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A B S T R A C T

Objectives: Safe Sleep Community Baby Showers (CBS) provide group education to reduce risk factors of sudden 
unexpected infant death (SUID). Based on CBS success, Safe Sleep Crib Clinics were developed to provide in
dividual education. This study assessed Crib Clinic outcomes and differences in Crib Clinics compared to CBSs.
Methods: Certified Safe Sleep Instructors facilitated CBSs and/or Crib Clinics in their communities and collected 
participant data related to safe sleep, tobacco avoidance and breastfeeding. Crib Clinic data was compared pre- to 
post-test; post-test results were compared between Crib Clinics and CBSs.
Results: Crib Clinic attendees exhibited significant increases in intention to have infant follow safe sleep rec
ommendations, avoid secondhand smoke and breastfeed (all p < 0.001). Significant differences between Crib 
Clinic and CBS participants related to marital status, language, tobacco, education and insurance (all p < 0.01). 
CBS and Crib Clinic participants differed on items related to sleep environment, breastfeeding and tobacco (all p 
= 0.05).
Conclusions: Overall Crib Clinics appear to be effective in increasing knowledge, intentions and confidence 
related to safe sleep, tobacco avoidance and breastfeeding. Crib Clinics may offer flexibility (e.g., time, format) 
that increases accessibility to safe sleep education for families.
Innovation: Results suggest the ability to shift education delivery method based on group size was important in 
both rural and urban settings.

1. Introduction

Infant mortality is considered an indicator of overall population 
health [1], and rural areas have significantly higher rates compared to 
urban areas [2-4]. Differences in rates by population density appear to 
be driven by county-level socioeconomic disadvantages and post‑neo
natal deaths (28 days to 1 year) [2]. The leading cause of post‑neonatal 
death is sudden unexpected infant death (SUID), or the death of a child 
less than one year of age where the cause of death is not apparent prior 
to investigation [5,6]; SUID accounts for as many as 42 % of rural infant 
deaths [4].

Since the early 1990's the American Academy of Pediatrics (AAP) has 
provided evidence-based recommendations to reduce external risk fac
tors of SUID [7]. Examples include placing an infant alone, on the back, 
in a clutter-free crib, in a tobacco-free environment. Despite these risk 

reduction strategies, the SUID rate in Kansas, a predominantly rural 
state, is higher than the national average (120 infant deaths per 100,000 
live births compared to 92 infant deaths; 2016–2020 data) [5]. SUID 
accounts for over 20 % of Kansas infant deaths [8], nearly all of which 
(98 %) have external risk factors present [9].

The Kansas Infant Death and SIDS (KIDS) Network promotes the AAP 
Safe Sleep Recommendations across the state through their Safe Sleep 
Instructor (SSI) program [10-12]; C.R. Ahlers-Schmidt, unpublished 
manuscript, 2024]. After the training, SSIs are certified to educate 
professionals, families, and community members on the AAP Safe Sleep 
recommendations. In addition, SSIs are trained on how to facilitate a 
Safe Sleep Community Baby Shower (CBS) [13-17].

CBSs are community-based group events, based on cultural tradi
tions and celebration, to promote infant safe sleep practices [13-17]. 
SSIs bring together community partners (e.g., healthcare, insurance, 

* Corresponding author: University of Kansas School of Medicine–Wichita, Department of Pediatrics, 3243 E. Murdock, Suite 604, Wichita, KS 67208, USA.
E-mail addresses: cschmidt3@kumc.edu (C.R. Ahlers-Schmidt), edirector@kidsks.org (C. Schunn), ahervey@kumc.edu (A.M. Hervey), ssidirector@kidsks.org

(M. Torres). 

Contents lists available at ScienceDirect

PEC Innovation

journal homepage: www.elsevier.com/locate/pecinn

https://doi.org/10.1016/j.pecinn.2024.100370
Received 6 September 2024; Received in revised form 13 December 2024; Accepted 23 December 2024  

PEC Innovation 6 (2025) 100370 

Available online 25 December 2024 
2772-6282/© 2024 Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license ( http://creativecommons.org/licenses/by-nc-nd/4.0/ ). 

mailto:cschmidt3@kumc.edu
mailto:edirector@kidsks.org
mailto:ahervey@kumc.edu
mailto:ssidirector@kidsks.org
www.sciencedirect.com/science/journal/27726282
https://www.elsevier.com/locate/pecinn
https://doi.org/10.1016/j.pecinn.2024.100370
https://doi.org/10.1016/j.pecinn.2024.100370
http://crossmark.crossref.org/dialog/?doi=10.1016/j.pecinn.2024.100370&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/


maternal child health programs) to educate pregnant and postpartum 
persons and families on the importance of safe sleep practices. CBSs 
address the six constructs of the Health Belief Model [18,19]: severity, 
susceptibility, benefits, barriers, cues to action and self-efficacy. For 
example, to address susceptibility participants from populations with 
high rates of SUID are prioritized for attendance and participants learn 
about risks of suffocation from loose bedding and soft material [13]. One 
way barriers are addressed is by providing safe sleep tools (e.g., portable 
crib, wearable blanket); some of these items also act as cues to action 
with safe sleep messaging on them (e.g., Alone, Back, Crib) [13]. At
tendees spend about an hour receiving group education from one or 
more experts on safe sleep, tobacco avoidance and breastfeeding and 
attending presentations or “booths” about community programs.

Kansas has over 35,000 births per year, yet over a quarter of those 
births (27 %) are in rural areas [20]. Following certification, rural SSIs 
reported barriers to hosting community-based group educational events. 
Challenges included few pregnant persons (e.g., Greeley County had 14 
births in 2022) [20], few or no maternal/infant programs to engage at 
events, and few resources to provide safe sleep tools. To address these 
issues, the KIDS Network developed a modified educational opportunity 
to provide standardized individual safe sleep education for pregnant and 
recently delivered persons, called Safe Sleep Crib Clinics.

These Crib Clinics allow SSIs to provide the same education and tools 
one-on-one to an individual or family. Crib Clinics cover the same safe 
sleep, tobacco avoidance and breastfeeding education as the CBSs, but 
the SSI provides all the education. No community partners are engaged, 
but SSIs do refer participants to community programs and resources as 
needed. Crib Clinics last between 20 min and one hour. The purpose of 
this cross-sectional study is twofold: 1) to assess the outcomes of the Crib 
Clinics (individual education); and 2) to identify any difference in out
comes compared to community-based group education events (CBSs).

2. Participants and methods

During the two-day SSI certification conference [10–12; C.R. Ahlers- 
Schmidt, unpublished manuscript, 2024], participants learned to 
conduct both a Safe Sleep CBS [13-17] and a Safe Sleep Crib Clinic. Both 
events include brief education on breastfeeding, tobacco avoidance, 
substance use, perinatal mental health, and the AAP Safe Sleep Rec
ommendations. Safe sleep is addressed using a standardized Safe Sleep 
Crib Demonstration developed by the KIDS Network [C.R. Ahlers- 
Schmidt, unpublished manuscript, 2024]. During the demonstration, a 
safe sleep environment is displayed using a portable crib, wearable 
blanket, pacifier and doll. Unsafe items are then discussed in terms of 
risk factors (but kept out of the sleep environment). This demonstration 
is based on learning theory from the FrameWorks Institute [21] and 
differs from other safe sleep education strategies which often show 
families unsafe sleep environments.

Conference attendees were also educated on how to identify priority 
populations based on local infant mortality data, grant writing to fund 
cribs and materials, and strategies for hosting education in person and 
virtually.

Once certified, SSIs were tasked with facilitating at least one CBS or 
ten individual Crib Clinics with pregnant persons or those with infants 
less than one year of age (birthing persons) in their local communities. 
SSIs collected pre- and post-test data on knowledge, intentions and 
confidence from birthing persons who attend either event; support 
persons were also invited to attend, but no data was collected from this 
group. The same pre- and post-test were administered for CBS and Crib 
Clinics and included items on safe sleep, tobacco avoidance and 
breastfeeding. Safe sleep items included questions specific to the AAP 
Recommendations on position, surface, and items. Tobacco avoidance 
was assessed using questions on secondhand exposure and knowledge of 
local resources. Breastfeeding intention was measured using a question 
on duration of breastfeeding (coded as do not plan to breastfeed/plan to 
breastfeed) and knowledge of local resources. Six additional items 

regarding confidence in following the AAP Recommendations were 
included on the post-test to further assess self-efficacy; response options 
were ‘less confident’, ‘no change’, and ‘more confident’. Event satis
faction was measured via a Likert scale (1-Very Satisfied to 5-Very 
Dissatisfied) on the post-test. Most participants were able to complete 
the forms in 10 min or less.

Deidentified data was entered by the SSIs into Research Electronic 
Data Capture (REDCap), a secure, web-based data capture application 
hosted at the University of Kansas Medical Center [22,23]. Event type 
(CBS or Crib Clinic), descriptive statistics, confidence items and satis
faction were summarized using frequencies (percentages). Comparisons 
between pre- and post-surveys were made using McNemar's test for 
paired dichotomous variables (safe vs. unsafe responses), Friedman's 
Test and Chi Squared Likelihood-Ratio Test. The Mann-Whitney Wil
coxon Test for independent samples was used for comparison between 
CBS and Crib Clinic participants. Alpha was set a priori at 0.05. Statis
tical analyses were performed using SPSS for Windows, Version 26.0 
(Armonk, NY, USA). This project involved secondary analysis of dei
dentified program data and was reviewed by the University of Kansas 
Medical Human Subjects Committee who determined it not human 
subject research.

3. Results

3.1. Event characteristics

Between 5/1/2019 and 10/31/2023, 480 Safe Sleep education 
events were held by certified SSIs (319 Crib Clinics; 161 CBS). Crib 
Clinics were significantly more likely to be held in urban areas than rural 
areas (p < 0.001) and more likely to be virtual in format (p < 0.001). 
Crib Clinics had a median attendance of 1 (range 1–15; p < 0.001) and 
CBSs had a median attendance of 31 birthing persons (range 1–208) (p 
< 0.001).

Across these events 4906 birthing persons were served (592 Crib 
Clinics; 4314 CBS). Of those, 3475 completed pre- and post-surveys and 
after accounting for missing data, 3172 (504 Crib Clinics; 2668 CBS) 
were included in analysis. Birthing persons who attended a CBS were 
significantly more likely to have a support person (age 18 years or more) 
with them than those attending a Crib Clinic (CBS median = 1, range 
0–9; Crib Clinic median 0; range 0–8).

3.2. Crib clinic participants

The greatest proportion of Crib Clinic participants reported being 
non-Hispanic white (50 %), single (43 %), with a high school education 
(or equivalent) (43 %) and Medicaid coverage (57 %). The majority 
reported no tobacco use (83 %); however, of those currently using, 83 % 
reported daily use. Additional demographics can be found in Table 1.

3.3. Crib clinic outcomes

In terms of safe sleep intentions, Crib Clinic attendees exhibited 
statistically significant increases in the number of respondents planning 
to have their infant sleep on the back only (pre = 76 % vs post = 99 %; p 
< 0.001), on a safe surface only (crib, portable crib, bassinet; pre = 79 % 
vs post = 97 %; p < 0.001), and with no unsafe items in the sleep space 
(pre = 58 % vs post = 95 %; p < 0.001) (Table 2). On the post-test, 
nearly all participants planned to discuss safe sleep with others (pre 
= 55 % vs post = 99 %; p < 0.001) and could identify at least one person 
who would support safe sleep (98 %).

Addressing tobacco avoidance, Crib Clinic attendees showed statis
tically significant increases in intentions to avoid secondhand smoke 
exposure in home and vehicle (pre = 89 % vs post = 93 %; p = 0.004), 
knowledge of three or more ways to avoid secondhand smoke exposure 
(pre = 63 % vs post = 96 %; p < 0.001), and knowledge of at least three 
local resources for tobacco dependance (pre = 11 % vs post = 38 %; p <
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0.001). In addition, significantly more birthing persons planned to 
breastfeed (pre = 82 % vs post = 85 %; p = 0.001) and knew at least 
three local breastfeeding resources (pre = 18 % vs post = 47 %; p <
0.001) following the Crib Clinic.

The majority felt more confident in their abilities related to safe sleep 
(87 %–93 %), breastfeeding (81 %), and tobacco avoidance (86 %) 
following the Crib Clinic (Table 3). In addition, most participants were 
satisfied (18 %) or very satisfied (79 %) with the event.

3.4. Crib clinics compared to community baby showers

Significant differences were observed between Crib Clinic and CBS 
participants related to marital status, primary language spoken, tobacco 
use, education level and insurance coverage (all p < 0.01). In addition, 
significant differences were observed for partner race/ethnicity as re
ported by participants (p = 0.008).

Crib Clinic outcomes differed from CBS outcomes on several vari
ables. Crib Clinic participants were significantly more likely than CBS 
attendees to intend to only include safe items in the infant sleep envi
ronment (95 % vs 93 %; p = 0.028) and to feel more confident in their 
ability to do so (87 % vs 83 %; p = 0.040). For both groups, loose 
blankets and bumper pads were the most common items still reported on 
the post-test.

Crib Clinic attendees were less likely to plan to breastfeed (85 % vs 
91 %; p = 0.001) or know at least three local breastfeeding resources (47 
% vs 52 %; p = 0.033) and were more likely to intend to have second
hand tobacco exposure (7 % vs 4 %; p = 0.007). Crib Clinic participants 
were less likely to report being very satisfied with the overall event 
compared to CBS attendees (79 % vs 84 %; p = 0.002).

4. Discussion and conclusion

4.1. Discussion

Few community-level interventions have been identified that pro
vide an opportunity to engage in robust discussion regarding the AAP 
safe sleep recommendations. The KIDS Network Safe Sleep Crib Clinics 
were developed as an alternative to the group education format of CBSs, 
especially for rural areas where there are fewer pregnant persons. Sur
prisingly, results of this study suggest Crib Clinics were more likely held 
in urban areas than rural. This may be partially explained by the COVID- 
19 pandemic and restrictions on group gatherings during a portion of the 
study. It may also reflect a broader need for individualized education 
formats due to the SSI's employment capacity. For example, home visi
tors and case managers can easily incorporate Crib Clinics into the 
existing infrastructure for parent education, whereas community-based 
group educational events (CBSs) may not be within the organizations' 
capacities.

Participant characteristics may also have played a role. Birthing 
persons who attended Crib Clinics were significantly more likely to 
report demographics associated with increased risk of poor birth out
comes and infant mortality, including tobacco dependence, lower edu
cation, unmarried and Medicaid or self-pay [1,24]. Participants with 
these characteristics may experience barriers to attending CBSs due to 
transportation issues, inability to take time off work, and childcare 
challenges. The ability to offer flexible times and virtual options, such as 
with the Crib Clinics, may increase the likelihood that priority pop
ulations engage in safe sleep education.

Table 1 
Participant Characteristics.

Total Crib 
Clinic

Community Baby 
Shower

n (%) n (%) n (%) p

3172 504 
(16)

2668 (84)

Primary Language <0.001
English 2876 

(91)
413 
(82)

2463 (92)

Spanish 296 (1) 91 (18) 205 (8)
Race/Ethnicity 0.091

Non-Hispanic White 1863 
(59)

248 
(50)

1615 (61)

Hispanic 688 
(22)

148 
(30)

540 (20)

Non-Hispanic Black 354 
(11)

69 (14) 285 (11)

Multiracial 152 (5) 21 (4) 131 (5)
Other 84 (3) 12 (2) 72 (3)

Marital Status 0.001
Single 1047 

(34)
211 
(43)

836 (32)

Married 1427 
(46)

181 
(37)

1246 (47)

Partnered 579 
(19)

80 (16) 499 (19)

Other* 77 (3) 22 (5) 55 (2)
Partner Race/Ethnicity 0.008

Non-Hispanic White 1588 
(52)

205 
(42)

1383 (54)

Hispanic 629 
(21)

129 
(26)

500 (19)

Non-Hispanic Black 368 
(12)

67 (14) 301 (12)

Multiracial 101 (3) 13 (3) 88 (3)
Other 38 (13) 76 (16) 308 (12)

Education <0.001
Some High School 474 

(15)
120 
(24)

354 (13)

High School Graduate or 
GED

1375 
(44)

214 
(43)

1161 (44)

2-Year Community 
College Graduate

410 
(13)

60 (12) 350 (13)

4-year College Graduate 469 
(15)

46 (9) 423 (16)

Graduate School 275 (9) 27 (5) 248 (9)
Other 141 (5) 33 (7) 108 (4)

Insurance <0.001
KanCare/Medicaid 1633 

(52)
284 
(57)

1349 (51)

Private Insurance 927 
(30)

104 
(21)

823 (31)

Self-Pay 290 (9) 87 (18) 203 (8)
Military 142 (5) 6 (1) 136 (5)
Other** 138 (4) 17 (3) 121 (5)

Prenatal Care Provider 0.691
Private Provider's Office 1289 

(41)
187 
(38)

1102 (42)

Hospital Clinic 1046 
(34)

136 
(27)

910 (35)

Community Health 
Clinic

400 
(13)

79 (16) 321 (12)

County Health 
Department

179 (6) 69 (14) 110 (4)

Other 94 (3) 5 (1) 89 (3)
Clinic at Work or School 32 (1) 4 (1) 28 (1)
No Prenatal Care 

Provider
62 (2) 13 (3) 49 (2)

Used Tobacco in previous 
6 months

0.003*

No 2716 
(87)

415 
(83)

2301 (88)

Yes 407 
(13)

86 (17) 312 (12)

Note: p-value <0.05 indicates statistically significant differences between pre- 
and post-survey responses.

Missing: CBS- race/ethnicity (n = 25), marital status (n = 32), partner race/ 
ethnicity (n = 88), education (n = 24), insurance (n = 36), prenatal care provider 
(n = 59), tobacco use (n = 55). CC- race/ethnicity (n = 6), marital status (n =
10), partner race/ethnicity (n = 14), education (n = 4), insurance (n = 6), 
prenatal care provider (n = 11), tobacco use (n = 3).

* Marital Status-Other: separated, divorced, and widowed.
** Insurance-Other: includes Managed Care Organization/Marketplace.
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Despite the difference in populations served, both Crib Clinics and 
CBS significantly increased knowledge, intentions and confidence 
related to infant safe sleep, breastfeeding and tobacco avoidance be
tween pre- and post-test. However, a few differences in outcomes were 
identified between groups. While the majority of both groups intended 
to only include safe items in the sleep environment at post-test, the 
proportion of Crib Clinic participants was significantly higher (95 % vs 
93 %; p = 0.028). Crib Clinic participants also were significantly more 
likely to report being confident in their ability to do so (87 % vs 83 %; p 
= 0.040). These differences may indicate individual education offers 
better opportunities to address barriers to removing “clutter” from cribs 
(e.g., loose blankets, bumper pads).

In contrast Crib Clinic participants were less likely to report intention 
to breastfeed and more likely to intend to have second-hand smoke 
exposure. In terms of breastfeeding, there is strong evidence that low 
maternal education and tobacco use are associated with lower odds of 
breastfeeding initiation and continuation [25]. In addition, there is some 
evidence second-hand smoke exposure is associated with breastfeeding 
discontinuation prior to six months [26]. Due to demographic and 
outcome differences in these areas, enhancing Crib Clinic content 
around breastfeeding and tobacco avoidance may further improve 
knowledge and intention outcomes, and ultimately, reduce SUID as both 
tobacco avoidance and breastfeeding reduce risk [7].

It is important to recognize parent sleep choices and other individual 
factors are not the only contributors to SUID. Differences in rural/urban 
infant mortality have been shown by race, but these differences have 

been associated with factors including structural racism. Rural in
equities between black and white infant mortality appear to be specif
ically related to education, employment and home ownership [27]. 
These social determinants of health must also be addressed to truly 
impact infant mortality. In addition, critical steps in influencing infant 
sleep decisions include consistent messaging [28,29] and establishing 
social norms [30]. To address consistent messaging, the SSI program 
also certifies SSIs to educate professionals (e.g., healthcare workers, 
childcare workers, first responders [10–12; C.R. Ahlers-Schmidt, un
published manuscript, 2024] to ensure knowledge and tools to promote 
the AAP Safe Sleep Recommendations. Individual-level safe sleep edu
cation has often been left to physicians and clinicians to incorporate 
during outpatient clinical appointments or during the very brief period 
of hospitalization for delivery [7]. However, education from these 
sources can be incomplete or include inaccuracies [29,31-33], demon
strating the need for continuing education for professionals.

CBS participants were significantly more likely to report feeling very 
satisfied with the event (79 % vs 84 %; p = 0.002). Several factors may 
have influenced this difference. CBSs are facilitated with a celebratory 
focus, including decorations and refreshments, while Crib Clinics do not 
tend to have the same atmosphere. In addition, CBSs offer an opportu
nity to socialize with other pregnant persons and to establish social 
norms through group interactions which may have led to greater satis
faction with this format.

Table 2 
Changes in Outcomes.

Crib Clinic 
(n = 504)

Community Baby Shower 
(n = 2668)

Pre- 
Survey

Post- 
Survey

Within 
Group 
Differences

Pre- 
Survey

Post- 
Survey

Within 
Group 
Differences

Between 
Group 
Differences

n (%) n (%) p n (%) n (%) p p

Safe Sleep Practices
Safe Sleep Position 
(back only)

371 (76 %) 483 (99 %) <0.001 2121 (84 %) 2480 (98 %) <0.001 0.310

Safe Sleep Surface 
(crib, portable crib, or bassinet only)

392 (79 %) 483 (97 %) <0.001 2253 (87 %) 2502 (97 %) <0.001 0.997

Safe crib items 
(firm mattress, fitted sheet, or wearable blanket)

274 (58 %) 450 (95 %) <0.001 1648 (69 %) 2230 (93 %) <0.001 0.028*

Have or plan to discuss safe sleep with others 217 (55 %) 488 (99 %) <0.001 1722 (68 %) 2510 (99 %) <0.001 0.941
Know at least one person who will support safe sleep – 457 (98 %) – – 2508 (99 %) – 0.182

Smoking Exposure and Knowledge of Resources
Secondhand exposure in home or car 0.004 <0.001 0.007

Yes 56 (11) 34 (7) 254 (10) 106 (4)
No 431 (89) 453 (93) 2252 (90) 2400 (96)

Know ≥ 3 ways to avoid secondhand exposure <0.001 <0.001 0.980
Yes 307 (63) 467 (96) 1840 (74) 2366 (96)
No 181 (37) 21 (4) 630 (26) 104 (4)

Know ≥ 3 resources for tobacco cessation <0.001 <0.001 0.540
Yes 50 (11) 183 (38) 380 (16) 846 (37)
No 426 (89) 293 (62) 1915 (84) 1449 (63)

Breastfeeding Intention and Knowledge of Resources
Intend to breastfeed 0.001 0.010 0.001

Yes 395 (82) 412 (85) 2235 (90) 2256 (91)
No 87 (18) 70 (15) 252 (10) 231 (9)

Know ≥ 3 resources for breastfeeding <0.001 <0.001 0.033
Yes 92 (18) 224 (47) 672 (28) 1262 (52)
No 386 (24) 254 (53) 1766 (72) 1176 (48)

Note: p-value <0.05 indicates statistically significant differences between pre- and post-survey responses.
Missing data: CBS- position (n = 129), surface (n = 83), items (n = 263), discuss (n = 134), know one person (n = 126); secondhand exposure (n = 162), avoid 
secondhand exposure (n = 198), tobacco resources (n = 343), breastfeeding intention (n = 181), breastfeeding resources (n = 230). CC- position (n = 14), surface (n =
5), items (n = 30), discuss (n = 11), know one person (n = 37), secondhand exposure (n = 17), avoid secondhand exposure (n = 16), tobacco resources (n = 28), 
breastfeeding intention (n = 22), breastfeeding resources (n = 118).
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4.1.1. Limitations
This study is not without limitations. First, events took place in 

Kansas, a Midwestern state, so results may not be generalizable to other 
regions. All data is self-reported, which may result in response bias, such 
as, social desirability bias. In addition, completion of individual items 
was voluntary and resulted in missing data. Some communities offered 
both Crib Clinics and CBSs, allowing participant choice in the education 
format while other communities offered only one option; COVID-19 also 
impacted the frequency and format of these events. No behavioral out
comes were measured related to infant sleep decisions. Follow up studies 
using surveys, interviews, or optimally, in-home observation are needed 
to assess behavioral outcomes of participants. Future studies should also 
include randomized controlled trials to assess intervention effectiveness.

4.2. Innovation

While the intention of this study was to identify a strategy for 
expanding the CBS content to better meet the needs of birthing persons 
and families in rural settings, results suggested the ability to shift the 
content delivery method based on group size was important in both rural 
and urban settings. The innovation of this project lies in the successful 

reformatting of group education focused on disseminating evidence- 
based practices regarding SUID risk reduction strategies to individual 
education for persons who are not equitably served by perinatal services 
and programs (e.g., rural settings, transportation barriers). The educa
tion developed for this study is also innovative in that it was delivered at 
the community level, outside of clinical care environments (e.g., pedi
atrician's office) where safe sleep education traditionally takes place. 
Crib Clinics are successful in the dissemination of information to groups 
who have been economically and socially marginalized by trusted in
dividuals within their own communities.

4.3. Conclusions

Overall Crib Clinics appear to be an effective tool in increasing 
knowledge, intentions and confidence related to safe sleep, tobacco 
avoidance and breastfeeding in both urban and rural locations. These 
individual education events may offer a level of flexibility (e.g., time, 
format) that increases accessibility to safe sleep education for families. 
Integration of education on tobacco avoidance and breastfeeding ben
efits helps promote these behaviors, but additional focus on these areas 
may be warranted.
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Table 3 
Confidence in Ability to Engage in Risk Reduction Strategies.

Crib 
Clinic 
(n =
504)

Community 
Baby Shower 
(n = 2668)

Between Group 
Differences

n (%) n (%) p

Get baby to sleep on his/her back 0.425
Less confident 7 (1) 17 (1)
No change 46 (9) 293 (11)
More confident 443 

(89)
2263 (88)

Have baby sleep in my room, but 
separate crib, portable crib, or 
bassinet

0.140

Less confident 2 (<1) 18 (1)
No change 53 

(11)
328 (13)

More confident 443 
(89)

2225 (87)

Keep loose blankets out of crib 0.040
Less confident 15 (3) 75 (3)
No change 50 

(10)
360 (14)

More confident 433 
(87)

2140 (83)

Avoid secondhand smoke 0.261
Less confident 8 (2) 31 (1)
No change 63 

(13)
390 (15)

More confident 428 
(86)

2156 (84)

Breastfeed only 0.333
Less confident 7 (1) 16 (1)
No change 89 

(18)
437 (17)

More confident 399 
(81)

2107 (82)

Follow safe sleep 
recommendations even when 
people give different advice

0.165

Less confident 2 (<1) 7 (<1)
No change 28 (6) 203 (8)
More confident 431 

(93)
2274 (92)

Missing data: CBS- sleep on back (n = 95), location (n = 97), loose blankets (n =
93), secondhand smoke (n = 93), breastfeed (n = 108), follow recommendations 
(n = 184). CC- sleep on back (n = 8), location (n = 6), loose blankets (n = 6), 
secondhand smoke (n = 5), breastfeed (n = 9), follow recommendations (n =
43).
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and supporting the Safe Sleep Community Baby Showers.
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