
PATIENT POSITIONING

Critical /

Emergency
Pathophysiology Safe / Expected Complications NCLEX Trap Procedure Pt. Education

01 PHYSIOLOGICAL PRINCIPLES OF POSITIONING

How body position alters physiology — the four foundational mechanisms NCLEX tests:

02 THE 13 POSITIONS — VISUAL ATLAS

NGN NCLEX MASTER REVIEW · FUNDAMENTALS OF NURSING

Therapeutic positions, clinical indications, contraindications, and high-yield NCLEX patterns. From Fowler's variations to emergency air-

embolism positioning — every angle, every rationale, every red flag.

FUNDAMENTALS SAFETY OXYGENATION PROCEDURAL EMERGENCY POSTOPERATIVE CLINICAL JUDGMENT

MECHANISM 01

Diaphragm Excursion
Upright positions let abdominal

contents drop away from the

diaphragm → ↑ lung expansion → ↑

tidal volume → ↑ SpO₂. Critical in

ascites, obesity, pregnancy, COPD.

MECHANISM 02

Gravity & Fluid Shift
Trendelenburg shifts blood centrally;

reverse Trendelenburg shifts blood

peripherally. Affects BP, ICP, edema,

and surgical access to body cavities.

MECHANISM 03

Aspiration Risk
Supine + ↓ LOC = pooled secretions

→ aspiration pneumonia. HOB ↑ 30°

minimum protects airway in

restraints, post-op, tube feeds,

intubated patients.

MECHANISM 04

Alveolar Recruitment
Prone positioning recruits dorsal

alveoli collapsed by gravity —

improves V/Q matching in ARDS.

Frequent rotation prevents pressure

injury & atelectasis.

→ → →
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Semi-Fowler's

HOB 30°–45°

~30°

Lying on back; head & trunk elevated 30–45°.

✓  INDICATIONS

Ascites / cirrhosis (↓ diaphragm pressure)

Restraint use (↓ aspiration risk)

Post-op thyroidectomy/mastectomy (↓ swelling)

NG tube feedings (↓ reflux)

Fowler's

HOB 45°–60°

~45°

Standard "sitting up in bed" — comfort + oxygenation.

✓  INDICATIONS

General comfort, eating, visiting

Cardiac/respiratory conditions (↑ lung expansion)

Post-op recovery (general)

Support knees with pillow to ↓ shearing

High Fowler's

HOB 60°–90°

≥60°

Nearly upright; maximum lung expansion.

✓  INDICATIONS

Acute dyspnea / SOB

CHF exacerbation (↓ preload)

Severe COPD / asthma attack

Tube feedings (highest aspiration protection)

Tripod

Seated · forward lean

↗

Sitting, leaning forward, weight on elbows/knees.

✓  INDICATIONS

COPD exacerbation (often spontaneous)

Severe asthma attack

Pneumonia with respiratory distress

Sign of distress if pt assumes spontaneously

Orthopneic

In bed · over table

Trendelenburg

Whole bed tilted · feet ↑
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In bed, leaning forward over bedside table with pillows.

✓  INDICATIONS

Severe dyspnea (orthopnea)

Pulmonary edema

End-stage COPD

Patients too weak to sit in chair

HEAD ↓ FEET ↑

Supine; entire bed tilted — feet higher than head.

✓  INDICATIONS

Pelvic / lower abdominal surgery (better access)

Boosting patient up in bed (with lift sheet)

✗  CONTRAINDICATIONS

↑ ICP / head injury / stroke

Ascites, respiratory distress

GERD, hiatal hernia

Reverse Trendelenburg

Whole bed tilted · head ↑

HEAD ↑ FEET ↓ · FLAT BODY

Pt remains flat; entire bed tilted — head higher.

✓  INDICATIONS

Post femoral cardiac cath (no waist flexion)

Head/neck/spinal surgery

↓ GERD without bending hips

✗  CONTRAINDICATIONS

Hypotension / hypovolemia

Peripheral edema, venous stasis

Modified Trendelenburg (Shock)

Supine · legs elevated 15°–30°

LEGS ↑ · TORSO FLAT

Body flat; only legs elevated 15°–30°.

✓  INDICATIONS

Hypovolemic shock (↑ central venous return)

Syncope / fainting episode

Severe hypotension (temporary)

NOTE: True Trendelenburg no longer recommended for shock — use modified

version.

Left Lateral Trendelenburg

EMERGENCY · air embolism

Supine

Flat · on back
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L SIDE + HEAD DOWN

Trendelenburg + turned to LEFT side — traps air bubble in right ventricle.

✓  INDICATIONS

Suspected air embolism (CVC, dialysis line)

Prevents air from reaching pulmonary artery

Buys time while team intervenes

EMERGENCY ONLY · TEMPORARY

On back, completely flat (no HOB elevation).

✓  INDICATIONS

Spinal anesthesia recovery

Post femoral cardiac cath (clot protection)

Lumbar puncture recovery

Sleep / rest

✗  CAUTIONS

↑ Aspiration risk — use side-lying for unconscious

↑ Pressure injury (sacrum, heels)

Prone

Flat · on abdomen

FACE-DOWN

On abdomen, head turned to side.

✓  INDICATIONS

ARDS (recruits dorsal alveoli)

Post lower-limb amputation (prevent hip contracture)

Post tonsillectomy in children (drainage)

✗  CONTRAINDICATIONS

Spinal surgery, recent abdominal surgery

Severe respiratory distress (unmonitored)

Sims' (Semi-Prone)

Left side · top knee flexed

Semi-prone on LEFT side; right knee flexed forward.

✓  INDICATIONS

Enema administration (eases fluid retention)

Rectal exam / suppository

Unconscious patient (drainage of secretions)

Post-laparoscopy shoulder pain relief

Lithotomy
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Supine · feet in stirrups

Supine; legs flexed at hips & knees, feet in stirrups.

✓  INDICATIONS

Pelvic / vaginal exam

Childbirth, cervical procedures

Cystoscopy (bladder visualization)

Some perineal surgical procedures

✗  CAUTIONS

↑ Risk of nerve injury, DVT — minimize duration

Raise/lower legs simultaneously

03 EXPECTED RESPONSE vs CRITICAL FINDINGS

✓  EXPECTED — Position is Working ✗  CRITICAL — Stop / Reposition / Notify HCP

SpO₂ ↑ ≥ 94% after High Fowler's in dyspneic patient✓

RR returns to 12–20 after orthopneic/tripod for COPD✓

BP stabilizes after modified Trendelenburg in syncope✓

↓ Reported dyspnea within 2–5 minutes of repositioning✓

Even chest rise, no accessory muscle use post-position change✓

Improved P/F ratio after prone positioning in ARDS (typically 16+ hrs)✓

No bleeding at femoral cath site after supine maintenance✓

Enema fluid retained ≥ 5–10 min in left Sims' position✓

SpO₂ ↓ < 90% after position change → return to prior position✗

↑ ICP signs (Cushing's triad, ↓ LOC) in Trendelenburg✗

New dyspnea / cyanosis in supine pt → ↑ HOB or side-lying✗

Coughing / gurgling in flat pt with NG feedings → STOP feed, ↑ HOB

30°+

✗

Hematoma at cath site if pt flexes hip post-femoral cath✗

Numbness / tingling in legs during prolonged lithotomy✗

Seizure / sudden ↓ LOC → side-lying to protect airway✗

Sudden chest pain + dyspnea in CVC pt → suspect air embolism, L✗

NGN NCLEX | Patient Positioning — Master Infographic

5/11



04 ASSESSMENT VALUES & NCLEX SIGNIFICANCE

Parameter Expected Value Critical NCLEX Significance

SpO₂ (positioning effect) 95–100% < 90% ↑ HOB is the FIRST intervention for SpO₂ < 92% before calling RT or

starting O₂ in stable pt.

RR 12–20/min < 10 or > 30 Tachypnea + tripod posture = severe respiratory distress. Don't

waste time — sit pt up immediately.

HOB angle (tube feeding) ≥ 30° < 30° Aspiration prevention standard for ALL enteral feedings, intubated,

NG tube patients.

ICP 5–15 mmHg > 20 mmHg HOB ↑ 30° in TBI/stroke. NEVER Trendelenburg. Keep neck midline

(no rotation).

BP (orthostatic) SBP drop < 20 mmHg SBP drop > 20 mmHg Position changes (lying → sit → stand) must be SLOW, especially in

elderly or post-bedrest.

P/F ratio (ARDS) > 300 < 200 Prone for ≥ 16 hrs/day improves P/F ratio in moderate–severe ARDS.

Rotate to prevent injury.

HR (positional) 60–100 bpm ↑ > 20 bpm w/

standing

Reflex tachycardia on standing suggests volume depletion — keep

supine, ↑ fluids before mobilizing.

Femoral cath site Dry, intact, no hematoma Active bleeding /

expanding hematoma

Maintain supine + extended leg × 4–6 hrs. NO hip flexion. Reverse

Trendelenburg permitted.

05 PRIORITY NURSING ACTIONS — POSITIONING LADDER

Calm, oriented patient — comfort + ability to communicate needs✓ lateral Trendelenburg STAT

Respiratory arrest in prone pt → emergency supine flip, code

algorithm

✗
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01 ASSESS BEFORE YOU MOVE

Check VS, SpO₂, LOC, pain, lines/tubes, and contraindications (recent surgery, ↑ ICP, fractures, spinal precautions). NEVER reposition without

knowing the order set.

02 SECURE THE AIRWAY FIRST

If pt is dyspneic → SIT THEM UP (High Fowler's or tripod) before anything else. Airway always wins. Do not delay to take vitals or notify HCP first.

03 PROTECT FROM ASPIRATION

HOB ≥ 30° for tube feedings, restraints, sedation, post-anesthesia, and any ↓ LOC. For unconscious pt: side-lying (recovery) position.

04 REPOSITION Q2H MINIMUM

Pressure injury prevention: turn every 2 hours, more often for high-risk (Braden < 18, immobile, incontinent). Document each turn. Use heel

offloaders, pillows for bony prominences.

05 USE PROPER BODY MECHANICS & LIFT EQUIPMENT

Two-person lifts, mechanical lifts (Hoyer), friction-reducing slide sheets. Bend at knees, not back. The most common nursing injury is from improper

transfers.

06 RE-ASSESS AFTER REPOSITIONING

Recheck SpO₂, RR, BP, pain, and patient comfort within 5 minutes. Position is an INTERVENTION — evaluate its effectiveness and document response.

07 ADVOCATE & REFUSE UNSAFE ORDERS

If an order conflicts with patient safety (e.g., Trendelenburg in TBI patient), STOP, document, and notify the provider. The nurse is the last line of

defense.

06 IF →  THEN CLINICAL DECISION RULES
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IF

Patient with CHF develops sudden

dyspnea & crackles

THEN

High Fowler's + dangle legs

(orthopneic) → ↓ preload, ↑ lung

expansion. Then call HCP for diuretic.

IF

Patient is unconscious / sedated /

seizing

THEN

Side-lying (recovery / lateral) position

to protect airway from aspiration.

NEVER flat supine.

IF

Suspected air embolism (CVC

removal, dialysis line)

THEN

LEFT lateral Trendelenburg STAT. Call

rapid response. 100% O₂. Clamp line.

IF

Patient with ↑ ICP / TBI /

hemorrhagic stroke

THEN

HOB ↑ 30°, neck MIDLINE (no flexion

or rotation). NEVER Trendelenburg.

IF

Pt s/p femoral cardiac

catheterization

THEN

Supine, leg straight, NO hip flexion ×

4–6 hrs. Reverse Trendelenburg OK to

drink fluids.

IF

ARDS pt with refractory hypoxemia

despite ventilation

THEN

Prone position 16+ hrs/day. Rotate to

supine briefly. Protect eyes, ETT, lines.

IF

Hypotension / syncope / pre-

syncope

THEN

Modified Trendelenburg (legs up,

body flat). NOT full Trendelenburg.

IF

Pt admin enema

THEN

Left Sims' position — anatomic angle

of sigmoid colon eases fluid retention.

IF

Patient assumes tripod posture

spontaneously

THEN

RECOGNIZE as severe respiratory

distress. Sit pt up, O₂, call RT, prep for

nebulizer/escalation.

IF

Post-thyroidectomy pt with neck

swelling

THEN

Semi-Fowler's, neck neutral, trach

tray at bedside. Watch for stridor

(hematoma airway compression).

IF

Lower-limb amputee at risk for hip

contracture

THEN

Prone position several times daily to

extend hip. Avoid pillow under stump

(causes contracture).

IF

Tube feeding pt has gastric residual

> 250 mL

THEN

Hold feeding, maintain HOB ≥ 30°,

recheck in 1 hr, notify HCP per

protocol.

07 ⚠  8 NCLEX TRAPS — POSITIONING PITFALLS
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08 HIGH-YIELD NCLEX PATTERNS

PATTERN 01 · DYSPNEA

"What is the FIRST action for the pt c/o SOB?"

ANSWER: Sit the patient upright (High Fowler's).

This is BEFORE applying O₂, calling HCP, or

assessing further.

PATTERN 02 · POST-OP

"Pt s/p general anesthesia, drowsy. Position?"

ANSWER: Side-lying or HOB ≥ 30°. NEVER flat

supine — aspiration risk during emergence.

PATTERN 03 · NG / TUBE FEEDING

"What HOB angle minimizes aspiration?"

ANSWER: HOB ≥ 30° during feeds AND for 30–60

min after. Standard of care for ALL enteral

nutrition.

PATTERN 04 · ICP

"Position for pt with TBI?"

ANSWER: HOB 30°, neck midline (no

flexion/rotation). NEVER Trendelenburg.

PATTERN 05 · CARDIAC CATH

"Femoral approach — pt position?"

ANSWER: Supine, leg extended, HOB ≤ 30° × 4–6

hrs. NO hip flexion.

PATTERN 06 · ENEMA

"Position for cleansing enema?"

ANSWER: LEFT Sims' position. Anatomic angle of

sigmoid eases fluid into colon and improves

retention.

PATTERN 07 · AIR EMBOLISM PATTERN 08 · ARDS PATTERN 09 · COPD

"Trendelenburg for shock"

FALSE. Modern guidelines = MODIFIED

Trendelenburg (legs up, torso flat). Full

Trendelenburg ↑ ICP & ↓ lung

expansion.

01 "Reverse Trendelenburg =
Fowler's"

NO. Reverse Trendelenburg keeps the

body FLAT — the whole bed tilts.

Fowler's bends the bed at the waist.

02 Supine for unconscious pt

DANGER. Aspiration risk! Use SIDE-

LYING (recovery) position for any pt

with ↓ LOC, post-seizure, or sedated.

03 Pillow under amputation stump

CAUSES CONTRACTURE. Elevate by

raising entire foot of bed for first 24

hrs only — then PRONE positioning.

04

Trendelenburg in ↑ ICP

CONTRAINDICATED — head down ↑

ICP further → herniation risk. Always

HOB ↑ 30°, neck midline.

05 RIGHT lateral for air embolism

WRONG SIDE. Use LEFT lateral

Trendelenburg — traps air in right

ventricle, away from pulmonary artery.

06 Lithotomy: legs raised
separately

CAUSES hip dislocation / nerve injury.

Raise & lower legs SIMULTANEOUSLY

with two staff members.

07 "All COPD pts need O₂ first"

POSITION FIRST. Tripod / orthopneic

before increasing O₂ in COPD (hypoxic

drive). Never push O₂ > 2 L without

HCP.

08
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"CVC pt suddenly dyspneic + chest pain.

Action?"

ANSWER: Clamp line, LEFT lateral Trendelenburg,

100% O₂, call rapid response.

"Pt with severe ARDS, refractory hypoxia.

Position?"

ANSWER: Prone for ≥ 16 hrs/day. Improves V/Q

matching by recruiting dorsal alveoli.

"Pt with COPD exacerbation, leaning forward.

Significance?"

ANSWER: Tripod = sign of severe distress.

Recognize and act — escalate care.

PATTERN 10 · PEDIATRIC

"Post-tonsillectomy child position?"

ANSWER: Side-lying or prone with head turned —

promotes oral secretion drainage; ↓ aspiration of

blood.

PATTERN 11 · MATERNAL

"Pregnant pt c/o dizziness when supine.

Position?"

ANSWER: LEFT lateral side-lying — relieves vena

cava compression (supine hypotensive

syndrome).

PATTERN 12 · CRITICAL CARE

"Hypovolemic shock, BP 78/40. Position?"

ANSWER: Modified Trendelenburg (legs ↑, body

flat). Begin IV fluids immediately.

09 NGN BOW-TIE · CLINICAL JUDGMENT MODEL

SCENARIO: 62-yr-old female s/p R femoral cardiac catheterization 2 hrs ago. Reports back pain & nausea. Asks for help to get up to use the bathroom.

SpO₂ 96% RA, BP 132/82, HR 84.

←  ACTIONS TO TAKE

Maintain supine, leg extended, HOB ≤ 30°

Offer bedpan or urinal

Reposition with log-roll technique only

Use Reverse Trendelenburg if pt wants head

up to drink

Assess cath site Q15min × 1hr

C O N D I T I O N  M O S T  L I K E LY

Standard Post Femoral Cardiac
Catheterization Recovery
Goal: prevent femoral artery bleeding → strict bed rest with

leg straight × 4–6 hrs.

PARAMETERS TO MONITOR →

Cath site: bleeding, hematoma, bruit

Distal pulses: dorsalis pedis, post tibial

Color, temp, sensation of affected leg

VS Q15min × 1hr, then per protocol

Pain: sudden back/groin pain = retroperitoneal

bleed
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10 PATIENT & FAMILY EDUCATION CHECKLIST

☑ Teach Before Discharge / Position Change

Change positions slowly — sit before standing to prevent orthostatic

hypotension, especially after bedrest or with antihypertensives.

HOB 30°+ during & after meals — prevents reflux and aspiration; remain

upright 30–60 min after eating.

Sleep with head elevated if you have GERD, sleep apnea, CHF, or COPD —

extra pillows or wedge.

Reposition every 2 hours if confined to bed — pressure injury prevention;

check skin daily for redness.

Tripod position is OK for breathing at home with COPD — sit, lean forward,

weight on knees during episodes.

Avoid crossing legs after hip surgery (typically 6 wks) — prevents

prosthesis dislocation.

Don't bend at the waist after femoral cath × 24 hrs — sit up straight, no

straining.

Pregnant? Sleep on LEFT side — improves blood flow to baby, prevents

maternal hypotension.

Use grab bars when changing position in bathroom — biggest fall-risk zone

in the home.

Call before getting up if dizzy, weak, or after surgery / medications — don't

risk a fall.

Family/caregivers: learn safe transfer technique (gait belt, non-skid shoes,

lock wheelchair brakes).

Report: sudden chest pain, dyspnea, leg swelling, calf pain, or fainting — call

911.

📄  PDF EXPORT INSTRUCTIONS

To save this infographic as a high-resolution PDF: Ctrl + P (Windows) or ⌘ + P (Mac). In the print dialog: select "Save as PDF", set Scale: 65–70% , enable

Background graphics , set Margins: None  or Minimum , paper size Letter  or A4 . For best results use Chrome or Edge.

© NGN NCLEX Master Review · Patient Positioning · Fundamentals of Nursing — For educational use. Always follow facility protocols and provider orders.
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