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Sudden Unexpected Infant Death (SUID)

 Each year in the US, about 3500 infants under 1 year 
of age die suddenly and unexpectedly.

 Sudden unexpected infant death (SUID), also 
known as sudden unexpected death in infancy 
(SUDI), refers to any sudden and unexpected infant 
death, whether explained or unexplained 
(including SIDS and ill-defined deaths). 

 After case investigation, SUID can be attributed to 
asphyxia, entrapment, infection, ingestions, 
metabolic diseases, arrhythmia-associated cardiac 
channelopathies, and trauma.                              

Pediatr. 2016; 138(5):e20162940

Sudden Infant Death Syndrome

 Sudden infant death syndrome (SIDS) is a              
cause assigned to SUIDs that cannot be 
explained after a thorough case investigation, 
including a scene investigation, complete 
autopsy, and review of the clinical history.

 The distinction between SIDS and other SUIDs 
(especially those occurring during unobserved 
sleep), such as unintentional suffocation may 
remain unresolved after a full case investigation.

Pediatr. 2016; 138(5):e20162940

Sudden Infant Death Syndrome

 Some infant deaths previously classified as 
SIDS are now more accurately being classified 
as acute suffocation and strangulation in bed 
(ASSB) and unknown cause. 

 Many of the modifiable and nonmodifiable risk 
factors for SIDS and suffocation are strikingly 
similar. 

 The AAP recommendations focus on the subset 
of SUIDs that occur during sleep: SIDS and 
sleep-related suffocation, asphyxia, and 
entrapment. Pediatr. 2016; 138(5):e20162940
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Breakdown of Sudden Unexpected 
Infant Death by Cause, 2015

https://www.cdc.gov/sids/data.htm

In 2015, there were 3700 
SUIDs in the US among 
infants < 1 year of age. 
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Trends in Sudden Unexpected 
Infant Death by Cause, 1990-2015

https://www.cdc.gov/sids/data.htm

Magnitude of Sleep-Related Infant 
Deaths and Their Impact

 SIDS and other sleep-related infant deaths 
represent the leading cause of infant death 
between 1 and 12 months in the U.S.            

Pediatr. 2016; 138(5):e20162940

 There is no more devastating loss than the 
death of a child. Parents of SUIDs must deal 
with a baby’s death that is unexpected and so 
sudden that it leaves no time for preparation 
or goodbyes, and no period of anticipatory 
grief. The painful grief process lasts a lifetime.

Racial and Ethnic Disparities in SIDS and SUIDs

 Like other causes of infant mortality, SIDS and 
SUID mortality rates have notable and persistent 
racial and ethnic disparities. The rate of SUIDs 
among non-Hispanic black and American 
Indian/Alaska Native infants was more than double 
that of non-Hispanic white infants in 2010-2013. 

 Similar racial and ethnic disparities are seen with 
deaths attributed to both ASSB and ill-defined or 
unspecified deaths. 

 The prevalence of supine positioning in 2010 data 
was 75% in white infants, compared with 53% 
among black infants.        Pediatr. 2016; 138(5):e20162940

Hypothesis for SIDS and Peak Incidence

 The predominant hypothesis for the cause of 
SIDS  is that certain infants--for unknown 
reasons—have an impaired ability to arouse 
from sleep when they encounter a potentially 
life-threatening situation. 

 The incidence of SIDS peaks between 1 and 4 
months; 90% of cases occur before 6 months. 

 While SIDS previously was rare in the 1st month  
of life, nearly 10% of SIDS cases in 2004 - 2006 
occurred in the 1st month. ASSB has a similar            
age distribution.         Pediatr. 2016; 138(5):e20162940

Triple Risk Model for SIDS

Critical Period            
of Development

(highest risk, 2-4 
mos)

Outside 
Stressors

(sleeping on 
tummy, soft 

objects, smoke 
exposure, airway 

obstruction)

Vulnerable   
Infant

(impaired arousal 
systems that lead 

to a failure of 
protective 
responses)

SIDS

Adapted from Filiano and 
Kinney. Biol Neonate, 1994.
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Strength-of-Recommendation Taxonomy (SORT)

 No randomized controlled trials to investigate SIDS 
and other sleep-related infant deaths. Rather, case-
control studies are the standard.

 Level A recommendations are based on good quality 
patient-oriented evidence.

 Level B recommendations are based on inconsistent           
or limited-quality patient-oriented evidence.

 Level C recommendations are based on consensus, 
disease-oriented evidence, usual practice, expert 
opinion or case series.                                                                       

Ebel MH, et al. Am Fam Phys. 2004;69(3):548-556.

Recommendations to Reduce the Risk of SIDS 
and Other Sleep-Related Infant Deaths

 Recommendations are based on epidemiologic 
studies that include infants up to 1 year of age. 

 Thus, recommendations for sleep position and 
the sleep environment, unless otherwise 
specified, are for the first year after birth.

 Health care providers are encouraged to have 
open and nonjudgmental conversations with 
families about their sleep practices. 

Pediatr. 2016; 138(5):e20162940

Level A Recommendation for a                                                  
Safe Infant Sleeping Environment

1. Back to sleep for every sleep.                 

Infants should be placed supine (wholly on the back) 
for every sleep by every caregiver until 1 year of age.

 Infants in the newborn nursery and/or rooming-
in with their parents should be placed supine as 
soon as they are ready to be placed in the 
bassinet. 

 Supine sleep does not increase the risk of         
infant choking or aspiration, even in those                
with gastroesophageal reflux.                             

Pediatr. 2016; 138(5):e20162938

SIDS and Issues Related to Sleep Position

 The prone or side sleep position can increase the 
risk of re-breathing expired gases, leading to 
hypercapnia and hypoxia. The prone position also 
increases the risk of overheating.

 The risk of SIDS is exceptionally high for infants 
placed on their side and found prone. Infants who 
are unaccustomed to the prone position are at 
greater risk for SIDS if placed prone than infants 
who usually sleep prone. Thus, it is especially 
important that every caregiver use the supine sleep                                           
position for every sleep period. 

Pediatr. 2016; 138(5):e20162940

Level A Recommendation for a                                         
Safe Infant Sleeping Environment

1. Back to sleep for every sleep. (Continued)

 Once an infant can roll from  supine to prone 
and prone to supine, the infant can remain in 
the sleep position that he or she assumes. 

 Soft bedding should continue to be removed 
from the infant’s sleep environment.

Pediatr. 2016; 138(5):e20162938

Level A Recommendation for a                                         
Safe Infant Sleeping Environment

1. Back to sleep for every sleep. (Continued)

 Skin-to-skin care is recommended for all 
mothers and newborns, regardless of feeding 
or delivery method, immediately following 
birth (as soon as mother is medically stable, 
awake, and able to respond to her newborn), 
and to continue for at least an hour. 

 When mother needs to sleep or take care          
of other needs, infants should be placed                                                      
supine in a bassinet.

Pediatr. 2016; 138(5):e20162938
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Level A Recommendation for a                                  
Safe Infant Sleeping Environment

2. Use a firm sleep surface.

 Infants should be placed on a firm sleep surface             
(eg, mattress in a safety-approved crib) covered               
by a fitted sheet with no other bedding or soft  
objects to reduce the risk of SIDS and suffocation. 

 Use a crib, bassinet, portable crib, or play yard,                
in good condition, that conforms to the safety 
standards of the CPSC and the ASTM International. 

 The CPSC has published safety standards for bedside 
sleepers that attach to the side of the parental bed, 
and they may be considered by some parents as an 
option. The task force cannot make  a recommend-
dation for or against either bedside sleepers or in-bed 
sleepers.    Pediatr. 2016; 138(5):e20162938

Level A Recommendation for a                                   
Safe Infant Sleeping Environment

2. Use a firm sleep surface.

 Sitting devices, such as car seats, strollers, swings, 
infant carriers, and infant slings, are not recom-
mended for routine sleep, esp. for young infants.

 If an infant falls asleep in a sitting device, s/he 
should be removed from the product and moved to 
a crib or other appropriate flat surface as soon as is 
safe and practical.

 When infant slings and cloth carriers are used for 
carrying, ensure that the infant’s head is up and 
above the fabric, the face is visible, and the nose 
and mouth are clear of obstruction.  Pediatr. 2016; 138(5)

Level A Recommendation for a                                  
Safe Infant Sleeping Environment

3. Breastfeeding is recommended.

 Unless contraindicated, mothers should 
breastfeed exclusively or feed with expressed 
milk for 6 months.

 The protective effect of breastfeeding increases 
with exclusivity. However, any breastfeeding is                                     
protective against SIDS compared to no 

breastfeeding.
Pediatr. 2016; 138(5):e20162938 

Level A Recommendation for a                                          
Safe Infant Sleeping Environment

4. It is recommended that infants sleep in the 
parents’ room, close to the parents’ bed, but on a 
separate surface designed for infants, ideally for the 
first year of life, but at least for the first 6 months.

 Sleeping in the parents’ room on a separate surface 
decreases the risk of SIDS by as much as 50%.

 This also best prevents suffocation, strangulation, 
and entrapment that may occur in the adult bed.

 The first 6 months are particularly critical because 
rates of sleep-related infants deaths are highest in 
the 1st 6 mos.  Pediatr. 2016; 138(5):e20162940 

Room Sharing Without Bed Sharing                         
is Recommended

 Co-sleeping—When parent and infant sleep            
in close proximity (on the same surface or 
different surfaces) to allow them to hear, see, 
and/or touch one another. Co-sleeping 
includes bed sharing and sleeping in close 
proximity in the same room.

 Bed Sharing—Refers to a specific type of co-
sleeping when the infant sleeps on the same 
surface with another person.

 For clarity, the AAP recommends the use of 
the terms “room sharing” and “bed sharing.”

Pediatr. 2016; 138(5):e20162938

Cultural and Personal Reasons                                             
Parents May Choose to Bed Share

 To make nighttime 
breastfeeding more 
convenient.

 To help mother or 
baby sleep better. 

 To comfort a fussy or 
sick baby.

 To promote bonding,
nighttime parenting, 
comfort and security 
(“attachment 
parenting”).

 Bed-sharing is a family 
tradition.

 A crib is not an option 
due to financial reasons 
or lack of space. 

 Parents’ belief that they 
can better watch over 
and protect their baby.

 To attempt to protect 
baby from vermin or 
stray gunfire.

Pediatr. 2016; 138(5):e20162940
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Why Bed-Sharing is Not Recommended

 Epidemiologic studies show that bed-sharing is 
linked with a number of SIDS risk factors: soft 
bedding, head covering, increased exposure to 
tobacco smoke among infants of smokers.

 A meta-analysis of 11 studies investigating the 
link between bed-sharing and SIDS showed a 
summary OR of 2.88 (95% CI: 1.99-4.18) with 
bed-sharing.

 An adult bed exposes infants to an increased risk 
for unintentional injury and death.

 Infants < 4 mos., preterm, and LBW infants are at 
greatest risk.                   Pediatr. 2016; 138(5):e20162940 

Specific Circumstances that Substantially Increase the 
Risk of Bed-Sharing and Should be Avoided at all Times

Avoid Bed-Sharing:

 With a term, normal 
weight infant < 4 mos., 
and infants born preterm 
and/or LBW, even for 
breastfed infants of non-
smoking parents.

 With a current smoker, or 
if mother smoked during 
pregnancy.

 With someone impaired 
due to fatigue, sedating 
meds, or substance use.

 With someone who is 
not the infant’s parent, 
including children.

 On a soft surface, i.e. 
waterbed, sofa, couch, 
armchair, etc.

 With soft bedding 
accessories, such as 
pillows or blankets.

 It is prudent to provide 
separate sleep surfaces 
and avoid co-bedding 
for multiples.

Level A Recommendation for a                                         
Safe Infant Sleeping Environment

4. It is recommended that infants sleep in the parents’ 
room, close to the parents’ bed, but on a separate 
surface designed for infants...

 Placing the crib close to the parents’ bed can facilitate 
feeding, comforting, and monitoring.

 There is insufficient evidence to recommend for or 
against devices promoted to make bed-sharing “safe.” 
Some in-bed sleepers are under study.

 Bedside sleepers for which CPSC has published 
standards may be considered as an option.                         

Pediatr. 2016;138(5):e20162940 

Level A Recommendation for a                                               
Safe Infant Sleeping Environment

4. It is recommended that infants sleep in the 
parents’ room, close to the parents’ bed, but on a 
separate surface designed for infants....

 Infants brought into the bed for feeding/comforting 
should be returned to their own crib or bassinet 
when the parent is ready to return to sleep. 

 Sleeping on couches and armchairs places infants  
at extraordinarily high risk of infant death. Never 
place infants on a couch or armchair for sleep! 

 The safest place for an infant to sleep is on a 
separate sleep surface close to the parents’ bed.                   

Pediatr. 2016; 138(5):e20162940 

Level A Recommendation for a                                               
Safe Infant Sleeping Environment

4. It is recommended that infants sleep in the 
parents’ room, close to the parents’ bed, but on a 
separate surface designed for infants...

 Evidence suggests that it is less hazardous for a 
parent to fall asleep with the infant in the adult bed 
than on a sofa or armchair. Place the infant back on 
a separate sleep surface as soon as the parent 
awakens, as the risk of bed-sharing is higher with 
longer duration.

 No pillows, sheets, blankets, or any other items that 
could obstruct infant breathing or cause over-
heating should be in the adult bed.   Pediatr. 2016; 138(5)

The Argument that Bed-Sharing                           
Promotes Breastfeeding

 A recent longitudinal study provides strong evidence 
that bed-sharing promotes breastfeeding duration.

 Although bed-sharing may facilitate breastfeeding, 
many other factors, such as intent to breastfeed, 
supportive maternity practices, family support, etc. 
influence successful breastfeeding.

 A recent case-control study found that the risk of 
SIDS while bed-sharing was similar among infants in 
the 1st 4 months of life, regardless of breastfeeding 
status, implying that the benefits of breastfeeding do 
not outweigh the increased risk associated with bed-
sharing for younger infants. Pediatr. 2016; 138(5):e20162940 
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Level A Recommendation for a                                           
Safe Infant Sleeping Environment

5. Keep soft objects and loose bedding out of 
the crib to reduce the risk of SIDS, suffocation, 
entrapment, and strangulation.

 Keep soft objects, such as pillows and pillow-like 
toys, quilts, comforters, sheepskins, and loose 
bedding, such as blankets and sheets out of an 
infant’s sleeping environment because they can 
obstruct an infant’s nose and mouth.

 Bumper pads are not recommended for infants.

 Infant sleep clothing, such as a wearable blanket, 
is preferable to blankets to keep the infant warm 
while reducing the risk of head covering or 
entrapment.     Pediatr. 2016; 138(5):e20162940 

Level A Recommendation for a                                          
Safe Infant Sleeping Environment

6. Consider offering a pacifier at nap time and 
bedtime.  Although the mechanism is yet unclear, 
studies show a protective effect of pacifiers on the 
incidence of SIDS.

 The pacifier should be used when placing the infant 
for sleep. It does not need to be reinserted once          
the infant falls asleep. If the infant refuses the 
pacifier, offer it again when baby is a little older.

 For breastfed infants, pacifier introduction should 
be delayed until breastfeeding is firmly established.

 There is insufficient evidence that finger-sucking 
protects against SIDS. Pediatr. 2016; 138(5):e20162940

Level A Recommendations for a                                                  
Safe Infant Sleeping Environment

7. Avoid smoke exposure during pregnancy  
and after birth.

 Both maternal smoking during pregnancy              
and smoke in the infant’s environment               
after birth are major risk factors for SIDS. 

 Encourage families to set strict rules for 
smoke-free homes and cars.

 The risk of SIDS is especially high when                   
the infant bed-shares with an adult smoker.             

Pediatr. 2016; 138(5):e20162940

Level A Recommendations for a                                  
Safe Infant Sleeping Environment

8. Avoid alcohol and illicit drug use during               
pregnancy and after birth.

 There is an increased risk of SIDS with pre- and 
post-natal exposure to alcohol or illicit drug use.

 Parental alcohol and/or illicit drug use in 
combination with bed sharing greatly increases               
an infant’s risk of SIDS. 

Pediatr. 2016; 138(5):e20162940

Level A Recommendation for a                                        
Safe Infant Sleeping Environment

9.  Avoid overheating and head covering in 
infants.

Although studies show an increased risk of SIDS 
with overheating, the definition of overheating 
varies, making it difficult to provide specific room 
temperature guidelines.

 Dress infants with no more than 1 additional layer             
of clothing than an adult would comfortably wear.

 Avoid overbundling and covering the face and head. 
Observe infants for signs of overheating, such as 
sweating or the infant’s chest feeling hot.

Pediatr. 2016; 138(5):e20162940

Level A Recommendations for a                                           
Safe Infant Sleeping Environment

10. Pregnant women should obtain regular 
prenatal care.

 There is substantial epidemiologic evidence 
linking a lower risk of SIDS for infants whose 
mothers obtain regular prenatal care.

Pediatr. 2016; 138(5):e20162940
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Level A Recommendation for a                                    
Safe Infant Sleeping Environment

11. Infants should be immunized in accordance 
with recommendations of the AAP and CDC.

 There is no evidence of a causal relationship 
between immunizations and SIDS. 

 In fact, recent evidence suggests that 
vaccination may have a protective effect 
against SIDS.  

Pediatr. 2016; 138(5):e20162940

Level B Recommendation for a                                    
Safe Infant Sleeping Environment

12. Avoid the use of commercial devices that are 

inconsistent with safe sleep recommendations.

 Be particularly wary of devices that claim to 
reduce the risk of SIDS, such as wedges and 
positioners and other devices placed in the adult 
bed for positioning or separating the infant from 
others in the bed. 

 Manufacturers should not claim that a product or 
device protects against SIDS unless there is 
scientific evidence to that effect. 

Pediatr. 2016; 138(5):e20162940

Level A Recommendation for a                                    
Safe Infant Sleeping Environment

13. Do not use home cardiorespiratory monitors                             
as a strategy to reduce the risk of SIDS. 

 While such devices may be of value for selected 
infants, the use of cardiorespiratory monitors 
has not been documented to decrease the 
incidence of SIDS. 

 There are no data that other commercial devices 
designed to monitor infant vital signs reduce the 

risk of SIDS. Pediatr. 2016; 138(5):e20162940

Level B Recommendation for a                                            
Safe Infant Sleeping Environment

14. Supervised, awake “tummy time” is 
recommended to facilitate development          
and minimize the development of positional 
plagiocephaly. 

 A certain amount of prone positioning, or  
“tummy time,” while the infant is awake and  
being observed is recommended to prevent 
flattening of the occiput and to facilitate 
development of the upper shoulder girdle  
strength. Pediatr. 2016; 138(5):e20162940

Level C Recommendation for a                                            
Safe Infant Sleeping Environment

15. There is no evidence to recommend swaddling            
as a strategy to reduce the risk of SIDS. 

 Swaddling is often used as a strategy to calm the 
infant and encourage the use of the supine position.

 There is a high risk of death if a swaddled infant is 
placed in or rolls to the prone position. Swaddled 
infants should always be placed on their back.

 Swaddling should be discontinued when an infant 
shows signs of attempting to roll.

Pediatr. 2016; 138(5):e20162940

Colorado Infant Safe Sleep Partnership 
Position Statement on Baby Boxes

 The Finnish government began distributing baby 
boxes filled with infant supplies in the 1930s.

 Finland has not conducted a study or connected the 
use of baby boxes to a reduction in infant mortality.

 Baby boxes may help model safe sleep for families 
and can be used as a portable sleeping space.

 There has been 1 known US infant death when a 
blanket fell over a baby sleeping in a baby box. 

 A study by Temple University showed that baby 
boxes, in conjunction with safe sleep education, 
may reduce bed sharing.
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Colorado Infant Safe Sleep Partnership 
Position Statement on Baby Boxes

 Despite growing media attention, there is little 
evidence to support the use of baby boxes as a safe 
sleep intervention.

 Baby boxes are typically weighted for infants           
5 months and younger, or 15 pounds or lighter. 
Families will need another safe sleep space as 
infants outgrow a baby box.

 Baby boxes are being evaluated by the Consumer 
product Safety Commission as a bassinet. An 
independent third party evaluation found they 
met CPSC standards.

National and State Trends in                     
Sudden Infant Death: 1990-2015

 From 1990-1998, US SUID rates declined 44.6% 
and from 1999-2015, SUID rates declined only 7%

From 1999 to 2015 SIDS rates decreased 35.8%, 
ASSB rates increased 183.8%, and there was no 
significant change in unknown cause rates.

SUID trends among states varied widely.

 We need to re-evaluate strategies to promote safe 
infant sleep and reduce SIDS risk factors.

Lambert, Parks, Shapiro-Mendoza. Pediatr. 2018;141(3): e20173519

Learning from National and State Trends in 
Sudden Unexpected Infant Death

 Qualitative studies reveal that parents often make 
infant care decisions based on what they believe 
will keep their baby safe and comfortable.

They place their infant prone because of fears 
of aspiration, and to help baby sleep longer. 
They bed-share because they believe they can 
better monitor their infant during sleep.

They use soft bedding because they believe 
their baby will be more comfortable. 

Carlin R and Moon R. Learning from National and State Trends in 
Sudden Unexpected Infant Death. Pediatr. 2018; 141(3):e20174083.

Learning from National and State Trends                 
in Sudden Unexpected Infant Death

 We need to change the way we communicate with 
parents and family members and address parental 
concerns about infant safety and comfort.

 We need to better understand the role of the US 
opioid crisis as a new variable in the SUID environ-
ment and potential risk reduction strategies.

 The large disparities in SUID rates by state should 
both raise alarm where rates are increasing and 
highlight effective prevention efforts in states with 
the largest declines. Pediatr. 2018; 141(3):e20174083.

Building on Campaigns with Conversations

 Building on Campaigns with Conversations is a 
new approach to supporting caregivers to help 
overcome barriers to safe sleep and breastfeeding. 

 It is part of a greater trend in public health 
promotion—using an individualized approach 
that takes into account each family’s needs, 
beliefs, and the context of their lives. 

 7 Core Conversation Modules

Bronheim, S. (2017). Building on Campaigns with Conversations: An 
Individualized Approach to Helping Families Embrace Safe Sleep and 
Breastfeeding. Washington, DC: National Center for Education in Maternal and 
Child Health, Georgetown University.

Defining the Problem

 Sleep-related sudden unexpected infant death 
(SUID) is the leading cause of post-neonatal 
mortality in the United States. 

 Breastfeeding is a protective factor against 
sleep-related deaths and is important for the 
overall health and well being of infants 
throughout their life span. 

 Yet, there is not universal adoption of safe sleep 
practices and breastfeeding, and racial and 
ethnic disparities persist.
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Why a New Approach?

 “Building on Campaigns with Conversations” is 
part of a greater trend in public health promotion 
to take an individualized approach to behavior 
change that can consider each family’s needs, 
beliefs, and the context of their lives. 

 Campaigns have a role, but supporting behavior 
change takes a more individualized approach.

Bronheim, S. (2017). Building on Campaigns with Conversations: An 
Individualized Approach to Helping Families Embrace Safe Sleep 
and Breastfeeding. Washington, DC: National Center for Education 
in Maternal and Child Health, Georgetown University.

https://www.ncemch.org/learning/building/

Safe Infant Sleep and Breastfeeding 
Are Dual Aligned Public Health Priorities

Safe Sleep Breastfeeding

Both are 
impacted      

by cultural 
values, 

unrealistic 
expectations, 

personal 
barriers, 
support 
systems,          

etc.

Infant Care Givers Need Help

 The two most daunting challenges new 
parents face are feeding and sleeping.

 Parents do not always apply what they know 
about infant safe sleep practices, and mothers 
who intend to breastfeed do not always 
achieve their goals.

 We need to…have effective, individualized 
conversations with parents and other infant 
care-givers and their support systems to help 
overcome barriers to implementing safe sleep 
practices and breastfeeding.

Assumptions About Making Safe Sleep                        
Practices and Breastfeeding the “Norm”

1. Safe sleep and breastfeeding are dual aligned 
public health priorities.

2. Parents are the ultimate decision-makers about 
how and where their babies sleep and feed. These 
decisions are made multiple times each day.

3. Behavior change is supported by approaches that 
first gain acceptance of safe sleep and breastfeeding 
behaviors. This involves individualized, 2-way 
communication, rather than an “Expert” who tells 
families what they should do.

Counseling in Healthcare

Traditional 
Counseling

• “I am the expert who has the 
information and answers you need.” 

Motivational 
Interviewing

• “You already have what you need, 
and together we will find it and 
bring it forth.”

Families not only need to be informed, 
but they also to be empowered to            

overcome barriers in order to 
implement recommendations.

A Conversations Approach

 Conversation Starters: One-time or time limited 
Introduce the information & elicit Qs/concerns

 Conversation Deepeners: Ongoing interactions, 
but limited time or specific time period                       
(i.e. prenatal, in hospital)

 Ongoing Dialogues: Ongoing interactions, i.e. 
with a home visitor or peer counselor

Can provide in-depth support, develop action 
plans, connect families w/ resources, etc.

https://www.ncemch.org/learning/building/

https://www.ncemch.org/learning/building/
https://www.ncemch.org/learning/building/
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Moving from a National Campaign            
to Individualized Conversations

 Recognize our own biases and firm beliefs.

 Create a safe space for open dialogue, in which 
caretakers can be honest w/o feeling judged.

 Shift our attitude about our role as “experts” who 
make recommendations to being “resources” who 
support families to make their own decisions.

 Know that compliance is increased when clients 
hear from multiple sources and multiple time.

Individualized Conversations

 Ask caretakers what they have been told or heard 
about breastfeeding & safe sleep recommendations.

 Explore perceived susceptibility/magnitude of the 
risks & how the recommendations reduce the risks.

 Be “listeners” as well as “talkers.”

 Seek to understand personal, cultural, and 
community values and families’ life realities.

 Identify key influencers and perceived barriers.

https://www.ncemch.org/learning/building/

Core Conversation Modules

1. A New Approach

2. How Babies Sleep and Eat

3. Understanding Current Recommendations

4. Anticipating Reluctance and Refusal

5. Respectful Dialogue and Structure of a 
Conversation

6. Creating Plans to Support Family Decisions

7. Putting It All Together to Make a Difference
https://www.ncemch.org/learning/building/
The conversation modules were developed by the National Center for 
Education in Maternal and Child Health while it operated the National 
Action Partnership to Promote Safe Sleep (2014-2017).

Crafting the Conversation

 Ask open-ended questions.

 Use affirmations & a strengths-based perspective.

 Practice reflective listening to confirm caretakers’ 
opinions, ambivalence, feelings, and concerns.

 Ask permission to share information.

 Identify potential “bumps in the road” and sources 
of support. 

 Co-create a caretaker action plan about how they 
will feed and sleep their baby w/in their realities.

Other Factors Involved in Promoting                         
the Adoption of Infant Safe Sleep Practices

 Address concerns about infant comfort, choking, 
and aspiration while the infant is supine.

 Ask parents if they are getting enough sleep.

 Offer tools to promote healthy infant sleep habits.

 Explore motivating factors for adopting safe sleep 
behaviors.

 Offer harm reduction strategies, when indicated:

“Make your bed as much like the crib as possible.”

https://www.ncemch.org/learning/building/
https://www.ncemch.org/learning/building/

