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Background Health care workers providing home care are frequently unaware of their
client’s history of violence or mental illness/substance abuse disorder, recognized risk
factors for workplace violence. This study estimated the associations between these
factors and experiencing client violence among direct care workers in the home settings
(DCWHs).
Methods Acts and threats of violence were estimated using data from an anonymous
survey among DCWHs (n¼ 876) working at two large home care agencies. Logistic
regressions were performed to produce odds ratios.
Results Physical acts and physical or verbal threats of client violence were associated
with providing homecare to clients with a violence history (adjusted ORs¼ 6.60 and
10.78, respectively), whereas threats of client violence (adjusted OR¼ 5.80) were
associated with caring for clients with a mental illness/substance abuse disorder.
Conclusions Policy and practices that support the communication of appropriate
client risk information may reduce the likelihood of workplace violence among
DCWHs. Am. J. Ind. Med. 59:1130–1135, 2016. � 2016 Wiley Periodicals, Inc.
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INTRODUCTION

In the United States, workplace violence is highly
prevalent in health care settings. In 2014, the rate of
injuries and illnesses from violence in the private health
care and social assistance industry, requiring days away
from work was over three times more frequent than that for
all private industries combined [U.S. Bureau of labor
Statistics, 2015]. A recent systematic literature review
shows that the consequences of workplace violence are
broad including physical, psychological, emotional, work
functioning, quality of care, social, and financial impacts

[Lanctôt and Guay, 2014]. These negative impacts of
workplace violence are a hindrance to the recruitment and
retention of long-term care workers. In a survey conducted
in Oregon, case managers responded that 51.5% of the
home care workers had reported that they were quitting
their job because the client or someone else in the home
was violent toward them [Nakaishi et al., 2013]. National
shortages of long-term care workers, including direct care
workers in the home settings (DCWHs), have been well
recognized, yet still remain a major challenge [Institute of
Medicine of the National Academies, 2008; Spetz et al.,
2015].

DCWHs including home health and personal care aides
provide medical and non-medical services to the elderly and
disabled in the homes [Paraprofessional Healthcare Institute,
2011]. They are particularly vulnerable to type II violence
where the perpetrator is a client at the workplace, according
to the classification made by the University of Iowa Injury
Prevention Research Center [2001]. DCWHs’ reports of their
experience of non-physical aggression from the clients or
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someone else in the house ranged from 8.2% to 65%, while
physical violence was reported by 4.6% to 45% of DCWHs
[Gershon et al., 2008; Sherman et al., 2008; Galinsky et al.,
2010; Nakaishi et al., 2013; Hanson et al., 2015; Quinn et al.,
2016]. The role of home care staff characteristics as
covariates for workplace violence has been studied but not
found to be risk factors for assault. Galinsky et al. [2010], in
their sample of DCWHs and home healthcare nurses, found
that age, gender, and race were not significantly associated
with patient assaults. As with many work hazards, low job
tenure has been found to be associated with higher reports of
assaults among nursing assistants working in US nursing
homes [Tak et al., 2010].

According to the MacArthur Risk Assessment Study
[Steadman et al., 1996], violence risk factors can be
grouped into four domains: dispositional, historical,
contextual, and clinical. Two of these risk factors
(historical: violence history and clinical: substance abuse
or personality disorder) have been found to predict violence
in general, psychiatric, and forensic settings [Singh et al.,
2011]. However, little is known about these two factors in
the home care settings; and to our knowledge, no study of
the associations with DCWHs’ experience of client
violence. We hypothesized that DCWHs caring for clients
with a previous violence history or a mental illness/
substance abuse disorder may experience higher rates of
physical assaults or threats of client violence.

METHODS

Sample

Data were obtained from an anonymous survey of
DCWHs working at one large and one medium size home
care agencies in Chicago during their mandatory training,
conducted in 2006. Survey participants provided in-home
services to the elderly eligible for a Medicaid Home and
Community-Based Waiver program, which supports long-
term care in home settings. The services included
assistance in household tasks (e.g., cleaning, preparing
meals, doing laundry, shopping, etc.) and personal care
(e.g., dressing, toileting, bathing, grooming, etc.). A total
of 980 DCWHs (74% response rate) completed the survey
questionnaire. The sample eligible for this analysis
included only cases (876) that had responses for the two
outcome variables of interest, an act of physical violence
and a threat of physical or verbal violence (89% of those
surveyed). Almost all of the DCWHs were female (92.1%);
79.5% were African American (Table I). On average,
DCWHs were 45 years old (SD: 13.5) and worked in home
care for 6.8 years (SD: 5.9) ranging from a few months
to 30 years (not reported in the Table). The study
protocol was approved by the Institutional Review Board

for protection of human subjects at the University of
Maryland, Baltimore.

Measures

Violence outcomes included intentional acts of physical
violence (act of violence) and physical or verbal threats of
violence (threat of violence), both of which are included in
the Occupational Safety & Health Administration definition
of violence [Occupational Safety & Health Administration,
2015]. An act of violence was captured by the item, “I’ve had
a client that hit/punched/scratched me on purpose.” A threat
of violence was captured by the item, “I’ve been physically
or verbally threatened.” The questions asked about the
number of times they had these experiences while in client’s
home in the past 12 months. Responses were originally
5-level Likert scaled: four or more times, three times, two
times, once, and never. They were grouped into binary
outcomes for this study: “no” for having never experienced
and “yes” for having experienced at least once while in a
client’s home.

Client violence risk factors weremeasured by two items:
“In the past 12months, how often (never, monthly, 2–4 times
per month, daily, or weekly) have you visited clients who had
been violent in the past?” Then, using the same stem,
respondents noted how often they visited clients who had a
dual diagnosis of both a mental illness and a substance abuse
disorder (alcohol or drugs). The responses to each of these
questions were dichotomized as “no” for having never
visited and “yes” for having visited clients with such a
history at least monthly in the past year. Recoding was
conducted to ensure adequate counts for each category.

Demographic and occupational characteristics were
included as control variables: age (in years), gender (female,
male), race (African American, non-African American), and
job tenure (number of years working in home care).

Statistical Analysis

Descriptive and inferential statistics were calculated
using SPSS version 21 [IBM Corp, 2012]. For descriptive
statistics, frequencies and proportions in percent for
categorical variables, and means and their standard devia-
tions for continuous variables were computed. For inferential
statistics, bivariate odds ratios for both acts and threats of
violence were estimated with the independent variables
using simple logistic regressions. Multiple logistic regres-
sion was used to examine the associations while holding
constant other covariates. Seeking a parsimonious model that
still explained the data well, only variables where the crude
association was found to have a P-value< 0.25 were
included in the multiple logistic regression models [Hosmer
and Lemeshow, 2000].

Client History and Violence on Direct Care Workers 1131



RESULTS

Two and a half percent of the DCHWs experienced acts
of physical violence from their clients, and almost 8%
responded they were verbally or physically threatened in
their client’s home in the past 12 months (Table I). Seven
percent of the DCHWs reported they visited clients who had
been violent in the past during the past 12 months; 5% had
clients with both a mental illness and a substance abuse
disorder using either alcohol or drugs.

More DCWHs who worked with a client with a history
of violence than those who worked for a client without a
violence history experienced an act of violence (14.3% vs.
1.6%, crude OR¼ 10.06, 95%CI¼ 4.12, 24.59; P< 0.001)
as well as a threat of violence (46.0% vs. 4.9%, crude
OR¼ 16.60, 95%CI¼ 9.20, 30.00; P< 0.001). A larger
proportion of DCWHs taking care of a client who had both a
mental illness and an alcohol or a drug abuse experienced an
act of violence (15.9% vs. 1.8% crude OR¼ 10.17,
95%CI¼ 3.91, 26.44; P< 0.001) and a threat of violence
(43.2% vs. 6.0%, crude OR¼ 11.97, 95%CI¼ 6.17, 23.23;
P< 0.001) than those who worked for a client without the
dual diagnosis. In addition, the odds that a male DCHW
experienced physical violence was three times that of female
DCHW (6.3%, OR¼ 3.25, 95%CI¼ 1.05, 10.10; P¼ 0.04).

Three of the associations above between client history
(violence, dual diagnosis) and experiencing acts of violence
or threats of violence from a client remained significant,

though the magnitudes were attenuated, in models that held
other covariates constant (Table II). The association between
working with clients having both a mental illness and a
substance use disorder and experiencing an act of physical
violence was no longer significant. The gender difference
was no longer evident.

DISCUSSION

Two and one-half percent and 7.9% of DCWHs in our
study reported experiencing acts of violence and threats of
violence from clients at least once a year, respectively. Our
estimates are somewhat lower than the results from other
studies (physical violence: 4.6�45%, non-physical aggres-
sion: 8.2�65%) [Gershon et al., 2008; Sherman et al., 2008;
Galinsky et al., 2010; Nakaishi et al., 2013; Hanson et al.,
2015; Quinn et al., 2016]. In our study, DCWHs reported an
act of violence when they perceived it was directed at them
“on purpose.”This wordingmay have resulted in a lower rate
for acts of violence when compared with other studies that
made no distinction in perceived intentionality. Another
possible explanation for the lower acts of violence rate is the
difference in perpetrators. DCWHs were asked to respond if
they had a client that committed acts of violence, while other
studies also included others in a client’s home as perpetrators
in their survey [Gershon et al., 2008; Sherman et al., 2008;
Nakaishi et al., 2013; Hanson et al., 2015; Quinn et al., 2016].

TABLE I. Characteristics of the DCHWs and Their Experience of ClientViolence (n¼ 876)

Act of physical violence Physical or verbal threat of violence

Total, n % Crude OR (95%CI) P-value % Crude OR (95%CI) P-value

Client violence 876 2.5 � � 7.9 � �
Gender
Female 746 2.0 1.0 � 7.5 1.0 �
Male 64 6.3 3.25 (1.05, 10.10) 0.04 12.5 1.76 (.80, 3.88) 0.16

Age 719 � 0.97 (0.93, 1.00) 0.07 � 0.99 (.97, 1.01) 0.45
Race
African American 637 2.2 1.0 � 8.0 1.0 �
Non-African Americana 164 2.4 1.11(0.36, 3.43) 0.85 6.1 0.74 (0.37,1.50) 0.41

Tenureb 839 � 0.96 (0.88, 1.05) 0.38 � 1.02 (0.98, 1.06) 0.45
Client violence history
No 798 1.6 1.0 � 4.9 1.0 �
Yes 63 14.3 10.06 (4.12, 24.59) <0.001 46.0 16.60 (9.20, 30.00) <0.001

Client dual diagnosisc

No 821 1.8 1.0 � 6.0 1.0 �
Yes 44 15.9 10.17 (3.91, 26.44) <0.001 43.2 11.97 (6.17, 23.23) <0.001

OR, odds ratio; CI, confidence interval.
aNon-African American includes American Indian/Alaska Native, Asian,Native Hawaiian or Pacific Islander,White, or more than one race.
bTenure represents the number of yearsworking in home care.
cDual diagnosis representsmental illness and substance abuse disorder (alcohol or drugs).
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In addition, discrepancies may be due to differences in study
samples (DCWHs only vs. DCWHs with other home health
care professionals such as nurses [Galinsky et al., 2010]),
DCWH employer types (agency- vs. consumer-hired
[Nakaishi et al., 2013; Hanson et al., 2015]), and various
operational definitions for violence [Gershon et al., 2008;
Sherman et al., 2008; Galinsky et al., 2010; Nakaishi et al.,
2013; Hanson et al., 2015; Quinn et al., 2016].

A strong association was seen between DCWHs taking
care of a client with a previous violence history and being a
victim of a client act of violence (OR¼ 6.60) and a threat of
violence (OR¼ 10.78) when controlling for covariates.
There was also an association between taking care of a
client with a mental illness and a substance abuse disorder
and experiencing a threat of violence from clients
(OR¼ 5.80). These results suggest that historical and clinical
risk factors are important to recognize, document, and
communicate to all caregivers in home care settings. When a
client’s history indicates such risk factors, additional
measures can be taken (i.e., closer supervision and possible
accompanied home visits) as well as training and support on
how to mitigate a crisis situation for potentially violent
clients. One of the most effective interventions for
preventing staff injuries from patients in the acute care
setting is “flagging” patients charts once this history was
recognized [Drummond et al., 1989].

Providing client care in the home presents particular
vulnerability to aggression and violence attributed to the wok
setting, namely, working alone in homes where violent,
antisocial behaviors, and drug and alcohol misuse by clients
or their family members may be encountered [Fazzone et al.,
2000; Fitzwater and Gates, 2000; Sherman et al., 2008]. And

yet, DCWHs have access to fewer safety measures when
compared with their counterparts in the institutional health
care settings, who benefit from the presence of security
personnel, the availability of coworkers to assist with
difficult clients, and annual (or more frequent) workplace
violence prevention education or training [Lipscomb and
London, 2015]. In addition, DCWHs frequently work with
clients with cognitive impairments or developmental health
issues who may display difficult or violent behaviors.

As noted earlier, studies on assessments of these factors
in home care settings are rare. What is also scarce is evidence
that the assessments are being shared with home health care
workers who work on the frontline at client’s homes. In fact,
what is known is the opposite. In 2012, a 24-year-old female
social service coordinator was murdered during a home visit
in Florida. This incident revealed that the hiring organization
failed to notify the worker about the client’s substance abuse
and criminal history including violent behaviors, although
the agency knew about them [Occupational Safety and
Health Review Commission, 2015; U.S. Department of
Labor, 2015]. The decision is currently pending a review by
the agency’s Commissioners. The case before the Occupa-
tional Safety and Health Review Commission is one of the
several homicides of visiting home care workers, where a
history of violence was not known by the worker conducting
the home visit [Sontag, 2011; Lipscomb and London, 2015].
The safety training that the social service coordinator in the
case receivedwas determined by the court to be inadequate in
design and execution. In comparison, it is doubtful that such
safety training programs are available to DCWHs. There are
no federal training standards for personal care aides, and
three quarters of states lack a state-sponsored curriculum for
any training, let alone one for safety or workplace violence
prevention [Paraprofessional Healthcare Institute, 2013].

DCWHs are critical members of integrative home care
teams to improve the quality of client care [Stone and Bryant,
2011]; often the member who spends the greatest amount of
time with a client and therefore has much information to
share with the team. Importantly, they also have a high need
to know all client information relevant to his/her care. In our
survey (not reported in the Tables), 17.2% of the DCWHs
reported that they always or often saw new clients before
getting information on their health problems. Another 13.6%
stated they sometimes saw new clients before obtaining the
information. Although the survey question was limited to
health problems, it is not unreasonable to think that they
neither received information on client history of previous
violence, mental illness or substance abuse before they saw
their clients. DCWHs have reported that they felt vulnerable
when they were not informed of clients’ contagious health
condition [Zanoni et al., 2007]. Having no or limited
information for potential hazards before meeting clients for
the first time may put DCWHs at a very high risk of being a
victim of violence.

TABLE II. Estimated Adjusted Odds Ratios for Violence by Potential
Risk Factors (n¼ 876)

Act of physical
violence

Physical or verbal threat
of violence

Adjusted OR
(95%CI) P-value

Adjusted OR
(95%CI) P-value

Gender
Female 1.0 1.0 �
Male 1.60 (0.41, 6.22) 0.50 0.82 (0.27, 2.50) 0.73

Age 0.97 (0.93, 1.00) 0.08 0.99 (0.97, 1.02) 0.57
Client violence history
Yes 6.60 (2.13, 20.48) 0.001 10.78 (5.14, 22.61) <0.001
No 1.0 1.0 �

Client dual diagnosisa

Yes 2.31 (0.60, 8.92) 0.23 5.80 (2.42, 13.90) <0.001
No 1.0 1.0 �

OR, odds ratio; CI, confidence interval.
aDual diagnosis representsmental illness and substance abuse disorder (alcohol or
drugs).
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Policies relevant to protecting mental health and home
care workers from client violence include the 2014
California law that requires the director of a state hospital
or a clinician to obtain the state summary criminal history
information for a client committed to the State Department
of State Hospitals [Cal, 2014]. Also, in 2007, the Marty
Smith law of Washington State was passed in response to a
homicide of a visiting health care professional. The law
requires that a designated mental health professional
or crisis intervention worker should be accompanied
by a second trained individual on high-risk home visits
when stabilizing, treating, or evaluating a person [Wash,
2007].

Strengths and Limitations

To our knowledge, this is the first study to examine the
association between historical and clinical risk factors and
client violence on DCWHs. Our study highlights the need to
provide DCWHs with information on client violence and a
mental illness/substance abuse disorder history. Another
strength includes the high response rate, which is challenging
to achieve when surveying low-wage workers who do not
work together at a central place but work isolated from each
other. Also, having research staff present in order to clarify
and answer questions during the surveys could reduce
uncertainty when DCWHs responded to the self-completed
questionnaire.

Limitations of the study include that our sample was
confined to two home care agencies in Chicago, limiting
the generalization of this study. Although these data were
collected in 2006, the results from this analysis are
important and highly relevant, given that substantive
barriers to accessing client history of violence and mental
illness/substance abuse disorders still persist in home care
industries [Lipscomb and London, 2015]. The inclusion of
only currently employed DCWHs in the sample could
have resulted in underestimation of client violence
because abused workers might have left the job. However,
survey anonymity and a focus on the past 12-month
timeframe are likely to have limited underreporting and
recall bias.

Wewere unable to evaluate the reliability and validity of
DCWH’s reports of clients’ history of violence and mental
illness/substance abuse with objective measures. Neverthe-
less, it is likely that DCWHs become aware of their client’s
history and behaviors as they spend extended hours in the
client’s home, being deeply engaged in their personal care,
customs, and habits. It is also likely that if a DCWH learns of
a violent incident or experiences one, this would leave a
strong memory. Securing objective measures for client
history of violence and mental illness/substance abuse
remains a challenge.

CONCLUSION

The results support the importance and necessity of
including historical and clinical domains of violence risk
factors in a client assessment in home care setting.
Providing DCWHs information on client violence and a
mental illness/substance abuse disorder is essential to
reduce the hazards of being victims of client violence.
Organizational, legal, and policy supports are needed to
facilitate this process. Providing safer workplaces will
eventually contribute to recruiting and retaining this
growing workforce and proving quality client care in the
home setting.
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