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Welcome

Dear Colleague: 

As Director of the National Institute of Child Health and Human Development (NICHD), 

I 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. 

Si lncere y yours, 

Duane Alexander, M.D. 
Director, NICHD 
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Introduction 
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 Ob ectives 
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. 

Introduct on 
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What You Need To Know 
About Sudden Infant Death 
Syndrome SIDS

SIDS s the term used to descr be the sudden death of an nfant younger than one year of 

age that rema ns unexp ned after a comp ete nvest gat on. Over the past two decades, 

nurses, phys ans, other hea th care prov ders, and careg vers have made s gn cant progress 

n reduc ng the number of Amer can nfants who d e each year of SIDS. Th s change was not 

brought about by breakthroughs n understand ng the cause or causes of SIDS, a though 

researchers have made substant progress n th s area; th s decrease was arge y the resu t of 

the act ons of hea th care prov ders and pub c hea th campa gns that have educated parents 

and careg vers about r sk factors for SIDS. 

As a resu t, the Un ted States has seen a 50 percent decrease n the SIDS rate and a s gn cant 

dec ne n the number of nfants who are p aced to s eep on the r stomachs (prone pos on). 

Desp te th s progress, SIDS rema ns the ead ng cause of death among U.S. nfants between 

one month and one year of age. Severa stud es show that the safe s eep message s not 

suff ent y reach ng a segments of soc ety. 3, 4 Reduc ng the SIDS rate requ res know edge and 

act on by parents, careg vers, and a hea th care prov ders. 

Nurses who care for newborns and nfants p ay a cr ca ro n th s effort. The partners 

Back to S eep, a nat ona campa gn that seeks to educate careg vers about SIDS 

sk-reduct on strateg es, are work ng w th nat ona nurs ng assoc at ons to spread safe 

eep messages to the r members. 

As a nurse, you are an mportant ro e mode for parents and fam es. By cons stent y p ac ng 

nfants to s eep on the r backs and us ng other safe s eep pract ces wh nfants are st n the 

hosp ta , you can he p to mode the r sk-reduct on recommendat ons. By d ssem nat ng 

nformat on, you can a so he p to educate fam es about SIDS r sk factors and to re nforce 

ways to reduce the r sk of SIDS. 

Sess on 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 
infant’s and family’s clinical histories. 5 

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.6 In the 
absence of an identifiable cause of death after this process, infant fatalities may be diagnosed as SIDS.7 

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.8 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 1992.9 

Because most cases of SIDS occur when a baby is sleeping in a crib, SIDS is also commonly known as 
“crib death.” However, the cribs themselves do not cause SIDS. 
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Entirely preventable, but the risk can 
be reduced

The same as suffocation; 

Caused by vomiting and/or choking; 

Caused by the diphtheria, pertussis, and 
tetanus (DPT) vaccine or by other immunizations; 

Contagious; 

The result of child abuse or neglect; and/or 

The cause of every unexpected infant death. 

Source: National SIDS/Infant Death Resource Center. 
(2004). What is SIDS? 

The leading cause of death in infants from 
one month to one year of age, with most 
deaths occurring between two and four 
months of age; 

A sudden and silent medical disorder that 
can happen to a seemingly healthy infant; 

A death often associated with sleep and 
with little or no signs of suffering; 

Determined only after an autopsy, an 
examination of the death scene, and a 
review of the infant’s and family’s clinical 
histories that provide no other cause of 
death; and 

A diagnosis of exclusion, in which the 
cause of death can be determined only 
after ruling out other causes. 

SIDS IS: 

SIDS IS NOT: 

W H AT I S S I D S ? 
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Current Research Findings and Theories About SIDS 
Most scientists believe that babies who die of SIDS are born with one or more conditions that cause unexpected 
responses to the common internal and external stressors that occur during an infant’s life. Many researchers 
argue that the clue to finding the cause(s) of SIDS lies in a deeper understanding of the development and 
functions of the brain and nervous system of infants, including those who succumb to SIDS.10 

Brain Abnormalities 
Mounting evidence suggests that some babies who succumb to SIDS are born with brain abnormalities. These 
abnormalities are typically within a network of neurons that use serotonin as a neurotransmitter and are located 
in a portion of the brain stem likely to control breathing, heart rate, blood pressure, temperature, and waking 
during sleep.11 

But scientists believe that brain abnormalities alone may not be sufficient to cause SIDS death. They theorize 
that other events must also occur, such as lack of oxygen, excessive carbon-dioxide intake, overheating, or an 
infection, for an infant to succumb to SIDS. (See the description of the “triple-risk model” on page 9 for 
further explanation.) For example, many babies experience a lack of oxygen and excessive carbon-dioxide levels 
when they have respiratory infections or when they re-breathe exhaled air that has become trapped in bedding 
as they sleep on their stomachs. Normally, infants sense this inadequate air intake, and their brains trigger 
them to wake up or trigger their heartbeats or breathing patterns to change or compensate. In a baby with a 
flawed brain stem, however, these protective mechanisms may be missing, so the child may succumb to SIDS. 
Such a scenario might explain why babies who sleep on their stomachs are more susceptible to SIDS. 

Genetic Mutations and Polymorphisms 
Even though it is unlikely that one defective gene predisposes a baby to SIDS, genes may act in combination 
with environmental risk factors to result in SIDS.12 Predisposing factors may include mutations and/or 
polymorphisms in genes involved in metabolism and the immune system, as well as conditions that affect the 
brain stem and cause neurochemical imbalances in the brain. Mutations can give rise to genetic disorders that 
can cause death, while polymorphisms may predispose infants to death in critical situations. 

One example of a genetic mutation that may be misdiagnosed as SIDS is a deficiency in fatty acid metabolism.13 

Some babies who die suddenly may be born with a metabolic disorder that prevents them from properly 
processing fatty acids. A build-up of fatty acid metabolites can lead to a rapid disruption in breathing and heart 
function—a disruption that can be fatal. If there is a family history of a metabolic disorder, genetic screening 
can determine if one or both of the parents are carriers of the mutation and, if so, the baby can be tested soon 
after birth. If the condition is not identified, however, the resulting death may be mistaken for SIDS. 

With sudden infant death, it is important to search for genetic mutations that are deadly; infants with such 
mutations should be excluded from those diagnosed as dying of SIDS.14 In the future, some infants, who would 
today be diagnosed as dying from SIDS, will probably be diagnosed as having metabolic or cardiac disease. 
With the current level of knowledge, however, using genetic markers and mutations in relation to SIDS requires 
caution. Because this area of research is new, a thorough postmortem investigation must be performed before a 
final diagnosis is made. 

An example of a genetic polymorphism that may be associated with SIDS involves the immune system. Studies 
in Norway and Germany have revealed an association between partial deletions of the highly polymorphic C4 
gene and mild respiratory infections in infants who have died of SIDS.15 Differences in C4 expression may 
contribute to differences in the strength of the immune system by regulating the predisposition to infectious and 
autoimmune diseases that put infants at higher risk of SIDS. Partial deletions of the C4 gene are fairly common 
and are found in up to 20 percent of the white population. Also, many SIDS infants have an activated immune 
system, which may indicate that they are vulnerable to simple infections. In fact, approximately 50 percent of 
infants who die of SIDS will have had a mild upper-airway infection before death.16 
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The Triple-Risk Model 
Researchers currently believe that the triple-risk model is a useful construct for understanding SIDS deaths. 
The triple-risk model describes the convergence of three conditions that may lead to the death of an infant 
(see Figure 1). 

Figure 1. The Triple-Risk Model 

Infant 

Critical 
Developmental 
Period 

SIDS 

Outside Stressor(s) 

Vulnerable 

� Vulnerable Infant. An underlying defect or brain abnormality makes the baby vulnerable. In the triple-risk model, certain 
factors, such as defects in the parts of the brain that control respiration or heart rate, or genetic mutations, confer vulnerability. 

� Critical Developmental Period. During the infant’s first six months of life, rapid growth phases and changes in homeostatic 
controls occur. These changes may be evident (e.g., sleeping and waking patterns), or they may be subtle (e.g., variations in 
breathing, heart rate, blood pressure, and body temperature). Some of these changes may temporarily or periodically 
destabilize the infant’s internal systems. 

� Outside Stressor(s). Most babies encounter and can survive environmental stressors, such as second-hand tobacco smoke, 
overheating, a stomach sleep position, or an upper-respiratory infection. However, an already-vulnerable infant may not be 
able to overcome them. Although these stressors are not believed to single-handedly cause infant death, they may tip the 
balance against a vulnerable infant’s chances of survival.17 

According to the triple-risk model, all three elements must be present for a sudden infant death to occur: 

1. The baby’s vulnerability is undetected; 
2. The infant is in a critical developmental period that can temporarily destabilize his or her systems; and 
3. The infant is exposed to one or more outside stressors that he or she cannot overcome because of the


first two factors.


If caregivers can remove one or more outside stressors, such as placing an infant to sleep on his or her back 
instead of on the stomach, they can reduce the risk of SIDS.18 

SIDS Occurrence and Risk-Reduction Outreach 
For every year between 1983 and 1992, the average number of reported SIDS deaths in the United States 
ranged from 5,000 to 6,000. In 1992, the American Academy of Pediatrics (AAP) Task Force on Infant 
Sleep Position and SIDS (now the AAP Task Force on SIDS, and hereafter the AAP Task Force) issued a 
recommendation that all healthy infants younger than one year of age be placed to sleep on their backs or 
sides to reduce the risk of SIDS. The AAP made this recommendation after numerous international 
research reports concluded that infants who slept on their stomachs had a significantly higher risk of dying 
from SIDS than infants who slept on their sides or backs.19 
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In 1994, the NICHD and a number of partners, including the AAP, the Maternal and Child Health 
Bureau of the Health Resources and Services Administration, the SIDS Alliance (now First Candle/SIDS 
Alliance), and the Association of SIDS and Infant Mortality Programs, launched the Back to Sleep campaign 
to raise awareness among parents and caregivers about ways to reduce the risk of SIDS. The primary 
recommendation for reducing the risk of SIDS was to place healthy infants to sleep on their backs. 
Back to Sleep and other awareness campaigns helped to spread safe sleep messages among parents, families, 
and caregivers, while the AAP helped to spread the message in the physician community. 

Research in subsequent years provided additional evidence of the dangers posed to infants by stomach 
sleeping. The data were so compelling that, in 1996, the AAP Task Force recommended that infants be 
placed to sleep wholly on their backs, the position associated with the lowest SIDS risk. The AAP concluded 
that stomach sleeping conferred the highest risk of SIDS, the side-lying position fell in between, and “back 
was best” for reducing a baby’s risk of SIDS.20 

The most current data from the National Center for Health Statistics show that 2,162 infants younger than 
age one year died from SIDS in the United States in 2003,21 a decline of more than 50 percent since 1992. 
From 1992 to 2005, the frequency of stomach sleeping decreased from more than 70 percent to 13 percent 
of U.S. infants (see Figure 2).22 Many researchers, policy makers, and health care providers agree that 
declines in both SIDS and stomach sleeping rates have been assisted by public awareness campaigns, such as 

23 Back to Sleep. 

Still, SIDS remains the leading cause of death among U.S. infants between one month and one year of age 
and is the third leading cause of death overall among U.S. infants younger than age one year.24 Among 
certain minority groups, about one-third of infants are still placed to sleep on their stomachs,25 a statistic 
that challenges the U.S. Healthy People 2010 goal of having fewer than 10 percent of all American families 
use the stomach sleep position for their infants.26 
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Figure 2. U.S. SIDS Rate and Sleep Position, 1988–2003 (Deaths per 1,000 Live Births) 

Pre-AAP Recommendation Post-AAP Recommendation Back to Sleep

Sources: SIDS rate source: National Center for Health Statistics, Centers for Disease Control and Prevention, Department of Health and Human 
Services.27–29 Sleep position data: National Institute of Child Health and Human Development, National Infant Sleep Position Study.30, 31 
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Unaccustomed Stomach Sleeping in Child Care Settings 
The danger of the unaccustomed stomach sleep position is particularly evident in child care 
settings. In the United States, approximately 20 percent of SIDS deaths occur while the 
infant is in the care of a child care provider. 81 This finding is significant, given that two-thirds 
of infants younger than 12 months of age are in non-parental child care at least some of the 
time. 82 Despite the 50 percent decline in SIDS since 1992, the proportion of SIDS deaths 
that occurred in child care settings has remained constant. 83 Many of these child care deaths 
are associated with the stomach sleep position, especially when the infant is unaccustomed to 
being placed in that position. 

Despite Back to Sleep and other awareness campaigns, many child care providers continue to 
place infants to sleep on their stomachs. A 1997 study revealed that 43 percent of licensed 
child care center workers were unaware of the association between SIDS and infant sleep 
position. 84 Subsequent surveys documented that despite increased awareness approximately 
25 percent of workers at child care centers still placed infants to sleep on their stomachs. 85 

The primary reason for placing infants to sleep on their stomachs was that child care workers 
were either unaware of the dangers and/or were misinformed. 86 Although providers are more 
likely to use the back sleep position when centers have written sleep policies, licensed child 
care centers seldom have such policies. 87 Studies have found that educational programs for 
child care providers are effective in increasing knowledge of safe sleep positions and in 
promoting the development of written sleep position policies. 88 

Based on the evidence, then, consistency in sleeping position is extremely important: Parents, 
grandparents, babysitters, child care providers, and everyone else in charge of putting a baby 
to sleep should place the baby on his or her back to sleep every time, for naps and at night. 

A Note on the Danger of 
Unaccustomed Stomach 
Sleeping 
NICHD-supported research found that infants 
who are accustomed to sleeping on their backs 
but who are then placed to sleep on their 
stomachs or sides are at an increased risk of 
SIDS—greater than the increased SIDS risk 
experienced by infants who are always placed on 
their stomachs or sides. 79 In addition, a 1999 
study found that if an infant who was usually 
placed to sleep on his or her back was then 
placed to sleep on his or her stomach or side, his 
or her SIDS risk was seven to eight times greater 
than that of an infant always placed to sleep on 
his or her stomach or side. 80 

S T O M A C H S L E E P I N G 
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Back to Sleep: Advice for Health Care Providers 
The AAP Task Force recommends that personnel who work in hospital nurseries place babies on their 
backs to sleep.98, 99 If there are concerns about possible choking during the immediate neonatal period 
(defined as the first few hours following birth), hospital personnel may place the babies on their sides, 
propped up against the side of the bassinet for stability. But within several hours of birth, babies should be 
placed wholly on their backs to sleep. The back sleeping position is recommended for preterm163, 164 and 
term infants. 

As stomach sleeping has declined in response to back sleeping campaigns worldwide, statistics show that the 
contribution of side sleeping to SIDS risk has increased. Research shows that side sleeping is not as safe as 
back sleeping and therefore is not advised.100 

The Importance of Tummy Time for

Healthy Infant Development

The NICHD and other organizations remind parents not to go

overboard with placing their baby on his or her back. It is

important to allow babies, when awake and playing, ample Tummy

Time as a necessary part of their development.101, 102 Parents and

caregivers should place infants on their stomachs for a certain

amount of time each day, when they are awake and when they are

supervised, to promote motor development. Lying on the stomach

during playtime strengthens muscles in the shoulders and neck that

are used to acquire many infant motor milestones.


Tummy Time can also help to prevent the development of flat spots on babies’ heads. There is no evidence 
to suggest that this flattening is harmful to infants or that it is associated with any permanent effects on head 
shape.103 However, parents and caregivers may wish to alternate 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. Parents and caregivers 
can also periodically move the crib around the room so the baby has to turn his or her head in different 
directions to see what’s going on. Another important part of preventing the development of flat spots on 
babies’ heads is holding the baby upright when he or she is not sleeping and limiting the amount of time the 
baby spends in car seats, swings, carriers, or bouncy seats.104, 105 

Factors Thought To Protect Against SIDS 
Several studies have examined environmental influences and child-rearing practices that may help to protect 
an infant from SIDS. One such practice is breastfeeding. Physiologic studies show that breastfed infants 
are more easily aroused than their formula-fed counterparts during sleep,106, 107 which might explain the 
protective effect of breastfeeding against SIDS. However, epidemiologic studies are inconsistent, with some 
finding a protective effect and others failing to find such an effect.108–113 It may be that not smoking and 
other factors associated with breastfeeding, rather than breastfeeding itself, are protective. Current evidence 
is insufficient to recommend breastfeeding as a strategy to reduce the risk of SIDS.114 

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,115 and a recent meta-analysis reinforced 
findings of the protective effect of pacifiers against SIDS.116 As with breastfeeding, the mechanism for this 
association is unclear, but lowered sleep arousal thresholds are one possibility.117 

It is important to point out to caregivers that environmental influences such as these, in and of themselves, 
are not reliable in predicting how, when, why, or if SIDS will occur. 
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How To Communicate SIDS 
Risk-Reduction Techniques to 
Parents and Caregivers 

Nurses are n a un que pos on to educate parents and careg vers about SIDS and to he

them earn and fo ow SIDS r sk-reduct on measures. Because nurses counse parents dur ng 

the prenata per od, dur ng abor and de very, n the mmed ate postpartum per od, and after 

the baby goes home, they are often among a fam y’s most trusted adv sors on how to proper

care for newborns. 

Nurses have the power to nf uence parents’ behav or by mode ng safe s eep pract ces wh

the nfant n the hosp ta , and by fo ow ng up w th parents and careg vers to encourage 

comp ance after the fam y goes home. By demonstrat ng safe s eep pract ces themse ves, 

nurses can he p fam es earn how to reduce the r sk of SIDS. 

As descr bed n Sess on 1, the SIDS rate and the preva ence of stomach s eep ng have dec ned 

dramat ca n the Un ted States over the ast two decades. However, 13 percent of parents 

and careg vers st ace the r bab es to s eep on the r stomachs, 118 desp te the h gher SIDS 

sk. Hea th care prov ders, ch d care prov ders, and others need to make a greater effort to 

encourage back s eep ng n a commun es and to e nate the use of soft bedd ng, pre- and 

postnata exposure to c garette smoke, and other factors that put a baby at r sk of SIDS. 

Now that you know more about SIDS, ts poss e mechan sms, and ts r sk factors, cons der 

the mpact that nurses ke you can have on parenta behav or n reduc ng SIDS r sk. Th

sess on exp ns some of the ways that you can teach parents and careg vers how to reduce 

a baby’s r sk of SIDS, and how to best commun cate safe s eep messages. 
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In 2002, researchers in New Haven, Connecticut, hypothesized that training nurses about the safe sleep 
recommendations could change nursery practice and, ultimately, encourage more parents to place infants on 
their backs to sleep. In the study, nursery staff went through a 30-minute training session that emphasized 
the importance of educating parents about back sleeping and of modeling this behavior in the nursery. 
After the training, 81 percent of parents reported that a nurse told them to place their baby to sleep on his 
or her back, compared with 41 percent before the training. And 88 percent of parents reported seeing nurses 
place babies on their backs in the nursery, compared with only 37 percent of parents who witnessed this 
behavior prior to the training.129 

The study also found that after nursery practice was changed by the training, 75 percent of parents usually 
placed their infants on their backs to sleep at home, compared with 42 percent before the training.130 This 
study demonstrates the impact nurses can have on the parents they encounter and the power of educating a 
clinic’s or hospital’s nursing staff about these topics. 

The National Infant Sleep Position Study, supported by the NICHD from 1993 to 2000, found that 
recommendations from health care providers can greatly influence parents’ choice of infant sleep position. 
The importance of all health care providers both spreading and practicing the safe sleep recommendations 
cannot be overstated. Nurses should be aware of the strong influence nurses have on parents and how 
parents care for their infants, and nurses should use this influence to help reduce the risk of SIDS. 
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Other Challenges 
Safe sleep recommendations seem straightforward, and most—such as placing infants on their backs to 
sleep and clearing the crib of fluffy or loose bedding and stuffed animals—require little effort. Even so, 
nurses may encounter resistance from parents and families when discussing even the most straightforward 
SIDS risk-reduction actions. Some parents may hesitate to comply for other reasons, including: 

� The possibility of aspiration or choking. A major reason parents avoid the back sleep position is that 
they fear their infant will regurgitate and aspirate if the infant sleeps on his or her back. 

� The infant’s comfort. Some parents report that their infants seem to sleep more deeply and appear more 
comfortable while sleeping on his or her stomach. In one study, the mothers’ perception that their babies 
slept better on their sides or stomachs was 11 times more influential than were reading materials that 
recommended back sleeping.136 

� Concern about a flattened skull. Some infants develop a flattened appearance at the back of their skulls 
as a result of repeated back sleeping. 

� Recommendations by others. Many parents say they use the stomach sleep position because a relative, 
caregiver, or health care provider recommended it, or because they saw one of these people placing an 
infant to sleep on his or her stomach in the hospital, at home, or during a medical visit. In one study, 
advice from the mother’s own mother, sister, aunt, or grandmother was seven times more influential than 
were reading materials that recommended back sleeping.137 

The Chicago Infant Mortality Study (2002) reported that more than 94 percent of the mothers in the 
study stated that they had followed the medical advice they received regarding infant sleep position. Yet, 
for those mothers who did not receive medical advice or who did not follow it, past experience was the 
most important factor in determining sleep position.138 

You’ll learn more about these concerns and ways to counter them later in this session. 
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Lesson 3: Communicating 
About SIDS Risk Reduction 
Health literature is filled with studies that demonstrate the need for effective communications between health 
care providers and their patients.139 As nurses know, providing information to patients often requires 
translating medical terminology into lay language so that patients can understand it. As mentioned earlier, the 
most effective way for nurses and health care providers to communicate risk-reduction messages is to practice 
them so that parents and families can see the messages in action. For a discussion of SIDS risk-reduction 
messages to be effective, nurses should try to assess the needs and abilities of the families they are working with 
and modify their communications accordingly. 

In this lesson, you will learn how to assess the needs and abilities of families, so that you can adjust your 
messages appropriately without placing an unnecessary burden on your current workload. 

Keep in mind that, in some cases, health education materials, such as brochures, pamphlets, and guidebooks, 
are written at a level far above the average adult’s reading ability and may not be appropriate for many adults.140 

Messages about SIDS risk reduction, even those delivered orally, must be as clear and simple as possible. 

Remember, too, that the simplest delivery technique is often the most effective. In a study involving mostly 
African American parents, those who were told to place their infants on their backs to sleep were most likely to 
place babies in the back sleep position. For the same study population, receiving written information did not 
affect sleep position at all.141 

The following sections provide sample talking points to use with parents and caregivers to encourage safe 
infant sleeping practices. 

Countering Common Arguments Against Back Sleeping 
You can counter common arguments against back sleeping with accurate, science-based statements. Because 
parents may have concerns about back sleeping, it is important to address these issues directly. Opportunities 
to counter back sleeping challenges occur before and after delivery—during well-baby visits, postpartum home 
visits, and follow-up telephone calls. The following findings from SIDS risk-reduction research should help to 
allay some of the most commonly voiced concerns. 

Fear of Aspiration 
Aspiration is defined as the entry of secretions or foreign material into the trachea and lungs. Many parents 
and some nurses may fear that infants placed to sleep on their backs (supine) are more likely to experience 
complications from gastroesophageal reflux, including aspiration, than infants placed to sleep on their 
stomachs (prone). There is no evidence, however, that aspiration is more common among healthy babies 
sleeping on their backs than among healthy babies sleeping on their stomachs.142, 143 

Cases of fatal aspiration are very rare, except when associated with an underlying or associated medical 
condition. In most of the few reported cases of death due to aspiration, the infant’s position at death, when 
known, was prone. 

Indirect reassurance of the safety of the back sleeping position for infants comes from the knowledge that this 
position has been standard in China, India, and other Asian countries for many years. In England, Australia, 
and New Zealand, where there has been a major change in infant sleeping position from predominantly 
stomach sleeping to predominantly back sleeping, there is no evidence of any increased number of serious or 
fatal episodes of aspiration of gastric contents. 
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In fact, babies may actually clear secretions better when placed on their backs. Figures 3 and 4 show the 
orientation of the trachea to the esophagus in the back sleeping (Figure 3) and stomach sleeping (Figure 4) 
positions. When a baby is in the back sleeping position, the trachea lies on top of the esophagus. Anything 
regurgitated or refluxed from the esophagus must work against gravity to be aspirated into the trachea. 
Conversely, when a baby is in the stomach sleeping position, anything regurgitated or refluxed will pool at 
the opening of the trachea, making it easier for the baby to aspirate. 

Figure 3. 
Upper-Respiratory Anatomy: Baby 
in the Back Sleeping Position 

Trachea 

Figure 4. 
Upper-Respiratory Anatomy: Baby 
in the Stomach Sleeping Position 

O R I E N TAT I O N O F T H E T R A C H E A T O T H E E S O P H A G U S 

Esophagus 

Esophagus 

Trachea 

Comfort of the Infant 
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 may be fussy or cry. However, the absence of very deep 
sleep is believed to help protect infants against SIDS.144, 145 As described in Session 1, babies who are placed 
on their stomachs sleep more deeply, are less reactive to noise, experience less movement, and are less able to 
be aroused than back sleeping infants.146 All of these characteristics put an infant at higher risk of SIDS. So, 
even though comfort is important, the infant’s safety is more important; the back sleep position should be 
used even if the infant seems to sleep less comfortably. 

Some products (e.g., wedge) claim to be designed to keep a baby in one position and to reduce the risk of 
SIDS. These products and others have not been tested for safety or effectiveness. These items are not 
recommended unless prescribed by a physician. 

Flattened Skull 
As you know, an infant’s skull comprises free-floating bones that grow apart and together over the course of 
infancy to accommodate the growth and development of the brain. The appearance of persistent flat spots 
on an infant’s head is known as plagiocephaly. In some cases, repeated external pressure on one area of the 
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Encouraging Parents To Take Action 
Studies show that patients are more likely to recall and comply with instructions when a health care provider 
uses a positive tone, provides adequate information, and allows the patient to ask most of the questions.154 

These findings suggest that the way in which nurses deliver SIDS risk-reduction messages has a significant 
impact on whether parents follow the advice they receive. 

You may want to seek guidance from various theories of health behavior when talking to parents about safe 
infant-sleeping practices. According to one well-accepted theory,* watching the positive actions of others serves 
as a powerful motivator and predictor of parent compliance. The heart of this theory is that people tend to 
imitate behavior that they have recently seen. To encourage this kind of learning through observation, you need 
to ensure that the following four conditions are met:155 

1. Attention. Finding an optimal time for education when the parents are alert will increase attention to the 
message. Anything that diverts attention decreases learning. In terms of SIDS risk reduction, for example, a 
parent who is fatigued, distracted, or overwhelmed following childbirth is less likely to learn well. Therefore, 
you may want to start educating parents about SIDS before the baby is born, again when the baby comes 
home, and once more during the immediate postpartum period. 

2. Retention. For SIDS risk-reduction recommendations to be retained, it is vital that you consistently model 
the behavior of placing infants on their backs to sleep. To retain (or remember) what is observed, imagery 
and language are important: People store what they have seen in the form of mental images or verbal 
descriptions. When stored, parents can later “bring up” the image or description so that they can reproduce 
it with their own behavior. 

3. Reproduction. You need to provide opportunities for parents to practice placing their baby in the back sleep 
position and then provide feedback and encouragement. Parents must model the behavior that nurses have 
demonstrated: putting their baby to sleep on his or her back, in a crib free of loose bedding, and wearing 
only sleep clothing and no blanket. Role-playing with parents can also help them practice communicating to 
grandparents and others about why back sleeping is safest. 

4. Motivation. Convincing parents of the benefits of the practice is critical to their motivation to implement 
the recommendations. To do so, nurses should: 

� Provide convincing arguments for placing infants to sleep on their backs (called past reinforcement or

traditional behaviorism);


� Demonstrate how easy it is to do (called promised reinforcement); and 
� Reinforce that parents are doing what is best for their baby and that they should continue to do so until 

the child’s first birthday (called vicarious reinforcement). 

Nurses can reinforce parents’ confidence and interest in performing new skills by providing ongoing 
encouragement and praise. 

*Social Cognitive Theory or Social Learning Theory 
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Session 2: 
Take-Away Messages 

� Nurses are in a powerful position to influence parents’ behavior by modeling safe 

sleep practices, especially during the 24 to 48 hours following delivery, and by 

following up with families throughout the baby’s first year to ensure that they are 

using the back sleeping position at home. 

� Evidence shows that parents and caregivers use the same sleep position for their 

babies at home that they see used at the hospital. Because nurses play a key role in 

caring for the infant immediately after birth, nurses provide the perfect channel for 

reaching parents and families with safe sleep messages by putting words into action. 

� SIDS rates vary across racial and ethnic groups in the United States, and infant care 

often has its roots in tradition and experience. It is important that advice on SIDS risk 

reduction be as clear and as culturally appropriate as possible. 

�	 Parents may have concerns about back sleeping, such as fear of aspiration, concern for 

the infant’s comfort, worries about a flattened skull, and contrary advice from others. 

It is important to counter these arguments with accurate, science-based statements. 

�	 For a complete list of safe sleep recommendations, please see page 18. There is also a 

sheet with the risk-reduction strategies in the pocket on the inside back cover of this 

booklet for you to copy and share with parents and families. 
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