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Workplace violence is a serious and surprisingly understudied occupational hazard mn social
service settings. The authors of this study conducted an anonymous, Internet-based survey
of Massachusetts social service agencies to estimate the incidence of physical assault and ver-
bal threat of violence in social service agencies, understand how social service agencies col-
lect data on workplace violence, and identify disparities in who is at risk in terms of staff
education and tramning level and the work setting. The study gathered general descriptions
of each agency and compiled incidence data on workplace violence that were collected by
agencies in fiscal year 2009. The key findings of this descriptive study showed high rates of
workplace violence against social services providers and a pattern of risk disparity, with sig-
nificantly more risk for direct care versus clinical staff. These results are based on data rou-
tinely collected by social service agencies that typically remain unexamined. A research
agenda that 1s sensitive to potential occupational health disparities and focuses on maximiz-

ing workplace safety in social services is needed.
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orkplace violence is a serious and sur-

prisingly understudied occupational

hazard in social service settings (Jayar-
atne, Croxton, & Mattson, 2004). In relation to
other employment sectors in the United States,
health care and social assistance (HCSA) is among
the most dangerous. For example, according to the
most recent Bureau of Labor Statistics (BLS) report
on workplace violence, the median number of
days lost as a result of assault for private sector
workers employed in HCSA was twice that of the
private sector as a whole (9.7 compared with 4.9
per 10,000), and for state HCSA employees the
median was more than four times that of all state
employees (136 compared with 30 per 10,000)
(BLS, 2010). Studies conducted since the 1990s,
many in response to deteriorating working condi-
tions and service quality resulting from underfund-
ing and program cuts, have consistently found high
rates of physical assault (3 percent to 30 percent)
and verbal threat of assault (42 percent to 82 per-
cent) (Ringstad, 2009). In Massachusetts, where
our study was conducted, three members of the
social service workforce have lost their lives as a
result of workplace violence since 2008.

Yet the topic of workplace violence in social ser-
vices has received scant attention within social work
and the public health and occupational health litera-
ture. For example, a search for the terms “social
work”™ and “workplace violence”™ on EBSCO Aca-
demic Search Complete (which includes most social
work— and occupational health—focused joumals)
between 2001 and 2011 tumed up only nine
empirical studies; considering the range of popula-
tions served by various social services and practition-
ers, this means that many settings where workplace
violence 1s a nisk have not been studied at all.

Theretore, there 1s a need to better understand
workplace violence in social services to create poli-
cies and initiatives that make social services safer for
the workforce and the people they serve. Building
on previous literature, this descriptive study has
three aims: (1) to estimate the fiscal year (FY) 2009
reported incidence of physical assault and verbal
threat of assault in participating Massachusetts social
service agencies; (2) to understand how different
social service agencies collect data related to work-
place violence; and (3) to identify disparities in risk
for workplace violence in staff education and train-
ing level and the settings of workplace violence.
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BACKGROUND

What Counts as Workplace Violence?

Studies of workplace violence among social workers
typically include physical assault, verbal threat of
assault, verbal abuse, and property damage (Newhill,
1996; Rey, 1996; Shields & Kiser, 2003; Spencer &
Munch, 2003; Winstanley & Hales, 2008). Some
studies include sexual and racial or ethnic harassment
in their defimtion of workplace violence (Guter-
man, Jayaratne, & Bargal, 1996; Hoobler & Swan-
berg, 2006; Jayaratne, Croxton, & Mattison, 2004;
Koritsas, Coles, & Boyle, 2010; McDonald & Siro-
tich, 2005; Pollack, 2010; Ringstad, 2003). Few
studies have used conceptually framed, validated
tools to measure workplace violence (Ringstad,
2005; Winstanley & Hales, 2008); most rely on the
individual worker’s subjective detinition of “work-
place violence™ to account for the variation in per-
ceptions of what is “violent” (Guterman et al.,
1996; Jayaratne et al., 2004; Koritsas et al., 2010;
McDonald & Sirotich, 2005; Newhill, 1996;
Pollack, 2010; Rey, 1996; Shields & Kiser, 2003). In
our study, workplace violence i1s operationalized as
incidents of physical violence or verbal threat of vio-
lence by clients directed at social service staff and
captured by an agency’s reporting systen.

The most frequently used study design to est-
mate prevalence of workplace violence is a survey
of NASW members (Jayaratne et al., 2004; New-
hill, 1996), though this design could underrepre-
sent minorities and those who work n agencies
and overrepresent social workers in private practice
(NASW, 2008). Of the few studies that took place
at agency level or analyzed routinely collected
imjury data, one examined national BLS data on
time lost as a result of physical assault (Respass &
Payne, 2008), another gathered national data
through local unions (American Federation of
State, County and Municipal Employees, 1999),
and a third was a case study of an agency in an
urban setting with high crime and violence rates
(Bell, Mock, & Slutkin, 2002). Our study adds to
the knowledge base by reporting on incident data
routinely collected by social service agencies in a
geographic region.

Who Is Most at Risk for Workplace
Violence?
Several studies have found increased risks for male

compared with female social workers (Guterman
et al.,, 1996; Jayaratne et al., 2004; Newhill, 2003;

Ringstad, 2009), though others have found in-
creased risk among women (Baines, 2005; Bell
et al., 2002; Flannery, Fisher, & Walker, 2000).
Other factors associated with increased risk have
included younger age (Jayaratne et al., 2004; Korit-
sas et al., 2010) and urban setting (Bell et al., 2002;
Shields & Kiser, 2003). The only study to look at
staff educational and training level found no signifi-
cant differences between risk of being the target of
workplace violence and different levels of training
and education (Winstanley & Hales, 2008). The
use of physical restraint has been linked to work-
place assault on staff in a residential psychiatric set-
ting (Flannery et al., 2000) and an intellectual
disability group home setting (Hawkins, Allen, &
Jenkins, 2005).

Where Are Incidents of Workplace Violence
Most Likely to Occur?

In a study of violence against social workers, New-
hall (2003) 1dentified a hierarchy of risk based on
primary area of practice; criminal justice, drug and
alcohol services, and child welfare were 1dentified
as “high risk™ areas of practice, and health care ser-
vices and services for older people were identified
as “low nsk.” However, these categories do not
reveal whether elevated risk is related to the envi-
ronmental setting, client population, or nature of
the services or intervention. In terms of risks asso-
ciated with specific settings, Ringstad (2005) found
increased nsk of workplace violence in inpanent
and correctional mnstitutions and schools. Although
the dangers of providing services in the client
home are frequently discussed (Rey, 1996), no
empirical study compares the likelihood of nci-
dents in home-based services with other social ser-

VICE Settings.

Why Do Social Workers Fail to Report?

Underreporting of workplace health and safety
incidents 1s a common phenomenon (Azaroff, Lev-
enstein, & Wegman, 2002). A recent study of U.S.
workplaces estimated that 69 percent of work-
related 1njuries are not reported (BLS, 2010).
Within social services specifically, one study found
that only 18 percent of assaults on staff at a state
mental hospital were formally recorded during a
I-year period (Lion, Snyder, & Memill, 1981).
Among a random sample of clinical social workers,
25 percent experienced an incident of workplace
violence that they did not report (McDonald &
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Sirotich, 2001). Reasons for failure to report
included not thinking that the incident was serious
enough, a perception that violence 1s “part of the
job,” a belief that nothing would be done, fear of
being blamed for the incident, and lack of institu-
tional reporting policies (Lion et al., 1981; Lowe &
Korr, 2008: McDonald & Sirotich, 2001: Nobel,
2007; Rey, 1996).

How Are Data on Workplace Violence
Collected in Social Service Settings?

Several studies have reported on the adequacy of
safety policies in social service settings (Lowe &
Korr, 2008; Rey, 1996; Sarkisian & Portwood,
2003). The only study that evaluated compliance
with Occupational Safety and Health Administra-
tion (OSHA) safety guidelines for workplace vio-
lence prevention found that, among mental health
agencies, only half were in compliance (Lowe &
Korr, 2008). There 1s little discussion in the literature
of how agencies collect data on incidents of work-
place violence beyond the requirement of reporting
an incident to a supervisor. Public employees may
not be covered by the Occupational Safety and
Health Act of 1970 (P.L. 91-596) (in Massachusetts,
the setting for this study, they are not); therefore,
reporting requirements vary between
employed in the public sector and those in private
or nonprofit settings (Massachusetts Coalition for
Occupational Safety and Health, 2011).

those

This Study’s Approach

Our aim was to describe workplace violence in
Massachusetts social service agencies on the basis
of routinely collected incident data so as to
aggregate and examine baseline data and identfy
arcas that need to be explored further. We took
a literature- and field-informed approach to our
inquiry that recognized existing variations in
regulatory requirements for recording workplace
violence—related incidents in different agencies.
This study represents an attempt to develop a
data collection strategy for gathering workplace
violence incident data by using a uniform survey
to capture data from different agency reporting
and recording systems. As members of a state-
wide task force to maximize social worker safety,
one of our goals was to make data, not typically
publicized, publically available to spark dialogue
and agency- and community-level focus on
workplace violence in social services.

METHOD
Site of the Study

This study was conducted in the state of Massachu-
setts under the auspices of the Task Force for Maxi-
mizing Social Worker Safety, a statewide stakeholder
task force supported by the NASW, Massachusetts
Chapter.

Sample and Procedure

Eligible participant agencies were agencies deliv-
ering social services in Massachusetts. The sample
population of agencies was identified through the
membership lists of two statewide coalitions (the
Human Services Coalition and the Child Weltare
League), all public agencies serving the state of
Massachusetts, and the attendance list for a sum-
mit on social work safety hosted by the Boston
University School of Social Work in 2008. A
committee of experienced professionals in the
field concluded that this approach made the sur-
vey available to the vast majority of Massachusetts
social service agencies. A letter describing the
study was distributed electronically to the execu-
tive director or chief executive officer of 200
human service agencies. Agencies who received
the letter also received a follow-up phone call to
encourage participation. Data regarding social ser-
vice staft were provided by participant agencies.
Eligible social service staff were employed by par-
ticipant agencies during FY 2009 in the capacity
of clinical staff or direct care providers. Clinical
staff were defined as employees holding a master’s
degree or higher. Direct care staff were defined as
employees with a bachelor’s degree or less. The
data collected by the Internet-based survey relied
on the data collection tools used in each agency.
The study was conducted between May and
August 2010.

Participating agencies were asked to designate an
individual with access to human resource docu-
ments to complete an anonymous, Internet-based
survey. Feedback from a pilot phase of the study
indicated that, without anonymity, agency leaders
were reluctant to make workplace violence data
public. As a main goal of our study was to help
make agency data public, we accepted that partici-
pation would be anonymous. A disclosure state-
ment included in the Internet-based survey
explained the rights of the participants and the pro-
cedures for protecting the anonymity of participat-
ing agencies. The study protocol was approved by
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the institutional review boards of NASW and
Salem State University (Salem, Massachusetts).

Measures

The measure used 1n this study was an anonymous
Internet-based survey developed collaboratively
with a large research team. The survey gathered
agency-level data for FY 2009 on agency charac-
teristics (numbers of clhents served, numbers of
employees, populations served, services provided,
and settings where services were provided), meth-
ods for collecting data on wiolent incidents,
reported incidents of physical assault or violent
threats among direct care and clinical workers in
the context of the use of physical restraints,
reported incidents of physical assault or violent
threat among direct care and clinical workers in a
non-restraint-related context, and setting of
reported incidents and perceptions of nisk in each
setting. Participants were provided space to give
comments on the topic of workplace violence at
their agency at the end of the survey.

For the purpose of this study, workplace violence
was defined as physical assault with or without
injury and verbal threat of physical assault by a ch-
ent directed at a staff member. The use of restraints
was not specifically defined in the survey but was
intended to capture the types of manual physical
restraint of clients by staff in some social service set-
tings (Haimowaitz, Urft, & Huckshorn, 2006). Our
decision to classify violent incidents as restraint-
and non-restraint-related was based on feedback
from a pilot phase of the study. Agency leaders
indicated that physically restraining clients could
escalate violence and lead to assaults or incidents
that should be differentiated from physical assaults
or verbal threats in contexts where restraints were
not involved. The data collected by the Internet-
based survey relied on the data collection tools
used in each agency.

Two focus groups composed of purposive sam-
ples of social service workers were conducted to
contextualize the survey findings to yield a range
of attitudes and perspectives (Krueger & Casey,
2000). In addition to gathering group viewpoints,
small groups are potentially effective in drawing
out nuanced and unanticipated information.

Procedurally, after the research team provided
detailed information about informed consent and
developing an agreement to maintain each group’s
confidentiality, the focus groups commenced. The
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interview guide used by the facilitators (the first
and second authors of this study) included open-
ended questions addressing the central research
questions related to workplace safety. Each ques-
tion was written to encourage study participants to
provide expansive responses. Polling techniques
were also used to ensure that all study participants
contributed to the discussion (Vaughn, Schumm,
& Sinagub, 1996). Identical questions were posed
to both focus groups, although individualized
probes and clarifying questions were also used as
necessary. The focus groups were audiotape-
recorded and transcribed.

Method of Data Analysis

Survey data were analyzed using SPSS, version
19 (IBM Corp., 2010). Bivariate statistical associ-
ations were tested with chi-square tests. Odds
ratios (ORs) and 95 percent confidence intervals
(Cls) were calculated using standard methods.
Means were determined and compared with
tests. For the focus group transcript analysis, an
open coding approach was taken using the cons-

tant comparative method elucidated by Glaser
and Strauss (1967).

RESULTS

Characteristics of Agencies and Workforce
by Agency Type

In total, 40 agencies participated in this study (see
Table 1). The number of clients served in these
agencies ranged from 120 to 89,000 (Mdn = 4,407,
interquartile range [IQR] = 2,500-10,000) and the
number of employees ranged from 10 to 3,500
(Mdn = 117; IQR = 101-202). About half of the
agencies who participated in this study primanly
served older adults (57.5 percent), but the agencies
serving nonolder adult populations employed far
more staff. Results of this study represent the expe-
riences of 2,627 (29 percent) clinical and 6,395 (71
percent) direct care staff, with 9 percent of clinical
staff and 17 percent of the direct care staff working
primarily with older adults.

There were a total of 1,049 incidents reported of
physical assault or verbal threat of violence. The
rates of incidents of physical assault or verbal threat
among direct care or clinical staff were comparable
(11 out of 100 per year in older adult—focused ser-
vices, compared with 12 out of 100 per year in
nonolder adult—focused). However, a significantly
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Table 1: Agency Characteristics and Aggregate Incident Data, by Older and Nonolder

Service Focus
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Agency Characteristic =~ .-'n' %  Mdn n %  Mdn
Mumber of clients served FY 2009 138,801 36 4,000 245,655 64 5,927
Number of clinical staff 233 9 10 2,394 91 35
Number of direct care staff 1,071 17 33 5,323 83 126
Number of agencies using restraints 10 42 14 58
Number of incidents 138 13 911 87
Verbal threats 134 361
Physical assault 4 550
[ncidence rate verbal, physical (total) 11 12
Verbal threats 10 5
Physical assault (incidents per 100 workers per year) 0.31 7

Mote: FY = fiscal year.

higher percentage of incidents among those work-
ing with older adults were verbal assaults (97 per-
cent) compared with those working primarily with
nonolder adults (40 percent; p <.001). Excluding
verbal assaults, the rate of incidents or injuries
among those serving nonolder adult populations
was significantly higher (seven of 100 per year)
than that of those working with older adults (0.31
of 100 per year; p <.001). Overall, a far greater
percentage of incidents reported in our study
occurred n nonolder adult—focused services (87
percent) than in older adult—focused services (13
percent). Also of note, there were no restraint-
related injuries reported among staff employed by
agencies that primanily served older adults.

Physical Assaults and Threats among Direct
Care and Clinical Staff

Data were collected with respect to both restraint-
related and non-restraint-related injuries (see
Table 2). Participating agencies reported 173
restraint-related injuries for FY 2009; 143 (83 per-
cent) of those injured were direct care staff, who
as clinical staff to suffer a
restraint-related injury (OR = 2.02, 95 percent Cl
[1.34, 3.06]). Direct care staff were 10 times more

likely to experience a restraint-related injury

were twice as likely

requiring an emergency room (ER) visit compared
with clinical staff (OR =10.13, 95 percent CI
[3.09, 40.18]) and nearly tour times more likely to
lose time due to their injuries (OR = 3.89, 95 per-
cent CI [1.33, 12.81]).

Data on non-restraint-related incidents of physi-
cal assault and verbal threats were also explored.
Agencies were surveyed about four types of |

non-restraint-related injuries: verbal threat, physi-
cal assault without injury, physical assault with
injury, and death. Among direct care staff, 63 per-
cent (n=456) of non-restraint-related injuries
were verbal threats, compared with 83 percent
(n = 92) among clinical staff; physical assault with-
out injury accounted for 35 percent (n= 254) of
non-restraint-related injuries compared with 14
percent (n = 16) among clinical staff; and 2 percent
(n=17) of direct care staff sustained injuries from a
physical assault, whereas 3 percent (n = 3) of clini-
cal staff did. Ovenrall, direct care staff were twice as
likely to be threatened wverbally at work
(OR = 2.05, 95 percent CI [1.62, 2.60]) and nearly
five times more likely to be the victim of a physical

assault (OR =4.91, 95 percent CI [3.15, 7.73]).

Settings Where Incidents Occurred

Data were collected on the setting where incidents
took place for each agency. The vast majority of
restraint-related incidents for direct care workers
occurred in a group home setting (82 percent),
whereas for clinical staff a majority occurred in the
psych-inpatient hospital setting (68 percent). For
non-restraint-related incidents among direct care
staff, the settings where a majority of incidents
occurred were either in psych-inpatient hospitals
(35 percent) or day rehabilitation facilities (23 per-
cent). The wvast majority of non-restraint-related
incidents among clinical staff occurred in the
psych-inpatient hospital setting (80 percent).

We also collected data on where non-restraint-
related incidents were perceived as most likely to
occur; the client home was perceived to be the most
risky setting for both direct care and clinical staff.

ZELNICK ET AL. [ Part of the Job? Workplace Violence in Massachusetts Social Service Agencies
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Table 2: Odds of Physical Assault and Verbal Threats in Restraint- and

Non-Restraint-Related Incidents among Direct Care Compared with Clinical Workers

Incident Direct Care (n=6,394) Clinical (n=2,627) Odds Ratio 95% Confidence Interval
Restraint-related injuries/first aid” G4 27 0.89 (0.55, 1.44)
Restraint-related injuries/ER visit 79 3 10.13** (3.09, 40.18)
Restraint-related injuries/lost time 41 4 3.89* (1.33, 12.81)
Restraint-related injuries/all 143 30 2.02* (1.34, 3.00)

Verbal chrears 443 92 2.05% (1.62, 2.60)

Physical assaults 266 23 491* (3.15, 7.73)

Physical assault with injury 17 S 1.75 (0.55, 6.14)
Non-restraint-related incidents/all 709 114 275" (2.23, 3.39)

Mote: ER = emergency room.

"Because not all agencies used physical restraints, the numbers at risk for such incidents differed: 3,301 direct care workers and 1,242 clinical workers were at risk for restraint-related

incidents,
*o 05 **p .01

Table 3: Most Likely Settings for Restraint-Related and Non-Restraint-Related Incidents, by

Worker Type

Settings/Worker Type

Most Common Setting n (%)

Perceived Most Common

Restraint-related
incidents, direct care School: 17 (9)

workers

Group home/residential: 153 (82)

Psych inpatient/hospirtal: 9 (5)

Day rehabilitation: 5 (3)

Restraint-related
incidents, clinical
workers
Non-restraint-related
incidents, direct care

workers

Client home: 121 (12)

Psych inpatient/hospital: 23 (68)
Group home/residential: 6 (18)
Day rehabilication: 5 (15)

Psych inpatient/hospital: 347 (35)
Day rehabilication: 224 (23)
Oftice/tacility: 175 (18)

Client home

Group home/residenrial
Office/facility

Vehicle

Community outreach: 52 (5)

Court: 32 (3)

Group home/residential: 28 (3)

Non-restraint-related
incidents, clinical

workers

Psych inpatient/hospital: 251 (80)
Client home: 23 (7)
Ofhice/tacilicy: 21 (7)

Group home/residential: 12 (4)

Client home
Office/facility
Community outreach

Vehicle

Mote: Data on perception gathered for non-restraint related incidents only,

This contrasts with the data on where incidents actu-
ally occurred; 12 percent of non-restraint-related
incidents among direct care staff occurred 1n a client’s
home, and 7 percent of incidents involving clinical
staff occurred 1n this setting (see Table 3).

Differences in Data Collection among
Agencies

Agencies responding to the survey were asked to
report on how they collected information on inci-
dents of assault and threat. The most common
methods were incident reports (18 of 40), workers
compensation forms (15 of 40), and human
resources (11 of 40) (see Table 4).

Environment for Reporting Incidents
of Workplace Violence
Two focus groups discussed the environment for
reporting workplace wviolence 1inadents at two
agencies; one group was composed of licensed
social workers and the other of program managers.
Licensed clinicians expressed a great deal of con-
cern over safety despite few actual incidents at their
agency. They complained that a lack of satety plan-
ning left them feeling unsupported and entirely
responsible for their own safety. This lack of sup-
port was underscored by the perception that there
was a “‘gendered” response from management,

where a mostly male administration discounted the
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Table 4: Agency Safety Data Collection Tools and Methods

Key Collection Techniques Total Implications

Incident reports 18/40  Whart dara are different agencies collecting?

Workers compensation 15/40 How are these claims used art the agency level?

Human resources 11/40 Does human resources implement safety training?

Reports from the field to supervisor 3/40 How can these informal reports be used?

Safety committee 4/40  Who is on the committee, and how does it function?

OSHA log 4/40 Under current rules, not all agencies are required to keep an OSHA log.

CQI commirttee or other evaluation What is the relation between CQI and other quality evaluations and worker
committee 4/40 safery?

Mote: OSHA = Occupational Safety and Health Administration; CQI = continuous quality improvement,

concems of a predominantly female clinical staff. In
addition, participants in this focus group indicated
that, whereas some of the settings they worked in
had safety protocols, others did not. Even where
protocols were in place, they were sometimes “for-
gotten” or “not implemented” because of people
“being too busy with their work.”

Program managers from a different agency dis-
cussed barriers to reporting incidents of workplace
violence among the staft they supervised and
identified factors that encouraged reporting. Being
seen as a “bad” social worker and feeling as 1t the
incident was one’s “fault” was seen as a huge bar-
rier to reporting, particularly among newer social
workers. Being stressed for time was also seen as
making a difference, in terms of both the limits on
time as a result of high caseloads and the amount of
time required to complete reporting paperwork.
Exacerbating these problems was a shift in how
services were billed, which left staff with no way
to bill for time that was not directly related to
service delivery.

Program managers also reflected on the role
they played as supervisors, both 1n creating an envi-
ronment where reporting and debriefing on inci-
dents and threats were encouraged and in not
minimizing their staff's perceptions of threats.
There was broad consensus among this group of
managers that peer debriefing sessions were an
effective and underused forum for evaluating
workplace violence hazards.

DISCUSSION

The five key results of this study are as follows: (1)
high rates of workplace violence against social ser-
vice providers, (2) a pattern of risk disparity show-
ing significantly more risk for direct care versus
clinical staff, (3) perspectives on why staft in social

service agencies might fail to report incidents of
workplace violence, (4) more incidents of work-
place violence in inpatient and institutional versus
other types of settings, and (5) insight on the
inconsistent approaches to collecting data on
workplace violence.

Our most striking result is the risk disparity
between direct care staft and clinical staff that is evi-
denced by their statistically significant increased
odds of nearly every type of assault or threat sur-
veyed. Because direct care staff have more contact
hours with clients, their increased risk is logical.
This logic 15 reflected in health service sector data
that show higher injury rates for health support staff
compared with health practitioners (20.4 com-
pared with 6.1 per 10,000; BLS, 2010). However,
this inequality in risk between staff within the same
work environment needs further attention.

The study of “occupational health disparities”
examines how population-level differences in health
outcomes are rooted in the work experiences of dif-
ferent groups, including access to employer-based
health insurance (Kneger, 2010). “Two-tiered”
employment in social services that divides licensed
from unlicensed personnel has been criticized for
creating 1nequities in job quality (Bames, 2004).
Being a lower paid, lower status worker in social ser-
vices appears, by the data in this study, to be associ-
ated with increased risk of exposure to workplace
violence. If direct care workers are also more likely
to have poor access to health care, adverse health
outcomes of exposure to workplace violence could
be exacerbated. We did not collect demographic
data that would allow us to evaluate patterns of nisk
inequity according to race—ethnicity, sexual onenta-
tion, socioeconomic status, or community back-
ground, but this topic should be taken up in future
rescarch. For example, if socially disadvantaged
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groups are overrepresented among those in lower
status social service jobs, this raises a social justice
issue that social workers are compelled to examine.

Risk disparity was also apparent in the distribu-
tion of restraint-related incidents; direct care staff
members were significantly more likely to be
injured, visit the ER, or lose work time as a result
of a workplace violence incident in the context of
physical restraint. Manual physical restraint may be
defined as pressure applied by one or more staff to
restrict the movement of an individual during an
episode of challenging behavior (Hawkins et al.,
2005). Although our study design does not allow
us to make detailed assessment of why injuries
occurred in the incidents recorded in our study,
our findings do suggest that use of restraints might
be a component of the increased risk of physical
assault and injury borne by direct care staff. This
finding 1s supported by reports that staff injuries
and workers compensation claims have dropped
significantly in agencies where use of physical
restraints has been eliminated following advocacy
efforts by the Child Welfare League of America
(Caldwell & LeBel, 2010).

Our study also identified risk of workplace vio-
lence among clinical staff, including the death of a
clinician during a home visit. This underscores the
shared interest of the social service team in making
the work environment safer. Indeed, a larger lens
for analysis reveals occupational health disparities
for those employed in the social service sector
compared with other industries in regards to preva-
lence of violent incidents (BLS, 2010) and lower
pay and benefits (Barth, 2003; Hudson, 2007).

Our qualitative results indicate that there are
good reasons to expect that assaults and threats are
underreported, and they echo what has been
reported in previous literature in terms of fear of
being blamed for an incident, being seen as a
“bad” social worker, ignoring violence as “part of
the job,” or working in an environment inhospita-
ble to reporting incidents. Given this, it is very
likely that our study underestimated the number of
actual incidents of workplace violence in the agen-
cies studied. Focus group participants worried that
there was no requirement for reporting “near
misses,” noting that these incidents could contrib-
ute to stress in the workforce but fail to be reported
or addressed in the agency.

The majority of incidents of reported workplace
violence in this study occurred in inpatient or

institutional settings rather than in a client home or
community setting. This contrasts with the percep-
tion that the client home presents greater risk. It
would be important to understand whether this is
a true difference or whether this phenomenon is
the result of reporting differences, as reporting pro-
tocols may be more developed or better regulated
in inpatient and institutional settings.

Our results on how agencies collect data suggest
that there is a difference between collecting data
for the purpose of compensation versus using it for
hazard assessment and violence prevention. Few
agencies seemed to be using their data for assess-
ment and prevention purposes. A rare exception
among our participants was the following, reported
in the Comments section of the survey:

After an incident of a violent or threatening
nature the employee files an incident report
describing the incident, setting, and who was
involved. The report 1s reviewed by the super-
visor and manager, a safety plan is developed
with the employee and is recorded 1n the inci-
dent report. In some instances a debriefing
meeting 15 convened with the employee,
supervisor, and other staff to assess the impact
and for support. The report is submitted to the
central office for review, and to be recorded in
a worker safety database.

At the other extreme, another participant ob-
served the following:

[ learned that our workers’ compensation claims
for fiscal year’ 09 were just under $400,000. In
reviewing these incidents I was struck by the
violent nature of them. I am unsure whether
the agency addresses the psychological trauma
that may result from these attacks by clients.
Most of these assaults occur in our residential
programs; it seems as if the direct care workers
should be receiving combat pay.

This study has several limitations. The 40 agen-
cies that participated in our study were self-selected;
the effects of bias limit the generalizability of the
results. For example, more than half of the agencies
that responded to our survey served older adults,
employed fewer staff, and experienced comparatively
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fewer incidents of physical assault; given this, our
description might underestimate the incidence of
physical assault. However, the responding agencies
did represent a range of services, populations, sectors,
and size and varied between those with few or no
incidents and those with many and between those
who used restraints and those who did not. Because
of the need to protect the anonymity of the partici-
pating agencies, we are unable to characterize aspects
of the services, catchment area, and organizational
setting. For instance, it would be helpful to know
what region of the state was served by each agency,
because risk of workplace violence in social services
has been shown to differ among geographical regions
(Green, Gregory, & Mason, 2003). For the purpose
of our statistical analysis, we assumed that each inci-
dent of reported workplace violence occurred to a
different individual, which could have led to an over-
estimate of incidence rates. Because our sample pop-
ulation of agencies included a vast range of sizes and
services offered, it reflects complex differences in
working conditions related to workplace violence
nisk that we are unable to consider given our study
design. Although a strength of our study is that it
gathers agency-level data that explore the environ-
ments where workplace violence might occur and
individual-level data on reported incidents, because
of anonymity requirements for study participation,
our sample lacks the capacity to typify workplaces or
sufficiently describe individual charactenstics. Because
we did not gather rich data on each incident, we
were not able to analyze incidents of physical assault
or verbal threat to inform prevention efforts. Future
research should capture agency, individual, and inci-
dent data that can fully characterize workplace vio-
lence hazards to individuals in the environmental
context. Doing this will require a commitment of
agencies to promote safe working conditions above
concerns over negative publicity and trust among the
workforce that they can disclose honestly without
fear of negative repercussions.

Given the number of mncdents of workplace
violence that our study identified and the profound
implications of these types of incidents, we were
left wondering why this topic has been so seldom
studied. Within social work research, failure to
examine workplace violence may reflect a larger
phenomenon of social work’s failure to study itself.
Some suggest that the “client-centered” approach
that is the hallmark of the social work mission hin-
ders examination of the workplace by practitioners,

academics, and researchers (Abramovitz, 2005;
Barth, 2003; Kosny & Eakin, 2010). Social service
workers perceive that measures to improve work-
place safety might reduce their ability to work in
solidarity with clients, and wviolence is often
accepted as “part of the job.”

From the perspective of public health, the
somewhat insular nature of social work as a disci-
pline has limited social work’s participation in
occupational health research. Social service work-
places are covered under the general duty clause of
the Occupational Safety and Health Act of 1970,
and in 2004 the U.S. Department of Labor Occu-
pational Safety and Health Administration (OSHA)
issued guidelines for violence prevention in health
care and social services . However, with notable
exceptions (Lowe & Korr, 2008; McPhaul et al.,
2008; Sarkisian & Portwood, 2003), studies of work-
place violence in social service settings have not been
placed within the framework of wider efforts to pro-
tect workplace health and safety. At the same time,
government agencies such as OSHA and the
National Institute of Occupational Safety and Health
(the agency under the Centers for Disease Control
and Prevention [CDC] that is charged with generat-
ing knowledge about workplace safety and disease
risks and methods to prevent them) typically com-
bine social services and health care into a single cate-
gory (CDC, 2012). Within this framework, the study
of workplace violence in health care settings dwarfs
attention to social service settings, and research on
the social service workforce is often limited to their
presence in health care institutions. The higher rates
of unionization among nurses compared with social
workers may, in part, be responsible for more
nurse-led studies of workplace health and safety
(Barth, 2003; McPhaul & Lipscomb, 2004).

Restructuring and retrenchment in social services,
in response to the political “attack on the welfare
state” and the recent economic crisis, also play a role
in neglect of working conditions in social services. As
services are cut, needs increase. Paradoxically, work-
ing conditions suffer, but attention to improving
them is superseded by more basic job security con-
cerns. These concerns have intensified since the 2008
economic crists. Cuts in the federal and state budgets
have fallen disproportionately on social services, and
this has led to growing caseloads, shrinking work-
forces, and negative impacts on conditions of work
and service quality (Johnson et al., 2011; Social
Work Policy Institute, 2010).
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Our study suggests several directions for future
research: We need to understand how risk is dis-
tributed among the workforce and what agency
characteristics best promote workplace satety. We
were impressed that the agencies who partici-
pated in our study were willing to take the time
to fill out the survey and to make public their
data about workplace violence (albeit anony-
mously), even though they were not obliged to
do so. It is critically important that researchers,
agencies, and regulatory bodies develop ways to
work together that focus on understanding haz-
ards and developing prevention practices. Given
the current environment of cuts to social service
programs and the increased needs among many
who use such programs, it is an important time
to reignite a research agenda for workplace safety
in social services. It is critically important that
the social service sector provide decent working
conditions as part of attracting and retaining staff
and delivering quality services to those who need

them. EHT
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