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Guiding Principles: 

 

1. Physician orders are required for the initiation and discontinuation of prone 

position therapy. 

2. Rotational therapy cannot be used for prone position patients. 

3. Air beds (i.e. KCL) cannot be used for prone position patients. 

4. The Proning Checklist (CD0598MR) must be completed Q1H to document care. 

5. CPR & ACLS resuscitation can be conducted in the prone position. 

6. VV-ECMO patients may be placed in the prone position 

7. Use the supine-to-prone checklist when turning a patient prone.  

8. Use the prone-to-supine checklist when turning a patient supine. 

9. Prone patients may be transferred between hospitals by Life Flight Nova Scotia. 

10.      For all COVID positive/suspected patients the ETT to be clamped before moving.  

11.  Prone patients for a maximum of sixteen hours as per physician order.  

 

Rationale:  

 

1. Prone Positioning is indicated in Acute Respiratory Distress Syndrome with a 

PaO2/FiO2 ratio < 150 mmHg and FiO2 greater or equal to 60. Prone positioning 

can be considered with a PaO2/FiO2 ratio < 200 mmHg. 

2.  Early prone position for ARDS patients with poor PaO2/FiO2 ratios (Ideally less 

than 48 hours from admission). 

3. Benefits from prone positioning are multifactorial: 

a. Improved lung compliance secondary to displacement of the heart and 

diaphragm.  

 b. Improved pulmonary perfusion (V: Q matching). 

 c. Drainage of secretions. 

d. Reduction in pleural pressures and increase in the transpulmonary 

pressure 

 

Expected Outcomes: 

 

1. Improved oxygenation (↑PaO2) (↑SpO2). 

2. Improved ventilation (↓PaCo2). 

3. Improved lung compliance 

 

Absolute Contraindications: 
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1. Unstable cervical fractures 

2. Pelvic fractures 

 

Relative Contraindications:  

 

1. Elevated ICP 

2. Pregnancy  

3. Recent Abdominal Surgery  

 

Introduction:  

     

Prone positioning is indicated early (< 48 hours for severe ARDS patients (PaO2-FiO2 

ratio<150 & FIO2>60 %).  Prone positioning can be considered with a PaO2/FiO2 ratio 

< 200 mmHg. Oxygenation can be consistently improved in patients with ARDS when 

ventilated in the prone position. Approximately 55-75 % of patients will experience 

improved oxygenation (responders). Failure to respond (improved oxygenation and 

ventilation) is not an indication to discontinue prone positioning. Non responders may 

still benefit from reduced ventilator lung injury (Johnston, Luks & Glenny, 2017).   

 

When turning a patient supine to prone or prone to supine the appropriate checklist 

should be used to minimize adverse events such as: pressure injuries, facial periorbital 

edema, ETT tube and I.V line displacement, cardiovascular instability, staff injury, 

brachial plexus injury and CRRT line problems, pre and post checklists should be used 

for all critical care units attempting to place patients in the prone position (Smith & 

Bamford, 2017). 
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Supine to Prone Step by Step Procedural Checklist 

 

 1. Designate team roles. Everyone to introduce themselves and their roles. Respiratory 

therapist at head of bed. Team leader at end of bed to direct team. Physician skilled in 

airway management in unit. Respiratory therapist, nurses and staff enough to turn 

patient. Minimum of five staff including respiratory therapist. At least two staff per side of 

patient 

 2. ECMO proning must have perfusionist present  

 3. Patient has adequate sedation and analgesia. Rass score of -4/-5. Consider bolus 

dosing of paralytic if necessary, as per physician direction   

 4. ETT tube is in satisfactory position and secured with a tube holder. X-ray confirmed 

position of ETT and documented in respiratory and nursing notes pre proning 

 5. Airway management equipment is available Advanced airway cart outside the room  

 6. Minimize all non-essential infusions such as medication lines and insulin infusions  

 7. Place lines running midline to the head or to the foot of the bed 

 8. Cap off arterial line or extended tubing on the line 

 9. Stop feeds ideally one hour before if not place NG on wall suction empty stomach and 

clamp NG. NG length should be documented pre proning   

 10. Any participant can call a “STOP” during the procedure if concerned 

 11. Disconnect EKG, remove anterior electrodes and NIBP cuff. Remove patient gown.  

O2 sat probe is the last to be removed 

 13. Eye patches and lubricant applied to patient eyes 

 14. Minimum of 5 staff to safely turn patient 

 15. RT at head of bed controlling the stability of the ETT  

 16. Two nurses on each side of the bed. (Depending on size of patient more staff may be 

needed) 

 17. Turn patient’s head away from the ventilator 

 18. Position the ETT tube to the side of the mouth furthest from the ventilator  

 19. ETT tube is clamped proximal to connection between ETT and ventilator tubing 

 20. Put ventilator in standby 

 21. Position supine patient near the edge of the hospital bed away from the ventilator. 

This is the horizontal move 

 22. Ensure patient’s arm closest to the ventilator is tucked under their buttock 

 23. Position the head, chest and pelvic pillows prior to prone position. The pillows can be 

placed under the chest, iliac crests and knees. They should be placed to reduce pressure 

placed on the abdomen 
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 24. The person managing the airway must say ALL READY when initiating moving the 

patient. Final safety check 

 25. Lateral the patient is 90 degrees on their side  

 26. Once patient is over on their side Pause to ensure no tension is on the airway or 

lines. Person controlling airway asks this question. Team lead at the foot of the bed 

monitors the situation  

 27. Slowly roll patient to prone on head, chest, and pelvis pillows 

 28. Carefully support the head and neck as the patient is turned lateral to prone 

 29. Pillow under shins to avoid hyper-extension of at ankle and minimising pressure 

exerted on patient knees 

 30. Reassess patient 

 31. Check ETT tube is not kinked. Check position and length.  

 32. Check O2 sat reconnect monitor and check blood pressure. Ensure all monitoring pre 

proning is reconnected. Arterial lines, BIS, TOF  

 33. Post reconnection access for increased inotrope requirements post proning  

 34. Reconnect disconnected infusions such as medication line and insulin 

 35. Reconnect feeds  

 36. Check patient position. Carefully place arms of the patient in the swimmer’s position. 

This means raising one arm on the opposite side to which the head is turned while 

placing the other arm by the patient’s side 

 37. Pressure injury check. Lines/tubing not pressed against the skin, ears not bent over, 

N.G bent into the lips, ETT not pressed into lip, penis and breasts not compressed. Place 

hands under abdomen to check if any caps or stray loose pieces of equipment. Proning 

checklist CD0598MR to be started and filled out every hour. (Critical care nursing proning 

checklist) 

 38. Head to be turned with nursing and respiratory therapy every two hours and arms 

repositioned during turn. Three people usually two nurses to lift and respiratory therapist 

to reposition ETT tube 

 39. Eye patches on and lubricant to eyes every two hours  

 40. Bed in Reverse Trendelenburg position 

Prone-to-Supine Step by Step Procedural Checklist 

      

 1. Designate team roles. Introduce each other and your roles prior to moving. Ensure 

physician skilled in airway management present in unit. 

 2. Patient has adequate sedation/analgesia Rass of -4/-5. Consider bolus dose of 

paralytic upon physician direction  
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 3. ETT tube is in satisfactory position and secured with a tube holder. Length marked and 

documented in respiratory and nursing notes pre turning.   

 4. N.G feeds are stopped and aspirated if possible. N.G is marked and documented 

position  

 5. Remove patient gown, EKG leads, blood pressure cuff. Cap off arterial line if possible. 

Any other patient monitoring disconnected such as BIS, TOF. O2 Sat probe is the last to 

be removed.  

 6. Airway management equipment is available. Advanced airway cart is outside the room  

 7. Minimize all non-essential infusions such as insulin and med line 

 8. Place lines running midline to the head or the foot of the bed. May cap arterial line for 

turn  

 9. Any participant can call a “STOP” during the procedure if concerned 

 10. Check that all patient equipment is off. Disconnect EKG, remove posterior          

electrodes and NIBP cuff 

 11. Minimum of 5 staff to safely turn patient 

 12. RT at head of bed controlling stability of the ETT 

 13. Two nurses on each side of the bed 

 14. Position the ET tube to the side of the mouth closest to the ventilator  

 15. The person managing the airway must say ALL READY when initiating moving the 

patient 

 16. Slide the patient over to the edge of the bed closest to the ventilator 

 17. Slowly tilt patient onto their side away from the ventilator 

 18. Pause to ensure no tension is on the airway or lines 

 19. Remove pillows and slowly turn the patient supine 

 20. Unclamp ETT and turn ventilator back on 

 21. Reassess patient. Access RASS, CCPOT, analgesia/sedation   

 22. Reconnect monitor. All other monitoring such as BIS, TOF. 

 23. Reconnect infusions. Access post inotrope/vasopressor support  

 24. Assess for any pressure injuries 

 25. Be prepared to resume prone therapy if needed, can be turned back quickly upon 

physician direction/team leader 

 26. ABG thirty minutes post proning  

 27. Resume feeds that were stopped only for supine turning  

 28. Team Debriefing 
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Special Circumstances:  

 

1. Proning on ECMO  

 

Introduction and Background: 

 

Significant number of patients referred for VV ECMO will have already undergone prone 

positioning during escalation of local management due to clinical deterioration or advice 

from the level one center in Halifax. Once established on VV ECMO it is unusual for 

patients to be prone positioned. This is due to the fact ECMO allows lung rest with 

minimal minute ventilation.  

 

Indications for Prone Positioning on ECMO: 

 

There are three main situations when prone positioning may be considered during VV 

ECMO:  

1. Refractory hypoxia on ECMO  

2. Facilitate pulmonary toilet and drainage  

3. Failure to wean VV ECMO  

 

These are extraordinary circumstances and are at the discretion of the attending 

physician staff in conjunction with another attending staff physician on team.  

 

Risks of Proning on ECMO: 

 

A. Possibility of dislodging the ECMO cannula  

B. ‘Increased risk of air entrainment into the ECMO circuit  

C. Reduction of blood flow through the ECMO cannula and circuit tubing or through 

abdominal pressure changes  

D. Bleeding through cannula sites that are no longer accessible  

E. Difficulty monitoring an oxygenator thrombosis that requires immediate circuit 

changes  

 

2. Cardiac Arrest in the Prone Position  

 

Turning a patient during a cardiac arrest while prone is associated with significant risk. 

There is risk of displacement of the ETT, dislocation of lines and injury to patient and 

staff. The time delay also impacts effective chest compressions and defibrillation. The 

American Heart Association Guidelines for CPR recommend that when the patient 

cannot be placed in the supine position it may be reasonable to provide CPR and 
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defibrillation in the prone position. Recommendations are based on limited 

evidence and suggest two handed techniques over the mid thoracic spine located 

between the two scapulae.  

Defibrillation can be attempted placing pads one in the left mid axillary line and 

the other over the mid scapula  
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o Have all members of the team introduced 

themselves and their roles? 

o Physician skilled in intubation present in the 

unit? 

o Any contra-indications? 

o Re-intubation advanced airway cart outside 

door? 

o RASS -4 to -5; titrate medications for affect 

o Bolus of paralytic as needed 

o Eye pads on? Eyes lubricated 

o Stop NG feeds & aspirate NGT. Length 

documented 

o ETT tube position confirmed by x ray and 

documented 

o Non-essential infusions disconnected 

o Adequate length on remaining lines going either 

up or down bed 

o EKG lead/ patient gown removed. 

o NIBP cuff, BIS, TOF and temperature cables 

disconnected 

o Arterial line disconnected and capped. 

o 2 pillows for chest, pelvis and lower legs ready. 

 

o Allocate team leader/airway control  

o Positon remainder of team 2 people each side 

(depending of Pt size) 

o Decide and communicate direction of turn 

o Clamp ET tube before movement of patient 

o Planned number of movements 

o All team members are donning full PPE 

equipment (N 95 mask, gloves, gown and face 

shield) 

 

 

o Staff x 5 

o 6 pillows 

o Eye pads 

o Advanced airway cart 

o Turning System or 2 soaker pads 

o Proning pillow 

o EKG leads 

 

 

 

 

o Role allocation clear 

o Airway expert staff present 

o Plan in case of accidental 

extubation 

o Final head to toe check of lines etc. 

o No concerns from team 

o Perform prone as per ICU clinical 

guidelines 

 

  

 

 

 

General: 

o Ensure ET tube is unclamped 

o Check ET tube position 

o Patient central on pillows 

o Sufficient space between chest and pelvic 

pillows for abdominal expansion 

o Check shin pillows  

o Reverse Trendelenburg position 

Head: 

o Face positioned on proning pillow 

o Eye pads on 

o No pressure applied to eyes 

o Nose not squashed 

o NG tube not bent, kinked or migrated 

o NG tube at nares at _________ cm 
Arms: 

o Swimmers position 
o Head away from raised arm 
o Raised arm at a relaxed positon and not 

over-extended at shoulder 
Lines: 

o EKG lines placed on back and connected  
o Arterial line & infusions reconnected 

o NIBP, BIS, temperature and TOF 

 

 

 

o Achieving adequate ventilation & bilateral 
air entry 

o Head to toe check of pressure areas and 
lines 

o Repeat ABG 30 min post prone  
o Follow CC Proning Checklist 
o Planned duration of proning 

___________hrs 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

BEFORE THE PROCEDURE Proning for COVID-19 

EQUIPMENT 

TIME OUT 
Verbal confirmation between team members 

prior to commencing proning 
 

 

SIGN OUT 

POSITIONING 

 PLAN 

POST-PRONE 

PREPARATION 


