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Welcome

Welcome to your new role of safe sleep champion and the current focus on preventing
deaths from accidental suffocation in your service. Some of you may be new to this work,
others more familiar with the issues. We appreciate you all for your interest, commitment

and potential to bring change to the children of New Zealand in the form of safe sleep.

This programme addresses a fundamental principle of life - oxygen sufficiency. To be healthy
and survive, babies need sufficient oxygen as they develop in the womb, and as they live and
sleep, once born. Creating high awareness of this fact and how it translates into care

decisions for babies is your work as a safe sleep champion, in this role.

The education has two aspects:
> Baby Essentials Online is a foundation programme of essential information for
protecting a baby’s life. It's purpose is to align people from across society with key
principles and encourage action by all.
> Through the tubes is the focus of current work and has a specific focus on the group

of sudden infant death clearly due to accidental suffocation.

Your role is two pronged:
» to bring this education to your peers and

» to work within your service to develop systematic action on safe sleep for babies

Support is all around for this work. District health boards are stepping up their commitment
and your own service is developing policy and intervention expectations, too. As well, you
have the support of Whakawhetu (Maori), Taha (Pacific) and Change for our Children
(general) as three agencies with dedicated funding for education approaches to preventing

sudden infant death.

Remember you are part of a team. You are leading locally, connected nationally and

influencing globally.

We wish you well.

Stephanie Cowan
Director

Change for our Children
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Section 1. Presentation

Preparation for presenting ‘Through the Tubes’ to others

INTRODUCTION

‘Through the Tubes’ is a package of essential understandings for protecting a baby from
accidental suffocation and promoting the importance of ‘sufficient oxygen’ for growth and
survival of babies. It has been designed to eliminate the mystery that once surrounded sudden
infant death (SUDI, SIDS or cot death). We now know the main risk factors and so most deaths
are preventable. This presentation has been designed for all who have a role in supporting
families.

The presentation uses the heavily visual pecha kucha (pe-chuck-cha) format for projecting a
vision: 20 images, 20 seconds per slide, no words. This approach enables the education to cross
the boundaries of language, culture and profession, and draw more people to its core message.
In stepping away from a traditional lecture type format, we hope to facilitate the translation of
complex information into everyday language that can be clearly understood in communities.

PRESENTING

Principle: Protecting children is everyone’s business

Purpose: To emphasise the essential nature of sufficient oxygen to protecting a baby’s life and
the need for parents and carers to understand developmental vulnerability.

Time: Allow 15 minutes all up: 7 minutes for the presentation and 8 minutes for discussion.

Resource: The 20 slide MS power point presentation, ‘Through the tubes’ and other resources
for download or copying, are available at www.changeforourchildren.co.nz.

Introduce presentation: Open with: ‘Through the tubes’ is a national programme of education
for protecting babies from accidental suffocation. It has been designed specifically for use in busy
work settings and to include every person in the organisation. There are two parts: information
update (understanding) and skill practice (doing). This presentation is the “understanding” part. |
bring it to you as your peer, not as an expert. We will have a discussion at the end of the session.
| will take responsibility for keeping to time. We have allocated 15 minutes all up for this part.”

Presentation: Use the “slide guide” on pages 7 and 8 for explaining each slide. Present images at
a steady pace and the information as neutral fact. Resist the temptation to understate or
overstate the information, or to talk too much to each slide. Let the images do their work, too.

Discussion: Facilitate a discussion that encourages people to respond to the information (“How
was that for you?”, “What are your first thoughts?”), highlight specific learning (“What did you
learn in particular?”), apply it to their practice (“What does this mean for us as ...?"”) Invite
comments and reactions. Hear these. Avoid being drawn into defending information or opinions.
Recognise the difference between what is opinion and what is fact. Direct any questions that you
cannot answer to a trusted expert, or to Change for our Children. We will check it out with the
appropriate source on your behalf. Remember, you are a peer educator in this situation. You do
not need to know all the answers yourself. You are part of a team.

Close and Link: “Let’s move now from why we need to act to what we need to do. Our focus for
the next 15 minutes will be discussing ‘Through the tubes’ information in brief interventions.
5
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TIPS ON PRESENTING

The CME principle

Remember to make your presentation Clear, Memorable and Empowering

v v v WV

build
be clear
personalise

empower

on strengths, experience, knowledge, what is currently going well
talk in bullets not paragraphs, lift out key points and summarise
make memorable by sharing a story, using a prop ...

leave people with more control; with ways to act on what they know

Bring people with you

How people receive information depends on how they see things - on their particular beliefs,

expectations, experiences, environments and backgrounds. These can either free people to take

on new information and ideas, or block them and cause defensiveness and resistance.

As presenters we need to work gently to influence -

>

>
>
4

vulnerability

Does this concern me?

seriousness Do | believe this is important?
degree of control Can | do anything about this?
action triggers Is this a good time to change things?
Tip | Example
Open | Open strongly to engage people, draw them in
Set-up Take time to set up expectations. This is about ... We expect ...
Package | Consider appropriate context (cultural, professional ...) for group
Number | There are 3 points here, 1 ..., 2...,, 3...
Emphasise | ... Thisis important ...
Repeat | 60 children ... That’s 60 children who ...
Talk | In punchy bullet points not waffled paragraphs
Restate | Let’s look at that another way ...
Focus | See here (point)
Bridge | We’ve looked at facts, now let’s look at how to influence ...
Question | So what do you see as positives here?
Invite | Would someone like to comment on that?
Affirm | These are good questions
Summarise | Let’s just pull things together here.
Close | Close strongly to share accountability for change
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1.Title slide: Through the tubes

» This presentation is about pro-
tecting babies from accidental
suffocation, especially when they
sleep.

» The slides that follow emphasise
the importance of oxygen being
able to get ‘through the tubes’ to
support infant growth, health and
survival.

» Thank you for participating, My
nameis ...

2.Theme: Doing things differently

» Like the green man, we have
stepped out of line here; done
things differently

» And that's what we all need to do
if we are to change infant death
rates in vulnerable populations,
because

» old ways get old results.

» So this is pecha kucha (pe—
chuck—cha) : 20 slides, no words,
a fresh way to present

3.Theme: Triple protection model

Around the world, the triple risk
model continues to shape our pre-
vention approach. Each leg of stool
represents a condition of the triple
protection response:

» face-up during the critical stage of
development

» face «clear in the

environment

sleeping

» smokefree to reduce vulnerability
of the baby

4.Theme: Oxygen is life

Here we have vitality, energy, life.
Oxygen is at the heart of protecting
life. In simple terms we need oxygen
to convert food into energy.

» Oxygen travels through a system
of tubes (blood vessels and air-
ways)

» Some babies do not get the
oxygen they need to survive and
thrive.

» Oxygen must always be able to
get ‘though these tubes’.

5.Theme: O, in pregnancy

In pregnancy O, reaches babies
through blood vessels (not airways).
Smoking slows babies’ oxygen supply
in two key ways:

» Nicotine narrows blood vessels so
less blood flows through them

» Carbon monoxide replaces oxygen
so there is less oxygen travelling in
the blood

» Babies develop as if not enough
oxygen is normal. It’s not. It weak-
ens wake-up reflexes and health

6.Theme: Joining the dots

» It matters where you grow. It in-
fluence vulnerability so pregnancy
conditions needs to be part of
your safe sleep talk, too.

» However, you may need to join
the dots for people between
pregnancy and sleep, so that
smokefree advice makes sense.

» For example, people who smoke
need to understand that smoking
in pregnancy sets babies up with
blunted responses to suffocation
risks once born.

7.Theme: Development

» Babies are not little adults. People
may not know the important ways
in which babies are different

» Eg. They have large heads, loose
jaws and only breathe through
their noses. These things can put
airways at risk if babies get into
unsafe positions.

» Older babies have different risks
from being more mobile. They
need a sleeping space that pro-
tects them from harm when they
explore.

8.Theme: Gravity and the head

A third of a baby’s head is behind the
spine when upright. This ‘bulge’ is like
a weight keeping babies safe when
they lie flat and on their backs.

» If the head falls forward, or is
pushed forward by eg pillows,
pressure upwards on the chin can
force large tongue to block airway.

» Curved neck position are safe in
utero but can be dangerous once
born when baby is using airways,
and only breathes through the
nose.

9.Theme: Positioning

Position is critical to breathing. A
large and heavy head can fall forward
easily in certain positions.

» If oxygen cannot get “through the
tubes” and into blood, babies die.

» This can happen in 4 ways;

» acovered face,
» apinched nose,
» chin to chest position,
» Or pressure on or against a
small chest
» Older babies, by their own move-
ments can get into risk situations

10.Theme: Airways at risk
Position is critical for sleeping babies
» positions they are placed in

» positions they may get into when
no one is watching

Avoid ‘chin to chest’ positions that

can happen if babies :

» slump, crumple or are forced into
a curved position by gravity,
pillows, slings etc

» getinto a face down position

We need prevention to focus on the
common mechanism of death.

11.Theme: Sleep locations

» Some pose more risk to babies
than others. Hazards can be in the
form of pillows, loose bedding,
makeshift arrangements, couches,
other people, too far from carers

» While couches and adult beds
carry a higher risk, babies die in
cots and bassinets, too.

» Risk of accidental suffocation is
increased in any sleeping location
where 0O, cannot easily get
‘through the tubes’. Older babies
need to be safe if they explore the
sleeping space when not noticed.

12.Theme: Safe settling

Babies need parents to help regulate

systems and calm emotions. Familiar

conditions to replicate include:

» Feeling firmly held (wrapping firm
across baby’s shoulders, not hips)

» Feeling close to parent (enough
for sensing and touch through the
drifting-off stage)

» Feeling rhythm (repetitive sounds
or motions; eg sucking, swaying,
dancing, walking, singing...)

Safe settling ensures oxygen can

always get ‘through the tubes’.




Change for our Children

13.Theme: Managing exceptions

» Settling skills are important to
safety. An unsettled baby is
often the reason why parents
act in unsafe ways. They may try
on the tummy, bring their baby
into their bed, settle on a couch,
introduce a new practice, or put
baby in a distant room.

It is important to discuss op-
tions, and support for managing
exceptions before they happen
eg. What might happen if baby
is unsettled after night feeds?

16: Theme: B for Be clear

B is for being clear about what is
essential e.g. that oxygen needs
to get ‘through the tubes’.
Discussion topics may be about:

» Position - ensure ‘face-up’; to
respect baby’s stage of develop-
ment

» Location - ensure ‘face clear’, to
protect from suffocation

» Vulnerability - promote the

importance of antenatal checks,

being smokefree, breastfeeding

. to building resilience, safe-
guards and wellbeing into
babies as they develop

19: Theme: Tools

A hammer is great for getting a
nail embedded in a wall, but
useless for driving in a screw.

» We too must choose tools care-
fully in our education work;

A simple plastic tube may be
just the tool to support a
conversation about the need for
oxygen to get ‘through the
tubes’.

» There are many tools and re-
sources available to help shape
discussions with families.
Choose and use well.

14.Theme: Enablers

Enablers make it easy to do what we
know to be the right thing.

>

>

>

17:

>

20:

NRT enables babies to be smoke-
free in pregnancy

Portable wahakura and pépi-pods
type sleeping spaces enable safer
sleep for more vulnerable babies
Talk cards enable difficult issues
to be ‘externalised’ and discussed
more objectively and visually.

We need to inform and enable.

Theme: C for Check support

C is for check support. Check with
‘what if’ questions to assess sup-
port for safe action in managing
exceptions (e.g. baby won't settle,
no bed available, baby sick ...)
Check understanding, address
concerns Eg Is there any occasion
when
» you might not sleep your baby
face up (on the back)?
» you might use a pillow near
your baby?
Someone else cares for your
baby and may not know the
safe sleep information?
Refer to; smokefree service;
breastfeeding support; teen par-
ent group; baby bed service; other

Theme: Destination Survival

This slide makes clear what the
destination is for your ‘through
the tubes’ prevention work.

While most deaths are of younger
babies, we need to be mindful of
safety for older babies too.

When oxygen can travel freely
‘through the tubes,’” both during
pregnancy and after, more babies
are likely to survive the vulnerable
first year of life.

Parents, whanau, and carers need
your support to get them there.
May this approach help.

15

>

18:

: Theme: A for Ask a question to

raise the topic

The ABC safe sleep tool, explained

in the next slides, supports 2mins

conversations that are positive,
focussed, supportive and brief.

“A” means ASK everyone about

safe sleep (about position,

location, vulnerability)

» Eg How much have you heard
about where and how babies
should and shouldn’t sleep?

» Eg Has anyone discussed with
you why babies need a smoke-
free place to grow?

Theme: Scale the effort

Most of us recognise this as Face-
book. It represents connecting
with  others, sharing, being
in touch, spreading the word ...
To magnify the impact of one
conversation , we need to share
responsibility for educating others
with families.

Consider that you have ‘put it on
Facebook’: Invite people to ‘help
spread the word’ about ‘through
the tubes’ to others in their
networks

Thank you.
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‘THROUGH THE TUBES’ PRESENTATION HANDOUTS
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Ref: Dr Shirley Tenkin
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‘Through the tubes’ presentation with voice over
This is available for download to your system from:

http://www.changeforourchildren.co.nz/safe_start_programme/through_the_tubes/champions

12
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Section 2: Brief intervention

Preparation for shaping discussions with families

INTRODUCTION

We have the knowledge to prevent death and disease for most children of the world. What we also
need is a way to turn that knowledge into protection. As with previous work, we have designed this
programme to harness the efforts of a lot of people in a short time to pursue protection for babies as
they sleep. There needs to be shared leadership, broad participation and the application of clear
principles in order to create lasting change. The actions below are about leading change through
leading conversations that lead to enhanced protection for babies.

ACTIVITY

Principle: ‘A little and often, by many over time’ creates lasting change.

Purpose: To give practice in using resources to shape fresh discussions with families about
principles of essential care. To allow colleagues to feel “2 minutes” and assess for themselves the
value of the “brief intervention” (ABC).

Practice: Use the ABC framework to: Ask about position, location and/or vulnerability; Be clear
that oxygen must be able to get ‘through the tubes’; Check how to enhance safety. (see page 16
for the ABC Safe Sleep Discussion Guide)

Time: Allow 15 minutes all up, 5 minutes for each resource and 5 minutes discussion at the end.
Work in pairs and allow 2 minutes practice for each person on each resource. Keep time.

Introduce activity: Open with: “We have a Talk Card and a strip of tubing as resources to help
shape and focus a discussion with families about ensuring babies get the oxygen they need.
Using what you have learned in the presentation and what you already know, let's see what we
can achieve in two minutes. Work in pairs and | will set the clock.”

Tools (Discussion prompts are on the Talk Card.)

» Safe Sleep check
o Use the card to explain how babies are different from adults and why position is so
important
o Use the card to guide a safe sleep (or hazards) check and summarise the safe sleep principles

» Through the tubes

o Position: Use the card to show the different ways that babies get their oxygen (in pregnancy
and when sleeping). Explain the dangers of ‘chin to chest’ or curled positions once born.

o Location: Use the card to explain how different sleep locations can create the same ‘chin to
chest’ risk, and how risks change for the more mobile ‘older’ baby.

o Vulnerability: Use the card to explain how smoking, especially in pregnancy, takes oxygen
away from babies, why this puts babies at greater risk when they sleep, and how to help
protect this baby (from greater vigilance about the safety of the sleep location).

» The plastic tube

o Use the tube to show the 4 ways that oxygen can be blocked from reaching the lungs and (a
covered face, pinched nose, chin to chest position of the neck or pressure on a small chest).

Close and Link: Restate the value of frequent, brief, focused discussions as a way to support
families protect their babies from sudden unexpected death.

13
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SAFE SLEEP ESSENTIALS TALK CARD

We have produced this Talk Card to help give shape and focus in your conversations about infant
sleep safety with carers and families. It presents information to help with understanding as well as
summarizing the safe sleep principles themselves. You are encouraged to find your own words to
explain the cards so that each conversation can be personalised for individuals and related to
their specific concerns, questions or situations.

The Talk Card can be downloaded and copied for personal and professional use from our website
at www.changeforourchildren.co.nz. We regret that we are not able to supply in hard copy outside
of training.

SIDE 1: SAFE SLEEP CHECK

‘This side is to engage people in discussion about why babies are vulnerable and how to
structure a safe sleep check and identify potential hazards that may interfere with breathing
during the sleep episode.

Airways at risk from
‘chin to chest'
* ‘Huige’ biehind spine
+ Loas jaw canmeticns
* Short neck
> Sl o Face
* andy brsathe through
thesir noses sanwes Uy Tenkin

Safe Sleep Check for Babies
Ol Pomifion: placed Mat and on the back Tar slesp
C1 Face: cot staws bare sothe foace can stay clear [no pdlows, toys .0
71 Space: own deeping place £.5. bassinet ar oot
Ol Location: diose ta a carer (same roam st night, but not same bed])
71 Badding: matiress & srug fit, 1-3 §ght blankes layers, firmly tucked
O Chothieg: 1-3 lavars, no hat woide (watch For ear Bundling)
O Fesading: held For fesding (a ¥ breastfad)
T Smokefree: smakefree carar, home and car

Tl Exceptions: marsging safety whe=n away from home, baby cries

gl € & By T o © Dl Ganpiodl (19005 wad S bsmriiahs Trd Cand A Sca il Wb e
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SIDE 2: ‘THROUGH THE TUBES’

‘This side is to engage people in discussion about protecting airways. It compares the different
ways that babies get oxygen before and after birth and helps to ’join the dots’ about how
smoking in pregnancy puts babies at increased risk when asleep once born.

Tubes that carry oxygen are life lines

Babies need oxygen to grow and stay alive.

> In pregnancy, their oxygen travels in blood
vessels.

> Once born, their oxygen travels through
airways before it gets into the blood.

These tubes need protecting so that enough oxygen
can always get through to your baby.

How these tubes can fail
> Smoking takes oxygen away from babies:

= Nicotine narrows blood vessels

®= Carbon monoxide replaces O,in the blood.

In pregnancy

When babies get less oxygen they develop as
if this is normal, but it’s not. It weakens their

R through the tubes amw ‘wake-up’ reflex and health. Some will die.

Position affects breathing. Certain positions,

Q such as being slumped in a ‘chin to chest’
position, or lying face down can slow or stop

oxygen from getting through a baby’s airways.

-
-
‘-\ . Location matters, too. Sleeping arrangements
that may lead to a covered face, pinched nose,
or pressure against a small chest, may also
stop oxygen from getting ‘through the tubes’.

Ways to protect a baby’s life lines ...
Be smokefree, especially in pregnancy.
Place baby flat and on the back to sleep.
Set up the sleeping place to be safe. A safe
space is one where the face stays clear and
oxygen can get ‘through the tubes’. Look out for
risks from bedding, pillows, gaps or people ... -

X {
©2012 Change for our Children Limited Through the Tubes Talk Card

©2012 Change for our Children Limited Through the Tubes Talk Card

PLASTIC TUBE

The Talk Card comes with a plastic tube attached. The tube is for demonstrating the 4 ways in
which oxygen can be prevented from getting ‘through the tubes’ and entering the lungs.

15
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CD BOOKLET FOR SOCIAL WORKERS

We have presented the key information that social workers need to know in a small booklet.
This is to keep the work of promoting safe sleep in the Child, Youth and Family service clear
and simple. Understand the triple risk model, be clear about safe sleep principles that derive
from evidence and be skilled at assessing the safety of a baby’s sleeping environment.

The triple risk

The chance coming together of risk conditions makes sudden

infant death more likely. These are:

Developmental stage |(0-12 manths)

in the sleep environment that may
interfere with breathing {e.g. pillows, people, products,

bedding, surface, location, impaired caregiver, ...}

Internal vulnerability of the baby [e.g. smoking, especially

in pregnancy, prematurity ...}

The triple protection response

on the back + + smokefree = safe sleep

wrw changeforourchildren.co.ne
+64 3 379 6685 Al 2013

Safety Principles

on the back, airway clear

These are the most protective conditions of all. They relate
to development, airways and breathing.

own space, carer near

These are the most effective ways to monitor safety during
sleep and to minimize hazards to breathing.

breastfed, smokefree

These are ways for babies to be resilient and strong.

\

What social workers
need to know

- ‘ILIH_]JE. //
Safe Sleep Essentrals/

- Q
| -
e
T —
. 1
II ;
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different thinking - different results

Ways to keep me safe in sleep

Always on back
FACE " \ o HEAD
Make sure rmy Vary the resting
face stays clear spot of my head

and airway open sleep by sleep
SURFACE
Give me clean air I need it firm, flat
to breathe - free and level - not
from any smoke soft or sloping

N
\

Use a firm, clean
mattress with a
snug fit - no gaps

BEDDING 'II
Tuck me securely -
safe from loase
covers and pillows

LOCATION
Keep me close by
and in my own bed

safe sleep for every baby, in every place and every sleep

16
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ABC SAFE SLEEP DISCUSSION GUIDE

The information below offers a format for having a brief discussion about safe infant sleep. The
change principle is: a little and often by many over time. It is the ‘by many’ that is the power of
brief interventions. The table supports a range of 2 minute conversations that can be positive,
focussed, supportive and brief.

AsK: everyone about safe sleep conditions (position, place, vulnerability factors).
BE CLEAR: about what is essential. Oxygen must be able to get “through the tubes”.

CHECK: safety, support, understanding, plans, unusual ‘what if situations... reinforce safe
practice and address any concerns. Refer as appropriate, to support safe action.

EXAMPLES OF “THROUGH THE TUBES” BRIEF INTERVENTIONS

» IN PREGNANCY
Ask What support have you had to keep your baby smokefree?

Be clear Be clear that smokefree is essential care, both during pregnancy and after. Smoking takes

oxygen away from your baby. Babies need oxygen to grow and stay alive..

Check Check expectations and offer referral for smokefree support.
Are/were you smokefree (in pregnancy)? Family smokefree? Home smokefree? If you were
smokefree, how would things be different? Would you like support?

» DURING SLEEP

Ask What are you hearing is the best position for babies to sleep in?

Be clear Be clear that sleeping face-up is essential care, every place, every sleep.
‘On the back’ is essential protection from getting into positions that can cut off airways

Check Check understanding and address concerns.

Is there any occasion when you might not sleep your baby face-up (on the back)?

Ask How much do people talk with you about protecting a baby’s face?

Be clear Be clear that a clear face and head is essential care, in every sleep. A clear face and head
helps a baby breathe freely and protects from suffocation.

Check Check confidence with identifying hazard situations

How confident are you about doing a ‘hazards check’ of where your baby sleeps?

Ask How much have you heard about where babies should and shouldn’t sleep?
Be clear Be clear that ‘close to a parent’ is essential care, day and night, and every sleep.
The safest place for your baby to sleep is close by you and in their own safe space.

Check Check understanding and address concerns.

When might your baby sleep in another room or a place not designed for babies?

Different ways that babies get their oxygen

In preghancy 3 In sleep
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Section 3: To support discussions

PROTECTING THE OLDER BABY

Condition of development

Sudden infant death is a condition of development. Young babies (<5 months) are especially
sensitive to how they are positioned when they sleep. As their breathing develops and their jaw
joint forms, positioning risks lessen. However these positioning risks do not completely go away.

Increasing mobility

An older baby is more able to change position and this developmental progress, in terms of
increased mobility, presents the older baby with a different form of positioning risk. By their own
movements, they may get into asphyxia-generating situations due to getting underneath loose or
bulky bedding or, in an effort to free themselves, become tangled in coverings. This can lead to
overheating, airway obstruction, or accidental suffocation.

Simultaneous and co-existing risks

Tummy sleeping interacts with other risks. As does smoking. For example, it is more dangerous
for babies who become prone, or babies who are smoke-exposed, if they also are exposed to
covers over the head, being unwell, wintertime, a soft sleeping surface, sleeping in another
room, are swaddled or overwrapped. A vulnerable baby may be older when they meet their first
asphyxia challenge and have multiple risks to contend with all at once.

CYMRC Report

An update on the profile of sudden infant deaths can be found in the Fifth Report of the Child
and Youth Mortality Review Committee to the Minister of Health. This document reports on
SUDI mortality in New Zealand for 359 babies who died in the five years between 2003 and
2007. The report can be downloaded from: http://www.hgsc.govt.nz/assets/CYMRC/
Publications/cymrc-5th-report-chp1-sudi.pdf.

Peak age of death

Eighty per cent of SUDI deaths in this period were of babies aged less than five months with 40%
of babies aged between 1 and 3 months. This peak age is younger than in the past, and
prevention in recent years has focused, quite appropriately on protecting the younger baby. Yet
20% of babies were older than 5 months and accounted for an average of 13-15 babies per year.

What this means for education

We need to be vigilant, in our education, about protection for the older baby. We need to apply
safe sleep principles to babies under one year and not just under 6 months. One quarter of
sudden infant deaths are of babies found with their heads under bedclothes (a 17 fold increase
in risk over having a clear face). Equally concerning is the evidence for a 10 fold increase in risk if
babies sleep in rooms separate from sleeping parents. There is an interaction between these two
risks, with babies in separate rooms more likely to be found with covers over their heads.

Development must not be restrained. Babies will move. Parents need to make the sleeping place
safe for their older babies. No pillows, infant sleeping bags instead of bedding, or lightweight and
firmly tucked bedding may help. While every effort must be made to protect older babies from
asphyxia risks such as getting tangled in or underneath bedding, the evidence suggests that
babies sleeping in the same room as parents for their first year of life has the best chance of
alerting a parent in time should this happen.
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SETTLING SKILLS

An unsettled baby can lead carers to take risks. SUDI research has identified that ‘first time’
situations or arrangements that were ‘unusual that night’ are significantly associated with
increased risk. As well, coroners’ reports often describe situations where an unsettled baby led
parents to ignore safety advice and place their baby on the tummy, prop them on pillows or
bring them into their bed. For these reasons, we have built ‘settling skills’ into our SUDI

prevention education, from our experience with babies using pépi-pod® sleep spaces.

A first principles approach
Babies are easily influenced by the states within and around them. They have under-developed

capacities for emotional regulation and need their parents and caregivers to help them ‘wind
down’ or calm when distressed. As they progress from ‘quietly alert’ (wide-eyed and still), to
‘actively alert’ (wide-eyed and wriggly) they meet a fork and can go in one of two directions:

towards ‘fussing and crying’, or towards ‘drowsy and sleepy’.

Calming a distressed baby
The parenting skill to encourage is noticing when a baby is ‘actively alert’ and then responding

quickly to the first signs of a change, before a baby needs to fuss and cry. The proactive
response may be feeding, holding or preparing for sleep. Once the ‘big feelings’ are being
expressed, a baby’s regulatory processes are flooded, overwhelmed, out of control. The reactive
parenting skill needed now is to act like a safe haven, close and connected through a baby’s time

of distress, until there is calm again.

Conditions that settle babies
Babies often fall off to sleep at the breast. Here, all the conditions that support settling happen

at once: a full tummy, the rhythm of sucking, the warmth of being held and the closeness to a
parent’s noises, and smells. Parents can achieve these conditions in a variety of ways. Assuming

a baby has a full tummy, three conditions that help babies calm and settle at bedtime, are:

» Feeling held: Babies feel safe and calm when being held and can fuss and cry when put down.
The firmness of the hold needs to be felt around the shoulders (rather like a hug) such that it
contains the arms and a baby can feel that someone is in charge. In bed, feeling held for a
baby can come from firm swaddling or firmly tucked sheets and bedding. These can replace

the warm hold of a parent’s arms when it is time to go to sleep.

» Feeling close: Closeness means a baby is able to hear, see, smell or in some way sense that a
parent is near. Babies feel safe when close to a parent. Parents can respond early to their
babies’ signs and babies can come to trust that their needs will be met. Trust engenders calm.
Babies must first be dependent, before they can be independent. When young, they need a

parent to help them regulate emotions and trust enough to fall asleep.

» Feeling rhythm: Babies feel safe with rhythmic noise or movement such as sucking, rocking,
swaying, singing, breathing, music, counting. They are calmed by the predictability, the
repetition, the trust in what is coming next. This helps with regulation and emotional balance.
In time babies learn to play a bigger role in regulating themselves, but ‘big feelings’ will
overwhelm then from time to time and rhythm can be part of a carer’s skill set for calming

their babies.
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ToPic PAGE

You may be drawn into conversations about a range of topics and practices. Most questions can
be answered be referring to safe sleep principles. To assess the safety of products and practices:

> Ask ‘How will this product or practice support or undermine the safety principles of ...’

o Face-up: Lying flat, level and on the back

o Face clear: Ensuring the airway stays open and baby can keep breathing

o Smokefree: Building resilience (also breastfed, connected to a GP / WellChild service)

The following topics will be discussed in the Safe Sleep champion training

TOPIC

Amber necklaces
Baby beds

Baby carriers
Bedding
Breastfeeding

Car seats

Clothing
Comforters
Co-sleeping
Dummies

Flat heads
Furniture standards
Hats

Pillows

Port-a-cots
Positioning devices
Sharing beds
Sharing rooms
Sleep association products
Sleep bags

Sleep spaces
Smokefree
Swaddling

Toys

NOTES

Potential suffocation and strangulation risk. Not for use when sleeping
Devices designed as a regular place of sleep for babies e.g. cots, bassinet
Must ensure a straight spine, held high on the chest, with the face clear

Be alert to over-bundling, heavy covers, excessive layers, ‘hot’ materials
Protective. For CYFS carers, hold to feed (as if at the breast)

Designed for travel and not as a usual place of sleep. Babies can slump

Be alert to excessive layers, long and loose ties, poor fit with baby’s size
Discourage the use of all soft, loose and unnecessary items in the cot

Babies must always sleep, close to carers, but in their own baby bed
Dummies are protective, so should not be discouraged

Managed with ‘tummy time’ (‘back for sleep, front for play, upright for cuddles’)
See http://www.changeforourchildren.co.nz/files/docs/product%20safety.pdf

Not advised for sleeping babies unless the air is extremely cold. Can cover face
Dangerous. Can push head forward and / or be a suffocation risk

Not recommended as a regular sleeping place for babies

Not recommended or necessary. Heavy heads are sufficient

Risks increase when babies share beds, or sleep surfaces, directly with others
Getting under covers (and death) are less likely when babies sleep near carers
Not necessary. Be alert to breathing hazards from soft, or loose items

Can be an alternative to firmly tucked bedding, for the older baby

Portable sleep spaces are emerging to protect babies when not in cots
Protective. Smoking is the main cause of preventable death and disease

Firm around the shoulders, loose around the hips and clear of the face

Keep the cot bare so that airways can stay clear
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OTHER RESOURCES

THE BABY ESSENTIALS TOOLKIT

The Baby Essentials education package of essential understandings for protecting a baby’s life is
one of our foundation blocks for building on SUDI knowledge. The education package / toolkit can
be found online at:

http://www.changeforourchildren.co.nz/safe_start_programme/tool_kit

Here you will find a variety of resources to support learning. The 15 minute Baby Essentials online
presentation can also be found at:

http://www.changeforourchildren.co.nz/safe_start_programme/baby_essentials_online

It is hoped that all health professionals and Child, Youth and Family service staff will have this
basic understanding before moving on to the more focussed approach of the “Through the tubes”
education package.

ISSUES FORUM

We have a Safe Start Issues Forum on our website:
http://www.changeforourchildren.co.nz/safe_start_programme/issues_forum

This is where we address issues raised in training sessions or that come to us in various ways.
This can be a resource for you in delivering your sessions and a place to direct people with
questions.

SAFE SLEEP STAREM

We also have an area of our website dedicated to the manufacturing and retail world. We have
developed an Education Mark, represented by a safe sleep star symbol for placement on products
as a reminder of safe sleep principles at ‘point of sale’ and point of use’. This work is developing
and to understand more about how to answer questions about product safety and suitability for
babies visit

www.safesleepstar.co.nz

It is another place where you may find support.

PEPI-POD® PROGRAMME

Several DHBs are now providing infant sleep spaces as part of their broader Safe Sleep strategy
for protecting those more vulnerable babies in their regions. Such services are not available
generally and so we have not included information about these portable sleeping spaces (PSSs)
in this education. However, if you would like to be informed about the programme or be able to
direct people to information then here is the link:

www.pepi-pod.co.nz.
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Section 4: System Support

Templates for embedding SUDI prevention practices into service standard
INFORMATION FOR MANAGERS

Thank you

Thank you for participating in the “Safe Sleep” programme. In accepting the invitation to
participate, you have declared your commitment to improving the health and survival of children.
This is a key step in ensuring success with implementation in your environment.

Coroners

SUDI is the main cause of preventable death of children in the first year of life, after the neonatal
period. It takes its place with drowning and suicide as a major concern for protecting our young.
New Zealand coroners have taken a particular and high profile interest in SUDI and are asking
questions of professionals, services and organisations involved with families when a baby dies.
They are asking for what has been discussed with families, what has been recorded, what
resources have been shared, what advice given. They are wanting to prevent these deaths, too.

Creating a supportive environment

The nominated Safe Sleep Coordinator from your organisation or service has been prepared to
deliver this programme to peers. That person will look to their manager for systems support. This
section of the “Facilitators Guide” offers support to managers, in the form of systems templates to
guide the change process.

Managers provide the supportive environment within which effective change strategies happen.
Like banks on a river, systems direct action from the evidence to the child. They support the flow
from knowing to doing to change. Systems to support an effective Safe Sleep intervention may
vary with organizations and Change for our Children expects to support where we can. This
resource is a start and contains:

» A “Safe Sleep” standard for self-assessment of your service and “Current Issues” and “Work

Action Plan” templates to focus planning

» A sample checklist for developing a “Through the Tubes” staff education plan

» Resources (a talk card and plastic tube) to support implementation

» Administrative support for Safe Sleep Champions leading the programme in your setting

Safe Sleep Champions

Some district health boards have formalised the Safe Sleep Champion role and we are hoping that
all organizations working for the health and wellbeing of children follow this lead. We at Change for
our Children will support you and your champion with implementation.

Continuing support

The person you put forward for this role will be part of a national network of peer educators/safe
sleep champions working to implement the programme throughout New Zealand. This network will
be linked by a regular email communiqué, brief information updates and access to web-based
resources. We would ask that this role and resource kit be passed to another senior staffer should
there be a change in circumstance for the current person. Thank you for supporting this
programme.
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MODEL FOR CREATING CHANGE

Our preventive actions need to be highly geared if we are to influence a change in SUDI statistics.
They also need to be coordinated, monitored and measured. Sitting firmly behind discussions with
families and carers there needs to be a strong commitment from the organization, clear systems to
embed education into practice, clear expectations and defined roles. These things build the
capability of the organization, education builds the capability of the staff and effective discussions
build the capability of families.

Systems First Model for Creating Change

>0

Results - Safe Sleep

Staff
Education

Strong

Commitment

Clear
Systems

INFLUENCE REQUIRES
Strong commitment Statement of organizational commitment to preventing SUDI

Clear Systems » For providing Safe Sleep Education
» For identifying safe sleep practices of families
» For monitoring change in practice (workers and families)

Staff education 'Through the Tubes’ presented to all

Clear roles A nominated Safe Sleep Champion for each region

Safe Sleep Discussions Happening as standard for every family

SERVICE STANDARD

A Safe Sleep service standard is offered as a way to support a coordinated approach to protecting
infant life that tracks policy and systems development and provides accountability to funders and
managers for the investment made.
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SAFE SLEEP SERVICE STANDARD

Promoting safe sleep for children is an “important but not urgent” activity for most services. It is
preventive care. It competes for staff attention and time with “urgent and important” activities such
as very ill children and families in crisis. There may be individuals in a programme team who have
built SUDI prevention activity into their day to day practice. However, reliance on champions such
as these means that only some children and families are included in support. When interventions
become standard for all, the principle of equity is respected.

For all these reasons, a systematic approach is needed if safe sleep action is to take its place in a
baby’s total care and enable all families to benefit. Systems support staff to know what is
expected. They provide prompts and make intervention simple, brief and more likely. Systems
define the standard. The standard below, is a tool for assessing organizational capability to
provide an accountable intervention. It is a simple checklist of “essentials” for a systematic
approach to promoting safe sleep for babies. It may serve as a self-assessment tool, basis for
planning and a way to mark quality improvements.

How well does your service provide a supportive environment for
protecting babies from sudden infant death?

Service:

Information provided by:

STEP 1 Commitment

Date:

This service has a written statement of commitment to preventing SUDI which includes

relevant documents)

... (attach any

Y/N | Rating | Comments

» safe sleep assessments expected for every

baby/family
» safe sleep education to be provided for all

staff
» referral to support services as appropriate.

e.g. smoking cessation / baby bed services
STEP 1 Total 13 15
STEP 2 Systems
The service has systems for ...

Y/N | Rating | Comments

» staff education — involving and updating all

current and new staff
» screening — recording safe infant sleep

practices of all CYF carers / families
» intervening — discussing safe sleep issues

with carers and families
» monitoring these systems and providing

feedback to staff
STEP 2 Total 4 /120
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STEP 3 Education

The service has a documented plan that ensures all staff receive ongoing safe sleep education including...

Y/N | Rating | Comments

» evidence for what is protective and why

» evidence of what increases risk and why

» attitudes that can support/block the uptake of
safety information

» practice in assessment, planning and
discussion skills

» knowledge of roles, responsibilities,
expectations and standards

STEP 3 Total /5 125

STEP 4 Roles

Y/N | Rating | Comments

» champion assigned to champion safe sleep
initiatives

» responsibilities defined for every staff member

» standard interventions achieved at risk-
specific times (e.g. placement, 3 and 6 mths)

» referral programmes accessed (as relevant)

STEP 4 Total 4 120

STEP 5 Intervention

Y/N | Rating | Comments

» ask about safe sleep related practices to raise
the issue

» be clear about what is essential care

» check understanding, address concerns, plan
for safety

» guide a safe sleep check to enable every
carer of a baby < 12 months to do the same

STEP 5 Total /4 /20
OVERALL TOTALS Y/N | Rating
Actual
Possible 20 100

Guidance Notes

Ratings: Notes:

5 Full This assessment is designed to:

4 Substantial provide an overall assessment of status quo
3 Moderate highlight achievements

2 Limited identify current issues and challenges

1 Minimal Y/N rating indicates fully present or not

Numerical rating indicates level of achievement as shown at left
Comments exemplify ratings and provide detail of history, achievements, etc
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SAFE SLEEP — CURRENT ISSUES

Service: As at: << date >>

This list of key current issues draws on the information gathered during the service’s Safe Sleep
Service Standard self assessment. It is designed to provide a one-page summary of significant issues
that require focused attention and action in order to more fully provide a supportive environment for
protecting babies from sudden unexpected death in infancy (SUDI).

ISSUE 1 -

ISSUE 2 -

ISSUE 3 -

ISSUE 4 -

ISSUE 5 -
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SAFE SLEEP — WORK ACTION PLAN

Service:

As at: << date >>

GOAL: To provide a supportive environment for protecting babies from sudden
unexpected death in infancy (SUDI)

Targets

(Goal statements, top priorities assigned)

Actions

(Tasks, persons responsible, timelines, tick when complete)

Commitment/Policy

ISSUE - Priority
O
O
Systems
ISSUE - Priority
O
O
Education
ISSUE - Priority
O
O
Role Clarity
ISSUE - Priority
O
O
Intervention
ISSUE - Priority
O
O
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EDUCATION PLAN

A guide to support health professionals plan for the systematic use of the “Safe Sleep Essentials” educa-

tion programme. Please complete as appropriate. Thank you

What is it for? Why are we using this? What do we expect it to achieve?

Describe this programme’s place in your overall staff education strategy

Who will participate in this programme?

O All staff
O Some staff [0  Staff working in allied programmes

0 non-clinical (management /administration /support staff)
Comment:

When & where will this programme be used?

As a stand alone presentation
Within a dedicated staff development day

At ward/new staff orientation sessions

In a time designated by Team Leader
Other:

oooog

How will people participate in the programme?

0 Through a facilitator (data show or OHP) Small group (<10 people)

Large group (10 or more people)

Choose from a schedule of times slots
Other:

30 minute single session

two 15 minute sessions (Information/skills)
60 minute single session

Other

[0 Scheduled participation

O Duration of session

oooooodd

Comment:

What are our expectations of participants of this programme?

Ask families about safe sleep plans and practices for their babies (raise the issue)
Be clear about what is best for babies and why

Carry out a safe sleep check with every family of a baby (expected or born)
Record safe sleep status of every child at nominated time intervals

Discuss safe sleep protection for the child, with parents of every child

Other:

oooood

Comment:
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How will we communicate expectations for involving staff in this programme?

] At meetings
] By memo
I Other:

Comment:

How will we know about participation in the programme? What is/are our performance target(s)?

0 % of staff participated in the programme within ___ weeks
[0 __ staff participated in the programmeby _/ /
[ __ total presentations deliveredby _/ /

L OtNEI: ettt ettt bbbt st st st sae et et sae et sae et sae et sae st eaens

Comment:

How will we know the programme has been useful?

Increased documentation of safe sleep positioning intention/actions at enrolment and/or intervals
Increased documentation of safe sleep discussions

Increased referral to smokefree support

Positive experience in discussing safe sleep issues reported by surveyed staff and families

O BI . ettt st a ettt eae st et et eae e et es e

oooond

Comment:
How will we monitor the implementation process of the programme?

[] Regular reports against an implementation schedule for each organisation/area
L OtNEI: ettt ettt sttt st et st sae et et st sre et sae et sre st eaens

Comment:
How will we report on the implementation of the “Through the Tubes” programme?

Session reports by facilitators giving names of attendees, appraisal of the session, issues raised
One page collective report to document purpose, participation outcomes, other outcomes, issues
One page audit report to document periodic audits of caseworker family notes

Other:

oood

O

Presented to Managerby _/ /

1 Presented to Change for our Childrenby _ / /

Comment:

Any other key comments

Comment:

Contact Person(s)

NAME: ettt e s Phone: ....cvvveerceeeeeeeece e

Designation: ......ccceceecvecceccee e EMail: oo
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OPTIONS FOR EDUCATION SESSIONS

Option 1: Fifteen minute session

The 15 minute option involves presenting the two parts of the programme separately and taking 15
minutes for each part. It may suit smaller hospitals or organisations who cannot release several people at
once for education.

Individual coaching

The resources for shaping safe sleep discussions could be introduced to individual colleagues (or groups of
2 or 3) who have previously been through the “through the tubes” slide presentation. They would be
coached by the Safe Sleep Champion in how to use resources with families.

New Staff Induction

Once all staff have been through the programme it can be built in to new staff induction.

Option 2: Thirty minute session

Facilitated session

This is the recommended option. It is the one for which the programme has been designed and is likely to
have the best outcome. The two part programme, (information update and brief intervention practice),
would be presented together by the peer educator (Safe Sleep Champion) who has been prepared for this
by Change for our Children. It would involve groups of about 10 participating in the programme. A punchy
delivery of the information and focused skill practice are important if the session is to keep to time.
Practice with using materials helps with confidence.

Follow-up session

The 30 minute session could be built into a six-monthly or annual rotation and offered more than once.
There is educative value in repetition and as people become more confident having safe sleep discussions

with families, they may glean more from subsequent sessions.

Option 3: One hour session

Facilitated session

There is scope for both parts of the programme to be presented in a more comprehensive way with more
time for discussion. This would be suitable in workplaces where there was strong support for safe sleep

interventions and where staff release was well supported.

Option 4: Integrated session

The programme could be integrated into a study day about an associated issue e.g. NICU/SCBU newborn

care, smokefree, breastfeeding, Maori or Pacific health, family violence ...

Baby Essentials Online

Staff can be encouraged to complete this complementary ‘bare essentials’ programme. This is a

foundation programme for those new to the issue. It is a certificated programme available at:

http://ww2.changeforourchildren.co.nz/
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SCREENING AND AUDIT

Every service will have its own processes for recording and auditing family and carer information.
Below is an easily audited checklist of a standard safe sleep intervention “ask, be clear, check”
that is simple and practical. It records the safety status of the baby, the action taken by the
service team and the action planned by the family. It could be included on the admission page or
discharge page of notes or in the file information of the service.

For Audit Baby’s safety status and family/carer action plan

O Ask About smokefree status of baby: Smokefree in pregnancy y/n Smokefree at home y/n
About sleep intentions/practices: Position: face-up y / n  Place: own ‘baby bed’ y / n

O Beclear  Status smokefree? (Yes if household, home and pregnancy all smokefree) Oyes Cno 07
Be clear about what is essential e.g. that oxygen needs to get ‘through the tubes’.

[0 Discuss  “Safe Sleep” plan: on /] Family action decided:

Follow-up arranged with: OGP [Quitline [Hospital: ]
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Section 5: Administration

PEER EDUCATOR ROLE DESCRIPTION - Expectations

Your role in this programme is as a safe sleep champion. You are expected to:

] Deliver the “Safe Sleep Essentials” presentation to as many colleagues and others as possible
(minimum 20).

] Report on the first 5 sessions to Change for our Children and include the list of participants for each

session. (Reporting not required for subsequent sessions.)

These requirements are an expectation of our contract and will be included in our service reports to the
Ministry.
We also expect that you:

] Prepare a colleague to take over your role and this resource kit should you leave

You may also find it useful to:

Discuss the programme with your manager

With your manager, carry out a Safe Sleep Service Standard assessment

Develop a plan for the “Safe Sleep Essentials” education sessions, with your manager
Liaise with relevant others in your setting for systems support as needed

Be an advocate for safe sleep in your work setting

ooooogo

Participate in the “Transform” email network

Before a session

O Arrange dates, times, venues with sufficient notice to colleagues
] Check the availability of a data projector /computer

O Prepare the flier and promote the session to colleagues

O Prepare your materials

[0 Down-load the “Safe Sleep Essentials” presentation file from http://
www.changeforourchildren.co.nz/safe_start_programme/

[0  Ensure you have enough practice resources (Talk cards and tubes)

[0  Ensure you have enough Participant Evaluation forms

[0  Ensure you keep a record of the session on the Activity Report

O The day before the session, go over materials to refresh yourself

At the session

] Prepare your setting (seating, lighting, fresh air, safety)
] Welcome your colleagues
O Deliver your session according to the guidelines in this resource kit

] Collect Participant Attendance list

Immediately after a session

O Collect Participant Evaluation Forms

] Complete your Session Report (there and then is best or as soon as possible)

] Check that you have your manager’s signature as verification

O Place in the stamped addressed envelope

O Send to Change for our Children, PO Box 36406, Christchurch 8146, within 7 days of session

We thank you for your accountability.
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Safe Start is a programme of Change for our Children that is funded by the Ministry of
Health. It is peer education designed to align a nation in its efforts to prevent sudden
infant death and promote safety during sleep.

“Safe Sleep Essentials”™

Protecting children is everyone’s business

You are invited to join your colleagues
for a presentation on

Promoting oxygen sufficiency for babies
in preghancy and in sleep

Date
Time From: to:

Venue

Presenter

For more information
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Attendance List

For circulating at a session and recording evidence of participation

Presenter: Organisation: Date: /]

List of Participants Role

Please identify your professional group: (midwife, nurse, whanau worker, ...)

10

Summary:

Social Worker Carer Manager Other
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“Safe Sleep Essentials”

We invite your feedback on this session. A summary of feedback from across the country will be

included in our service report to the Ministry of Health. Thank you.
1. How would you rate the overall value of this session to you? (on a scale of 1 to 9)
(lowvalue)1 2 3 4 5 6 7 8 9 (high value)

2. How confident do you now feel to discuss safe sleep for babies with families, carers and others in

your circle of influence?

(no more confident) 1 2 3 4 5 6 7 8 9 (much more confident)

3. What words describe your experience of this education?

Participant Evaluation

“Safe Sleep Essentials”

We invite your feedback on this session. A summary of feedback from across the country will be

included in our service report to the Ministry of Health. Thank you.
1. How would you rate the overall value of this session to you? (on a scale of 1to 9)
(lowvalue)1 2 3 4 5 6 7 8 9 (high value)

2. How confident do you now feel to discuss safe sleep for babies with families, carers and others in

your circle of influence?

(no more confident) 1 2 3 4 5 6 7 8 9 (muchmore confident)

3. What words describe your experience of this education?
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“Safe Sleep Essentials” Activity Report

To be completed by Safe Sleep Champions

The Safe Start programme is partly funded by the Ministry of Health. For reporting reasons, Change for
our Children asks that those participating in passing on this education, complete this form and email or
send it to:

Change for our Children Ltd, PO Box 36 406, Christchurch 8146.

To monitor participation by the various professional groups, please indicate the roles of participants.
In this way we are all accountable for the resources allocated to this programme.

Thank you

Session details

Name of Presenter : Session Date :

Organisation : Session Length : minutes

City/Town : DHB

No. Attending (list names below): No. of evaluation forms attached :

Presenter’s Evaluation

Issues raised :

Signed (Presenter): Signed (Manager):

List of Participants Role

1

9

10

Summary:  Social Worker Carer Manager Other

NB: Please attach participants’ evaluation forms
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Section 6: Research Updates, Articles and Abstracts...
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r HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND
k_ﬂ.. .IJL'.'.'.'.'.'I Hauord 0 Asaane

PO Bar 25475
20 June 2012 Wallington &1.44

Merw Fealond

I: +dd 4 901 S040
F: +dd 4 907 S0F%

E; infothoue. govt nz

W wowew hgae govt.nz

Dear Johr
Re: Safe sleep policies and SUDI prevention

The Health Quality & Safety Commission (the Commission) would like to encourage all District Health
Boards (DHBs) to prioritise the prevention of Sudden Unexpected Death in Infancy (SUDI).

Sixty infants die of SUDI each year in New Zealand. Among industrialised nations, New Zealand has
the highest rate of death from SUDI with 1.1 deaths per 1000 live births. The rate for Macri is 2.3
deaths per 1000 live births, nearly four and a half times higher than the rate for infants of “other”
ethnicity. Many of these SUDI deaths are preventable,

A significant portion of SUDI deaths result from suffocation in the place of sleep. Ensuring that every
sleep is a safe sleep for infants both in and cut of hospital, along with a continuing reduction in
maternal smoking, can lead to a reduction in SUDI.

Some DHBs already have a safe infant sleeping policy®, which aims to ensure:

= staff who support families caring for infants receive mandatory training and updates about
prevention of SUDI and ways of communicating risks to families

= the modelling of safe sleeping practices for all infants™ within DHB facilities

= safe sleeping arrangements are available for all infants after they are discharged home

+ families are provided with education and supports tailored to their level of need about the
hazards that arise in some sleeping situations

« advice on safe strategies for night feeds and settling of infants is provided to parents.

If you have not already done so, we encourage you to develop and implement such a policy as a
matter of priority. It is also important that all services and staff encourage safe sleep practices in
ways that are inclusive of M&ori and Pacific cultures and values.

In many cases, infants who die of SUDI come from families where complex needs exist and
vulnerability to a number of adverse oulcomes can be recognised before death. Early identification of

vulnerable infants and families provides an opportunity to implement intersectoral interventions and
supports. Systems to ensure the ongoing assessment of needs from before birth, followed by

planning and action to provide additional supports and interventions, are recommended.

The Perinatal and Maternal Mortality Review Committee (PMMRC) and the Child and Youth Mortality
Review Committee (CYMRC) are statutory committees of the Commission, collectively mandated to

" For a sample of a DHB safe sleep policy, see the CYMRC website at: irtp:/wrarw hase govt.nz/our-
/' C: ications=and= es/sody’
It is important to ensure this work extends beyond marermiry services to include paediatric medical and surgical services
and other services where infants may be admitted with a parent such as adult medical, surgical and mental health services.
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repaort on all perinatal, infant and child deaths in New Zealand. Both committees have made clear,
evidence-based recommendations about the prevention of SUDI (see Appendix 1). | am enclosing a
copy of the CYMRC's special report on SUD| from its Fifth Report to the Minister of Health (2009).

I would like to take this epportunity to thank you for considering ‘what your DHB can do to contribute
te SUDI prevention and also for your ongoing input into the PMMRC and CYMRC mortality review
systems. In addition, we would appreciate a reply to this letter cutlining what you are doing to
prevent SUDI so we may acknowledge progress, offer support to DHBs that may encounter
difficulties, and support the sharing of good practice and innovation across the DHBs.

More information about SUDI is available on the Commission website at hitp:/fiwww.hasc. govt nz/our-
rogrammes/mre/c ublications-and-resources/sudi’. VWe will continue to add resources to this

website, including any provided in response to this letter if we are granted permission by the DHE to
do so. If you wish to discuss SUDI prevention further, please do not hesitate to contact us at

infoi@hgse.govi.nz or 04 901 6040,

Yours sincerely

w2 2

Professor Alan Memy ONZM Dr Mick Baker
Chair Chair
Health Quality & Safety Commission Child & Youth Mortality Review Committee

Enc: CYMRC's special report on SUDI from its Fifth Report to the Minister of Health (2009)

The following link will take you to the CYMRC’s special report on SUDI from its fifth report to the
Minister of Health (2009)

http://www.hgsc.govt.nz/assets/CYMRC/Publications/cymrc-5th-report-chp1-sudi.pdf
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Perinatal and Maternal Mortality Review Committee (PMMRC) Third Report (SUDI)

Recommendations - to the Minister of Health: July 2008 to June 2009
Available at: www.hgsc.govt.nz/assets/PMMRC/Publications/Third-PMMRC-report-2008-09.pdf

Recommendations

ed to pregnant women.

1. The Ministry of Health should prioritise the preparation and dissemination of a comprehensive
statement for parents and caregivers on risk factors and methods of prevention of SUDI to be provid-

2. National guidelines should be developed for safe sleeping arrangements in postnatal wards, to
improve ward safety and to model safe sleeping practices that parents can follow after discharge.

Child and Youth Mortality Review Committee (CYMRC) SUDI Recommendations
Available at: www.hgsc.govt.nz/assets/CYMRC/Publications/cymrc-5th-report-chp1-sudi.pdf

CYMRC Second Annual Report Recommendations, 2003-2004

In the second report, recommendations were made on the functioning of the review process and
on measures for decreasing child and youth mortality in New Zealand.

Recommendations

Chair’s 2012 update on progress

R2.9 All advisors and health care providers should
actively promote safe sleeping practices.

All services that offer care to infants and mothers
should provide safe sleeping environments for
infants.

R2.10 Further work should be undertaken to make sure
the ‘safe environment message effectively
reaches high-risk families, and that providers of
care maintain their knowledge and advice on safe
sleeping environments.

Unsafe sleeping practices continue to
contribute to a substantial proportion of sudden
infant deaths in New Zealand.

R2.11 Earlier use should be made of the inter-agency
case management for complex high-risk families

with young infants or babies.

This is a continuing concern. More DHBs now
have high need antenatal care pathways.

CYMRC Fourth Annual Report Recommendations,

2002-2006

The recommendations in the fourth report were as follows:

Recommendation

Chair’s 2012 update on progress

R4.1 All lead maternity carers (LMCs) and providers of
Well Child services focus on clarifying with
parents what is known about safe sleeping
environments for infants.

Unsafe sleeping practices continue to
contribute to a substantial proportion of sudden
infant deaths in New Zealand.

R4.2 Culturally appropriate and safe places for sleep-
ing babies need developing and promoting.

Research is occurring in this area. A major
challenge is ensuring that new sleeping
arrangements do not come with unexpected
hazards. There is increasing use and
availability of the wahakura. Progress on dis-
trict roll out of the Pepi-pod has occurring
initially in Canterbury as a response to the
earthquakes and now in several other DHBs.
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CYMRC Fifth Annual Report Recommendations, 2002-2008

The recommendations in the fifth report were as follows:

Recommendation

Chair’s 2012 update on progress

R1.2 That action on smoking cessation, before,
during, and after pregnancy, be elevated to a
level consistent with its status as a major health
concern, especially for Maori and be more
clearly linked to prevention of SUDI. DHBs
should be required to report the smoking/
smokefree pregnancy status of their populations
as a requirement of funding agreements

It is pleasing that smoking cessation has been
chosen as a Ministerial target for District Health
Boards. This has galvanised considerable work
in this area. Further work is needed to ensure
that this consistency extends into the area of
reducing rates of smoking in pregnancy,
especially around supporting young Maori women
in not starting to smoke, and then into targeted
smoking cessation in pregnancy with a view to
reducing the toll of sudden infant death as well as
other adverse outcomes such as still birth and
prematurity.

R1.4 That every DHB implement a safe infant sleeping
policy:

a. for modelling safe sleeping practices in
neonatal and postnatal facilities

b. to ensure safe sleeping arrangements are
in place for all babies at every sleep before
discharge home

c. to advise on safe strategies for night feeds
and settling infants.

These safe sleep policies have been developed
in a number of DHBs but consistency and quality
across DHBs needs to be enhanced and all
DHBs are not yet developed such policies.

The presence of a policy is only a first step,
implementation with training, resource develop-
ment, transfer of information between providers
and audit demonstrating good practice by skilled
staff needs to follow.
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Risk Factor Changes for Sudden Infant Death Syndrome After Initiation of Back-to-Sleep
Campaign

Trachtenberg F L , Haas, E A, Kinney, H C, Stanley C, Krous, H.
Pediatrics, 2012, March; DOI: 101542/peds.2011-1419
Abstract

OBJECTIVE: To test the hypothesis that the profile of sudden infant death syndrome (SIDS)
changed after the Back-to-Sleep (BTS) campaign initiation, document prevalence and patterns of
multiple risks, and determine the age profile of risk factors.

METHODS: The San Diego SIDS/Sudden Unexplained Death in Childhood Research Project
recorded risk factors for 568 SIDS deaths from 1991 to 2008 based upon standardized death
scene investigations and autopsies. Risks were divided into intrinsic (eg, male gender) and
extrinsic (eg, prone sleep).

RESULTS: Between 1991-1993 and 1996-2008, the percentage of SIDS infants found prone
decreased from 84.0% to 48.5% (P < .001), bed-sharing increased from 19.2% to 37.9% (P
< .001), especially among infants <2 months (29.0% vs 63.8%), prematurity rate increased from
20.0% to 29.0% (P = .05), whereas symptoms of upper respiratory tract infection decreased from
46.6% to 24.8% (P < .001). Ninety-nine percent of SIDS infants had at least 1 risk factor, 57% had
at least 2 extrinsic and 1 intrinsic risk factor, and only 5% had no extrinsic risk. The average
number of risks per SIDS infant did not change after initiation of the BTS campaign.
CONCLUSIONS: SIDS infants in the BTS era show more variation in risk factors. There was a
consistently high prevalence of both intrinsic and especially extrinsic risks both before and during
the Back-to-Sleep era. Risk reduction campaigns emphasizing the importance of avoiding multiple
and simultaneous SIDS risks are essential to prevent SIDS, including among infants who may
already be vulnerable.

Creating change: how knowledge translates into action for protectingbabies from sudden
infant death

Cowan, S.
Current Pediatric Reviews 2010; 6: 86-94
Abstract

We know how to protect babies from sudden infant death syndrome (SIDS) and have had
considerable success in doing so. Yet babies continue to die in non-supine positions, unsafe
sleeping environments and exposed to smoking. Why? Understanding what underpins the
success to date is essential to the design of strategies for the final stage of prevention. This paper
reviews influences on changing SIDS mortality, describes the practice of creating change as it
relates to protecting babies from sudden infant death, and presents three principles that emerge
from the success to date to focus the design of research and intervention programmes for ending
the SIDS story.

http://www.ispid.org/id_sudi.html
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SIDS and other sleep related infant deaths: Expansion of recommendations for a safe
sleeping environments

Task force on sudden infant death syndrome.
Pediatrics; originally published online October 17, 2011; DOI; 10.10.1542/peds.2011-2284.
Abstract

Despite a major decrease in the incidence of sudden infant death syndrome (SIDS) since the
American Academy of Pediatrics (AAP) released its recommendation in 1992 that infants be
placed for sleep in a nonprone position, this decline has plateaued in recent years. Concurrently,
other causes of sudden unexpected infant death that occur during sleep (sleep-related deaths),
including suffocation, asphyxia, and entrapment, and ill-defined or unspecified causes of death
have increased in incidence, particularly since the AAP published its last statement on SIDS in
2005. It has become increasingly important to address these other causes of sleep-related infant
death. Many of the modifiable and nonmodifiable risk factors for SIDS and suffocation are
strikingly similar. The AAP, therefore, is expanding its recommendations from focusing only on
SIDS to focusing on a safe sleep environment that can reduce the risk of all sleep-related infant
deaths, including SIDS. The recommendations described in this policy statement include supine
positioning, use of a firm sleep surface, breastfeeding, room-sharing without bed-sharing, routine
immunizations, consideration of using a pacifier, and avoidance of soft bedding, overheating, and
exposure to tobacco smoke, alcohol, and illicit drugs. The rationale for these recommendations is
discussed in detail in the accompanying “Technical Report—SIDS and Other Sleep-Related Infant
Deaths: Expansion of Recommendations for a Safe Infant Sleeping Environment,” which is
included in this issue of Pediatrics (www.pediatrics.org/cgi/content/full/128/5/e1341).
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Sudden Infant Death Syndrome (SIDS) risk reduction and infant sleep location — Moving the
discussion forward

BallH L, Volpe L E. Social Science & Medicine Available online 21 April 2012.
Abstract

The notion that infant sleep environments are ‘good’ or ‘bad’ and that parents who receive
appropriate instruction will modify their infant-care habits has been fundamental to SIDS reduction
campaigns. However infant sleep location recommendations have failed to emulate the previously
successful infant sleep position campaigns that dramatically reduced infant deaths. In this paper
we discuss the conflict between ‘safeguarding’ and ‘well-being’, contradictory messages, and
rejected advice regarding infant sleep location. Following a summary of the relevant background
literature we argue that bed-sharing is not a modifiable infant-care practice that can be influenced
by risk-education and simple recommendations. We propose that differentiation between infant-
care practices, parental behaviours, and cultural beliefs would assist in the development of risk-
reduction interventions. Failure to recognize the importance of infant sleep location to ethnic and
sub-cultural identity, has led to inappropriate and ineffective risk-reduction messages that are
rejected by their target populations. Furthermore transfer of recommendations from one
geographic or cultural setting to another without evaluation of variation within and between the
origin and destination populations has led to inappropriate targeting of groups or behaviours. We
present examples of how more detailed research and culturally-embedded interventions could
reorient discussion around infant sleep location.

Sudden infant death syndrome

Moon RY ,Horne R S C, Hauck F R,

The Lancet Volume 370, Issue 9598, 3—9 November 2007, Pages 1578—-1587
Summary

Despite declines in prevalence during the past two decades, sudden infant death syndrome
(SIDS) continues to be the leading cause of death for infants aged between 1 month and 1 year in
developed countries. Behavioural risk factors identified in epidemiological studies include prone
and side positions for infant sleep, smoke exposure, soft bedding and sleep surfaces, and over-
heating. Evidence also suggests that pacifier use at sleep time and room sharing without bed
sharing are associated with decreased risk of SIDS. Although the cause of SIDS is unknown,
immature cardiorespiratory autonomic control and failure of arousal responsiveness from sleep
are important factors. Gene polymorphisms relating to serotonin transport and autonomic nervous
system development might make affected infants more vulnerable to SIDS. Campaigns for risk
reduction have helped to reduce SIDS incidence by 50-90%. However, to reduce the incidence
even further, greater strides must be made in reducing prenatal smoke exposure and implement-
ing other recommended infant care practices. Continued research is needed to identify the patho-
physiological basis of SIDS.
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The wahakura and the safe sleeping environment
Tipene-Leach, D, Abel S. .

Pounamu J of Primary Health Care. 2010. 2; 81.
Introduction

Maori have always been grossly over-represented in SIDS (sudden infant death syndrome)
deaths. The change from the prone to the back sleeping position has been associated with a
huge decrease in post-neonatal deaths, but an increase in the disparities between Maori and non-
Maori rates. This is because the primary risk factor for SIDS is now maternal smoking in pregnan-
cy where the infant co-sleeps with an adult. Half of Maori mothers are smokers, many of whom
sleep with their infants, and therein lies the problem. Of all the infants who died of SIDS/SUDI
(sudden unexpected death in infancy) in the last five years, most of their mothers were smokers,
well over half were in the parental bed and the others were in an unsafe cot/bassinet environment
(bumpers and pillows) or an unsafe sleeping position (prone or side). In other words, vulnerable
babies were in unsafe sleeping environments. The huge majority of these babies lived with their
otherwise normal and loving families, although most often in rather poor socioeconomic circum-
stances.

Whilst we should consistently advocate smoking cessation in pregnancy and a safer sleeping en-
vironment, this advice often proves difficult to effect. There is, however, a new pathway towards
SIDS prevention that has a huge potential to mitigate the above risks. The wahakura concept is
built around a traditional Maori infant sleeping practice and the 2005 American Academy of Pedi-
atrics SIDS prevention recommendations. The placing of baby to sleep in this 14"x28" bassinet-
like structure woven of flax seeks to reduce the risks inherent in the sleeping environment and, at
the same time, appeal to the smoking Maori mother who might reject advice not to co-sleep.

Bed sharing and the risk of sudden infant death syndrome: can we resolve the debate?

Vennemann MM, Hense HW, Bajanowski T, Blair PS, Complojer C, Moon RY, Kiechl-
Kohlendorfer U

J Pediatr. 2012 Jan;160(1):44-8.e2. Epub 2011 Aug 24.

Objective: To conduct a meta-analysis on the relationship between bed sharing and sudden in-
fant death syndrome (SIDS) risk.

Study design: Data from PubMed and Medline were searched for studies published after Jan 1,
1970. The search strategy included articles with the terms "sudden infant death syndrome,”
"sudden unexpected death," and "cot death" with "bed sharing" or "co-sleeping." To further
specify the potential risk of bed sharing and SIDS, subgroup analyses were performed.

Results: Eleven studies met inclusion criteria and were included in the final meta-analysis. The
combined OR for SIDS in all bed sharing versus non-bed sharing infants was 2.89 (95% CI, 1.99-
4.18). The risk was highest for infants of smoking mothers (OR, 6.27; 95% CI, 3.94-9.99), and
infants <12 weeks old (OR, 10.37; 95% Cl, 4.44-24.21).

Conclusions: Bed sharing is a risk factor for SIDS and is especially enhanced in smoking
parents and in very young infants.
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Unsafe sleep practices and an analysis of bedsharing among infants dying suddenly and
unexpectedly: results of a four-year, population-based, death-scene investigation study of
sudden infant death syndrome and related deaths.

Kemp JS, Unger B, Wilkins D et al.
Pediatrics 2000; 106: E41

Background. Prone sleep and unsafe sleep surfaces increase the risk of sudden infant death.
Recent epidemiologic studies also suggest that when an infant's head or face is covered by bed-
ding, or when a sleep surface is shared with others, the risk of dying increases. The inference of a
causal role for these risk factors is supported by physiologic studies and by the consistent finding
that fewer infants die when risk factors are reduced. The prevalence of most of these risk factors
in infant deaths in the United States is uncertain.

Objective. To describe the prevalence of several important risk factors related to sleep practices
among a defined population of infants dying suddenly and unexpectedly.

Methods. In this population-based study, we retrospectively reviewed death-scene information
and medical examiners' investigations of deaths in the city of St Louis and St Louis County
between January 1, 1994 and December 31, 1997. Because of the potential for diagnostic over-
lap, all deaths involving infants <2 years old with the diagnoses of sudden infant death syndrome
(SIDS), accidental suffocation, or cause undetermined were included.

Results. The deaths of 119 infants were studied. Their mean age was 109.3 days (range: 6—350).
The diagnoses were SIDS in 88 deaths, accidental suffocation in 16, and undetermined in 15.
Infants were found prone in 61.1% of cases and were found on a sleep surface not designed for
infants in 75.9%. The head or face was covered by bedding in 29.4%. A shared sleep surface was
the site of death in 47.1%. Only 8.4% of deaths involved infants found nonprone and alone, with
head and face uncovered

Conclusions. Using detailed death-scene descriptions, we found that similar unsafe sleeping
practices occurred in the large majority of cases diagnosed as SIDS, accidental suffocation, and
cause undetermined. Considering these diagnoses together may be useful in public health
campaigns during a time when there may be diagnostic overlap. Regardless of the diagnosis,
recommendations that infants sleep supine on firm sleep surfaces that lessen the risk of
entrapment or head covering have the potential to save many lives. Campaigns are needed to
heighten awareness of these messages and of the risks of dangerous bedsharing.
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Never Sleep With Baby? Or Keep Me Close But Keep Me Safe: Eliminating Inappropriate
“Safe Infant Sleep” Rhetoric in the United States.

Gettler L T, McKenna J J.
Current Pediatric Reviews 2010; 6: 71-77.
Abstract

Creating public health messages regarding how mothers should sleep close and safely with their
babies is tricky and complex. It requires an appreciation of what exactly the term “sleeping with
baby” and “co-sleeping” can mean. It also requires sensitivity to what parents will or can do if told
emphatically “never sleep with your baby.” In the United States, well-intentioned public health
messages from prominent government agencies about safe infant sleep have increasingly used
language that equates “safe infant sleep” with the absence of the mother. Many messages
seemingly imply that all forms of “co-sleeping” are dangerous and that those parents that
practice it are acting irresponsibly. Messages such as “babies sleep safest alone” conflict with
both laboratory and epidemiological findings as well as with recommendations from most
medical organizations, including the American Academy of Pediatrics, who state that mothers
and babies should sleep on separate surfaces close together in the same room. Moreover,
studies reveal that breastfeeding and forms of co-sleeping, including both roomsharing and
bedsharing, are functionally interdependent and that many mothers worldwide find that they can
manage their own and their infant's needs more easily by adopting at least intermittent
bedsharing. Hence, simple, unqualified recommendations against ever bedsharing are not likely
to be followed. According to recent studies the most effective public health recommendations are
likely to be those that educate parents and facilitate parents in implementing bedsharing safe-
guards alongside their own choices. This approach does not exclude informing parents of what
we know can be dangerous about some bedsharing practices, nor where and when it should be
avoided altogether. Rather, it acknowledges that while separate surface co-sleeping in the form
of roomsharing should always be recommended, nonetheless, many parents will appreciate and
benefit from the opportunity to learn how to reduce the risks associated with bedsharing.

Further research articles can be found at: http://www.ispid.org/id sudi.html
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Scientific consensus forum to review the evidence underpinning
the recommendations of the Australian SIDS and Kids Safe
Sleeping Health Promotion Programme - October 2010
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Abstract: This paper summarises a 1-day scientific consensus forum that reviewed the evidence underpinning the Australian SIDS and Kids
Safe Sleeping Health Promotion Programme. The focus was on each of the potentially modifiable risk factors for sudden unexpected deaths in
infancy, including sudden infant death syndrome (SIDS) and fatal sleeping accidents. In particular infant sleeping position, covering of the face,
exposure to cigarette smoke, room sharing, unsafe sleeping environments, bed sharing, immunisation, breastfeeding, pacifier use and Indig-
enous issues were discussed in depth. The participants recommended that future ‘Reducing the Risk’ campaign messages should focus on back
to sleep, face uncovered, avoidance of cigarette smoke before and after birth, safe sleeping environment, room sharing and sleeping baby in

own cot.

Key words: bed sharing; breastfeeding; infant care practices; sleep position; smoking; sudden infant death.

Introduction

Sudden infant death syndrome (SIDS) refers to ‘the sudden
death of an infant under one year of age which remains unex-
plained after a thorough case investigation, including perfor-
mance of a complete autopsy, examination of the death scene,
and review of the clinical history”.! This definition was modified
in 2004 to include an apparent association with sleep, and a
broader requirement for a death scene examination to include
an evaluation of the entire circumstances of death.? The most

Key Points

1 Sudden infant death syndrome (SIDS) mortality has decreased
dramatically since the 'Reducing the Risk’ campaign, which
advised mothers to put baby on the back to sleep.

2 The consensus forum recommended that future ‘Reducing the
Risk’ campaigns should focus on back to sleep, faceuncovered,
avoidance of cigarette smoke before and after birth, safe sleep-
ing environment, room sharing and sleeping baby in own cot.

3 Adherence to these recommendations is estimated to reduce
sudden unexpected death in infancy to less than 0.1 per 1000
live births.
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significant developments over the past two decades have
involved the identification of behaviours and situations that
decrease the likelihood of a SIDS death.

In Australia, infant deaths attributed to SIDS among non-
Indigenous Australians have fallen approximately 83% during
the last 20 years.’ Evidence suggests that the marked reduction
in SIDS incidence can be directly associated with Australian
public health campaigns that promoted safe sleeping practices
and, in particular, advice to parents to place infants on their
backs when sleeping.® Despite these significant reductions in
infant mortality, SIDS continues to comprise the largest category
of deaths occurring in the post-neonatal period (between 28 and
365 days after birth).” However, these significant reductions in
SIDS have not been observed among Indigenous Australians,
and total population data from Western Australia reports a
non-significant decrease in SIDS and a corresponding increasing
risk ratio when comparing Indigenous infant mortality rates
attributable to SIDS to that observed among non-Indigenous
infants.®

Previous expert forums have been held in Australia — in
Canberra in 1991 and in Melbourne in 19977 — to examine the
validity of the ‘Reducing the Risk” campaign messages. In 1997,
the agreed messages were:

+ Put baby on the back to sleep, from birth

¢ Sleep baby with face uncovered

¢ Cigarette smoking is bad for babies: avoid exposing baby to
tobacco smoke before birth and after.

In 2002, two further recommendations were added:

+ Provide a safe sleeping environment, day and night: safe cot,
safe mattress, safe bedding and safe sleeping place

+ Sleep baby in their own cot in the same room as their parents
for the first 6-12 months of life.

Journal of Paediatrics and Child Health © 2011 Paediatrics and Child Health Division (Royal Australasian College of Physicians)
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Safe sleeping

Epidemiological investigations have shown that many of the
maternal, infant and socio-demographic risk factors for SIDS are
common to the broader category of sudden unexpected deaths
in infancy (SUDI) and to fatal sleep accidents. Therefore, safe
sleeping strategies will target all three of these categories of
infant death.>*"

Epidemiological features of SIDS have changed since the 1997
‘Reducing the Risk’ campaign. Examples of recent changes
include a younger median age of victims nowadays, a reduction
in the previous winter peak'' and thermal risk factors are much
less important now that few babies sleep prone.' For this reason,
a forum of invited experts and others involved in the field from
Australasia and overseas was convened by SIDS and Kids
in Sydney, Australia in October 2010 to provide an up-to-date
examination of the evidence base for risk factors for SUDI and to
endorse, or propose, recommendations based on this evidence.

Specific Issues
Prone sleeping and side-sleeping

Evidence from many countries shows that prone sleeping
increases the risk of SIDS by between 3-14 times, with a popu-
lation attributable risk ranging from 38-82%.'*'? Side sleeping
also significantly increases the risk of sudden infant death pri-
marily because of the greater possibility of an infant rolling
prone during sleep.”™*' Rolls and devices intended to keep an
infant in the side position do not stop rolling prone and are
therefore not recommended.*** Prone position when awake
(“tummy time”) is recommended to help develop head control®
and reduce the risk of deformational plagiocephaly.*

There is substantial observational evidence that the risks of
aspiration, apnoea and cyanosis are not increased when the
supine position is used.””** A systematic review that investigated
the effect of positioning in improving outcome of gastro-
esophageal reflux in developmentally normal infants from
1 month to 2 years of age concluded that the prone position
should not be used for any infant who is still within an age
range to be at risk for SIDS.?” Aspiration of gastric contents is
also not a problem in countries that traditionally place infants
on their backs (e.g. Hong Kong).***!

Covering of the face

A meta-analysis of 10 age-matched controlled studies by Blair
and colleagues® showed a consistent risk associated with head
covering. By head covering the authors meant covering of the
face with bedding and did not refer to covering the head with a
bonnet or hat. A quarter of SIDS infants are found with their
heads under bedclothes representing an eightfold difference
compared to age-matched controls, with an increased risk of
sudden infant death of approximately 17 times (with a resultant
Adjusted Odds Ratio (AOR) of 16.9; 95% CI=12.6-22.7). The
magnitude of the risk increases when other factors are con-
trolled for (including sleep environment, position and smok-
ing).”* If head covering is causally related to SIDS,” the
population attributable risk of 27.1% suggests that avoiding
head covering might reduce SIDS deaths by more than a quar-
ter.*? The increased risk may be associated with airway obstruc-
tion, mechanical suffocation or overheating.”>*

EA Mitchell et al.

Doonas, duvets and quilts are considered high risk, even after
other factors were controlled for, due to their propensity to
totally cover infants (AOR 1.88; 95% CI=1.14-3.12).23
Limited evidence supports the advantages of ‘feet to foot’ sleep-
ing for infants, or the use of sleeping bags.**

Exposure to cigarette smoke

Smoking and exposure to environmental tobacco smoke
adversely affects infant health by increasing the likelihood of
stillbirth, low birth weight, prematurity, and respiratory
infections.**** An increased risk of SIDS has been demon-
strated in more than 60 studies associated with smoking
during pregnancy as well as through passive smoking.”” The
risk of SIDS for mothers who smoked during pregnancy is
approximately four times greater than that of non-smokers
(Relative Risk 3.9; 95% CI=3.8-4.1).”® It is estimated that a
third of SIDS deaths could be avoided if in ufero smoke expo-
sure was eliminated.>*?%3?

It is difficult to separate the effects of postnatal environmental
tobacco smoke exposure from smoking in pregnancy, as paren-
tal smoking behaviours during and after pregnancy are highly
correlated.”

An independent effect for paternal smoking has also been
found, although it is lower than the risk associated with mater-
nal smoking. Paternal smoking risk where mother is a non-
smoker has an estimated risk of 1.5 times (summary odds ratio
of 1.47) compared to an infant with both parents who do not
smoke.” Many studies support a dose-response relationship,
with the risk of sudden infant death increasing with the number
of cigarettes smoked.” The amount of smoke exposure increases
with the number of household smokers, the number smoking in
the same room as the infant, the number of cigarettes smoked,
and the daily hours that an infant is exposed to a smoke-filled
environment.***”**#% The population attributable risk attributed
to smoking by mother, father or both parents/caregivers has
been estimated as high as 62%, meaning that SIDS deaths
could be reduced by approximately 62% if smoking could be
stopped.” Smoking is also associated with low rates of breast-
feeding initiation and duration.*"*? Smoking is now the most
important modifiable risk factor in reducing the risk of sudden
infant death.?**7-*

Room sharing

Several studies have reported that infants who sleep in a
separate room from their caregivers have an increased risk of
SIDS**, with one large case—control study demonstrating a
10-fold increased risk associated with solitary sleeping.** The
protective effect of room-sharing does not include room-sharing
with siblings or other children.**** SIDS infants who slept
separately from their parents are more likely to be found with
bedclothes covering their heads, and if placed on their sides to
sleep, were more likely to be found prone, compared to infants
who slept in the same room as their caregiver.*” The recommen-
dation to room-share with infants for the first 6-12 months is
supported by studies in a number of countries including Aus-
tralia, New Zealand, the United Kingdom, the United States,
Canada and most northern European countries.'**® There is no
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evidence to suggest that this recommendation should not apply
to parents who smoke, although it should be emphasised that
parents should not smoke in the bedroom.

Unsafe sleeping environments

Infant deaths in cots may also be due to unsafe environments
that have led to fatal hanging or wedging.*' All new and second-
hand cots being sold must comply with the Australian Standard
for household cots (AS/NZS 2172) and should carry a sticker
showing compliance.”® [ll-fitting mattresses may result in infants
wedging in the gaps between the mattress and the cot side that
can lead to suffocation.’*** Prams, strollers, bouncinettes and
rocker chairs are not designed as infant sleep environments, and
fatal sleeping accidents have occurred when babies were left
unsupervised in these environments.”*>*

Soft bedding and soft surfaces, including pillows, quilts, com-
forters, sheepskins and porous mattresses, have been shown to
be important risk factors as they may lead to airway obstruction,
suffocation and overheating.****>* Mattresses may also sag, pro-
ducing troughs into which infants become entrapped causing
suffocation.”® A strong interaction has been found between
prone sleep position and a soft bedding surface.*”

There is no evidence to suggest that antimony- and
phosphorus-containing compounds used as fire retardants in cot
mattress materials are a cause of SIDS.%*

Shared sleeping (bed sharing and co-sleeping)

There is often confusion about terminology with various terms
used to define shared sleep environments between infants and
their carers, incduding co-sleeping and bed sharing. In this
section, we refer to bed sharing as being the mother (it is
usually the mother, but can include fathers or other adults)
sleeping with the infant on the same sleeping surface (usually
a mattress).

Recent surveys have shown that 50+% of infants who die
suddenly and unexpectedly are found in a bed-sharing situa-
tion.**¢%¢! The risk of SIDS with bed sharing is high when the
mother smokes. 4343306264 There is a small increased risk when
the mother does not smoke for infants less than 3 months of
age.*® Bed-sharing infants placed back in their cot are not at
increased risk of SIDS.** The risk is increased by parental seda-
tion (including non-prescription drugs, alcohol and maternal
fatigue), soft surfaces (i.e. pillows, beanbags, waterbeds), mul-
tiple bed sharers (especially siblings) and maternal obesity.***
Intants at highest risk are those born preterm or were born small
for gestational age.***”

Sleeping on a sofa with a baby is associated with a signifi-
cantly high risk of sudden infant death and fatal sleeping acci-
dents and should be avoided.*** The increased risk has been
seen mainly in the UK, and has not been identified as a risk in
New Zealand or Germany, possibly because few babies in these
countries are exposed to the risk of their mothers sleeping on
sofas (Mitchell and Vennemann, pers. comm., 2010).

There is no evidence that bed sharing is protective against
SIDS in any group. When an interaction is present, removal of
either factor will achieve the same effect.

lournal of Paediatrics and Child Health {2011)
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The potential benefits of bed sharing need to be discussed.
The major documented benefit relates to breastfeeding.®” Bed
sharing is associated with more [requent suckling,”™ although
duration of feeds may be shorter compared to room-sharing
and solitary sleeping babies.””' Bed-sharing babies also show
reduced intervals between feeds relative to solitary sleeping
infants.” Bed sharing is associated with reduced formula
supplementation®®” and a longer duration of breastfeeding
(in terms of infant age)™™ but this may not be causal. Some
groups have promoted bed sharing as a strategy to improve
breastfeeding.

Physiological studies have shown that when bed sharing, both
mother and baby have more arousals compared with solitary
sleeping.”"”>"* Resulting sleep fragmentation could be detrimen-
tal or even possibly protective in early infant development. Such
studies have also documented increased maternal responsive-
ness, including the adaption of maternal body positioning that
facilitates breastfeeding.”™ """ However some studies have docu-
mented increased episodes of infant head covering by mothers
in bed-sharing environments.”™

Other benefits claimed include enhanced maternal-infant
bonding,®*** improved settling with reduced crying 7%
improved maternal and infant sleep,®*® and long-term
psychological outcomes, including increased self esteem and
discipline.®#2

It should be stressed that the forum does not suggest that
babies should not be brought into the parent’s bed for comfort
and feeding. This has been investigated in previous studies and
has not been found to be a risk factor provided the infant is
returned to his own cot. The concern is with risks associated
with sleeping with a baby in the parental bed.

Bed sharing is controversial because of opposing views
on the benefits and risks associated with this practice. Some
have argued that the risk of SIDS and accidental asphyxia
out ways any potential benefits, whereas others have argued
that it is a valued culturally determined practice. As a conse-
quence, some health professionals do not even discuss
the risk, so it is probably not surprising that surveys show that
less than half of mothers of infants do not know that bed
sharing increases the risk of death.®® Mitchell has argued that
whatever one’s stance is in this debate that parents have a
right to know the risk.*” For parents to make an informed
decision about the infant care practices they use, health
professionals have an important role in ensuring that parents
are provided with clear information that includes the evidence
base for both the risks and benefits of bed sharing with
babies.74,89—94

Immunisation

Parents are advised to immunise their babies according to the
national vaccination schedule.”* The possibility of the DTP
(diphtheria-tetanus-pertussis) vaccination being linked to SIDS
has been discussed periodically over the last 20 years, however
a series of studies have consistently refuted the association.”*?
A recent meta-analysis published provides strong evidence that
immunisation is associated with a decreased risk of SIDS (OR
0.54; 95% CI = 0.39-0.76).'%
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Breast feeding

There are many known benefits of breastfeeding, including the
reduced risk of postneonatal mortality.'”" Epidemiologic studies
measuring the association between breastfeeding and SIDS have
been inconsistent.'"*!"> A recent meta-analysis found a protec-
tive effect of breastfeeding, but only 6 studies were included and
they analysed ‘ever breastfeeding’ only.'” A meta-analysis of 24
original published case-control studies was presented (F Hauck
et al., unpubl., 2010). The univariate OR was 0.49 (95% CI =
0.45-0.53). Nine studies reported adjusted ORs and the pooled
OR was 0.68 (95% CI=0.58-0.80). Exclusive breastfeeding was
associated with a lower pooled OR (0.32; 95% CI= 0.28-0.36).
Four studies examined information about ‘any breastfeeding
at 2 months of age’ (univariable OR was 0.33; 95% CI = 0.26—
0.41). The authors concluded that any breastfeeding is protec-
tive compared with no breastfeeding, but the protective effect is
stronger for exclusive breastfeeding and for longer duration of
breastfeeding. Although there is a clear association between
breastfeeding and a reduced risk of SIDS, the possibility that this
is due to confounding factors cannot be eliminated.'"”

Pacifiers (or dummies)

The New Zealand study was the first to find a potential protec-
tive association between using a dummy for the last sleep and a
reduced risk of SIDS'*, which was confirmed in the CESDI
study.'" Since then, this has been confirmed by other studies,'"*
while thumbsucking has also been associated with a reduced
risk of SIDS.'''''? Two meta-analyses of eight case—control
studies have shown a strong protective effect of pacifiers reduc-
ing the risk to a third.'"*'"* In the United States, the American
Academy of Pediatrics has recommended the use of pacifiers
once breastfeeding has been established.?* The authors''* of the
other meta-analysis urged caution, and argued that further
understanding was needed of any direct protective effect as well
as concerns of any negative impact, in particular on breastfeed-
ing and rates of infection. They recommended that pacifiers
were not discouraged but did not specifically recommend their
use. '

Other Topics
Indigenous issues

High rates of SIDS and SUDI deaths occur in disadvantaged
Indigenous groups globally.'”® In Australia, linked total popula-
tion data from Western Australia reports that the risk of an
infant dying as a result of SUDI remains significantly higher
when compared to the risk for non-Indigenous infants.®

Collection of data in these groups needs to be culturally sen-
sitive, for example discussions of deaths may uncover significant
loss and grief issues that are not typical of non-Indigenous
groups. Other issues involve language differences and geo-
graphic isolation. In Australia in all the states that have available
data, SUDI rates are higher in Aboriginal and Torres Strait
infants than in the other ethnic groups.'*®

There were a number of presentations relating to the risk of
SIDS in the Aboriginal population. These highlighted the higher
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mortality rates, the socio-economic disadvantages, overcrowd-
ing, the higher rates of low birth weight, abuse, alcohol and
substance abuse, smoking and co-sleeping.''”!'®

Intervention programmes will, therefore, need to be adapted
to the needs of local communities, with adequate funding. A
recent Indigenous led project in Western Australia, Reducing
the Risk of SIDS in Aboriginal Communities is an excellent
example of such a programme. This project has developed cul-
turally appropriate resources and training for the prevention of
sudden and unexpected infant death, including SIDS and fatal
sleeping accidents, among Western Australian Indigenous
infants. Target groups and their leaders were closely engaged in
the process from its earliest stages, with cultural practices being
understood and incorporated into training practices. This project
provided messages that were consistent and delivered using
simple and non-confusing language; for example, the term ‘cot
death” was avoided as this implied that the deaths are related
only to cot usage. This programme is now being extended in
these communities and these steps will maximise the chances of
increasing awareness and behavioural change.

A number of presentations described other innovative
interventions in both Australian and International Indigenous
communities. Some of these programmes are yet to be fully
evaluated. These are outside of the scope of this report.

Recommendations

In the last part of the forum the participants took this evidence

and determined what the public health messages should be.

These recommendations are strategies based on identified modi-

fiable risk factors which health professionals, parents and car-

egivers can influence:
These recommendations were:

e Put baby on the back to sleep, from birth

* Sleep baby with face uncovered: use an infant sleeping bag or
place baby with feet to the foot of the cot, if sleeping in a cot

* Avoid cigarette smoke: keep baby smoke-free before and
after birth.

* Provide a safe sleeping environment, night and day with a
safe cot, a safe mattress, safe bedding and a safe sleeping
place

¢ Place baby in a cot beside the parent’s bed for the first
6-12 months of life
In particular, the forum endorsed the International Society for

the Study and Prevention of Perinatal and Infant Death (ISPID)

recommendations relating to a safe sleeping place (reproduced
with permission):'"”

* Place the baby to sleep in its own crib next to the parents’ bed
for the first 6 months (room sharing).

* Never share a bed with baby if you or your partner smoke.
Babies whose parents smoke are at increased risk of SIDS
while co-sleeping.

* Never share a bed with baby when you have had alcohol or
drugs. (Don’t use alcohol or drugs when caring for your
baby, especially ANY TIME you may fall asleep.) Babies
whose parents have recently used alcohol or drugs are at
increased risk of SIDS (and accidental suffocation) while
co-sleeping.
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e There is a slightly increased risk of SIDS with bed sharing for
infants less than 3 months even if they were not exposed to
cigarettes, particularly if the baby was small (less than 2.5 kg)
at birth or born prematurely.

* In some countries there is a recommendation to avoid all bed
sharing, although some disagree and advise avoiding bed
sharing only if there are other risk factors present such as
smoking or alcohol use.

* Never sleep with baby on a couch or sofa. This increases the
risk of SIDS and fatal sleep accidents.

It was decided that immunisation, breastfeeding and pacifiers

would be discussed as general health messages but not specifi-

cally recommended as ‘Reducing the Risk’ messages.

General health messages

Immunisation

Parents are advised to immunise their babies according to the
national vaccination schedule.

Breastfeeding

Breastfeeding is associated with reduced infant mortality and
morbidity worldwide. Breastfeeding is beneficial and should be
encouraged as it promotes healthy outcomes for infants and
mothers, however it is not currently recommended as a specific
strategy to reduce the risk of sudden infant death.

Pacifier use

If parents choose to use a pacifier, and wish to breastfeed, it is
recommended that pacifier only be introduced after the first 46
weeks for breastfed babies, as pacifier use may interfere with
breastfeeding becoming established. Parents are also advised not
to force the child to use a pacifier and that if the pacifier falls out
of the mouth during sleep not to reinsert it.

Cultural considerations

Although families may share particular cultural practices, values
and beliefs on the basis of common ethnic origins, all families
have individual [eatures and characteristics and are not defined
just by their race or ethnicity."* Poor awareness of risk factors
for sudden infant death does not directly translate to suboptimal
infant care practices; however raising parental awareness of safe
sleeping recommendations by health professionals in culturally
sensitive ways will assist in reducing the risk of sudden infant
death for all infants.

Conclusion

There is sufficient and compelling evidence to suggest that over
90% of sudden and unexpected deaths in infancy are associated
with preventable risk factors. Implementation of these ‘Reduc-
ing the Risk’ messages could result in a reduction of sudden
unexpected death in infancy to less than 0.1 per 1000 live
births. The challenge is to implement this knowledge.
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