SAMPLE
BiPAP (Continuous Positive Airway Pressure) Supportive/Protective Device
 Plan for Use
Name of individual:__________________________


This form is a sample option that can used to meet the DDS 
 Supportive/Protective Device  form requirements
Purpose:
 The BiPAP (Bilevel Positive Airway Pressure) machine delivers a predetermined level of pressure which helps to keep the airway open under continuous pressure. This air pressure  increases oxygen flow to the lungs by keeping the airway open. The BiPAP machine delivers two levels of pressure; one when the individual breathes in and one when the individual breathes out. These machines are used to treat sleep apnea, sleep disorders, and severe respiratory distress such as chronic obstructive pulmonary disease (COPD) and congestive heart failure (CHF). 

__________________________________ uses a  BiPAP machine to treat_________________________ for                                                         .
       (Individual’s Name)                                                                                              (diagnosis)
Ordered by:___________________ Date of HCP order:_________. Frequency of Use:______________.
                                 ( HCP Name)                                                       
Key Points

· If being used with Oxygen--Always turn on BiPAP machine before turning on O2 concentrator. Turn off O2 concentrator before turning off BiPAP machine.

· To clean follow manufacturer’s instructions

· DO NOT TIP MACHINE-especially when water is in water tub.

· USE DISTILLED WATER ONLY in water tub.

· NEVER pour water near machine. Tub must be out of machine when being filled.
· ALL CPAP usage MUST be charted on the Treatment sheet (start and stop time).

· It is very important that the device fits properly (full face or nasal mask or nasal pillows). Individuals should return to supplier until correct type of mask is found to work, especially within the first 90 days. Special attention should be paid to appropriate ramp up settings based on their tolerance for gradual ramping or more rapid ramp up.

Staff Responsibilities

DAILY-bedtime

1. Assist individual in placing face mask/nasal pillows over face/nose at bedtime.

2. Make sure there is distilled water in the reservoir.

3. Turn on machine.

4. Monitor for placement and leakage. Adjust as needed and as trained.

5. Monitor throughout the night as per doctor’s order. Document all CPAP use.

6. Provide or assure good oral hygiene to treat dry mouth.

7. Document set up and placement of mask or nasal pillows on treatment sheet.

DAILY-morning

1. Remove mask/nasal pillows from individual.
2. Turn off machine and let it cool down.

3. Remove water tub carefully so it does not tip. Leave lid open to dry.

4. Drain water tub and clean water tub according to manufacturer’s instructions. 

5. Remove the face mask/nasal pillows and clean according to manufacturer’s instructions.

6. Provide or assure good oral hygiene.

7. Document cleaning and care on treatment sheet. 

WEEKLY

1) Remove the face mask/nasal pillows from the headgear (straps) and hose.
2) Clean the mask/ pillows and head gear according to manufacturer’s instructions
3) Clean the face mask/nasal cushion, water tub, headgear (straps), and CPAP hose according to manufacturer’s instructions. Make sure they are completely dry before reassembling. 
4) When reinserting pillows or cushions into headgear inspect visually and correct if any gaps are seen.
5) Remove the filter from the machine. Clean or replace it according to manufacturer’s instructions.
6) Document cleaning on treatment sheet.
TWICE A MONTH   

1) Remove the silicone pad from the lid of the reservoir unit

2) Clean thoroughly according to manufacturer’s instructions.

3) Document cleaning on treatment sheet.

___________________________________________                         

________________

Supervisor’s Signature                                                         

  


Date

___________________________________________                                                   ________________

 Program Director’s Signature                                                 


 
Date

___________________________________________                                 

 ________________

Registered Nurse’s Signature  (if applicable)                                                                                  Date 

6-24-19

