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Midwifery student reactions to workplace violence 

Abstract 

Problem: Workplace violence, incidents against people in their workplaces, is a growing 

problem in Australia causing untold personal suffering as well as costing Australian 

businesses in productivity.  

Midwives have been highlighted as a group particularly at risk, yet in Australia there is little 

research into workplace violence against midwives and even less into midwifery students.  

Aim: This study aimed to uncover Australian midwifery students’ responses to workplace 

violence as well as to gauge the impact of workplace violence on them.  

Methods: Cross-sectional survey design was employed. Second and third year students were 

invited to participate at the end of a scheduled lecture. Fifty-two female midwifery students 

who had completed their work placement completed a survey indicating their immediate 

responses to workplace violence as well as the Impact of Event Scale. Data were analysed 

using descriptive statistics. 

Findings: Most students notified a co-worker immediately after a workplace violence 

incident, yet few completed an incident form or received official debriefing. 

Discussion: There is a need for the reporting of workplace violence against midwifery 

students to be made easier to access thereby ensuring they can receive the assistance they 

require. Midwifery students need to understand the processes and supports in place for 

managing instances of workplace violence. 

Conclusion: Clinical placements can impact on midwifery students’ future careers. 

Universities need to prepare students for the possibility of workplace violence and arm them 

with appropriate strategies for safely dealing with it. 
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Introduction 

Problem Workplace violence is an increasing problem in health care. 

What is already known  
 

Midwifery students are in a position where they may be 
subject to workplace violence during clinical placements. 
There is insufficient evidence on how midwifery students 
respond to such events. 

What this paper adds 
 

This is the first report to provide information about of how 
midwifery students respond to workplace violence, both 
initially and later. Suggests that these events may cause signs 
of preclinical post-traumatic stress.   

 

Workplace violence, incidents against people in their workplaces, is a hidden problem in 

Australia. There is as yet no uniform protocol or mechanism utilised in most workplaces to 

successfully collect data on workplace violence incidents (1) and compounding this issue, 

workplace violence is severely underreported by victims (1, 2). As a result, research into 

violence in Australian workplaces is a difficult undertaking. With that said, the healthcare 

sector is often reported to be one of the more at risk work environments (1), to the extent that 

workplace violence has begun to be seen as “just part of the job” by health care staff (3). Yet 

with almost 50% of surgical staff experiencing workplace violence (4), violence in medical 

workplaces has reached endemic levels (5-8).    

 

While research into workplace violence in healthcare emphasises the prevalence rates and 

types of violence encountered (4, 9), solutions offered often focus on what a victim of 

workplace violence can do to prevent or minimise the severity of the incident (10, 11). A 

2014 study into workplace violence against Canadian paramedics found that during a 

workplace violence incident, victims will attempt to deal with the situation themselves, call 

for help from a partner or police, physically or chemically restrain the perpetrator and in 

severe cases, retreat from the scene to the ambulance until the perpetrator has been subdued 

(12). The study continued to report that following the incident of workplace violence, victims 
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often do not formally report the behaviour or notify a superior (12). Furthermore, some 

victims took time off work, sought professional counselling, and even changed their 

workplace position to avoid future abuse (12). Similarly, a study of Iranian emergency 

medical technicians found that 25% of victims did nothing and 52% dealt with the situation 

themselves (13). Only 14% of Iranian victims reported the incident to their superiors (13). 

While these studies demonstrate common responses to workplace violence, Farrell et al. 

found in a sample of Australian nurses that taking no action or attempting to deal with the 

situation alone were the strategies considered least helpful (14). Talking to colleagues was 

considered most helpful (14). Combined, this demonstrates that the techniques used by 

healthcare workers to deal with workplace violence may not be effective (11). Hence, the 

impact of workplace violence on different victims varies dramatically.   

 

How an incident is likely to impact a victim is dependent on a number of factors. The type of 

violence: physical abuse, verbal abuse, intimidation, property damage or theft, sexual 

harassment, or sexual assault; as well as individual factors such as resilience and resistance to 

trauma all play a role in determining what the impact of workplace violence might be on a 

victim (15, 16). With that said, the impact of workplace violence is most often discussed in 

terms of post-traumatic stress disorder (17) and worker burnout (18-20).    

 

Post-traumatic stress disorder is an anxiety disorder which manifests after a person is 

subjected to a traumatic experience. While some victims of workplace violence may never 

develop traumatic stress symptoms, others may go on and acquire a full clinical diagnosis 

(21). With symptoms such as hypervigilance, intrusive thoughts, distortion of blame and 

emotional blunting (22); even sub-clinical cases of traumatic stress can decrease the standard 

of care given by medical staff. With the same end result, burnout causes emotional 
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exhaustion, depersonalisation and a negative self-perception of achievement (20). A study of 

441 Spanish healthcare workers found that those exposed to verbal and physical violence 

showed significantly higher levels of burnout and anxiety symptoms compared to those who 

had not, and that the amount of violence experienced was associated with severity of 

symptoms (23). A similar study with American emergency nurses found that 94% developed 

traumatic stress symptoms after a physical violence incident while also showing links 

between workplace violence and reduced work productivity (24). This demonstrates that 

workplace violence not only has short term repercussions, but can cause long term harm that 

may reduce the quality of care provided by medical health professionals as well as costing 

healthcare institutions in monetary terms and lost productivity.   

 

Midwives have been described as a population within the healthcare sector particularly 

vulnerable to workplace violence (25). They are confronted with women in extreme pain and 

work in highly stressful life or death situations. Few studies on workplace violence against 

Australian midwives exist (25), and fewer discuss the effect workplace violence has on 

midwives, and to the authors’ knowledge, none have explored the effect workplace violence 

has on midwifery students.  

 

Midwifery students are placed in similar situations to fully qualified midwives with similar 

exposure to workplace violence yet without the full skillset (9). Furthermore, for many 

students, clinical placement is their first exposure to midwifery work and also plays a key 

role in influencing career decision making and employment choices (26). Hence, students’ 

exposure to workplace violence on placement may have a different level of impact compared 

to registered midwives. As such, this study aimed to explore Australian midwifery students’ 
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responses to workplace violence as well as to gauge the impact of workplace violence upon 

them. 

Methods 

Study Design 

This was a cross-sectional study (survey) using a self-administered paper-based questionnaire 

to elicit responses about the effects of workplace violence. 

Population 

There were 103 second and third year Bachelor of Midwifery (BMid) students from one 

university in Victoria, Australia, eligible for inclusion in the study. First year students were 

not included as they had not undertaken any clinical placements at the time of the study. 

Instrument 

This study used the Paramedic Workplace Violence Exposure Questionnaire (PWVEQ) (27) 

which was deemed relevant for use by a midwifery student population as there were no 

paramedic specific questions in the tool. The PWVEQ was previously used in a study with 

paramedics and demonstrated face and content validity with no psychometric analysis that 

has been published.  The PWVEQ consists of four sections: demographics, experience of 

violence, response to violence, and the impact of event scale (IES) (28). The Experience of 

Violence section consisted of six identical ten question subsections, requiring the participants 

to disclose the location, perpetrator and immediate response to different forms of workplace 

violence: verbal abuse, property damage, intimidation, physical abuse, sexual harassment, 

and sexual assault (27). The response to violence section required participants who had 

experienced workplace violence to complete a ten question 5-point Likert scale assessing 
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how often they responded to workplace violence in a particular way, with “1” indicating they 

had never responded in that way and “5” indicating they always responded in that way. The 

IES is a 17 question, 4 point Likert scale assessing the intrusiveness and avoidance of 

thoughts or feelings about a traumatic event. Scores reflect how frequently an item is 

experienced with scores of: “0 – never”, “1 – rarely”, “3 – sometimes”, “5 = often”. Items are 

totalled for each factor and to obtain a total score. Total IES scores greater than 24 indicates 

moderate impact and a score greater than 43 indicates severe impact.  

Procedures 

At the end of a lecture, students were invited to remain behind and listen to a briefing about 

the study by one of the researchers. Following the briefing, students who agreed to be 

involved in the study received hard copies of the explanatory statement which they read prior 

to being given a questionnaire. Participation in the study was anonymous and voluntary with 

students able to withdraw from the study up until they submitted the questionnaire to the drop 

box on leaving the lecture theatre. A student’s questionnaire was not able to be retrieved from 

the drop box due to the anonymous nature of the questionnaire. Implied consent to 

participating in the study was given by completing and submitting the questionnaire. 

Depending on the student’s exposure to workplace violence and the effect it had on the 

student, the questionnaire took between 10 and 20 minutes to complete. 

Data Analysis  
Data were analysed using SPSS (Statistical Package for the Social Sciences, Version 23.0, 

IBM Corporation, Armonk, New York, U.S.A.).  Descriptive statistics were used to 

summarise the data. Inferential statistics, a related samples t-test, was used to determine any 

difference between the intrusion and avoidance sub-scales of the impact of event scale.  
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Ethics 

The study received ethical approval from the Monash University Human Research Ethics 

Committee before commencement. Participants were unknown to any of the research team 

members. 

Results 

There were 52 students who completed the questionnaire, a response rate of 50.5%. All 

students were female with the students’ mean age being 28.7 years, median age 25.5 years, 

range 19 years to 45 years.  There were 21 (40.4%) students in second year and 31 (59.6%) in 

third year. 

 

Table 1 shows the immediate response to workplace violence performed by midwifery 

student victims, with most immediately notifying a co-worker or supervisor of the incident.  

In contrast, Table 2 displays the percentage frequency of response to workplace violence by 

student victims after the event, showing that while a victim may have discussed the incident 

with somebody, they rarely completed an incident report or receive professional debriefing.  

 

There were 25 students who completed the IES section. Total scores on the IES ranged from 

14-48 (M = 28.23, SD = 10.81). Scores on the two subscales ranged from 7 to 26 and 7 to 27 

on the intrusion (M = 13.52, SD = 6.09) and avoidance (M = 14.71, SD = 5.49) subscales 

respectively. A related samples t-test was carried out to test for a difference between the 

intrusion and avoidance subscales. The difference was found to be significant with 

participants scoring higher on the avoidance subscale than on the intrusion subscale, , t(51) = 

2.05, R2 = 0.076, p=0.046. 
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Discussion 

This is the first study internationally to investigate midwifery student response to workplace 

violence acts and the impact the exposure had on the student.  The study found that most 

students informed a colleague about workplace violence exposure immediately after an 

incident and then informally debriefed with a friend or co-worker. The workplace violence 

tended to cause students to show signs of preclinical post-traumatic stress, with participants 

showing significantly more intrusive behaviours than avoidance behaviours. 

 

While workplace violence is an important welfare issue that must be tackled head on, it is 

useful to study effective means of dealing with workplace violence should it occur. Table 1 

highlights two main types of behaviour that the participants performed: active and passive. 

On the one hand, some participants felt confident enough to confront the perpetrator or at 

least informed a co-worker or supervisor who dealt with the issue for them. On the other 

hand, other students either “did nothing” or avoided the perpetrator of the workplace 

violence. Unfortunately, very few students elected to complete an incident report form, a 

finding mirrored in Table 2.  

 

Safe Work Australia’s guide for preventing and responding to workplace bullying 

recommends that should a person feel comfortable, they may handle the situation themselves 

or else they should inform someone who is able to assist (29). Either way, the guidelines 

insist that the incident be reported promptly (29). This study found that while many students 

completed the first recommendation, few completed the second. This pattern of response is 

likely the cause of results displayed in Table 2. 
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Table 2 shows what actions participants took in the days after the workplace violence 

incident occurred. Importantly, it demonstrates that participants generally did something in 

response to workplace violence, with no participants indicating that they always or even often 

did nothing. Unfortunately, 88.8% of participants never completed an incident report and 

only 11.1% received professional debriefing. Instead, it appears that most participants were 

debriefing with friends, family or co-workers rather than through official channels. It is likely 

that by not completing incident reports, students are not alerting the necessary parties and as 

such are not receiving formal debriefing.  

 

Anecdotal evidence suggests that students do not report acts of WPV against them as they do 

not want to diminish their chance of getting a job with the health facility they did their 

clinical placement in, and in some cases the student does not trust the hospital staff they 

would be reporting to.  Fortunately, there are a number of ways to combat this lack of official 

reporting. First, research should be performed to explore the barriers to reporting incidents of 

workplace violence by midwifery students. Second, wider education of midwifery students 

concerning the facilities available and occupational health and safety (OH&S) protocols in 

both their placement workplace as well as their university could give students trust and 

confidence to report incidents of workplace violence. Thirdly, Table 2 shows that most 

students discussed the workplace violence incident with their supervisor, therefore 

supervisors must strongly encourage students to complete an incident report, thereby 

allowing the incident to be handled by institutional protocol. This ensures that the student is 

given the support they require and the workplace can implement strategies to prevent the 

violence in the future. 
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The second focus of this study highlighted the effect workplace violence has on Australian 

midwifery students. Approximately 50% of the students completed the IES section of the 

survey with the IES average of 28.23 which is above the threshold for moderate impact, 

indicating that many of the students experienced traumatic stress symptoms to an extent that 

it may have had a significant impact on their daily living. Furthermore, the upper limit of the 

total IES score of 48 is above the average score of those diagnosed with stress disorders (28).  

These findings highlight that some of the students should have been followed up and that 

their exposure to the WPV act may have had some initial effect and potential long term 

psychological effect on their wellbeing. However, follow up was not possible due to the 

anonymous nature of the survey and the lack of documented reporting. Furthermore, previous 

exposure to traumatic incidents and acts of WPV were not identified and hence the potential 

cumulative effect of the recent WPV exposure is not measurable. 

 

Although this study did not assess the flow on effect workplace violence caused, it is likely 

that with such high IES scores, the quality of care provided by midwifery student victims 

decreased while burnout increased (21, 24). Even though the IES survey was originally meant 

to be administered soon after exposure to a traumatic event subsequent studies, including this 

one, have not necessarily followed this. Even in the original study by Horowitz et al some 

participants were administered the survey a year or more after the traumatic event, the 

average time to the survey administration was 25 weeks (28). For this study, the IES was 

administered several weeks and up to a few months after exposure to WPV. However, there 

is a suggestion that the intrusion and avoidance are dissociated soon after exposure to WPV 

but over time they become associated (30).  A longitudinal study into the long term social, 

economic, and professional effects of workplace violence on Australian midwifery students is 

required to assess the full impact that workplace violence has on a victim.  
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The IES was used in this study, and previous paramedic, student paramedic and student 

midwife WPV studies, as there is a lack of a universally employed PTSD instrument in 

assessing the effect workplace violence on healthcare workers, especially students.  Changes 

to the PTSD definition over the last two versions of the American Psychiatric Association 

Diagnostic and Statistical Manual of Mental Disorders may go part of the way to explaining 

this lack of a consistency with using one PTSD instrument (31).  A recent psychometric 

assessment of the IES by Hogan et al. (32) using Australian paramedic data found that the 

original two factor scale developed by Horowitz et al. (28) was still relevant and produced 

slightly better results. 

 

Another interesting finding is the significant difference between the avoidance and intrusion 

subscales of the IES with students showing more avoidance symptoms compared to intrusive 

symptoms. Intrusion relates to how the WPV act intruded into their life, e.g. disturbed dreams 

and intense feelings following the act of WPV.  Whereas avoidance relates to how the 

participant attempted to avoid the consequences of the WPV act e.g. being aware of 

“emotional numbness” and denial of outcomes from the WPV act (28).  This increase in 

avoidance could be seen as the student trying to distance themselves from the experience of 

the WPV exposure, thereby demonstrating the need for reporting and follow up.  The 

midwifery students also tended to think about the incident of workplace violence even when 

they did not want to. This leads to presentism and distractibility in the workplace which 

lowers worker efficiency and possible burnout (18-20). 

 

Future research should endeavour to recruit more midwifery students from different 

universities around Australia and employ a longitudinal approach to assess the long term 
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impact of workplace violence on midwifery students. A longitudinal study including graduate 

midwives and midwives with several years of experience may also highlight issues related to 

leaving the job and any long term psychological issues as a result of WPV exposure as a 

student. 

 

While this study details novel information, it suffers from some limitations. Firstly, the IES is 

most informative when administered a week or so after the incident (28). This study’s 

methodology required the midwifery students to recall workplace violence incidents from the 

previous year. As such the IES, while still reliable, loses some validity in assessing the 

impact of the workplace violence on the students. Secondly, the cohort size of the study 

prevents a meaningful analysis of the responses to, and effect of, workplace violence by the 

six defined types of violence. It is possible that the responses to, and impact of, the different 

types of workplace violence are significantly different to each other, however this study could 

not determine whether that was the case. Finally, although it would appear that this study 

suffers from a female dominated sampling bias, investigation into the ratio of male to female 

midwives in Australia indicates that this is not a significant issue (33). Yet this group may 

have been more vulnerable due to gender and student status.  

Conclusion 

Workplace violence against midwifery students causes undue suffering and may impact on 

the way students view their chosen profession. Victims are often not given the proper care by 

institutions who remain unaware of the issues. Structures need to be put in place to allow for 

midwifery students to feel comfortable reporting workplace violence and accessing the help 

they require. 
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Tables 

 

 Did 

nothing 

Dealt with 

situation 

personally 

Co-worker 

dealt with 

situation 

Made 

formal 

complaint 

Backed 

off/avoide

d the 

perpetrator 

Notified co-

worker/superviso

r 

Verbal 

abuse 

2 2 1 - 1 4 

Intimidation 3 5 1 1 2 4 

Sexual 

harassment 

1 - - 1 1 1 

Total 6 7 2 2 4 9 

Table 1: Immediate response of midwifery students to workplace violence. Multiple responses 

to the same incident are entered separately 
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 Never 

n(%) 

Once 

n(%) 

Sometimes 

n(%) 

Often 

n(%) 

Always 

n(%) 

Did nothing 4(44.4) 3(33.3) 2(22.2) - - 

Discussed with friends or family 1(11.1) - - 5(55.5

) 

(3)33.3 

Discussed with colleague - - 2(22.2) 3(33.3

) 

4(44.4) 

Discussed with supervisor 1(11.1) - 3(33.3) 1(11.1

) 

4(44.4) 

Received professional 

debriefing/counselling 

8(88.8) - - - 1(11.1) 

Completed an incident report 8(88.8) - - - 1(11.1) 

Took days off work 8(88.8) - 1(11.1) - - 

Took on a different role 9(100) - - - - 

Sought medical attention 9(100) - - - - 

Table 2: Frequency of response to workplace violence by midwifery student victims  
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