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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44556

Based on observations, interviews, and record reviews, the facility failed to apply residents' continuous 
positive airway pressure (C-PAP)/bilevel positive airway pressure (Bi-PAP) machine at bedtime as ordered 
for 1 of 2 residents (R3) reviewed for respiratory care in a sample of 7. 

Findings include:

On 10/7/2024 at 11:26 PM, R3 was in her room. She was wearing a hospital gown, eyes were closed, door 
was open. R3 was not wearing a C-PAC or Bi-PAP machine. 

On 10/8/2024 at 12:03 AM and again at 12:15 AM, R3 was still sleeping at a 45-degree angle, with no 
C-PAC machine on her face. 

R3's Face Sheet, with an admitted [DATE], documented R3 has diagnoses of but not limited to Congestive 
Heart Failure (CHF), Type II Diabetes Mellitus, and Obstructive sleep apnea (adult) (pediatric).

R3's Minimum Data Set (MDS), dated [DATE], documented R3 is severely cognitively impaired and is 
dependent on staff for all her activities of daily living (ADLs). 

R3's Care Plan, admitted [DATE], has no documentation regarding R3's use of a BiPAP machine at night.

R3's Physician's Orders, dated 12/04/2023, documented BIPAP Machine. Use device on mouth or throat 
nightly at bedtime. Inspiratory pressure 12. Expiratory pressure 8. At Bedtime 09:00 PM. 

On 10/09/24 at 3:00 PM, V1, Administrator said the night nurses and respiratory therapy are responsible for 
putting resident's C-PAP/Bi-PAP machines on them at night. She said she would expect them to be applied 
nightly.
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The facility's policy CPAP/BiPAP Support, revision date of 07/2014, documented Purpose 1. To provide the 
spontaneously breathing resident with continuous positive airway pressure with or without supplemental 
oxygen. 2. To improve arterial oxygenation (Pa02) in residents with respiratory insufficiency, obstructive 
sleep apnea, or restrictive/obstructive lung disease. 3. To promote resident to comfort and safety. 
Preparation 1. Only a qualified and properly trained nurse or respiratory therapist should administer oxygen 
through a CPAP mask. It further documents General Guidelines 1. CPAP (continuous positive airway 
pressure) and BiPAP (bilevel positive airway pressure) can be used in conjunction with ventilation to improve 
oxygenation. 2. BiPAP delivers CPAP but allows separate pressure settings for expiration (EPAP) and 
inspiration (IPAP). 3. CPAP is used when residents have not responded to attempts to increase Pa02 with 
other types of oxygen delivery systems (e.g., nasal cannula). 4. CPAP may be appropriate for improving 
arterial oxygenation in residents with respiratory insufficiency, obstructive sleep apnea, or 
restrictive/obstructive lung disease.
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