
The Risks of Smart Baby 
Monitors  
by Sarah Werner, PA-C  

Sarah is a 2013 graduate from Philadelphia College of Osteopathic Medicine. She completed a 
physician assistant residency in neonatology at The Children's Hospital of Philadelphia where she 
now works in the neonatal and infant intensive care unit. She has served since 2015 on the SPAP 
Board of Directors as Treasurer and Member at Large. When she is not at work, Sarah enjoys being 
outside, photography, traveling and spending time with her family and dogs. 

In the age of technology and “smart” everything, from lights 
you can control with your voice to water bottles that track daily 
intake, it only seems natural that parents would desire “smarter” 
ways to monitor their baby. A new market has been emerging that 
sounds simple and harmless: wearable monitors that track vital 
signs and can alerts parents on their smart phones if a problem is 
detected. However, there are serious concerns about the accuracy 
and regulation of these devises as well as the negative impact they 
may have on infants and caregivers.  

You’ve probably seen the ads on Facebook or other websites 
for these physiological monitors, such as the Owlet, which are 
aggressively marketed to parents of healthy babies promising peace of mind. These monitors aim at 
reducing the risk of sudden infant death syndrome (SIDS), which is the leading cause of infant 
mortality between one month and one year of age in the United States. However none of the publicly 
available “smart monitors” have been regulated as medical devices by the U.S. Food and Drug 
Administration (FDA) and there is no evidence that the monitors are life-saving or even accurate.  

Use of these monitors have several risks. Marketing strategies may make parents unnecessarily 
fearful of SIDS risk and with use of the devices parents may feel falsely reassured and fail to use 
important preventive practices. Also false-positive alarms in healthy infants can lead to anxiety, over-
diagnosis, and unnecessary testing. For example, one reading of low oxygen saturation that would 
resolve on its own may trigger a visit to an emergency department, followed by unnecessary blood 
tests, X-rays and even hospital admission. 
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The risk of SIDS in the United States is < 1 per 1000 live births. Higher rates (two to three 
times the national average) are found in black and American Indian/Alaskan native children and a 
disproportionately high rate (15 to 20 percent) of SIDS cases occurs in child care settings. In the 
United States, the incidence of SIDS has declined by more than 50% since the mid-1980s when the 
American Academy of Pediatrics (AAP) issued a recommendation to reduce the risk of SIDS by 
placing infants in a supine position for sleep. Risk factors include young maternal age, maternal 
smoking during pregnancy, late or no prenatal care, preterm birth and/or low birth weight, prone 
sleeping position, sleeping on a soft surface and/or with bedding accessories such as loose blankets 
and pillows, bed-sharing and overheating.  

It had been thought in the 1970s that infants with a history of apnea or an apparent life-
threatening event (ALTE) are at risk for SIDS even if they are otherwise asymptomatic, and that death 
could be prevented by home cardiorespiratory monitoring. However, studies done over the past 
decade have failed to confirm the relationship between SIDS and apnea. Also, studies of infants with 
a history of ALTE and others considered to be at risk for SIDS (such as siblings of SIDS victims) 
were unable to show any benefit of monitoring in preventing SIDS deaths. 

ECRI Institute, a nonprofit research organization that evaluates medical devices and practices, 
has concerns regarding safety and effectiveness of the products. They express concern that there is no 
publicly available evidence that "smart" baby monitors are accurate and since they are not regulated 
by the FDA the question is raised as to what testing has been done to assure the safety and quality of 
the designs. 

In a study done at the Children’s Hospital of Philadelphia, the team studied 30 infants, six 
months old and younger, hospitalized in the Cardiology and General Pediatrics units. Each baby wore 
an FDA-approved reference monitor (the Masimo Radical-7) on one foot and a consumer monitor 
(Owlet Smart Sock2 or the Baby Vida) on the other foot. Incidents of hypoxia and bradycardia were 
analyzed comparing results between the monitors.  

While testing the Owlet, the reference monitor reported hypoxia in 12 patients, and the Owlet 
reported at least one simultaneous hypoxia reading in all 12 patients. However, at least once during 
hypoxia, the Owlet also erroneously indicated that five of those 12 infants had normal oxygen levels. 
Across all the data points, the Owlet’s overall sensitivity was 88.8 percent. The device detected 
hypoxia, but not consistently.  

Testing of the Baby Vida monitor showed that none of the 14 infants who experienced hypoxia 
according to the reference monitor had simultaneous hypoxia readings on Baby Vida, a sensitivity of 
0 percent, a serious flaw.  In addition to missing hypoxia, the Baby Vida monitor also falsely 
displayed bradycardia in 14 patients who had normal pulse rates, a high rate of false positives.  

Because these “smart” monitors are the new trend, it’s important to educate parents on the 
questionable accuracy of the devices, and stress to parents the importance of proven SIDS 
preventative practices. All infants, including those with a history of prematurity, should be placed to 
sleep on their backs (supine) for every sleep, side sleeping is not recommended. They should be on a 
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firm sleep surface designed specifically for infants (crib, cradle, or bassinet), without pillows, stuffed 
toys, or other soft objects. They should not sleep on an air mattress/air bed, even if it is fully inflated. 
Bed-sharing should not be practiced, although room-sharing is encouraged. Measures that may help 
protect against SIDS risk include breastfeeding and use of a pacifier when placing the infant to sleep. 
In the future, some smart monitors may offer real benefits to vulnerable infants at home, but we have 
no evidence now that these devices are safe, accurate or effective. 

References: 

Bonafide CP, Jamison DT, Foglia EE. The Emerging Market of Smartphone-Integrated Infant Physiologic Monitors. JAMA. 2017;317(4):353–354. 
doi:10.1001/jama.2016.19137 

Corwin, M. (2018). Sudden infant death syndrome: Risk factors and risk reduction strategies, UptoDate. Available from: https://
www.uptodate.com/contents/sudden-infant-death-syndrome-risk-factors-and-risk-
reductionstrategiessearch=sids&source=search_result&selectedTitle=1~ 71&usage_type=default&display_rank=1 

Two Consumer Baby Monitors Show Worrisome Results in Measuring Vital Signs (2018, August 21). Retrieved from https://www.chop.edu/news/
two-consumer-baby-monitors-show-worrisome-results-measuring-vital-signs 

CALL FOR SPEAKERS 
We are now accepting applications for speakers for our annual CME conference in 
Houston, Texas! Applications are due March 31st, 2019. 

Click here to submit a speaker application form.    

 3

SOCIETY FOR PAS IN PEDIATRICS  FEB 2019 

https://www.uptodate.com/contents/sudden-infant-death-syndrome-risk-factors-and-risk-reductionstrategiessearch=sids&source=search_result&
https://www.uptodate.com/contents/sudden-infant-death-syndrome-risk-factors-and-risk-reductionstrategiessearch=sids&source=search_result&
https://www.uptodate.com/contents/sudden-infant-death-syndrome-risk-factors-and-risk-reductionstrategiessearch=sids&source=search_result&
https://fs26.formsite.com/LzjAeQ/unbupmjpgn/index.html


SPAP Member Spotlight 
Brent Smith, PA-C 
Brent attended Emory University for PA school and graduated in 2006.  Before PA school he taught 
various science classes and coached baseball, football and wrestling at Massanutten Military 
Academy (Woodstock, VA), Riverside Military Academy (Gainesville, GA) and Lumpkin County 
Highschool (Dahlonega, GA)   He also held an EMT license in Virginia and served as a volunteer 
and worked in several different emergency departments as an ED tech.   

How did your career as a PA start?  

I worked off and on in different EDs as a tech and volunteered as an EMT during the summers when I 
was teaching.  I have always had an interest in medicine, but went into teaching and coaching after 
college because at the time I did not know of the PA profession.  I had really 
never been exposed to a PA at that time and after college was ready to find a 
job and start working. Coaching and teaching fit well at the time, but as I 
continued in the profession I came to the realization that I really enjoyed 
medicine. My sister had started PA school at Emory and she encouraged me 
to apply.  

What does your average day at work look like? 

I work full time at Rivertown Pediatrics in Columbus, GA.  We are the 
largest pediatric office in the area so we stay busy.  I see 30-40 patients on 
most days with about 10-15 being well visits and the rest sick visits with an 
age range from 2 days to 18 years.  During flu season those numbers may go to around 45-50 a day 
and in the summer I might slow down to about 20.  I am on staff at the largest hospital in the area and 
have admission privileges, but our doctors handle rounding. I serve as the chair of the Pediatric 
Preparedness Committee at the hospital as well as sit on the Pediatric Quality Committee and the 
Pediatric Concussion Committee.  So I fit these meetings in at lunch or whenever I get a chance.  I 
also serve as co-trainer for the national Pediatric Readiness Quality Collaborative so that keeps me 
busy as well. 

How did you first hear about SPAP? 

I think I first saw it in a Google search, but then went to the AAPA conference in Las Vegas in 2011. I 
went to the mixer for PA’s in pediatrics and learned more about SPAP there.  

Why pediatrics? 

After graduation I was looking more in emergency medicine but sent several resumes out in pediatrics 
as well.  I knew that I enjoyed working with kids from my years teaching and coaching and I really 
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enjoyed my pediatric rotations. When an offer came from Rivertown I took it, and I have been there 
ever since.  

What is your favorite part of being a PA?  

I enjoy the autonomy and the flexibility the most.  I see my own patients and carry a fairly large panel 
that prefer to see me.  I also like the idea that if I decide that I really like emergency medicine or 
surgery or whatever that I can change without going back to school for a fellowship.  I also met my 
wife at a local PA meeting so that was a nice bonus! 

Any advice for new PAs or PA students? 

We have many PA, NP and meds students in and out of our office and I enjoy getting to teach them.  I 
tell all of them to get a set routine physical exam and stick to it. In kids it is always best to listen to 
the chest first because it might be the quietest they will be for that visit.  Always look at the ears, 
every time, even if they are there for a laceration. Ears seem to be one of the hardest things to master 
so the more you see the better you get. Also, you don’t want parents calling back in two days 
complaining that they now have an ear infection and you never looked.  
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