Workplace Violence During Care Transition Toolkit

Care Transition Form for Hospital, Long-Term Care, and Home & Community Care Settings

	Purpose:
	This tool is intended for the healthcare sending location to share information with the healthcare or non-healthcare receiving location about:

a. a care recipient’s risk of violence
b. the behaviour related interventions used to prevent or reduce the risk of violence

	Instructions:
	The sending or receiving location can initiate the use of this form.

Care teams from the sending and receiving locations meet on the phone when possible.

The form is completed by a healthcare provider from the sending location and shared with the receiving location.



	Care Recipient Name:
	_____________________________
	Date:
	_____________________

	Sending Location: 
(name, address)
	_____________________________
_____________________________
	Time of Meeting:
	_____________________

	Receiving Location: 
(name, address)
	_____________________________
_____________________________
	
	



	RISK OF VIOLENCE INFORMATION (check  all that apply)
N.B. This is NOT a client violence risk assessment. Information from the care recipient’s violence risk
assessment is entered into this form to share and be transparent with the receiving location.

	☐ No Known History of Violent Behaviour
	LEVEL OF RISK

	☐ History of Violent Behaviour
	☐ Low

	☐ No Observed Behaviours
	☐ Moderate

	☐ Observed Behaviours. Check  all that apply and describe.
	☐ High



	☐ Physical Threats (e.g., choking, punching, hitting, pushing, biting, spitting, groping, pinching, kicking, shaking fists, moves or lunges towards others, or banging own head or body): ____________________________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________

	

	☐ Attacking Objects (e.g., throws objects; bangs or breaks windows; kicks objects; smashes furniture): _____________________ ___________________________________________________________________________________________
___________________________________________________________________________________________

	

	☐ Verbal Threats (e.g., raises voice in intimidating or threatening way; shouts angrily, insulting others or swearing; makes aggressive sounds): _____________________________________________________________________________________
___________________________________________________________________________________________



	
☐ Boisterous (e.g., overtly loud or noisy such as slamming doors, shouting, etc.): ____________________________________ ___________________________________________________________________________________________
 ___________________________________________________________________________________________

	
☐ Irritable (e.g., easily annoyed or angered; unable to tolerate the presence of others; Unwilling to follow instructions): ____________ ___________________________________________________________________________________________
___________________________________________________________________________________________


	☐ Agitated/Impulsive (e.g., unable to remain composed; quick to overreact to real and imagined disappointments; troubled, nervous, restless or upset; spontaneous, hasty or emotional): _________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________


	☐ Paranoid/Suspicious (e.g., unreasonable or obsessively anxious; overly suspicious or mistrustful e.g., belief of being spied on or someone conspiring to hurt them): ____________________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________


	☐ Confused (e.g., disoriented – e.g., unaware of time place, or person): __________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________


	☐ Socially Inappropriate/Disruptive Behaviour (e.g., screams; engages in self-abusive acts, sexual behaviour or inappropriate behaviour): ___________________________________________________________________________________
___________________________________________________________________________________________


	☐ Substance Intoxication/Withdrawal: ___________________________________________________________ ___________________________________________________________________________________________

	
☐Body Language (e.g., puffed up chest; deep breathing; arms spread or behind head; dilated pupils): _______________________ ___________________________________________________________________________________________
___________________________________________________________________________________________


	☐ Other (resisting healthcare, suicidal ideation): __________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________




	
TRIGGERS: __________________________________________________________________________________

	___________________________________________________________________________________________

	___________________________________________________________________________________________

	___________________________________________________________________________________________



	INTERVENTIONS REQUIRED DURING TRANSITION (check ☒ all that apply)

	Safety
	Medications Given & Administration Times

	☐ Personal belongings kept
separate from care recipient
	☐ Anxiolytics (name): ___________________________________________
_______________________________________ Admin times: __________

	☐ Restraints
	☐ Antipsychotics (name): ________________________________________
_______________________________________ Admin times: __________

	☐ Security presence
	☐ Sedation (name): ____________________________________________
_______________________________________ Admin times: __________

	☐ 72 hr. hold in place
	☐ Other: _____________________________________________________
_______________________________________ Admin times: __________

	☐ Other: ____________________________________________________________________________________



	[bookmark: _Hlk86912705]INTERVENTIONS REQUIRED DURING TRANSITION (check ☒ all that apply)

	☐ Attendance of family/friend/substitute decision-maker

	☐ Personal belonging(s) known to prevent behaviours

	☐ Restraints _________________________________________________________________________________

	☐ Other ____________________________________________________________________________________



	[bookmark: _Hlk86912059]METHODS OF TRANSITION (check ☒ all that apply)

	☐ Assisted Walking
	☐ Ambulance

	☐ Wheelchair
	☐ Hired Transportation Service

	☐ Stretcher
	☐ Taxi

	
	☐ Police/Corrections

	
	☐ Air



		TASKS TO COMPLETE BEFORE SENDING (check ☒ all that apply)	

	Sending Location
	Receiving Location

	☐ Communicate risk of violence to workers
	☐ Clear room of non-essential items

	☐ Perform client risk assessment
	☐ Communicate risk of violence to workers

	☐ Confirm that Escort competencies are appropriate for level of risk

	☐ Request healthcare provider(s) be present upon arrival
☐ Have medications available 






		MEETING ATTENDEES	

	SENDING
LOCATION

	

_______________________________________
Name
	

_______________________________________
Designation (e.g., primary care nurse,
charge nurse)

	
	

_______________________________________
Name
	

_______________________________________
Designation 



	RECEIVING
LOCATION

	

_______________________________________
Name
	

_______________________________________
Designation (e.g., primary care nurse,
charge nurse)

	
	

_______________________________________
Name
	

_______________________________________
Designation



Person Who Completed this form:



	_____________________________________________
Name
	____________________________________________
Designation

	_____________________________________________
Signature
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