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Obedience: would you do as I say? 
  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)

Most of my working life has been spent as a midwife where I gradually became aware of authority/subordinate relationships within the workplace. As a practising midwife these were part of my 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 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. As a consequence, it became my vocation to gain understanding of why I, along with most midwives, are so obedient. For example, why I did not argue to support a healthy childbearing woman’s request for a homebirth
, where there is no evidence not to (Olsen, 1997; see BOX ONE) or willingly follow a direction to conduct a totally unnecessary amniotomy? (see BOX TWO)

My search for insight was initiated from personal experience. As a midwife I was working in the “labour ward”. I was allocated a frightened fourteen-year-old schoolgirl with an uncomplicated pregnancy and labour. This youthful woman articulated a desire for both her mother and partner to be with her during labour and birth; a request that I was more than willing to accommodate. At the morning shift change, an assertive sister came into the room and reiterated the rule of one birth partner and requested that the girl’s mother go; she courteously respected the direction and relocated to the relatives’ room. Before long, a hale and hearty baby girl was born. A happy outcome. Nonetheless, I was disturbed. 

A reasonable question to ask is, why I failed to argue for this girl’s mother to observe her granddaughter’s birth? Particularly, when she was to be the baby’s main carer. Reflecting upon my own obedience motivated me to design a doctorate study which explored effects that senior staff have on individual or more general midwives practice. This is 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 more often in fact be the choice of the childbearing woman. 

The two particular aspects of social influence investigated were obedience and conformity. According to Milgram (1963, 1965, 1974) conformity, 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. Obedience has a more restricted definition. Its scope relates to the individual  complying with a senior person. For example, a new midwife who meticulously implements orders from authority - obedience, whilst simultaneously embracing the habits, routines and language of peers - conformity. Obedience and conformity both reveal renunciation of initiative to an exterior person. 

Many studies have shown that the tendency towards obedience is very strong (Hofling et al. 1966; Kilham & Mann, 1974; Meeus & Raaijamakers, 1995; Milgram 1963, 1965, 1974). Former research on obedience has been confined to the study of direct and immediate power relationships between the authority in charge and the individual who carries out his/her requests. In the classic Milgram (1963, 1965, 1974) experiments, an experimenter gave direct orders to a participant in the role of instructor to administer shocks to another person. 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 discover how far people would be prepared to go, in terms of their own moral or ethical code, 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. In Milgram’s basic experiment, 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 pleading with the participant to stop giving the shocks, to a later point where there was the learner’s complete silence. The results were unexpected and dramatic, with 65% 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. In general, the results of Milgram’s experiments provided overwhelming evidence that the majority of people are unable to defy orders of authority and will proceed to administer painful electric shocks when commanded to do so. Milgram’s research on obedience was followed by a succession of studies which supported his results (e.g., Kilham & Mann, 1974; Meeus & Raaijamakers, 1995; Shanab & Yahya, 1977).


The context of authority in Milgram’s work may seem rather far removed from the ethos of the caring professions. Nevertheless, it is still a relevant issue for midwives, since demands of the “authority”, usually the employing NHS trust, may come into conflict with what an individual midwife perceives as a more appropriate course of action which is within the remit of their professional and statutory role. The rhetoric of “woman-centred care” advocated in social policy documents (DoH, 1993; DoH, 2003; DoH, 2004) may be difficult to attain when the individual midwives who work in groups to accomplish this are amongst influential others with a different agenda. Obedience experiments support the supposition that senior staff may have a profound influence over decisions that midwives make, particularly when they are “lower down” in the managerial and professional hierarchy. Examples of how such negative influences may affect midwifery practice can be seen where it is made “difficult” for a midwife to support a healthy childbearing woman’s request for a home birth, to support a woman wanting to be ambulant during labour, to opt for a specific method of pain relief, or have numerous significant others present at her birth. When a pregnancy is normal, none of these options are hazardous to maternal or fetal outcome and for that reason ought to be the choice of the childbearing woman. In such situations, the perceived junior midwives may be presented with moral conflict between obeying their seniors as expected by their employment terms and their role as advocates for women and evidence-based practice, which is an expected part of their professional responsibility and standards of care.
The Hollins Martin studies

To assess the impact of the authority exerted by senior staff on midwives clinical decision-making, a 10-item self-report scale was developed - the Social Influence Scale for Midwifery (SIS-M). The SIS-M was developed using discriminatory item analysis and exploratory factor analysis approaches to the data
. The SIS-M is a 10-item self-report scale. The items of the SIS-M are as follows:
(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 SIS-M is scored using a 5-point Likert scale based on the level of agreement with each statement. Five of the items of the SIS-M are reverse scored and 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.  

(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.

                    Strongly          Agree
          Neither Agree           Disagree            Strongly

                    Agree
                        or Disagree


      Disagree

Scores             1                     2                       3                            4                        5

In the first experiment two research questions were asked: Are junior midwives’ decisions socially influenced by those who have higher status in the workplace? Do midwives prioritise obedience to a senior person over and above providing choice and control to childbearing women? 

Method - Experiment One 

Design

The study used a longitudinal within-participants design. Observations were taken at two points:

Participants

Midwives were recruited from seven maternity hospitals in England. All were volunteers and had signed a written informed consent statement prior to participation in the study. Twenty participants were assigned to three experimental groups based on the then clinical grading of midwives (20 E, F and G grades).

Condition One (C1) - The Pre-Interview Questionnaire 

The SIS-M was used to measure the participants’ responses to 10 questions. The participants were asked to complete the questionnaire in private; it was sent as a self-complete postal survey to 323 midwives; 209 (65%) were returned. 

Condition Two (C2) - The Interview
After a 12-month time gap, an interview was conducted in which the participant answered the 10 SIS-M questions in a situation where social influence was brought to bear by a senior midwife. The senior midwife, by making her preferred responses explicit, endeavoured to socially influence the midwife’s SIS-M responses in a conformist direction and accordingly increase SIS-M scores. On average, the interview process lasted one hour. SIS-M question ten (Q10) has been selected to illustrate process.
Interview Excerpt

A case study was presented to the participating midwife before each SIS-M question, e.g., in Q3:

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. 

A senior midwife read aloud information intended to influence the participating midwife’s response in a conformist direction, e.g., in Q3 items introduced were:-

(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 purpose was to influence the most conformist response; in this case to influence the participant to Strongly Agree with the question asked:
(Q3)  I 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 

Throughout the interview process, each question was preceded with different case studies and items of information.

Results - Experiment One
By inspection of the total SIS-M scores, it became evident that there were large disparities between the private (Cl) and public (C2) measures. There was a significant main effect for condition
, (F (1,57) = 249.62, p = 0.001), with higher scores on the public measure. No significant interaction between grades and 
          Figure 1. Schematic illustration of mean scores on the SIS-M as a function of 

           condition and midwife grade
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conditions was found (F (2,57) = 0.59, p = 0.56). No effect of midwife grade was observed (F (2,57) = 2.12, p = 0.13). The results of the ANOVA test showed that the 
means from the private and public conditions are significantly different from each other (see Figure 1). 
Discussion - Experiment One

Results showed that a senior midwife was profoundly capable of altering junior midwives decisions. This was evidenced by the midwives’ changed decisions between the private questionnaire (C1) and the interview condition (C2) and their altered SIS-M scores. The social influence that was exerted by the senior midwife might have resulted from at least three possible sources. First, through obedience that stems from an authority figure (Milgram, 1974). Second, from perceived group pressure to conform and “be like others” (Asch’s, 1951, 1952, 1956). Third, as a consequence of the participating midwife perceiving the senior midwife as a credible, expert and a trustworthy source of knowledge (Hass, 1981). The change in response from the initial private answer to the one suggested by the senior midwife provided insight into the participating midwife’s individual style of conflict resolution. 


The pre-interview questionnaire (C1) focused attention on what participants said they would do when placed within specific clinical situations. The result of the private measure (C1) provided a benchmark from which to see how much or how little could be learned from the experiment. It also provided clear information on how these midwives expected their behaviour to unfold in the given set of circumstances and to some extent could be viewed as a marker of the degree to which they had confidence in their own professional knowledge and autonomy. Acquisition of this information therefore allowed assessment of the impact of the interview on these values (C2). In other words, the result of the private measure (C1) provided a benchmark from which to see how much or how little could be learned from the experiment. The disparity that was evident between how the participating midwives expected to behave in the given circumstances and what actually occurred in the public measure (C2), presents the problem of how to account for, or explain the gap. The interview (C2) results showed that midwives feel obliged to acquiesce with a senior person because of the presence of powerful situational forces. All three groups of E, F and G grade midwives performed with remarkable similarity in predictions of their own behaviour. When conflicts arise, acquiescence with the senior person is more often prioritised over what could be seen as an equally important role of being the advocate for the childbearing woman’s choice.

It was important to clarify and rule out potential alternative explanations for the large main effect observed in this experiment. It may be a mistake to believe that obedience is the only cause for midwives to acquiesce with senior members of staff. What is obviously questionable is whether the participating midwives’ SIS-M decisions were changed by social components of the relationship between junior and senior midwife, or by the education that was shared during the interview discourse. It was important to know if the participating midwives just complied with the recommendations of the senior midwife to avoid conflict for an easier life. 

To differentiate between demands of the social relationship and the educational material shared during the interview discussion, a formal test was devised to measure the extent to which the educational material shared during the interview was responsible for generating change to the midwives’ decisions. In a second experiment, the same information was given to the junior midwife in a workbook designed for completion in the absence of social influence from the senior person. The study addressed the following research question: Was the information shared during the interview condition of Experiment One effective at influencing change to midwives decisions? 

Method - Experiment Two

Design

The study used a longitudinal within-participants design with observations taken at two points:

Participants
A group of 60 matched participants were randomly selected from the remaining 147 who had participated in the scale development study. 

Condition One (C1) - The Pre-Workbook Questionnaire 

The SIS-M was used to measure 60 different midwives’ responses to the 10 SIS-M questions in private. 

Condition Three (C3) - The Workbook 

After an 18-month time gap, a workbook was used to measure 60 midwives’ responses to the 10 SIS-M questions in the absence of the senior midwife. The workbook gave the same information specified in the interview condition of Experiment One. The workbook was identical in content and sequence to the interview (C2). What the researcher hoped to clarify was whether information specified by the senior midwife during the interview had influenced participants’

SIS-M responses in a conformist direction, consequently escalating SIS-M scores. 

The pre-workbook questionnaire (C1) provided a baseline against which workbook (C3) scores could be compared. This would establish whether or not the midwife’s SIS-M responses were influenced in a conformist direction by the educational items. 

Results - Experiment Two

By inspection of the total SIS-M scores, it became evident that the workbook (C3) produced similar SIS-M scores to the pre-workbook questionnaire (Cl) (a outcome that differed considerably from the interview). ANOVA undertaken in the same way as for experiment one found no significant main effect for condition, (F (1,57) = 0.31, 
p = 0.58), with similar scores on both measures. No significant interaction between grades and conditions was found (F (2,57) = 2.13, p = 0.13). No effect of midwife grade was observed (F (2,57) = 1.17, p = 0.32). The results of the ANOVA test confirmed the non-significant difference between the means of the private and workbook conditions. Figure 2. illustrates this schematically. 

               Figure 2. Schematic illustration of mean scores on the SIS-M as a 

            function of condition and midwife grade
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Discussion - Experiment Two
Findings of the second study are of important clinical value. The data has shown that the case studies and educational items had minimal influence on participants’ SIS-M responses. The non-significant results have significant implications for our understanding of the main effect of Experiment One. The findings of the pre-workbook questionnaire (C1) and workbook (C3) provide compelling evidence that the relationship between a senior and a junior midwife played a significant part in socially influencing the midwives decisions during the interview (C2), with social influence the most likely contender. Previous obedience experiments have shown that the physical presence of the authority figure is an important factor in changing participants’ behaviour (Kilham & Mann, 1974; Meeus & Raaijamakers, 1995; Milgram, 1974). 

Results have shown that when the authority figure was absented from the midwives’ decision-making process, there was no change to mean SIS-M scores. In Milgram’s (1974) “experimenter absent” condition, removing the experimenter from the laboratory dropped the number of obedient participants from 65% to 20.5%. Meeus and Raaijamakers (1995) also showed a drop from 91% of fully obedient participants’ in their baseline to 36% in an “experimenter absent” condition. 

This result is of pressing clinical importance, for during the interview (C2) the participating midwives were oriented primarily to the senior midwife rather than to the information cited. They came to the interview and displayed themselves as the senior midwife wanted. Many participants seemed quite concerned about the appearance that they were making and one could argue that this preoccupation made participants somewhat unresponsive to the specific information cited. The powerful presence of the senior midwife would account for the relative inattentiveness of the midwife to the information given, with results reflected in the decisions she made.

Outcome of the present experiment show that many midwives are not using information to substantiate decisions they make. Instead, many appeal to the judgments of the senior person, which may or may not be evidence-based and which may or may not be the personal choice of the childbearing woman. This finding has significance for the functioning of maternity hospitals and the quality of care women receive, for the decisions that midwives and childbearing women make should be based on evidence that informs on the best outcome. When the system perpetuates senior staff preferences, midwives are unable to implement evidence-based practice, quite simply because they have low status within the dominant hierarchy. For that reason, managers should strive to organise a system that is safe and encourages use of knowledge to underpin clinical decisions that are made. When midwives are caught in a chain of command that perpetuates senior staff preferences, they may not be able to attain what a childbearing woman wants from her experience or live out what research cites as “best-practice”, quite simply because they have low status within the hierarchy. In other words, hierarchy can perpetuate a culture that is based on perceived “commonsense” or more concerningly on resource constraints, as opposed to evidence-based discourse or on individual need and choice.
Results of the experimental analysis have shown that many midwives respond in an acquiescent manner to social influence from a senior person. The experimental approach promoted a cause and effect model for explaining the midwives behaviour. Therefore, a supplementary qualitative analysis was conducted to promote understanding of participants perspectives about why they acquiesced.

The Qualitative Analysis

The aim of the qualitative analysis was to determine the participants’ attitudes towards providing choice and control to childbearing women, and to discover characteristics within the setting of a maternity hospital that produce obedient behaviour
. Twenty interviews (C2) were randomly selected, transcribed and imported into QSR Nud*ist version 4 (Qualitative Solutions and Research Pty. Ltd 1997). Results found 19 of the 20 participants revealing positive attitudes towards providing woman-centred care, e.g.   


So I think what the lady wants is more important (than what we want) (P35).

Although the majority of interviewees expressed their intention to assist childbearing women make informed choices, many gave details of factors which controlled the agenda of options that were actually available. Seven participants supported the idea that midwives felt duty-bound to follow hospital policies, e.g.


          It’s there and it is in black and white. That is the issue, you have to work within these 

             guidelines (P44).

Nine of the 20 participants remarked that the influencer’s position within the hierarchy was an important factor in gaining their acquiescence, e.g.

It’s positional power isn’t it and how they use that power…There’s a difference in 

power balance, definitely (P39).

Five of the 20 participants remarked that they feared an abnormal obstetric outcome would result from a decision that they defended in a conflict situation, e.g.


I would be thinking if I don’t do it (cardiotocography)... if anything goes wrong… So I 

suppose I would and that’s awful really, but emmm, I suppose fairly strongly in that 

because of what I’ve said really, you know if anything went wrong, I would think I’d 

better do it (P36).

Twelve of the 20 participants provided examples of fears that prevented them from resisting direction from a senior person, e.g.


The costs of being direct with some of these individuals is, one that they tend to go a 

shade of puce and they and you know that they are going to make your life a misery 

for the next goodness knows how long (P44).

The qualitative analysis showed that specific situational factors play a critical part in producing obedient behaviour from midwives; this is also the argument presented to explain participants’ agreement in obedience literature (e.g., Blass, 2002; Meeus & Raaijmakers, 1995; Milgram, 1974). 


The irony is that obedience is essential for efficient running of maternity services, especially those within the hospital setting. At times it is necessary for midwives to seek out suitable advice and follow well intentioned direction from senior staff or senior management. Examples of this include, adherence to health and safety legislation, infection control procedures and fire evacuation procedures. So while there is a need for power, as in authority based structures, it is also useful to deconstruct hierarchies so as misdirection and misuse of power can be identified.

Implications for Midwifery Practice

The results of the Hollins Martin studies have important consequences for evaluating the care that midwives’ offer to childbearing women. What has been shown is that supporting women with choice and evidence-based practice is difficult to achieve when a midwife is placed within a hierarchy. Fundamentally midwives are presented with two conflicting directives: (1) Follow social policy documents that direct provision of informed choice and control to childbearing women (DoH, 1993; DoH, 2003; DoH, 2004). (2) Be an allegiant member of a hierarchical structure that imposes rules, policies, protocols and administers sanctions for failure to comply. It is important that those who organise the maternity services recognize that these two requirements conflict. Midwifery officialdom should look forthrightly at the midwives’ dilemma. 

One response is for those in charge to do for the midwife what they cannot do for themselves. Senior midwives must incorporate the women-centred and evidence-based element into their directives and 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, when a hierarchy exists, the senior midwife is likely to lead the care even when a junior has constructed a picture of a childbearing woman’s preferences. Hence, 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 or inhibiting introduction of a new evidence-based practice. Furthermore, universities could incorporate into their curriculum communication skills training on how to question direction from authority. Assertiveness training may also help midwives act out their beliefs about particular options in given situations. An even simpler solution would be to flatten the hierarchy and free midwives to work as the autonomous evidence-based practitioners they are trained to be. 
These responses flow from the most important conclusion of these studies - the predictability that midwives will follow direction from a senior person. The social influence shown in the Hollins Martin studies are ample reason for proposing that an analytical reassessment of existing organizational structures takes place.
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�BOX ONE


Olsen (1997) carried out a meta-analysis of the relative safety of homebirth compared to hospital birth. A total of 25,000 births from five different countries were studied. The results found no difference in survival rates between babies born at home and those born in hospital. However there were several significant differences between the groups. Fewer medical interventions occurred in the homebirth group. Fewer home babies were born in poor condition. The homebirth mothers were less likely to have suffered lacerations during birth. They were less likely to have had their labours induced or augmented by medications or to have had caesarian sections, forceps or vacuum extractor deliveries. As for maternal deaths, there were none in either group. 





� BOX TWO


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. 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 et al., 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).





�Confirmatory factor analysis of the structure of the Social Influence Scale for Midwifery (SIS-M) has been reported in: Hollins Martin, C. J., Bull, P. & Martin, C. R. (2004). The social influence scale for midwifery (SIS-M): factor structure and clinical research applications. Clinical Effectiveness in Nursing, 8 (2), 118-121.








� The main findings of Experiment One have been reported in: Hollins Martin, C. J. & Bull, P. (2005). Measuring social influence of a senior midwife on decision making in maternity care: an experimental study. Journal of Community and Applied Social Psychology, 15, 120-126.





� The calculation of statistical significance in ANOVA is based on the F-ratio.  The F-ratio is the variation in the data due to manipulation of an independent variable divided by the variation due to experimental error. The null hypothesis represents a ratio that equals 1. Statistically, the null hypothesis is rejected if the F-ratio is sufficiently large that the possibility of it equaling 1 is smaller than the standard convention for statistical significance ( p = 0.05 or one in twenty).


 





� The main findings of Experiment Two have been reported in: Hollins Martin, C. J. & Bull, P. (2004). Does status have more influence than education on the decisions midwives make? Clinical Effectiveness in Nursing, 8 (3-4), 133-139.








� The main findings of this qualitative analysis are to be reported in: Hollins Martin, C. J. & Bull, P. (in press). What features of the maternity unit promote obedient behaviour from midwives? Clinical Effectiveness in Nursing.
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