours ago with a cervix 3 centimetres dilated, partially effaced and a
uterus contracting 3 moderate in 10 minutes. On routine repeat vaginal
examination, Karen'’s cervix is found to be 6 centimetres dilated, fully effaced
and uterine contractions 2 strong in 10 minutes; progress is slow. Membranes
spontaneously ruptured half an hour ago and at present there are no signs of
fetal distress. The guidelines for management of labour state an expectation
that the cervix of a parous woman usually dilates 2 centimetres an hour and
that 3-4 good contractions are expected every 10 minutes, with slow progress
indicating commencement of syntocinon to increase uterine activity and
accelerate proceedings.

Please consider the following points:-

(1) Administration of oxytocin does not mean labour becomes abnormal.

(2) Administration of oxytocin will accelerate labour and reduce the likelihood
of hypoglycaemia and ketosis that can result from not feeding women in
labour.

(3) Guidelines protect midwives from litigation, in that if you work within them

you are conducting yourself according to routine management at that time.

Please circle your response:

Decision to be made — | would administer oxytocin to a woman desiring a
normal labour if it was a requisite of the guidelines for
routine labour.

Strongly Agree Neither Agree Disagree St'rongly
Agree or Disagree Disagree
Comments
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Case Study 5

Abigail Brown has arrived in the labour ward in early established labour. She
has her two sisters and husband with her. The delivery room policy states that
only one ‘birth partner’ may be present with a woman in labour at any one
time. Abigail is in pain and requires to be helped regain control.

Please consider the following points:-

(1) Research supports that one good “birth partner” is often better than an
unsure crowd and that women who worry about their environment release
adrenalin which is an oxytocin antagonist and can slow progress of labour.
Women in nature would retreat to a warm, safe place to labour and give
birth (Odent, 1999; Robertson, 1999).

(2) Too many people in the delivery room could be extremely distracting for
Abigail.

(3) There is a health and safety component in that delivery rooms are often
small, with limited space for comfort.

(4) Overcrowding may inhibit Abigail from adopting positions with associated
indignities, of which she may not be aware.

(5) Abigail is your average woman and one of the 95% who accept the
guidance offered by professionals

(6) The policy of one “birth partner” is designed to protect women from an
unknown and overwhelming situation.

Please circle your response:

Decision to be made - | believe that it is acceptable for a women to have more
than one “birth partner” present during labour when the
unit policy states only one person at a time.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
Comments
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Case Study 6

Ann Wilson is a 33 year old primigravida at 39 weeks gestation, with an
extremely straightforward pregnancy and fiexible approach to labour. Mr
Russell is her consultant. Ann commenced spontaneous labour 3 hours ago
with routine observations during this time within normal limits. Ann has been in
the water pool for half an hour, which has proven a successful method of pain
relief. All observations are within normal limits and labour appears to be
progressing satisfactorily. Mr Russell pays a visit and requests a 30 minute

cardiotocograph trace.
Please consider the following points:-

(1) Ann is a reasonable woman, and one of the 95% who accepts the advice
of professionals, therefore she agrees.

(2) The consultant has prescribed a CTG.

(3) The organisation places consultants in the position of highest authority
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

Please circle your response:

Decision to be made — | would automatically commence cardiotocography if it
was requested by a senior member of staff.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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Case Study 7

Laura Brown is a para 1+0 who has had a previous normal pregnancy with
successful outcome. She is pregnant again and carrying twins at 38 weeks
gestation, both of which are cephalic presentations. The twins are appropriate
weights for their gestational age and labour is progressing well. Laura’s uterus
is contracting strongly 4 in 10 minutes and she is coping well with pain for
which she has had an intramuscular injection of diamorphine and is using
entonox. Laura’s cervix is 7 centimetres dilated and fully effaced, with
membranes having spontaneously ruptured prior to delivery room admission.
Cardiotocograph tracings on both twins are within normal limits. You decided
epidural was not required because Laura was coping with her pain. The
consultant overrides this decision, stating that he wants Laura to have an
epidural just in case there are problems during the second stage of labour.
Laura is generally agreeing with what is going on.

Please consider the following points:-

(1) Essentially the labour is normal and Laura, with help from yourself, has
made informed decisions about pain relief.

(2) The consultant explains that he wishes the epidural in case the second
twin were to rotate into a transverse lie post delivery of twin one, thus
allowing avoidance of pain during manipulation of second twin.

(3) Laura is a reasonable woman and one of the 95% who accept the advice
of professionals.

(4) The organisation imposes a system called Risk Analysis, which is
designed to provide optimum care to childbearing women. According to
this system Laura would routinely be placed in consultant led care even
though all is normal in the above situation.

(5) The organisation places consultants in the position of highest authority,
therefore it is unfair and unsupportive to attempt to control what he
considers is best management.

Please circle your response:

Decision to be made - In general | would challenge a senior member of staff if
they decided to override a decision | made regarding

normal labour.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree
Comments
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Case Study 8

Mary Smith is a primigravida at 37 weeks gestation. During a clinic
appointment Mary asks the consuiltant for an elective caesarean section under
a general anaesthetic because she wants to absent herself from the occasion.
Mr Russell agrees with her choice and books a date for an elective section in
a fortnight’s time. You are the midwife present during this clinic visit and feel
this was the wrong decision to make.

Please consider the following points:-

(1) Mary is an American who comes from a society where section is often
considered the “best way” to deliver a baby. This is her value and part of
her birth philosophy.

(2) Mr Russell has explained the risks and his preferences with no effect.
(3) Mr Russell's decision to meet Mary’s wishes is in keeping with the

Changing Childbirth Document (DoH, 1993) which requests that women
should have choice and control over their birth experience.

Please circle your response:

Decision to be made - | would conceal my opinion from a consultant
obstetrician when my stance about carrying out elective
section for social reasons differs.

Strongly Agree Neither Agree Disagree Strongly
Agree or Disagree Disagree
Comments
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Case Study 9

Karen Bell is a 21 year old primigravida at 40 weeks gestation and has arrived
at the delivery suite accompanied by her husband and 2 friends. Karen's
husband and 2 friends ask if they can stay in the room with her throughout her
labour and delivery; Karen agrees. The unit policy states one “birth partner” at
a time. You are the midwife in charge of Karen's care.

Please consider the following points:-

(1) Research supports that one good “birth partner” is often better than an
unsure crowd and that women who worry about their environment release
adrenalin, which is an oxytocin antagonist and can slow progress of
labour. Women in nature would retreat to a warm, safe place to labour
and give birth (Odent, 1999; Robertson, 1999).

(2) Too many people in the delivery room could be extremely distracting for
Karen.

(3) There is a health and safety component in that delivery rooms are often
small with limited space for comfort.

(4) Overcrowding may inhibit Karen from adopting positions with associated
indignities, of which she may not be aware.

(5) Karen is your average woman and one of the 95% who accept the
guidance offered by professionals.

(6) The policy of one “birth partner” is designed to protect women from an
unknown overwhelming situation.

Please circle your response:

Decision to be made - | would allow a women to have her two friends and
husband present during labour and delivery if this is
what she wanted.

Strongly Agree Neither Agree Disagree St_rongly
Agree or Disagree Disagree
Comments
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Case Study 10

Susan Stewart is a 29 year old primigravida who has attended National
Childbirth Trust classes during the antenatal period. Susan has written an
extremely elaborate birth plan involving utilisation of the water pool during first
and second stages of labour. The guidelines for the delivery suite request that
a short CTG be conducted on admission to establish fetal condition and both
consultant and midwife are keen for this reassurance.

Please consider the following points:-

(1) When a woman is asked by a midwife if he/she can undertake a CTG,
common statements made are: -

“| just want to check baby is coping, happy”.

Most midwives don'’t disclose related issues such as fetal distress, low
apgars and resuscitation, because it would be unethical to frighten Susan

(2) Labour is the wrong time to present a third level debate over decisions
made, because attention is limited due to pain and stress.

(3) Midwives who are informed often have difficulty making choices regarding
certain issues.

(4) Some women do not want the “locus of control” in relation to decisions.
They would rather defer decisions to the experts. Some prefer to leave
everything in the hands of the professionals (Bennet & Brown, 1999).

Please circle your response:

Decision to be made - Informed choice for women is an idealised dream when
the reality is that we know what is best for women in

labour.

Strongly Agree Neither Agree Disagree St.rongly
Agree or Disagree Disagree

Comments
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| would like to thank you very much for giving me your time. What information
you have provided is given in confidence. You enter the study as a number
and in an anonymous state.

Yours Sincerely

Caroline J. Hollins Martin
(Lecturer in Midwifery and Researcher)

Are there any general comments you would like to make?
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Appendix Eight

Total SIS-M scores out of 50 for E grade midwives for the
Pre-Workbook Questionnaire (C1) and the Workbook (C3)

C1 C2
Participant Pre-Workbook Workbook
E Grade Questionnaire

n=20 n=20
1 26 27
2 31 29
3 29 32
4 28 29
5 22 22
6 27 24
7 20 21
8 23 24
9 26 24
10 20 25
11 23 21
12 22 25
13 20 17
14 25 22
15 24 28
16 22 26
17 30 24
18 32 30
19 27 27
20 17 18

M 24.70 24.75

sb 4.09 3.91

n = number of participants
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Total SIS-M scores out of 50 for F grade midwives for the
Pre-Workbook Questionnaire (C1) and the Workbook (C3)

C1 C2
Participant Pre-Workbook Workbook
F Grade Questionnaire

n=20 n=20
21 34 27
22 28 28
23 25 24
24 29 31
25 29 30
26 27 27
27 24 31
28 22 22
29 32 32
30 21 19
31 22 24
32 17 22
33 24 22
34 17 21
35 23 30
36 23 21
37 25 33
38 27 22
39 29 28
40 28 27

M 25.30 26.05

SD 4.44 4.29

n = number of participants
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Total SIS-M scores out of 50 for G grade midwives for the
Pre-Workbook Questionnaire (C1) and the Workbook (C3)

C1 C2
Participant Pre-Workbook Workbook
G Grade Questionnaire

n=20 n=20
41 24 23
42 25 19
43 23 19
44 24 28
45 24 26
46 20 27
47 29 26
48 29 24
49 21 27
50 24 22
51 27 23
52 26 23
53 31 23
54 29 23
55 25 21
56 19 17
57 25 19
58 24 25
59 23 26
60 26 24

M 24.85 23.25

sD 3.08 3.06

n = number of participants
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Appendix Nine

Total SIS-M scores out of 50 for E grade midwives for the Pre-
Interview Questionnaire (C1), Interview (C2) and Post-Interview
Questionnaire (C4)

C1 C2 C4
Participant Pre-Interview Interview Post-Interview
E Grade Questionnaire Questionnaire
n=13 n=13 n=13
1 24 37 24
3 19 33 21
4 28 30 28
7 27 29 22
8 24 33 31
9 18 25 21
11 18 28 25
12 21 32 21
13 23 42 28
14 23 42 33
15 22 35 23
17 24 32 30
19 20 48 27
M 22.38 34.31 25.69
SD 3.15 6.46 4.11

n = number of participants
Missing case data: Participant 2, 5, 6, 10, 16, 18, 20
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Total SIS-M scores out of 50 for F grade midwives for the Pre-
Interview Questionnaire (C1), Interview (C2) and Post-Interview
Questionnaire

C1 C2 C4
Participant Pre-Interview Interview Post-Interview
E Grade Questionnaire Questionnaire

n=18 n=18 n=18
21 22 32 25
22 21 32 22
23 21 33 24
24 34 47 33
25 26 40 27
27 26 46 26
28 17 33 21
29 17 27 17
30 23 34 25
31 27 37 26
33 24 35 25
34 18 38 19
35 29 42 27
36 26 41 22
37 27 38 26
38 24 32 20
39 18 41 20
40 21 42 33
M 23.44 37.22 24.33
SD 4.59 5.39 4.31

n = number of participants
Missing case data: Participant 26, 32
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Total SIS-M scores out of 50 for G grade midwives for the Pre-
Interview Questionnaire (C1), Interview (C2) and Post-Interview
Questionnaire

C1 C2 C4
Participant Pre-Interview Interview Post-Interview
E Grade Questionnaire Questionnaire

n=19 n=19 n=19
41 17 33 19
42 22 45 24
43 25 35 20
45 28 35 21
46 21 34 22
47 23 37 29
48 26 39 26
49 25 47 32
50 22 41 16
51 22 26 31
52 21 34 26
53 33 42 32
54 23 40 24
55 22 28 18
56 21 28 20
57 22 32 24
58 28 35 27
59 21 24 22
60 31 29 24
M 23.84 34.95 24.05
sSD 3.91 6.35 4.67

n = number of participants
Missing case data: Participant 44
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Appendix Ten

Numbers, grade and SIS-M scores of the midwives who had their interview tapes
selected for transcription

N Cl C2 C4
Participant Grade Pre-Interview Interview  Post-Interview
Questionnaire Questionnaire
SIS-M Score SIS-M Score  SIS-M Score
5 E 22 38 +
6 E 22 32 +
7 E 27 29 22
8 E 24 33 31
15 E 22 35 23
16 E 20 33 +
19* E 20 48 27
21 F 22 32 25
22 F 21 32 22
24 F 34 47 33
35 F 29 42 27
36 F 26 41 22
38 F 24 32 20
39 F 18 41 20
41 G 17 33 19
43 G 25 35 20
44 G 22 38 +
49 G 25 47 32
57 G 22 32 24
60* G 31 29 24

Note: Scores are out of 50: maximum score 50, minimum score 10.

+ = Missing data

* = Participant 19 had the largest difference in score between the private and public measure
* = Participant 60 had the smallest difference in score between the private and public

measure
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Appendix Eleven

Qualitative Excerpts Categorised By Interview Rater

There were seven interviews assessed by each rater for presence of positive

attitudes towards providing woman-centred care, situational factors that

promoted acquiescence, psychological responses to social influence and

none. Below are a list of positive attitudes towards providing woman-centred

care (1), situational factors that promoted acquiescence (2) and psychological

responses to social influence (3) categorised by each rater.

Participant

5 The mother’'s wishes outweigh anything
It's fiscal body

You seek some sort of consensus
Just write that consent has not been given

7 It would depend on what the woman wanted
Argue is ..dangerous...Miss M would not take kindly to it

She won’t benefit from that...well you have to agree then
No wonder we barricade the doors

19 Here | am considering the woman’s choice

I'm under the auspices of the auspices of policies
If you are looking at it as a protection mechanism

And it's not my position if it's his name on the notes
21 We should empower women to have choice

If the unit policy states...| would have to go along
Thinking of problems ahead

In that case | would have to go along with it
We are happy with her, this is quite normal
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36

39

44

If anything goes wrong
The dragon wasn’t on the ward
If it is the most disagreeable one

Yeah, yeah, well | would be reluctant to do it
I'd maybe try and dissuade her

Depending on wishes of the woman

It's positional power isn't it

If it came to a court case | wouldn't trust her still
And the bullying part of him

He tried to block my promotion

It's going against my beliefs a lot but..| would do it
Given that it is obviously making it indigestible

| ask all women re options to give informed choice
You have to work within these guidelines

You have got to, you have got to follow

If anything did go pear shaped

You know that he is going to make life a misery

| am going to have to do it. | wouldn’t be happy though
Guidelines are necessary...to give some structure
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Appendix Twelve

Assessment of Agreement Between Interview Raters Using Cohen’s

Coefficient

Rater B

+ve attitude toward situational factors psychological None Total
providing woman-  that promoted responses

centred care acquiescence to social
influence
Rater A (N (2) 3) (0)
(1)
+ve attitude toward 6 (1) 0 0 0 6

providing woman-
centred care

(2)
situational factors 0 15 (7.1) 0 1 16
that promoted
acquiescence

3)
psychological 0 0 11(4) 2 13
responses to
social influence

None (4) 0 1 0 0 1

Total 6 16 11 3 36

(figures in brackets are those expected by chance)
The formula for the kappa (k) coefficient is as follows:
k = (flo) -f(e) / N -f(e)

Where f(0) is the observed frequency of agreement, f(e) is the frequency of

agreement expected by chance and N is the total number of observations.

f(o) =6+15 +11 =32
fle) =1+7.1+4 =121
k=(32-12.1) / (36-12.1)
k=19.9/23.9

kappa = 0.83
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