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Abstract

Objective—To compare maternal report of planned and practiced home sleep locations of infants
born late preterm (34 0/7 to 36 6/7 gestational weeks) with those infants born term (= 37 0/7
gestational weeks) over the first postpartum month.

Methods—Open-ended semi-structured maternal interviews were conducted in a U.S. hospital
following birth and by phone at one month postpartum during 2010-2012. Participants were 56
mother-infant dyads: 26 late preterm and 30 term.

Results—Most women planned to room share at home with their infants and reported doing so
for some or all of the first postpartum month. More women reported bed sharing during the first
postpartum month than had planned to do so in both the late preterm and term groups. The
primary reason for unplanned bed sharing was to soothe nighttime infant fussiness. Those
participants who avoided bed sharing at home commonly discussed their fear for infant safety. A
few parents reported their infants were sleeping propped on pillows and co-sleeping on a recliner.
Some women in both the late preterm and term groups reported lack of opportunity to obtain a
bassinet prior to childbirth.

Conclusions—The discrepancy between plans for infant sleep location at home and maternally
reported practices were similar in late preterm and term groups. Close maternal proximity to their
infants at night was derived from the need to assess infant well-being, caring for infants, and
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women’s preferences. Bed sharing concerns related to infant safety and the establishment of an
undesirable habit, and alternative arrangements included shared recliner sleep.
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Parent-infant bed sharing is defined as an infant sleeping in an adult bed with one or more
adults. Many American parents report at least occasional bed sharing with their infants [1,2],
despite the recommendation of the American Academy of Pediatrics (AAP) against this
arrangement [3]. Further, bed sharing has been positively associated with Sudden Infant
Death Syndrome (SIDS) [4], although a recent study found no increased risk of SIDS when
bed sharing in the absence of alcohol consumption or smoking and a protective effect of bed
sharing against SIDS risk for infants over 3 months of age [5]. Yet the issue of where and
with whom infants sleep is controversial in parenting, academic, and public health arenas
[6-10].

In the United States, the delivery of safe infant sleep location messaging has largely focused
on recommendations of physicians and other health professionals. American public
education campaigns recommend parent-infant room sharing without bed sharing [11].
However, AAP physician guidelines do not mention the need to dialogue with families
about infant sleep locations [3]. The Academy of Breastfeeding Medicine promotes
individualized counseling by physicians to facilitate parental informed decision making
regarding infant sleep locations [12], but the current AAP guidance addresses only infant
medical conditions in weighing the risks and benefits of infant sleep environments [3].
Colson and colleagues [13] found that among parents who received bed sharing advice from
their physician, only 21.3% reported that the information was neutral (72.6% of the
physician guidance was classified as being against bed sharing).

Despite the predominant U.S. medical recommendation against bed sharing, the prevalence
of at least occasional bed sharing among American families is estimated to be between 42—
77% [2, 14-15]. Practical, evidence-based support is necessary for optimizing infant sleep
environments because SIDS is a leading cause of infant mortality in the U.S. [16] and
nighttime arrangements are a personal issue for families.

Recently, Ball and Volpe [6] framed infant sleep locations as a parenting behavior that is
influenced by attitudes and beliefs. They suggested that bed sharing is practiced not only due
to the spatial or financial constraints that may impede crib usage but also because families
vary in their perceptions of infant developmental processes. Some parents may see
themselves as maintaining close proximity and being emotionally responsive throughout
their infants” high-needs ‘fourth trimester’ [17], whereas other parents may view physical
separation from their infants as instilling independence in the infant [18].

Sleep locations also directly affect parent-infant interactions, such as nocturnal breastfeeding
[19]. Additionally, the majority of new mothers in an American study reported getting
insufficient sleep [20]. The fatigue associated with nighttime parenting can affect adult
mental health, lead to relationship problems [21-22], and result in early introduction of solid
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foods to the infant diet [23]. Therefore, solutions coproduced between health care
professionals and families may be effective in promoting healthful infant sleep
environments. However, the factors that contribute to decisions about infant sleep locations
in the context of individual families’ needs and preferences are currently unclear.

This study compared maternal report of planned and practiced home sleep locations of
infants born late preterm with those plans and practices of infants born term over the first
postpartum month. The objective was to better understand how nocturnal infant feeding and
other nighttime needs affect decisions about infant sleep in the home. The study compares
women who gave birth to late preterm (34 0/7 to 36 6/7 gestational weeks) infants with
women who gave birth at term (= 37 0/7 gestational weeks) to determine the shared and
unique challenges over the first postpartum month. Late preterm infants experience more
health complications and feeding problems [24-25] and their mothers report more emotional
distress [26] than term infants. However, because late preterm infants are born relatively
near to term and they are often similar in size to term newborns, their risk for health
problems over time is often unrecognized by parents and health professionals [27]. Although
previous research found that American mothers of infants born prematurely were more
likely to bed share than term mothers [13], how the circumstances accompanying late
preterm birth affect infant sleep locations in the home is unknown. Therefore, this study
described parent-infant sleep plans and reported practices of the late preterm and term
dyads.

The sample in this analysis was a sub-sample of an ongoing observational study on maternal
emotional well-being after late preterm and term childbirth conducted in the U.S. [26]. Data
for this analysis was collected from 2010-2012. Women and their infants were recruited into
the parent study from a regional referral birthing center of a southeastern academic medical
center in the United States with approximately 3,300 births per year. Term participants were
matched to late preterm participants on maternal race/ethnicity and mode of delivery.
Exclusion criteria in the parent study were women who did not have custody of the infant
and women whose situation would have affected their ability to participate (age less than 18;
history of HIV, psychosis, or bipolar disease; or non-English speaking). Infants were
singletons and their health was not an inclusion or exclusion criterion in the parent study or
the subsample used in this analysis.

Following Institutional Review Board approval, a research team member confirmed
potential eligibility and the appropriateness of potential participation with the nursing staff.
Women were approached on the postnatal unit, the day after childbirth or later. Immediately
after a mother provided written informed consent to participate in the study or at a time
during postpartum hospitalization more convenient to the mother, questionnaires were
administered and the semi-structured interview was conducted. Each participant was in the
study for one month. Data were obtained while the mother-infant dyads were in the hospital
at enrollment and discharge, and at home at one month postpartum. Participant responses
were audio recorded, transcribed, and then checked for accuracy. One participant who
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reported significant emotional distress during data collection was referred to a mental health
professional.

Maternal and Infant Characteristics—Demographic information and responses to the
Edinburgh Postnatal Depression Scale (EPDS) [28] were recorded on a form by the mother.
The infant's medical records were reviewed after enrollment and following hospital
discharge to obtain data on obstetric history and medical course.

Semi-Structured Interviews—The maternal hospital interview focused on the mother’s
childbirth story and her infant’s care. The interview began with a global statement asking the
mother to tell her story about how she “came to deliver.” Participants for this study were
asked specific questions about infant sleep locations that were not included in the original
parent study. These questions were added to the protocol of the ongoing parent study.

In the interviews, probes were asked to elicit greater detail when needed and to fill in
predetermined areas not covered such as “what are you currently feeding your baby” and
“where do you plan for your infant to sleep at home?” After a mother responded with her
intended infant sleep location, she was asked if she “also planned to bed share.” At one
month postpartum, the interviews explored how things had been going with the mother and
her infant since the previous interview. Once the mother told her story, probes were used to
cover predetermined topics, which included feeding and sleep practices. After a mother
responded to the sub-sample question “where is your baby currently sleeping at night,” she
was asked if she had “also slept with the baby in bed with you.”

Between-group mean differences on continuous demographic variables and the EPDS total
scores were tested using t-tests. Between-group differences in proportions of demographic
variables, maternal milk provision, and infant sleep locations were tested using Cochran-
Mantel-Haenzel, chi-square, or the Fisher’s Exact Test, as appropriate. The transcripts were
read in their entirety to get a sense of the mother’s story as a whole [29]. Interviews were
then read again to derive codes and their definitions [30]. Next, the codes were reviewed,
refined, and then grouped into meaningful themes [31]. The responses were entered into a
matrix format in response to the interview questions and by theme for ease of comparison.
Codes derived from research questions, such as “what factors influenced where your baby
currently sleeps at night” and refinements of the core issues that emerged, such as “not bed
sharing due to fear for infant safety,” which the authors identified through an iterative
process.

For this analysis, 56 women provided hospital interview data (26 late preterm and 30 term)
and 45 of these participants (22 late preterm and 23 term) provided telephone interview data
at one month postpartum. Eleven participants could not be reached at the one-month data
collection point. In this study, late preterm infants had gestational ages at birth of 34.3 to
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36.9 weeks and the term infants had gestational ages of 37.7 to 41.9 weeks. Further, the
sample for this analysis was 52.7% White non-Hispanic, 32.7% Black non-Hispanic, and
14.5% English speaking Hispanic women.

Participant demographics in this study by late preterm and term status are provided in Table
1. The late preterm and term groups did not differ statistically on maternal race and
ethnicity, marital status, public assistance, maternal age, pregnancy complications, childbirth
mode, infant sex, or EPDS scores at enrollment or one month postpartum. More of the
women with late preterm infants were first-time mothers and they were older than term
mothers. The groups differed (because of the definition of late preterm and term infants) on
infant gestational age at birth. Late preterm infants weighed less at birth than term infants,
had lower Apgar scores at 5 minutes, were more likely to have been cared for in a hospital
unit other than the well baby nursery, and stayed in the hospital longer than term infants.
The late preterm and term women did not differ in the proportions who provided their
breastmilk or of the number of depressive symptoms, during hospitalization or at one month
postpartum.

Room sharing

Most women planned to room share at home with their infants (50 of 56, 89.3%) and
reported doing so for some or all of the first postpartum month (41 of 45, 91.1%). The late
preterm and term groups did not differ in plans for room sharing (24 of 26 late preterm,
92.3%, and 25 of 30 term, 83.3%, Fisher’s Exact Test, p=.43) or in reported practice over
the first month (20 of 22 late preterm, 90.9%, and 21 of 23 term, 91.3%, Fisher’s Exact Test,
p=.99). Convenience in tending to infants was the most cited factor for parents and infants
sleeping in the same room at night, followed by maternal ease in assessing infant well-being.
No participant reported room sharing intent or practice was due to concern about Sudden
Infant Death Syndrome protection. Reasons offered for separate room parent-infant sleep
arrangements were to minimize maternal sleep disturbance so that bed sharing did not
become an infant habit, concern that maternal anxiety about infant well-being would lead to
the mother purposefully waking the infant up, and parental privacy.

Prenatally, one mother of a late preterm infant had intended for her baby to sleep in a
separate room at home. However, in the hospital she was concerned about the infant’s
condition. Her feelings were conflicted about the sleep location decision and need for
nighttime infant monitoring:

All along | wanted her to sleep in her own room, and | have felt very, very strongly
that we need to maintain our relationship with the two of us [husband and wife]. |
said | was perfectly okay getting up and going to her room in the middle of the
night, but since this whole thing [late preterm birth] has happened...the feeding is
an issue. Spitting up has been an issue with her. I now feel the need to have her in
the room to keep an eye on her in the middle of the night. I might reconsider
because she hasn’t really spit up since her first day...I think maybe we need to
reconsider to put her back in the room because | really like the idea of her being in
her own room. | think the sooner they get used to that the better. They say that you
as a couple sleep better and the baby sleeps better.
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At one month postpartum, this mother said her infant had initially room shared then
transitioned to nighttime sleep in her own room. The themes present in this example, of
instilling independence in infants through separate sleep locations and better sleep equating
to less nighttime parental “disturbances,” were present in both the late preterm and term
groups.

A few participants from both the late preterm and term groups planned to bed share (3 of 25
late preterm, 12.0%, and 3 of 30 term, 10.0%). The factor most often influencing this
decision was maternal convenience for nighttime infant care. Other reasons were to facilitate
infant sleep, maternal reassurance of infant well-being, and maternal preference. One mother
of a late preterm infant reported that she would initially bed share because she did not have
the opportunity to purchase a bassinet due to the early timing of childbirth. A mother of a
term infant reported that she would have her infant sleep in a bassinet at home but that she
had not obtained one yet. At one month, this woman said that they had bed shared
throughout the first postpartum month.

Women in both groups said that they planned not to bed share at home due to fear for infant
safety (2 of 26 late preterm, 7.7%, and 4 of 30 term, 13.3%). One woman said she needed
her infant “in a container” at night because she was “too scared” that she might otherwise
“throw her across the room” or “smash her.” Another participant said she was concerned
that “people who sleep with babies in their beds can easily roll on them” or “kick them off
the bed.” Further, the idea of bed sharing becoming an undesirable habit and/or spoiling the
baby was present in both the late preterm (3 of 26, 11.5%) and term groups (3 of 30, 10.0%).

Significantly more women reported that they bed shared with their infant during the first
postpartum month (21 of 44, 47.7%) than said that they had planned to do so (6 of 56,
10.7%), X2=15.3, df=1, p<.0001. Late preterm and term groups did not differ in unplanned
bed sharing. Further, the proportions of any parent-infant bed sharing by one month
postpartum, regardless of intentions, did not differ by childbirth group (9 of 21 late preterm,
42.9%, and 12 of 23 term, 52.2%, X2=.10, df=1, p=.75). All women who planned on bed
sharing reported doing so. Women in the late preterm and term groups offered similar
reasons for bed sharing, with nighttime infant fussiness being the primary factor. Other
reasons for bed sharing were maternal preference/emotional closeness, reassurance of infant
well-being, convenience with nighttime feeds, early morning rest, daytime naps, and lack of
a bassinet (term mother). One of the women who bed shared did so because she was told the
baby (born late preterm) had to be upright for a prolonged period after feeding. This
positioning was accomplished by propping the baby with pillows in the adult bed alongside
the mother who returned to sleep.

Among mothers who did not bed share, some women added that they did not do so because
they were afraid for infant safety. One of the term mothers who did not bed share routinely
co-slept with her infant on a recliner. She would feed the baby in the reclining armchair in
the living room at night, fall asleep, and then wake up for the next feed there:
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It’s not an ideal situation. But, when we have that growth spurt issue, | don’t get
any rest. It has become a bad habit [that] I’'m going to start breaking him of and
myself of. | heard about squashing him, [but] if I thought he were in any danger of
that | would lay him back down [in his bassinet].
Discussion

This study followed late preterm and term infants and their mothers from the postpartum
hospitalization to the first postpartum month. Strengths of this study include the prospective
design in which home infant sleep location intentions were asked on the postnatal unit and
then reported at one month postpartum, matching late preterm and term participants on
maternal race, ethnicity, and childbirth mode, and probing for whether women’s sleep plans
and practice included bed sharing. We found that some women’s understanding of bed
sharing as inappropriate conflicted with their needs for nighttime proximity to infants.
Women bed shared with their infants out of preference, for convenience in assessing the
babies’ well-being, and for ease of tending to them. Professional guidance that works with
mothers, acknowledges their challenges around infant sleep locations and provides
evidence-based guidance on potential hazards may help to enable both safe infant
environments and maternal rest.

Most late preterm and term women planned to room share with their infants at home and
reported doing so in the first postpartum month. This high proportion of room sharing plans
and practice is consistent with previous findings from a Canadian sample [32]. No
participant in our study said that protection against the risk of SIDS was a factor in room
sharing, even though this practice is a part of recommended safe infant sleep environments
in the U.S. [3]. We did not probe for data on whether women knew of this SIDS guidance.
Those women who did not room share at home, or did so minimally, may have been aware
that rooming-in was the medically ideal scenario, but perceived the risk of SIDS to be too
low to impact their infant sleep location decision making. Alternatively, parents may not be
adequately informed about the value of room sharing in preventing SIDS. Moon, Oden,
Joyner, and Ajao [33] found that most African American mothers, whose infants have one of
the highest SIDS rates in the U.S. [16], did not understand that infant sleep location or sleep
positioning might affect SIDS risk. Further, these researchers found that maternal concern
about infant sleep duration was more prominent than their concern about SIDS. Families of
both late preterm and term infants may benefit from greater awareness of the association of
room sharing with reduced infant mortality from SIDS, particularly because covered infant
airways and non-supine sleep position are more likely to occur in solitary infant sleep
environments [34]. Better parental understanding of infant developmental processes can
move the infant sleep conversation towards healthful nighttime family interactions and away
from the desire to instill “‘independence’ in neonates that contributed to nighttime
arrangements in our study.

We found that during hospitalization, one woman changed from her intention to have her
infant sleep in a separate room to nighttime room sharing because of unexpected health
complications of her late preterm infant. Consistent with this behavior is Teti and Croshy’s
[35] finding that women’s worry about infant nighttime needs were positively associated
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with maternal presence with infants during the night and with the amount of time mothers
spent in close physical contact with their infants during the night. We similarly found a
theme of maternal concern that their anxiety about infant well-being would lead to
purposefully waking the infant. Stremler et al. [32] found that routine bed sharing was
associated with shorter maternal sleep bouts and more maternal night wakings compared to
women sleeping in a separate room. Women may be best supported by ensuring they are
aware of safe infant sleep guidelines and self care techniques.

The need for individualized parent sleep guidance, as endorsed by Fetherston and Leach [7],
was highlighted in our example of a mother who reactively bed shared with a late preterm
infant propped on pillows. She did this to comply with the pediatrician’s advice to position
the baby upright for an extended period after feedings and her need to achieve this
arrangement in a way that permitted maternal sleep. Maternal decision making for high-
needs infants may be impaired by fatigue from managing health challenges over time.
Whether the late preterm woman in our study received advice on the various contexts in
which that infant propping would likely occur is unknown. Although public health guidance
recommends against the use of pillows in infant sleep environments [3, 11-12], our
participant did not describe this aspect of her nighttime parenting as being problematic.

Maternal convenience in nighttime infant care was the primary reason for women intending
to bed share. Bed sharing has been found to promote nighttime breastfeeding frequency in
observational studies [18, 36] and is associated with greater breastfeeding duration [37-41].
In order to have the safest infant sleep environments possible, families may benefit from
health care providers facilitating non-judgmental discussions about nighttime dynamics
[e.g., 42]. Many more families said that they bed shared during the first postpartum month
than planned to do so. Deviation from infant sleep location plans during postpartum
hospitalization towards more home bed sharing in the first month occurred, and about half of
participants reported some amount of bed sharing. A similar pattern was also found by
Stremler et al. [32]. The discrepancy we found between bed sharing plans and practice
suggests that maternal expectations for nighttime parenting and infant sleep did not match
their experiences in both first-time and experienced mothers.

The primary reason for unplanned bed sharing in our study was to soothe nighttime infant
fussiness. Anticipatory guidance on infant sleep and responses to infant cues could include
evidence-based information on infant behavior that is written for popular audiences [e.qg.,
43]. Caregiver habits tend to cluster together, whether the parenting behaviors are
developmentally appropriate or not [44]. Infants perceived to be ‘fussy’ by their mothers
have also been found to receive developmentally inappropriate foods, in the form of solids
and juice, in the early months [45].

Fear for infant safety was commonly discussed among participants who avoided home bed
sharing, which may stem from U.S. public education campaigns that focus on the hazards of
bed sharing [e.g., 46]. Observational studies with healthy breastfeeding dyads suggest these
mother-infant pairs largely sleep and wake in synchrony [19], face each other and maintain
close proximity for most of the night, and that these women adopt a protective sleep position
around their sleeping infants [47-48]. Bottle feeding mothers, on the other hand, have been
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observed sleeping with infants more ‘like an adult’ in the bed, with the babies’ positioned
higher than breast level and the women turned away from the infants [48]. Further, any
infant sleep location can become hazardous with inappropriate bedding, clothing, bottle
propping, and/or positioning [49]. Nighttime infant feedings are often accompanied by
mother-infant sleep in the feeding locations, including beds, chairs, sofas, and recliners [50].
Kendall-Tacket et al. [50] found that women who slept with their infants in the feeding
locations were more likely to have high incomes and have more education. These
researchers suggested that this otherwise ‘low-risk’ group engaged in high-risk behavior in
an attempt to avoid bed sharing, which is consistent with our finding about the woman who
coslept with her infant on a recliner. Parent-infant cosleeping on chairs or sofas is a highly
risky environment [5]. Conversations among health care providers and families may
advance understanding of infant sleep location recommendations away from the ‘letter of
the law’ to the ‘spirit.’

Although our sample was diverse and reflective of the community from which it was drawn,
the exclusion of families with multiple births and of non-English speaking women limits the
generalizability. Further, other than psychosis or bipolar disorder, prenatal maternal mental
health was not examined. This history may influence maternal emotional well-being and
infant feeding outcomes in the postpartum period. The dynamics of nighttime parenting with
infants from a multiple birth set likely differs from the care of singletons. Also, the culture
of parenting may vary between English and non-English speaking Hispanic women. Colson
et al. [13] found that U.S. bed sharing systematically varies by maternal race, ethnicity,
education level, socioeconomic status, and other factors. Our study grouped participants by
late preterm and term childbirth status to focus on the role of infant medical needs and
maternal perinatal experiences on home sleep location decisions. The within group
variations we found in maternal attitudes regarding infant sleep location likely reflect
maternal characteristics. Future research on factors that influence home infant sleep
locations would benefit from documenting the experiences among multiple birth sets and
non-English speaking dyads.

Additionally, we identify several next steps for research based on our findings. A
naturalistic, overnight filming project in the home setting could assess parental responses to
infant night waking and the sequence of events contributing to the infant sleep locations
during the observation periods. Further, documentation of trajectories of maternal fatigue
and emotional well-being in relation to infant sleep locations are needed to better understand
new mothers’ needs.

Conclusions

The discrepancy between planned and reported home infant sleep locations indicates that
women’s expectations are not consistent with their postnatal experiences and needs. Both
the late preterm and term groups experienced variability in their home infant sleep locations
and women within the groups had differing feelings about bed sharing. Therefore, active
acknowledgement of families’ individualized challenges to consistently implementing
recommended infant sleep practices may be helpful to promote constructive dialogue instead
of the health message exclusively stating what not to do. Parents’ needs and values are likely
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critical to the success of reducing risks in infant sleep environments. Thus, effective
implementation of safe sleep locations requires understanding the factors affecting maternal
decision-making about sleep locations.

References

1. Pregnancy Risk Assessment Monitoring System. Infant bed sharing at 14 sites. 2010. Retrieved
August 2013 from http://www.cdc.gov/about/grand-rounds/archives/2012/pdfs/
GR_Infant_Mortality Final_Oct16.pdf

2. Willinger M, Ko CW, Hoffman HJ, Kessler RC, Corwin MJ. Trends in infant bed sharing in the
United States, 1993-2000: the National Infant Sleep Position study. Arch Pediatr Adolesc Med.
2003; 157(1):43-9. [PubMed: 12517193]

3. American Academy of Pediatrics [AAP]. SIDS and other sleep-related infant deaths: Expansion of

recommendations for a safe infant sleeping environment. Pediatrics. 2011; 128(5):1030-8.
[PubMed: 22007004]

4. Carpenter R, McGarvey C, Mitchell EA, Tappin DM, Vennemann MM, Smuk M, et al. Bed sharing
when parents do not smoke: Is there a risk of SIDS? An individual level analysis of five major case-

control studies. BMJ Open. 2013; 3:6002299.
5. Blair PS, Sidebotham P, Pease A, Fleming PJ. Bed-sharing in the absence of hazardous

circumstances: Is there a risk of Sudden Infant Death Syndrome. An analysis from two case-control

studies conducted in the UK. PLoS One. 2014; 9(9):e107799. [PubMed: 25238618]

6. Ball HL, Volpe LE. Sudden Infant Death Syndrome (SIDS) risk reduction and infant sleep location
— Moving the discussion forward. Soc Sci Med. 2013; 79:84-91. [PubMed: 22571891]

7. Fetherston CM, Leach JS. Analysis of the ethical issues in the breastfeeding and bedsharing debate.
Breastfeed Rev. 2012; 20(3):7-17. [PubMed: 23330446]

8. McKenna JJ, McDade T. Why babies should never sleep alone: a review of the co-sleeping
controversy in relation to SIDS, bedsharing and breast feeding. Paediatr Respir Rev. 2005; 6(2):
134-52. [PubMed: 15911459]

9. Bartick M, Smith LJ. Speaking out on safe sleep: Evidence-based infant sleep recommendations.
Breastfeeding Medicine. 2014; 9(9):417-22. [PubMed: 25188911]

10. Hauck FR, Moon RY. Evidence-based infant sleep recommendations. Breastfeeding Medicine.

2015; 10(1)10.1089/bfm.2014.0147
11. Eunice Kennedy Shriver National Institute of Child Health and Human Development, National
Institutes of Health, Department of Health and Human Services [NICHD]. Reduce the risk of

Sudden Infant Death Syndrome (SIDS) and other sleep-related causes of infant death. Washington,

DC: U.S. Government Printing Office; 2012. Safe sleep for your baby. Publication number 12—
7040Retrieved September 2013 from https://www.nichd.nih.gov/publications/pubs/Documents/
STS_SafeSleepForYourBaby_General_2013.pdf

12. ABM Clinical Protocol #6: Guideline on Co-Sleeping and Breastfeeding, Revision, March 2008.
Breastfeeding Medicine. 2008; 3(1):38-43. [PubMed: 18333768]

13. Colson ER, Willinger M, Rybin D, Heeren T, Smith LA, Lister G, et al. Trends and factors
associated with infant bed sharing, 1993-2010: The National Infant Sleep Position Study. JAMA
Pediatr. 2013; 167(11):1032-7. [PubMed: 24080961]

14. Hauck FR, Signore C, Fein SB, Raju TNK. Infant sleeping arrangements and practices during the
first year of life. Pediatrics. 2008; 122(S2):5113-20. [PubMed: 18829826]

15. Lahr MB, Rosenberg KD, Lapidus JA. Bedsharing and maternal smoking in a population- based
survey of new mothers. Pediatrics. 2005; 116(4):530-42. [PubMed: 16199682]

16. Mathews, TJ.; MacDorman, MF. Natl Vital Stat Rep. Vol. 61. U.S. Department of Health and
Human Services; 2013. Infant mortality statistics from the 2009 period linked birth/infant death
data set. Retrieved October 2013 from http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_08.pdf

17. Karp H. The fourth trimester and the calming reflex: Novel ideas for nurturing young infants.
Midwifery Today Int Midwife. 2012; 102:25-26. 67. [PubMed: 22856072]

Matern Child Health J. Author manuscript; available in PMC 2016 July 01.


http://www.cdc.gov/about/grand-rounds/archives/2012/pdfs/GR_Infant_Mortality_Final_Oct16.pdf
http://www.cdc.gov/about/grand-rounds/archives/2012/pdfs/GR_Infant_Mortality_Final_Oct16.pdf
https://www.nichd.nih.gov/publications/pubs/Documents/STS_SafeSleepForYourBaby_General_2013.pdf
https://www.nichd.nih.gov/publications/pubs/Documents/STS_SafeSleepForYourBaby_General_2013.pdf
http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_08.pdf

1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Tully etal.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Page 11

McKenna JJ, Ball HL, Gettler LT. Mother-infant cosleeping, breastfeeding and sudden infant death
syndrome: What biological anthropology has discovered about normal infant sleep and pediatric
sleep medicine. Am J Phys Anthropol. 2007; (Suppl 45):133-61. [PubMed: 18046747]

McKenna JJ, Mosko SS, Richard CA. Bedsharing promotes breastfeeding. Pediatrics. 1997; 100(2
Pt 1):214-9. [PubMed: 9240802]

Demirci JR, Braxter BJ, Chasens ER. Breastfeeding and short sleep duration in mothers and 6-11
month old infants. Infant Behav Dev. 2012; 35(4):884—6. [PubMed: 23010367]

Kelly RJ, El-Sheikh M. Marital conflict and children’s sleep: Reciprocal relations and
socioeconomic effects. J Fam Psychol. 2011; 25(3):412-22. [PubMed: 21553963]

Paulson JF, Dauber S, Leiferman JA. Individual and combined effects of postpartum depression in
mothers and fathers on parenting behavior. Pediatrics. 2006; 118(2):659-68. [PubMed: 16882821]
Clayton HB, Li R, Perrine CG, Scanlon KS. Prevalence and reasons for introducing infants early to
solid foods: Variations by milk feeding type. Pediatrics. 2013; 131(4):e1108-14. [PubMed:
23530169]

Forsythe ES, Allen PJ. Health risks associate with late-preterm infants: Implications for newborn
primary care. Pediatr Nurs. 2013; 39(4):197-201. [PubMed: 24027954]

Kugelman A, Colin AA. Late preterm infants: Near term but still a critical developmental time
period. Pediatrics. 2013; 132(4):741-51. [PubMed: 24062372]

Brandon DH, Tully KP, Silva S, Malcolm W, Murtha A, Turner B, et al. Emotional responses of
mothers of late-preterm and term infants. J Obstet Gynecol Neonatal Nurs. 2011; 40(6):719-31.
Wang ML, Dorer DJ, Fleming MP, Catlin EA. Clinical outcomes of near-term infants. Pediatrics.
2004; 114(2):372-7. [PubMed: 15286219]

Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: Development of the 10- item
Edinburgh postnatal depression scale. Br J Psychiatry. 1987; 150:782—-6. [PubMed: 3651732]
Tesch, R. Qualitative research, analysis types and software tools. New York, NY: The Falmer
Press; 1990.

Miles, MB.; Huberman, AM.; Saldana, J. Qualitative data analysis: An expanded sourcebook. 2.
Thousand Oaks, CA: Sage; 2013.

Patton, MQ. Qualitative research and evaluation methods. Thousand Oaks, CA: Sage; 2002.
Stremler R, Hodnett E, Kenton L, Lee K, Macfarlane J, Weiss S, et al. Infant sleep location: Bed
sharing, room sharing and solitary sleeping at 6 and 12 weeks postpartum. The Open Sleep
Journal. 2013; 6(Suppl 1: M10):77-86.

Moon RY, Oden RP, Joyner BL, Ajao TI. Qualitative analysis of beliefs and perceptions about
Sudden Infant Death Syndrome in African-American mothers: Implications for safe sleep
recommendations. J Pediatr. 2010; 157(1):92—-7. [PubMed: 20303505]

Mitchell EA, Freemantle J, Young J, Byard RW. Scientific consensus forum to review the
evidence underpinning the recommendations of the Australian SIDS and Kids Safe Sleeping
Health Promotion Program — October 2010. J Paediatr Child Health. 2011; 48(8):626-33.
[PubMed: 22050484]

Teti DM, Crosbhy B. Maternal depressive symptoms, dysfunctional cognitions, and infant night
waking: The role of maternal nighttime behavior. Child Dev. 2012; 83(3):939-53. [PubMed:
22506917]

Ball HL, Ward-Platt MP, Heslop E, Leech SJ, Brown K. Randomised trial of infant sleep location
on the postnatal ward. Arch Dis Child. 2006; 91:1005-10. [PubMed: 16849364]

Ball HL. Breastfeeding, bed-sharing and infant sleep. Birth. 2003; 30(3):181-8. [PubMed:
12911801]

Blair PS, Heron J, Fleming PJ. Relationship between bed sharing and breastfeeding: Longitudinal,
population-based analysis. Pediatrics. 2010; 126(5):e1119-26. [PubMed: 20956410]

Howell D, Ball H. Association between length of exclusive breastfeeding and subsequent
breastfeeding continuation. J Hum Lact. 2013; 29(4):579-85. [PubMed: 23821654]

Huang Y, Hauck FR, Signore C, Yu A, Raju TNK, Huang TT-K, et al. Influence of bedsharing
activity on breastfeeding duration among US mothers. JAMA Pediatr. 2013; 167(11):1038-44.
[PubMed: 24061708]

Matern Child Health J. Author manuscript; available in PMC 2016 July 01.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Tully etal.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Page 12

Santos IS, Mota DM, Matijasevich A, Barros AJD, Barros FCF. Bed-sharing at 3 months and
breast-feeding at 1 year in southern Brazil. J Pediatr. 2009; 155(4):505-9. [PubMed: 19595369]
United Nations Children’s Fund [UNICEF] UK. Caring for your baby at night. 2011. Retrieved
January 2014 from http://www.unicef.org.uk/Documents/Baby_Friendly/Leaflets/
caringatnight_web.pdf

Heinig, MJ.; Bafiuelos, J.; Goldbronn, J. The secrets of baby behavior. Berkeley, CA: University of
California Press; 2012.

Owens JA, Jones C, Nash R. Caregivers’ knowledge, behavior, and attitudes regarding healthy
sleep in young children. J Clin Sleep Med. 2011; 7(4):345-50. [PubMed: 21897770]

Wasser H, Bentley M, Borja J, Goldman BD, Thompson A, Slining M, et al. Infants perceived as
“fussy” are more likely to receive complementary foods before 4 months. Pediatrics. 2011; 127(2):
229-37. [PubMed: 21220398]

Safe Sleep Campaign. Retrieved January 2014 at http://city.milwaukee.gov/Safe-Sleep-Campaign
Baddock SA, Galland BC, Taylor BJ, Bolton DPG. Sleeping arrangements and behavior of bed-
sharing families in the home setting. Pediatrics. 2007; 119(1):e200—7. [PubMed: 17200244]

Ball HL. Parent-infant bed-sharing behavior: Effects of feeding type and presence of father.
Human Nature. 2006; 17(3):301-18. [PubMed: 26181475]

Volpe LE, Ball HL, McKenna JJ. Nighttime parenting strategies and sleep-related risks to infants.
Soc Sci Med. 2013; 79:92-100. [PubMed: 22818487]

Kendall-Tackett K, Cong Z, Hale TW. Mother-infant sleep locations and nighttime feeding
behavior. Clinical Lactation. 2010; 1(1):27-31.

Matern Child Health J. Author manuscript; available in PMC 2016 July 01.


http://www.unicef.org.uk/Documents/Baby_Friendly/Leaflets/caringatnight_web.pdf
http://www.unicef.org.uk/Documents/Baby_Friendly/Leaflets/caringatnight_web.pdf
http://city.milwaukee.gov/Safe-Sleep-Campaign

1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

Tully etal.

Table 1

Participant Demographics, by Late Preterm and Term Groups

LatePreterm
n=26

Term
n=30

Mean (SD) or % (n)

Mean (SD) or % (n)

Maternal race and ethnicity:
% White non-Hispanic
% Black non-Hispanic
% Hispanic and Other

% Married

% Public assistance
% First-time mother”

. *
Maternal age in years

% Had any pregnancy complications

Gestational age in weeks™ ™™
Infant sex: % female

% Cesarean birth
Birthweight in grams

Apgar at 1 minute
Apgar at 5 minutes”
% Only in well baby nursery*

Length of hospital stay in days*
% Provided breastmilk:
Postpartum hospitalization

One month postpartum

Edinburgh Postnatal Depression Scale:

Postpartum hospitalization

One month postpartum

56.0 (14)
32.0 (8)
12.0 (3)
69.2 (18)
38.5 (10)
115 (3)
31.0 (6.5)

61.5 (16)
35.9 (.8)

57.7 (15)
46.2 (12)
2693.3 (470.2)
76(2.1)
8.7(7)
73.1(19)

49 (55)

76.9 (20)
65.2 (15)

6.3(5.7)
3.8(4.3)

50.0 (15)
33.3 (10)
16.7 (5)
43.3(13)
43.4(13)
40.0 (12)

26.8 (5.0)

36.7 (12)
40.0 (.9)

433 (13)
36.7 (11)
3408.8 (446.7)
8.0 (L6)
9.0(.3)
93.3 (28)

23(7)

93.3 (28)
74.1 (20)

4.8 (5.5)
22(2.2)
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Note. Between-group mean differences on continuous variables were tested using t-tests, except for length of infant hospital stay that was tested
with a non-parametric Wilcoxon Two Sample Test due to non-normal distribution. Between-group differences in proportions were tested using
Cochran-Mantel-Haenzel, chi-square, or the Fisher’s Exact Test, as appropriate.

p<.05 for group differences;

*%

*
p<.0001
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