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SBORS Observation Reporting Tool for Skin and Wound Care for the Unregulated Care Provider (UCP)













1. Know the observation that concerns you, the resident/patient/client/family and interdisciplinary team.
2. Know the diagnosis.
3. Read the most recent progress notes from the last UCP and nurse.
4. Plan to make a note of your observations so you may report to the interdisciplinary team/supervisor.

	S
	Situation
· Name of resident/patient/client you are calling/informing about.
· Change/issue you are concerned about.
· Your name, designation and organization you work for (as applicable).
· Contact number to call you back if you leave a voicemail.

	B
	Background
· Briefly explain what has been going on recently.
· Any change in condition, recent admission or discharge from hospital/emergency room.
· Include change in skin condition if related to use of new equipment/device, personal care/ supplies/equipment/device use, etc., or related to behaviour such as skin picking, scratching, palliative conditions or any incident, e.g., related to falls.

	O
	Observation
· Changes in self-report of a symptom by resident/patient/client.
· A new challenge or opportunity for care.
· Changes in observations in the skin condition related to risk factors below.
Sensory	□ unresponsive □ responds to pain/discomfort/turning/verbal commands perception	□ no sensory deficit
Moisture	□ moist □ damp □ frequency (constantly/frequently/occasionally/rarely) Activity	Physical ability □ bedfast □ chairfast □ walks frequently □ walks occasionally Mobility	□ immobile □ independent body movements □ no limitations
Nutrition	□ very poor/inadequate/adequate/excellent/if special such as nothing by
□ mouth □ intravenous (IV) □ total parenteral nutrition (TPN) Friction and	□ requires assistance to move/moves feebly.
Shear	□ requires assistance to lift off sheets or skin slides against sheets if self-move.
· slides down in bed or chair/has personal assistive device (PASD)/or other devices may contact skin/frequent repositioning.
· has spasticity, contractures, or agitation.
· maintains position in bed and chair.

	R S
	Recommendations or Suggestions
· Do you think the RN/RPN need to attend to the resident/patient/client and determine level urgency or routine as applicable?
· Is there an intervention you would like to try e.g., to address a personal care/ transfer/ mobility/ continence/nutrition/behaviour, etc.?
· How should this change be documented ongoing?
· If this does not improve, when should you follow up with the nurse/supervisor?
· Anything else to watch for?



Adapted from Waterloo Wellington HPC Consultation Services (2017). SBORS. Palliative Care Canada ECHO Project. (2022) SBORS. Personal
Support Worker Community of Practice Series. Barbara Braden and Nancy Bergstrom. (1988) Braden Scale.
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