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Are you as obedient as me?
Suddenly somebody began to run. It may be that he simply remembered, all of a moment, an engagement to meet his wife, for which he was now frightfully late. Whatever it was, he ran east on Broad Street (probably toward Maramor Restaurant, a favorite place for a man to meet his wife). Somebody else began to run, perhaps a newsboy in high spirits. Another man, a portly gentleman of affairs, broke into a trot. Inside ten minutes, everybody on high street, from the Union Depot to the Courthouse was running. A loud mumble gradually crystallized into the dread word “dam”. “The dam has broke!” The fear was put into words by a little old lady in an electric car, or by a traffic cop, or by a small boy: nobody knows who, nor does it really matter. Two thousand people were abruptly in full flight. “Go east!” was the cry that arose east away from the river, east to safety. “Go east! Go east!” A tall spare woman with grim eyes and a determined chin ran past me down the middle of the street. I was still uncertain as to what was the matter, in spite of all the shouting. I drew up alongside the woman with some effort, for although she was in her late fifties, she had a beautiful easy running form and seemed to be in excellent condition. “What is it?” I puffed. She gave a quick glance and then looked ahead again, stepping up her pace a trifle. “Don’t ask me, ask God! she said”. (James Thurber, 1933, in Aronson, 2003, p. 11).

Over the last twenty-three years I have worked as a midwife in a variety of capacities; the latter ten of these have been spent lecturing and researching in universities. For quite some time, my quest has been to gain understanding of the reasons why I myself and others are so obedient. Why I adjust my dress to fit in with the group? Why sometimes I will not argue a position when certain others disagree. My quest for understanding begins with the following story. 

Several years ago I was working in the “delivery suite” of a maternity hospital on night duty. One particular night I was given an appealing and fearful fourteen-year-old girl to look after. Her antenatal history was unproblematic; scan reports, observations and blood reports were all within normal range. The fetus was of normal size, lying in a right occipital anterior position and had a well-engaged head. The fetal heart was satisfactory. In essence, this labour could not have been less complicated. Contractions began spontaneously and progressed as would be expected. My concern related to this woman’s psychosocial care. This young girl expressed a need for emotional support from both her mother and boyfriend, and I was more than happy for the four of us to share this special night together. At the morning shift change, an assertive sister entered the room and imposed the policy of one visitor and asked this girl’s mother to leave. This family graciously accepted the instruction and relocated to the waiting room. A short while later a healthy baby girl was delivered. A positive outcome. Nevertheless, I remained troubled. 

A question you may ask is, why did I fail to fight for this grandmother to witness her granddaughter’s birth? After all she was going to be the main carer of this new family member. This incident preyed on my mind and motivated me to undertake the gargantuan task of undertaking a doctorate research project looking into the magnitude of influence a senior person can have upon decisions of juniors. Particularly in relation to decisions that are within the midwife’s remit, pertain to normal midwifery, and which according to social policy documents (DoH, 1993; DoH, 2003; DoH, 2004) should in fact be the choice of the childbearing woman. Accordingly, an investigation was carried out to ascertain midwives willingness to acquiesce with instructions from superiors that contravene their established views of best practice. 

The two particular aspects of social influence analysed in this study are obedience and conformity. Conformity, in particular, has a very broad meaning, and refers to the behaviour of a person who goes along with their peers, people of his own status, who have no social right to direct their behaviour (Milgram, 1974). Obedience has a narrower application. Its scope is restricted to the action of a person who complies with authority (Milgram, 1963, 1965, 1974). Consider a recruit who enters midwifery service. She/he scrupulously carries out orders from superiors - obedience, at the same time as adopting the habits, routines and language of peers - conformity. Obedience and conformity both indicate abdication of initiative to an external source. 

Many experiments have found that the tendency to comply can be very strong (e.g., Asch, 1951, 1952, 1955, 1956; Bickman, 1974; Pendry & Carrick, 2001). Acquiescence with a prevailing group belief or behaviour may be determined by a number of factors; informational social influence, or the desire to know what is right. Individuals may look to others to determine how to behave in circumstances that are new or alien, or in some way ambiguous, or in times of crisis, or when they feel another person has more expertise (Bickman, 1974; Deutsch & Gerard, 1955; Pendry & Carrick, 2001).

People are liable to conform to normative social influence for a number of reasons. The classic experiments of Asch (1951, 1952, 1955, 1956) showed that people felt pressurised to show agreement with a patently wrong decision in order to fit in with a group of strangers. Asch (1952, 1956) investigated the propensity of individuals to conform to the views of other members of a group. In his experiments, the participant was seated in a room with six other people, ostensibly other participants who were in fact confederates of the experimenter. Asch explained that the purpose of the experiment was to ascertain accuracy of perception and showed the group two cards. On one card was a single line, and on the other were three lines (A, B and C) of different lengths. One of the lines (C) was the same length as that on the first card. The experimenter told the participant that their task was to match the single line with the line of equal length from the three-line card, and that they were to respond in turn with the name of the chosen line (A, B or C). For each trial, the real participant gave his response second from last in the group. Thus, he heard the responses from five confederates before providing his own. In the first two trials, the confederates all gave the correct answer and in the following 16 trials they were only correct on four occasions. In the other trials, the confederates consistently gave the wrong response, all saying, for example, that line A was the same length as the single line, instead of the correct line C.

Research on obedience to authority has been confined to the study of the direct and immediate power relationship between the authority in charge and the individual who carries out his or her requests. In the classic Milgram (1963, 1965, 1974) studies, an experimenter gave direct orders to a participant, in the role of teacher, to administer shocks to a victim. This parallels the situation in many natural field settings, such as a hospital where a physician may order a nurse to give “unauthorised” medication to a patient (Hofling et al., 1966) or a factory where a supervisor orders a subordinate to pass a defective product (Kilham & Mann, 1974).  

Milgram (1963, 1965, 1974) wanted to determine how far people would be prepared to go to carry out the requests of an authority figure. He designed a bogus experiment on the pretext that the purpose was to study the effect of punishment on memory. Milgram carried out 19 variations of his experiment and compared results with those of a baseline voice feedback condition. In Milgram’s baseline voice feedback condition, the participant was introduced to another man who was alleged to be another participant, but in fact was a confederate of the experimenter. The confederate had been specially trained to respond in a particular way during the experiment. The experimenter (dressed in a white coat) told the two men that they would be assigned a role as either teacher or learner, and the teacher would then proceed to teach the learner to remember a list of word pairs. The two men drew lots to decide who was to take each role, but in fact this was rigged so that the genuine participant always became the teacher. The participant then saw the learner being strapped into a chair and attached to electrodes (electrical connections), which were linked up to a shock generator. The learner at this point mentioned that he had heart trouble but the experimenter assured him that, “although the shocks can be extremely painful, they cause no permanent tissue damage”. The participant was then shown into a separate room where the shock generator was placed on a table. The participant was told that each time the learner made a mistake in recall of the list of word pairs; he was to administer a shock by pressing one of the thirty switches on the shock generator. The first switch was labelled “15 volts-mild shock” the next “30 volts” and so on up to “450 volts” and the participant was told to press the 15 volt switch first and then move one switch up the scale each time the learner made a mistake. When all the instructions were clear, the session began. 

Milgram wanted to know how far up the scale of shocks the participants would go when told to continue by the experimenter. This was despite the sound of cries and pounds on the wall from the learner asking the participant to stop giving the shocks and, later, the learner’s complete silence. The results were unexpected and dramatic, with 62.5% (Experiment 2) and 65% (Experiment 5) of the men in the baseline condition proceeding up to the 450 volt level. At the end of the session (when the participant had reached 450 volts or had refused to continue) the true purpose of the experiment was revealed and the participant was told that no shocks had in fact been delivered to the learner. 

Obedience experiments highlight superordinate-subordinate relationships in which people become agents of a legitimate authority to whom they relinquish responsibility for their actions. Once they have done so, their actions are no longer guided by their own values but by the desire to fulfill authority’s wishes. Studying obedience to authority is a complex issue, since legitimacy, as defined by rules, may come into conflict with a practitioner’s view of what is or is not morally appropriate. This makes obedience and its relationship to clinical decision-making in midwifery an issue worthy of discussion.

The rhetoric of “woman-centred care”, with choice provision and informed consent directed by Changing Childbirth (DoH, 1993) and the reference guide to consent for examination or treatment (DoH, 2003), is difficult to achieve in a hierarchy that appoints people to positions of authority. Once in position, authority has the power to redefine norms and objectives (see House & Shamir, 1993), which may conflict with what a woman wants from her birth experience. What obedience experiments suggest is that high status midwives (for instance ward sisters and managers), have more power to influence obedience. This may have a profound effect upon whether a woman is permitted a “waterbirth”, a particular style of pain relief, adoption of alternative positions in labour or several “birth partners” present at the birth. None of these activities present a threat to maternal or fetal outcome and therefore ought to be “client led”. As a result, junior midwives may be presented with a moral conflict between a drive for obedience to authority and their role as advocates for women. What obedience experiments show is that the majority of people are likely to relinquish their cognitive and social moral competence and therefore lose the capacity to decide in favour of another. 

The route to this study was inseparable from my own biography. Much of my working life has been spent as a midwife where I gradually became aware of authority/subordinate relationships within the workplace. As a practitioner these were part of everyday working life. Later as a graduate in psychology, I began to see these practical issues from a perspective influenced by social scientific literature. I asked questions about my working life with the aid of this literature and posed critical questions about the writing from the vantage point of my experience as a midwife. This process was given a new significance when Changing Childbirth (DoH, 1993) provided clear evidence that women’s preferences were frequently frustrated by what I perceived were the same authority structures. 

What I did

I focused on how midwives responded to guidance from a lecturer in midwifery (myself). Of particular interest was the midwives behaviour when I attempted to influence them to respond to clinical decisions in a particular way. The research question placed was - are junior midwives’ decisions socially influenced by those who have higher status in the workplace?  The participants were all midwives. 

I developed a 10-item self-report questionnaire, which I called the Social Influence Scale for Midwifery (SIS-M). The 10 questions asked were:

(1)  I believe that guidelines are unnecessary when labour is progressing normally.

(2)  I 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.

(3)  I would follow a senior member of staff’s request to rupture a woman’s 

      membranes if this was the decided course of action.

(4)  I would administer oxytocin to a woman desiring a normal labour if it was a 

      requisite of the guidelines for routine labour.

(5)  I 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.

(6)  I would automatically commence cardiotocography if it was requested by a senior 

      member of staff.

(7)  In general I would challenge a senior member of staff if they decided to override a 

      decision I made regarding normal labour.

(8)  I would conceal my opinion from a consultant obstetrician when my stance about 

      carrying out elective section for social reasons differs.

(9)  I would allow a women to have her two friends and husband present during labour 

      and delivery if this is what she wanted. 

(10) Informed choice for women is an idealised dream when the reality is that we 

       know what is best for women in labour.

The questionnaire uses a 5-point Likert scale based on level of agreement with what has been asked. The possible range of scores is 10-50 where a score of 10 is least conformist and a score of 50 is most conformist, e.g: 

(9) I 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

 Scores          1                       2                           3                            4                        5

The questionnaire was self completed by 209 midwives and returned in the post. Fifty of these midwives were then invited to participate in an interview in which I asked the same 10 questions again whilst making my preferred responses explicit. 

Format of the Interviews     
A case study was presented to the midwife before each question, e.g., Question 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.

I cited information intended to influence the midwife’s question responses in a conformist direction. For example, I casually mentioned that research supports that one good “birth partner” is often better than an unsure crowd. I recommended that too many people in the delivery room could be extremely distracting.

I suggested that there is a health and safety component in that delivery rooms are small and that overcrowding may inhibit Karen from adopting positions with associated indignities. Also, that Karen is your average woman who is one of the 95 % who accepts the guidance offered by professionals. I further emphasised that the policy of one “birth partner” is designed to protect women from an unknown and overwhelming situation. The goal was to make my preferred question responses explicit. In the above example, I Strongly Disagreed with the question asked. Unequivocally, I would not allow this woman to have her two friends and husband present during labour and delivery for the above reasons (I emphasise that this was not a reflection of my true ideals).

A further postal questionnaire was reissued to participants post interview. The intention was to test whether the physical presence of the senior midwife during the interview was the key factor in promoting participants’ acquiescent responses.

The scores from the postal and two interview questionnaires were then compared. Appropriate statistical analysis conducted. Results showed that during the interview midwives scored significantly higher on a measure of social influence. That is, the interview was targeted at making responses more conformist and was successful in this respect. Much lower scores were obtained in the two private postal measures, both of which differed significantly to the interview (see Figure 1). 

                   Figure 1. Schematic illustration of mean scores in the pre-interview 

      questionnaire (C1), interview (C2) & post-interview questionnaire (C3)

      as a function of condition and midwife grade
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The post interview questionnaire results inform that the social influence manipulation during the interview had no major lasting effect, which stands in support of Milgram’s (1974) transient situational argument. A full report of these studies can be found in Hollins Martin and Bull (2004, 2005, 2006), Hollins Martin, Bull and Martin (2004), 

Discussion

Clearly, these midwives were significantly influenced by what I had to say. One possible explanation for this success was that they perceived the direction I gave as requiring an obedient/conformist response. 

As mentioned earlier, Milgram (1974) showed that an authority figure can produce complete obedience in 65% of participants (Experiment 5, Milgram, 1974). In comparison, a person of similar status reduced levels of obedience from 65% to 20% (Experiment 13, Milgram, 1974). In fact, five participants took physical action against an equal, which shows that people feel free to challenge those of equal status. This attitude sharply contrasts with the respectful politeness customarily shown to high status people. Milgram’s studies confirm that obedience occurs specifically in response to authority. Action flows from the top of the hierarchy to the lower, with people responsive to signals from a level above their own and not below. 

These midwives clearly were influenced by my position and what I had to say. 

Conclusion

The results of this study show that midwives are by and large influenced by senior people. The levels of obedience shown are similar to that shown in laboratory experiments (e.g., Milgram, 1974; Meeus & Raaijamakers, 1995; Shalala, 1974). Needless to say, at times obedience and conformity are essential for effective functioning of maternity hospitals. If not, women may fail to receive appropriate management and treatment. Nevertheless, the midwife who acts on the principle that a senior midwife directs and where this denies the childbearing woman a safe option in care, is violating her own standards of practice (DoH, 1993; DoH, 2004; NMC, 2004). 

Results highlight considerable differences between what midwives say they will do in private and what actually happens when they are placed within a hierarchy and exposed to social influence from a senior person. When face-to-face with a senior midwife, the majority of junior midwives comply with the recommendations that are made. In some instances, it would be fair to say that the midwife abandons her principles. Instead she acquires a radically different focus. Concern shifts to a prudential consideration of how well she is living up to the expectations that the senior person has of her. This leads to speculation over the magnitude of social influence that a consultant obstetrician could achieve in similar circumstances.
The rules state that a midwife who acts by the proposal that authority directs and where this denies a childbearing woman a safe option in care, breaches Rule 6 of the Midwives Rules and Standards (NMC, 2004, p. 17). Rule 6 states that the midwife: 

(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 her family.

(Should enable the woman to make decisions about her care based 

    on individual needs, by discussing matters fully with her. 

The clear fact that hospital authority reinforces obedient/conformist behaviour whilst simultaneously advocating woman-centred care, causes conflict for midwives. The situation creates a contradiction between the midwife’s demands to follow Rule 6 of the Midwives Rules and Standards (NMC, 2004) and following direction from a senior person, unless they both happen to be in agreement. In essence, the midwife is a link in the hierarchical chain of command which the organisation reinforces. Both senior and junior midwife encounter different constraints presented from their own authority structures. 

One response to this finding, is that midwifery officialdom should 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 authority. Senior staff 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 junior midwife during the decision-making process that this is the case.


Such practice would have a number of effects. First, accountability would be diffused rather than focused. Second, transfer of responsibility would become futile since accountability for the decision rests with both the senior and junior midwife. If the decision exempts the woman from process, the issuing senior person should label it so, thus giving the junior midwife the facts before obtaining her agreement. If the midwife then acquiesces, she too would also clearly be accountable for the decision. 

To ensure a fair hearing takes place, a schedule could be devised in which the decision to be made is clearly identified and recorded, e.g., Mrs X has requested a home confinement. In this to-do list, the professionals involved would be expected to record that they have provided the woman with evidence-based information upon which to underpin an informed choice. Once this has been done, the choice of the childbearing woman may be clearly written in black and white. Any obstructions to the choice are then clearly outlined, e.g., implications of cost, lack of facilities or staff, risks to mother or fetus etc. The actual outcome decision is then unambiguously recorded. Lastly, all three parties sign the schedule, i.e., the childbearing woman, the junior midwife and the senior member of staff. Without a doubt, such procedures would make it extremely difficult for maternity care staff to ignore the woman’s opinion without providing significant reasons for doing so. Clearer definition of roles would further reduce confusion over the limits of midwives’ responsibilities. To dismantle the hierarchy and give midwives real accountability and effective legal protection may also be a solution. 
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