
Prone Positioning Protocol 

Objectives 

 To illustrate patient criteria for prone positioning as an adjunct therapy in the treatment of Acute

Respiratory Distress Syndrome (ARDS)

 To review the exclusion and high-risk criteria for pronation of a patient with Acute Respiratory

Distress Syndrome (ARDS)

 To identify the  equipment and essential personnel needed before, during, and after performing

the prone maneuver

 To outline the steps require to safely turn patients on mechanical ventilation to the prone position

Introduction 

Prone positioning is an adjunct, short-term, supportive therapy to recruit alveoli in order to improve gas 

exchange. When body position changes from supine to prone, pleural pressures, compliance, and volume 

distribution in different regions of the lungs change as well. Patient pronation improves oxygenation, 

ventilation and mobilization of secretions (Vollman & Powers, 2010). 

Criteria for Consideration 

 PaO2/FiO2 < 150 mm Hg

 Peep > 5 cm H2O

 FiO2 > 0.6

 VT 6 ml/Kg PBW

High Risk Patients: 

 Difficult Airway

 Undergoing hypothermia protocol

 Acute hemodynamic instability

 Acute Asthma, O2 dependent COPD, or pulmonary abscess

 Patient unable to be turned by 2 people

Exclusion Criteria: 

 Intracranial pressure > 30 mm Hg or cerebral perfusion pressure (CPP) < 60 mm Hg

 Massive hemoptysis requiring an immediate surgical or interventional radiology procedure

 Tracheal surgery or sternotomy < 15 days

 Serious facial trauma or facial surgery during the previous 15 days

 Cardiac pacer insertion < 2 days

 Unstable spine, femur, or pelvic factures

 Grossly distended abdomen, ischemic bowel, recent abdominal surgery

 Single arterial chest tube with air leaks

 Previous lung transplantation

 Burns on more than 20% of the body

 Chest wall abnormalities

 End-of-life decision before initiation

 Refusal by proxy

After a 12-24 hour 

stabilization period 



Before positioning the patient prone: 

Intervention Rationale 

Discuss patient criteria with MD during 

multidisciplinary rounds 
□ Provides an opportunity for team members to

verbalize concerns

□ Helps developing a patient-specific plan of care

Provide patient/family education regarding goals of 

therapy, procedure, patient care, frequency of 

assessment, expected patient response, and parameters 

for discontinuation of therapy 

□ Decreases anxiety by providing information and

clarification

□ Provides  an opportunity for family members to

verbalize concerns and ask questions about the

procedure

Assess patient size and weight load to determine the 

ability to turn within the narrow critical-care bed frame. 
□ Determines whether a 180-degree turn can be

accomplished within the confines of the space

available

□ Considers the potential for injury to the team

members when turning patients to the prone

position

Discontinue tube feeding  and suction gastric content via 

NG/OG tube 
□ Assists with gastric emptying

□ Prevents aspiration of gastric content

Assess patient RASS & CPOT and titrate medications 

according to sedation parameters 
□ Ensures patient safety and comfort during the use of

prone position.

□ Agitation, whether caused by delirium, anxiety, or

pain, can have a negative effect with the prone

positioning

Assess patient’s eyes /provide eye care/protect eyes □ Ensures patient safety

Assess and protect skin (face, ears, shoulders, wrists, 

iliac crests, knees,  and feet); apply preventive dressing 

as needed 

□ Prevents skin breakdown

If the patient’s tongue is swollen or protruding insert a 

bite block 
□ Prevents soft tissue injury

Ensure the tape or ties of the endotracheal tube or 

tracheostomy tube are well secure 
□ Avoids complications related to accidental

extubation

If the patient has an open abdomen, identify a position 

strategy that allows the abdomen to be free of restriction 
□ Open abdomen is not a contraindication for use of

prone positioning.

Ensure all clinical assessments and interventions have 

been completed 

RT – Perform ABG □ Provide baseline information about ventilation and

perfusion

Disconnect all non-essential lines and devices 



Equipment 

 Electrodes

 Eye ointment

 Eye patches

 Tape

 Pillows / Foam blocks

 Flat sheet

 Pads

 Preventive Dressing(s)

Staff 

 Physician (optional)

 RT (1)

 RN (3)

Room Set Up 

The following items should be 

close by: 

 Intubation Box

 Resuscitation bag/mask

 Code cart



Procedure 

Steps Rational Special Considerations 

Remove headboard and position 

patient completely flat 
□ Allows better access to

patient

Clean patient’s body and apply 

preventive dressings to bony 

prominences and other areas of 

the body at risk for HAPIs such 

as forehead, ears, shoulders, 

elbow, hips, knees and feet 

□ Preventive dressings

decrease the risk of skin

breakdown

Consider using Mepilex® 

Polymem ®, and ABD pads 

Perform deep endotracheal 

suction 
□ Decreases amount of

secretions obstructing the

airway

□ Decreases high pressure

alarms from the ventilator

Perform Oral Care □ Decreases incidence of VAP

Suction gastric content and 

clamp OG tube 
□ Decreases risk of aspiration

Position ETT and Hi-Lo Suction 

tubing midline in the mouth 
□ Prevents device-related

pressure ulcers

Perform eye care: apply 

Lacrilube® to each eye, apply 

eye patches and tape 

□ Protects the eyes from

abrasion and dryness

Remove any unnecessary IV(s) □ Unneeded IV may be a

source of pressure or

infection

□ If unable to remove, pad the

area to prevent skin

breakdown

Be aware of any clamps under 

the patient (remove or reposition) 
□ Prevents skin breakdown

Place a lift sheet under the 

patient to assist with turning 
□ Allows for the use of correct

body alignment during the

turning process

One RN is positioned on each 

side of the bed, with the RT 

positioned at the head of the bed. 

The third RN is available to 

assist where needed. 

□ 4 individuals are needed to

position a patient safely

probe without a frame.

Additional personnel may be

needed based on the size of

the patient.

RT is responsible for 

monitoring the ETT, 

ventilator tubing, and 

intravenous lines located 

by the patient’s head. 

Correctly position all tubes and 

invasive lines 
□ All IV tubing and invasive

lines are adjusted to prevent

a. A PICC line is the

preferred IV access.



kinking, disconnection, or 

contact with the body during 

the turning procedure and 

while the patient remains in 

the prone position 

b. A patient with a femoral

line access should not be

prone. Try to obtain

another type of access.

c. For IJs ask physician to

reposition suture to

maintain site integrity

d. Lines located in the

upper torso are aligned

with either shoulder, and

the excess tubing is

placed at the head of the

bed. The only exception

to the rule is a chest

tube.

Chest tubes and lines

connected to the lower

torso are aligned with

either leg and extended

off to the end of the bed.

If patient is on a low air-loss 

surface, apply “max inflate” 
□ Max-Inflating the mattress

makes the turning procedure

easier

Always turn the patient in the 

direction of the mechanical 

ventilator 

a. Turn the patients head,

so that it faces away

from the ventilator, and

place ventilator tubing on

the opposite side to the

ventilator

Loop the remaining

ventilator tubing above

the patient’s head.

Tuck arms slightly under the 

buttocks. 

Turn head towards the shoulder 

away from the ventilator 

Place a flat sheet over the patient 

and role both sides of the sheets 

towards the patient 

□ Preserves patient’s privacy

and dignity

With the draw sheet, move the 

patient to the edge of the bed 

farthest away from the ventilator 

□ Provides sufficient room to

rotate the body safely 180

degrees within the confines

of a narrow critical care bed

Tilt the patient fully onto his/her 

side 



Move cardiac leads from the 

chest to the back while the 

patient is laying on his/her side 

□ Prevents skin break down

□ Allows easy access to

equipment

Patient is turned into a prone 

position. 

RT supports the head 

during the turn and 

ensures that all tubes and 

lines are secured. 

Gently rotate the arms parallel to 

the body; then flex them into a 

position of comfort. 

Many patients have 

upper extremity limited 

range-of-motion; the 

arms can be left in a 

side-lying position, 

aligned with the body, or 

positioned one up and 

one down. 

Place a pillow or other supported 

surface under the ankle area 
□ Support in this area, allows

for correct body alignment

and prevents tension on the

tendons in the foot and ankle

region

If the patient is tall 

enough, dangling the feet 

over the edge of the 

mattress may be a 

sufficient alternative to 

support the ankles and 

feet in correct alignment. 

Assess patient tolerance of prone 

positioning. 

Allow a 10 min recovery 

period 

If patient tolerates position, 

resume all monitoring, lines, and 

tube feeding 

If patient does not tolerate prone 

positioning, return him/her to 

supine position 



Video 

http://www.nejm.org/doi/full/10.1056/NEJMoa1214103 

During Prone-Position Period (Approx. 17 hours) 

Steps Rational Reportable Conditions 

Assess patient’s tolerance to the 

turning procedure 

 Respiratory rate

 Heart rate

 Blood pressure

Oxygen saturation, heart rate and 

blood pressure may be altered by 

the turning procedure. If 

respiratory rate, heart rate, and 

blood pressure do not return to 

normal within 10 min, the patient 

may be showing initial signs of 

intolerance 

Report patient’s failure to return 

to baseline vital signs and 

hemodynamics 10 min after the 

turn 

Assess the patient’s response to 

the prone position: 

 Pulse Oximetry (SpO2)

 Hemodynamics

 ABGs  (30-60 min) after

turn

 PaO2 >  10 mm Hg



Hemodynamic measurements as 

accurate in the prone position. 

Responsiveness to therapy varies 

among patients 

SpO2 decrease from baseline or 

failure to return to baseline 

Reposition patient’s head every 2 

hours 

The face and ears have minimal 

structural padding to reduce the 

risk of skin breakdown. 

Skin Breakdown 

Assess skin every 2 hours for 

areas of nonblanchable redness 

or breakdown 

Greater than 2 hours on a 

standing surface without 

changing position increases the 

patient’s risk for skin breakdown. 

Nonblanchable redness 

Shearing and friction injuries 

Provide oral care every 2 hour 

and suctioning of the airway as 

needed 

Prone positioning promotes 

postural drainage 

Drainage from the nares may be 

a clinical sign of an undetected 

sinus infection 

Change in amount of character of 

secretions 

Maintain tube feeding as 

ordered 

Risk of aspiration is minimal in 

the prone position because 

patient is already on a head-down 

side-lying position that 

maximized the use of gravity to 

move gastric content safely 

Evidence of tube feeding 

material when suctioning airway 

http://www.nejm.org/doi/full/10.1056/NEJMoa1214103


Returning Patient to Supine Position 

Steps Rational Special Considerations 

Perform Hand Hygiene Reduces transmission of 

microorganism (Standard 

Precautions) 

Apply Personnel Protective 

Equipment (PPE) 

PPE reduces transmission of 

microorganisms, minimizes 

splash, and it is part of Standard 

Precautions 

PPE includes gloves, protective 

eye glasses, mask, and gowns 

Align patient with the edge of 

the mattress closest to the 

ventilator 

The patient turns towards the 

center of the mattress, away from 

the ventilator 

Arrange the ventilator tubing 

to provide sufficient mobility 

and length to prevent pulling 

during the turning procedure 

RT at the head of the bed is 

responsible for monitoring 

placement  of the ventilator 

tubing, monitoring wires, and 

invasive lines 

Straighten the patient’s arms 

from a flex position and bring 

them to rest on either side of 

his/her body 

Cross the leg closest to the edge 

of the bed over the opposite leg 

at the ankle 

Turn the patient to a 45 degree 

angle with the lift sheet and 

then roll patient onto his/her 

back 

Lifting and realigning in the 

center of the bed may be 

necessary 

Adjust patient position for 

comfort and elevate HOB to 30 

degrees 

Documentation 

Documentation should include: 

 Patient and family education

 Patient’s ability to tolerate the turning procedure

 Length of time in prone position

 Repositioning schedule (per HAPU protocol q2hrs) and devices used

 Patient’s response when returned to the supine position

 Complications noted during or after the procedure

 Unexpected outcomes
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