DAILY CPAP / BiPAP ASSESSMENT & CARE CHECK

For Care Team • Routine Care Record
	Resident:
	__________________________
	Date:
	____ / ____ / ______

	Device:
	☐ CPAP   ☐ BiPAP
	Shift:
	☐ Morning  ☐ Evening  ☐ Night

	Prescribed settings:
	__________________________
	Prescribed SpO₂ target:
	________ %  / care plan



Tick ✓ when satisfactory. Mark X if there is a problem and document/escalate according to the resident’s care plan and local policy.
	Area
	Daily check
	✓
	X
	Notes / value

	Resident / patient
	Awake or at usual baseline level of alertness
	☐
	☐
	

	Resident / patient
	Breathing appears comfortable / no new increased work of breathing
	☐
	☐
	

	Resident / patient
	Respiratory rate/pattern checked if indicated
	☐
	☐
	

	Resident / patient
	SpO₂ checked if prescribed/clinically indicated and within individual target range
	☐
	☐
	

	Resident / patient
	No new cyanosis, marked breathlessness, confusion, drowsiness or distress
	☐
	☐
	

	Mask & skin
	Correct mask in use and positioned correctly
	☐
	☐
	

	Mask & skin
	Mask seal satisfactory; no significant leak reported/observed
	☐
	☐
	

	Mask & skin
	Skin checked at nose/face/ears/straps – no new redness, pressure damage or soreness
	☐
	☐
	

	Equipment
	Device connected to power and functioning normally
	☐
	☐
	

	Equipment
	Tubing connected, intact and free from obvious obstruction/kinks
	☐
	☐
	

	Equipment
	No unresolved device alarms or warning messages
	☐
	☐
	

	Equipment
	Prescribed mode/settings displayed – no unauthorised changes made
	☐
	☐
	

	Humidification
	Water chamber checked; correct water used according to manufacturer/local policy
	☐
	☐
	

	Humidification
	No excessive condensation ('rain-out') in tubing/mask
	☐
	☐
	

	Hygiene
	Mask/tubing/humidifier care completed according to local schedule
	☐
	☐
	

	Tolerance
	Resident reports/appears comfortable and tolerating therapy
	☐
	☐
	

	Tolerance
	No new dry mouth/nose, abdominal bloating, headache or significant discomfort reported
	☐
	☐
	

	Documentation
	Hours/use or device therapy data reviewed if this forms part of the care plan
	☐
	☐
	

	Documentation
	Any problem, action taken and escalation documented below
	☐
	☐
	


ESCALATE / SEEK CLINICAL REVIEW IF:
	☐ New or worsening breathlessness / increased work of breathing
	☐ SpO₂ outside the resident’s prescribed target or unexplained deterioration

	☐ New confusion, unusual drowsiness, distress, vomiting or inability to tolerate mask
	☐ Persistent alarm, major leak, device failure, or therapy cannot be delivered as prescribed


Emergency deterioration: follow the resident’s emergency care plan/local protocol and call emergency services when indicated. Do not independently alter prescribed CPAP/BiPAP pressures unless authorised within scope and local policy.
	SpO₂ (if checked):
	______ %
	Respiratory rate:
	______ /min

	Problem/action/escalation:
	________________________________________
	Person contacted:
	______________________

	Staff name:
	________________________
	Signature / initials:
	______________________


This checklist supports routine observation and documentation. It does not replace an individual prescription, care plan, manufacturer instructions, clinical assessment or local policy.
