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Abstract 

Background: Every day in America, healthy infants are dying from sudden infant death 

syndrome (SIDS) and other sleep-related deaths. Once a terrifying mystery, these deaths, also 

called sudden unexpected infant death (SUID), are now considered preventable (American 

Academy of Pediatrics [AAP], 2016).  SUID rates in the United States have remained stagnant 

and unacceptably high since the late 1990’s despite known modifiable risk factors (Centers for 

Disease Control and Prevention [CDC], 2017). These rates are higher than most other developed 

nations (MacDorman, Matthews, Mohangoo, & Zeitlin, 2014).  Although prevention strategies 

are evidence-based and generally known and understood by nurses, studies have shown 

inconsistent, incorrect, or incomplete education being provided to parents and caregivers around 

the time of birth (Eisenberg, et al., 2015; Gaydos et al., 2015).   

Purpose: In the fall of 2015 the Association of Women’s health, Obstetrics, and Neonatal 

Nurses (AWHONN) asked the author to write a practice guideline on the topic of safe infant 

sleep.  The purpose of this project was to develop an evidence-based practice guideline for 

perinatal nurses and leaders.  As part of the guideline development, and to establish content 

validity, a formal appraisal of the guideline by perinatal nurse leaders was conducted using the 

AGREE II (Appraisal of Guidelines for Research and Evaluation) instrument (AGREE 

Enterprise, n.d.) 

Approach: The appraisal project was a two-phase, non-experimental, descriptive, mixed-

methods design using an online survey approach.  A convenience sample of perinatal nurse- 

leaders from a variety of settings was sought.  Descriptive statistics were used to describe the 

quantitative results and qualitative data are reported verbatim due to the small number of 

comments returned. 
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Results: Twenty six nurse-leader participants were invited with 15 completing the phase-one 

survey (57.7%), and 10 completing both phase-one and two (38.5% overall response rate).  One 

hundred percent of the participants rated the guideline as either the “highest possible” or “high 

quality.”  All participants recommended the guideline for use, and 90% (n=9) reported having 

taken, or planned to take action, since reading the practice guideline. Qualitative data was 

generally positive with three specific suggestions for changes provided. 

Conclusions: This practice guideline has the potential to help individual nurses improve their 

safe sleep knowledge, practice, and teaching strategies, as well as to help perinatal nurse-leaders 

conduct large scale safe sleep quality improvement projects. 

  

Keywords: sudden infant death syndrome, sudden unexpected infant death, safe sleep, safe infant 

sleep, infant, intervention, prevention, education, practice guideline. 
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Promoting Safe Infant Sleep: The Creation and Appraisal of a  

Practice Guideline for Nurses 

Section 1: Introduction to the Problem 

Despite impressive medical and technological gains over the past 100 years, the infant 

mortality rate (IMR) in the United States is one of the highest among developed nations 

(MacDorman et al., 2014). Sudden unexpected infant death (SUID) is a category of death used 

for all sleep-related infant deaths that occur suddenly and unexpectantly, and accounts for 14.6 

percent of the IMR (Matthews, MacDorman, & Thoma, 2015).  SUID includes (a) sudden infant 

death syndrome (SIDS), (b) accidental suffocation and strangulation in bed (ASSB), and an (c) 

“unknown/unspecified” category which is a cause typically assigned when an infant is found in 

an unsafe sleep environment, but ASSB is not known with certainty (CDC, 2017; Tyrala, 2012). 

SUID is the leading cause of death in the postneonatal period (28 to 365 days), with a rate of .93 

deaths per 1000 live births in 2015. This equated to approximately 3700 deaths, or 10 infants per 

day (CDC, 2017).  Globally, as with the IMR, U.S. SUID rates are higher than virtually all other 

developed nations (Taylor et al., 2015). These deaths are now considered preventable with the 

ultimate goal being to “eliminate these deaths entirely” (AAP, 2016, p. 2).   

In 1992, the American Academy of Pediatrics (AAP) published its first policy statement 

for safe infant sleep, recommending all infants be placed supine for sleep (2016).  Since then, 

researchers have identified other modifiable risk factors, with the current AAP policy statement 

now totaling 15 “safe sleep recommendations” (SSR) for parents (AAP, 2016). The SSR are 

considered “best-practice,” and are comparable to what other developed nations are 

recommending (Hauck & Tanabe, 2010). 
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While SUID rates in the United States dropped dramatically in the first years following 

the original recommendation, since the late 1990’s, rates have remained stagnant and 

unacceptably high (CDC, 2017, Taylor et al., 2015).  Most SUIDs, including SIDS, occur in 

unsafe sleep environments, and there is growing concern among experts as to why parents are 

not adhering to the recommendations and rates are not decreasing (AAP, 2016; CDC, 2016; 

Gaydos et al., 2015).   

Clinical Problem Being Addressed 

The research-to-practice gap for many of the SSR is well over 20 years. One area of 

concern is with perinatal nurses who interact with parents around the time of birth.  The SSR are 

generally known and understood by nurses, yet studies have shown either inconsistent and 

sometimes no education being provided to parents in the hospital at the time of birth (Eisenberg, 

et al., 2015; Gaydos et al., 2015). At first glance, the SSR seem simple and straightforward, yet 

nurses modelling the SSR and educating parents in a way that results in understanding and 

adherence has proven to be extraordinarily difficult (Eisenberg et al., 2015).  

Researchers have further noted that parents often hear conflicting or inaccurate advice 

from family, friends, the media, and other healthcare providers (HCPs; Eisenberg et al., 2015; 

Salm Ward & Balfour, 2015).  Other barriers found to SSR adherence, are parents’ unaddressed 

concerns about infant safety and comfort SSR, and (real or perceived) competing priorities, such 

as with breastfeeding, or with parents who smoke, drink alcohol, or take illicit drugs (AAP, 

2016, Gaydos et al., 2015). Finally, recently published studies have demonstrated varying 

degrees of success with individual safe sleep interventions within the hospital environment, and 

researchers are now beginning to understood that simplistic or piecemeal approaches are only 

marginally effective (Salm Ward & Balfour, 2015).  Studies are beginning to indicate that 
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comprehensive, multidisciplinary, organization-wide programs that have strong leadership 

support are more effective than traditional educational modalities (Goodstein, Bell, & Krugman, 

2015; Mason, Ahlers-Schmidt, & Schunn, 2013; McMullen, Fioravanti, Brown, & Carey, 2016).   

The Purpose of the Project 

The purpose of this project was to address the identified problem area by creating an 

evidence-based, critically appraised practice guideline (referred to as “the guideline”) on the 

topic of safe infant sleep for perinatal nurses and nurse-leaders.  In the fall of 2015, the author 

was approached by the nursing organization Association for Women’s Health, Obstetrics, and 

Neonatal Nurses (AWHONN) and asked to write an evidence-based practice guideline on the 

topic.  

Ultimately, the goal is for the guideline to be published by AWHONN in their research 

journal Journal of Obstetrics, Gynecological and Neonatal Nursing (JOGNN), and housed on 

their website to be readily available to all perinatal nurses.  The purpose of the guideline is to 

offer a concise document for nurses and nurse-leaders that would provide (a) information on 

SUID, the SSR, and known barriers to adherence; (b) recommendations for implementing high-

quality, educational interventions/programs; and (c) leadership steps needed for implementing a 

safe sleep quality improvement project. This document, while not exhaustive, is meant to provide 

key information and resources. It might also be used by staff nurses, educators, and other HCPs, 

to improve individual practice as well as to help gain the buy-in of leaders of the need for an 

organization-level practice change initiative.  

An important step in developing practice guidelines, and part of the purpose of this 

project, is to conduct a formal appraisal/evaluation of the document by key stakeholders prior to 

publication (Melnyk & Fineout-Overholt, 2015). The intent of this formal peer review is to 
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establish content validity of the guideline by seeking feedback from “end-users” on feasibility, 

usability, and it’s motivational impact, as well as to identify “last-minute inconsistencies or 

relevant evidence that might have been overlooked” (Melnyk & Fineout-Overholt, 2015, p. 190).  

The results of the appraisal will be used to make final revisions to the guideline prior to 

publication. 

The Clinical Question 

The clinical, or PICOT, question being addressed in this project is as follows: In nurse 

leaders responsible for infants in hospitals, does knowledge from reading the Safe Infant Sleep 

Clinical Practice Guideline prompt planning or implementation of a safe sleep quality 

improvement project in their organization within eight weeks of dissemination of the tool?  This 

question addresses the quality of the practice guideline and whether it is effective in moving 

nurses forward in improving infant sleep practices within their organization. 

This paper is divided into five sections:  Section 1 is an introduction to SUID, the safe 

sleep recommendations, the clinical problem being addressed, and the purpose of the project.  

Section 2 provides a review of the literature that guided the development of the practice 

guideline, addresses the gaps noted in the literature, and describes the theoretical underpinnings 

of the project.  Section 3 describes the formal appraisal process including the project design and 

methods, and Section 4 summarizes the data collection and analysis plans, and the results of the 

appraisal survey.  Section 5 concludes with a discussion of the results, implications for the 

future, and key lessons learned.   
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Section 2: Review of the Literature 

 A comprehensive review of the literature was conducted focusing on safe sleep 

interventions within perinatal healthcare organizations and the barriers encountered. This section 

first describes the search strategy used to locate all available literature for the development of the 

practice guideline.  Next, it provides a synthesis of what was found which was subsequently used 

to build the guideline, and concludes with a discussion on the theoretical and conceptual models 

used to provide insight for the practice guideline content and guidance for the critical appraisal 

process.  

Search Strategy 

The databases searched to address the above PICOT question were as follows: the 

Cumulative Index of Nursing and Allied Health Literature (CINAHL), MEDLINE, PsycINFO, 

the Cochrane Databases, and the National Guideline Clearinghouse (NGC).  CINAHL, 

MEDLINE, and PsycINFO were searched together through the EBSCOhost database. Keywords 

used were safe sleep, sudden infant death syndrome, SIDS, sudden infant death, combined with 

infant, education* or intervention* (* is a wildcard to search for all terms starting with the word).  

Other words searched but without additional articles found were sudden unexpected infant death, 

barrier*, guideline*, project, and prevention.  In searching using controlled vocabulary, both 

MEDLINE (MeSH) and CINAHL Headings suggested sudden infant death for all words related 

to SIDS and SUID.  In a search using the CINAHL “explode” option, only the term education 

had this option, which was utilized rendering one additional article.  Inclusion/exclusion criteria, 

or limiters, for all searches were set to the English language, for years 2011-2016.  Dates of 

searches were tracked through screen shots with date stamps.   
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The Cochrane and NGC databases were searched to check for systematic reviews or 

evidence-based guidelines on the topic. Neither search rendered results useful to this project.  

Using the EBSCOhost database for CINAHL, MEDLINE and PsycINFO, the controlled 

vocabulary term sudden infant death was initially searched with 1579 results found.  Next, it was 

combined with the Boolean phrase AND education OR intervention* which narrowed down the 

results to 259.  Finally, the term hospital was added with the AND phrase, narrowing down the 

results to 58 articles.  Titles were reviewed and approximately 40 articles were saved to a 

RefWorks folder.  A second search was then conducted starting with the keyword safe sleep. 

This resulted in 211articles.  Next, AND infant was added, bringing the results down to 127.  

Finally, AND education OR intervention was added, bringing the results to 69.  Titles were 

reviewed and approximately 35 articles saved to RefWorks.  Duplicate articles were removed 

and abstracts were reviewed.  Of the remaining articles, a total of 20 were kept.  These articles 

were then printed and read. From these 20 articles, the 10 most applicable and high quality 

studies were chosen as the final “keeper” studies.  Additional articles related to SUID 

interventions, as well as SUID/SIDS pathogenesis and background information, were located 

through review of article reference lists and previous searches done by the author. 

The “Keeper” Studies 

The 10 final “keeper” articles provide a rich overview of what is currently known to have 

had at least some effectiveness in implementing safe sleep educational programs, and the barriers 

related to the SSR and implementation efforts.  Looking at study design and strength , as defined 

by Polit & Beck (2008), five studies are quasi-experimental (level III; Gelfer, Cameron, Masters, 

& Kennedy, 2013; Goodstein et al., 2015; Hwang et al., 2015; Kuhlmann, Ahlers-Schmidt, 

Lukasiewicz, & Truong, 2016; Mason et al., 2013), one is a descriptive mixed-methods (level 



PROMOTING SAFE INFANT SLEEP 12 

 

VI) design (Barsman, Dowling, Damato, & Czeck, 2015), one is a qualitative, exploratory, 

ethnographic (level VI) design (Gaydos et al., 2015), one is a correlational, descriptive (level 4) 

design (Smith et al., 2016), one is a systematic literature review (Level III; Salm Ward & 

Balfour, 2015), and one a narrative review/expert opinion (Level VII, Moon, Hauck, & Colson, 

2016).  For a detailed summary of the 10 “keeper” studies see the Evidence Table in Appendix 

A.  

It is important to note that because of the nature of SUID prevention interventions and 

educating parents on a potentially life threatening condition, randomized controlled trials (RCT) 

are generally not appropriate due to ethical reasons such as would be created by withholding 

lifesaving information from a control group.  Rather, most of these studies are quasi-

experimental or observational type designs, measuring outcomes before and after interventions 

were implemented (Moon, et al., 2016). Two broad themes emerged from the literature and will 

be discussed in detail in the following sections: (a) the barriers surrounding the SSR, and (b) 

interventions for implementing successful SSR educational projects within hospitals and other 

perinatal healthcare settings. See Appendix B for synthesis tables of the reviewed literature. 

Literature Focusing on the Barriers 

To bridge the gap between knowledge and practice, an “in-depth understanding of the 

barriers and incentives [or facilitators] to achieving change in practice” is needed (Grol & 

Wensing, 2004, p. S57).  Effective safe sleep interventions would be considered facilitators to 

effective practice change, while barriers would include the attitudes, beliefs, and behaviors that 

hinder the SSR from being heard, believed, or practiced.  

While there were no studies located that looked only at barriers to the SSR, almost all 

addressed barriers to varying degrees. Five studies were located that addressed barriers 
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extensively (Barsman, et al., 2015; Gaydos et al., 2015; Smith et al., 2016; Moon et al., 2016; 

Salm Ward & Balfour, 2015).  Parents, as well as nurses and other HCPs, have barriers to the 

SSR.  An understanding of both is important in planning any safe sleep educational project, as 

interventions need to take into account and address these hurdles.  Barriers commonly seen with 

caregivers (such as parents and grandparents) are generally related to (a) lack of knowledge or 

understanding of the recommendations, (b) unanswered questions about the SSR, (c) hearing 

conflicting or inaccurate advice, and (d) competing priorities, such as an unwillingness to quit 

smoking or to not bed-share (Barsman, et al., 2015; Gaydos et al., 2015; Moon, et al., 2016; 

Salm Ward & Balfour, 2015; Smith et al., 2016). To further the challenge, when HCPs and other 

hospital staff  fail to consistently model safe sleep, or parents hear conflicting, inaccurate, or no 

advice from their HCPs, parents perceive the SSR as not being important, which then becomes 

another barrier to adherence (Barsman et al., 2015; Eisenberg et al., 2015). 

HCPs have many of the same barriers as parents with a lack of thorough understanding of 

the SSR and their rationales suggested as the greatest issue (Barsman et al., 2015). Other barriers 

noted in the literature are lack of staff buy-in/belief, lack of time to teach, lack of resources, lack 

of willingness to change practice, lack of an infant sleep policy, lack of confidence in speaking to 

parents about the topic, and a desire to avoid conflict with parents, such as not bed-sharing or the 

need to quit smoking (Barsman et al., 2015; Gelfer, et al;., 2013; Kuhlmann, et al., 2016; Mason, 

et al., 2013; Moon et al., 2016).  Overcoming the barriers nurses struggle with will also address 

many of the barriers parents’ experience.  If nurses are thoroughly educated and provided the 

resources they need, they will be more confident educating, answering questions, and addressing 

issues with parents (Barsman et al., 2015; Moon et al., 2016; Salm Ward & Balfour, 2015). For 
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hospitals planning to implement safe sleep interventions/projects, the barriers related to their 

staff need to be understood and deliberate actions taken to address them.  

Literature Focusing on Safe Sleep Educational Interventions 

 While many safe sleep interventional studies have been published, the hospital-based 

studies chosen for this project are all recent (2013-2016) and focus on more than just one single 

intervention, for instance providing a safe sleep video.  Themes that emerged from the literature 

are as follows: 

 Improve staff knowledge and provide ample resources.  The intervention 

recommended and implemented in every study reviewed was that of providing detailed, 

comprehensive education to all staff that care for infants. This education should include what is 

known about sleep-related deaths, the rationale and evidence supporting each SSR, and answers 

to the most commonly asked questions (Barsman et al., 2015; Gelfer et al., 2013; Goodstein et 

al., 2015; Hwang et al., 2015; Kuhlman et al., 2016; Mason et al., 2013; Moon et al., 2016; Salm 

Ward & Balfour, 2015).  Perinatal nurses need to become experts in safe sleep and feel confident 

in their discussions with parents. Along with education for staff was the recommendation for 

resources. Most of these same studies recommended having available to staff ample resources to 

assist with education, such as handouts, crib cards, room posters, and videos (Barsman et al., 

2015; Gelfer et al., 2013; Kuhlman et al., 2016). 

Be comprehensive, multidisciplinary, multifaceted, consistent, and repetitive.  Safe 

sleep projects that are comprehensive, multidisciplinary, and multifaceted are more effective 

with parents than piece-meal approaches such as single interventions implemented by only 

certain units or individuals within the organization (Goodstein et al., 2015; Mason et al., 2013). 

The goal is to have everyone in the organization modeling and teaching the same safe sleep 
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message. A consistent, repetitive message from multiple trusted sources has been shown to 

improve parental knowledge and adherence to the SSR (Barsman et al., 2015; Gaydos et al., 

2015; Goodstein et al., 2015). 

Lead the change effort with strong leadership and a unified message.  All studies 

emphasized the need for strong leadership support. Project team members included executive 

and unit-level leaders, educators, as well as physicians, advanced practice, and bedside nurses.  

Specific recommendations related to leadership of a safe sleep project were to (a) obtain early 

buy-in and involvement from organizational leaders as well as from stakeholders in every area 

that cares for infants, (b) develop and implement infant sleep policies and protocols to reinforce 

and standardize practices, and (c) measure the effectiveness of the project and share results with 

staff and through publication (Barsman et al., 2015; Gelfer et al., 2013; Mason et al., 2013; 

Moon et al., 2016).  Because of the barriers surrounding safe sleep, leaders should remain 

actively involved, be motivating, and carefully monitor the change effort to ensure sustainability 

(Kotter, 2007).  

While no studies reported complete success implementing safe sleep interventions, many 

organizations have reported significant improvements in both nursing practice and parent 

adherence to the SSR when comprehensive, organization-wide programs are implemented.   

Gaps in the Literature 

 One seeming weakness in the reviewed literature is the fact that there are no RCTs 

supporting the recommendations.  While it is important to note that RCTs are generally not 

appropriate for this type of issue, it does create some limitations: because most studies were 

quasi-experimental or of a descriptive design, generalizability is limited.  Further, because most 

of the studies were hospital-based, quality improvement type projects, multiple interventions 
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were implemented simultaneously.  What this means is the actual impact of each individual 

intervention is unknown.  What is known is the results from the implementation of the entire 

“bundle” of interventions.  While these results are still very useful, this might create challenges 

for other organizations implementing their own study.  Lastly, no evidence-based practice 

guidelines for nurses or leaders were located, reinforcing the need for the creation of a practice 

guideline on this topic.  

Theoretical and Conceptual Model Underpinnings 

 Conceptual models and theories have the potential to inform, guide, and provide insight 

into difficulties that might arise in evidence-based practice change projects.  In this section, three 

theoretical models will be described.  The ACE Star Model of Knowledge Transformation 

provides a rational for the need for a practice guideline, the Social Ecological Model is used to 

create a foundation of understanding for the content of the practice guideline itself, and the 

Model of Evidence-Based Practice provides guidance for this DNP project as a whole.  

 The ACE Star Model of Knowledge Transformation (ASM) is a theoretical model being 

used to underscore the need for the practice guideline. This model was developed in 2004 at the 

University of Texas San Antonio, School of Nursing, inspired by Imogene King’s previous work 

(UT Health Science Center, 2017). The ASM suggests how knowledge from basic research is 

ultimately transformed into sustained practice change.  The model describes five stages of 

knowledge transformation depicted as the points of a star (see Appendix C): (a) 

discovery/primary research, (b) creation of evidence summaries - such as evidence syntheses, 

systematic reviews, and integrative reviews, (c) translation of the evidence into guidelines – such 

as clinical practice guidelines that can then be used and embedded into organizational policies, 

protocols, or algorithms, (d) practice integration – which is the actual implementation of the 
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evidence into practice and involves the difficult task of individual and organizational change, and 

(e) evaluation of the new processes  - such as the study of patient outcomes, HCP satisfaction, 

efficacy, efficiency, and financial impact (UT Health Science Center, 2017).  Understanding this 

project using the model, step one is the evidence rendered from the SUID epidemiological 

research that has brought to light the risk factors associated with SUID.  This research led to step 

two, the development of the general safe sleep recommendations published by the AAP.  This 

project represents step three of the research-to-practice process: taking the safe sleep 

recommendations and translating them into practical and specific guidelines for nurses and 

nurse-leaders within hospitals and other perinatal healthcare settings.  This model helps shed 

light on why hospitals have done poorly implementing the SSR and provides guidance for 

moving what is known about preventing SUID to sustainable practice change at the bedside. 

The Social Ecological Model (SEM) is a health behavior theory that focuses on “the 

factors affecting behavior and provide[s] guidance for developing successful programs through 

social environments” (Butts & Rich, 2015, p. 246).  Use of this model is evident, both explicitly 

and implicitly, in much of the research reviewed for this project and provides important insight 

for the development of the safe sleep practice guideline (Gelfer, et al., 2013; Goodstein et al., 

2015; Hwang et al., 2015; Kuhlmann, et al., 2016; Mason, et al., 2013; Moon et al., 2016).  This 

model is visually depicted as concentric circles of the person’s social environment, with those 

circles (or levels) closest to the person (parents in this case) having more impact, or influence, 

than those in distant circles (see Appendix D).  The SEM suggests that individuals “dynamically 

interact with their environments” (Salm Ward & Doering, 2014, p. 578), thus it is imperative 

when planning interventions to not only focus on the parents, but also on the different influencers 

– both people and organizations, around them.  This model further suggests the more messages 
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parents hears from those they trust (in the circles closest to them), the more apt they are to 

consider and heed the recommendations given (National Action Partnership to Promote Safe 

Sleep [NAPPSS], 2015).  As an example, a public health campaign message on a billboard that 

reads “babies should sleep alone, on their backs, in a safe crib,” might have some impact on 

parents, but not near the impact as hearing the same message from family, friends, midwife, 

pediatrician, and nurses in the hospital.  The SEM model provides important insight into the 

barriers and facilitators to the safe sleep message and has informed the development of the 

practice guideline. 

Finally, the conceptual model chosen to provide step-by-step guidance in this project is 

the Model of Evidence-Based Practice (EBP) Change by J.H. Larrabee.  This model is 

comprised of six sequential steps and offers detailed elements necessary for each. The steps are 

(a) assess the need for change in practice, (b) locate the best evidence, (c) critically analyze the 

evidence, (d) design the practice change, (e) implement and evaluate the change, and (f) integrate 

and maintain the change in practice (Larrabee, 2004; Melnyk & Fineout-Overholt, 2015).  While 

this model is ideal for understanding and guiding organization-level change efforts, the steps 

needed for the development of a practice guideline are the same.  For this project, the first five 

steps were used to guide the practice guideline development and appraisal process, and are 

incorporated into the project timeline (see Appendix E). 

The final desired outcome for this project is a practice guideline that is based on the best 

evidence currently available, is informed and guided by theory, and is critically appraised by 

experts, peers, and key stakeholders.  In the following sections, how the guideline was developed 

and appraised will be discussed.  
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Section 3: Practice Guideline Development and Appraisal Project Design and Methods 

In the spring of 2016, the practice guideline titled Promoting Safe Infant Sleep: A 

Clinical Practice Guideline for Nurses and Nurse-Leaders was developed.  This document was 

created in collaboration with AWHONN leaders, and a review/pilot team. This team included six 

perinatal nurse-leaders, one communications expert, and one soon-to-be mother with a degree in 

English and graphic design experience. Once the practice guideline was drafted, reviewed by the 

team, and edited, it was ready for the final critical appraisal by perinatal nurse-leader “end-

users.”  See Appendix F for the practice guideline.  

The formal appraisal of the practice guideline was a two-phase, non-experimental, 

descriptive, mixed-methods design using an online survey approach. This approach was chosen 

because online surveys are able collect a large amount of data in a rapid, cost efficient way 

(Terry, 2012).  Disadvantages can be low response rates, and a tendency to receive superficial 

answers (Melnyk & Fineout-Overholt, 2015).  Open-ended comments were sought to provide an 

opportunity for more in-depth thoughts and suggestions that might have been otherwise missed 

in the Likert scale survey questions (Terry, 2012).  

Participants  

A convenience sample of perinatal nurse-leaders with snowballing was used.  Participant 

inclusion criterion were as follows: (a) a registered nurse residing in the United States, with (b) 

current or past experience with perinatal patients in a hospital or birthing center, and (c) current 

or past leadership experience as a perinatal nurse-executive, director, manager, clinical educator, 

child-birth/parenting educator, lactation consultant, or working as an advanced practice nurse, 

certified nurse midwife, or academic faculty with perinatal nurse experience. The sample size 

goal was a minimum of 20 participants, from a minimum of five organizations.  While the 



PROMOTING SAFE INFANT SLEEP 20 

 

guideline was written for both nurses and nurse-leaders, nurses without leadership experience 

were excluded because of concern for their ability to accurately appraise the nurse-leader portion 

of the guideline. It was assumed that most, if not all, nurse-leaders would also have had at least 

some bedside nursing experience.  

Setting and Recruitment 

This project was not conducted within one specific organization as one goal was to have 

participant representation from a wide variety of settings.  Thus, participants were sought from 

the population of perinatal nurse-leaders “at large.”  Recruitment began with nurse-leaders 

known to the author from organizations primarily from Southern Arizona as well as from across 

the nation.  Snowball sampling was then sought which is asking early potential participants to 

assist in recruiting other perinatal nurse-leaders that meet the inclusion criteria (Melnyk & 

Fineout-Overholt, 2015). Participants were asked to provide names and email addresses of other 

potential participants that met the inclusion criteria. Twenty six potential participants were 

identified and 38% of the invited participants were not known to the author. 

Survey Development 

The main instrument used in the appraisal survey was an adaptation of the Appraisal of 

Guidelines for Research & Evaluation II (AGREE II) tool (AGREE Enterprise, n.d.).  This 

systematic appraisal instrument was developed to appraise practice guidelines and has been 

found to be both valid and reliable. It has been cited in over 100 publications (Brouwers et al., 

2013).  The AGREE II tool is comprised of 25 questions with room for comments throughout. It 

uses a 7-point Likert scale with “strongly disagree” at the low end (1) and “strongly agree” at the 

high end (7). The questions are grouped into domains, each addressing a different quality 

important to practice guidelines, as well as two questions asking about the overall quality of the 
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guideline and a final recommendation for use.  Because this project appraisal was part of the 

practice guideline development process (versus an already published guideline being appraised), 

some of the questions were confusing as written, or would have been difficult or impossible for 

the participant to answer correctly.  Because of this, it was decided to remove one domain 

completely and clarify two of the questions. Twenty of the 25 original questions were used in the 

project survey.   

The phase-one survey included (a) seven demographic questions; (b) seventeen Likert 

scale questions within five domains, and (c) two overall assessment and recommendation-for-use 

questions.  In phase-two, one “yes-no” follow-up question was asked nine weeks after the initial 

survey invitation (an extra week was added due to week eight falling on the week between 

Christmas and New Year’s). Only those completing the phase-one survey were asked to 

complete phase-two.  Eight open-ended comment boxes were provided, seven in the phase-one 

survey. Unstructured comment boxes were provided following each of the fives domains of 

questions, and three asked for specific feedback (such as regarding clarity, and actions they had 

taken since reading the guideline).  See Appendix G for list of survey questions. 

Survey Procedure: Timeline and Protocol 

The anticipated timeframe for the entire project was two years, starting in the fall of 2015 

with a planned completion date of July of 2017.  The appraisal survey took place over a total of 

12 weeks, starting in the fall of 2016. IRB approval was sought and the project was deemed “not 

humans subject research,” or exempt (see Appendix H).   

The potential participants were emailed one week prior to the start of the survey from the 

author’s email (a university address and familiar to many of them).  The project was explained 

and the participants invited to join the appraisal study.  The practice guideline was included in 
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the email in PDF format.  The project plan was described in the initial email, as well as in a 

cover letter within in the guideline, and at the beginning of the online survey.   Risks were 

discussed and informed consent was obtained (see Appendix I).  The practice guideline was 

made readily available throughout the appraisal process in hopes that participants would read it 

prior to taking the survey.  The survey was then administered using an online survey software 

(Qualtrics) with weekly email reminders sent for the first month. Nine weeks after the initial 

survey, the phase-two survey was sent to those having completed phase-one.  Results were 

aggregated for analysis, and were thus anonymous, but names of those who completed the survey 

were not. Details of the level of anonymity were described in the initial invitation and informed 

consent process.  An incentive drawing for two $25 Amazon gift cards was offered to improve 

response and completion rates. 

Barriers, Facilitators, and Challenges 

Potential barriers identified prior to the implementation of this project were related to 

making a solid connection with the nurse-leaders via email (concern with using email as easy to 

ignore, miss, or the email going to a “junk” folder), and the time commitment needed to 

complete the survey.  Specifically, participants were asked to (a) read the 7-page practice 

guideline which was estimated to take 20-30 minutes, and (b) respond to an email and click on a 

link to the online survey website which might have felt risky to participants.  The phase-one 

survey was estimated to take 15-20 minutes, and phase-two to take 5-10 minutes. The total time 

commitment asked for was possibly one hour. Other concerns were obtaining the number of 

nurse-leader participants desired and the need for snowball recruitment; concern that participants 

might not want to complete the survey as it was not completely anonymous; and concern about 
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the possible poor timing of the survey which was over the 2016 holiday season (October 30, 

2016-January 18, 2017) when many people take time off work.   

Some facilitators to this project were (a) using an online software system which made the 

survey attractive and the process convenient and user-friendly, (b) offering an incentive (gift 

cards) to improve response rates, and (c) the author having a fairly large circle of perinatal nurse-

leader connections who seemed willing to participate and provide names of other potential 

participants.  Other actions taken to facilitate participation and improve completion rates were to 

make the practice guideline readily available and send email reminders to participants to 

complete the surveys. 

Finally, one challenge anticipated in the project was finding nurse-leaders from a wide 

range of perinatal organizations (region, organizational size, and type of unit).  One key interest, 

beyond the AGREE II appraisal questions, was whether the practice guideline was considered 

feasible and useful to a broad range of nurses, units, and organizations.  
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Section 4: Data Collection, Data Analysis, and Results 

Data Collection 

The web-based survey software Qualtrics (2016) was used to organize and distribute the 

survey, as well as to collect and manage the survey results.  The survey was piloted by the 

review/pilot team prior to implementation and revisions were made.  

For phase-one, 26 potential participants were emailed the initial invitation to join the 

project.  One week later, a second email from the Qualtrics server was sent and included the link 

to the Qualtrics survey.  Three weekly emails were sent over the following month. 

Phase-two of the survey began at week nine and was sent to the 15 participants that 

completed phase-one. This survey was one “yes-no” follow-up question asking whether action 

had been taken or considered, based on the information provided in the practice guideline.  

Participants were then asked to comment on actions taken and/or on barriers observed within 

their organization or specific unit. Results of both surveys were exported from Qualtrics, de-

identified, and placed into Excel and Word documents for analysis. 

Data Analysis 

 Descriptive analyses were performed on the demographic and quantitative appraisal 

questions.  Because fewer qualitative comments were obtained than anticipated, content analysis 

was not performed and results instead have been summarized and provided verbatim in a table. 

          First, the seven categorical demographic questions were summarized as frequencies and 

percentages.  Next, the 17 AGREE II Likert scale questions, grouped into five domains, were 

scored both by domain as well as by individual item scores.  The authors of the AGREE II 

instrument recommend reporting a “standardized percentage score” (SPS) for each domain.  The 

SPS is a calculated percentage (0-100%), with 100% meaning all participants scored every 
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question within the domain at the highest score (7- strongly agree), and 0% meaning all 

participants scored every question within the domain at the lowest score (1- strongly disagree).      

Because the 17 individual items were felt to provide insight as to specific concerns and 

where revisions might be warranted, individual item results were also analyzed and are reported 

as frequencies, percentages, medians, and ranges.  Finally, the yes-no questions “I would 

recommend this guideline for use,” and the phase-two survey question “Have you taken 

action…” are each reported as frequency and percentage scores.  

Results 

 Of the 26 nurse-leaders invited to participate in the online appraisal survey, 15 (57.7%) 

completed phase-one.  Of these 15, ten completed phase-two (66.7%) for a final response rate of 

38.5% for both surveys. 

Demographic Data  

 The majority of participants (60.0%) were >50 years old and had >20 years of perinatal 

nursing experience (53.3%).  Forty percent held Master’s degrees or higher.  Characteristics of 

the practice setting showed that all participants practiced in a hospital setting, with 35.3% 

working in hospitals delivering >4000 infants per year and 17.7% in hospitals with <1000 

deliveries per year.  The most common role was that of the manager (33.3%), followed by 

clinical educator, bedside nurse (both at 26.7%), and childbirth educator (20%).  Finally, 

locations worked within the hospital showed representation from all units that care for infants, 

with the mother-baby unit being highest at 73.3%, followed by the well nursery (60%), labor and 

delivery (33.3%), and the neonatal intensive care unit (33.3%). See Appendix J for summary of 

demographic data.  While not explicitly asked, it was noted that eight different healthcare 

organizations were represented by the 15 participants who completed the phase-one survey. 
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Appraisal Data 

 The appraisal portion of the survey had a total of 20 questions: 17 Likert scale items in 5 

domains, two overall assessment and recommendation questions, and one 9 week follow-up 

question.  The SPSs for the 5 domains ranged between 92.7% and 96.1%.  Domain 3 – Rigor of 

Development scored the lowest at 92.7%, followed by domain 5 – Applicability at 94.3% (see 

Appendix K).  Of the 17 individual items, questions # 10, 16, and 17 had the lowest and widest 

range of scores (see Appendix L).   

 Question #18, the “overall guideline assessment” item, was scored on a 7-point Likert 

scale from “lowest possible quality” (1) to “highest possible quality” (7).  All participants scored 

this item as either “highest possible quality” (60%, n=9) or “high quality” (40%, n=6).  Question 

#19, the “I would recommend this guideline for use” item, was scored as “no” (0%), “yes” 

(93.3%, n=14), and “yes with modifications” (6.7%, n=1).  Finally, question #20 was the phase-

two follow-up question asking whether the participant had taken, or had considered taking 

action, on what they had read in the practice guideline.  Of the 10 responses, 90% reported “yes” 

to taking action. See Appendix M.   

Open-ended Comments 

 Of the 16 comments received, six were from the phase-one survey and 10 were from the 

phase-two survey. Overall, the comments were positive, with four explicit suggestions for 

revisions provided, two of which were the same.  Of the 10 comments from the 8-week (phase-

two) follow-up survey, eight were related to actions taken since reading the guideline, and two 

were related to barriers noted within their own organizations or communities. Comments are 

provided verbatim in Appendix N. 
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Section 5: Discussion, Lessons Learned, and Future Implications 

 The purpose of this project was to develop and formally appraise an evidence-based 

practice guideline on the topic of safe infant sleep for hospital-based perinatal nurses. The 

guideline is intended to provide guidance for individual nurses as well as for leaders interested in 

unit or organization-level quality improvement projects.  The appraisal of the guideline was to 

establish content validity, as well as to assess its feasibility and motivational factor.  In this final 

section, the appraisal process and results will be discussed, along with implications for the future 

and key lessons learned throughout the project. 

The Appraisal Design and Plan 

 Generally, the appraisal portion of this project occurred as planned.  The combined 

response rate for both phases of the survey was 38.5% which is considered roughly average for 

online surveys (UTexas Faculty Innovate, n.d.; Fryrear, 2015).  However, it did appear that at 

least some of the surveys might have been hastily completed, as noted by the overall lack of 

comments, lack of addressing topics requested in the comments, and some survey results having 

the same score on every Likert-style question.  Superficial responses have been noted as a 

common issue with online surveys (Melnyk & Fineout-Overholt, 2015), with one possible 

contributor to this being the length of time required to read the guideline and complete the 

survey. This was upwards of 50 minutes for phase-one, and 10 minutes for phase-two.  Some 

online survey experts recommend surveys being no more than 10-20 minutes in length (Fryrear, 

2015; Henning, 2013).  To try to minimize this risk, the guideline was provided prior to the 

survey to try to encourage the participants to read the guideline prior to taking the survey.  

  Other design issues that might have affected the response rate were that at least two 

participants did not receive the Qualtrics emails, and the timing of the phase-two survey which 
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occurred around the Christmas holiday.  The author was asked by two invited participants about 

the survey well after it had started.  They had received the initial email, but not the email a week 

later from the Qualtrics server. The exact problem was never identified, however a second email 

was sent from the author’s work email address notifying the group of the problem. An 

anonymous link to the survey was included for those who might have needed it.  Both 

participants with email issues were from the same organization.  For the timing of the survey, the 

phase-two survey was scheduled to start immediately after Christmas and was set to be open for 

two weeks, including the week between Christmas and New Year’s, a week many nurse-leaders 

take vacation.  Because of both of these issues, it was decided to leave the phase-one survey 

open for one more week and to start the phase-two survey after the New Year. 

The Survey Results 

 While there were only 15 participants who completed phase-one and 10 completing 

phase-two of the survey, there was still good representation in terms of size of organizations, 

types of leaders, types of perinatal units, and locations across the country. Because one of the 

goals was to gather feedback from all potential types of users who might use the practice 

guideline, a broad range of participants was sought.   Who was not formally surveyed were any 

advanced practice nurses (such as neonatal or pediatric nurse practitioners), certified nurse 

midwives (CNM), or nurse executives.  Further, there were no participants from free-standing 

birthing centers or clinics. The practice guideline review/pilot team, however, did include a 

CNM and pediatric nurse practitioner, along with four other perinatal nurse-leaders. 

 The AGREE II appraisal questions (#1-19) all scored quite high, with the lowest scoring 

domain SPS being 92.7%.  All participants recommended the guideline for use.  In looking at the 

lowest scoring individual items (#10, 16, 17), it is worth noting that for all of the items, the issue 
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was not that the information was not addressed in the practice guideline, but rather it was not 

seen by the participant. For instance, the lowest scoring item #10 -“A procedure for updating the 

guideline is provided” is explicitly addressed at the bottom of page 8 of the guideline, and #16 -

“Costs and resource implications are considered” is addressed on page 7.  Item #17 -“The 

guideline presents monitoring/auditing criteria” is also explicitly addressed on page 7, but using 

the phrase “measure the effectiveness” (with examples such as crib audits) instead of the survey 

term “monitoring/auditing criteria.”  This survey question might have been clearer if the terms 

had been identical, instead of synonymous. 

 Question #20 was the phase-two follow-up question and asked participants if they had 

“taken or considered taking action on [their] unit or organization to improve the infant sleep 

practices” since reading the practice guideline.  Ninety percent of the participants answered yes 

to this question. All participants provided comments, though not all commented on what those 

changes were. This final question was meant to measure how motivating the practice guideline 

was, as well as to answer the PICOT question guiding this project which specifically asked about 

planning or implementation of a safe sleep quality QI project.  While the practice guideline 

clearly motivated participants to take or consider taking action, there was no explicit mention of 

a quality improvement type project by any participant in the comments section, and only one 

comment that the information had been presented to their education committee “for a future in-

service.”  Therefore, the answer to this aspect of the PICOT question is unknown due to the 

phase-two question not explicitly asking about QI-type projects.  

 Finally, of the 18 comments, there were four comments suggesting revisions: Two 

participants recommended including changes from the recently updated 2016 AAP policy 

statement, one suggested integrating the pacifier recommendation from the Baby Friendly 
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Initiative into the guideline, and one recommended that the guideline needed to “consider the 

small rural population not delivered in traditional settings.”  Each of these suggestions will be 

looked at individually. 

First, an updated AAP policy statement had been anticipated to be published in late 2016, 

which was about the same time the survey was to begin.  This was explained in the introductory 

letter to the participants.  The updated policy statement was indeed published at the end of 

October 2016, and included mainly small additions and clarifications related to swaddling, skin-

to-skin, bed-sharing, room-sharing, loose bedding, and pacifiers (AAP, 2016). The guideline is 

planned to be revised to reflect these changes.   

Second, the Baby Friendly Initiative (BFI) is a World Health Organization program that 

provides assistance to, and recognition of hospitals and birthing centers that provide “an optimal 

level of care for infant [breast] feeding and mother/baby bonding.” (Baby-Friendly USA, 2012, 

para. 1).  The initiative has 10 steps for promoting breastfeeding which are recommendations for 

birthing hospitals, and are required for “Baby-Friendly” certified hospitals.  One of the steps 

states to not use pacifiers or artificial nipples with breastfed infants (Baby-Friendly USA, 2012).  

This BFI recommendation is already congruent with the AAP SSR (for newborns) which 

recommends introducing a pacifier to breast fed infants after breastfeeding is well established, 

typically after three to four weeks (AAP, 2016).  Finally, the last suggestion was to “consider the 

small rural population not delivered in traditional settings.” This recommendation was explored 

and determined to be too vague to be able to take action on.     

Key Lessons Learned 

 While many lessons were learned throughout this project, the most significant 

observations and limitations will be discussed here.  First, in creating the appraisal survey and 
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adapting the AGREE II instrument, two key questions (an entire domain) regarding bias and 

conflict of interest were removed.  While this was not done without discussion and thought, it 

became clear later that this topic was critically important and the questions should have been 

adapted into a format that would have been clear for the participants.  Second, the length of the 

guideline and the survey together was clearly too long and might have led to superficial survey 

responses.  An alternative survey design might have been to divide up the participants and have 

half read the guideline and only answer the AGREE II appraisal items, and have half read the 

guideline and provide comments on specific subjects such as clarity and feasibility. This would 

have shortened the survey and might have rendered more thoughtful feedback from both.  

Finally, the issue of the Qualtrics survey not reaching some participants is particularly 

concerning as it might not have been discovered and resulted in even a lower response rate.  

While the author was able to work around the problem, in the future, asking participants to add 

Qualtrics to their email “not junk” or “SPAM” list is a possibility, or sending a follow-up email 

from a personal email once the Qualtrics survey is started.  Technological issues need to be 

watched for and managed as new internet threats arise and new safeguards and mechanisms are 

developed to block them. 

Implications for the Future 

 Translating evidence, such as the AAP safe sleep recommendations, into practice 

guidelines for specific population is now recognized as a critical step in transforming basic 

knowledge into practice (UT Health Science Center, 2017; White & Dudley-Brown, 2012).  

Further, peer review, pilot testing, and stakeholder review of a practice guideline are critical last 

steps in the development process (Melnyk & Fineout-Overholt, 2015).  This practice guideline 

for nurses has gone through the steps needed to be considered a high-quality document, useful to 
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hospital nurses and nurse-leaders seeking to improve their infant sleep practices. Going forward, 

the practice guideline will need to be routinely and systematically reviewed and updated as new 

evidence is published.  Practice guidelines are not meant to be viewed as static entities, but rather 

as living documents that need to change and evolve as knowledge on the topic increases.   

Conclusion 

Sleep-related infant deaths are continuing unabated, one journalist commenting, “If there 

was anything else killing children at this rate, there would be an outcry from the community” 

(Thayer & Eldeib, 2012, p. 2). The mystery that once surrounded these deaths is gone yet the 

U.S. has been unsuccessful at decreasing its numbers.  In 2009, Dr. Edwin Mitchell, SIDS expert 

and researcher from New Zealand stated, “Application of what we currently know could 

eliminate SIDS.  The challenge is to find ways of implementing our knowledge [emphasis 

added]” (Mitchell, 2009, p.1712).  This DNP project has established the need for nurses and 

other HCPs to do more towards educating parents.  It has provided an overview of the current 

literature and developed a critically appraised, evidence-based practice guideline.  Nurses are in 

key positions to help prevent these deaths and have a responsibility to educate, model, and 

endorse safe sleep practices.  This practice guideline has the potential to help nurses and 

organizations successfully educate all new parents on the life-saving recommendations and 

ultimately eliminate many, if not most, of these preventable deaths. 
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Appendix A 

Evidence Table 

Citation - author, 

year, title 

Conceptual 

Framework 
Design/Method Sample/Setting Major Variables 

Studied 

Measurement of 

Major Variables 

Data Analysis Study Findings Level and Quality of Evidence 

Study Strengths and Weaknesses 

Barsman, S.G., 

Dowling, D. A., 

Damato, E. G., & 

Czeck, P. (2015). 
Neonatal nurses’ 

beliefs, knowledge, 

and practices in 
relation to sudden 

infant death 

syndrome risk-
reduction 

recommendations 

 
 

 

 
 

 

 
 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

(Legend located at 

end of the table) 

None 

discussed 

Design: Mixed 

methods 

Exploratory, 

prospective, 
descriptive 

design 

 
Quantitative and 

qualitative data 

collected 
 

Method: 

convenience 
sample of  NICU 

and TCU nurses  

 

Purposes 

-assess nurses’ 

current beliefs r/t 
SSP 

 
-examine  

knowledge of 

SSP 
 

-evaluate clinical 

application of 
SSP in clinically 

stable infants 

(practices) 
 

-compare the 

above topics of 
NICU to TCU 

nurses 

Setting: One level III 

NICU and one TCU 

(most NBs discharged 

from TCU) 

 

Sample: Staff neonatal 

nurses from both units 
 

200 surveys distributed 

n= 96 returned (48%) 
 

63-NICU nurses 

23-TCU nurses 
9-NNPs who worked in 

both units 

 
Results only included 

responses from NICU 

and TCU nurses 

Content 

Explored: 

 

NICU and TCU 
nurse 

 

Beliefs 
 

Knowledge 

 
Application/pract

ice 

 
Comparisons of 

NICU and TCU 

nurses 

 

 

Measurement 

Tools: 

 

33 item SIDS 
risk-reduction 

questionnaire  

 
Content: 

demographics, 

beliefs, 
knowledge, and 

practice 

 
 

 Data 

Analysis: 

 

IBM SPSS 
version 21 

used to “clean 

and analyze 
data.” 

 

Content 
analysis used 

for qualitative 

data and 
coded based 

on themes by 

3 researchers 

 

Key Findings: 

 

Beliefs 

- 53% of total RNs strongly 
believed SSP make a difference 

to prevent SIDS 

-20% total strongly believed 
parents mimic nurse practices 

(modelled) 

-50% total strongly believed in 
following a policy regardless of 

their views about efficacy of 

SIDS prevention  
-26% of TCU and 14% of NICU 

nurses believe supine sleep does 

NOT increase aspiration risk 
 

Knowledge 

-most RNs (range 81% -99%) 
know most of the SSP 

recommendations except for 
offering a pacifier (36%) and not 

using a commercial 

cardiorespiratory monitor (15%). 
-59% of NICU and 74% of TCU 

knew recommendation to 

transition to supine at 32 weeks 
or as soon as clinically stable. 

-Overall, TCU nurses knew SSP 

recommendations more than 
NICU 

 

Application/practice 

-73% NICU and 96% of TCU 

nurses positioned DC-ready 

infants supine 
-60% NICU and 100% TCU 

nurses always or often 

transitioned infants to supine 

position 

-29% NICU and 17% TCU 

Level of Evidence: Level VI 

 

USPSTF Quality of Evidence: fair 

 

Strengths:  
-adapted from previous tool by 

authors Grazel and colleagues 
-tool tested for validity 

 

Weaknesses 

-self-report survey of actual practices 

instead of direct observation 

-small sample sizes from one 
hospital 

-convenience sample 

-very limited generalizability 
-tool not tested reliability 

-48% return rate 

 

Recommendations/Conclusions: 

-significant inconsistencies in 
beliefs, knowledge, and practice in 

NICU/TCU settings 

-findings support “need for ongoing 
education concerning the evidence 

that supports SIDS risk-reduction 

recommendations” (p.215) 
-developmental care practices 

continued past the 32 wk/stable 

infant criteria 
-nurses may have trouble reconciling 

developmental care 

recommendations to SSP 
recommendations 

-majority of nurses lacking in 

knowledge r/t monitors, pacifiers,  
-most substantial barrier probably 

lack of knowledge from lack of 

education on SSP 

-improve education to nurses 

-provide  
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placed stable preterm infants 

side-lying for sleep 
 

Qualitative analysis: 

-Most frequently cited reasons 
for placing infant not supine 

were (53%) risk of reflux or 

aspiration, (10%) infant comfort.  
11% reported not (ever) 

transitioning stable infants to 

supine position prior to 

discharge 

-56% NICU reported always or 

often using positioning devices 
for stable preterm infants in 

cribs compared to 17% TCU 

nurses. 
-70% if NICU and 100% of 

TCU nurses reported following 

unit-specific guidelines 
regarding SSP 

-49% NICU often/always 

provided verbal instruction on 

SSP compared to 100% TCU 

-14% of NICU often/always 

provided written DC instructions 
compared to 61% TCU 

 

Gaydos, L. M., 
Blake, S. C., 

Gazmararian, J. A., 

Woodruff, W., 
Thompson, W. W., & 

Dalmida, S. G. 

(2015). Revisiting 
safe sleep 

recommendations for 

African-American 
infants: Why current 

counseling is 

insufficient. 

None 
discussed 

Design: 
Exploratory, 

descriptive, 

qualitative study 
of AA parents 

and HCPs that 

care for them 
focusing on sleep 

safety. Analysis 

part of larger 
study exploring 

information 

needs of low-
income, first-

time mothers. 

 
 

Method: Focus 

groups of parents  
and individual 

interviews of 

HCPs 

Setting:   

Sample: 

60 AA, low-income, 1st 

time mothers in 8 focus 
groups & interviews   

 

20 HCPs serving same 
population - individual 

phone interviews 

67 invited/20 completed 
 

Not applicable Parent focus 
groups with 

structured 

general and 
probing 

questions 

 
HCP individual 

phone interview 

with structured 
general and 

probing 

questions 

Content 
analysis 

framework 

used, 
including an 

iterative cycle 

of collection, 
coding, and 

triangulation.   

 Central Themes: 

1. Understanding of SSPs and 

compliance 

 

2. Reasons for compliance/non-

compliance 

 

3. Role of culture and family in 

decision making 

 

4. Attitudes and beliefs of 

HCPs caring for this 
population 

 

 

Level of Evidence: Level VI 

 

USPSTF rating Quality of 

Evidence: fair 
 

Strengths:  

-Clear study design, probable 
adequate study size for qualitative 

design  

-Provides insight into reasons for 
non-compliance among population 

with high rates of SUID deaths as 

well as provider beliefs and attitudes 
-results appear valid and reliable 

based on study design with iterative 

cycles of collection, coding, and 
triangulation 

 

Weaknesses:  
-Not generalizable to populations 

beyond subjects and setting in study 

-small sample size of HCPs 
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Recommendations/Conclusions 

-AA mothers often are aware of SSP 

but choose to bed-share and place 
infant prone anyway. 

-AA mothers appear subject to 

strong cultural and familial norms 
-providers 

-HCPs felt unable to address non-

compliance beyond the AAP SSR 

-HCP have “sense of futility” and  

reluctance to adapt the SSR or 

provide risk reducing conversations 
with parents who chose to not 

comply. 

-Findings suggest need for more 
community involvement in 

counseling on SSR 

-Need to provide detailed 
information and rationales 

-HCPs should not ignore the 

controversy with bedsharing 

-HCPs should consider offering 

“safer” strategies for parents who 

chose to bedshare 
-Some AA mothers are inadvertently 

increasing SIDS risk by substituting 

other practices in attempt to decrease 
risk. 

 

Gelfer, P., Cameron, 
R., Masters, K., & 

Kennedy, K. A. 

(2013). Integrating 
“back to sleep” 

recommendations 

into neonatal ICU 
practice.  

 None 
discussed 

Design: Quasi-
experimental/QI 

project to assess 

multifactorial 
interventions 

within hospital  

 

Method: 
Comparisons of 

3 phases of 
study: pre-, mid-, 

and post-

implementation 
of interventions 

 

 

Setting: 1-large tertiary 
care NICU  

Sample: convenience 

Crib audits: n=227 
62-pre- 

86-mid- 

78-post-implementation 
 

Parent phone survey 

after discharge: n=338 
 

Response rate 77% 

Replies: 259 
66 - pre- 

95 – mid-  

98 –post- 
implementation 

 

 IVs  
(interventions) 

-algorithm 

guiding when to 
start SSP in 

NICU 

-crib card 
-education for 

nurses 

-SSP policy 
-guidelines for 

nurses 

-education for 
parents 

DV-1 – in-

hospital: infant 
sleep position, 

mattress 

firmness, extra 

Measurement 

Tools: 

 

1.Crib audit tool 
for in-hospital 

compliance 

 
2.Phone 

interview 

questionnaire for 
parental 

compliance at 

home 

Comparisons 
of pre-mid-

post 

implementatio
n data made 

by using 

Fisher’s exact 

test. 

 

 

1. 80% of RNs completed SSP 
training 

2. Attitudinal barriers persisted 

after training 
3. Policy and education helped 

with attitudes and practice 

change 
4. Crib audits – rate of supine 

sleep from 39% pre- to 83% 

post-implementation        (p< 
.001) 

Firm mattress – 5% to 96% 

post (p<.001) 

Removal of soft items – 

45% to 75% post  (p =.001) 

5. Parent compliance – rate of 

Level of Evidence: Level IV 

 

USPSTF rating Quality of 

Evidence: fair 

 

Strengths:  
-clear study design  
-study results appear fairly valid 

though confounding and bias could 

be unknowingly present as 
demographic data is missing and QI 

study design is weak  

 

Weaknesses:  

-small sample size 

- No demographic data was collected 
on parents so selection bias could be 

present 

- No data collected on consistency of 
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objects in crib 

DV-2- parental 
compliance with 

SSP at home 

full compliance pre- 23% to 

82% post (p<.001) 

 

intervention implementation or what 

information nurses included in 
discharge information 

-Because multiple interventions were 

implemented at once, unable to 
determine which interventions had 

the greatest impact. 

-Because of study design, 
confounding factors cannot be ruled 

out and unable to generalize to other 

settings 

 

Recommendations/Conclusions: 

-what parents observe in the hospital 
setting significantly effects what 

they do at home 

-while there are benefits to prone 
positioning in premature infants with 

respiratory problems, these 

advantages no longer exist in infants 
off O2 and nearing DC. 

-HCPs play a critical role in parent 

education and what parents see 

modelled in hospital strongly 

influences parental practices at 

home. 
-time should be spent obtaining early 

and continuous involvement of key 

stakeholders including leaders, 
nurses, educators, and physicians, 

OT and PT.   

-unit policy made with staff input 
-empowered the nursing and medical 

staff with knowledge, Q&A time, etc 

 

Goodstein, M. H., 

Bell, T., & Krugman, 

S. D. (2015). 
Improving infant 

sleep safety through 

a comprehensive 
hospital-based 

program.  

Discussed 

Health 

Belief 
Model in 

analysis of 

results 

Design: Quasi-

experimental/QI 

project with 
nonequivalent 

control group 

design 
 

Method: Cross-

sectional survey 
of parents of 

healthy newborns 

done (1) before 
HD and (2) at 

F/U 4 month 

well-baby visit 

Setting:  2-maternity 

units with 6000 

combined 
deliveries/year 

 

Sample: convenience 

Total deliveries: 8430 

Eligible families: 7020 

HD surveys filled out 
correctly: 1092 

F/U surveys filled out 

correctly: 490 
 

 

Control/comparison 

IVs  

(interventions) 

-modelling of 
SSP by all staff 

-DVD for parents 

-standardized 
nurse education 

-parental 

signature on 
acknowledgemen

t form 

-high priority on 
culture of infant 

safe sleep (with 

every interaction, 

Measurement 

Tools: 

 
Parent survey 

before HD 

 
Parent survey at 

F/U (4 month) 

well-baby visit 
 

Control group 

data obtained 
from NISP study 

Data 

analysis: 

Chi-square 
and z-test of 

proportions 

 

Demographics 

of study and 

control groups 
 

Comparisons 

made:  
1. Parent 

survey 

before HD 

 Study Findings: 

 

HD versus F/U   

-general retention of SSP 

knowledge was high at F/U with 

the exception of room sharing 
advice 

-Intended to actual behavior 

differences were significantly 
worse in F/U data (p < .001) for 

always back sleeping and always 

in bassinet, but significantly 
better than NISP group 

 

F/U actual SSPs versus NISP 

Level of Evidence: Level IV 

 

USPSTF rating Quality of 

Evidence: fair 

 

Strengths:  
-Large sample size 

-Use of a control group 

-Study design and methods clearly 
stated 

- Study results appear valid and 

reliable though confounding and bias 
could be unknowingly present as 

study design lacks strong controls 
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Control group - 

Results 

compared to  
data obtained 

from most recent 

NISP* study 
(survey questions 

designed to be 

comparable to 

NISP survey 

questions) 

 
 

 

 
 

 

*NISP survey 
was a national 

benchmarking 

study done every 

year between 

1992-2010 

 
  

group: NISP survey - 

1046 

safety check) 

 

DV  
1. Knowledge of 

SSP 
2. Intention to 

follow SSP 

3. Actual SSPs 
@ 4 month 

F/U visit. 

versus F/U 

visit 

 

2. Actual 

SSPs at F/U 
visit versus 

control 

group NISP 
survey data 

reported actual SSPs 

-demographics were dissimilar 
to study group in multiple areas, 

including NISP having higher 

level of education 
- The intervention group was 

significantly more likely to (a) 

place baby on back, (b) in a 
bassinet/crib, (c) with only a thin 

sheet, and (d) remember 

receiving information from a 

HCP (all: p<.001).  The NISP 

group offered a pacifier more 

often than the intervention group 
(p.<001) 

 

 

Weaknesses 

-Did not collect baseline data 
-Tables seemed to be missing some 

important data (intention data) 

making some interpretations difficult 
- Because multiple interventions 

were implemented at once, unable to 

determine which interventions had 
the greatest impact. 

-Demographics of control group 

significantly different than 

intervention group, as well as 

between HD and F/U groups which 

could have introduced bias. 
-Results not generalizable to other 

populations due to possible 

confounding factors from study 
design 

-Self-report surveys might not be 

answered truthfully 
 

 

Recommendations/Conclusions: 

-Hospital SSP education was shown 

to be feasible, well accepted by 

parents, and manageable to those 
educating  

- parents who heard SSP from HCPs 

3x more likely to keep infant on 
back. 
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Hwang, S. S., 

O’Sullivan, A., 
Fitzgerald, E., 

Melvin, P., Gorman, 

T., & Fiascone, J. M. 
(2015). 

Implementation of 

safe sleep practices 
in the neonatal 

intensive care unit 

 None 

discussed 

Design: Cross-

sectional, Quasi-
experimental/QI 

project to assess 

bundled SSR 
interventions (pre 

& post 

intervention crib 
audits ) 

 

Method: 

Baseline survey 

of SSP (crib 

audit) of 
-supine sleeping 

-flat crib 

-no positioning 
devices 

-no toys, 

comforters, quilts 
in crib 

 

 

All surveys 

completed over 8 

months divided 
into pre-, mid-, 

and post-

intervention 
periods 

Setting: Two level-3 

NICUs with 4400 
combined deliveries/yr. 

with ~635 admissions/yr 

to NICU 

 

Sample: convenience  

N= 755 

n= 395 eligible for SSP 

intervention 

 

388 (98.2%) completed 

audits 

 
-112 pre intervention 

-158 mid   “        “ 

-118 post   “        “ 
 

 

IV: 

(interventions) 
-Initiation of SSP 

algorithm 

-Nsg education 
-1:1 nsg 

education at 

bedside of 
algorithm and 

SSP 

-Crib cards 

-Large posters 

with SSP in pt. 

rooms and staff 
lounge 

-SSP refresher 

sessions 

 

 

DV: 

-supine sleeping 

-flat crib 

-no positioning 

devices in crib 

-no toys, 

comforters, quilts 
in crib 

 

Measurement 

Tools: 

 

Survey of SSP 

(crib audit) 

 

Data 

Analysis: 

 

Descriptive 

data analysis: 

percentages 

calculated for 

categorical 
variables 

 

Comparisons 

made:  

 Overall and 

adherence to 
each of 4 

components 

across 3 time 
periods using 

“logic link 

generalized 
linear models 

for binomial 

outcomes” 

(p.864) 

 Study Findings: 

 

98.2% completed audits on 

eligible infants 

80% eligible had crib cards in 
mid- and post-intervention 

periods 

 
 

Overall adherence improved 

25.9 to 79.7% 

(p < .001) 

 

Supine – 80.4% to 95.8% 

 

Flat – 69.6% to 99.2% 

 

No positioning devices – 73.2% 

to 94.9 

 

No toys, comforters, quilts in 

crib – 40.9% to 85.6% 

 

(all with p < .001) 

 

 

Level of Evidence: Level IV 

 

USPSTF rating Quality of 

Evidence: fair 

 

Strengths:  
-study showed SSP can be 

standardized and  integrated into 
routine care in the NICU setting 

-study results appear valid 

-large sample size 

98.2% completion rate 

-actual SSP behaviors audited, not 

self-report survey. 

Weaknesses 

-convenience sample 

-looked only at nursing practices in 
hospital 

-no follow up with parents after DC 

so unable to measure whether 
intervention led to improved 

adherence at home 

-intervention period short -2 weeks 

- crib audits occurred during day.  

Might have missed night shift 

differences 

 

 

Recommendations/Conclusions: 

-SSP modelling and education 

should begin weeks or months 

before DC from NICU 
- DC of high-risk infants requires 

greater standardization 

-DC efforts should include 
collaborative multi-disciplinary 

efforts 

 

Kuhlmann, S., 

Ahlers-Schmidt, C. 

R., Lukasiewicz, G., 
& Truong, T. M. 

(2016). Interventions 

to improve safe sleep 
among hospitalized 

infants at eight 

children’s hospitals.  
 

This study is closely 

patterned after study 

 None 

discussed 
Design: 

Nonequivalent 

group quasi-
experimental 

study/QI project 

to assess a 
bundled SSP 

intervention  

 

Method: 

Comparisons of 

pre- and post- 

Setting: Multicenter 

project, in 8 pediatric 

hospitals in hospital 
association 

 

Sample: convenience 
sample from each 

hospital  

 
Infants: 0-6 months  

n=264 pre intervention 

n=234 post   “       “ 

 IV: bundled 

interventions 

which differed at 
each hospital  

-education for 

staff- 8/8  (this 
was the only 

mandated 

intervention) 
-staff written 

declaration of 

practice form - 

Measurement 

Tools: 

 

4-item tool 

measuring sleep 

location, 
position, and 

environment as 

well as caregiver 
presence 

 

Process 

 Data 

Analysis: 

 

Frequencies 

and 

percentages 
calculated for 

all DVs 

 
Comparisons 

between pre- 

and post-

 Study Findings: 

 

Demographics of each hospital 
site provided 

 

Comparisons: 

Overall safe sleep (p<.001) 

-pre- 4.9% 

-post-31.2% 
 

Safe position – overall sleep 

(p<.001) 

Level of Evidence: Level IV 

 

USPSTF rating Quality of 

Evidence: Fair 

 

Strengths: 

-large sample size of all sites 

combined.   

-measured  actual behaviors, not 
self-report survey 

 

Weaknesses 
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by Mason, B., 

Ahlers-Schmidt, C. 
R., & Schunn, C. 

(2013). 

 

intervention 

using a pre & 
post intervention 

survey 

 
A pilot study was 

conducted prior 

to full 
implementation 

 

 
Exclusions: infants in 

NICU, PICU, or 

maternal-newborn units. 
Infants with certain 

medical conditions or 

equipment 

6/8 
-new/revised 
policy 5/8 

-wearable 

blankets 2/8 
-storage space 3/8 

-educational 

video for parents 
4/8 
-posters in rooms 
3/7 
-parent handout 

for home 
provided 7/8 

 

DV: 

-Sleep location 

-Sleep position 

-Environment-
Items in the crib 

 

 

 

evaluation tool – 

requesting 
feedback on 

barriers to 

implementation 
from staff 

intervention 

data made 
using X2 tests 

or Fischer’s 

exact test 

when data 

results were < 

5 subjects 

-pre-86.5% 

-post-96.2% 
 

Safe location – overall (p=.692)  

-pre-88.6% 
-post-89.7% 

 

Safe Environment-overall sleep 
(p<.001) 

-pre-6.4% 

-post-34.6% 

 

Feedback on Barriers to 

Implementation 
-cultural and language  

-lack of staff buy-in/compliance 

-lack of time 
-storage space 

-caregiver compliance/co-

bedding 
-temp control and clothing 

options 

-technology 

 

 

-convenience sample 

-data collection done “whenever” 
there was (trained) staff available. 

Potential for lack of interrater 

reliability or other bias. 
-short time frame did not allow 

adequate data collection as most 

hospitals unable to obtain goal of 41 
infants 

-nursing staff aware of being 

watched (Hawthorne effect) 

-lack of infant/parent demographics 

-inconsistent implementation of 

bundle – every site different thus 
unable to identify which 

interventions had most impact 

 

Recommendations/Conclusions: 

-caregivers seem to be receiving 

inconsistent messaging from HCPs 
-Hospitals may not be providing 

consistent messaging  

-study confirms hospitals do not fare 

well in promoting safe sleep 

messages 

-additional efforts are needed to 
improve safe sleep compliance in 

hospitals 

-written policy was absent in top 
performing hospital 

-unknown whether sustained change 

occurred (often 1-2 years needed) 
-strategies to overcome barriers: 

purchase wearable blankets or 

pajamas, engaging in community  
education re SSP, storage containers 

for items found in cribs, provide 

additional education regarding 
dangers of wedges and positioners 

-Need consistent messaging and 

modeling of SSP in hospital setting 

Mason, B., Ahlers-

Schmidt, C. R., & 

Schunn, C. (2013). 
Improving safe sleep 

environments for well 

newborns in the 
hospital setting.  

 None 

discussed 

Design: Quasi-

experimental/QI 

project (PDSA 
cycle) to assess 

bundled SSR 

interventions (pre 
& post-

intervention crib 

survey) 

Setting: One hospital 

with 6000 

deliveries/year, ~5500 
well newborns 

 

 

Sample: convenience 

-sleeping well NBs 

-parents 

 IV:(bundle of 

interventions) 

-nursing 
education 

-development of 

nsg policy 
-use of SSP 

declaration form 

with nurses 

Measurement 

Tools: 

 

Data collection 

tool used to 

assess NB sleep 
environment, 

location, and 

position 

 Data 

Analysis: 

 

Not clearly 

defined 

 
All data was 

entered into 

Excel 

 Study Findings: 

 

 

Baseline data:  
-25% of NBs were “safe” 

(combined variables) 
-22% not supine 

-82% in unsafe environment 

 

Level of Evidence: Level IV 

 

Quality of Evidence: fair 

 

Strengths: 

-actual behaviors measured versus 
self report 

-obtained rich descriptivedata of 

parent perception of intervention 
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Method: 

PDSA cycle 

utilized 

 
Comparison of 

baseline and post 

implementation 
data of DVs and 

parent survey 

results. 

 

Baseline data 

collected  for 2 
week periods  by 

2-hospitalists, 1-

medical student, 
and 1-resident 

(over total of 4 

months) 
 

Post 

Implementation 

data collected 

over 2 months by 

2 staff nurses 
 

Parent feedback 

on the 
intervention 

collected on day 

of discharge via a 
survey. 

 

 

 

201-NBs assessed at 
baseline 

 

337-NBs post 
implementation 

n=249 of total were 

sleeping and assessed 
 

101-Mother Surveys 

returned (total # 

distributed not given) 

 

201- baseline NBs 
  -144 were asleep (and 

assessed) 

 
337 – post 

implementation NBs 

   -249 were asleep (and 
assessed) 

-parent SSP 

video made 
mandatory 

- video shown 

within 1st 24 
hours 

-SSP poster in 

every postpartum 
room 

-nurses to assess 

SSP each time 

they assessed NB 

and commend or 

teach SSP if 
needed 

 

DV: 

-Sleep location 

-Sleep position 

-Items in the crib 
 

 

 

 

 

 

 
Parent survey 

tool 

spreadsheet 

and analyzed 
using PAS-W 

20.0 

Post implementation data:  

-58.2% of NBs “safe” 
-10.8% unsafe position/location 

 

Mother survey data: 

-98% found video helpful 

-91% satisfied with SSP 

information received 
-5% answered all SSP 

knowledge questions correctly 

-32% - answered 5/6 correctly 

-96% planned to place supine 

-100% planned to use a crib and 

not co-sleep 

effectiveness 

-large sample sizes 
  

Weaknesses 

-single site, single population 
-convenience sample 

-pre and post bundle data collected 

by different people (RNs) and 
disciplines introducing potential bias 

- researcher deemed suction bulb 

“unsafe” item in crib while not AAP 

recommendation. Might have 

skewed results of safe versus unsafe 

environment 
-intervention focused only on 

nursing staff (not multidisciplinary) 

-No long-term assessment of 
sustainability of intervention 

-may have confounding variables 

such as family interventions 
-no home F/U of parents actual 

behaviors 

-results not generalizable 

 

Recommendations/Conclusions: 

-Nursing policy to improve 
consistency of practice 

-Begin education early in hospital 

stay 
-Bundled approach helped increase 

consistency of teaching between 

nurses and ensured SSP message 
delivered 

-Parents were receptive to the SSP 

education 
-HCPs should deliver consistent, 

varied, and multiple SSP messages 

“at all encounters, beginning 
prenatally, and continuing  

throughout the NBs first few months 

of life (p.973). 
 

 

Moon, R.Y., Hauck, 
F.R., & Colson, E. R. 

(2016). Safe infant 

sleep interventions: 
What is the evidence 

for successful 

behavior change? 

Barriers 
and 

incentives 

for EBP 
change 

model by 

Grol & 

Design: 

Narrative review 

of 

literature/expert 
opinion 

 

Method: 

 Not applicable  Not applicable   Not applicable  Not 

applicable  
Key Themes Reviewed: 

 

Interventions focused on health 

messaging 
 

Interventions focused on 

education of professionals 

Level of Evidence: Level VII 

 

Quality of Evidence: fair.   

 

Strengths:  

-expert opinion of leading SIDS 

researchers (AAP SSR authors) 
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Wensing, 

2004 

Narrative 

discussion of 
SSP 

interventions and 

behavior change 
based on 

conceptual 

framework by 
Grol &Wensing, 

2004 

 

Interventions focused on 
breaking down barriers 

 

Interventions focused on 
utilizing culture and tradition 

 

Interventions focused on 
legislation and regulation 

 

-theoretical basis for opinions 

-concise overview of barriers to SSP 
adherence in parents, caregivers, 

HCPs, and HC organizations 

 

Weaknesses:  

-expert opinion of literature review 

 

Recommendations/Conclusions: 

 

Interventions focused on health 

messaging 

-people more likely to follow 

recommendation if understand the 
rationale 

-messaging should answer a question 

that creates a barrier (such as why 
infants do not choke more on back) 

-messages should promote fact that 

every infant is at risk 
 

Interventions focused on education 

of professionals 

-need to create a culture of safe 

infant sleep 

-nurses are role models for better or 
for worse 

-infants born premature or sga are at 

higher risk.  NICU modeling of SSP 
and education critical 

-QI projects should be performed to 

document effectiveness of SSP 
interventions/programs 

 

Interventions focused on breaking 

down barriers 

-examples: Cribs for Kids program, 

Bedtime Basics for Babies, Halo 
sleepsacks,  

Interventions focused on utilizing 

culture and tradition 

-should “utilize tradition and norms 

that are protective for health” (p.72) 

-examples of projects in NZ, 
Finland, American Indians, US baby 

showers 

 

Interventions focused on 

legislation and regulation 

-adherence to guidelines is more 
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likely if mandated 

-childcare providers,  
-hospital providers (but not for HCPs 

but rather requirements to provide 

info to parents) 
 

-evaluation of intervention is 

important as it provides “details of 
the intervention that are helpful to 

others considering similar 

interventions (p. 74). 

 

-while RCTs are most often not 

feasible, the most rigorous study 
design should be implemented 

 

Salm Ward, T. C., & 

Balfour, G. M. 
(2015). Infant safe 

sleep interventions, 

1990-2015: A review.  

 None 

discussed 
Design: 

Systematic 
literature review 

of international 

safe sleep 
research between 

1990-2015 

 

Purpose: 

synthesis and 
analysis of 

intervention 

effectiveness  

 

Method: 

PubMed, 
CINAHL, 

PsychINFO, and 

Google Scholar 
searched. 

Reference lists of 

selected articles 
searched 

 

Inclusion 

criteria: 

-Peer-reviewed 

-1990-2015 
-described an 

intervention or 

SSP education 
program 

-intervention 

results reported 

Sample: initial search 

results=1070 

 

n=29 articles met 

criteria and were 
reviewed 

 Focus areas of 

articles: 

-caregivers 

-HCPs 

-peers 
-child care 

providers 

 

Common 

behaviors 

discussed: sleep 

location, 

position, 
environment, 

removing items 

from 
environment, 

breastfeeding, 

smoking, pacifier 
use, knowledge,  

 

 

 

 

 

Measurement 

Tools: 

 

Structured data 

extraction sheet 
utilized 

collecting: 

-location 
-target audience 

-targeted 
behaviors 

-intervention 

description 
-study design 

-study method 

-intervention 
effects 

-study limitations 

 

 Data 

Analysis: 

 

Results 

summarized in 
table form and 

using a 

“narrative 
synthesis 

process” (p.3) 

Common Themes: 

-sleep position 
-sleep location 

-sleep environment 

-breastfeeding 
-smoking 

-pacifier use 

-knowledge 
 

Categories of Results 

Synthesized: 

 

Study location, targeted 
audience, and behaviors 

 

Evaluation of design and study 
methods 

 

Intervention strategies such as 
printed materials, crib cards, DC 

instructions, videos, posters, 

demonstrations with dolls.  Most 
studies implemented multiple 

components 

 
For HCP and Organizations – 

such as policies, guidelines for 

NICU, training, in-service 
education, train the trainer, 

eliciting signatures from nurses,  

 
Intervention effects, 

specifically on sleep position, 

location, items in crib, sharing 

Level of Evidence: Level III 

 

Quality of Evidence: good 

 

Strengths: Table provided with all 
studies in synthesis providing 

design/method, N sizes, and other 

study details. 
-solid foundation of (most) all 

intervention implemented in last 25 
years 

 

Weaknesses 

-Limited search, EMBASE not 

searched, grey literature not 

searched. 
-quality assessment criteria not 

applied 

 

Recommendations/Conclusions: 

-1/2 of studies focused on 

postpartum mothers as “captive 
audience” while in hospital 

-timing of interventions important as 

some studies showed changes in 
intention prenatally and then actual 

behaviors postnatally 

-author recommends a “dosed” 
approach so barriers can be 

discussed 

-anticipate barriers… 
-repeated messaging  increases the 

likelihood of adherence  

-most interventions utilized multiple 
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-Meta-analysis 
not done due to 

“large variability 

in interventions, 
study methods, 

and outcomes of 

the studies 
identified” (p. 2) 

 

 

 

 

 
 

 

 
 

  

information with others, other 

behaviors such as smoking, bed-
sharing, clothing, breastfeeding, 

pacifier use,  

 

components, variety of venues, 

changes in policy… 
-good discussion of barriers and 

reasons for poor adherence to SSP 

- 

Smith, L. A., Geller, 

N. L., Kellams, A. L., 
Colson, E. R., Rybin, 

D. V., Heeren, T., & 

Corwin, M. J. (2016). 
Infant sleep location 

and breastfeeding 
practices in the 

United States, 2011-

2014. 
 

None 

discussed 
Design: 

Correlational 
descriptive, 

stratified, 2-

stage, clustered 
design 

Method: 

Obtained 

nationally 

representative 
sample of 

mothers of 

infants 2-4 
months old with 

oversampling of 

Hispanic and 
African-

American 

mothers.  First 
stage involved 

recruiting 32 

perinatal 
hospitals.  

Second stage 

involved 
recruiting 

mothers in the 

postpartum 
period with 

follow-up survey 

via phone or 

Setting: Mothers 

sampled from 32 
hospitals in the US. 

 

Sample: “nationally 
representative”  

-6508-sampled 
-6011-eligible 

-5354-approached 

-3983-agreed 
-3297-surveys 

completed 

-3218-analyzable 
surveys (80.9% of those 

enrolled) 

 

Content 

Explored: 

1.Assessment of 

infant care 

practices:  
-Feeding: BF, 

Formula, both.  
-Sleep Location: 

Parent room, 

own bed, parent 
bed, separate 

room, 

-Sleep surface: 
crib, bassinet, 

adult bed, etc. 

2. Assessment of 
the advice 

received for 

feeding, sleep 
location and 

sleep surface 

Measurement 

Tools: Self 

report Survey –

via phone or 

email 
 

Survey had 
“extensive” pilot 

study and 

assessment of 
test-retest 

reliability 

 Data 

Analysis: 

SAS 

procedures for 

complex 
survey designs 

were utilized. 
 

Adjusted odds 

ratios and 
95% Cis for 

associations 

between 
demographics, 

infant care 

practices, and 
advice 

received. 

 Study Findings: 

 
Results provided on: 

-Demographics and prevalence 

of BF, sleep location, and sleep 
surface reported 

 
-Associations between 

demographics and feeding and 

sleep location practices 
-Associations between sleep 

locations, sleep surfaces, and 

feeding practices 
 

-Summary of advice received on 

topics  
 

-Associations between advice 

score and related and unrelated 
practices 

 

Key findings: 

30.5%-exclusive BF 

29.5%-partial BF 

65.5%-usually room-share 
without bedshare 

20.7%-bedshare 

-Bedsharing more likely to be 
with exclusive or partial BF 

mothers 

-58.2% Excl BF and -70% of 

Level of Evidence: Level IV 

 

Quality of Evidence: good 

 

Strengths:  
-tool tested for validity and test-

retest reliability 
-large sample size – “nationally 

representative” 

 

Weaknesses 

-self report survey 

-data not collected as to why parents 
chose  not to participate 

 

 

Recommendations/Conclusions: 

-many have not adopted the SSR 

-need to hear advice from multiple 
sources 

-many able to BF without bedsharing 

-advice to adhere to both 
recommendations did not decrease 

BF rates 

-should specifically advice parents to 
not bed share regardless of feeding 

type 

-should “promote a common 
understanding of relevant 

recommendations among family 

members, nursing staff, and the 
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email 2-4 months 

after birth. 
Recruitment 

occurred in 3 

cycles/clustered 
time periods over 

38 months (1 

cycle per year) 

NonBF usually room-share 

without bedsharing  
-receiving advice from multiple 

sources increases adherence to 

SSR in a dose related fashion 
-receiving advice regarding 

sleep practices did not affect 

feeding practices 
 

media to ensure consistent messages 

from multiple sources 
 

 

 
 

 

 
 

 

 

Legend:  AA-African American; AAP-American Academy of Pediatrics; BF-breastfeed/fed; DC-discharge; DV-dependent variable; Excl-exclusive; F/U- follow up; HC- 

healthcare; HCP-healthcare provider; HD-hospital discharge; IV-independent variable; NB-newborn; NICU-neonatal intensive care unit; NISP-National Infant Sleep Position; 

NNP-neonatal nurse practitioner; Nsg-nursing; QI-quality improvement; r/t-related to; SIDS-sudden infant death syndrome; SSP-safe sleep practices; SUID-sudden unexpected 

infant death; TCU-transitional care unit 
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Appendix B 

Synthesis Tables 

Table 1 – Study Design and Setting 

 Barsman, S.G. 

et al. (2015). 
Gaydos, et al. 

(2015). 
Gelfer, et al. 

(2013). 
Goodstein, et 

al. (2015). 
Hwang, et al. 

(2015). 
Kuhlmann, et 

al. (2016). 
Mason, et al. 

(2013). 
Moon, et al. 

(2016) 

Salm Ward, 

et al. (2015). 
Smith, et al. 

(2016). 
Study Design 
 

 

 

Descriptive- 
mixed 

methods 

Descriptive 
qualitative, 

exploratory, 

ethnographic 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Narrative 
literature 

review/expert 

opinion 

Systematic 
literature 

review 

Descriptive, 
correlational, 

stratified, 

clustered 

Setting           

Well-baby nursery/postpartum    x   x x x x 

NICU/Transitional Care Units x  x  x  x x x  

Pediatrics      x  x x  

Outpatient/general population  x      x x x 

 

 

 

Table 2 – Barriers Examined 

 Barsman, S.G. 

et al. (2015). 
Gaydos, et al. 

(2015). 
Gelfer, et al. 

(2013). 
Goodstein, et 

al. (2015). 
Hwang, et al. 

(2015). 
Kuhlmann, et 

al. (2016). 
Mason, et al. 

(2013). 
Moon, et al. 

(2016) 

Salm Ward, 

et al. (2015). 
Smith, et al. 

(2016). 
Study Design 
 

 

 

Descriptive- 
mixed 

methods 

Descriptive 
qualitative, 

exploratory, 

ethnographic 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Quasi-
experimental, 

QI project 

Narrative 
literature 

review/expert 

opinion 

Systematic 
literature 

review 

Descriptive, 
correlational, 

stratified, 

clustered 

Barriers examined           

-nurse beliefs, knowledge, behaviors x  x   x x x x x 

-parent beliefs, knowledge, behaviors x x  x    x x x 

-legislation and/or organizational        x   
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Table 3 – Safe Sleep Interventions Examined 

 Barsman, S.G. 

et al. (2015). 
Gaydos, et al. 

(2015). 
Gelfer, et al. 

(2013). 
Goodstein, et 

al. (2015). 
Hwang, et al. 

(2015). 
Kuhlmann, et 

al. (2016). 
Mason, et al. 

(2013). 
Moon, et al. 

(2016) 

Salm Ward, 

et al. (2015). 
Smith, et al. 

(2016). 
Study Design 
 

 

 

Descriptive- 

mixed 
methods 

Descriptive 
qualitative, 

exploratory, 

ethnographic 

Quasi-

experimental, 
QI project 

Quasi-

experimental, 
QI project 

Quasi-

experimental, 
QI project 

Quasi-

experimental, 
QI project 

Quasi-

experimental, 
QI project 

Narrative 
literature 

review/expert 

opinion 

Systematic 

literature 
review 

Descriptive, 
correlational, 

stratified, 

clustered 

Intervention examined           

-guidelines for positioning supine   x  x   x x  

-crib card   x  x   x x  

-education for nurses/staff x  x x x x x x x  

-education for parents- 

group/1:1/online 
x  x x x x x x x  

- infant sleep policy x  x x  x x x x  

-modeling SSR   x x x  x x x  

-parent DVD/video     x  x x  x  

-parent sign form of 

acknowledgement 
   x     x  

-create a culture of infant sleep safety 
– frequent checks and discuss. 

   x   x  x  

-large posters in patient rooms     x x x  x  

-large posters in staff areas     x    x  

-SSR 1:1 education and refresher 

courses for staff 
    x    x  

-staff declaration of  safe practice      x x  x  

-wearable blankets x     x  x x  

-designated storage in pt rooms      x     

-parent handout to take home x     x   x  

-parent education started at birth or 
prenatally 

x      x  x  

-measure progress w PDSA cycles       x x x  

-provide rewards to hospitals that 

achieve a culture of sleep safety 
       x x  

-provide free cribs to those in need        x x  

-dosing of interventions x        x  

-hearing messaging using multiple 

components(multimodal) 
x   x     x  
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-repeated messaging x   x     x  

-hearing messaging from multiple 

sources 
 x       x  

-provide risk-mitigating information 
to those who chose to not adhere to 

recommendations 
 x         

-share QI data with staff        x    
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Appendix C 

ACE Star Model of Knowledge Transformation Model 

l 

 
 

  

  

 

 

 

 

 

 

 

 

 

 

ACE Star Model of Knowledge Transformation Model: Cycle explains the major steps basic or 

bench knowledge needs to go through for sustained practice change at the bedside (UT Health 

Science Center, 2017). 
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                                                                    Appendix D 

Social-Ecological Model 

 

 

 

 

 

 

 

 

 

 

 

Social-Ecological Model: Levels of influence related to acceptance of safe sleep knowledge and 

adherence to SSR.  Adapted from National Action Partnership to Promote Safe Sleep (NAPPSS, 

2015). 
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Appendix E 

Project Timeline 

PICOT question:  In nurse leaders responsible for infants in hospitals, does knowledge from the Safe 

Infant Sleep Practice Guideline prompt planning or implementation of a safe sleep quality improvement 

project in their organization within eight weeks of dissemination of the tool?  

Committee Members:  Dr. Laura Karnitschnig (Chair), Dr. Melissa Goldsmith, Dr. Connie Miller 

Steps in Model for EBP 

Change  (Larrabee, 2009 

(as cited in Melnyk & 

Fineout-Overholt, 2015) 

Project Components Timeframe 

Step 1: Assess the need for 

change in practice 

 Develop a vision for change 

 Evaluate current practice (internal evidence) 

 Identify and narrow topic 

 Identify key stakeholders (hospital/healthcare 

organization nurses and leaders) 

 Develop and refine PICOT question 

 Begin work on practice guideline (PG) with 

Association of Women’s Health Obstetrics and 

Neonatal Nurses (AWHONN) 

Fall Semester 

2015 

Step 2: Locate the best 

evidence 

 Develop search strategy and conduct search 

 Continue work on PG with AWHONN 

Spring 

Semester 2016 

Step 3: Critically analyze 

the evidence 

 Critically appraise, evaluate, and synthesize best 

evidence 

 Develop project idea, outcomes, evaluation plan 

 Conduct SWOT analysis to assess feasibility, risks 

and benefits of the PG 

 Continue work on PG based on synthesis of best 

evidence 

 Develop initial project timeline  

Spring 

Semester 2016 

Step 4: Complete the PG 

and appraisal tool, design 

appraisal project, and 

implementation plan 

 Develop a detailed/fine-tuned project timeline 

including methods and tools to be used 

 Finalize PG in collaboration with AWHONN 

 Develop “user-friendly” version of PG appropriate 

for distribution for peer/expert appraisal 

 Develop data measurement (appraisal) tool based 

on AGREE II instrument. 

 Set up Qualtrics Survey Software  

 Network and discuss project with stakeholders 

(perinatal leaders) to obtain buy-in of project.  

 Obtain IRB approval 

 Gather list of initial leaders who have agreed to 

critique PB 

Summer 2016 

Step 5a: Project 

Implementation: Appraisal 

of PG & data collection 

 Assess, identify, and eliminate barriers to appraisal 

process 

 Conduct appraisal of PG utilizing convenience 

sample of perinatal nurse leaders with snowballing 

Fall 2016  
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Step 5b: Evaluation of data 

and revise PG as needed 
 Analyze data 

 Provide results to AWHONN leadership 

 Revise CPG based on appraisal results 

 

Spring 2017 

Step 6: Integrate PG into 

practice – Share and 

disseminate tool 

 Submit PG for publication to leadership or 

perinatal nursing journal (if not published by 

AWHONN).  

 Presentation (oral or poster) at professional nursing 

conference  

 Celebrate the lives of infants saved from a sleep-

related, preventable death! 

 

Summer 2017 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PROMOTING SAFE INFANT SLEEP 58 

 

Appendix F 

The Safe Infant Sleep Practice Guideline 
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Appendix G 

Practice Guideline Appraisal Instrument Questions 

Demographic Questions 

1. Age: a. 20-30, b. 31-40, c. 41-50, d. >50 

2. Highest level of education: a. ADN/diploma, b. Bachelor’s, c. Master’s, d. DNP, e. PhD, 

f. other doctorate, g. APRN  

3. Which role(s) best describe(s) your current work?  Check all that apply: bedside/staff 

nurse, clinical/staff educator, child-birth/parenting educator, lactation consultant, certified 

nurse midwife, manager, director, nurse executive, faculty with perinatal nurse 

experience 

4. Perinatal nurse experience: a. none, b. up to 5 years, c. 5-10 years, d. 10-20 years, e. > 20 

years 

5. Current practice location: a. hospital, b. clinic, c. birthing center, d. other 

6. If you work in a hospital setting, which area best describes where you work? Check all 

that apply: L&D, mother/baby, well-newborn, NICU, pediatrics, lactation, childbirth 

education, antepartum testing/triage, other  

7. How many births/year does your facility have? a. <500, b. 500-1000, c. 1001-2000, d. 

2001-3000, e. 3001-4000, f. >4000 

 

AGREE II - Appraisal Questions 

Using a 7-point Likert Scale (strongly disagree to strongly agree)  

Domain 1 - SCOPE AND PURPOSE   

1. The overall objective of the guideline is specifically described 

2. The health issue covered by the guideline is specifically described. 

3. The population (patients, public, etc.) to whom the guideline is meant to apply is 

specifically described. 

Comments box #1: 

 

Domain 2 - STAKEHOLDER INVOLVEMENT 

4. The author included other relevant professionals in the guideline development 

5. The target users of the guideline are clearly defined. 

Comments box #2: 

 

Domain 3 - RIGOR OF DEVELOPMENT 

6. Systematic methods were used to search for evidence.    

7. The strengths and limitations of the body of evidence are clearly described.   

8. The health benefits and risks have been considered in formulating the recommendations.   

9. There is an explicit link between the recommendations and the supporting evidence.   
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10. A procedure for updating the guideline is provided.  

Comments box #3: 

 

DOMAIN 4 - CLARITY OF PRESENTATION 

11. The recommendations are specific and unambiguous.  

12. The different options for management of the condition or health issue are clearly 

presented. 

13. Key recommendations are easily identifiable. 

Comments box #4: 

 

DOMAIN 5 – APPLICABILITY 

14. The guideline describes facilitators and barriers to its application.  

15. The guideline provides advice and/or tools on how the recommendations can be put into 

practice.   

16. The potential resource/cost implications of applying the recommendations have been 

considered.   

17. The guideline presents monitoring and/or auditing criteria. 

Comments box #5: 

 

OVERALL GUIDELINE ASSESSMENT 

18. Rate the overall quality of this guideline (lowest possible to highest possible) 

19. I would recommend this guideline for use (no-yes-yes with modifications) 

Comments box #6: Suggestions for modifications 

 

Comments box #7: Please comment on clarity, usefulness, or areas of concern.  Please be 

specific and include page #.  

 

 

8-WEEK FOLLOW-UP QUESTION 

20. Since reading the Safe Infant Sleep Practice Guideline, have you taken, or considered 

taking action on your unit or organization to improve your infant sleep practices? (no-

yes-not applicable)  

Comment box #8:  Please comment on (a) actions/changes you have made, or (b) you see are 

needed, and/or (c) barriers you anticipate having implementing a safe sleep change initiative. 
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Appendix H 

IRB Letter of Exemption 
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Appendix I 

Informed Consent Form from Online Survey 
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Appendix J 

Demographic Question Results 

Characteristics of participants 

 

 N % 
Age 

   20-30 3 20.0 

   31-40 2 13.3 

   41-50 1 6.7 

   >50 9 60.0 

Years of perinatal nursing experience 

   Up to 5 years - - 

   >5 -10 years 4 26.7 

   >10 – 20 years 2 13.3 

   >20 years 8 53.3 

Highest degree earned   

   Associates 1 6.7 

   Bachelor’s 8 53.3 

   Master’s 5 33.3 

   Master’s with advanced practice degree - - 

   Doctorate - DNP 1 6.7 

   Doctorate - PhD - - 

   Doctorate - Other - - 

 

Practice Setting 

 N % 
Current practice location 

   Hospital 15 100.0 

   Birthing center - - 

   Clinic - - 

   Other - - 

Number of deliveries per year in organization 

   <500 - - 

   500-1000 2 13.3 

   1001-2000 - - 

   2001-3000 6 40.0 

   3001-4000 1 6.7 

   >4000 6 40.0 

Current hospital unit locations (able to choose more than one) 

   Mother-baby unit 11 73.3 

   Well newborn nursery 9 60.0 
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   Labor and delivery 5 33.3 

   Neonatal intensive care 5 33.3 

   Lactation 4 26.7 

   Childbirth education 3 20.0 

   Pediatrics 2 13.3 

   Antepartum testing/triage 1 6.7 

   Other hospital setting - - 

 

Current Job Role 

 N % 
Current role (able to choose more than one) 

   Manager 5 33.3 

   Bedside/staff nurse 4 26.7 

   Clinical/staff educator 4 26.7 

   Childbirth/parent educator 3 20.0 

   Director 1 6.7 

   Advanced practice nurse 1 6.7 

   Lactation consultant 1 6.7 

   Faculty with perinatal nurse experience 1 6.7 

   Past perinatal leadership experience 1 6.7 

   Certified nurse midwife - - 

   Nurse executive - - 

   Other - - 
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Appendix K 

Domain Standardized Percentage Score Results  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appraisal Domain Standardized Percentage Score (SPS) 

Domain 1 – Scope and Purpose 95.6 

Domain 2 – Stakeholder Involvement 96.1 

Domain 3 – Rigor of Development 92.7 

Domain 4 - Clarity of Presentation 95.9 

Domain 5 – Applicability 94.3 
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Appendix L  

Individual Appraisal Item Results (Questions 1-17) 

 

CPG Appraisal Questions 

(Standardized Percentage Score) 

N=15  

Strongly Disagree 

(1) 

Disagree (2) 

Somewhat 

disagree (3) 

N (%) 

Neither 

disagree nor 

agree  

(4) 

N (%) 

Somewhat 

agree 

 (5) 

N (%) 

Agree 

 (6) 

N (%) 

Strongly Agree 

(7) 

N (%) 

Median, 

(Range) 

Domain 1 – Scope and Purpose                  (95.6%)      

1. The overall objective… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

2. The health issue covered… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

3. The patient population… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

Domain 2 – Stakeholder Involvement       (96.1%)      

4. The author included other relevant… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

5. The target users were defined 0 0 0 3 (20.0) 12 (80.0) 7 (6-7) 

Domain 3 – Rigor or Development            (92.7%)      

6. Systematic methods were used… 0 0 0 5 (33.3) 10 (66.7) 7 (6-7) 

7. The strengths and limitations… 0 0 0 6 (40.0)   9 (60.0) 7 (6-7) 

8. The health benefits and risks… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

9. There is an explicit link between… 0 0 0 5 (33.0) 10 (66.7) 7 (6-7) 

10. A procedure for updating is provided... 0 2 (13.3) 1 (6.7) 5 (33.0)   7 (46.7) 6 (4-7) 

Domain 4 - Clarity of Presentation             (95.9%)      

11. The recommendations are specific 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

12. The different options are clearly… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

13. Key recommendations are easily… 0 0 0 3 (20.0) 12 (80.0) 7 (6-7) 

Domain 5 – Applicability                            (94.3%)      

14. The guideline describes facilitators … 0 0 0 6 (40.0) 9 (60.0) 7 (6-7) 

15. The guideline provides advice… 0 0 0 4 (26.7) 11 (73.3) 7 (6-7) 

16. The potential resource/cost need… 0 0 1 (6.7) 4 (26.7) 10 (66.7) 7 (5-7) 

17. The guideline presents monitoring… 0 0 2 (13.3) 4 (26.7) 9 (60.0) 7 (5-7) 
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Appendix M 

Individual Appraisal Item Results (Questions 18-20) 

 

18. Overall Guideline Assessment Score 

Using a 7-point Likert Scale 

 

 

 

 

 

N=15 

Lowest Possible 

Quality (1) 

Low Quality (2) 

Somewhat Low 

Quality (3) 

N (%) 

Neither 

High nor 

Low Quality 

(4) 

N (%) 

Somewhat 

High 

Quality (5) 

N (%) 

High 

Quality 

(6) 

N (%) 

Highest 

Possible 

Quality (7) 

N (%) 

 

 

 

 

Median, 

(Range) 

0 0 0 6 (40.0) 9 (60.0) 7 (6-7) 

 

 

 

 

 

 

 

 

 

19. I would recommend this guideline for 

use…            
N=15 

No 

Yes, with 

modifications Yes 

0 1 (6.7) 14 (93.3) 

20. 8-week Follow-up Question: Have you 

taken, or considered taking action on 

your unit… 

 

N=10 

No 

Not 

applicable Yes 

1 (10.0) 0 9 (90.0) 
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Appendix N 

Comments – Verbatim 

Domain 1 – Scope and Purpose 1. “Need to consider the small rural population not delivered in traditional settings.” 

2. “Interesting facts brought forward, backed by references, easy to read, good reference for 

Nursery staff to use when teaching patients.” 

Domain 2 – Stakeholder 

Involvement 

None 

Domain 3 – Rigor of 

Development 

None 

Domain 4 - Clarity of 

Presentation 

None 

Domain 5 – Applicability 

 

None 

Comments from Suggestions for 

Modifications question 

3. “The new AAP recommendations should probably be included: SIDS and Other Sleep-

Related Infant Deaths: Updated 2016 Recommendations for a Safe Infant Sleeping 

Environment. Otherwise, excellent work!” 

4. “Need to consider integration of Baby Friendly guidelines as they relate to use of pacifiers.” 

Comments from clarity, 

usefulness, or areas of concern 

question 

5. “I appreciated your inclusion of all health care workers as the population needing education, 

since it is not only nurses who come in contact with the newborn population. Your 

discussion of common barriers for nurses is excellent! Also, providing websites and articles 

to assist with education would be extremely helpful to anyone needing to create/institute a 

safe sleep policy.” 

6. “My only suggestion would be to maybe mention the most recent (2016) AAP 

recommendation to room share for 6-12 months.  The 2011 recommendations are 

referenced, but I think the recent recommendations would add value to the argument for 

room sharing.” 

Comments from 8-week follow-

up question: “Please comment 

on (a) actions/changes made, (b) 

changes you see are needed, 

and/or (c) barriers you anticipate 

7. “Upon admission to the mother/baby unit, parents are educated on safe sleep 

recommendations. If I see an infant in an unsafe sleeping environment, I re-educate the 

parents, and demonstrate safe sleep recommendations, including removing blankets, placing 

the infant on his/her back, and removing excessive layers of clothing.” 

8. “Review of safe sleep practices with staff members - reinforce importance of patient  
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having.” 9. education regarding safe sleep practices” 

10. “Presented info to education committee for future in-service” 

11. “as a staff nurse I have been more consistent with modeling safe sleep practices at my place 

of employment.” 

12. “We have been discussing and trying to improve this for the last year or so, but I like the 

suggestions for the staff and from the nurse's side, how they can portray it to the parents.” 

13. “Since we were a pilot hospital for the ABC cards, we have incorporated Safe Sleep 

practices into our standard of care at many phases during the patient's hospital stay:  upon 

arrival to the unit, during each shift change a reminder is given about safe sleep, it is 

discussed in the discharge class, we give a Halo sleep sack to each parent at discharge and 

talk about it in the class, and we also offer a free Pack n Play to anyone who does not have a 

safe place for baby to sleep.” 

14. “I appreciate you opening my eyes about education of parents and taking the teaching 

method of helping families choose how to lessen the risk of SIDS in a way that would help 

their particular situation. Is easy to teach the "abide by all recommendations" approach, but 

this may turn them off of listening about reducing the risk of SIDS all together. I teach safe 

sleep classes, mandatory to all new hires RN,s and Nurse technicians. We are a safe sleep 

Model of Excellence Hospital. Even with this title, we still have a lot of teaching to do, this 

education is needed in almost every couplet situation. It is very important work. I have been 

a nurse for 33 years and we never really addressed safe sleep to parents until the last 5 years 

or so.” 

15. “I have become more active in teaching and modeling safe sleep at the bedside. 

16. “Our barriers include the incorrect information the patients here in the community including 

from their family, friends and some newborn support groups.  Many of these groups 

encourage co-sleeping, and many fathers continue to sleep on the couch with baby on their 

chest.” 

17. “Staff/patient education.  Always face resistance from some staff and family members 

resistant to change.” 

 


