
NO

YES

ARE THE FOLLOWING THREE THINGS TRUE?
•Communicate and cooperate with procedure
•Rotate and adjust position INDEPENDENTLY
•No anticipated airway issues

Continue Supine

NO

IS IT CONTRAINDICATED?
Absolute contraindications
•Agitation or Altered Mental Status
•Unstable spine and/or thoracic injury
•Recent abdominal surgery
•Documented aspiration risk or Severe Reflux
•Recent pacemaker implantation
•Limited neck ROM
•Tracheostomy or Laryngectomy

Relative Contraindications
•Facial injury
•Neurological issues (e.g. frequent seizures)
•Morbid obesity (consider pillow or wedge)
•Pregnancy (2nd or 3rd trimester)
•Pressure sores/ulcers 
•Vomiting/Nausea
•Eaten food in the last 30 minutes

YES

Assist Patient to Prone Position 
•Explain procedure/benefit/ planned length of proning time.
•Ensure oxygen is connected and back up mask is available 
•Provide pillows/wedge for comfort
•Apply Mepilex to boney prominences for Braden Scale ≤ 12
•Reposition if sustained oxygen desaturation or if patient 
decompensates (and page MO)
•Change position per Table 1. as tolerated (goal 2hrs per 
position)
•Do not disrupt between 2200-0600 for sleep hygiene

Non-Intubated Awake Pronation Protocol (™) “NAP TIME”
AKA “Tummy Time”

Reassess
• Monitor SpO2 for first 15 min, then Q1 hour
• Continue proning if patient maintains SpO2 88-92% and 

no obvious distress, tolerates the new position

Table 1: Timed Position Changes:

1. 30min-2hrs lying fully prone (bed flat) 

2. 30min-2hrs lying right lateral decubitus (bed flat)

3. 30min-2hrs sitting up (30-60 degrees head of bed) or out of bed in 

chair

4. 30min-2hrs lying fully prone (bed flat)

5. 30min-2hrs lying left lateral decubitus (bed flat)

 Repeat steps 1-5 except between 2200-0600 for sleep hygiene. 

Encourage patient to sleep prone/ with bed flat

 Goal is 2hrs per position
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Further Reading and Rationale:

• https://emcrit.org/emcrit/awake-pronation/

• https://emcrit.org/pulmcrit/proning-nonintubated/

Other Protocols:

1. Intensive Care Society (UK)
• https://emcrit.org/wp-content/uploads/2020/04/2020-04-12-Guidance-for-conscious-proning.pdf

2. Emcrit/Scott Weingart
• https://emcrit.org/wp-content/uploads/2020/04/COVID-CARP-Protocol-postable.pdf 

3. Mass General Hospital
• https://www.massgeneral.org/assets/MGH/pdf/news/coronavirus/prone-positioning-protocol-for-non-intubated-

patients.pdf 


