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Centre Pointe Health and Rehab Center 2255 Centerville Road
Tallahassee, FL 32308

F 0695

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** 43857

Based on observation, record review, interview and facility policy review, the facility failed to procure 
physician's orders for 1 of 3 residents reviewed for Continuous Positive Airway Pressure (CPAP) use. 
(Resident #1)

The findings include:

On 7/1/24 at 10:42 AM, an observation was conducted inside Resident #1's room. The resident had a CPAP 
machine on night stand. 

A review of Resident #1's medical record was conducted. This review indicated the resident was readmitted 
to the facility on [DATE] with diagnoses including Chronic Obstructive Pulmonary disease and sleep apnea. 
The resident's active physician's order did not include a CPAP machine. Further review of the physician's 
orders revealed an order discontinued on 5/16/24 that stated CPAP at night with settings at 10/15 MM with 
heated humidification, nose mask, or full face mask, apply at bedtime and remove in am. The resident's care 
plan indicated interventions included CPAP settings at night with settings at 10/15 MM with heated 
humidification, nose mask, or full-face mask, apply at bedtime and remove in am. 

On 7/1/24 at 3:30 PM, an interview was conducted with Director of Nursing (DON). The DON stated she 
would expect someone who was care planned for CPAP to have a physician's order. The DON reviewed 
Resident #1's physician's orders and verified there was no active orders for a CPAP.

A review of facility's policy Continuous Positive Airway Pressure, dated 2017, was conducted. Policy stated 
procedure: verify physician's order, order should include level of CPAP, frequency of use, oxygen liter flow if 
applicable and route of administration. The policy further stated record in medication of treatment record. 
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