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Statement of Purpose

To provide written guidance for hospitals and other health care facilities about implementing and modeling
infant safe sleep protocols within their facility. These infant sleep practices should be followed for all healthy
infants up to one year of age.

Introduction: Why develop and implement a hospital safe to sleep policy?

e Sleep related deaths are a major, largely preventable, burden of death to infants in Georgia
and the United States.

e Asof 2013, Georgia averaged 3 infant deaths a week due to sleep-related causes.

e It has been demonstrated that observing hospital staff utilizing safe sleep practices reinforces

the behavior for parents when they return to their home.
e Hospitals have the ability to reach just about every new parent within the community.

e Nationally, and in the State of Georgia, African American infants die from unsafe sleep
practices at a rate two to three times higher than Caucasian and Hispanic infants.

e Hospitals have the ability to become a regional leader in protecting infants and reducing

preventable infant sleep-related deaths.
e Reducing infant deaths and increasing supine sleeping are objectives of Healthy People 2020.

e The American Academy of Pediatrics issued updated recommendations in October, 2011 on

safer infant sleep practices.

e Role modeling and provider education have been demonstrated to lead to significant

increases in adherence to safe infant sleep guidelines.




Goals:

To provide accurate and consistent safe infant sleep information to hospital personnel
including medical, nursing, breastfeeding, child birth education, and nutrition staff.

To enable hospitals to implement and model safe infant sleep practices throughout their
facility.

To provide guidance to healthcare staff on addressing safe infant sleep concerns and issues.

Long Range Goals:

Enable providers to have an accurate and informative conversation with parents about
decisions regarding safe sleep for their children.

To reduce infant mortality attributed to sleep-related infant deaths.

A Brief History of the Safe to Sleep Recommendations

*  In 1992, the American Academy of Pediatrics (AAP) issued its first recommendation on
infant sleep which was to place infants supine (on their back) or on their side. Until this
time, there were no consistent recommendations provided that were rooted in science and
based upon research.

* In 1994, the National Institute on Child Health and Development (NICHD) launched the
“Back to Sleep” Campaign. This campaign was very successful and resulted in a large
number of children being placed either on their back or side for sleep. The result was a
dramatic drop in SIDS (Sudden Infant Death Syndrome) deaths.
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In 2005, the AAP changed the recommendation from supine or side, to supine only.

It eliminated any recommendation of side sleeping for healthy infants.

In 2011, the AAP further expanded their recommendations on infant safe sleep to include
the sleep environment. At the same time that SIDS rates were declining, it was discovered
that deaths specifically from suffocation and strangulation in bed were increasing. It was at
this same time that the term SUID was introduced. SUID or Sudden Unexpected Infant
Death is defined as the death of an infant less than 1 year of age that occur suddenly and
unexpectedly, and whose cause of death is not immediately obvious prior to an investigation.
After a case investigation, some SUID deaths can be attributed to various etiologies such as
suffocation or entrapment. If no etiology is determined, and 3 criteria are meet: autopsy,
death scene investigation and review of clinical history then the SUID is classified as a SIDS
death. Thus, SUID cases are divided up into those cases in which a cause of death is
identified following a death scene investigation and/or an autopsy and those in which no
etiology is found. If no etiology is found, then the SUID case is labeled as SIDS

Many past SIDS cases (prior to the onset of death scene investigations) are now believed to
have been SUID. SUID cases often involve unsafe sleeping environments and one or more
risk factors for SIDS; therefore, infant safe sleep must incorporate not only the sleep
position but, also the sleep location and environment.

The new AAP recommendations were split into 3 levels based on scientific rigor:

Level A: Recommendations are based on good and consistent scientific evidence (i.e., there
are consistent findings from at least 2 well-designed, well-conducted case-control studies, a
systematic review, or a meta-analysis). There is high certainty that the net benefit is
substantial, and the conclusion is unlikely to be strongly affected by the results of future
studies.

Level B: Recommendations are based on limited or inconsistent scientific evidence. The
available evidence is sufficient to determine the effects of the recommendations on health
outcomes, but confidence in the estimate is constrained by such factors as the number, size,
or quality of individual studies or inconsistent findings across individual studies. As more
information becomes available, the magnitude or direction of the observed effect could
change, and this change may be large enough to alter the conclusion.

Level C: Recommendations are based primarily on consensus and expert opinion.
(AAP, 2011)




Trends in Sudden Unexpected Infant Death (SUID) rates in the United States
from 1990-2013.
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SOURCE: CDC/NCHS, National Vital Statistics System, Compressed Mortality File.

e Sudden infant death syndrome (SIDS) rates declined considerably from 130.3 deaths per
100,000 live births in 1990 to 39.7 deaths per 100,000 live births in 2013. Most of this drop
occurred between 1992 and 2001. Since 2001, there has been little change.

e Unknown cause infant mortality rates remained unchanged from 1990 through 2013. In 2013,
the unknown cause mortality rate in infants was 26.8 deaths per 100,000 live births.

e Accidental suffocation and strangulation in bed (ASSB) mortality rates remained unchanged until
the late 1990s. Rates started to increase beginning in 1998 and reached the highest rate at 20.8
deaths per 100,000 live births in 2013.

e Codes for cause of death were defined according to the International Classification of Diseases,
Ninth Revision (ICD-9) for 1984-1998, and the International Statistical Classification of Diseases
and Related Health Problems, Tenth Revision (ICD-10) for 1999-2004. We defined cause of death
by using the following ICD-9 and ICD-10 codes: ASSB (E913.0; W75), SIDS (798.0; R95), and
unknown cause, (799.9; R99) based on the underlying cause of death. The combined SUID death
rate was the combination of ASSB, SIDS, and unknown cause deaths.




The AAP Recommendations:

The American Academy of Pediatrics (AAP) Task Force on Sudden Infant Death expanded its
recommendations on the promotion of safe infant sleep environments in October of 2011. These
recommendations are listed below by scientific category. At first glance, this list may seem daunting,
especially when considered within the busy environment of a hospital and maternity ward however,
it should be noted that the top four safe to sleep recommendations,

* Baby is placed on his or her back to sleep, for every sleep
* Use a firm sleep surface

* Room-sharing without bed-sharing

* Keep soft objects and loose bedding out of the crib,

are the most crucial and the ones that can best be addressed within the hospital. Education and
advice on breastfeeding and the avoidance of overheating should already be provided and will
compliment your safe infant sleep activities.

Currently for parents, there remains some confusion surrounding the recommendations. Infant Safe
to Sleep policies are one of the best methods to ensure that families are given the opportunity to
fully and completely understand how to best protect their infants from preventable sleep-related
deaths. These recommendations have been established to help reduce the risk of infant death and
are proven effective in this effort.

Level A recommendations:

* Back to sleep for every sleep

* Use a firm sleep surface

* Room-sharing without bed-sharing

* Keep soft objects and loose bedding out of the crib

* Pregnant women should receive regular prenatal care

* Avoid smoke exposure during pregnancy and after birth

* Avoid alcohol and illicit drug use during pregnancy and after birth

* Breastfeeding

* Consider offering a pacifier at nap time and bedtime (after breastfeeding is established)

* Avoid overheating

* Do not use home cardiorespiratory monitors as a strategy for reducing the risk of SIDS.
However, cardiorespiratory monitors may be prescribed if an infant is having episodes of
not breathing or low heart rates.

* Expand the national campaign to reduce the risks of SIDS to include a major focus on the
safe sleep environment and ways to reduce the risks of all sleep related infant deaths,
including SIDS, suffocation, and other accidental deaths; pediatricians, family physicians, and
other primary care providers should actively participate in this campaign




Level B recommendations:

* Infants should be immunized in accordance with recommendations of the AAP and Centers
for Disease Control and Prevention

*  Avoid commercial devices marketed to reduce the risk of SIDS

* Supervised, awake tummy time is recommended to facilitate development and to minimize
development of positional plagiocephaly

Level C recommendations:

* Health care professionals, staff in newborn nurseries and NICUs, and child care providers
should endorse the SIDS risk-reduction recommendations from birth

* Media and manufacturers should follow safe-sleep guidelines in their messaging and
advertising

* Continue research and surveillance on the risk factors, causes, and pathophysiological
mechanisms of SIDS and other sleep-related infant deaths, with the ultimate goal of
eliminating these deaths entirely

To access the full article, visit:
www.pediatrics.org/cgi/doi/10.1542/peds.2011-2284



http://www.pediatrics.org/cgi/doi/10.1542/peds.2011-2284

Step 1: Designate an Internal Safe to Sleep
Champion

The Safe to Sleep Champion is someone willing
and able to oversee and help guide the hospital-
based Infant Safe to Sleep Program. It is
important to have an advocate as the designated
point of contact for staff and leadership.
Additionally, the Safe to Sleep Champion will
help to coordinate activities and will become the
main point of contact for the Georgia
Department of Public Health (DPH), Safe to
Sleep Campaign Coordinator. Some facilities
may choose to launch a large, multi-level
awareness program while others may be
satisfied with instituting policy change and
staff. The

completely within the facility and the needs that

educating  their choice rests

are present in each particular locality.
Step 2: Complete the Short Baseline Survey

In order to fully assess what, if anything needs
to be addressed by education and policy change,
a short pre-intervention survey should be
conducted.

This survey will also give a baseline for future
evaluation of the effectiveness of the
implemented infant Safe to Sleep program

activities.
Suggested items to survey:

1. Whether or not there is an infant safe
sleep policy or guidelines already in
place at your facility or departments
within it.

2. Whether or not there are requirements
for staff training on the infant safe to
sleep recommendations.

3. Whether or not
requirements for patient education.

there are any

4. Whether or not room sharing instead of
bed sharing is discussed or promoted.

5. Whether or not there are any infant safe
to sleep materials provided to the
parents during their stay.

6. A number of completed “crib audits”.

Crib audits (Attachment A) are designed to
gauge the reality of the infant sleep situation
within the facility, despite the presence or
absence of a policy or guidelines. Completing
these steps will give you invaluable numbers and
information for which you can evaluate and
measure the effectiveness of any interventions.

Step 3: Send Information to the DPH Safe
to Sleep Campaign Coordinator

Along with the Hospital Safe to Sleep
Partnership Pledge of Intent (Attachment B),
send the survey information to the DPH Safe to
Sleep Campaign Coordinator. This will signify
your facility’s participation in the Infant Safe to
eligible for
recognition as a community leader in infant

Sleep Program and make it
safety, as well as, any education materials that
are available after your program is enacted.

Step 4: Program Development

Developing a hospital-based Infant Safe to
Sleep Program requires two main components:
curticulum

program acceptance and

development.

Program acceptance must occur at multiple
levels of the organization including; hospital
administration, physicians, and nursing staff.
Past efforts have found initial program support
most readily at the physician level. It is advised
to initially focus on the staff that are already
knowledgeable about SIDS and accidental
sleep-related  deaths.

infant Pediatricians,

neonatologists and emergency room physicians




all have first-hand experience with these
tragedies, so they often have a more tangible
interest in eliminating these events in their
Additional

obtained by working with public

can be
health
advocacy groups such as local Boards of Health,
Safe Kids Coalitions, Cribs for Kids programs,
and Child Death Review teams (PPOR, 2003).

communities. support

Next, consider reporting baseline survey results
to your DPerinatal Leadership, Hospital
Administration, Well Baby Nursery Medical
Director, Lactation Support, and any other
identified participants to inform them of the
status of your facility’s infant safe to sleep
practices. The presentation should: 1) explain
deaths,

including both national and local statistics, 2)

the scope of sleep-related infant
the results of the baseline survey, 3) describe the
logistics of the program and, 4) discuss cost-

effectiveness (if applicable).

-

In a

hospital-wide  program, initial
discussions should include head nurses of
the newborn nursery, intensive care
nursery, labor hall, and the pediatric floor
(can also consider the emergency
department). Discussions should be held at
the staff organizational level, including
multidisciplinary committees (i.e., newborn
or neonatal care committees, nursing
counsels such as education and practice
committees). These committees contain
nurses who are leaders and can support the

dissemination of the program concept to

the general staff. (PPOR, 2003)

\_

Curriculum development relates to deciding
what the new policy will represent and how it
will be explained and taught to new and current

staff.
development and staff training in further detail.

The next section discusses policy

Developing curriculum can seem a daunting
task; however, the DPH Safe to Sleep Campaign
Coordinator is available to assist in the creation
of training materials.

This is also a time to set goals and establish
where you would like to see your facility within
the next year to two years when it pertains to
the safety of infants while sleeping. Setting firm
goals and  objectives  will assist in
implementation, as well as evaluation, of your

program.
Step 5: Model Safe Infant Sleep

Now it is time to fully adopt and implement
internal Infant Safe to Sleep policies. There are
numerous examples of Safe to Sleep hospital
policies that can be used to assist in the
development of your facility’s policy. A number
have been provided for reference
(Attachment C).

ensure that the following areas (adopted from

your
A good place to start is to

the 2011 American Academy of Pediatrics
Recommendations) are covered in the policy.
Policy & Procedure:

Sleep Position:

Sleep Surface:

Bedding:

Smoking, Drugs, Alcohol:

Sleep Environment:

Pacifier Use:

Overheating/Over-bundling:

10




NICU Specific Policy:
Positioning Aids:
Monitoring Devices:
Tummy Time:
Breastfeeding:
Immunizations:

Discharge Instructions:

Once the
established and agreed upon, it is time to train

policy guidelines have been
staff and physicians on the new measures. It
is vital that staff develop a level of expertise on
infant safe to sleep recommendations in order
to become comfortable discussing safe infant
sleep issues with families. Studies show that
some nurses are often reluctant to be safe sleep
advocates for multiple reasons including: a lack
of formal training, a lack of time to review
research, a lack of understanding of statistics,
and disbelief that changing their behavior will

make a difference (Stasny 2004).

Nurses are crucial role models for parents.
Parents who merely see their baby placed supine
in the nursery are almost twice as likely to
continue this practice at home. When the
correct behavior is modeled and followed up
with a conversation on safe to sleep
recommendations, adoption of safe behaviors is

increased even more significantly.

There are some potential issues in the nursing
component of the safe infant sleep education.
Recognizing these concerns at the outset will
result in better program compliance. One
important  area  of  concern  involves
breastfeeding. Some individuals will claim that
an infant safe to sleep program is anti-
breastfeeding because the baby is not

recommended to sleep in the mother’s bed.

This statement is false. Safe infant sleep
fully AAP
recommendation that all infants be breastfed

programs support the
and that breastfeeding is considered a protective
factor against SIDS. In an effort to eliminate
concerns of overlay and entrapment while
reducing concerns of suffocation, the AAP
supports room sharing instead of bed sharing,
especially during the first 4 most vulnerable
months of an infant’s life. This allows for the
infant to remain close to his or her parents and
helps to facilitate breastfeeding, but also
protects the infant from a potentially deadly

sleep environment.

The recommendation to room share instead of
bed share is one recommendation, amongst
many, that help parents know how to create a
safe sleep environment for their child. If a
parent feels strongly about bed sharing, they still
have the right to learn what to do to reduce the
risks and increase protection of their infant
from sleep-related death. Breastfeeding
advocates who are also bed sharing advocates
support the creation of a sleep environment that
is “safer” than just bringing the baby into bed
with the parent. The recommendations for safe
infant sleep hold true across both belief
systems. This is why we are encouraging nurses
and other practitioners to have a conversation
with parents to encourage critical thinking about
their infant’s sleep environment and have a
and beliefs

discussion about their values

regarding sleep safety.

Another possibly related concern is that the
program is anti-bonding. Again, this is false. It
should be emphasized that mothers can spend

in bed with the
breastfeed or to bond, as long as mother is fully

time infant whether to

awake. Once the mother is feeling drowsy, the
baby should be returned to the safety of the

11




crib. As stated above; Room sharing, without
bed sharing, is meant to help facilitate the
mother breastfeeding and bonding, while also
providing for the infant’s safety, by protecting
the baby from suffocation, entrapment, or

overlay.

A good resource for more information on these
issues, is the La Leche League publication;
“Sweet Sleep, Nighttime and Naptime Strategies
for the Breastfeeding Family”. It provides safe
sleep advice (in alignment with those provided
here) for
conscience decision to bed share or who, will

families who have made the
eventually decide to bed share, once they have

their infant home with them.

Understanding  caregiver’s  behaviors — and
knowledge and the barriers for either following,
or not following, the recommendations is
critical to addressing the issue of safe infant
sleep. It isn’t necessarily only that new parents
don’t know the recommendations but, often
they choose not to follow the recommendations

due to misconceptions and beliefs.

The chart below helps to conceptualize reasons
parents choose unsafe sleep behaviors that
don’t follow the AAP Recommendations.

Behaviors & Knowledge

Situational Care
Convenient for
breastfeeding

Soothing a
crying baby

Preference Misconceptions

Fear of "crib
death"

Infant "doesn't
like" crib

Excess bedding
& positioners to

Parents prefer
having infant in
bed "protect” infant

A parent or caregiver’s behavior is influenced by
his or her knowledge but also by other factors
including; situational care, preference, and safety

misconceptions. These are all areas that can be
addressed and can be of value to parents to
understand. Parents would like to be treated as
if they are capable of making appropriate
decisions regarding their child. Acknowledging
their fears and misconceptions allows the parent
to understand the situation which then helps to
empower them in making healthy decisions for
their child(ren).

Another area of importance, if resistance is
that  these
The most

received from  parents, is

recommendations are not forever.
vital time for vigilance is the first 4 to 6 months.
Once an infant is able to roll over back to front
and front to back, studies show no need to
reposition the baby. Additionally, the majority

of SIDS/SUIDS deaths occur in infants under 6

months.
/ A true case study to \
“In the case of a

demonstrate:
3-month-old boy found dead
while sleeping alone in an adult
bed despite a bassinet noted in
the same room, his father had
surrounded him with pillows to
prevent him from rolling.
Moreover, he was placed in
prone position, and it was noted
that the father had “placed
baby on stomach because he
had just fed him and ‘he did not
want the baby to spit up and
choke’ if he placed him face up.”

\ (Hackett et el., 2014) /

12




In the instance of the above case study, the
father was trying to protect his child and keep
him comfortable. The pillows however, caused
an unsafe situation due to the possibility of
suffocation. Laying the baby on his stomach
and on an adult bed added additional risks. It is
common for caregivers to lay their baby back to
sleep and in a crib, at nighttime only. The baby
is frequently laid on other surfaces for naptime
and often, due to the perception of better
comfort and fear of choking, the baby is laid on
his stomach. Caregivers should be reminded
that it is back to sleep, for every sleep.

Once staff has been adequately trained on the

safe infant sleep, the new policy, and
expectations, the hospital may choose to
reinforce hospital policy with visual aids
such as floor decals and posters (see
attachment E for sample posters).  Your
hospital may also consider participating in the
HALO In-Hospital SleepSack Program to
replace receiving blankets with wearable
blankets, and/or become a designated “Cribs
for Kids” location to provide Pack N’ Play safe
sleep kits to families in need. Contact the DPH
Safe to Sleep Campaign Coordinator if you
would like more information on any of these

programs.
Special considerations: late preterm infants

Infants born at 34 07 through 36 6/7 weeks
gestation, or “late-preterm” infants, are often
the size and weight of some term infants (born
at 37 /7 — 41 6/7 weeks gestation). Because of
this similar size, late-preterm infants may be
treated by parents, caregivers, and health care
though
developmentally mature and at low risk of

professionals as they are
morbidity. They are often managed in newborn
level 1 (basic) nurseries or remain with their
mother after birth.

These babies are not fully developed. It is
especially important that caregivers of these
babies

environment, including positioning the infant

receive education on a safe sleep
on his or her back during sleep and other
newborn safety issues including car safety seat
use, need for smoke/fire alarms, and hazards of
secondhand tobacco smoke and environmental

pollutants; (AAP, Clinical Report, 2007)
Step 6: Educate the Parent/Caregiver

Once staff has been trained, it is time to initiate
counseling and education to new parents and
their families and friends on safe infant sleep.
This program aims to develop the ability of
hospital staff working with new parents to
“have a conversation” around the safe to sleep
recommendations.  This policy initiative is
about more than handing a new parent a
brochure on safe infant sleep. Parents and
caregivers have questions surrounding the safe
to sleep recommendations, especially when they
are in conflict with, 1) the parent’s familial and
cultural traditions, 2) situations viewed online or
television and, 3) past experiences. Those who
are willing to adopt the safe to sleep practices
often need support for continuation of
There are identified

barriers to the adoption of safe to sleep

protective behaviors.

guidelines and these barriers often center
around parents wanting to understand “why”
they should lay their baby on his or her back
and in a crib instead of on the couch. Merely
saying it is safer, is not adequate for
behavior change. The purpose of this type of
policy/guideline change is to expand beyond
the simplified education of flyers and brochures
and to address the particular concerns of
parents about safe to sleep recommendations.
Below are some ideas:

13




Have staff educate all new parents about
the importance of providing a safe sleep
environment. (see attachment E for

sample educational materials)

Ask all new parents to acknowledge they
have received information about safe
sleep. (see attachment F for a sample
acknowledgement form)

Provide a take-home Safe to Sleep
board book for new parents to help
reinforce the education provided. (a
generous supply will be provided free of
charge, upon request, while supplies
last)

Reinforce patient education with in-
room posters.

Request to join the FREE In-Hospital
Program which includes:

* FREE Specially designed
HALO® SleepSack® Swaddle
wearable blankets for in-hospital
well baby nursery use, made of
durable fabric with easy access
to monitor leads.

* FREE safe sleep educational
materials for parents and staff
training.

* Marketing and public relations
support materials.

Request a FREE HALO® Safe Sleep
Childbirth
Educators, Safe Sleep Resource Kit

Resource Kit for

Includes:

¢  HALO® SleepSack® Swaddle
for classroom demonstrations
(available in 100% cotton or
micro-fleece)

*  HALO and First Candle/SIDS
Alliance Safe Sleep Door
Hangers (qty 50)

*  HALO and First Candle/SIDS
Alliance Safe Sleep Brochures
(qty 50)
e Provide staff with a Safe to Sleep
Educational Flipchart to assist with
educating parents about Safe Sleep for

Babies (Contact DPH Safe to Sleep
Campaign Coordinator for a free copy)

Step 7: Audit

It is important to audit the newly implemented
safe infant sleep policy in order to see what
areas are working well and what areas may need
some extra attention. This information can also
be shared with hospital staff, administration,
and other stakeholders to give feedback on

efforts. A sample audit has been provided

(Attachment H).
Programs in other states have included
housekeeping as part of their policy

implementation and education because they
become vital in being that “second pair of eyes”
to monitor caregiver practices when the infant is
rooming in with the parent(s).

Step 8: Community and Media Outreach

Lastly, your hospital may wish to conduct
Community and Media Outreach to further
promote safe infant sleep and to show what a
positive role model, and leader on infant safety,
that your facility is committed to being for your
community.

If you would like National recognition consider
the - Cribs for Kids® National Safe Sleep
Hospital Certification. There is no fee to
apply and you may find more information on
this 3 level certification program at;
http://www.cribsforkids.org/safesleephospitalc

ertification/applicationform/

14
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/ " .‘ L] Georgia Safe to Sleep Program Pledge of Intent
G‘ i DJ q bl!lh

NAME OF HOSPITAL:

Main Contact/Safe to Sleep Hospital Champion
Name:
Street Address:
City, State, Zip:
Phone:

Email:

Hospital Shipping Address (For Gowns and other materials) Check box if the same as above: D
Street Address:

City, State, Zip:
Do you require inside delivery? Y/N Do you have a loading dock? Y/N Do you have storage space? Y/N

Please read each of the statements below and check to indicate your agreement. Thisisa non—binding agreement., Then sign and return

the form to the DPH Safe to Sleep Coordinator (contact information is below).

Our hospital agrees to:

® Develop an Infant Safe to Sleep Policy or Guidelines that align with the American Academy of Pediatrics, 2011 Clinic

Report’s, Level A Recommendations.
®  Provide Infant Safe to Sleep training to all staff who provide care to infants, at least once a year.
® Implement Infant Safe to Sleep practices within the hospital according to the hospital policy/ guidelines.

®  Monitor staff compliance with Infant Safe to Sleep policy/ guidelines at least twice a year.

The Georgia Department of Public Health, in response to the agreed upon 4 components above and upon the completion of a Safe to

Sleep Hospital Policy or Guidelines, agrees to provide the hospital with the following items:
®  Safe to Sleep educational materials (supplies are limited, subject to availability).
®  Signed certificate indicating the Hospital’s participation in the Georgia Safe to Sleep Campaign.
®  Press release template for hospital usage.

®  Access to a step by step guide and training materials via the DPH Safe to Sleep Campaign Coordinator.

If equipment is made available, our hospital would be interested in learning more about or receiving:
_ Yes __No One year supply of “this side up” infant gown for parents of newborns being discharged from the hospital
_ Yes __No One year supply of “Sleep Baby Safe and Snug” board book for parents of newborns being discharged from the hospital

_ Yes__No A limited supply of travel bassinets for parents of newborns.

Signature of Hospital Authorizing Official: Title:

Printed name of Authorizing Official:

Signature of Safe to Sleep Champion: Title:

Please Return Completed Form to: Georgia Dept. of Public Health, Safe to Sleep Coordinator via email at injury.prevention(@dph.oa.gov or fax to 404-657-2911

- /
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Sample Policy & Procedures
Safe Sleep Practices for the Neonatal Intensive Care Unit

Parents tend to copy practices that they observe in hospital settings. As a
nurse, you play a vital role in ensuring an infant'’s health and survival after they
leave the hospital. This is the most important modeling job of your life.




\ ; Sample Policy & Procedures
Safe Sleep Practices for NICU

The most important modeling job of your life.

Scope of All health care professionals caring for infants in the Neonatal
Responsibility: Intensive Care Unit (NICU)

Goals: 1. To provide guidelines that will ensure a safe sleep environment
for all newborns by implementing the American Academy of
Pediatrics’ (AAP) 2005 recommendations regarding safe sleep.

2. To ensure that all recommendations are modeled for and
understood by parents/caregivers with consistent instructions
given prior to discharge.

Purpose: Sudden Infant Death Syndrome (SIDS) is a sudden and unexplained
death that usually occurs while the infant is asleep. Highest risk
is between the ages of 1 and 4 months. Although there is no
conclusive research on the cause(s) of SIDS, safety measures such as
positioning the infant on his/her back to sleep and other safe sleep
guidelines have been shown to reduce the incidence of SIDS.

NICU Considerations

Premature infants have increased risk of SIDS.

« Premature infants are more likely to be placed prone to sleep
after hospital discharge.

As parents/caretakers may see infants placed prone to sleep in
the NICU, babies and parents/caretakers may become used to
the prone sleep position.

Conclusion: NICU staff should be more vigilant about endorsing and modeling
the supine sleep position and safe sleep guidelines before an
anticipated discharge.



Intervention

NICU

NICU Parent Education

Sleep Position

Infants with PFC or pneumonia who
have oxygen requirements may be
tried to sleep on their stomachs to see
if this improves oxygenation. If it does,
they may be left on their stomachs un-
til oxygen need decreases.They should
then be changed to the supine sleep
position.

Infants who have decreased mobility
due to illness, neurological defects,
medication or restraints may be
rotated to different positions to avoid
certain problems, such as atelectasis
until their condition improves.They
should then be changed to the supine
sleep position.

Premature infants with respiratory
problems and oxygen requirements
may be tried in the prone position
to see if it benefits them. If it does
they may be left there but the infant
should be checked daily to see if this
continues to make a difference.

Premature infants who have significant -«

feeding residuals may be tried to sleep
on their stomachs to see if it improves
passage of food.The infant should

be tried supine every few days to see
if this remains a problem. If not, the
infant should be placed permanently
in the supine position. Infants handle
reflux better on their backs.

Infants with airway obstruction
problems such as Pierre-Robin
Sequence or laryngomalacia may
require the prone sleep position until
developmental changes in head shape
and laryngeal function occur, usually
requiring several months.

Parents/caregivers need to be told that
the stomach sleeping is temporary
and they should be provided with
sufficient explanation.The supine
position should be modeled prior to
discharge.

Parents/caregivers need to be told that
once well,infants need to always sleep
on their backs and that carrying, play
and supervised “tummy time” while
awake are adequate stimulation for
development. Parents/caregivers can
rotate the infant’s position in bed, but
the infant should always be on his/her
back.

“Tummy time”is supervised playtime
with the infant while he/she is awake
and positioned on the tummy.This is
important to infants’ development by
providing the opportunity for infants
to learn to lift and turn their heads,
exercise their bodies and strengthen
the neck, arm and shoulder muscles.

Changing the direction that your
baby lies in the crib from week to
week and supervised “tummy time”
will reduce the incidence of positional
plagiocephaly or flat spots on the
infant’s head.

A <: ;)(%(m/'(f ¥

The most important modeling job of your life.




Intervention

NICU

NICU Parent Education

Bedding/
Soft Materials
(Blankets)

Infants should not sleep on sheepskins
or other very soft materials unless
they are experiencing skin breakdown
or are less than 32 weeks gestation.

If an infant is placed to sleep on a
sheepskin, he/she should sleep on
their back.

Infants should be frequently
monitored visually, as well as
electronically, for face down position.
While on such bedding, they should be
placed on their backs to sleep.

“Boundaries” made from blanket

rolls can serve as potential sources of
airway obstruction and entrapment.
They should not be used except

in extreme cases such as PFC and
extreme prematurity and only on open
tables.

No toys or stuffed animals are to be
put in the crib, bassinet or isolette with
the infant. Infants can be provided
stimulation by visual patterns or
pictures of the family on the isolette
wall. Stuffed animals and toys should
be displayed outside of the crib so that
they will be available to the parents/
caregivers to use to interact with the
infant if appropriate when they visit.

Once an infant has successfully
graduated from the isolette, it is
important to establish how many
layers of clothing will be required to
maintain thermal neutrality (warmth
without overheating). If an undershirt,
jumpsuit and sleeper are not adequate
to keep an infant warm without
additional blankets, the infant’s
readiness to be weaned from the
isolette should be questioned.

Staff should consider using a wearable
blanket as an alternative to loose
blankets and model its use for the
parents/caregivers.

Parents/caregivers must be told that
these are temporary conditions that
will be stopped once the skin matures
and that under no circumstances are
they to do this at home.

Parents/caregivers need to be shown
and told that no loose or soft items are
to be in the crib, bassinet or isolette
with the infant.

Parents/caregivers should be
encouraged to display toys outside of
the crib.

Parents/caregivers should be
encouraged to bring in the various
types of clothing they will use.

Parents/caregivers should be asked to
compare the normal temperature of
their home with that of the NICU and
figure out, along with the nursing staff,
how to adjust the home environment
or the infant’s clothing. Parents/
caregivers should be taught to look for
signs of overheating such as fever and
sweating and signs of being cold such
as cold hands and skin mottling.

Parents/caregivers can be encouraged
to consider using a wearable blanket
or dressing the infant in layers as an
alternative to loose blankets.

A <: ;)(%(m/'(f ¥

The most important modeling job of your life.




Intervention

NICU

NICU Parent Education

Crib/Bedsharing
(Breastfeeding)

During rooming, it must be made clear
that the infant is to sleep in a crib,
bassinet or isolette. Bedsharing should
not take place in the NICU.

Parents should be carefully supervised
during “kangaroo care,” or if they are
breasteeding

Parents/caregivers must be made
aware of the multiple dangers of an
infant sleeping in an adult bed prior
to discharge. In addition, the extreme
danger of bedsharing on couches and
with other children must be pointed
out.

Parents should be informed that
“kangaroo care” should be limited to
the hospital setting.

Parents/caregivers should be informed
to place their infant to sleep in a crib or
bassinet that meets the U.S.Consumer
Product Safety Commission’s safety
standards. Nurses should emphasize
that the crib should be firm.

Parents should be encouraged to place
the infant to sleep in the same room as
the parents.

It should be stressed that after going
home, parent/caregiver interactions
with the infant need to occur under
safe conditions when both are awake
and alert.

The availability of bed-extenders
and small cribs near the adult bed
to facilitate breastfeeding should be
addressed.

Swaddling/
Bundling

Blankets used for swaddling should
come no higher than the infant’s
shoulders.

Parents/caregivers should be
encouraged to speak with their
physician about the need to swaddle.
If the physician wants the infant
swaddled, the nurse will need to
demonstrate.

A <: ;)(%(m/'(f ¥

The most important modeling job of your life.




Intervention NICU NICU Parent Education

«  Smoking is not allowed in the NICU Parents/caregivers need to be made
and should not be introduced into the aware of the dangers of anyone
infants’ environment. smoking around the infant.

+  Bedsharing may be more dangerous
if the mother smokes and should be
strongly warned against.

Smoking

+ Parents/caregivers should be
encouraged to stop smoking and
create a smoke-free environment for
the infant.

« Suggest to parents that they consider
offering a pacifier at nap time and
bedtime. Research shows that pacifier
use during sleep is associated with a
reduced risk of SIDS. Research also
shows that the use of a pacifier does
not interfere with breastfeeding nor
cause dental problems.

«  Explain to parents why they should
wait one month before offering a
pacifier to a breastfeeding baby.The
risk of SIDS is very low during the first
month and it is important to ensure
that the baby is nursing well before
introducing a pacifier.

«  Tell parents not to use a pacifier as
a substitute for nursing or feeding.
Pacifiers should be offered after a
feeding or when a baby is put down to
sleep.

Pacifier Use

« Tell parents not to put a pacifier back
in a baby’s mouth if it falls out after
he or she falls asleep. Doctors say that
babies who use a pacifier at naptime
and nighttime are protected, even if
the pacifier falls out of their mouth
after they fall asleep.

« Tell parents not to force their baby
to take a pacifier if he or she does
not want it. Encourage parents to try
several times during a period of a few
weeks before giving up.

A <: ;)(%(m/'o ¥

The most important modeling job of your life.




Intervention NICU NICU Parent Education

« Tell parents not to coat the pacifier
with any sweet solutions.

«  Pacifiers should be cleaned often and
replaced regularly.

Pacifier Use + Tell parents not to use a string or

(cont.) anything else to attach pacifiers
around the baby’s neck or to his or her
clothing.

«  Tell parents to limit pacifier use to the
baby’s first year of life.

A <: ;)(%(m/'(f ¥

The most important modeling job of your life.




The most important modeling job of your life.

For more information, please call 1.800.221.7437 or visit www.firstcandle.org

-
Candle IISIDPSC

HELPING BABIES SURVIVE & THRIVE

*June, 2006



POLICY/PROCEDURE TITLE:
UNIVERSITY of CALIFORNIA, SAN DIEGO | Safe Sleep for Infants

MEDICAL CENTER

Women & Infant Services

RELATED TO: [ JADMINISTRATIVE  [x ] CLINICAL PAGE _ OF _
[ ] Medical Center Policy (MCP) [ x ] Nursing Practice Stds. Effective date: 9/10 Revision date:
) Reviewed date:

[ 1JCAHO [ x] Patient Care Stds.

Unit/Department of Origin: FMCC
[ 1QA [ ]Other

Other Approval: ISCC
[ ]Title 22

POLICY STATEMENT: “SIDS” is a term used to describe the sudden death of an infant younger than one year
of age that remains unexplained after a complete investigation. Nurses, physicians, other care providers, and
caregivers have made significant progress in reducing the number of American infants who die each year by
educating parents and caregivers about risk factors for SIDS. Although the US has seen a 50% decrease in
the SIDS rate since AAP released its 1992 recommendation that infants be placed down for sleep in a
nonprone position, SIDS remains the leading cause of death among US infants between one month and one
year of age. Several studies show that the safe sleep message is not sufficiently reaching all infant caregivers.

Health care providers will educate families about SIDS risk factors and reinforce ways to reduce the risk.
Health care providers will place infants to sleep on their backs and use other safe sleep practices while the
infant is the hospital to model the risk reduction recommendations.

RESPONSIBLE PARTY: All health care providers caring for infants.

PROCEDURE:

Safe Sleep Key Points For Parents:

1. Always place your baby on his or her back to sleep, for naps and at night. The back sleep
position is the safest, and every sleep time counts.

2. Place your baby on a firm sleep surface, such as on a safety-approved crib mattress, covered
by a fitted sheet. Never place your baby to sleep on pillows, quilts, sheepskins, or other soft surfaces.

3. Keep soft objects, toys, and loose bedding out of your baby’s sleep area. Don'’t use pillows,
blankets, quilts, sheepskins, or pillow-like crib bumpers in the baby’s sleep area, and keep all objects
away from your baby’s face.

4. Do not allow smoking around the baby. Don’t smoke before or after the birth of your baby, and don’t
let others smoke around the baby.

5. Keep your baby’s sleep area close to, but separate from, where you and others sleep. Your baby
should not sleep in a bed or on a couch or armchair with adults or other children, but he or she can
sleep in the same room as you. If you bring your baby into bed with you to breastfeed, put him or her
back in a separate sleep area, such as a bassinet, crib, cradle, or a bedside cosleeper when finished.

6. Think about using a clean pacifier when placing the infant down to sleep, but don’t force the baby
to take it. If you are breastfeeding, wait until your child is 1 month old or is used to breastfeeding before
using a pacifier.

7. Do not let you baby overheat during sleep. Dress your baby in light sleep clothing, and keep the
room at a temperature that is comfortable for an adult.
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8.

9.

Avoid products that claim to reduce the risk of SIDS because most have not been tested for
effectiveness or safety.

Do not use home monitors to reduce the risk of SIDS. If you have questions about using monitors
for other conditions talk to your health care provider.

10. Reduce the chance that flat spots will develop on your baby’s head: provide “Tummy Time” when

your baby is awake and someone is watching; change the direction that your baby lies in the crib from
one week to the next; and avoid too much time in car seats, carriers, and bouncers.

FMCC/Birth Center:

1. On infant’s admission to the 4" floor, the nurse will provide written and verbal education regarding safe
sleep in the hospital. A card will be placed on the crib regarding safe sleep practices.

2. Encourage frequent skin to skin (baby may be in prone position) when mom is awake. Other family
members can be encouraged to place infant skin to skin if mother is sleeping or unable to hold the
baby.

3. If mom is sleeping and another family member is not holding infant, the baby should be placed on his or
her back in the bassinet. The bassinet should have only one blanket or chuck covering the mattress.
There should be no pillows, toys or loose bedding in the bassinet.

4. Parents should be instructed to not let the baby sleep on a pillow or in the hospital bed if mother is
sleepy, sleeping or unable to observe the baby.

5. On discharge, the nurse will provide written and verbal education regarding safe sleep at home.

ISCC:

1. All parents will receive written and verbal education regarding safe sleep in the hospital.

2. At approximately 35 weeks gestation, or as determined by the infant’s care provider, an order will be
given for “back to sleep” and the infant will be placed on his or her back to sleep on a firm mattress with
only a blanket for warmth. There should be no pillows, rolls, toys or loose bedding in the bassinet/crib.
At this time, a card will be placed on the crib regarding safe sleep practices.

3. On discharge, parents will receive additional education regarding a safe sleep environment at home.

4. Co-bedding: Although multiples are frequently co-bedded in the ISCC, it is not the recommendation of
the health care providers that infants be co-bedded upon discharge. This includes co-bedding with one
or any of the infants from the same pregnancy, other siblings, relatives, or parents. Parents are
reminded that cobedding practices may lead to suffocation, and it is recommended that infants
(including multiples) have separate and individual areas for sleep such as a crib, bassinette, or cradle.

REFERENCES:

American Academy of Pediatrics Policy Statement: The Changing Concept of Sudden Infant Death
Syndrome: Diagnostic, Coding Shifts, Controversies Regarding the Sleeping Environment, and New
Variables to Consider in Reducing Risk, 2005. Pediatrics 116:5 (1245-1255)

National Institute of Child Health and Human Development: Continuing Education Program on SIDS
Risk Reduction. NIH Publications, 2006.
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Dear Colleague:

As Director of the Eunice Kennedy Shriver National Institute of Child Health and
Human Development (NICHD), | am pleased to provide this updated version of
Sudden Infant Death Syndrome (SIDS) and Other Sleep-Related Causes of
Infant Death: Questions and Answers for Health Care Providers. This booklet lists
the latest recommendations on reducing the risk of SIDS and other sleep-related
causes of infant death from the American Academy of Pediatrics (AAP) Task Force
on SIDS and briefly describes the supporting research.

This piece is among several items that we offer as part of the Safe to Sleep®
campaign, an expansion of the Back to Sleep campaign that addresses SIDS as
well as other sleep-related causes of infant death.

Why the expanded campaign? Because although we have made great

progress in reducing SIDS rates—more than 50 percent since the original AAP
recommendation about back sleeping in 1992—there is still much to do. Based
on their proportion in the U.S. population, African American and American Indian/
Alaska Native infants are at higher risk for SIDS than are white or Hispanic infants.
Further, as the SIDS rate has decreased, the rates of other sleep-related causes
of infant death—such as accidental suffocation—have increased. As long as our
babies are dying, we will continue these efforts.

Your contribution to reducing the risk of these deaths by sharing safe infant sleep
messages is critical. Research shows that advice from health care providers makes
an impact on parent and caregiver choices with regard to infant sleep position and
infant sleep environment.

With this booklet, we aim to capitalize on your influence by providing you with
answers to common questions about SIDS and other sleep-related causes of infant
death and the scientific rationale that supports these answers, so you can alleviate
concerns parents and caregivers might have. | encourage you to read this booklet
and to discuss these messages with your patients, with families, and with anyone
who cares for infants younger than 1 year of age.

Thank you for all you do to care for infants and to educate parents and caregivers
about ways to reduce the risk of SIDS and other sleep-related causes of infant
death. Let us continue this important work together to help ensure that all children
grow into healthy adults.

Sincerely yours,

Alan E. Guttmacher, M.D.

Director, NICHD

National Institutes of Health

U.S. Department of Health and Human Services



Research shows: Health care provider
advice MATTERS!

Since its beginnings, the Safe to Sleep® campaign (formerly the Back to Sleep
campaign) has relied on research evidence as its foundation:

m Research, some of it supported by the NICHD, led to the 1992
recommendation from the American Academy of Pediatrics (AAP) Task Force
on SIDS that infants be placed on their backs or sides to sleep to reduce
the risk of SIDS.

B Research on the need for widespread education about SIDS and SIDS risk
reduction led the NICHD, the AAP, and other collaborators to launch the
Back to Sleep campaign in 1994.

m Additional research from the NICHD and other organizations led the AAP
Task Force to issue a revised recommendation in 1996 saying that infants
should be placed wholly on their backs—the sleep position associated with
the lowest risk of SIDS—to reduce the risk of SIDS.

m After research and statistics showed that safe sleep messages were not
reaching all groups equally—specifically that they weren't getting into African
American and American Indian/Alaska Native communities—the NICHD and
its collaborators began tailored outreach efforts to spread risk-reduction
messages in these communities.

m Research findings led the NICHD and its collaborators to expand Back to
Sleep into the Safe to Sleep® campaign to formally address issues related
not only to SIDS, but also to other sleep-related causes of infant death, a
safe infant sleep environment, and other infant health issues.

- Now research confirms what we have
a A~ known all along: Advice from health care
9‘ providers makes a difference in parent and

caregiver decisions about sleep position and
SAFE TO SLEEP

sleep environment.

Parents and caregivers who took part in the NICHD-supported National Infant
Sleep Position (NISP) study and other large-scale research efforts reported that
advice from a health care provider influenced their decisions to place babies on
their backs to sleep and to avoid sharing an adult bed with their baby." Health
care provider counseling is also known to influence other kinds of health-risk
and health-promoting behaviors as well. For example, a large-scale review and
meta-analysis found that advice on weight loss from primary care physicians

1



had a significant impact on patient
attempts to change behaviors related to
their weight.?

This booklet provides answers to
common questions about safe infant
sleep recommendations, as well as
some of the research evidence and
scientific references that support
those recommendations. By informing
all health care providers about SIDS,
other sleep-related causes of infant
death, such as accidental suffocation,
and ways to reduce the risks for these
situations, these important and life-
saving messages can better reach
parents and communities.

What advice should health care providers give

to parents and caregivers about ways to reduce
the risk of SIDS and other sleep-related causes of
infant death?

Health care providers should encourage parents and other caregivers to
reduce the risk of SIDS and other sleep-related causes of infant death in
the following ways:

m Always place baby on his or her back to sleep, for naps and at night,
to reduce the risk of SIDS. The back sleep position is always the safest
position for all babies, including preterm babies. Keep in mind that every
sleep time counts.

m Use a firm sleep surface, such as a mattress in a safety-approved® crib,
covered by a fitted sheet, to reduce the risk of SIDS and other sleep-
related causes of infant death. Firm sleep surfaces can include mattresses
in safety-approved* cribs, bassinets, and portable play areas. Do not use a
car seat, carrier, swing, or similar product as the baby's everyday sleep area.
Never place babies to sleep on soft surfaces, such as on a couch or sofa,
pillows, quilts, sheepskins, or blankets.

* For more information on crib safety guidelines, call the Consumer Product Safety Commission
at 1-800-638-2772 or visit its website at http://www.cpsc.gov/en/Safety-Education/Safety-
Education-Centers/cribs/.
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m Room sharing—keeping the baby’s sleep
area in the same room where you or others
sleep—reduces the risk of SIDS. Your baby
should not sleep in an adult bed, on a couch, or
on a chair alone, with you, or with anyone else.

If you bring baby into your bed to feed, make
sure to put him or her back in a separate sleep
area, such as a safety-approved* crib, bassinet,
or portable play area, in your room next to where
you sleep when you are finished.

m Keep soft objects, toys, crib bumpers, and
loose bedding out of your baby’s sleep area
to reduce the risk of SIDS and other sleep-
related causes of infant death. Don't use
pillows, blankets, quilts, sheepskins, or crib
bumpers anywhere in your baby's sleep area.
Evidence does not support using crib bumpers
to prevent injury. In fact, crib bumpers can cause
serious injuries and even death. Keeping them \ a
out of baby's sleep area is the best way to avoid
these dangers.

m To reduce the risk of SIDS, women should:
» Get regular health care during pregnancy, and

» Not smoke, drink alcohol, or use illegal drugs during pregnancy or
after the baby is born.

m To reduce the risk of SIDS, do not smoke during pregnancy, and do not
smoke or allow smoking around your baby.

m Breastfeed your baby to reduce the risk of SIDS. Breastfeeding has many
health benefits for mother and infant. If you bring your baby into your bed to
breastfeed, make sure to put him or her back in a separate sleep area, such
as a safety-approved* crib, bassinet, or portable play area, in your room next
to where you sleep when you are finished.

m Give your baby a dry pacifier that is not attached to a string for naps
and at night to reduce the risk of SIDS. But don't force the baby to use it.
If the pacifier falls out of the baby’s mouth during sleep, there is no need to
put the pacifier back in. Wait until the baby is used to breastfeeding before
trying a pacifier.



m Do not let your baby get too hot during sleep. Dress your child in no more
than one layer of clothing more than an adult would wear to be comfortable.
Keep the room at a temperature that is comfortable for an adult.

m Follow your health care provider’s guidance on your baby’s vaccines
and regular health checkups.

m Avoid products that claim to reduce the risk of SIDS and other sleep-
related causes of infant death. These wedges, positioners, and other
products have not been tested for safety or effectiveness.

m Do not use home heart or breathing monitors to reduce the risk of
SIDS. If you have questions about using monitors for other health conditions,
talk with your child’s health care provider.

m Give your infant plenty of Tummy Time when he or she is awake, and
when someone is watching. Supervised Tummy Time helps the baby's
neck, shoulder, and arm muscles get stronger. It also helps to prevent flat
spots on the back of your baby’s head. Holding the baby upright and limiting
time in carriers and bouncers can also help prevent flat spots on the back of
the baby's head.

What is SIDS?

SIDS is defined as the sudden death of an infant younger than 1 year of

age that remains unexplained after a thorough case investigation, including
performance of a complete autopsy, thorough examination of the death scene,
and review of the infant's and family’s clinical histories.®

SIDS is associated with a sleep period but is unpredictable. It is often referred
to as a “diagnosis of exclusion” because it is determined only after ruling out
other causes of death, including suffocation, infection, or other illnesses. A
diagnosis of SIDS is made by collecting information and conducting forensic
tests, and by talking with parents, other caregivers, and health care providers.*
In the absence of an identifiable cause of death after this process, infant
fatalities may be diagnosed as SIDS.®



What are Sudden Unexpected Infant Death (SUID)
and sleep-related causes of infant death?

SIDS is not the cause of every sudden infant death. Each year in the United
States, thousands of infants die suddenly of no immediately obvious cause.
These deaths are classified as SUID. SUID is the death of an infant younger
than 1 year of age that occurs suddenly and unexpectedly.

SUID includes all unexpected deaths: Those without a clear cause, such as
SIDS, and those from a known cause, such as accidental suffocation. Many
unexpected infant deaths are accidents, but a disease or another external factor,
such as poisoning or neglect, can also cause an infant to die unexpectedly.
One-half of SUID cases are SIDS.®

Sleep-related causes of infant death are those linked to how or where a
baby sleeps or slept. They are due to accidental causes, such as: Suffocation;
entrapment, when baby gets trapped between two objects, such as a mattress
and wall, and can't breathe; or strangulation, when something presses on or
wraps around baby's neck, blocking baby's airway. These deaths are not SIDS.

What sleep position is safest for term babies in
hospital nurseries?

Healthy babies who are born at term
should be placed wholly on their
backs to sleep in hospital nurseries.
Keep in mind that term includes early
term (37 or 38 weeks) births, full-term
(39 or 40 weeks) births, or late-term
(41 or 42 weeks) births.”® Research
shows that mothers and caregivers
often use the same sleep position for
their babies at home that they see being
used at the hospital.® ° Therefore, all
hospital nursery personnel should place
babies on their backs to sleep—for
naps and at night.

Nursery staff sometimes believe that newborn infants need be on their sides to
clear their airways of amniotic fluid. There is no evidence to suggest that such
fluid is cleared more readily while in the side position. The AAP recommends
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that infants be placed on their backs as soon as they are ready to be placed in
a bassinet."

Health care providers should also expressly tell parents and caregivers that
babies should sleep on their backs for all sleep times, for naps and at night,
once they go home to reduce the risk of SIDS.

Should preterm infants be placed on their
backs for sleep?

. > Yes. Research shows that preterm infants
_—

are at higher risk for SIDS simply because
they were born preterm, defined as before
) 37 weeks' gestation; therefore, placing
preterm infants on their backs for sleep
is a critically important way to reduce
the risk of SIDS. 12

Preterm infants who have active respiratory
disease may have improved oxygenation if
they are placed on their stomachs. Thus,
the stomach sleep position during acute
respiratory disease may be appropriate

for infants in a highly monitored, inpatient
setting. Because preterm babies often
remain in the hospital for several days to weeks before discharge, the AAP Task
Force recommends that these infants be placed on their backs to sleep as soon
as possible after the respiratory condition has stabilized.'* This practice will
allow parents and caregivers to become familiar with the position they should
use at home.

In addition, providers should clearly state and strongly recommend that parents
and caregivers be especially diligent about making sure their infants are placed
in the back sleep position for every sleep time to reduce the risk of SIDS.
Epidemiological studies have shown that, when placed on their stomachs to
sleep at home, low birth weight or preterm babies may be at higher risk for
SIDS than babies born at or after 37 weeks' gestational age.™



Is the side position as effective as the back sleep
position in reducing the risk of SIDS?

No, the side position is not considered a safe alternative to the back sleep
position. Studies show that the side sleep position is unstable and increases
the chance that infants will roll onto their stomachs—the sleep position
associated with the highest SIDS risk.®

The AAP Task Force recommends that infants be placed wholly on their backs
to sleep for naps and at night to reduce the risk of SIDS.

Can infants be placed to sleep on their stomachs
for naps or for short periods of rest?

This practice is not recommended. Studies show that babies who are used to
sleeping on their backs, but who are then placed on their stomachs or sides to
sleep, such as for a nap, are at significantly higher risk for SIDS."” This risk is
actually greater—sometimes seven to eight times greater—than that of infants
who are always placed on their stomachs or sides to sleep.™

Evidence suggests that secondary caregivers and child care providers are

not always aware of the increased risk from unaccustomed sleep position.'*:2°

Therefore, health care providers, parents, and caregivers need to be very clear
in recommending that everyone who cares for baby—including grandparents,

child care providers, and babysitters—knows that babies should be placed on
their backs to sleep for naps and at night, and that every sleep time counts.

Are there any circumstances when babies should
be placed on their stomachs to sleep?

Healthy babies should always be placed on their backs to sleep for naps and
at night.

Babies with certain upper-airway malformations (e.g., Robin syndrome)
may have acute airway obstructive episodes that are relieved by prone
positioning.?! However, these cases are rare; health care providers should
clearly state the reasons for the prone recommendation to the parents
and caregivers in these cases.



There has been concern about aspiration among babies diagnosed with
gastroesophageal reflux who are placed in the back position for sleep. Current
evidence suggests that even infants with gastroesophageal reflex should be
placed on their backs to sleep, with the rare exception of infants for whom the
risk of death from gastroesophageal reflux is greater than the risk of SIDS.

There may be other infants for whom the risk/benefit balance favors stomach
sleeping. Health care providers should consider the potential benefit to the
infant when recommending sleep position.

If medical personnel determine that the stomach sleep position is necessary
because of a medical condition or other concern, health care providers should
advise parents and caregivers to reduce the risk of SIDS in other ways, such as
by avoiding soft bedding and ensuring that infants do not overheat during sleep.
For most infants, however, stomach and side sleeping are not advised.?®

Will babies aspirate if they regurgitate while
sleeping on their backs?

There is no evidence that aspiration is more common among healthy infants
who sleep in the supine position than among healthy infants who sleep in the
prone position.2*?* Furthermore, in countries (including the United States)

that have seen a major change in infant sleep position—from mainly stomach
sleeping to mostly back sleeping—the incidence of serious or fatal choking has
not increased.?®

In fact, babies may actually clear secretions better when placed on their
backs. When babies are in the back sleep position, the trachea lies on top
of the esophagus (see Figure 1). Anything regurgitated or refluxed from the
esophagus must work against gravity to be aspirated into the trachea.

Trachea Esophagus

Esophagus Trachea

Figure 1 Figure 2



Conversely, when an infant is in the stomach sleep position, anything
regurgitated or refluxed will pool at the opening of the trachea, making it easier
for the infant to aspirate (see Figure 2). Also, chemosensitive tissue that initiates
the reflex is more prominent on the posterior versus anterior pharyngeal wall,
thus suggesting an even greater protection against aspiration when the baby is
lying on his or her back.

Of the very few reported cases of death due to choking, most of the infants
were in the stomach sleep position.

Should parents or caregivers be advised to
reposition their infant if he or she rolls onto the
stomach from the back position?

Studies show that, during early infancy, it is unusual for a baby who is placed in
the back sleep position to roll onto his or her stomach.?”” However, once infants
are more developmentally advanced, they often roll over on their own. In this
situation, when infants roll over on their own, there is no evidence that they
need to be repositioned to reduce the risk of SIDS. It is most important that the
infant starts sleep in the back sleep position for every sleep time. Keeping the
sleep area clear of soft or loose bedding also increases safety for the infant if
he or she rolls onto the stomach.

What is the best sleep surface for reducing the
risk of SIDS and other sleep-related causes of
infant death?

A firm sleep surface, such as a mattress in a safety-approved* crib, bassinet, or
portable play area, covered by a fitted sheet, is associated with the lowest risk
of SIDS and other sleep-related causes of infant death.

Sleeping on soft surfaces or soft bedding, such as quilts, duvets, and pillows,
is associated with increased risk of SIDS. Sleeping under soft bedding,
particularly pillows, quilts, and extra bedding, is also associated with increased
risk of accidental suffocation.?®

* For more information on crib safety guidelines, call the Consumer Product Safety Commission
at 1-800-638-2772 or visit its website at http://www.cpsc.gov/en/Safety-Education/Safety-
Education-Centers/cribs/.
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In addition, infants should not be placed on
adult mattresses, beds, sofas, or chairs for
sleep. These surfaces are typically softer
than mattresses in safety-approved* cribs.
Consequently, they pose additional risks for
other sleep-related causes of infant death,
such as entrapment (between the mattress
and the wall) and accidental suffocation.

Car seats and other sitting devices, such as
strollers, swings, infant carriers, and infant
slings (for extended sleep periods), also are
not recommended for routine sleep, but this
recommendation is related more to sleep
position than to sleep surface. Infants younger than 1 month who are placed in
sitting devices for sleep might be at increased risk of upper airway obstruction
and oxygen desaturation.? Increased rates of injuries resulting from car seats
being placed on elevated surfaces and then falling have also been reported; in
some cases, this situation results in suffocation.

Does bed sharing reduce the risk of SIDS?

Current evidence does not support bed sharing as a protective strategy
against SIDS. On the contrary, evidence is growing that bed sharing increases
the risk for SIDS and other sleep-related causes of infant death, such as
accidental suffocation and entrapment, or injury.

To communicate the risk of SIDS and
other sleep-related causes of infant death
to parents and caregivers effectively, it is
important to understand the meanings of
the terms—bed sharing, co-sleeping, and
room sharing—defined below.

m Room sharing: When an infant
sleeps in the same room as parents, but
in a separate sleep area, such as a crib,
bassinet, or play yard next to an adult
bed. Room sharing is known to reduce
the risk of SIDS and other sleep-
related causes of infant death and is
recommended by the AAP.

ol

A mother room sharing with her infant.



m Bed sharing: When an infant sleeps on the same surface as another person.
This surface can be a bed, couch, or chair. Sleeping with a baby in an adult
bed increases the risk of accidental suffocation and other sleep-related
causes of infant death.

m Co-sleeping: When a parent and infant sleep in close proximity to one
another, either on the same surface or on different surfaces. This is done so
that they are able to see, hear, and/or touch each other. Co-sleeping can
refer to either room sharing or bed sharing.

Bed sharing and co-sleeping are often used interchangeably, but they mean
different things. Room sharing is a fairly new term and is recommended by the
AAP to aid in feeding, comforting, and monitoring the infant. Room sharing
without bed sharing has also been shown to reduce the risk of SIDS by half.

Bed sharing among infants and family members, particularly among adults and
infants, is common in many cultures.®** Many mothers share a bed with their
infants because it makes breastfeeding easier and enhances bonding. Even
though some believe that bed sharing may reduce the risk of SIDS because the
parent is nearby to monitor the baby, studies do not support bed sharing as a
protective strategy for SIDS.*

Bed sharing is very risky when:

m The adult smokes cigarettes or has consumed alcohol or medication
that causes drowsiness.?2 334

m The baby shares a bed with other people or with more than one person.®:2¢
m The sleep surface is a couch or sofa.®”38 3
m The baby is younger than 11 to 14 weeks of age. 42

m The mattress on the shared adult bed is softer than a safety-approved*
crib mattress.*

* For more information on crib safety guidelines, call the Consumer Product Safety Commission
at 1-800-638-2772 or visit its website at http.//www.cpsc.gov/en/Safety-Education/Safety-
Education-Centers/cribs/.

"


http://www.cpsc.gov/en/Safety-Education/Safety-Education-Centers/cribs/

Does bed sharing reduce the risk of other
sleep-related causes of infant death?

No. Sleeping with a baby in an adult bed increases the chance for overlay
or suffocation.

Room sharing—having baby’s sleep area in the same room where parents
sleep—is less risky than bed sharing because it eliminates the possibility of an
adult rolling on to the baby and other similar injuries. It is also recommended by
the AAP. Sharing a room with baby allows for easy monitoring and offers many
bonding opportunities. It also makes breastfeeding easier.

Mothers who bring baby into their bed to feed should return the infant to a
separate sleep area, such as a safety-approved* crib, in their room next to
where they sleep.

Can twins and multiples be placed in the same
crib or bassinet to sleep?

Twins and higher-order multiples should have separate sleep areas. The
potential for overheating and rebreathing is higher among infants who share a
bed, increasing the chance of accidental suffocation. In addition, most twins
who share a bed are placed on their sides to sleep rather than on the back,
putting them at increased risk for SIDS.*

Co-bedding twins and higher-order multiples in the hospital setting might
encourage parents to continue this practice at home. Therefore, infants should
be placed in their own bassinets in the hospital nursery as soon as possible
after birth. Parents and caregivers should also be advised to provide separate
sleep areas in the home.

* For more information on crib safety guidelines, call the Consumer Product Safety Commission
at 1-800-638-2772 or visit its website at http://www.cpsc.gov/en/Safety-Education/Safety-
Education-Centers/cribs/.
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Should crib bumpers be used in the baby's
sleep area?

No. Evidence does not support using crib bumpers (sometimes called bumper
pads) or similar products that attach to the crib sides or slats to prevent injury.
Statistics actually suggest the products may be harmful. A recent study of
crib injuries concluded that the risk of suffocation or strangulation from using
crib bumpers far outweighed the potential benefits of using them to prevent
minor injuries.*® In fact, crib bumpers can cause serious injuries and even
death. Stricter crib safety standards requiring crib slat spacing to be less than
2 %4 inches eliminated the need to use the bumpers to prevent infants from
falling through the slats.*

Is it safe to put other items in the crib, such as
blankets or stuffed toys?

Parents and caregivers should be advised to keep soft objects, toys, and loose
bedding out of the infant’s sleep area. Loose bedding and other items in the
baby’s sleep area could end up covering the baby’s face. This puts the baby
at higher risk for rebreathing air that is low in oxygen and for suffocation or
strangulation.“® Pillows, quilts, comforters, sheepskins, and other soft items

are hazardous when placed under the infant or loose in the infant’s sleep

area. Research shows that they can increase the risk for SIDS up to fivefold,
regardless of the sleep position.

Can swaddling reduce the risk of SIDS?

Research on whether swaddling—wrapping the infant in a light blanket—might
reduce the risk for SIDS is inconclusive. Many cultures and nurseries have
traditionally used swaddling as a strategy to soothe infants, and in some cases,
encourage sleep in the back position. However, statistics clearly show that
incorrect swaddling can lead to injury and sometimes death. Studies have found
that incorrect swaddling can cause hip and shoulder dysplasia, head covering,
and strangulation.*® Parents and caregivers should be advised to use caution if
they decide to swaddle an infant. Swaddling also does not reduce the necessity
to follow other recommended safe sleep practices. The AAP offers guidelines
for safe swaddling at http://www.healthychildren.org/English/ages-stages/
baby/diapers-clothing/pages/Swaddling-Is-it-Safe.aspx.

13


http://www.healthychildren.org/English/ages-stages/baby/diapers-clothing/pages/Swaddling-Is-it-Safe.aspx

Does prenatal care play a role in reducing the
risk of SIDS?

There is evidence linking a lower risk of
SIDS with obtaining regular prenatal care.s°
Risk of SIDS is particularly increased for

- women who seek prenatal care late in their
' pregnancy, that is, in the third trimester, or
not at all.>* Women should seek prenatal
care early in the pregnancy and continue

to obtain regular prenatal care during the
entire pregnancy.

How do smoking during pregnancy and second-
hand smoke in the pregnant woman's and
infant's environment affect the risk of SIDS?

Smoking during pregnancy and smoke in the infant’s environment contribute to
an increased SIDS risk.?2% In fact:

m Infants whose mothers smoke during or after pregnancy are at an overall
greater risk of SIDS.%

m Infants born to mothers who smoked during pregnancy are twice as likely to
die of SIDS.%®

m Exposure to passive smoke in the householddoubles a baby’s SIDS risk.¢

Exactly how smoking during pregnancy and passive smoke in the environment
increase SIDS risk is not clear, but smoking may negatively affect development
of the fetal nervous system. Studies of the mechanisms underlying the
association between smoking and SIDS have found that during the last half
of pregnancy changes occur in nicotine-binding sites in the fetal brain stem,
specifically in areas involved with arousal from sleep, heart and breathing
functions, sleep, and body movement control.>” Also, infants whose mothers
smoked during pregnancy and who died from SIDS had a higher nicotine
concentration in their lung tissue than do infants who did not die from SIDS.%®
This finding supports the statement that postnatal environmental tobacco
smoke exposure plays a role in SIDS risk.>*® However, the mechanism for the
association between thirdhand smoke and SIDS is unknown.



Does maternal substance use—smoking, alcohol,
and illicit drugs—during pregnancy or after
delivery affect SIDS risk?

Evidence shows that women who smoke, drink alcohol, or use illegal drugs
during pregnancy or after the baby is born put their infant at increased risk

of SIDS. Maternal smoking during pregnancy is a major risk factor in almost
every epidemiologic study of SIDS.¢' Similarly, an infant's exposure to alcohol
and illicit drugs in the womb increases his or her risk of SIDS. One study of
Northern Plains American Indians found that alcohol consumption (particularly
binge drinking) during the periconceptional phase and the first trimester were
associated with increased SIDS risk.> Another study showed infants were at
increased risk for SIDS when their mother used cocaine or other illicit drugs
while pregnant.®® For these and other reasons, women should not smoke, drink,
or use drugs during pregnancy or after delivery.

Does breastfeeding reduce the risk of SIDS?

Studies show that babies who are breastfed are at lower risk of SIDS than are
nonbreastfed babies.®* %% The evidence in these published reports supports
the protective role of breastfeeding on SIDS. In one of the cited reports, this
protective effect was more pronounced with exclusive breastfeeding.

Physiologic studies show that breastfed
infants are more easily aroused from sleep
than their formula-fed counterparts, which
might explain some of the protective effect of
breastfeeding against SIDS.%

In addition, breastfeeding offers other health
benefits, including decreased incidence

of diarrhea, upper and lower respiratory
infections, and other infectious diseases,
which are associated with an increased
susceptibility to SIDS.%8

The AAP recommends that, unless
contraindicated by health problems, women
exclusively breastfeed their infants for at least
the first 8 months after birth.®
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Do pacifiers reduce the risk of SIDS?

Yes. Several studies have found that
infants who used pacifiers during their
last sleep were at significantly lower risk
of SIDS compared with infants who did
not use pacifiers.””" A meta-analysis
reinforced findings of the protective
effect of pacifiers against SIDS.” The
protective effect persists throughout
the sleep period, even if the pacifier
falls out of the infant’s mouth. The exact
mechanism for this protective effect

is unclear, but lowered sleep arousal
thresholds, favorable modification of
autonomic control during sleep, and
maintaining airway patency during sleep
have been proposed.”

The AAP Task Force recommends the use of pacifiers within the
following parameters:

Parents and caregivers should offer the pacifier, but should not force the
infant to take it if she or he refuses it.

Pacifiers should be clean and dry and not coated with anything sweet
or sticky.

Pacifiers should not be attached to infant clothing by a string or tether.

If the pacifier falls out of the infant’s mouth during sleep, there is no need to
reinsert it.

Parents should wait until breastfeeding is well established before
introducing a pacifier.



If blankets and other items should not be used
in the sleep area, how can parents and caregivers
keep their baby warm during sleep?

Babies should be kept warm during sleep, but not too warm. Studies show

that an overheated baby is more likely to go into a deep sleep from which it is
difficult to arouse.™ 757727 Some evidence indicates that increased SIDS risk is
associated with excessive clothing or blankets and a higher room temperature.

In general, if the room temperature is comfortable for an adult, then it is also
warm enough for an infant.” Parents and caregivers should be advised to dress
the baby in no more than one layer more of clothing than an adult would wear
to be comfortable. Infant sleep clothing, such as a wearable blanket or one-
piece sleeper, can be used to keep the baby warm during sleep without using a
blanket in the sleep area.

The increased retention of body heat—through excessive insulation from
bedding and clothing—can be dangerous for some infants and may contribute
to SIDS.® ¢ Head covering during sleep is a particular concern. One study
found a sevenfold increase in the risk of SIDS associated with head covering.®
Studies have also found that overheating may increase the risk of SIDS for a
baby who has a cold or infection.®

Do vaccinations have a protective effect
against SIDS?

Receiving recommended vaccinations may have 4
a protective effect against SIDS. Some research &; :
shows that immunizations reduce the risk of SIDS
by 50 percent.?* Additional research has shown
‘. Yo

no causal relationship between immunizations
and SIDS.

i )
Advising parents to follow the vaccination »~\ w \‘
schedule and attend all well-baby visits will help : ! l

y I
v

ensure infants are immunized and monitored
according to AAP and Centers for Disease AA
Control and Prevention recommendations. See

the immunization schedule published by the

Advisory Committee on Immunization Practices at http://www.cdc.gov/vaccines/
schedules/hcp/child-adolescent. html.
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Can use of products such as wedges and
positioners prevent SIDS?

Wedges, positioners, and other devices that claim to be able to prevent SIDS
or correctly position infants for sleep are not recommended. These products
have not been tested for safety or effectiveness. In fact, the Consumer Product
Safety Commission (CPSC) has reports of deaths attributable to accidental
suffocation and entrapment associated with wedges and positioning devices.
Most of these deaths occurred when infants were placed in the prone or side-
lying position with these devices. The infant can roll onto his or her stomach
and become trapped and suffocate between the device and side of the crib or
bassinet. Also, the infant’'s movement can cause the nose and mouth to press
into or underneath the device, posing a risk for suffocation. This is particularly
true for products made with foam rubber or Memory Foam™.

The U.S. Food and Drug Administration, the CPSC, and the AAP warn against
using any of these products because of the dangers they pose to babies. To
read the warning, visit http://www.fda.gov/ForConsumers/ConsumerUpdates/
ucm227575.htm.

Does electronic cardiorespiratory monitoring
prevent or detect SIDS?

No. Such monitors are not recommended as a strategy for preventing
or detecting SIDS.

In the past, health care providers considered the use of cardiorespiratory
monitors for reducing SIDS risk in certain groups, such as siblings in families
that had previously lost a child from SIDS. However, no national consensus
deems this practice as necessary or effective. The NICHD-funded Collaborative
Home Infant Monitoring Evaluation (CHIME) study, which used specially
designed electronic monitors in the home to detect cardiorespiratory events

in infants, raised serious questions about the relationship between SIDS and
events detected by home monitors.® For this reason, home monitors are not
recommended as a way to reduce the risk of SIDS.

The AAP Task Force supports the conclusions from the CHIME study in
recommending against using home monitors as a strategy to prevent SIDS.25 ¢

There may still be circumstances in which clinicians will prescribe a home
monitor for an infant who has already had a life-threatening event or for those
considered at particularly high risk for airway obstruction, such as those with
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persistent apnea of prematurity, those with congenital airway malformations,
or those who are being positioned prone during sleep for specific medical or
surgical reasons. These monitors are not prescribed to prevent or detect SIDS.

Does back sleeping cause positional
plagiocephaly or brachycephaly?

Plagiocephaly—a flattened or misshapen head—can occur for various reasons.
Positional plagiocephaly results from an infant being placed in the same
position (usually on the back) for long periods of time. Brachycephaly (flattening
of the back of the skull) may occur along with positional plagiocephaly. The
primary causes of positional plagiocephaly and brachycephaly are: Too little time
spent upright; too little Tummy Time when the baby is awake and supervised;
and too much time in car seats, carriers, and bouncers.

Positional plagiocephaly and brachycephaly are usually harmless and often
disappear on their own within the months after babies start to sit up. There is no
evidence to suggest that such flat spots are harmful to infants or that they are
associated with any permanent effects on head shape.8&#°

Many cases of positional plagiocephaly can be prevented (and sometimes
corrected) by repositioning, which relieves pressure from the back of an infant’s
head.*® Techniques for repositioning include:

m Alternating the baby's head position when he or she is placed to sleep so that
the baby is not always sleeping on the same side of the head

m Changing the direction the baby faces in the crib every week or so (feet at one
end of the crib one week, at the other end of the crib the next week)

m Periodically moving the crib around the room so the infant has to turn his or
her head in different directions to see what is going on

m Getting “cuddle time" with the baby by holding him or her upright over one
shoulder often during the day

m Limiting the amount of time the baby spends in car seats, carriers, swings, and
bouncy seats

In addition, getting ample supervised Tummy Time is also important for reducing
the likelihood of positional plagiocephaly.

Positional plagiocephaly is very different from craniosynostosis (premature
fusion of the sutures of the skull), congenital muscular torticollis (twisted
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neck present at birth), and other types of plagiocephaly. These other types of
plagiocephaly often require special molding helmets or surgery to correct.*!

Can babies ever be placed on their stomachs?

Yes. Infants need Tummy Time when

they are awake and when someone is
watching them. Supervised Tummy Time
strengthens muscles in the shoulders
and neck that help infants to achieve
developmental milestones. It also helps to
prevent flat spots on the infant’s head.

Health care providers should advise
parents and caregivers that a certain
amount of Tummy Time is a very important

P and necessary part of an infant’s
_‘5—.*_4 development. Infants need two or three
_‘- . . .
o —— — .. sessions of supervised Tummy Time every

day. Older babies need even more Tummy
Time to help their bodies get ready to sit up, roll over, crawl, and walk. Tummy
Time should begin as early as possible to promote motor development, facilitate
development of the upper body muscles, and minimize the risk of positional
plagiocephaly.®?

What advice should health care providers give
to parents or caregivers whose infants have
difficulty sleeping in the back position?

Although the baby's comfort is important, safety is more important. Parents and
caregivers should be advised to place infants on their backs to sleep even if
they seem less comfortable or sleep more lightly than when on their stomachs.
It is helpful to understand that, compared with infants sleeping on their backs,
infants who are placed on their stomachs sleep more deeply, are less reactive
to noise, experience less movement, and are less able to arouse from sleep. It is
theorized that these factors may put an infant at higher risk of SIDS.

It is true that some infants who lie on their backs do not sleep as deeply as
those who lie on their stomachs. Similarly, infants who are placed on their backs
to sleep may be fussy or cry. For information you can share with parents about
how to help babies get to sleep while on their backs and sleep through the
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night, visit http://www.healthychildren.org/
english/ages-stages/baby/sleep/Pages/
default.aspx.

Moreover, while some parents report

that using swings or swaddling helps to
calm babies, there are no large studies
showing efficacy of these practices in
reducing the risk of SIDS.% It also is
important to note that swaddling does
not reduce the necessity to follow other
recommended safe infant sleep practices.

For babies in child care, what advice should
health care providers give to parents and
caregivers about reducing the risk of SIDS?

Health care providers should strongly recommend that parents and caregivers
be especially diligent about making sure infants are placed to sleep on their
backs with nothing else in the sleep area, for every sleep time: For naps, at
night, and while in child care. Consider the following:

m NICHD-supported research and other studies found that infants who are
accustomed to sleeping on their backs but who are then place to sleep on
their stomachs or sides are at very high risk of SIDS.** This risk is actually
greater than the increased SIDS risk experience by infants who are always
placed on their stomachs or sides to sleep.® If parents and caregivers place
an infant to sleep on his or her back at home, but child care providers use a
different sleep position, the infant is at significantly higher risk for SIDS.

m In the United States, approximately
20 percent of SIDS deaths occur while
the infant is in the care of a child care
provider.®® This finding is significant, given
that more than 61 percent of children
younger than 5 years of age are in
some type of child care at least some of
the time.*

m Many child care deaths are associated
with the stomach sleep position, especially
when the infant is unaccustomed to being
placed in that position for sleep.
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m Despite the Safe to Sleep® campaign (formerly Back to Sleep) and other
SIDS and safe infant sleep awareness campaigns, many child care
providers continue to place infants to sleep on their stomachs. Surveys
have documented that some secondary caregivers, even licensed child care
center workers, are either unaware of or are misinformed about the dangers
of placing infants to sleep on their stomachs.*

m Although child care providers are more likely to use the back sleep position
when centers have written sleep policies, licensed child care centers seldom
have such policies.*® Studies have found that education programs for child
care providers are effective both in increasing knowledge of safe infant
sleep positioning and in promoting the development of written policies on
sleep position.'®

Based on the evidence, consistency in sleep position is extremely
important for reducing the risk of SIDS. It is crucial that parents and
caregivers tell everyone who cares for their baby—including grandparents, child
care providers, and babysitters—that the infant be placed on his or her back for
every sleep time, for naps and at night.

At what age can parents and caregivers stop
placing infants on their backs to sleep to reduce
the risk of SIDS?

SIDS is defined as the sudden unexplained death of an infant younger than

1 year of age that remains unexplained after a thorough investigation.’' Parents
and caregivers should continue to place babies on their backs to sleep until
their first birthday.

Statistics indicate that the first 6 months after birth, when infants are forming
their sleeping habits, are probably the most important in terms of using the back
sleep position to reduce SIDS risk.'°> Research shows that 90 percent of SIDS
deaths occur in infants younger than 6 months of age, with a peak between

1 month and 4 months of age.'*

However, SIDS can occur at any time during an infant’s first year, so parents
and caregivers should continue to be advised to use back sleeping and other
ways to reduce the risk of SIDS and other sleep-related causes of infant death
until their baby’s first birthday.
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Spread the word!

As a health care provider, you have
multiple and unique opportunities to share
safe infant sleep messages with parents
and caregivers to help reduce the risk of
SIDS and other sleep-related causes of
infant death. Specifically:

m Always place infants on their backs
to sleep. The back sleep position
carries the lowest risk of SIDS.

m Every sleep time counts. Infants
accustomed to sleeping on their back
who are then placed on their stomachs
to sleep are at significantly higher risk
for SIDS.

m Sleep surface matters. Infants who sleep on top of an adult bed or under
soft surfaces (such as blankets or quilts) are at higher risk for SIDS and
other sleep-related causes of infant death.

Communities across the nation have made great progress in sharing safe infant
sleep messages! With your help, we can spread these important messages to
every community in the nation.
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SUDDEN INFANT DEATH SYNDROME (SIDS) ACT OF 1974

The SIDS Act of 1974 (PL. 93-270) made the Eunice Kennedy Shriver National Institute of
Child Health and Human Development (NICHD) (formerly the National Institute of Child
Health) responsible for conducting research into the causes of SIDS as well as for developing
and implementing a program of public information and educational materials about SIDS risk
reduction. The NICHD and other government agencies maintain a number of public health
programs to deliver SIDS information and materials to families and health care providers across
the United States. As mandated by the Act, agencies conducting this work provide an annual
report to Congress on SIDS research, information, and counseling projects.

BACK TO SLEEP CAMPAIGN

Since its inception in 1994, the Back to Sleep campaign has focused on raising awareness among
parents, health care providers, and caregivers about the importance of putting babies to sleep on
their backs for naps and at night to reduce the risk of SIDS. Over the course of the campaign,
the NICHD and its partners have distributed millions of brochures, posters, public service
announcements, and informational videos explaining this message.

Since the launch of the campaign, SIDS deaths in the United States have declined by more than
50 percent. But significant disparities still exist. African American infants are more than two
times as likely to die of SIDS as white infants, and American Indian/Alaska Native infants are
nearly three times as likely to die of SIDS as white infants. In an effort to reach minority and
underserved populations with the message about the importance of placing infants on their backs
to sleep, the NICHD has partnered with organizations that serve these communities. As part of
this outreach, the NICHD publishes 7he NICHD Community Connection, a newsletter that keeps
the Back to Sleep campaign’s African American outreach partners well informed about the latest
research on SIDS and related outreach activities. You may obtain a free copy of the newsletter by
calling 1-800-505-CRIB, or by visiting http://www.nichd.nih.gov/SIDS. The NICHD is also
working with American Indian/Alaska Native partners to develop adaptable, culturally
appropriate SIDS risk-reduction materials that reflect American Indian/Alaska Native daily life.

The Back to Sleep campaign is led by the NICHD and is co-sponsored by the Maternal and Child
Health Bureau of the Health Resources and Services Administration, the American Academy of
Pediatrics, First Candle/SIDS Alliance, and the Association of SIDS and Infant Mortality
Programs.

FIRST CANDLE/SIDS ALLIANCE

First Candle/SIDS Alliance is a key partner in this continuing education program and is
conducting live training sessions for this program at nursing conferences across the country.
The mission of First Candle/SIDS Alliance is to promote infant health and survival during the
prenatal period through two years of age by providing advocacy, education, and research pro-
grams. First Candle believes it is essential that everyone working with infants understand the
importance of life-saving messages for reducing the risk of SIDS and other accidental infant
deaths. Consistency of care—from parent to caregiver and from nighttime to naptime—is a

priority for First Candle.
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As Director of the Eunice Kennedy Shriver National Institute of Child Health and Human

Dear Colleague:

Development (NICHD), | am pleased to present this nurses’ continuing education (CE)
program on Sudden Infant Death Syndrome (SIDS) risk reduction. Since the launch of the
Back to Sleep campaign in 1994, you and your co-workers around the country have made
tremendous progress in helping to reduce the incidence of SIDS. In fact, SIDS deaths in the
United States have declined by more than 50 percent in the last 10 years. This is a remarkable
accomplishment, but there is still progress to be made. African American infants are still twice
as likely to die of SIDS as are white infants. The rate of SIDS in American Indian/Alaska Native
populations is almost three times higher than the rate of SIDS in white populations. There are
many people like you who are working hard to protect the health and well-being of our

babies, and together we can make a difference.

To be effective, each of us must have the knowledge and information to help reduce the risk
of SIDS and to ensure that our babies have the opportunity to grow up healthy and strong.
We need to continue to make sure that our messages reach every parent, grandparent, and
caregiver in every community across the nation. There is a role for each of us to learn more

about SIDS and to share what we learn with our families, friends, neighbors, and communities.

In partnership with several nursing organizations, First Candle/SIDS Alliance, and the National
Institute of Nursing Research, the NICHD has designed this CE offering to provide you with

the information and tools necessary to effectively communicate SIDS risk-reduction messages.

Thank you for all you have done to educate families about SIDS and to help reduce the risk in
your communities. Working together, we have made great progress. Let’s continue to work

together to help all infants grow into healthy adults.

Sincerely yours,

Al ot

Alan E. Guttmacher, M.D.
Director, NICHD
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The Continuing Education Program on SIDS Risk Reduction: Curriculum for Nurses is designed to inform
pediatric, obstetric, and neonatal nurses—as well as all nurses who educate family members and caregivers
about caring for infants—of the latest risk-reduction strategies for SIDS. It is also designed to increase
nurses’ knowledge of ways to communicate SIDS risk-reduction information to parents and caregivers.

Learning Objectives
Upon completion of the continuing education (CE) materials, nurses will be able to:
1. Define SIDS, including the:
Etiology of SIDS (triple-risk theory);
Risk factors for SIDS (prenatal risk factors, developmental risk factors, and environmental risk factors); and

Epidemiology of SIDS (SIDS rates, disparities in SIDS rates, and the decline in U.S. SIDS rates since 1992).

2. List the critical SIDS risk-reduction messages for parents and caregivers, including:
Back to sleep;

Firm sleep surface;

Safe sleep environment (no fluffy bedding or stuffed toys);
No smoking around the baby;

A close but separate sleep area for the baby;

Possible use of a clean, dry pacifier;

Avoidance of overheating the baby;

Avoidance of products that claim to reduce the risk of SIDS;
Avoidance of home monitor use to reduce the risk of SIDS;

Avoidance of positional plagiocephaly (the appearance of persistent flat spots on the baby’s head), including
guidelines for Tummy Time; and

Talking to parents, child care providers, grandparents, babysitters, and everyone who cares for the baby about
SIDS risk.

Introduction



3. List four barriers to back sleeping, including:
= Regurgitation/aspiration concerns;

= Deep sleep;

Plagiocephaly; and

Contrary advice from a relative or caregiver.

4. Describe their key role as educators to parents and caregivers about SIDS, including the importance of:
= Knowing the safe sleep message; and

= Spreading and practicing the safe sleep message.

5. Describe ways that nurses can effectively communicate SIDS risk-reduction messages to parents and

caregivers such as how to:
= Counter common arguments against back sleeping;

Respond to questions about SIDS;

Encourage parents to take action; and

Deliver messages.

About This Program

This CE program, designed to be used as a self-study course, includes:

= A pre-test. The pre-test on page 4 is designed to measure baseline knowledge about SIDS and to help identify
content areas that require more focus. It is not scored for CE credit. The pre-test answer key is on page 33.

= Two educational sessions.

= A post-test. The post-test can be found in the pocket on the back inside cover of this manual. It is intended to
evaluate achievement of the learning objectives listed above and is scored for CE credit.

= A program evaluation. The program evaluation is also in the pocket on the back inside cover of this manual.
Completing this form is required for CE credit and will help the CE sponsors to refine the program.

How To Receive CE Credit

This education activity for 1.1 contact hours is approved by the Maryland Nurses Association (MNA). The MNA
is an accredited approver of continuing education (CE) by the American Nurses Credentialing Center Commission
on Accreditation.

To receive CE credit, nurses should first read both educational sessions. Then, they should complete the post-test.
A score of 70 percent or better is required; that is, 7 of the 10 questions must be answered correctly in order to receive
CE credit. After scoring the post-test, nurses should complete the program evaluation.

Nurses seeking CE credit are then required to submit the post-test and the program evaluation by mail or by fax to
the Eunice Kennedy Shriver National Institute of Child Health and Human Development (NICHD) at:

Mail: PO. Box 3006
Rockville, MD 20847

Fax (secure): 1-866-760-5947

If you have questions about this CE program, call the NICHD at 1-800-370-2943, or send an e-mail to
NICHDInformationResourceCenter@mail.nih.gov.
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PRE-TEST

This pre-test is designed to measure baseline knowledge about SIDS, risk-reduction recommendations for
SIDS, and how to communicate the recommendations to parents and caregivers. Some questions may have
more than one correct answer. The questions cover the major content areas of this CE program; however,
the pre-test is not scored for CE credit.

Instructions: Please check the correct response and score your test using the answer key on
page 33.

4 Pre-Test







What You Need To Know
About Sudden Infant Death
Syndrome (SIDS)

“SIDS” is the term used to describe the sudden death of an infant younger than one year of
age that remains unexplained after a complete investigation.” Over the past two decades,
nurses, physicians, other health care providers, and caregivers have made significant progress
in reducing the number of American infants who die each year of SIDS. This decrease was
largely the result of the actions of health care providers and public health campaigns that

have educated parents and caregivers about risk factors for SIDS.

As a result, the United States has seen a 50 percent decrease in the SIDS rate and a significant

decline in the number of infants who are placed to sleep on their stomachs (prone position).

Despite this progress, SIDS remains the leading cause of death among U.S. infants between
one month and one year of age.? Several studies show that the safe sleep message is not
sufficiently reaching all segments of society.** Reducing the SIDS rate requires knowledge and

action by parents, caregivers, and all health care providers.

Nurses who care for newborns and infants play a critical role in this effort. The partners
in Back to Sleep, a national campaign that seeks to educate caregivers about SIDS
risk-reduction strategies, are working with national nursing associations to spread safe

sleep messages to their members.

As a nurse, you are an important role model for parents and families. By consistently placing
infants to sleep on their backs and using other safe sleep practices while infants are still in the
hospital, you can help to model the risk-reduction recommendations. By disseminating
information, you can also help to educate families about SIDS risk factors and to reinforce

ways to reduce the risk of SIDS.

Session 1



Lesson 1: Understanding SIDS

What Is SIDS?
SIDS is defined as:

The sudden death of an infant younger than one year of age that remains unexplained after a thorough case
investigation, including performance of a complete autopsy, examination of the death scene, and review of the
infants and familys clinical histories.

Although associated with a sleep period, SIDS deaths are unpredictable. SIDS is often referred to as a
“diagnosis of exclusion” because it is applied only after ruling out all probable alternatives, including
suffocation, viruses, or other illnesses. A diagnosis of SIDS is made by collecting information and
conducting forensic tests, and by talking with parents, other caregivers, and health care providers.® In the
absence of an identifiable cause of death after this process, infant fatalities may be diagnosed as SIDS.”

SIDS can affect infants up to one year of age, but most SIDS deaths occur by the end of the sixth month of
age; the greatest number of SIDS deaths occur in infants between two and four months of age.® SIDS is
generally rare during the first month of life. However, recent data suggest a slight shift in the age of death
over the last few years. In 2001, more infants died of SIDS during the first month of life and after six
months of age than did so for the same age ranges in 1992.°

Because most cases of SIDS occur when a baby is sleeping in a cri