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use of adequate personal protective equipment during patient contact.
In summary, awake prone positioning
appears to be safe and may slow the respiratory deterioration in select patients with
COVID-19, who require oxygen supplementation or NIV/CPAP. This in turn
may reduce demand for IMV, easing the
strain placed on intensive care services
around the world. In resource-
limited
cost intervensettings, this simple, low-
tion may serve to raise the ceiling of care
for patients that might otherwise have no
further option. However, a blanket policy
for awake prone positioning in COVID19, as advocated by ICS, may overstretch
personnel without achieving clinically
tangible benefits. This may be particularly
relevant outside of critical care settings,
where staff is likely to be inexperienced
and untrained in the adoption of prone
positioning.
Presently, uncertainties surrounding the
effectiveness of awake prone positioning
in ARDS and COVID-19 are substantial.
High-quality studies are required to assess
the degree to which awake prone positioning may be beneficial, as well as select
those who may benefit from it the most.
With such an easy intervention, there
may be a temptation to intervene based
on compassionate grounds—however,
without evidence, it will be difficult to
assess the true value of prone positioning
for future pandemics.

