Safe Sleep Listening Session Notes				September 14, 2022
PRESENT: Anna Stiefvater, Joan Radonich, Ann Ackles, Adrienne Gallardo, Benjamin Hazelton, Carmen Mims, Deb Carnaghi, Heather Morrow, Kameron Wolfer, Lois Pribble, Meredith Russell, Karen Ayers, VaSheeta, Sunny Petit, Amber Kroeker, Kathy Cooley, Shaunee Moreland, and Kristy Alberty. 
Purpose: to listen to people participating in child death review teams, share information and support the Safe Sleep Coalition’s efforts.  Shared the MCH racial equity statement.
INTRODUCTIONS by everyone.
Reflection: Acknowledging the topic of infant death is difficult and individual feelings about the topic of safe infant sleep environments (PPT SLIDE).
Discussion among three topics: what themes come up when reviewing sleep related deaths, what is currently happening to promote safe sleep, and what are the barriers.  
Participant: Thinking about how we can get messaging out statewide and raise visibility of fatality risks related to bed-sharing. Making resources available for parents. We’ve seen parental substance use, illegal or otherwise, connected to co-sleeping decisions and it feeds into a decision to keep the infant close while sleeping. Also, a lot of hospitals do promote safe sleeping, but how else can we promote safe sleep?
Participant: We see the medical community is trying to get the message out, but the parents aren’t getting it, and that’s our main objective now. After researching safe sleep related deaths by birth hospital incident rates, identified hospital with the highest number. We contacted the nurses, and they were receptive. One barrier is getting a response from hospital partners, and hospitals are busy with Covid. Now, we’re meeting with nurses again and spreading the message to parents via videos or in their rooms before they leave. Every time we do a child fatality review, we react strongly when it’s linked to sleep.
Participant: On whether families are listening, I think they hear messaging. I have learned the importance of talking about expectations around sleep and what families should expect. I think we can do better about the expectations of a newborn and so many families struggle with the day-to-day to get enough rest. Having a continued open conversation about the expectations around sleep. I believe in meeting families where they are and recognizing the barriers. When you look at all these deaths, they were exhausted and slept beside them or put them on the couch. 
Participant: Childcare is important. I think it’s important for families to hear the same message from different individuals. What we do in childcare facilities, we do trainings annually for teachers. We do them for parents in English and Spanish. We try to get the message to parents and advocate peer-to-peer about room sharing, not bed sharing. We must engage all those people on the peripheral—neighbors, childcare, and others. 
Participant: Having sat on child death review committees, we decided to create a coalition and address infant sleep related deaths as a community-wide effort. As we refresh our efforts post-Covid, we have fire/rescue do an assessment of the home and have a dialogue in the moment with parents about safe sleep. I would like to look at that hospital rating model in Kansas City that includes education and confirmation of education from the hospitals. I would be happy to share the work we do with fire/EMS/police. I appreciate the conversation about being tired and falling asleep with the baby in your arms. It’s required education in the Well Baby checks, but maybe it needs to be mixed up with “What do you do when you’re tired?”
Participant: I wanted to acknowledge what was said about information vs. reality. The reality of parenting and especially in the tri-county area stress of housing costs, returning to work is a big piece. They are getting the message, but it doesn’t work for them. Another big piece is the generational difference—what their mom and grandmom did. Yes, they want to hear from their nurse, but my mom did it with her five kids. Ladies at church giving advice and the science says the opposite. That peer-to-peer line of what are you passing on to the next person about safe sleep, safe places, and what to do without a crib or bassinet. 
Participant: I was reflecting on these points, and different messages. Including anecdotes from family members and being aware of that. The scale of the messaging and the longevity—the parents come home from the hospital, and now what? Honoring the humanity of the parents, and we could make our services in the community more visible to parents and de-stigmatize asking for help. Trying to be the best we can to help the parents going through these new situations. 
Participant: These are great points and issues to bring up. Parents have received the information and every fatality review I’ve sat in, there’s been a safe sleep space in the home. We’re not doing a good job of doing harm reduction. We’re doing the same things since the 1990s, but not using a harm-reduction lens. I feel frustration around the phrase “safe sleep” that puts the responsibility on the parents to do the right thing. It’s all those little decisions that happen over and over that parents are making- should my baby sleep with a ‘stuffy’. How are we delivering that education in an equitable and harm-reduction way? We did focus groups with parents after the six-month visit and they said, ‘It didn’t matter what the doctor told me, because I had to do what was best for me.’ When we’re looking at this work, to really investigate where our education is hitting families because until we have a radical change, we’re not going to see a reduction in infant death.
Participant: I do agree with seeing what resonates with families. I think about the AAP guidelines and how they were black and white with no middle ground, it doesn’t have space for those human conversations about decisions. Perhaps identifying the 3 most risky behaviors. How do we get people comfortable with that? How do we shift what that messaging looks like? And the fear of the liability. 
Participant: I like the television PSA that the state does on Back to Sleep.
Participant: The current messaging is not culturally-sensitive.
Participant: I was going to add the issue of substance use. I often see child fatalities involved with substance use and would like OLCC to be part of the conversation.
Participant: I would love to see OLCC become a part of the conversation, especially in the marijuana realm
 Participant: Would OLCC be involved in messaging?

Participant: Posters in the dispensaries. There’s some about pregnancy but posters about caregiving or parents and safe sleep. They also have a new public health liaison. 
Participant: Substance use has already been highlighted and coming up as a regular piece where people want support and guidance in communicating with families. What does it look like? One thing I wanted to note is, quarterly we have pulled the recommendations from county teams related to fatality review. And for the ones that relate to sleep-related infant death, it would be nice to share those with you if you’re open to it so you’re hearing ‘real time’ reviews. Getting an understanding of those ideas—just an idea. 
Participant: I feel like a lot of the fatalities involve young/new parents, and families with very complex social situations, like grandparents or extended family members in the home. Maybe sleeping in different places or some type of child welfare involvement already or the family is known to the State. 
Participant: We work with the teen parent program. So, we really try to get the messages out to them, both parents, having that conversation. We did have a safe sleep incident within our organization with a very young mom who was using substances. One of the issues we’re seeing is, with legalization of marijuana, it becomes more of a conversation about edibles within reach of children. It’s to the point that we have to search backpacks and we see edibles and parent’s medication that young children have access. 
Participant: I will be involved in our first infant mortality review. Our volume of cases is low.
Participant: I have a question. Talking about training of police officers, do we have a sense of how many are trained with safe sleep? We have such great knowledge if we can everybody on the same page in our medical fields, and maybe step into our dental fields. What does that look like for our police force across Oregon? What is the message we want all of them to know? What would that look like?
Discussion question: what’s going well
Participant: Teaching parents and train-the trainers so they can help other parents. I think those are good opportunities to share community-wide. One success was to work with faith-based organizations in Louisiana around car seat use. How can we provide trainings within those organizations? 
Carmen: There’s a couple of pilot projects around substance-exposed infants, in the prenatal period. It’s too early to talk about outcomes but it’s going well. I know there’s substance treatment facilities that provide safe sleep education. We talked about the role of medication treatment professionals asking about the presence of young children, babies in the home. The treatment community is open to talking about these things.
Participant: I would highly recommend everyone read this: https://www.bfmed.org/assets/Protocol%20Number%206%202019%20Revision.pdf 
Infant sleep protocol from the Academy of Breastfeeding medicine.
Participant: I’m thinking about where families are and stressors and factors in their lives. And safe sleep factors over time. What are the opportunities for families to set their own commitments? Wondering how time intensive it would be to have those conversations with families? 
Participant:  Safe sleep education is a perfect application for MI. I think getting some training about how you interact with families. Almost all of our parents feel they have been shamed about safe sleep. There wasn’t any education around it, just being shamed—that would have been a great opportunity for motivational interviewing. I would encourage MI training, but just in terms of how we’re crafting our education, it would be applicable. 
Participant: We do MI training for all of our home visitors and family advocates. It’s our whole approach, especially for our family advocates. I think it’s key to lean in with that with curiosity and be a partner with families and anything we provide for them. 
Participant: Wanted to be sure to reference a resource to share with your organizations/family serving systems (not intended directly for families, but rather those who work with families): https://sharedsystems.dhsoha.state.or.us/DHSForms/Served/de2416d.pdf

ODHS CW adapted Office of Child Care's safe sleep self-study training to create a family serving professionals version to help with their own understanding of safe sleep as well as how to engage families.
Facilitator (Anna): We are going to present at a statewide professional development meeting for home visitors. We will focus on a conversational approach and motivational interviewing. The Safe Sleep Coalition had some funding from the early learning division and we’ve been working on culturally specific materials to focus on Black and AI/AN families and funding six community organizations to do community-awareness campaigns around safe sleep. We’re hoping they will decide who are the best messengers and the best ways to get the message out. The state coalition is continuing to meet. The goal is to be a place for more conversations like this where we can learn from each other. Reach out to me to be on that list.
Participant: I’m seeing a lot more families living in trailers with narrow hallways and a crib can’t fit. Is there any literature about safe sleep in these environments? We need to have a better option for families.
Participant: When we do education for families who live in their vehicle it’s about harm reduction. We can’t make recommendations that do not fit within five approved products for sleep. 
Participant: The revised AAP guidelines does sort of talk about this but it's still not great... "In an emergency, an alternative device with a firm, flat, non-inclined surface (e.g., box, basket, or dresser drawer) with thin, firm padding may be used temporarily. However, this alternative device should be replaced as soon as a CPSC-approved surface is available."



