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A Story about the PPUP Journey…

PPUP planning began in the Spring, 2008

Pressure ulcer rates:
Hospitals 0.4% - 38%
LTC 2.2% - 23.9%
Home care 0 - 17%

In PA, out of the 13,500 hospital pressure 
ulcers reported in PA-PSRS, 32% were 
considered hospital-acquired

Estimated cost for treating pressure ulcers is 
$40,000 p/patient

 Length-of-stay

“A long road ahead”



PPUP goals:

To reduce the incidence and severity of pressure 
ulcers in health care facilities across Pennsylvania

Organizational commitment of leaders
Multi-disciplinary team approach
Pressure ulcer risk assessments and skin inspections done 
on admission
Reliability in re-assessments
Early identification of “at risk” patients
Appropriate and timely implementation of prevention and 
treatment strategies
Physician engagement
Education and reinforcement
Effective communication between shifts and upon transfer



PPUP launched in October, 2008

Three regional conferences:

Attended by over 650 people



PPUP measurement began in December, 2008

Baseline Pressure 
Ulcer Survey:

Completed by
41 hospitals
11 LTC facilities
5 home care agencies

Monthly Data 
Collection and 
Reporting:

Secure, web-
based reporting 
tool
56 PA hospitals 
(representing 74 
patient care units) 



PPUP collaborative activities:  January 2009 - present

8 state-wide audioconferences:
Avg # of lines per call = 90
Avg # of listeners per call = 300-400

Expert speakers addressed challenges in 
the prevention and treatment of 
pressure ulcers, including:
Communication across the continuum
Educational strategies and resources
Nutrition and wound healing
Physician engagement in prevention
Photography 
Triggers and Interventions
Skin changes at life’s end

“Which way do we go?”



PPUP collaborative activities:  January 2009 - present

3 regional networking calls in which 
organizations shared:

Pressure ulcers goals
Improvement strategies
Challenges
Efforts to improve communication on 
transfer

Next round of networking calls will be in April 2010

“Let’s go together”
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What‘s next?

“We made it!”

Two regional conferences in the 
Spring of 2010

Share best practices!!!



THANK YOU!!!


