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Measuring social influence of a senior midwife on decision making in maternity care: an experimental study 

ABSTRACT

Changing Childbirth (DoH, 1993) requests provision of more choice, continuity and control for women during pregnancy and childbirth. In this context this study considers whether midwives’decisions are influenced by a senior midwife. A simple, valid and reliable scale - the Social Influence Scale for Midwifery (SIS- M) - was devised to measure and score midwives’ private anonymous responses to ten clinical decisions. The SIS-M was initially administered as a self-completed postal survey by 209 midwives. Following a 9-month time gap, a stratified sample of sixty (20 E, F, G grade midwives) were invited for interview in which a senior midwife attempted to influence SIS-M responses in a conformist direction. Overall, a 3 ( 2 (E, F, G grade midwives х private and interview SIS-M scores) analysis of variance (ANOVA) revealed midwives were significantly more conformist when influenced by a senior midwife, in comparison to private anonymous responses. No significant interaction between groups was found. These findings indicate that there is influence of a senior midwife on clinical decisions that should be woman-centred, according to Changing Childbirth (2003). The implication is that this influence may remove choice from women. 

Measuring social influence of a senior midwife on decision making in maternity care: an experimental study 

INTRODUCTION

This study deals with communication processes between midwives, with specific focus on how subordinates perceive and respond to the guidance of a person in authority. Of particular interest is the response behaviour displayed when a senior midwife attempted to influence a subordinate to respond to a clinical decision in a specific way. 

Interest was initiated by a UK social policy document - Changing Childbirth (DoH, 1993). In the late 1980s, pressure groups - the NCT (National Childbirth Trust) and AIMS (Association for Improvements in the Maternity Services) – had voiced to the government their discontent about active management of labour that did not take women’s wishes into account (Cross, 1996). In 1992, the House of Commons Health Committee commissioned a national research study chaired by Nicholas Winterton. The Winterton report (1992) provided evidence that many women felt disempowered in relation to choice and control over their birth experiences. In 1993, the UK government produced the Changing Childbirth Report, which firmly placed choice and control in the hands of women:

“The woman must be the focus of maternity care. She should be able to feel she is in control of 

 what is happening to her, and able to make decisions about her care, based on her needs, having

 discussed matters fully with the professionals involved” ( DOH, 1993, p 9). 

Changing Childbirth (DoH, 1993) has presented midwives with the ongoing challenge of developing a woman-centred service, within an environment underpinned by hierarchical control. A time scale of 5 years was proposed; however many maternity units still fall short of agreed targets (ENB, 1997).

This study examines the issue of whether a midwife, who refuses a particular request of a childbearing woman, can legitimately invoke the justification of superior instructions. The major complaint that emerged from Changing Childbirth (1993) was that the decisions made often did not reflect the preference of the woman. This practice violates the provision of ‘women-centred care’ on two counts: first, that a woman should be provided with informed choice; second, that the woman should be in control of her birth experience. This raises the important issue of the salient features within the environment of a maternity unit that make it difficult for subordinates to perceive the appropriate response as one that is the preference of a particular woman in her care. 

Research shows that within hierarchical relationships, individuals have a propensity towards obedience to authority, 65% depending on experimental variation (Milgram, 1974). 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). Asch (1955) also showed conformity in his line judgement task with one in three (37%) participants yielding to group pressure (see Bond & Smith, 1993 for reviews). Interest in obedience and conformity has also been extrapolated from laboratory studies in order to further our understanding of social influence in the wider world (Meyer, 2003). 

These issues can be located within a broader and well-established research agenda. Obedience experiments highlight the importance of superordinate-subordinate relationships in which people become the agents of a legitimate authority to whom they relinquish responsibility for their actions (Krackow & Blass, 1995). Once they have done so, their actions are no longer guided by their conscience and by their perception of best practice, but by the adequacy with which they have fulfilled authority’s wishes. Such experiments show that the majority readily relinquish their cognitive and social moral competence and therefore lose the capacity to decide in favour of a person lower in the hierarchy (Milgram, 1974). This makes obedience and its relationship to clinical decision-making in midwifery an issue worthy of address. 

The rhetoric of ‘woman-centred care’ and choice provision directed by Changing Childbirth (DoH, 1993) may be difficult to achieve in a hierarchy that appoints people to positions of authority over such decision making. Once in position, authority has the power to redefine norms and objectives (Haslam, 2001), which may or may not conflict with a woman’s particular choice of birth experience. Obedience experiments tell us that high status health professionals may have more power to influence obedience (Hofling et al., 1966). This may in turn have a profound effect upon whether a woman is permitted a ‘water birth’, a particular style of pain relief, to adopt alternative positions in labour, or have several ‘birth partners’ present at her birth. None of these activities present threat to maternal or fetal outcome and therefore ought to be ‘client-led’. Junior midwives may therefore be presented with moral conflict between a drive for obedience to authority and their role as advocate for women. This study attempts to provide insight into the dynamics of social influence of superiors upon the decisions of junior midwives. A method is presented that evaluates midwives’ reactions to social influence from persons in authority. 

METHOD

A formal test was devised to measure social influence effects of a high status midwife on decision-making within midwifery practice.

PARTICIPANTS

Participants were recruited from 7 regions of North Yorkshire. The hierarchical system in the profession is pyramidal. E grades have least responsibility, earn less money and function as part of a team led by senior midwives. G grades have more status and are ward managers or community team leaders (sisters). F grades are intermediate in status; they take charge when the G grade is absent and function as a team member when present. Participants were divided into three groups: (1) 20 E  (2) 20 F  (3) 20 G grade midwives.

DESIGN

In a private measure, the SIS-M was used to collect responses to 10 clinical decisions (The Social Influence Scale for Midwifery (SIS-M) (see Table 1).  The SIS-M was sent out by post to 323 midwives based at 7 hospital sites. The SIS-M was self-completed by midwives and returned via the post.  209 completed SIS-M forms were returned, representing a return rate of 65%. 

              In a public measure, an interview was devised in which a senior midwife introduced information intended to influence junior midwives’ responses to SIS-M questions in a conformist direction. At the time of interviews, the experimenter who interviewed participants was employed as a lecturer in midwifery. In this capacity she worked at the local maternity hospital as the link midwife to the university. This role equates to a management position, being paid at an H grade equivalent, and is perceived within the hierarchy as senior to all the participants. Sixty (20 E, F & G grade midwives) were randomly invited for interview in which a lecturer in midwifery attempted to influence SIS-M responses in a conformist direction. Both measures were scored and compared to ascertain (1) whether or not midwives’ responses can be influenced by a high status peer, and (2) whether or not the grade of a midwife moderates the attempt to influence changes in decisions.  

TABLE 1

DEPENDENT VARIABLE
Appropriate validity and reliability tests were performed in the construction of the SIS-M. The internal reliability of the test was assessed through Cronbach’s alpha (Cronbach, 1951), with a coefficient of 0.6 for time 1 (private measure) and 0.67 for time 2 (public measure). George and Mallery (2003) state that 0.7 is acceptable and that 0.6 is questionable, although an increase in the alpha value is partially dependent upon the number of items on the scale. The SIS-M is kept deliberately short because it was intended to limit the length of interview to one hour. Had it been longer the Cronbach alpha coefficient might have been higher. This also suggests that more work on internal reliability may be required.

The SIS-M is scored using a 5-point Likert scale based on 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: 

(Question)  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.

                   Strongly             Agree
          Neither Agree           Disagree            Strongly

                   Agree
                        or Disagree


Disagree

 Scores
           1                       2                       3                            4                        5

FORMAT OF INTERVIEWS

A case study was presented to the participant before each SIS-M question, e.g., in Q2:

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. 

A senior midwife read aloud information intended to influence the participant’s response in the most conformist direction e.g. in Q2 items introduced were:-

Item 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. 

This item was designed to remind the participant that ‘safety scoring identifies factors which increase risk of adverse outcome’ (Enkin et al, 2000, p 49). The aim was to arouse fear of potential complications, even when the woman in the virtual case study clearly has a healthy pregnancy. 

Item 2 -  Ann is a reasonable woman, one of 95% who accepts advice of professionals, even 

               when option of having her baby in hospital is second best.

This item reminds the participant that most people seek expert advice on matters they know little about. Likewise, the woman in the virtual case study is likely to appeal to the expert who disapproves of home confinement. 

Item 3 -  Midwives often struggle to maintain good relationships with consultants, which could be 

               damaged through challenge, particularly if things go wrong. 

This item highlights that work associations are important and that arguments may be destructive for future relationships.   

Item 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. 

This item suggests that it is ambiguous to expect a consultant to lead care in one situation and not another. 

The general intention was to make explicit the preferred response of the senior midwife to the SIS-M question. On this issue, the interviewer Strongly Disagreed with the question asked.

SIS Item 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.

       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

A 3 ( 2 (E, F & G grade midwives ( private and interview) analysis of variance (ANOVA) was performed. There was a significant main effect of the private and interview independent variable, (F(1,57) = 249.62, p = 0.001) with higher scores on the public measure. For means and standard deviations see Table 2. No significant interaction between independent variables 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).

TABLE 2

DISCUSSION

Results showed that after the experimental intervention midwives scored significantly higher on a measure of social influence. The intervention was targeted at making responses more conformist and was successful in this respect. One plausible explanation for such success is that all grades of participants viewed the interviewer as higher in status than themselves. Conversely, the failure to find any effect due to relative status may have been because the interviewer’s status was in fact higher than all the E, F and G grade midwives who took part in the study. Had the interviewer been an F grade, results might have been very different. 

As noted earlier, Milgram (1974) showed that an authority figure can produce complete obedience in 65% of participants (Experiment 5, Milgram, 1974). Comparatively a person perceived as similar in status reduced levels of obedience from 65% to 20% (Experiment 13, Milgram, 1974). In Milgram’s Experiment 13, many of the participants would refuse to go along with instructions of a person of similar status, which showed that people feel free to threaten a person of perceived equal status. Milgram also asked a confederate authority figure to pretend to be disgusted by the participants’ refusal to comply with the common man and to take over shock administration (Milgram, 1984, Experiment 13a). Most of the participants in Experiment 13 protested against the common man’s request (80%) and when an authority figure took over, obedience reverted to 68.5%. Five participants took physical action against an equal, which shows that people feel free to pressure the common man. This attitude sharply contrasts with the deferential politeness participants invariably displayed to the high status experimenter in the other conditions. Moreover, when the situation is reversed, when the experimenter played the victim and ordinary man gave instructions, obedience drops to 0% (Milgram, 1974, Experiment 14). This confirms that obedience occurs in response to authority. Action therefore 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. 

Within this study all the participants were lower in status than the interviewer, therefore one could anticipate a large influence effect. Comments made by several participants confirmed the relationship of status to obedience: 

‘ I am more likely to do what a senior person says. Their decisions are more valid because 

  of their position’.

‘I would listen because after all she is more experienced than me.’

Pro-social obedience and conformity is essential within hospitals, as people seek out suitable advice and follow orders that are typically well informed and of sound intention. If they did not do this, patients would fail to receive appropriate medication and treatment. For example, a midwife who failed to respond to instruction to give an anti-hypertensive medication may cause an eclamptic fit. However, there are occasions when a person in authority expresses a preference that should be the personal choice of the woman concerned, quite simply because no dangerous consequences would result from her preferred option. Examples might be, a woman who wants multiple birth partners present at her delivery, a water birth or entonox for pain relief. In such situations, obedience or conformity with another midwife’s view constitutes failure to provide woman-centred care. 

CONCLUSION

Results showed that a senior midwife was able to influence decisions, many of which should be woman centred. When a hierarchy exists, a senior midwife is likely to lead care, even when another midwife has built a picture of a woman’s birth values and preferences. Clearer definition of roles would reduce confusion over the limits of practitioner’s responsibilities. To flatten the hierarchy may also be another solution. 
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Table 1.  Social Influence Scale (SIS).
_________________________________________________________________________________

(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.

_________________________________________________________________________________

                         Table 2.  Means and Standard Deviations of Private SIS and Public SIS measures. 
                                      ___________________________________________________





   Group Type 
Mean
  Std. Deviation       N



           ___________________________________________________

                                       Private Total      G                23.75           3.82
   20

                                 

           F                 23.55           4.59
   20

                                 
                         E                21.65           3.66
   20




                    Total               22.98           4.09               60


                         ____________________________________________________

                                       Public Total       G                35.10          6.21
                 20

                                 

           F                36.95          5.46
   20

                                 
                        E                33.75          5.72
                 20





      Total               35.27          5.86                 60



           ____________________________________________________

� Note: The scores are not shown on the SIS-M but are shown here for illustration.
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