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Decision making tool to integrate CPAP treatment in the management of hypoxaemic respiratory 

failure for COVID 19 patients. 

 

 

  NIV (Both CPAP and BiPAP) will NOT be initiated in any patient unless, 

 Appropriate COVID-19 swabs have been taken. 

 The ceiling of care is clearly documented. 

 The CPR status of the patient is appropriately documented in the case notes. 

 

Ward based NIV will continue to be provided for hypercapnic respiratory failure to those patients 

where Critical Care is NOT appropriate and the ceiling of treatment will be NIV. e.g. patients with 

Chronic Obstructive Pulmonary Disease or neuromuscular weakness. Treatment with NIV on ward 2C 

will be provided as directed by the respiratory team. 

 

CPAP is the preferred form of non-invasive ventilatory support in the management of the 

hypoxaemic COVID-19 patient. Its use does not replace invasive mechanical ventilation (IMV), but 

early application may provide a bridge to IMV. Where there is no adequate response, where clinical 

decline continues, or where patient tolerance limits use, early intubation and mechanical 

ventilation should be sought where appropriate. In Type 1 respiratory failure repeated ABG’s are 

NOT required to monitor progress. Oxygen saturation will suffice. 

Overall management will be governed by performance status of the patient as measured by the 

CLINICAL FRAILTY SCALE or equivalent, and whether the patient is a candidate for critical care. The 

Clinical Frailty Scale (CFS) should be used in patients over 65 with no stable long term disability or 

autism. An individualised assessment for patients under 65 or any age with long term disability, 

learning disabilities or autism, should be used. 

If a patient’s clinical frailty is deemed 5 (or equivalent) or more they are less likely to benefit from 

organ support on Critical Care. A decision should be made by the treating team regarding the ceiling 

of treatment and this should be discussed with the patient (if possible)  

Where decision making is difficult, support may be required from clinical colleagues.  

If a patient is deemed not to be suitable for escalation to Critical Care, then this should be clearly 

documented in the case notes along with a treatment plan and a completed DNA-CPR (Lilac) Form. 

CPAP or High Flow Oxygen Can be initiated in these patients only in a suitable enclosed area 

(ED/Respiratory NIV area). Palliation as appropriate should be initiated. 

If a patient’s clinical frailty is deemed 4 or less (or equivalent) they may be considered a candidate 

for ITU. Critical care assessment should occur as quickly as practically possible. CPAP can provide a 

bridge to IMV and therefore transfer to a suitable area should occur. 

Palliation as appropriate should be initiated. 
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Following clinical assessment 3 potential scenarios will emerge: 
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If CPAP is initiated and the patient is transferred to the Respiratory COVID area, its continued use 

will be at the discretion of the treating Respiratory Physician. 

On its withdrawal the patient will be converted to either High Flow Oxygen (Airvo) or Oxygen (up to 

a maximum of 15 litres using a face mask with reservoir bag). 

Appropriate palliation measures (end of life) will be commenced. 

 

CPAP use and device settings. 

CPAP is the primary mode of non-invasive respiratory support for hypoxaemic COVID-19 patients.  

 

Typical Hospital based NIV unit. 

 

Settings are 10 cmH2O + 60% oxygen. 

If using an NIV machine to provide CPAP – change the mode accordingly (Primary settings) 

Both CPAP pressure (Max 20 cmH20) and Fi02 can be increased depending on tolerance and clinical 

response, guided by oxygen saturation. 

Aim for SpO2 of 92% to 96% 

 

 

Typical Domiciliary (Home) NIV Unit. (PREFERRED DEVICE) 

Settings are 10 cmH2O + 15l/min oxygen. 

There are two ways to connect the CPAP machine to oxygen: directly to the CPAP mask or by using a 

bleed adapter. 

 

1. Oxygen Port on CPAP Mask - CPAP masks have an oxygen port already built in. It will usually 

have a cap on it. If an oxygen port exists on the mask, remove the cap, connect the oxygen 

tubing directly to the port. Flow rate (15l/min) 



SJT Version 8: Sept 2020  

 

 

 

 

2. Oxygen Bleed Adapters - Some CPAP mask designs do not have an oxygen port. If the CPAP 

mask does not, a bleed adapter or tubing with an oxygen bleed line will need to be used. The 

oxygen tubing connects to the port.   

 

 

The key to successful use of CPAP is patient tolerance.  Small doses of benzodiazepine or opioid can 

be considered to facilitate this. 

High flow face masks with non-rebreathe reservoir bags should be considered as a modality to give 

short breaks to patients from CPAP. 

Use appropriate PPE as for aerosol generating procedures. 

 

 

 

 

 

https://www.thecpapshop.com/o2-bleed-adapter

