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pressure ulcers and generally enhanced their enjoyment of the 
education day.  The education programme also substantially 
increased the clinical skills of the surveyors.

Staff found both the education and survey processes 
empowering, inclusive, realistic and useful for future practice.  
This positive feedback engendered enthusiasm and created a 
springboard effect for many health services to launch more 
comprehensive strategies and programmes to better manage 
pressure ulcers in their health service.

The VQC has, for the first time, captured data on risk factors 
for pressure ulcers that have been identified within the 
AWMA guidelines.  As part of a comprehensive analysis of 
the data outcomes, this will help frame the recommendations 
to be detailed in a forthcoming report on pressure ulcers in 
Victoria.

Limitations
As previously noted, inter-rater reliability testing was limited 
to theoretical assessment as it was deemed logistically 
impractical to have all surveyors clinically assessed.  The 
survey did not encompass 100% of Victorian acute and 
subacute beds; however, the 77% of bed surveyed provided 
significant data upon which informed decisions and 
recommendations can be made.

Conclusion
PUPPS was successful in identifying the prevalence of 
pressure ulcers in Victorian public health services.  The 
methodology used to plan and implement the survey was 
robust, achievable and supportive of health services and their 
staff.  It is likely that the survey will be repeated over the 
coming 12 months, using the same methodology.

The data collected has established the primary benchmark for 
pressure ulcer prevalence in acute and subacute beds within 
Victoria, adds significantly to current knowledge of pressure 
ulcer prevalence in Australia, and allows both national 
and international opportunities for benchmarking.  Health 
services staff trained as surveyors received comprehensive 
education about pressure ulcers which can be employed 
instantly in day to day clinical practice and used for future 
strategies and projects.

The VQC PUWG is currently developing a detailed report 
and recommendations, which will set the blueprint for 
pressure ulcer prevention and treatment in Victoria.

Acknowledgements
The authors acknowledge the critical contribution of all 
involved in PUPPS: all Victorian public hospital patients, site 
coordinators and staff who took part in PUPPS; VQC PUWG 
(Mrs Kerry Bradley (chair), Ms Ged Cowin, Dr Tony Weaver 
& Ms Lesley Thornton.  Associate members Ms Kerry May 
& Ms Sue Huckson); Mrs Jenny Prentice; PUPPS Core Team 
(Ms Rhea Martin, Ms Julie Baulch, Ms Kerry May, Ms Tabatha 
Rando, Ms Fiona Butler, Ms Kathy Gribble, Ms Lisa Connelly 
and Ms Loreto Pinnuck); and funding from the Victorian 
Department of Human Services.

References
1.	 Victorian Quality Council.  VQC strategic plan 2002-2005.  VQC, Melbourne 

http://.qualitycouncil.health.vic.gov.au

2.	 Prentice JL, Stacey MC & Lewin G.  An Australian model for conducting 
pressure ulcer prevalence surveys.  Primary Intention 2003; 2(2):87-109.

3.	 Prentice J & Stacey M.  Pressure ulcers: the case for improving prevention 
and management in Australian health care settings.  Primary Intention 
2001; 9(3):21-120.

4.	 Bethell E.  Incidence and prevalence data: can we ensure greater accuracy? 
Journal of Wound Care 2002; 2(8):285-288.

5.	 National Pressure Ulcer Advisory Panel.  Cuddigan J, Ayello EA & 
Sussman C (Eds).  Pressure Ulcers in America: Prevalence, Incidence and 
Implications for the Future.  Reston, VA, 2001.

6.	 Defloor T, Bours G, Schoonhoven L & Clark M.  Draft European pressure 
ulcer advisory panel statement on prevalence and incidence monitoring.  
http://www.epuap.org/review4_1/page6.html 2002, Review Vol 4 Issue 1 
[Accessed 10 July 2003].

7.	 McGowan S, Hensley L & Maddocks J.  Monitoring the occurrence of 
pressure ulcers in a teaching hospital: a quality improvement project.  
Primary Intention 1996; 4(1):9-16.

8.	 Australian Wound Management Association.  Clinical Practice Guidelines 
for the Prediction and Prevention of Pressure Ulcers.  Perth, Australia: 
Cambridge Publishing, 2001.

9.	 The Australian Council on Healthcare Standards.  ACHS Clinical Indicator 
Users’ Manual 2003 - Hospital Wide Clinical Indicators, Version 8.  ACHS, 
Sydney.

10.	 Nelson T.  Pressure ulcers in Australia: patterns of litigation and risk 
management issues.  Primary Intention 2003; 2(4):183-187.

11.	 Frantz R.  Measuring prevalence and incidence of pressure ulcers.  
Advances in Wound Care 1997; 10(1):21-24.

12.	 Baumgarten M.  Designing prevalence and incidence studies.  Advances in 
Wound Care 1998; 2:287-293.

13.	 The AGREE Collaboration.  Appraisal of Guidelines for Research and 
Evaluation (AGREE) Instrument.  www.agreecollaboration.org 2001.

14.	 Lewin G et al.  Determining the effectiveness of implementing the AWMA 
Guidelines for the Prediction and Prevention of Pressure Ulcers in Silver 
Chain, a large home care agency.  Stage 1: baseline measurement.  Primary 
Intention 2003; 11(2):57-72.

15.	 Australian College of Project Management: Module 1: Project Management 
Overview.  Modular Program in Project Management V1 2001.

continued on page 30



PRESSURE ULCER POINT PREVALENCE SURVEY TOOL 

PUPPS

1

Instructions:  Please fill in the appropriate circle(s) using a dark pen e.g.   DO NOT TICK THE CIRCLE. 

1. Date of Survey:         2. Hospital Name:    

3. Unit Record No.:         4. Ward / Unit:

5. Date of Admission:         6. Age: (years) 

7. Type of Admission: Elective O Emergency/Non-elective O 8. Gender: Male O Female O 

9. Primary Medical Speciality (choose 1 only):
Cardiovascular / Cardiology O Haematology O Plastic Surgery O
Critical Care O Infectious Diseases O Rehabilitation O
Endocrinology O Neurological O Renal O
ENT O Neurosurgical O Respiratory Medicine O
Emergency Medicine O Obstetric O Spinal Injury O
General Medical O Oncology O Thoracic Surgery O
General Surgical O Ophthalmology O Transplant O
Geriatric Medicine O Orthopaedic O Urological O
Gynaecology O Palliative Care O Vascular O
Other O (Please State)  

10. (a) Is there documented evidence of an assessment of the patient’s level of risk for developing a pressure ulcer 
using a risk assessment tool between the first and third day of admission? 

Yes O No O If Yes complete Questions 10(b) and 10(c).    If No go to Question 11.

10.  (b) If a risk assessment score or category of risk has been identified, which assessment tool was used? 

Braden O Norton O Waterlow O Other O (Please State)  

10.  (c) If an initial risk assessment was completed state the category of risk documented. 

No risk O Low O Medium O High O Very High O

11. Is the patient’s principal diagnosis? 

Cancer O Pressure Ulcer O Drug or Alcohol disorder O None of these O
12. Does the patient have any of the following? 

Diabetes O Chronic Renal Failure O Acquired Brain Injury O None of these O
13. Does the patient currently smoke or have they smoked in the last 10 

years?
Yes O No O Unsure O

14. Skin inspection refused O
15. Select refusal reason: Too ill O Consent declined O Other O

COMPLETE PHYSICAL SKIN EXAMINATION AS PER GUIDELINES 

16. Skin Colour: White O Light Olive O Dark Olive O Black O 
17. Can the patient independently reposition himself or herself? Yes O No O
18. Are pressure reducing / relieving device(s) currently insitu? Yes O No O

If pressure reducing / relieving device(s) are present, please indicate TYPE of device(s) in use: 

19. Comfort /Adjunct Devices  O
20. Cushions & Overlays STATIC O DYNAMI

C
O

21. Replacement Mattresses STATIC O DYNAMI
C

O

22. Specialty Beds  O

23. Is there evidence of a pressure ulcer on skin examination? Yes O No O
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The Victorian Quality Council Pressure Ulcer Point Prevalence Survey

SURVEY PROTOCOL AND GUIDELINES 
PUPPS

Please use this tool to assist you to conduct the prevalence survey and complete all data entry.

SURVEY PROTOCOL 
NOTE:  If at any time you are concerned about the welfare or current treatment of any patient who
you have surveyed please contact your Site Co-ordinator.

During the survey please ensure the patient’s privacy and dignity is maintained at all times. 

ON ENTERING THE WARD / UNIT
1. The surveyors will approach the shift co-ordinator, introduce themselves and remind the shift co-ordinator of

the survey.  Staff should identify patients who may require assistance with manual handling (e.g. spinal 
patients).  They should also identify patients who are leaving the ward for diagnostic or surgical procedures or 
who are to be discharged and endeavour to survey these patients as a priority.

2. List all the patient Unit Record Numbers against their respective bed number on the Worksheet. (Include a line
for any closed or empty beds.)

APPROACHING THE PATIENT FOR SKIN INSPECTION
3. The surveyors may approach the patient, with or without the nurse (caregiver).

4. The surveyors will ask the patient if they have received and read a Patient Information Sheet regarding the 
PUPPS survey.

5. The surveyors will explain or remind the patient of the purpose for the survey, answer any questions and 
proceed to obtain verbal permission for participation.

6. Once verbal consent has been obtained the surveyors may ask the patient: 

“Do you have any areas of discomfort where you have been sitting or lying, or when you move about
in bed (e.g. tailbone, heels, elbows)?”

7. The surveyor’s will conduct an examination of the patient’s skin paying particular attention to bony 
prominences.  During this process please remove and replace any anti-embolic stockings or other items of 
clothing to gain full visibility of the skin.  Please do not disturb intact wound dressings.  If required ask the 
nurse caring for the patient to identify if the dressing is covering a pressure ulcer and if so to identify the stage 
of the ulcer.

NOTE: For the purpose of this survey, patients who are identified as having an area of reactive
hyperaemia will need to be repositioned off the affected area.  The patient’s skin will need to be re-
inspected thirty minutes later for evidence of a Stage 1 pressure ulcer. Record this on the Worksheet.

8. The surveyors will ensure that the patient is left in a comfortable position after the skin inspection.  Please 
thank the patient for their participation in the survey. 

9. The surveyors will record their findings on the Survey Tool (data collection sheet) provided.

NOTE: If the survey team is unable to stage an ulcer or if more than 5 ulcers are found on one
patient they should contact the Site Co-ordinator.

10. The survey team will then review the medical records of all patients who have a pressure ulcer to complete
the data entry on the Survey Tool (data collection sheet).

BEFORE LEAVING THE WARD 
11. The surveyors will ensure that all data entry is complete prior to leaving the ward.  They should notify the shift 

co-ordinator when they have completed the survey and thank them for their assistance.

FINAL REVIEW
12. At the end of the day each team will check their forms to ensure all data is present and compare the 

information to their notes on the Worksheet.

Please turn page over............. Page 1 of 2 
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