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ABSTRACT
Sudden Infant Death Syndrome (SIDS) is a serious public health issue in this country and
a major contributor to infant mortality in African American populations. African Americans
have one of the highest rates of SIDS, some of which is due to increased risk factors for SIDS,
such as prone sleeping and bed-sharing, as well as a lack of adherence to the SIDS risk reducing
recommendations. Little is understood about this lack of adherence in the African American
population or how to effectively address it but some research suggests a link between parental
health beliefs of SIDS and the risk reducing recommendations and the implementation of these
recommendations. This study used quantitative methods to gather data about the health beliefs
and perceptions of SIDS among African American women living in Service Planning Area
(SPA) Six of Los Angeles County to better understand the link between beliefs about SIDS and
how this relates to implementation of the safe infant sleeping recommendations, specifically bedsharing and prone sleeping. A self-administered questionnaire was developed to collect data
using the Health Belief Model and several of its concepts as a guiding framework to assist with
the construction of the questionnaire. The questionnaire was distributed electronically through
the survey software program, Survey Monkey and analyzed using statistical software, SPSS.
Exploratory factor analysis found the questionnaire reliable and valid upon the removal of four
items, including the construct of cues to action. The new 19-item questionnaire suggested that
the women felt that SIDS was a big problem but didn’t feel as susceptible. There was also a
clear confusion about prone sleeping position. Overall, the data suggests a need for tailored
educational campaigns in African American communities to increase awareness of and
susceptibility to SIDS and stressing the benefits of supine sleeping position.
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CHAPTER I: OVERVIEW AND THEORETICAL FRAMEWORK
This chapter discusses the important background information regarding Sudden Infant
Death Syndrome (SIDS) and the significance of the problem in the country and specifically in
California. The purpose and research aims of the study are discussed and how the study can
address the problem of SIDS among African American women. This chapter will also address
the Health Belief Model in detail as the guiding framework for this research study. The
definitions and operationalizations of the constructs will be addressed in addition to the purpose
and usefulness of the theory.
Introduction
African Americans have some of the poorest health outcomes in the country. Among
these is increased infant mortality (Campinha-Bacote, 2009). African Americans have the
highest infant mortality and morbidity in the United States (Centers for Disease Prevention and
Control [CDC], 2011). A leading contributor to the increased infant mortality among the African
American population is Sudden Infant Death Syndrome (SIDS). SIDS is defined as the sudden
and unexpected death of a seemingly healthy infant less than one year old during sleep (Moon &
Fu, 2012; Task Force on SIDS, 2011). Factors contributing to a conclusive diagnosis are an
investigation of the death scene, a review of the child’s clinical history and an autopsy. SIDS is
also referred to as Sudden Unexpected Infant Death (SUID) by the Center for Disease Control
and Prevention (CDC) and also commonly known as crib death among some lay people. SIDS
was among the top three causes of infant death in 2007 (Klaver, Versluijs & Wilders, 2011) and
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remains the leading cause of post neonatal mortality (death among infants age one month to one
year) (Moon & Fu, 2012; The Task Force on SIDS, 2011).
SIDS transcends all ethnic backgrounds, races and cultures; however, a great disparity
exists among African American infants (see Figure 1). SIDS occurs across all socioeconomic
levels among the African American population (Moon, Oden, Joyner & Ajao, 2010). African
American infants are two-to-three times more likely to succumb to SIDS than white infants and
nearly four times more likely to succumb to SIDS than Asian/Pacific Islanders and Hispanic
infants (Moon & Fu, 2012).
There is no known cause of SIDS, but risk factors have been identified. These include:
prone sleeping, bed-sharing, use of soft bedding, overheating, exposure to drugs, alcohol use or
cigarette smoke exposure in utero and secondhand smoke (The Task Force on SIDS, 2011).
Research has shown that African Americans lack adherence to SIDS risk reducing
recommendations compared to other cultural groups (Coleman, 2009; Moon et al., 2010;
Rasinski, Kuby, Bzdusek, Silvestri & Weese-Mayer; 2003). Researchers have a poor
understanding of this decreased adherence and more research is needed to develop more
effective strategies for reaching this vulnerable population to reduce the SIDS rate and narrow
the gap that currently exists. This chapter will cover the background and historical roots of
Sudden infant Death Syndrome in addition to the definition of SIDS and the assumed
physiological process involved in SIDS.

	
  

14	
  

250	
  
203.3	
  
200	
  
155.3	
  
150	
  
100	
  

78.5	
  

1996	
  
69.4	
  
48.3	
  

50	
  

44	
  

2006	
  

0	
  
All	
  races	
  

non-‐Hispanic	
   non-‐Hispanic	
  
White	
  
Black	
  

Hispanic	
  

American	
   Asian/PaciFic	
  
Indian/Native	
   Islander	
  
Alaska	
  

	
  

FIGURE 1. Sudden Infant Death Syndrome in U.S. per 100,000 Live Births. (Centers for Disease Control and
Prevention, 2011)

Background
Sudden Infant Death Syndrome is not a new problem and occurs worldwide across many
different cultures. Some researchers believe that there is reference to a SIDS case in the Holy
Bible in first Kings, chapter 13, verse 19, which states “…and this woman’s child died in the
night” (Hoppenbrouwers & Hodgman, 2003; Keen, 2002). The belief during biblical times was
that infants were victims of suffocation from parental overlaying or bedclothes, but the
phenomenon was not truly understood (Russell-Jones, 1985). Aside from this notion, there have
been many ideas about SIDS and its causes. In 1963 the first conference on the cause of SIDS
was held in the United States and upon conclusion of the conference, it was found that the
number of infants dying of SIDS was comparable to the number of adults dying from lung cancer
(Russell-Jones, 1985). There was a second international conference in 1969 where formal
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epidemiological presentations contributed to the first definition of SIDS, which was developed
by Dr. J Bruce Beckwith from Seattle, Washington (Russell-Jones, 1985). In light of the new
discoveries, the American Medical Association (AMA) officially recognized SIDS as a disease,
which allowed pathologists and coroners to label SIDS as a possible cause of death
(Hoppenbrouwers & Hodgman, 2003; National SIDS/SUIDS Resource Center, 2012).
In the early 1970s, efforts made by parents of SIDS infants garnered more attention to the
disease (Hoppenbrouwers & Hodgman, 2003) and researchers discovered that SIDS was
occurring across the world. Thus, in 1974 United States Congress passed the National SIDS Act,
which brought more funding for education, awareness and research surrounding SIDS (National
SIDS/SUIDS Resource Center, 2012). The act provided that The National Institute of Child
Health and Human Development (NICHD) would conduct SIDS research and the Maternal and
Child Health Bureau (MCHB) would be responsible for information dissemination and
counseling component. In addition, in 1975, the National Center for Health Statistics developed
a code for SIDS into the International Classification of Disease for use in the United States
(National SIDS/SUIDS Resource Center, 2012). The World Health Organization (WHO) then
developed a category for SIDS, recognizing it as an official international cause of death (WHO,
2011).
The term became more developed in the early 1990’s as awareness of the SIDS problem
continued to grow (Hoppenbrouwers & Hodgman, 2003). The definition of SIDS was revised
again in 1991 by the NICHD to read as “the sudden death of an infant under one year of age
which remains unexplained after a thorough case investigation, including the performance of a
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complete autopsy, examination of the death scene and review of the clinical history” (The
National SIDS/SUID Resource Center, 2012).
In 1992 the SIDS rate was 120 deaths per 100,000 live births in the United States (The
Task Force on SIDS, 2011). This same year the American Academy of Pediatrics (AAP) issued
a statement encouraging parents to use a non-prone position for infant sleep. In 1994, the Back
to Sleep Campaign (now referred to as the Safe to Sleep Campaign) was initiated by the NICHD
along with their partners, the AAP, the National SIDS Alliance, the Association of SIDS and the
Infant Mortality Program and the MCHB. This campaign emphasized the same recommendation
of using a non-prone sleeping position for infants, resulting in a 50 percent reduction of SIDS
(Coleman, 2009; Tratchenberg, Haas, Kinney, Stanley & Krous, 2012). It wasn’t until the year
2000 that the American Academy of Pediatrics recommended the supine position as the preferred
sleeping position for infants (Hauck, Kawai & Tanabe, 2008). Although the SIDS rate has
decreased since the early 1990s, the rate has remained constant since 2001: currently 2,300
infants die from SIDS every year in the United States (Moon & Fu, 2012).
Sudden Infant Death Syndrome is now the third leading cause of infant mortality and the
leading cause of post neonatal mortality (The Task Force on SIDS, 2011). It is currently defined
as “a cause assigned to infant deaths that cannot be explained after a thorough case investigation
that includes a scene investigation, autopsy and review of the clinical history” (The Task Force
on SIDS, 2011, p.e1352). The rate of SIDS is increased among male infants, peaks during the
ages of four to six months and tends to have higher incidence during winter months (Klaver et
al., 2011).
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Significance of the Problem
Although the Back to Sleep Campaign helped to reduce the SIDS rate by 50%, however,
many of these decreases were seen in white infants while African American infants still
demonstrate a significantly increased risk of SIDS (The Task Force on SIDS, 2011; Zachary &
Kitzmann, 2010). Many SIDS risk factors have since been identified, but current research shows
that African Americans have an increased amount of these risk factors and demonstrate poor
adherence to these safe infant sleeping recommendations and thus remain largely at risk
(Coleman, 2009; Task Force on SIDS, 2011). This may stem from a possible poor understanding
of strategies for reducing the risk of SIDS (Coleman, 2009; Moon et al, 2010).
Among developed countries, the United States has some of the highest rates of SIDS at
6.39 per 1000 live births in 2009, with great disparities occurring among African Americans
(National SUIDS/SIDS Resource Center, 2012). Specifically, in California, the SIDS rate began
increasing in 2007 and only recently showed a small decrease (see Figure 2) (California
Department of Public Health, 2012).
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FIGURE 2. SIDS Deaths in California 1997-2010 (California Department of Public Health, 2012)

	
  
In 2010, 169 infants died of SIDS in California alone with African American infants four
times more likely to die of SIDS than Hispanic non blacks and six times more likely to die of
SIDS than non Hispanic whites (California Department of Public Health, 2012). Between 2007
and 2010 (the last year in which data is available) Los Angeles County demonstrated the highest
total number of SIDS deaths among all counties in California with African American infants
composing many of the deaths (California Department of Public Health, 2012). Consequently
special attention is warranted in this population to address the SIDS disparity occurring among
African American infants. 	
  
This research will enhance our understanding of the apparent disconnect that occurs in
African American communities by studying the SIDS risk perception and the use of safe infant
sleeping recommendations, specifically supine sleep positioning and not bed-sharing, to reduce
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the risk of SIDS. It will also be a first step in developing strategies for SIDS risk-reduction
specific to the African American population.
Purpose of the Research
The purposes of this descriptive study are to: (1) describe beliefs, perceived severity and
perceived susceptibility of SIDS and (2) perceived benefits of and barriers to using SIDS risk
reducing recommendations among African American women living in Service Planning Area
(SPA) Six.
Research Aims
This study focused on exploring SIDS awareness among African American women living
in SPA 6 (see Appendix A); the location of the largest population of African Americans living in
Los Angeles County (Los Angeles County Department of Public Health, 2009). Specific
research aims include:
1. Describe African American women’s beliefs and perceptions of African
American infant’s (risk) susceptibility for SIDS.
2. Describe the perceived severity of SIDS among African American women.
3. Describe African American women’s perceived barriers to implementation of
specific SIDS risk- reducing recommendations.
4. Describe African American women’s perceived benefits of implementing the
SIDS risk reducing recommendations.
5. Describe the cues to action to implementing the SIDS risk reducing
recommendations among African American women.
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Exploratory aims were to:
6. Explore if there are differences in beliefs about SIDS among mothers who have
personally experienced SIDS and those who have not.
7. Explore relationships between demographics and the Health Belief Model
constructs of perceived susceptibility, perceived severity, perceived barrier and
perceived benefits.
Theoretical Framework
The Health Belief Model complements the constructionist worldview and helps to better
capture the individual’s risk perceptions and beliefs about SIDS according to their reality, which
is needed to provide a richer quality of information about SIDS in the African American
community. Each type of theory serves a purpose. The Health Belief Model has often been
referred to as a theoretical framework but also more reflects the description of a middle-range
theory because it is less broad than a grand theory but less specific than a practice theory. It
remains one of the most popular and widely used theoretical frameworks in behavioral research
(Finfgeld, Wongvatunyu, Conn, Grando & Russell, 2003; Larsen & Lubkin, 2009).
As a theory arising from public health issues, the HBM is an appropriate theory to
address this public health crisis of the SIDS disparity among African Americans because it
focuses on population-based preventive health care (Finfgeld et al., 2003). The model can be
used to address individual strategies as well as to develop community-based interventions, which
can guide future research studies in finding more effective strategies for African American
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women to increase implementation of the safe infant sleeping recommendations and the supine
sleep position for infants in their homes.
In addition, the HBM emphasizes ways of knowing and behaving based upon an
individual’s subjective beliefs and perceptions (Finfgeld et al., 2003). This premise is ideal for
this research study as the aim is to describe the beliefs and risk perceptions of SIDS among
African American women and how this impacts the use of the supine sleeping position for
infants and not bed-sharing as a protective factor in reducing the risk of SIDS. Ultimately, it can
help to guide future research to better understand the SIDS problem among African Americans
and possible strategies for effectively reaching this population
The Health Belief Model has been used to research many other public health issues, such
as HIV and cancer, but no previous research studies were identified that has applied the model in
the risk perceptions of SIDS and risk reducing behaviors such as supine sleeping as the
framework for the study. This model can help to understand the relationship between perceived
susceptibility and perceived severity of SIDS among African American women and how this
leads to either implementation of SIDS risk reducing behaviors or the lack thereof.
The model has been an untapped theory in framing studies of the disparity of SIDS in the
African American population. This has the potential to add quality information to the knowledge
base of SIDS in the African American community and produce outcomes that assist in
developing more effective strategies and campaigns for reaching the African American
population. Furthermore, the concepts of HBM are clear, simple and easy to understand and
reflect the underlying issues this study aims to uncover. The logical adequacy of the conceptual
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relationships within the theory makes sense in which predictions can be made from this theory.
Thus this theory is appropriate to use for this study of SIDS in the African American population.
The assumptions of this model are consistent with the assumptions of this study that
African American women may have a decreased perception of susceptibility and severity of
SIDS and therefore do not implement preventive behaviors, such as using the supine sleep
positioning or not bed-sharing. It is reasonable to assume that perceived barriers and a poor
perceived benefits of the SIDS recommendation also decreases the use of these preventive
behaviors. As a whole, the HBM is an appropriate theory for this research study and has the
ability to provide new insight and create new knowledge in SIDS research. In addition, the use
of this theory can lead to the development of effective strategies in reducing the high rate of
SIDS existing among African Americans.
This research aims to study SIDS in African Americans from a more constructionist
perspective. Constructionism is the paradigm in which the belief is that people construct their
world and reality based upon their experiences and interactions with their environment (Crotty,
1998; Reed & Shearer, 2009). A central theme of this paradigm is that everyone has a different
truth arrived at in different ways (Crotty, 1998), thus it is highly important to recognize
individual’s beliefs and perceptions and how this may impact his or her behavior. This is
appropriate as this research aims to better understand the subjective views of risk perception of
SIDS. With a relatively small amount of previous research on the perceptions of SIDS among
African American women, this research seeks to better understand the perceptions of
susceptibility and severity of SIDS among African American women and how this is associated
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with implementation of the SIDS risk reducing recommendations, specifically infant sleep
position and bed-sharing. To support this, the Health Belief Model (HBM) serves as the
underpinning theory guiding this research.
The HBM was developed to understand why some people participate in health prevention
and health promotion activities while others do not (Glanz et al., 2008; Rosenstock, 1974). It
revolves around individual’s perceived notions about a disease or illness and how this
contributes to their implementation of behaviors that protect them from that disease or illness.
The primary aim of the HBM is to predict why people take action to address a health issue or
condition with an individual’s subjective perception as a central focus (Glanz et al., 2008). Its
original constructs include: perceived susceptibility, perceived severity, perceived benefits and
perceived barriers and cues to action as a variable within the model (Rosenstock, 1974).
Another construct of self-efficacy was added later in 1988 by Rosenstock, Strecher and Becker
(1988) (see Figure 3).
Perceived susceptibility is a construct that refers to an individual’s perceived
vulnerability to a particular health condition or how easily they are able to contract a disease.
Perceived severity refers to how serious and deleterious an individual perceives a health
condition, including the consequences and health symptoms of that health condition. So, an
individual may have an increased perceived susceptibility for the common cold but a decreased
perceived severity because the common cold generally has benign symptoms that are not as
deleterious and subside rather quickly. Perceived susceptibility and perceived severity work
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together to create perceived threat, which influence an individual in whether to engage in
protective behaviors against a disease or condition.
Perceived benefits are those rewards or valued things that a person gets from engaging
in behaviors and activities that either reduce the risk or prevent the health condition and behave
like an incentive. Perceived barriers are the perceived negative aspects of engaging in a
behavior or activity that reduces the risk or prevents a health condition such as: inconvenience,
time-consuming, expensive, or simply unpleasant (Glanz et al., 2008; Rosenstock, 1974).
Cues to action are those triggers that can kick-start a person into engaging in preventive
behaviors such as an awareness campaign, advice from a medical professional or a request of a
family member. The last construct, self-efficacy relates to the perceived ability of the individual
to successfully carry out the actions and behaviors needed to prevent or reduce the chances of the
health condition. Modifying factors within the HBM include variables such as demographics,
psychological and structural variables that are believed to influence individual perceptions.
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FIGURE 3. Health Belief Model Constructs (Becker, Drachman, & Kirscht, 1974)

	
  
This descriptive study uses the concepts of the Health Belief Model to describe risk
perceptions of SIDS among African American women and its association with the use of the
supine infant sleeping position and not bed-sharing (see Figure 4). Specifically, this study
focuses on measuring the perceived susceptibility and severity of SIDS and the perceived
barriers and benefits of supine sleeping and not bed-sharing among African American women
and their association with implementation of these recommendations. As depicted in the model
below in Figure 4, perceptions of susceptibility and severity affect the perceived threat of SIDS.
Ultimately, this perceived threat contributes to whether a woman implements the SIDS risk
reducing recommendations in the home. Conversely, some research has shown that even with
increased awareness and knowledge of the SIDS risk reducing recommendations and the
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recommended sleeping position, some African American women still use the prone sleeping
position and/or bed-share (Coleman, 2009; Moon et al., 2010; Rasinski et al., 2003).
This research helps describe the beliefs and risk perceptions of SIDS and the association
with the infant sleep position and bed-sharing. In addition, the perceived benefits and barriers of
using the supine sleeping position and not bed-sharing may also have great impact on
implementing this behavior in African American homes. All of these concepts work together to
influence this protective behavior. Thus, if the perceived threat of SIDS is high and the benefits
of using the supine sleep position are also high and the barriers are low, the greater the likelihood
that the woman will not bed-share and use the supine sleep position as a protective behavior
against SIDS.
However, if the perceived threat and the perceived benefits are low and the perceived
barriers are high, the more likely a woman is to bed-share with an infant and the less likely a
woman will use the supine sleep position as a protective behavior. This research analyzes these
concepts of HBM in relation to SIDS and how they relate to implementation of the risk reducing
recommendations as a protective behavior for SIDS.
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FIGURE 4. SIDS and the Health Belief Model

Summary
This chapter defined Sudden Infant Death Syndrome and discussed the background and
history of the topic. The chapter also described African American infants as having increased
vulnerability to SIDS and illustrates the disparity that exists among this population. The purpose
of this research study and the specific aims were also addressed. Additionally, this chapter
discussed the origins, constructs and purpose of the theoretical framework and how these work to
drive the focus of the research study. The documented inequality of SIDS deaths among African
American infants alludes to the importance of this research study.
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CHAPTER II: LITERATURE REVIEW
This chapter provides a review of key themes identified in current SIDS literature
including factors contributing to the increased disparity occurring among African American
infants. Current gaps in knowledge and prominent literature relevant to the concepts of interest
are also presented.
The literature review was conducted using electronic databases that consist of peer
reviewed research reports, journals and literary analyses: The National Center for Biotechnology
Information (NCBI), PubMed, and CINAHL, using key concepts that concentrate on perception,
parental beliefs of SIDS among African Americans as well as pathophysiology of SIDS. Articles
were identified using meshes such as “Sudden Infant Death Syndrome”, “Perception of Sudden
Infant Death Syndrome”, “Sudden Infant Death Syndrome and African Americans” and
“Parental Decisions and Sudden Infant Death Syndrome”. Only ten of these articles were used
based upon the focus of their study and relevance to my research and only four of which focused
on perceptions and beliefs about SIDS among African Americans. This lack of articles prompted
a broader search of the phenomenon. The literature search concentrated on articles that were full
text, in English, and less than five years old. Articles that were more than five years old or
considered historical were also included in the literature review. Several key themes were
identified during the literature review including: presumed pathophysiology of SIDS and genetic
linkages, environmental influences and behavioral influences.
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SIDS Pathophysiology
SIDS is largely considered a multifactorial condition with many contributing dynamics
but the cause remains unclear, and as such, the condition is poorly understood. Some
physiological theories/models have been proposed in attempts at explaining SIDS. Older
theories have linked SIDS to the presence of Down’s syndrome, severe milk allergies, thyroid
hormone deficiency, vitamin deficiencies, viral infection and immunizations (Hoppenbrouwers
& Hodgman, 2003).
One of the most popular and widely used theories of the pathophysiology of SIDS is the
triple-risk model (see Figure 5), which was first proposed in 1994. This theory posits that SIDS
occurs when multiple risk factors coincide and the removal of one risk factor can protect a child
from SIDS (Kinney & Thach, 2009; Trachtenberg et al., 2012). These three distinct areas of risk
factors are an underlying vulnerability in the infant, a critical period of development and an
environmental factor or exogenous stressor (Kinney & Thach, 2009).
According to this model, SIDS only causes death in vulnerable infants with a nonspecified type of underlying condition or abnormality.
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FIGURE 5. Triple-Risk Model

Vulnerable infant refers to an infant’s susceptibility to SIDS because of intrinsic risk
factors: male gender, African American race, genetic polymorphisms, prematurity and prenatal
exposure to smoking, drugs and alcohol (Trachtenberg et al., 2012).
The critical development period is the first 12 months of an infant’s life where essential
growth and development are occurring. An emphasis is placed on the age period of two to four
months of age when infants seem to be at an even greater risk for SIDS (Trachtenberg et al.,
2012).
Exogenous stressors refer to those extrinsic or physical factors that further place the
infant at increased risk for SIDS which can include: prone or side sleeping, bed sharing,
respiratory tract infection, over heating, soft or loose bedding, bed-sharing, sleeping in
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inappropriate bedding such as an adult bed, couch, or car seat, and exposure to secondhand
smoke postnatally (Trachtenberg et al., 2012). The assumption is that when factors exist from
each of the three components of the model, SIDS is the resulting outcome.
Another potential area of interest in the pathophysiology of SIDS are genetic
polymorphisms, genetic variations, and impaired autonomic nervous system functioning, which
are also considered one aspect of the vulnerable infant concept in the triple-risk model. The
underlying rationale is that SIDS is caused by an imbalance in the homeostatic environment and
some genes that are responsible for autonomic function, neurotransmission, energy metabolism
and response to infection have been associated with SIDS (Kinney & Thach, 2009).
Several altered neurotransmitters have been identified for impaired autonomic function in
SIDS cases. Researchers have identified an altered neurotransmitter and a serotornergic
abnormality in the medulla oblongata of SIDS cases (Klaver et al., 2011; The Task Force on
SIDS, 2011). Serotonin is a neurotransmitter involved in the central nervous system and
responsible for regulating cardiovascular and respiratory functions. Researchers purport that the
serotonin transmitter gene, 5-HTT, is responsible for the serotornergic abnormality and that more
SIDS cases have the long allele of this gene (Klaver et al., 2011). This altered gene causes a
reuptake of serotonin and a decreased serotonin concentration at the nerve ending.
Yet another hypothesis is that genetic predisposition contributes to the etiology of SIDS
(The Task Force on SIDS, 2011). Cardiac channelopathies have been suggested as possible
causes for SIDS. It is estimated that 10% of SIDS cases are associated with cardiac
channelopathies (Tan, Pundi, Norstrand, Valdivia, & Tester et al., 2010) although others suggest
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that cardiac channelopathies exist in nearly 20% of SIDS cases (Klaver et al., 2011). These
cardiac channelopathies are dysfunctions in the sodium and potassium channels and include the
long QT syndrome (LQTS), the short QT syndrome, the Brugada syndrome (BrS), and
catecholaminergic polymorphic ventricular tachycardia (Tan et al., 2010). Many of these are a
result of a mutation in potassium genes (KCNQ1, KCNE1, KCNH2, KNNJ2 and KCNJ8),
sodium genes (SCN5A, SCN1B, SCN2B, SCN3B, and SCN4B) and a calcium gene (RYR2), all
of which affect cardiac functioning (Klaver et al., 2011). Overall, these mutations can trigger an
array of sequelae leading to cardiac arrhythmias such as bradycardia or tachycardia, which
ultimately can lead to sudden infant death. More studies are needed to further explore the
genetic component involved in SIDS.
It is hypothesized that these dysfunctions ultimately lead to a failure in the autonomic
response for the respiratory system to respond to life-threatening instances of hypoxia and
hypercapnia during sleep (Klaver et al., 2011). Therefore, the infant is unable to trigger
themselves to breathe or self-arouse during times of decreased oxygen and increased carbon
dioxide occurring during sleep.
Arousal from sleep then has become an important aspect of SIDS investigation. Arousal
from sleep is usually triggered by the sensation of low levels of oxygen and high levels of carbon
dioxide. This trigger is activated by the cortical feedback loop involving noradrenergic,
serotenergic, dopaminergic, cholinergic, and histaminergic neurons in the brain (Kinney &
Thach, 2009). This process activates the cortical activity and prompts awakening from sleep or
head turning to negate the effects of the hypoxia and hypercapnia, yet this mechanism seems to
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fail in SIDS cases and is an important area of research for discovering a specific cause for SIDS
(Kinney & Thach, 2009).
Associated with this process is the cardiorespiratory control hypothesis, which also
suggests a faulty respiratory pathway that involves five steps. The first step is a life-threatening
event during sleep that causes asphyxia and/or brain hypoperfusion such as prone sleep
positioning or the face being covered (Kinney & Thach, 2009). The second step is poor arousal
of the infant where the infant fails to wake up or turn his head in response to the hypoxia and
hypercapnia and in turn rebreathes more carbon dioxide and is unable to recover from the apnea
(Kinney & Thach, 2009). In the third step, researchers hypothesize that the combination of the
hypoxia and hypercapnia leads to a loss of consciousness and hypoxic coma (Kinney & Thach,
2009). During the fourth step, extreme bradycardia occurs, followed by gasping attempts.
Lastly, due to impaired autorescucitation, the gasping efforts are ineffective and results in death
of the vulnerable infant.
Environmental Influences
Sleep Position
Aside from biological factors that affect SIDS, the literature suggests that there are also
environmental factors that can contribute to SIDS. One such factor is sleeping position.
Epidemiological studies have shown that prone sleeping position is one of the greatest risk
factors identified for SIDS (Robida & Moon, 2012). A study by Willinger, Hoffman, and
Hartford showed that prone sleeping increases the risk of SIDS by twofold or more (1994). In
another research study conducted by Hauck, Moore, Herman, Donovan, Kalelkar et al. found that
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31% percent of the SIDS cases they studied were attributed to prone sleeping compared to other
sleeping positions (2002).
Numerous risk reduction health messages from the CDC, the AAP and the Back to Sleep
Campaign (currently the Safe to Sleep Campaign) have long encouraged parents to place babies
on their backs to sleep to help reduce the risk of SIDS. Since the year 2000, these health
messages have been consistent in recommending the supine position only for infant sleep.
However, although the messages seem to be consistent across races and cultures, there is a clear
disparity in which African Americans are using the prone sleep position, a high-risk position
more so than other races.
The National Infant Sleep Study is a national study that collects data on infant sleep
practices and disseminates infant sleep recommendations. The study was conducted between
1992 and 2010 using a telephone survey in which researchers called random households with
infants under the age of seven months and younger from a nationally representative list that is
compiled from public records such as birth records and formula companies (Colson, Rybin,
Smith, Colton, Lister & Corwin, 2009). Researchers asked caregivers about the usual sleeping
position of the infant in the household. The study found that although there had been an increase
in the use of the supine position over the years, there was a clear difference between Whites and
African Americans. The study showed an increased prevalence in the use of the supine position
for infant sleeping among Caucasians at 75% but found a lower prevalence among African
Americans at only 53% (see Figure 6)(Colson et al., 2009). The study also stated that African
Americans consistently had the lowest use of the supine sleep position and the highest use of the
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prone sleep position, vastly different from their white counterparts, leading to many preventable
deaths among African American infants.
In a similar study by Broussard, Sappenfield and Goodman conducted in Florida from
2004 through 2005, researchers examined bed-sharing and infant sleep position among nonHispanic White women and non-Hispanic African American women (2012). The researchers
analyzed data from the Florida Pregnancy Risk Assessment Monitoring System (PRAMS) which
is a surveillance system developed by the Centers for Disease Control and Prevention to collect
data that monitors pregnancy related attitudes, behaviors and experiences of women delivering
babies using a stratified randomly sampled strategy (Broussard et al., 2012). Data were collected
using a mailed questionnaire, and then a telephone questionnaire follow-up was used for women
that did not respond by mail. Participants were asked what position they most often used to
place their infant to sleep. They surveyed 3,499 White and African American women and found
that 60.9% of African American women reported infrequent use of the back sleep position
whereas only 34.8% of White women reported infrequent use of the back sleep position
(Brossard et al., 2012). This suggests higher use of high-risk sleep positions among African
American women, again placing them at greater risk of SIDS.
The Chicago Infant Mortality Study involved a case-control study of 260 infants in
Chicago that died of SIDS between 1993 and 1996 (Hauck et al., 2002). Medical records,
autopsy reports and death scene investigation reports were used to determine cases. The control
group participants were identified through a review of birth certificates and there were an equal
number of infants matched on age, race and birth weight. This study found that 31% of the SIDS

	
  

36	
  

cases could be attributed to prone sleeping and of the SIDS cases involving prone sleeping, the
incidence was higher in African American infants (Hauck et al., 2002). Furthermore, among the
control group, 43% of African American women were using the prone sleep position compared
with only 12% of White and Hispanic women suggesting that prone sleeping maybe a strong risk
factor for the increased disparity among African Americans (Hauck et al., 2002).
In another study by Rasinski et al. described earlier, researchers conducted a telephone
survey regarding SIDS risk reduction in communities in Chicago (2003). The researchers
reported an incidence of prone sleeping at 17% in White participants, 12 % in Hispanic
participants and 25% in African American participants (Rasinki et al., 2003). Despite heath
recommendations about the use of supine sleeping, African Americans continue to use the prone
sleeping position at a higher rate than other races (Robida & Moon, 2012). In addition, the once
growing rate of supine sleeping has come to a halt in all races but is lowest among African
Americans (Colson, Rybin, Smith, Colton, Lister & Corwin, 2009; Robida & Moon, 2012).
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FIGURE 6. SIDS Rate by Race 1994-2010 (Colson et al., 2009)

	
  
Bed-sharing
Another significant environmental risk factor for SIDS identified in the literature is bedsharing. Bed-sharing occurs when an infant sleeps in the same bed or on another sleeping
surface with an adult, child or other bed-mate (Flick, White, Vemulapalli, Stulac & Kemp,
2001). The American Academy of Pediatrics recommends room sharing so that the infant is in
close proximity to the parent but discourages the use of bed-sharing (The Task Force on SIDS,
2011). Studies show that room sharing can reduce the risk of SIDS by as much as 50% (Tappin,
Ecob & Brooke, 2005). However, the topic of bed-sharing has been and continues to be very
controversial as it is the normal practice for many cultures and some breastfeeding advocates.
Research has shown that in the United States, at least half of all SIDS cases occur during
incidents of bed-sharing (Hauck et al., 2002; Tappin et al, 2005). The AAP has established that
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bed-sharing also contributes to many of the other risk factors for SIDS such as sleeping on
excessively soft surfaces, the use of soft bedding and the use of an at-risk sleeping position
(prone or side-lying) which can lead to rebreathing of carbon dioxide triggering the physiologic
mechanism involved in SIDS as discussed earlier.
In a study by Flick et al, researchers implemented a study focusing on bedding and bedsharing among 218 African American women. The study involved a questionnaire to record
bedding and sleeping practices and mechanical models were used to measure the softness of the
bedding (Flick et al., 2001). The study showed that 61% of the women had bed-shared more
than once in the previous 14 days and nearly half of them had bed-shared the previous night
(Flick et al., 2001). Researchers also found that of the 132 African American infants that bedshared, 18% were usually placed in the prone position and 42% were placed on their side for
sleep and that bed-sharing infants were twice as likely to be placed in the prone position than
infants that always slept alone, increasing their risk of SIDS significantly (Flick et al., 2001).
Furthermore, a study by Broussard et al. discussed earlier in this chapter, suggests a great
disparity regarding bed-sharing between African American women and White women (2012).
After data were analyzed from the PRAMS system in the research study, it was found that 66.9%
of African American women reported frequent use of bed-sharing whereas only 37.5% of White
women reported frequent use of bed-sharing (Broussard et al., 2012). In this study, African
American women also had increased reports of using non-supine sleep positions and bedsharing, however, slightly more reported frequent use of bed-sharing. This study demonstrates
the disproportion of bed-sharing among African American women compared with White women.
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Overall, African Americans are more likely to bed share than other racial groups (Flick et
al., 2000; Rasinski et al., 2003; Fu, Moon & Hauck, 2010). In a case-control study of 195
African American infants that died of SIDS, researchers found that 57.9% of the infants were
bed-sharing and SIDS occurred earlier in infancy (less than one month old) during bed-sharing
(Fu et al., 2010). A different study by Kemp et al. conducted between 1994-1997 reported that
66.7% of the SIDS deaths in African American infants occurred during bed-sharing (2000).
Moreover, studies have also shown that bed-sharing can be even more dangerous when the
parent is intoxicated or smokes cigarettes (Flick et al., 2001; Task Force on SIDS, 2011). It is
clear that bed-sharing is another significant risk factor for SIDS among African Americans and
can act as a barrier to implementing the SIDS risk reducing recommendations. The increased
practice of bed-sharing among African Americans despite SIDS risk reduction recommendations
is still unclear.
Lack of Adherence
It is apparent that African American infants are at a much greater risk of succumbing to a
SIDS event. They possess many of the risk factors shown to increase the likelihood of SIDS,
both intrinsically and extrinsically. Many attempts have been made in providing health
education and promotion about SIDS to especially vulnerable populations such as African
Americans through the Back to Sleep Campaign and the recommendations suggested by the
AAP. However, a review of the literature demonstrates that African American women still
exhibit many of the behaviors that place their infants at higher risk of SIDS and many of these
behaviors are implemented at a higher prevalence compared with other races. Some researchers
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suggest that African American women are simply not following the SIDS risk reducing
recommendations and therefore lack adherence (Coleman, 2009; Moon et al., 2010).
Some studies suggest that lack of adherence to using the risk reducing sleep position
could be related to a misconception that supine sleeping can cause infants to choke.
Additionally, there is the thought that the prone position is more comfortable for infants. In a
cross-sectional descriptive design study by Chung-Park, 161 parents sampled from a medical
military treatment facility in the southwestern United States, were asked about their knowledge,
opinions and practices regarding infant sleep position using a questionnaire (2012). One-third of
the parents sampled stated that they used the prone sleeping position because of fears of infant
choking and thoughts that the prone position increased comfort of the infant (Chung-Park, 2012).
However, this study used a convenience sample of parents of all different races and did not
stratify their results based upon race. Thus, it is not fully understood how many of these
responses are reflective of the African American population. However, Zachary and Kitzmann
conducted a similar study among predominantly White and African American infant caregivers
sampled from four different pediatric clinics in southeast Tennessee (2010). Researchers used a
questionnaire to collect data regarding the type of infant sleep position used, reason for using this
position, awareness of the AAP recommendations and sources for hearing about the
recommendations (Zachary & Kitzmann, 2010). Their research found that among African
American participants, 40% chose at-risk infant sleep positions (prone or side-lying) based upon
the preference of the infant and 27% chose an at-risk infant sleep position based upon fears that
the infant would choke in a supine sleeping position and 20% chose the position based upon
fears of SIDS (Zachary & Kitzmann, 2010). In another study, researchers conducted face-to-face
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interviews of 671 African American mothers in Massachusetts, Texas, California and
Connecticut (Colson, Levenson, Rybin, Calianos, Margolis et al., 2006). The study found that
half of the participants believed that infants would choke if they slept in the supine position
(Colson et al., 2006). However, there has been no sound data that demonstrates a link between
supine sleeping position and risk for aspiration (Hunt & Hauck, 2006). In fact, one study by
Henderson-Smart, Bronsby and Murphy found that the risk of choking was higher in infants that
prone sleep (1998).
It has been assumed that this lack of adherence could simply be related to failure of
dissemination of the risk reducing recommendations to African American parents and caregivers
and in the African American communities. However, several studies have researched this theory
and found that many of the African American parents are aware of the recommendations. In fact
in the same study discussed earlier conducted by Zachary and Kitzmann, they found that 78% of
the African American caregivers they sampled were aware of the recommended supine sleep
position (2010). Another study conducted using a telephone survey among inner city parents of
color, also found that 80% of African American parents sampled were aware of the AAP SIDS
risk reducing recommendations (Johnson, Borkowski, Hunter et al., 1999). These and similar
studies suggests that African American parents and caregivers are aware of the recommendations
but there is still a lack of adherence and failure to implement the risk reducing recommendations
set forth by the American Academy of Pediatrics.
This lack of adherence could also be related to a poor understanding about SIDS risk
factors and the perceived benefits of using the AAP recommendations. In a qualitative study by
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Moon et al., group and individual interviews revealed that many African American women
didn’t think the link between sleep position and SIDS was plausible since no actual cause for
SIDS has been identified (2010). The participants also felt SIDS was a random act of God’s will
and could not be prevented and some behaviors identified as risk factors for SIDS such as bedsharing, were viewed by participants as being vigilant by keeping the infant close to protect them
from potential harm which was considered more important than sleep position or location (Moon
et al., 2010). This study showed that African American parents actually felt that bed-sharing
helped to protect their infant from SIDS because they are in such close proximity and that this
vigilance would actually decrease the risk of SIDS (Moon et al., 2010). Thus, this study
demonstrated how the parent’s own personal beliefs influenced infant sleep position and sleeping
more than SIDS risk reducing recommendations by the AAP. The study by Colson et al. noted
earlier also reported that 29% of the African American women interviewed believed that having
their infant sleep with an adult, reduced the risk of SIDS (2006). The researchers in these studies
concluded that multiple barriers hindered the mothers from implementing behaviors that
supported a healthy sleep environment for infants according to the guidelines set forth by the
American Academy of Pediatrics. Moreover, this research suggests that African American
women may have a decreased perceived benefit of the AAP recommendations in addition to the
increased barriers to implementing these recommendations, which may be contributing to the
lack of adherence.
Moon, Oden, Joyner and Ajao conducted a qualitative study of 83 African American
mothers using focus groups and individual interviews as methods for data collection (2010).
Their study found that many of the mothers used the prone sleeping position for infants because
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they couldn’t understand the connection between prone sleeping and SIDS and therefore lacked
plausibility (Moon et al., 2010). Because these mothers were not convinced that the prone
position contributed to SIDS, they continued to use this position. Again, these mothers’ own
personal beliefs and perceptions about SIDS and the SIDS recommendation overruled the health
messages put forth by the health community. Similarly, another study by Robida and Moon
investigated factors contributing to choice of infant sleep practices among African American
parents and found that although 80% of the parents in the study stated that the supine position
was recommended, only 60% believed that the prone position increased the risk of SIDS (2012).
They also found that these differences in the rates of supine, prone or side sleeping were not
influenced by socioeconomic status nor influenced by health provider recommendations of the
supine position (Robida & Moon, 2012). Likewise, in the study by Colson et al., only 43% of
the African American women believed that SIDS was related to the infant’s sleeping position
(2006).
Overall, these studies suggest a decreased perceived benefit of using the supine sleep
position, which can create a barrier to implementing the AAP recommendations. These data
suggest that even with increased awareness of SIDS and the recommendations for risk reduction
by healthcare providers or community members, African American parents have altered
perceptions of the risk reducing recommendations and may not actually believe that the supine
position decreases the risk of SIDS and in some cases they may believe that bed-sharing actually
protects against SIDS. These perceptions may act as a barrier to the implementation of AAP
recommendations, such as the use of the supine sleep position and not bed-sharing, and these
perceptions seem to be more apparent in African American populations when compared with
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other races. More research is needed to identify how these perceptions and beliefs may be
related to the perceived benefits of the SIDS risk-reducing guidelines. The review of literature
revealed a disconnection between awareness of SIDS risk reducing health messages and actual
implementation of the recommendations in African American populations. Although strategies
have been developed to reduce risk factors associated with SIDS, African American women are
not following these SIDS risk-reducing recommendations and therefore lack adherence possibly
influenced by their beliefs and perceptions. Researchers have little understanding as to why this
population has poor adherence and how to effectively reach this population to change behaviors
and perceptions of SIDS. Although efforts, such as the Back to Sleep Campaign, have been
made and continue to be made to reduce the incidence among African Americans, there still
seems to be a disconnect in which African American women are not adhering to the SIDS risk
reducing guidelines (Coleman, 2009). More research is needed to understand if these beliefs are
related to altered perceived benefits and barriers of SIDS risk-reducing recommendations, and
possibly perceived susceptibility and severity of SIDS.
Gaps in the Literature
There is a lack of research on the beliefs and perceptions about SIDS and the AAP
recommendations and the influence on infant sleeping position among African Americans (Moon
et al., 2010). Although there is much research being conducted about SIDS, much of it is
focused on discovering a root cause of SIDS. There are few studies attempting to better
understand individuals’ perceptions of SIDS and even fewer studies that focus on African
American women and behaviors known to reduce the risk of SIDS (Moon et al., 2010). There is
an obvious need for a better understanding of the beliefs and risk perceptions of SIDS among
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African Americans so that researchers and the health community can better understand the
disconnect between African Americans receiving the safe infant sleep recommendations but not
implementing them in their homes.
Research shows that perceptions of a concept or phenomenon can significantly impact
how an individual or group responds to that concept or phenomenon. Social constructionists
purport that people form their own beliefs and perceptions about the world based upon their
experiences (Creswell, 2009). If African American women are not socialized to SIDS nor
believe it be a threat to their child’s health or their community, they may be less likely to
implement behaviors that could protect them or reduce the risk of SIDS (Glanz, Rimer &
Viswanath, 2008). Thus, it is important to better understand the beliefs and perceptions of
African American women about SIDS. Several studies mentioned the blatant lack of adherence
to recommendations not to bed-share and to use the supine sleep position even when African
American parents were aware of the recommendations in addition to a clear disbelief of the
recommendations suggesting decreased perceived benefit of the recommendations. One study
also mentioned a low prevalence of African American parents that chose infant sleeping position
based upon fear of SIDS (Zachary & Kitzmann, 2010). This suggests that African American
parents may also not fear SIDS enough to implement the recommendations. Thus, there is a
need for additional study about the perceived susceptibility and severity about SIDS and the
perceived barriers and benefits of the safe infant sleeping recommendations among African
Americans to better understand the potential disconnect between the SIDS risk reducing health
recommendations being provided by health professionals and what is actually being
implemented by African American women in their homes.
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Moreover, several of the articles reviewed, conducted studies about SIDS among African
American parents or women of a younger age only, which leaves out the perceptions of other
African American women that may not be mothers of young infants but do act as caregivers to
infants, such as grandmothers, friends or relatives of mothers and also daycare providers.
Several studies suggest that young African American women’s decision for infant sleep position
was highly influenced by friends and family, especially grandmothers (Flick et al., 2001;
Zachary & Kitzmann, 2010). In order to better understand perceptions and beliefs about SIDS
among African American women, more studies are needed that are inclusive of younger and
older African American women, so that health professionals can better understand how these
influence infant sleeping position and bed-sharing. (Chung-Park, 2012).
Moreover, during this literature review, all but one of the research studies identified that
focused on African Americans and SIDS, were conducted in the northern, southern and eastern
part of the United States. There was only one study (Oliva, Rienks & Smyly, 2010) that was
focused solely on the western region of the United States in San Francisco, California. However,
in California, Los Angeles County houses the largest proportion of African Americans in
California compared with San Francisco. Thus, Los Angeles has been a largely missed area in
research for SIDS in the African American population, which could prove to be an opportunity
for more knowledge on the translational gap occurring between SIDS risk reducing
recommendations being promoted and actual implementation of those recommendations in
African Americans’ homes.

	
  

47	
  

Although research has been conducted in areas of Illinois, Mississippi, Tennessee and
Virginia, which all have a large population of African Americans, Los Angeles county still holds
a substantial portion of African Americans and studies conducted in other areas of the United
States might not be generalizable to this group. Data being conducted in these other areas of the
country may not extend comparably to the population of African Americans on the western side
of the country due to social and environmental differences in the groups. Therefore, research is
lacking an essential area of study that could contribute to the knowledge base of SIDS among
African Americans.
Summary
Overall, the literature review reveals multiple factors that contribute to SIDS. SIDS
infants seem to have genetic predispositions and unsuitable environmental conditions
exacerbated by parents that fail to create a safe sleeping environment. However, these factors
appear to be largely environmental in the African American population contributing to a higher
incidence of SIDS. African American infants are at a much greater risk of dying from SIDS than
other racial groups (Coleman, 2009; Moon et al., 2010; Task Force on SIDS, 2011). This group
possesses more of the risk factors associated with SIDS, such as prone sleeping and bed-sharing
both of which interfere with the cardio respiratory system and arousal response. Consequently,
African American infants have at least one factor in each area of the triple-risk model, which
significantly reduces their chance of passing through the critical development period alive.
In conclusion, in efforts to address the problem, more research on the perceptions and
beliefs of SIDS (perceived susceptibility and severity) and the AAP recommendations (perceived
benefits and barriers) is needed in the African American community to assess if these constructs
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play a role in why African Americans have a lower adherence to the safe infant sleeping
recommendations, specifically using the supine sleeping position and not bed-sharing. This
research could improve the implementation of the SIDS risk reducing recommendations among
this population. This focused SIDS research study will assist in the development of targeted
strategies for reducing SIDS in this vulnerable community.
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CHAPTER III: METHODS
Introduction
This chapter discusses the methodology used for this SIDS research study including the
type of design used, data collection procedures including instrumentation development as well as
the sample and the setting used to gather data from the sample. The tools, procedures and
strategies used for data analysis are also discussed.
Design
This research study was conducted using a quantitative descriptive design, using a survey
methodological approach to describe the health beliefs of SIDS among African American
women. Descriptive research systematically describes something or someone and often
describes events, phenomena or characteristics of an individual, group or population (Dulock,
1993). Descriptive research cannot demonstrate causal relationships but can identify clues,
indicating variables requiring further research (Grimes & Schultz, 2002). This design was
suitable for this research as the goal of this research study was to describe the health beliefs
about SIDS among African American women.
There was no intent to identify a causal relationship between the health beliefs and risk
perceptions of SIDS and infant sleep position and bed-sharing, but only to describe the beliefs
and perceptions and how that relates to the safe infant sleep recommendations. This study used a
survey design that included a self-administered questionnaire to collect data from the target
audience. The questionnaire was constructed based on the core concepts of the Health Belief
Model to gather data about perceived susceptibility and severity of SIDS, the perceived benefits
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and barriers and cues to action to implementing the supine infant sleeping position and not bedsharing as a risk reducing protective behavior for SIDS.
Prior to beginning the larger data collection, a small pilot study was also conducted using
the developed questionnaire to assess feasibility of the study and ease of taking the survey.
Sample and Setting
The sample consisted of women who self-identified as African American, and were either
of child bearing age, had young infants or may have had infants in their care, such as
grandmothers, other elder type figures, daycare provider and African American women in
general. There has been a long history of mistrust of the medical community among African
Americans stemming back to a long history of unethical medical research conducted on African
Americans such as the Tuskegee Syphilis Study, which left many of the participants maimed,
diseased or dead (Campinha-Bacote, 2009; Coleman, 2009). A survey by researchers
demonstrated that African American women tend to seek or rely on health care advice and infant
health care information from family members such as mothers and grandmothers or from close
friends (Coleman, 2009; Colson et al., 2006; Flick et al., 2001). Consequently to get a better
understanding of beliefs and perceptions among a broader population of African American
women and not just parents of young infants, the age for eligibility was increased to capture
grandmothers and other caregivers that may be giving advice to younger parents, thus the
inclusion criteria included African American women from 18-60 years of age. Other inclusion
criteria included having been raised by an African American mother or guardian to ensure that
we captured the perceptions of women that identify with and have been exposed to the African
American culture. This study focused on African American women who identify with African
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American women in America, therefore inclusion criteria included self-identified African
American women that were born in the United States. Exclusion criteria included women that
have lived outside of the country for at least five years. Women who had lost their own child
from SIDS were not excluded from the study in order to explore if these women had different
beliefs about SIDS compared with women that had not personally lost a child to SIDS.
The target group was a convenience sample from the general population of African
American women living in Service Planning Area (SPA) 6 of Los Angeles County and
surrounding communities. SPAs are geographically defined areas within Los Angeles County.
Due to Los Angeles’ large size, it has been divided into eight of these SPAs, so that health
services can be targeted and specific to meet the needs of each unique community (Los Angeles
County Public Health Department, n.d.). SPA 1 is Antelope Valley, SPA 2 is San Fernando
Valley, SPA 3 is San Gabriel Valley, SPA 4 is Metro area, SPA 5 is West area, SPA 6 is South
area, SPA 7 is East area and SPA 8 is South Bay area and includes Catalina Island (see Appendix
A). SPA 6 is a small, but a densely populated area with a little more than 1 million residents
(Los Angeles County Department of Public Health, n.d.). It is located in the southern part of Los
Angeles county that encompasses the communities: Athens, Compton, Crenshaw, Florence,
Hyde Park, Lynwood, Paramount and Watts (Los Angeles County Department of Public Health,
n.d.). SPA 6 is further broken down into districts: South, Southeast, Southwest and Compton.
SPA 6 includes the following zip codes: 90001, 90002, 90003, 90007, 90008, 90016, 90018,
90037, 90043, 90044, 90047, 90056, 90059, 90061, 90220, 90221, 90222, 90248, 90262, 90723,
and 90746. SPA 6 boasts of the largest population of African Americans in all of Los Angeles
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County, which is also higher than the national average (Los Angeles County Department of
Public Health, 2009).
However, SPA 6 has some of the poorest health outcomes in all of Los Angeles county
and the highest rates of chronic disease, teen pregnancy, and sexually transmitted diseases and
the second highest rate of SIDS in the county (Los Angeles County Department of Public Health,
2009). The sample was accessed from local churches, clinics, schools and other gathering places
in communities from SPA 6.
Sample Size
When utilizing a quantitative descriptive approach, there is no standard, acceptable
sample size for every population. The researcher must consider the goals of the study, the
confidence level desired, the degree of variability and the possible response rate (Watson, 2001).
However, generalizability to the larger population is an important factor in quantitative designs
and the sample size is generally larger than in qualitative samples.
This research study included a quantitative data collection strategy using a questionnaire.
To determine the desired sample size, the first step was estimating the population size. In 2007,
there were 1,044,901 people living in SPA 6 (Injury & Violence Prevention Program, 2010).
However, at the time of the research study, there was no data available of the specific number of
African American women currently living in SPA 6. Thus, an approximation was calculated
using a cross tabulation of the number of African Americans living in SPA 6 (approximately
30% of the total population, n=313,470) with the number of women living in SPA 6
(approximately 50% of the total population, n=522,450). Hence, the calculation was made by
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using half of the 313,470 to represent the approximate number of African American women
living in SPA 6 at 156,735 since there are a relatively equal amount of men and women living in
SPA 6.
However, it was estimated that only 75% of that number were women within the desired
age range which results in 117,551 African American women in SPA 6. This approximated
number was used to calculate the approximate desired number of surveys using a table for
sample size calculation developed by Watson (2001). Based upon this table, assuming a
population of roughly 100,000 with a +/- 5% margin of error, a 95% confidence level and 30%
variability, 200 surveys were desired to address the goals of this study.
Sampling Method
This research study used a convenience sample of African American women who were
willing to participate in the study. In order to increase the representativeness of the sample, the
intent was to recruit from various places, neighborhoods and communities throughout SPA 6.
Purposeful, theory-driven sampling, using a convenience sample of participants was employed to
gather a large pool of data rich participants. Purposeful sampling involves using subjects who
provide the richest data for the phenomenon of interest (Patton, 2000). This study sought
African American women who would provide the richest data as suggested by previous studies
in the research and the review of literature.
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Recruitment Procedures
Many studies have shown that African Americans can be a difficult group to recruit into
research, thus creating a need for more creative methods of recruitment (Jones, Steeves &
Williams, 2009). The principal researcher employed the use of social networking using
Facebook as a forum for providing information about the research study and connecting the
target population to the link for the questionnaire. Moreover, flyers (see Appendix B) were
developed to post in places in the community where African American women frequent such as
hair salons, nail salons, churches, libraries, grocery stores and restaurants.
Flyers were also posted in local clinics and health departments such as St. John’s Clinic,
Hubert Humphrey Comprehensive Health Center, and Martin Luther King Jr. Center for Public
Health, which are all located in SPA 6. These flyers included brief information about the
research study, inclusion criteria for the study, and the URL with the link to the electronic
questionnaire on Survey Monkey as well as contact information for those who wanted more
information or had questions about the study. In addition, in-person presentations about the
study were provided to potential participants at Missionary Baptist Church in Los Angeles, El
Camino College Compton Center campus, Greater Beginnings for Black Babies program and the
Black Infant Health Program in Los Angeles using a script (see Appendix C). The script
provided the necessary information to the target population, which included a brief background
about the problem of SIDS in the African American communities and the need to explore beliefs
and risk perceptions about SIDS. During these presentations, some interested volunteers were
able to complete the survey on the spot using their smart phones, personal tablets or laptops or
the agency’s public use computers.
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A network sampling was employed to recruit via word of mouth, which has been
demonstrated to be an important recruitment strategy for African Americans (Jones et al., 2009).
In addition, those women having already completed the survey were be able to forward the link
to the questionnaire to other people via email or by re-posting on their Facebook page for a
further snowballing effect. Consequently, it is indeterminate the exact number of African
American women recruited for this study compared to how many women actually participated.
Data Collection
Data collection is the process of extracting information or data from identified data
sources, whether it is people, behavior, text, or other visual or media items (Creswell, 2009).
Data collection is used to obtain information in order to help answer research questions
developed by the researcher (Creswell, 1998). Types of data collection strategies include
structured and unstructured interviews, participant observations, surveys and focus groups
(Creswell, 2009). This research study used a survey that was a self-administered electronic
questionnaire to collect data from the target population. The survey allows generalizations from
the sample to the larger population and was the preferred method for collecting data for this
study because of the ability to capture large amounts of data (Babbie, 2004; Creswell, 2009).
Instrumentation
This SIDS research study was cross-sectional using a self-administered questionnaire.
The questionnaire included demographic questions and the key questions developed using
constructs of the HBM, including perceived susceptibility, perceived severity, perceived barriers,
perceived benefits and cues to action (Glanz et al., 2008, Rosenstock, 1974). Data collection
began by using Champion’s Health Belief Model Constructs Instrument as a tool for
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development of the questionnaire with Health Belief Model items that are specific to SIDS
(1984). The format and structure of the items for perceived severity, perceived susceptibility,
perceived barriers and perceived benefits were modeled after items in Champion’s instrument.
Champion developed a 38-item instrument that uses a 5-point Likert scale (ranging from
strongly agree to strongly disagree) to measure perceptions of behavior related to breast cancer
screening behaviors based upon constructs of the Health Belief Model (1984). Her instrument
measures five domains including: five items for perceived susceptibility, twelve items for
perceived severity, five items for perceived benefits, eight items for perceived barriers and eight
items for health motivation. Champion’s instrument has been tested for content and construct
validity and has test-rest reliability as well as internal consistency (Champion, 1984; Champion,
1990). Taking items from the validated tool but modifying them to make them appropriate for
the topic of SIDS provided guidance in the development of the questionnaire and specifically
items for perceived susceptibility, severity, benefits and barriers. The constructs of cues to
action and self-efficacy were not included as part of Champion’s original instrument. These
constructs were also not considered a part of the original Health Belief Model, however cues to
action was added shortly after, as it was thought to add an important consideration to the model
which is the instigating event that prompts protective behavior (Rosenstock, 1966). Cues to
action can be internal or external and can be something as small and as fleeting as a sneeze or as
grand as awareness of a large media campaign (Glanz et al., 2008). Thus, in the absence of a
model and the broadness of cues to action in general, development of questions for this construct
proved to be a more involved process. Items for cues to action were developed based on
previous empirical research and observational data of African American women with infants.
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Input was also provided by colleagues and public health professionals. As a result, it was
thought that important cues to action to consider for this study were where African American
women received their health information regarding infant care as well as if they had children that
died of SIDS or knew of a child that died of SIDS.
The construct of self-efficacy was a more recently added construct to the Health Belief
Model and consequently has not been as well researched as the original core constructs. It was
also not identified as a significant concept during the literature review. Moreover, the construct
of self-efficacy was added to the HBM because it was thought that some behaviors were more
complex and required competence to maintain the behavior long-term (Glanz et al., 2008).
Although the recommended risk reducing behaviors for SIDS do require maintenance for the
first year of an infant’s life, the principal investigator determined that these behaviors were not
necessarily as complex or long-term as other risk reducing behaviors for other health conditions
as described in the literature. In addition, self-efficacy measures have been traditionally
developed based on both quantitative and qualitative research that explores adherence to a
specific behavior (Smith &Liehr, 2008). There is very little research surrounding the lack of
adherence to the SIDS guidelines among African Americans and it would be difficult to develop
items for the construct of self-efficacy without knowing more about the lack of adherence. Thus,
this construct was not included as a measure in the questionnaire for this research study.
However, this study attempts to better understand perceived susceptibility, severity, barriers and
benefits for SIDS and the SIDS guidelines and therefore may implicate more specific reasons for
the lack of adherence. Hence, self-efficacy measures can be developed for testing in future
research.
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The modified questionnaire developed for this study was a 25-item instrument (see
Appendix D) that measures perceived susceptibility (five items), perceived severity (five items),
perceived benefits (four items), perceived barriers (six items) and cues to action (five items).
The cover page of the survey has information regarding the background and importance of the
survey as well as the informed consent and instructions for taking the questionnaire (see
Appendix D). The University of Arizona’s Institutional Review Board (IRB) approval stamp
was also included on the cover page of the survey so participants were able to see that the study
was reviewed and approved by an IRB. Once participants provided informed consent by
clicking on the correct box, they were able to begin the questionnaire. The first part of the
questionnaire included the demographic questions such as 1) zip code 2) age 3) education 4)
income level 5) education level 6) birth country and any outside residency 7) parental ethnicity
and 8) care for infants under on year of age. The next part of the questionnaire included the key
questions regarding the concepts of interest related to SIDS and the Health Belief Model. These
key questions were measured using a 5-point Likert scale ranging from strongly agree, agree,
unsure, disagree and strongly disagree. Two items for cues to action had yes or no options.
The questionnaire was anonymous, electronic and Web-based for online administration.
Networking strategies were used with organizations that serve the African American population
in South Los Angeles County to provide the electronic questionnaire, such as Planned
Parenthood, St. John’s Clinic, the Black Infant Health program, and Great Beginnings for Black
Babies program. Participants were also able to forward the link to the questionnaire to other
African American women.
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Pre-analysis questionnaire procedures
Face validity was established through content experts prior to data collection. The
principal investigator identified two content experts, Desiree Mares and Soraya Soni, each
working or previously working in the area of maternal, child and infant health care. Each
content expert was given a copy of the Health Belief Model with a description of the construct
and a visual depiction of the model. They were also provided with Champion’s instrument with
her items for each construct. They were asked to review the HBM material and Champion’s
instrument and determine the extent to which the developed 25-item tool appeared to measure
the constructs. Each content expert carefully reviewed the developed 25-item questionnaire and
reported their analysis of the tool by documenting one of three categories for each construct:
measures construct adequately, does not measure construct adequately or unsure. This helped to
determine whether they considered the tool to measure the constructs adequately before using the
tool for pilot testing. Pilot testing ensued upon agreement from each content expert that the tool
measured each construct adequately.
Pilot study
The pilot study was conducted prior to the larger study to determine feasibility. Four
women participated in the pilot study. They were recruited from a local health clinic and asked
to complete the questionnaire while at the clinic using a paper and pencil format and complete
this same questionnaire again electronically via Survey Monkey to determine ease of
administration. After each time of completing the survey, the participants were asked to assess
the ease of taking the questionnaire and the ability to understand the questions. Based upon the
comments and observations made from the participants, minor changes were made to the
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questionnaire with many focusing on grammar and word choice. After taking the paper and
pencil questionnaire input from participants revealed that adding the term “crib death” to the
questionnaire would help women better understand the concept of SIDS. Thus, each item
included “SIDS/crib death” as the descriptor. After taking the electronic questionnaire,
participants suggested adding more detailed instructions so that others would understand what’s
required. The pilot study also helped to determine readability, comprehension of instruction, and
clarity and literacy appropriateness of the questionnaire tool so that revisions could be made.
Based upon the feedback of content experts and results of the pilot study, the wording and syntax
of the questions were changed. All additional analyses of the scales for reliability and validity
were conducted after data collection.
Data collection procedure
Once the questionnaire development was completed and face validity was determined,
the pilot study commenced. When the questionnaire was determined to be appropriate from the
pilot study, it was uploaded for electronic distribution via Survey Monkey, for access to the
larger data collection portion of the study. Women participating in the electronic questionnaire
were prompted to select their response to participation in the questionnaire. If they selected the
box that said no, they were exited out of the screen. If they agreed to informed consent, they
continued on to the questionnaire. After data collection was completed, the data was exported
into Excel for data analysis in statistical package for social sciences (SPSS), a statistical software
program for analysis of quantitative data.
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Human Subjects Protection
The consent forms for the pilot study were specifically written so that participants were
aware that they were engaging in a small pilot study. Any personal information used was
destroyed once the data was transferred to a Microsoft Excel spreadsheet. The paper and pencil
format consent forms were completed by the pilot participants were collected individually from
each participant and placed in a sealed envelope to be stored in a locked facility in the nursing
department at the University of Arizona. The electronic questionnaire used for data collection in
the larger study was confidential and participants were not identified by name, email address or
IP address. The questionnaire did not contain any information that could personally identify the
participant. To ensure the participant’s protection, a clear and understandable consent form
preceded the questionnaire, which explained the purpose and goal of the study. The consent
form provided the necessary information needed to make an informed decision of participation in
the study including purpose, procedures, risks and benefits. In addition, the consent form was
written in a 6th-7th grade reading level in accordance with the University of Arizona’s Human
Subject’s Protection Program.
The participant was informed that they can decline participation in the questionnaire and
can stop the questionnaire at any time. Questionnaire data were collected using the survey tool,
Survey Monkey, where data were stored in a password protected electronic format using the
program’s cryptographic system to protect participants’ information. The raw data were then
downloaded into a personal de-identified Microsoft Excel spreadsheet for analysis in SPSS.
Once the study was completed and data analysis was completed, the original data were destroyed
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based upon guidelines provided by the Institutional Review Board (IRB). The de-identified
database will remain intact for any future analysis.
The University of Arizona also requires any research staff to complete the Collaborative
Institutional Training Initiative (CITI) human subjects exam and requires current certification.
The principal investigator kept in accordance with the guidelines, policies and procedures set
forth in the CITI training and the IRB. Based upon the stipulations of this study, only minimal
risk to participants was anticipated as defined by the University of Arizona’s Human Subjects
Protection Program and no participants were harmed during any part of the research process.
Data Management
The electronic questionnaire was administered via Survey Monkey and the data were
saved in their password-protected database. The principal investigator then exported the data to
an Excel spreadsheet on the researcher’s password-protected computer. This data were stored as
Microsoft Excel files. This quantitative data were then analyzed using SPSS software.
Data Analysis
Validity and reliability
The psychometric properties of the questionnaire were studied to ensure that the tool
provided a reliable and valid measure of SIDS perceptions and beliefs. Reliability refers to the
ability of the tool to have a consistent measurement so that upon repeated measurements, the
tools yields the same results while validity refers to the ability of a tool to measure what it
intended to measure (Carmines & Zeller, 1979). Cronbach’s alpha, a measure of internal
consistency, was calculated to determine consistency of the results for different items of the
same construct within the tool (Trochim & Donelly, 2008). Thus, a Cronbach’s alpha was
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determined for each: perceived susceptibility, perceived severity, perceived benefits, perceived
barriers and cues to action. The higher Cronbach’s alpha, the more reliable the measure.
Validity was further determined by an exploratory factor analysis (EFA) calculated to
analyze the convergent and discriminant validity of the measure. Although the tool used to
develop this questionnaire was well researched and validated, the questionnaire developed for
this study had not yet established validity. Thus, EFA was used to establish if the developed
questionnaire was suitable for measuring the beliefs/perceptions of SIDS.
Analysis of study questions
For this study, a questionnaire using a 5-point Likert scale based upon constructs of
HBM was constructed to gather data using the online questionnaire tool, Survey Monkey. The
demographic questions were analyzed using descriptive statistics. The questionnaire items were
analyzed as ordinal data and each response was coded. Each response was scored one through
five, thus “strongly agree” is coded as one, “agree” is coded as two, “unsure” is coded as three,
“disagree” is coded as four and “strongly disagree” is coded as five. The responses were entered
with the responses coded as noted above into SPSS, a program used for quantitative data and
statistical analysis.
The SPSS program helps to explore the data and provide descriptive statistics of the data
including, mean, median and mode (Field, 2009) to determine common responses among
participants. Percentage of subjects in each response category as well descriptive statistics were
used to analyze data. Descriptive statistics were used to examine each question as well as each
HBM construct. The principal investigator also explored potential differences in SIDS
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beliefs/perceptions between different subsets of the sample based on age, education level,
income level, number of children and whether the participant had young children in their care
and if they had personal experience with a SIDS event. This aided in identifying patterns in the
data so that relationships could be identified. Questionnaires can also have missing data in
which participants fail to report an answer for one or more items. Missing data can be handled
using imputation, a process of replacing missing data with substituted values. This can include
single imputation or multiple imputation.
Aim 1-Describe African women’s perception of infant’s (risk) susceptibility of SIDS:
To address this aim, descriptive statistics and frequency analyses were used to analyze common
responses using the mean and median as important indicators. An overall sub-scale score was
also calculated for perceived susceptibility including the mean and median to compare among
the other sub-scale scores.
Aim 2- Describe the perceived severity of SIDS among African American women:
To address this aim, descriptive statistics and frequency analyses were used to analyze common
responses using the mean and median as measures of frequency. An overall sub-scale score for
perceived severity was also calculated including the mean and median to compare among the
other sub-scale scores.
Aim 3- Describe perceived barriers to implementation of the SIDS risk reducing
guidelines by African American women: To address this aim, descriptive statistics and
frequency analyses were used to identify which behaviors present more of a barrier to
implementing the recommendations. An overall sub-scale score for perceived barriers was
calculated including mean and median to compare among the other sub-scale scores.
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Aim 4- Describe the perceived benefits of implementing the SIDS risk reducing
guidelines among African American women: To address this aim, descriptive statistics and
frequency analyses were used to identify behaviors that African American women attribute to
reducing the risk of SIDS. An overall score sub-scale score of perceived benefits was calculated
including mean and median to compare among other sub-scale scores.
Aim 5- Describe the cues to action to implementing the SIDS risk reducing
recommendations among African American women: To address this aim, a frequency
analysis was conducted to determine the frequency of responses for each item within this
domain. In addition, correlation analysis was used to determine any correlation between cues to
action and other domains.
Aim 6- Explore if there are differences in beliefs about SIDS among mothers who
have personally experienced SIDS and those who have not: To address this aim, a
multivariate analysis of covariance (MANCOVA) was used to examine differences in
perceptions between those women that have experienced a SIDS death with those women that
have not experienced a SIDS death.
Aim 7- Explore relationships between demographics and the Health Belief Model
constructs of perceived susceptibility, perceived severity, perceived barrier, perceived
benefits and cues to action: To address this aim, correlational analysis was used to determine
relationships between variables within demographics and the constructs used in this study.
Summary
This chapter discussed the design, methods, a description of the sample and the sample
size and data collection procedures for this SIDS research study using the Health Belief Model as
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the theoretical framework supporting and underlining this study and instrumentation developed
using the Health Belief Model. The setting for this study was also described as a small, dense
and highly populated geographic area of southern Los Angeles County with an increased risk of
SIDS.
Sudden Infant Death Syndrome has long been a disparity among African Americans and
a new perspective is needed in this area of research to identify reasons for the disparity to assist
in development of effective strategies to address the problem. SIDS nursing research has yet to
use the Health Belief Model as a way of studying health beliefs about SIDS among African
American populations and this study can address the gap that currently exists.
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CHAPTER IV-RESULTS
The results of the study revealed data that was not normally distributed. There were
many instances of items resulting in skewed data or bimodal data. This could be a consequence
of having an “unsure” category in the questionnaire. The absence of this category forces
participants to choose to either agree or disagree with an item. In spite of this, the questionnaire
did reveal interesting observations among the sample, which lead to many implications for future
research. This chapter will discuss the results of the data analysis, the statistical measurements
used for data analysis and the psychometric characteristics of the questionnaire.
Psychometric Characteristics
Validity of the SIDS Questionnaire
Many item responses were not normally distributed. Specifically, many items were
negatively skewed, meaning an overwhelming majority of participants “strongly agreed” or
“agreed” to a statement, or were bimodal, indicating that participants were sharply divided with a
substantial number “agreeing” with a statement while many others “disagreed.” For instance,
87% of participants (153/175) agreed that they obtained “much of my infant care information
from health professionals such as doctors and nurses” (see Table 1, item 21). For another item,
60% of participants (105/175) “agreed” or “strongly agreed” that “when I think about SIDS/crib
death, my heart beats faster,” while 35% (62/175) “disagreed” or “strongly disagreed” (See
Table 1, item 8).
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TABLE 1. Descriptive Statistics of Item Responses (N=175)
Item

M

SD

Median

1	
  

The	
  chances	
  of	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  
affecting	
  my	
  baby	
  or	
  a	
  baby	
  I	
  know	
  are	
  high.	
  

2.63	
  

1.24	
  

2	
  

2	
  

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  is	
  a	
  big	
  problem	
  
in	
  the	
  African	
  American	
  population.	
  

2.26	
  

0.95	
  

2	
  

3	
  

There	
  is	
  a	
  good	
  possibility	
  that	
  my	
  baby	
  or	
  a	
  baby	
  I	
  know	
  
will	
  die	
  from	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death.	
  

3.26	
  

1.12	
  

3	
  

4	
  

I	
  worry	
  a	
  lot	
  about	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  
death.	
  

3.07	
  

1.34	
  

3	
  

5	
  

Within	
  the	
  next	
  year,	
  I	
  know	
  that	
  a	
  baby	
  could	
  die	
  of	
  Sudden	
  
Infant	
  Death	
  Syndrome/crib	
  death.	
  

2.07	
  

1.09	
  

2	
  

6	
  

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  is	
  a	
  big	
  deal.	
  

1.49	
  

0.67	
  

1	
  

7	
  

I	
  am	
  afraid	
  to	
  even	
  think	
  about	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death.	
  

2.85	
  

1.37	
  

3	
  

8	
  

When	
  I	
  think	
  about	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  
death,	
  my	
  heart	
  beats	
  faster.	
  

2.67	
  

1.21	
  

2	
  

9	
  

The	
  thought	
  of	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  
scares	
  me.	
  

2.01	
  

1.02	
  

2	
  

10	
  

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  is	
  a	
  hopeless	
  
condition.	
  (reverse	
  coded)	
  

2.38	
  

1.10	
  

2	
  

11	
  

I	
  can't	
  reduce	
  the	
  chance	
  of	
  a	
  baby	
  dying	
  from	
  Sudden	
  
Infant	
  Death	
  Syndrome/crib	
  death.	
  (reverse	
  coded)	
  

2.22	
  

1.22	
  

2	
  

12	
  

My	
  friends	
  would	
  make	
  fun	
  of	
  me	
  if	
  I	
  put	
  a	
  baby	
  to	
  sleep	
  on	
  
their	
  back.	
  (reverse	
  coded)	
  

1.78	
  

0.91	
  

2	
  

13	
  

I	
  prefer	
  placing	
  a	
  baby	
  to	
  sleep	
  on	
  their	
  stomach	
  because	
  it's	
  
easier	
  for	
  me.	
  (reverse	
  coded)	
  

2.09	
  

1.14	
  

2	
  

14	
  

Putting	
  a	
  baby	
  on	
  their	
  back	
  to	
  sleep	
  would	
  require	
  starting	
  
a	
  new	
  habit,	
  which	
  is	
  difficult.	
  (reverse	
  coded)	
  

2.00	
  

1.02	
  

2	
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15	
  

The	
  best	
  place	
  for	
  a	
  baby	
  to	
  sleep	
  is	
  in	
  the	
  bed	
  with	
  their	
  
mother.	
  (reverse	
  coded)	
  

2.02	
  

1.10	
  

2	
  

16	
  

Babies	
  are	
  more	
  comfortable	
  sleeping	
  on	
  their	
  stomach.	
  
(reverse	
  coded)	
  

2.83	
  

1.09	
  

3	
  

17	
  

I	
  am	
  not	
  as	
  anxious	
  about	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death	
  when	
  a	
  baby	
  sleeps	
  in	
  their	
  own	
  crib	
  
or	
  bassinet.	
  

3.06	
  

1.09	
  

3	
  

18	
  

Placing	
  a	
  baby	
  on	
  their	
  back	
  to	
  sleep	
  prevents	
  Sudden	
  Infant	
  
Death	
  Syndrome/crib	
  death.	
  

2.28	
  

1.02	
  

2	
  

19	
  

It's	
  best	
  for	
  babies	
  to	
  sleep	
  in	
  their	
  own	
  crib	
  or	
  bassinet	
  to	
  
prevent	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death.	
  

2.25	
  

1.06	
  

2	
  

20	
  

I	
  don't	
  worry	
  so	
  much	
  about	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death	
  when	
  a	
  baby	
  sleeps	
  on	
  their	
  back.	
  

2.56	
  

1.106	
  

2	
  

21	
  

I	
  receive	
  much	
  of	
  my	
  infant	
  care	
  information	
  from	
  health	
  
professionals	
  such	
  as	
  doctors	
  and	
  nurses.	
  

1.91	
  

.92	
  

2	
  

22	
  

I	
  receive	
  much	
  of	
  my	
  infant	
  care	
  information	
  from	
  family	
  
members.	
  

2.62	
  

1.16	
  

2	
  

23	
  

I	
  receive	
  much	
  of	
  my	
  infant	
  care	
  information	
  from	
  friends.	
  

3.20	
  

1.17	
  

4	
  

M = mean; SD = standard deviation

In order to validate this measure of SIDS health beliefs, an exploratory factor analysis
(EFA) using principal axis factoring was conducted on the 23-item questionnaire with orthogonal
rotation (varimax) to explore the factor structure of the underlying responses to the
questionnaire. The last two items of the original 25-item questionnaire asked 1) whether the
participant had a child that died of SIDS and 2) whether the participant knew of a child that died
from SIDS. Because these items were not asking for the participant’s health beliefs and were yes
or no questions, they were treated more like demographic items. Thus for the purpose of
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validating this instrument, the last two questions were excluded and resulted in a 23-item
instrument for better analysis of validity.
The Kaiser-Meyer-Olkin (KMO) measure verified sampling adequacy for the analysis,
KMO = .680. The majority of measures of sampling adequacy for individual items were greater
than .633 with the exception of five items: item 17 (KMO = .500), item 20 (KMO = .577), item
21 (KMO = .616), item 22 (KMO = .521), and item 23 (KMO = .582).
Bartlett's test of sphericity, χ2(253) = 1052.69, p < .001, indicated that correlations
between items were sufficiently large for EFA. Correlations between items did indicate,
however, that many items did not correlate strongly with other items. Several items correlated
only moderately with at most one other item on the questionnaire. These included items 5, 6, 17,
21, 22, and 23. Item 5 and item 6 correlated only moderately with each other, r(173) = .357, p <
.001. Item 17 correlated moderately with item 20, r(173) = .370, p < .001. Item 21 did not
correlate with any other item, and item 22 and item 23 correlated only with each other, r(173) =
.506, p <.001 (see Appendix E for correlation matrix). Based on individual item measures of
sampling adequacy and correlation values, items 17, 21, 22, and 23 were excluded from the
analysis.
An initial analysis was run to obtain eigenvalues for each factor in the data. Five factors
had eigenvalues over Kaiser's criterion of 1 and in combination explained 57.83% of the
variance. The scree plot (see Figure 7), however, showed an inflexion point that justified
retaining four factors. Further assessment of the 4 and 5 factor models revealed that the 5 factor
model was not readily interpretable.
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FIGURE	
  7.	
  Scree	
  Plot	
  of	
  Eigenvalues	
  

Therefore, it was determined that the final questionnaire used to measure SIDS health
beliefs contained 19 items loading onto four factors, explaining 39.70% of the variance. Table 2
shows the factor loadings after rotation. The items that cluster on the same factors suggest,
based on the Health Belief Model, that Factor 1 represents perceived barriers, Factor 2
represents perceived severity, Factor 3 represents perceived susceptibility, and Factor 4
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represents perceived benefits. Any further reference to the 19-item questionnaire refers to this
validated questionnaire that excludes the construct of cues to action.

TABLE 2. Exploratory Factor Analysis Results for 19-items with Factor Loadings (N=175)
Factor 1
Item

1

2

3

Perceived
barriers

Factor 2

Factor 3

Factor 4

Perceived
Perceived
Perceived
severity susceptibility benefits

The	
  chances	
  of	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death	
  affecting	
  my	
  baby	
  or	
  a	
  
baby	
  I	
  know	
  are	
  high.	
  

.586

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  
is	
  a	
  big	
  problem	
  in	
  the	
  African	
  American	
  
population.	
  

.490

There	
  is	
  a	
  good	
  possibility	
  that	
  my	
  baby	
  or	
  a	
  
baby	
  I	
  know	
  will	
  die	
  from	
  Sudden	
  Infant	
  
Death	
  Syndrome/crib	
  death.	
  

.699

4

I	
  worry	
  a	
  lot	
  about	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death.	
  

5

Within	
  the	
  next	
  year,	
  I	
  know	
  that	
  a	
  baby	
  
could	
  die	
  of	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death.	
  

.427

6

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  
is	
  a	
  big	
  deal.	
  

.334

7

I	
  am	
  afraid	
  to	
  even	
  think	
  about	
  Sudden	
  
Infant	
  Death	
  Syndrome/crib	
  death.	
  

.590

8

When	
  I	
  think	
  about	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death,	
  my	
  heart	
  beats	
  faster.	
  

.723

9

The	
  thought	
  of	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death	
  scares	
  me.	
  

.737

.489

.445
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10

Sudden	
  Infant	
  Death	
  Syndrome/crib	
  death	
  
is	
  a	
  hopeless	
  condition.	
  

.356

11

I	
  can't	
  reduce	
  the	
  chance	
  of	
  a	
  baby	
  dying	
  
from	
  Sudden	
  Infant	
  Death	
  Syndrome/crib	
  
death.	
  

.458

12

My	
  friends	
  would	
  make	
  fun	
  of	
  me	
  if	
  I	
  put	
  a	
  
baby	
  to	
  sleep	
  on	
  their	
  back.	
  

.533

13

I	
  prefer	
  placing	
  a	
  baby	
  to	
  sleep	
  on	
  their	
  
stomach	
  because	
  it's	
  easier	
  for	
  me.	
  

.663

14

Putting	
  a	
  baby	
  on	
  their	
  back	
  to	
  sleep	
  would	
  
require	
  starting	
  a	
  new	
  habit,	
  which	
  is	
  
difficult.	
  

.669

15

The	
  best	
  place	
  for	
  a	
  baby	
  to	
  sleep	
  is	
  in	
  the	
  
bed	
  with	
  their	
  mother.	
  

.364

16

Babies	
  are	
  more	
  comfortable	
  sleeping	
  on	
  
their	
  stomach.	
  

.452

18

Placing	
  a	
  baby	
  on	
  their	
  back	
  to	
  sleep	
  
prevents	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death.	
  

.728

It's	
  best	
  for	
  babies	
  to	
  sleep	
  in	
  their	
  own	
  crib	
  
or	
  bassinet	
  to	
  prevent	
  Sudden	
  Infant	
  Death	
  
Syndrome/crib	
  death.	
  

.576

I	
  don't	
  worry	
  so	
  much	
  about	
  Sudden	
  Infant	
  
Death	
  Syndrome/crib	
  death	
  when	
  a	
  baby	
  
sleeps	
  on	
  their	
  back.	
  

.693

19

20

.333

Eigenvalue

3.49

2.89

1.86

1.57

Percent variance

11.38

10.04

9.22

9.07

Cronbach's alpha

.72

.73

.64

.71
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Reliability of the SIDS questionnaire
Also important to consider was the reliability, or consistency, of the SIDS health belief
questionnaire. The perceived barriers, perceived severity, and perceived benefits sub-scale
measures of the SIDS health beliefs questionnaire all demonstrated good internal consistency
(perceived barriers =.72, perceived severity = .73, perceived susceptibility = .64 and perceived
benefits = .71). The reliability of the perceived susceptibility sub-scale, however, was slightly
lower, Cronbach's alpha = .64. Further exploration of items, specifically the correlation of each
item with the total sub-scale and the value of alpha if an item were deleted, revealed that all
items in the 19-item SIDS health beliefs questionnaire appeared worthy of retention with the
exception of item 10. The greatest increase in alpha would come from deleting item 10, which
also correlated poorly with the total perceived barriers sub-scale, r(173) = .28; however, removal
of item 10 from the perceived barriers sub-scale would result in an increase in alpha by only .005
(see Appendix F for reliability analyses). Therefore, the item was retained.
SIDS Study Results and Discussion
Demographics
Data collection began in October 2013 and ended in January 2014. Overall, 195
questionnaires were collected. However, only 175 were used for data analysis and 20 of the
questionnaires were disqualified for either failure to meet the inclusion criteria or failure to fully
complete the questionnaire. Five of the 20 questionnaires had missing data. However, after
analyzing the questionnaires with missing data, it was determined that the questionnaires were
missing at least four or more responses to items and that imputation would not be as effective.
Instead, listwise deletion was used, in which all cases with a missing value were deleted.
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All 175 participants in the sample self-identified as African American females between
the ages of 18-60 and lived in SPA 6 of Los Angeles County. The average age of the
participants in the sample was 35.08 years with a mode of 35 years of age. Among the
participants, 10.28% were between the ages of 18-21 (n=18), 13.14% were between 22-25
(n=23), 16% were between 26-30 (n=28), 18.28% were between 31-35 (n=32), 13.71% were
between 36-40 (n=24), 13.14% were between 41-45 (n=23), 3.42% were between 46-50 (n=6),
3.42% were between 51-55 (n=6), 8.57% were between 56-60 (n=15). The participants lived in
various zip codes and neighborhoods throughout SPA 6 with a many living in Compton
including zip codes 90220, 90221 and 90222 (see Table 3). More than 90% (n=165) of the
participants had at least a high school education or higher with 30.29% (n=53) stating they had
some college education, 9.71% (n=17) stating they completed a vocational certificate and 41.4%
(n=72) stating they had graduated from college.
Nearly 50% of the participants stated that they made less than 25,000 dollars per year and
36% made less than 10,000 dollars per year (see Figure 8). All participants stated that they were
born in the United States, had not lived outside of the country for more than five years and were
raised by an African American parent or guardian. More than 75% (n=133) of the participants
stated they had children with the majority having one child (28.57%, n=50), 20% (n=35) having
two children, 17.14% (n=30) having three children, 8% (n=14) having four children, 1.7% (n=3)
having five children and one participant had seven children. Of those participants that had
children, nearly one quarter (24.8%, n=33) had children less than one year of age. However, of
the overall 175 participants, 24.57% (n=43) of them currently cared for children less than one
year of age.
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TABLE 3. Residence of Participants by Zip Codes
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Among each key question, there seemed to be some degree of variability in the responses
among participants. None of the participants had children that died from SIDS, however,
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37.14% (n=65) did report that they knew of a child that died from SIDS. The results of the
responses from the participants are outlined below in Table 4. Further detail and analysis of the
questions and the related HBM concept are explored later in this chapter.
  



    

	
  

  

!"## $

' 
($)$$$ 

($)$$$*
 )$$
$  
()$$$*
$)$$
$  
($)$$$*
$)$$
$  
 
($)$$$ 













  +

,#

  !





" !





" !





" !

 



# ! !

  



%&



	
  
FIGURE	
  8.	
  Economic	
  Status	
  of	
  Participants	
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TABLE 4. Questionnaire Response Summary
Question	
  

Strongly	
  Agree	
  

Agree	
  

Unsure	
  

Disagree	
  

N	
  (%)	
  

N	
  (%)	
  

N	
  (%)	
  

N	
  (%)	
  

Strongly	
  
Disagree	
  
N	
  (%)	
  

1.	
  The	
  chances	
  
of	
  SIDS	
  affecting	
  
my	
  baby	
  or	
  a	
  
baby	
  I	
  know	
  are	
  
high.	
  

36	
  (21)	
  

52	
  (30)	
  

46	
  (26)	
  

23	
  (13)	
  

18	
  (11)	
  

2.	
  SIDS	
  is	
  a	
  big	
  
problem	
  in	
  the	
  
AA	
  population.	
  

45	
  (26)	
  

54	
  (31)	
  

63	
  (36)	
  

11	
  (6)	
  

2	
  (1)	
  

3.	
  There	
  is	
  a	
  
good	
  possibility	
  
that	
  my	
  baby	
  or	
  
a	
  baby	
  I	
  know	
  
will	
  die	
  from	
  
SIDS.	
  

8	
  (5)	
  

40	
  (23)	
  

55	
  (31)	
  

43	
  (25)	
  

29	
  (17)	
  

4.	
  I	
  worry	
  a	
  lot	
  
about	
  SIDS.	
  

24	
  (14)	
  

50	
  (29)	
  

18	
  (10)	
  

55	
  (31)	
  

28	
  (16)	
  

5.	
  Within	
  the	
  
next	
  year,	
  I	
  
know	
  that	
  a	
  
baby	
  could	
  die	
  
of	
  SIDS.	
  

61	
  (35)	
  

70	
  (40)	
  

22	
  (13)	
  

15	
  (9)	
  

7	
  (4)	
  

6.	
  SIDS	
  is	
  a	
  big	
  
deal.	
  

101	
  (58)	
  

	
  

66	
  (38)	
  

5	
  (3)	
  

2	
  (1)	
  

1	
  (1)	
  

7.	
  I	
  am	
  afraid	
  to	
   38	
  (22)	
  
even	
  think	
  about	
  
SIDS.	
  

46	
  (26)	
  

15	
  (9)	
  

57	
  (33)	
  

18	
  (11)	
  

8.	
  When	
  I	
  think	
  
of	
  SIDS,	
  my	
  
heart	
  beats	
  
faster.	
  

25	
  (14)	
  

80	
  (46)	
  

8	
  (5)	
  

52	
  (30)	
  

10	
  (6)	
  

9.	
  The	
  thought	
  
of	
  SIDS	
  scares	
  
me.	
  

57	
  (33)	
  

88	
  (50)	
  

4	
  (2)	
  

23	
  (13)	
  

3	
  (2)	
  

10.	
  SIDS	
  is	
  a	
  
hopeless	
  
condition.	
  

8	
  (5)	
  

24	
  (14)	
  

31	
  (18)	
  

76	
  (43)	
  

36	
  (21)	
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11.	
  I	
  can’t	
  
reduce	
  the	
  
chance	
  of	
  a	
  baby	
  
dying	
  from	
  SIDS.	
  

11	
  (6)	
  

23	
  (13)	
  

18	
  (10)	
  

64	
  (37)	
  

59	
  (34)	
  

12.	
  My	
  friends	
  
would	
  make	
  fun	
  
of	
  me	
  if	
  I	
  put	
  a	
  
baby	
  to	
  sleep	
  on	
  
their	
  back.	
  

2	
  (1)	
  

9	
  (5)	
  

17	
  (10)	
  

66	
  (38)	
  

81	
  (46)	
  

13.	
  I	
  prefer	
  
placing	
  a	
  baby	
  
on	
  their	
  back	
  
because	
  it	
  easier	
  
for	
  me.	
  

5	
  (3)	
  

25	
  (14)	
  

16	
  (9)	
  

64	
  (37)	
  

65	
  (37)	
  

14.	
  Putting	
  a	
  
2	
  (1)	
  
baby	
  to	
  sleep	
  on	
  
their	
  back	
  would	
  
require	
  starting	
  
a	
  new	
  habit,	
  
which	
  is	
  
difficult.	
  

19	
  (11)	
  

21	
  (12)	
  

68	
  (39)	
  

65	
  (37)	
  

15.	
  The	
  best	
  
place	
  for	
  a	
  baby	
  
to	
  sleep	
  is	
  in	
  the	
  
bed	
  with	
  their	
  
mother.	
  

14	
  (8)	
  

16	
  (9)	
  

72	
  (41)	
  

65	
  (37)	
  

16.	
  Babies	
  are	
  
8	
  (5)	
  
more	
  
comfortable	
  
sleeping	
  on	
  their	
  
stomach.	
  

43	
  (25)	
  

59	
  (34)	
  

41	
  (23)	
  

24	
  (14)	
  

17.	
  I	
  am	
  not	
  as	
  
12	
  (7)	
  
anxious	
  about	
  
SIDS	
  when	
  a	
  
baby	
  sleeps	
  in	
  
their	
  own	
  crib	
  or	
  
bassinet.	
  

49	
  (28)	
  

43	
  (25)	
  

59	
  (34)	
  

12	
  (7)	
  

18.	
  Placing	
  a	
  
baby	
  on	
  their	
  
back	
  to	
  sleep	
  
prevents	
  SIDS.	
  

40	
  (23)	
  

76	
  (43)	
  

31	
  (18)	
  

26	
  (15)	
  

2	
  (1)	
  

19.	
  It	
  is	
  best	
  for	
  
babies	
  to	
  sleep	
  
in	
  their	
  own	
  
crib/bassinet	
  to	
  

45	
  (26)	
  

72	
  (41)	
  

32	
  (18)	
  

21	
  (12)	
  

5	
  (3)	
  

8	
  (5)	
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prevent	
  SIDS.	
  
20.	
  I	
  don’t	
  worry	
   26	
  (15)	
  
so	
  much	
  about	
  
SIDS	
  when	
  a	
  
baby	
  sleeps	
  on	
  
their	
  back.	
  

76	
  (43)	
  

28	
  (16)	
  

39	
  (22)	
  

6	
  (3)	
  

21.	
  I	
  receive	
  
much	
  of	
  my	
  
infant	
  care	
  
information	
  
from	
  health	
  
professionals	
  
such	
  as	
  doctors	
  
and	
  nurses.	
  

59	
  (34)	
  

94	
  (54)	
  

4	
  (2)	
  

15	
  (9)	
  

3	
  (2)	
  

22.	
  I	
  receive	
  
much	
  of	
  my	
  
infant	
  care	
  
information	
  
from	
  family	
  
members.	
  

24	
  (14)	
  

84	
  (48)	
  

7	
  (4)	
  

54	
  (31)	
  

6	
  (3)	
  

23.	
  I	
  receive	
  
much	
  of	
  my	
  
infant	
  care	
  
information	
  
from	
  friends.	
  

10	
  (6)	
  

11	
  (6)	
  

79	
  (45)	
  

17	
  (10)	
  

	
  

58	
  (33)	
  

Aim 1 results: perceived susceptibility
The original items classified as perceived susceptibility were items 1-5 (see Appendix D).
Based upon the EFA analyses, some items did not load on constructs as predicted. Thus, based
on new loading factors (see Table 2), perceived susceptibility construct (Factor 3) included items
1, 2, 3, 5, and 6 (see Appendix G). Overall, participants generally agreed with items pertaining
to susceptibility with a mean= 2.34 and a median=2.20. Recall that responses were coded as:
strongly agree=1, agree=2, unsure=3, disagree=4 and strongly disagree=5. Specifically,
participants usually “agreed” to item 1 (The chances of SIDS/crib death affecting my baby or a
baby I know are high) with a mean= 2.63 and a median=2. Similarly, participants generally
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“agreed” to item 2 (SIDS/crib death is a big problem in the African American population) with a
mean=2.26 and median=2. However, participants were more “unsure” on item 3 (There is a
good chance that my baby or a baby I know will die of SIDS/crib death) with a mean=3.26 and a
median=3. Participants generally “agreed” on item 5 (Within the next year, I know that a baby
could die of SIDS/crib death) with a mean=2.07 and a median=2. Lastly, participants strongly
agreed with item 6 (SIDS/crib death is a big deal) with a mean=1.47 and a median=1.

TABLE 5. SIDS Belief Sub-scale Scores

SIDS belief sub-scale

M (SD)

Median

Factor 1 – Perceived barriers

2.19 (0.66)

2.14

Factor 2 – Perceived severity

2.65 (0.92)

2.50

Factor 3 – Perceived susceptibility

2.34 (0.66)

2.20

Factor 4 – Perceived benefits

2.36 (0.84)

2.33

Total score

2.35 (0.42)

2.37

Aim 2 results: perceived severity
Original predicted items for perceived severity included items 6-10 (see Appendix D).
Based upon EFA loading factors (Table 2) perceived severity (Factor 2) includes items 4, 7, 8
and 9 (see Appendix G). Participants agreed least strongly with overall statements pertaining to
perceived severity compared with the other constructs of perceived susceptibility, perceived
benefits and perceived barriers. Participants generally “agreed” or were “unsure” with
statements regarding perceived severity with a mean=2.65 and median=2.5 (see Table 5). In
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particular, participants did not agree or disagree but were more “unsure” with item 4 (I worry a
lot about SIDS/crib death) with a mean=3.26 and a median=3. Participants also leaned more
towards “unsure” with item 7 (I am afraid to even think about SIDS/crib death) with a
mean=2.85 and a mean=3. Participants were somewhat divided on item 8 (When I think of
SIDS/crib death, my heart beats faster) between “agreeing” and being “unsure” with a
mean=2.67 and a median=2. Lastly, participants tended to agree with item 9 (The thought of
SIDS/crib death scares me) with a mean=2.01 and a median=2.
Aim 3 results: perceived barriers
The original predicted items for perceived barriers included items 11-16 (see Appendix
D). Based upon EFA loading factors (see Table 2) for perceived barriers (Factor 1), items
included 10-16 (see Appendix G). Statements within perceived barriers were reverse coded for
analysis purposes, thus scores are based upon the reverse phrased statement. Overall,
participants tended to “agree” more with reversed phrase statement items regarding perceived
barriers (mean=2.19, median=2.14) compared with perceived susceptibility, perceived severity
and perceived benefits. Participants generally “disagreed” with item 10 (SIDS/crib death is a
hopeless condition), mean=2.38, median=2 meaning that they agree that SIDS is not hopeless
condition. Participants “disagreed” with item 11 (I can’t reduce the chance of a baby dying from
SIDS/crib death), mean=2.22, median=2, meaning that they agree that they can reduce the
chance of a baby dying from SIDS. Participants more “strongly disagreed” with item 12 that
(their friends would make fun of them if they put a baby on their back to sleep), mean=1.78,
median=2., meaning that they agree that their friends would not make fun of them for putting a
baby on their back to sleep. Participants “disagreed” with items 13 (I prefer placing a baby on
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their stomach to sleep because it’s easier for me), 14 (Putting a baby on their back to sleep
would require starting a new habit, which is difficult) and 15 (The best place for a baby to sleep
is in the bed with their mother), all with medians=2. However, participants seemed to be more
“unsure” or “slightly agree” with item 16 (Babies are more comfortable sleeping on their
stomach), mean=2.83, median=3.
Aim 4 results: perceived benefits
The original predicted items for perceived benefits included items 17-20 (see Appendix
D). Based upon calculated EFA loading factors (see Table 2), perceived benefits (Factor 4) items
included 18, 19, and 20 (see Appendix G). On the whole, participants “agreed” with statements
regarding perceived benefits, mean =2.36 and median=2.33 (see Table 5). Generally,
participants “agreed” with item 18 (Placing a baby on their back to sleep prevents SIDS/crib
death) with mean=2.28 and median=2 and with item 19 (It’s best for babies to sleep in their own
bed or bassinet to prevent SIDS/crib death) with mean=2.25 and median=2. Participants seemed
to be somewhat divided on item 20 (I don’t worry so much about SIDS/crib death when a baby
sleeps on their back) between “agreeing” and being “unsure” with mean=2.56 and median=2.
Aim 5 results: cues to action
Original predicted items regarding cues to action included items 21-25 (see Appendix D).
During the EFA, items pertaining to cues to action performed poorly with low correlation scores
and did not load on a factor appropriately. Thus, all questions regarding cues to action were
removed and not included in the revised factor loadings. Consequently, an overall measure of
cues to action was not calculated, however, individual scores were calculated for individual item
responses (see Table 2). Participants largely “agreed” with item 21 (I receive much of my infant
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care information from health professionals, such as doctors and nurses), mean=1.91 and
median=2. Participants somewhat “agreed” with item 22 (I receive much of my infant care
information from family members), mean=2.62 and median=2. Conversely, participants tended
to “disagree” more with item 23 (I receive much of my infant care information from friends),
mean=3.20 and median=4. Items 24 (I had a baby that died of SIDS/crib death) and 25 (I know
of a baby that died of SIDS/crib death) were each yes or no statements regarding exposure to
SIDS. None of the participants had lost a child to SIDS but over a third of them (65/175 or 37%)
knew a child who had died of SIDS.
Aim 6 results: comparison of women with SIDS experience
There were no women in this study that had personally lost a child to SIDS and thus a
comparison could not be done. Instead, an analysis was done to compare women that expressed
that they knew of a child that died from SIDS compared with women that did not know of a child
that died of SIDS. More than a third (65/175 or 37%) of participants knew a child that died from
SIDS.
Difference in average SIDS belief scores between those who had personally known a
child who had died from SIDS and those who did not was not significant, t(173) = -1.09, p =
.279 (see Table 6).

	
  

85	
  

TABLE 6. Difference in SIDS Beliefs by Exposure to SIDS

Did not
know
Knew
child who child
died of who died
of SIDS
SIDS
M (SE)

M (SE)

N=110

N=65

Factor 1 – Perceived
barriers

2.18
(0.06)

2.20
(0.09)

Factor 2 – Perceived
severity

2.74
(0.09)

Factor 3 – Perceived
susceptibility

Mean
diff

Independent
samples t
df=173

Significance

0.02

0.20

.842

2.49
(0.11)

-0.25

-1.18

.081

2.25
(0.08)

2.25
(0.08)

-0.15

-1.43

.154

Factor 4 – Perceived
benefits

2.40
(0.06)

2.42
(0.10)

0.08

0.62

.535

Total Score

2.38
(0.04)

2.31
(0.05)

-0.07

-1.09

.279

SIDS belief sub-scale

* p < .01, p-level adjusted using Bonferonni correction
Note. Despite group sample size differences, variances between groups were not significantly different based on
Levene's test

Multivariate analysis of covariance (MANCOVA) was used to assess differences in the
four SIDS beliefs sub-scales between those who had personally known a child who had died
from SIDS and those who did not, controlling for graduation from college/vocational school and
care for a child under one year of age. Using Pillai's trace, there was no significant effect of
exposure of loss of a child to SIDS on perceived barriers, perceived severity, perceived
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susceptibility, and perceived benefits when controlling for education level and care of a child
under 1, F(4,168) = 1.17, p = .328.
Aim 7: Relationship between SIDS beliefs/perceptions and demographic variables
This study assessed the relationship between characteristics of the sample (age,
education, income, number of children, and number of children in care under one) and average
SIDS belief scores as well average SIDS belief sub-scale scores. This was accomplished by
creating a mean SIDS belief score as well as a mean score for each of the four sub-scales (see
Table 7).	
  
Pearson's correlation coefficient indicated no relationship between participant age and
average SIDS beliefs, r(173) = .06, p = .412. Examination of the SIDS beliefs sub-scales did
reveal a significant, positive relationship between age and perceived severity, however the
relationship was weak, r(173) = .22, p = .004. With increasing age, participants disagreed
slightly more with statements found in the perceived severity sub-scale. [Recall: 1 = “strongly
agree”; 5 = “strongly disagree”].

TABLE 7. Pearson’s Correlation Coefficient Comparing Participant Age and SIDS Belief

Pearson's correlation
coefficient
SIDS belief sub-scale

df=173

Significance

Factor 1 – Perceived barriers

-.02

.803

Factor 2 – Perceived severity

.22*

.004
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Factor 3 – Perceived susceptibility

.01

.860

Factor 4 – Perceived benefits

-.10

.181

Total score

.06

.412

*p<.05
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Participants who had graduated from college or vocational school on average agreed
more
strongly with statements (M = 2.38, SE = 0.05) than those who had not (M = 2.32, SE =
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(see Table 8). This difference, however, was not significant, t(173) = 0.92, p = .361.
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There were differences, however, between those who graduated from college/vocational school
and those who did not in average perceived barriers and perceived severity. On average,
participants with college degrees or vocational certificates claimed to have fewer barriers to
proper placement of an infant (M = 2.05, SE = 0.07) than those without (M = 2.33, SE = 0.07),
and this difference was significant t(173) = 2.85, p = .005. Likewise, participants with college
degrees or vocational certificates on average agreed less with statements regarding perceived
severity of SIDS (M = 2.89, SE = 0.10) that those without (M = 2.40, SE = 0.09), and this
difference was significant t(173) = -3.60, p < .001.

TABLE 8. Difference Between Participants who Graduated from College and Those who did Not

No
college
degree

College
degree

M (SE)

M (SE)

N=86

N=89

Factor 1 – Perceived
barriers

2.33
(0.07)

2.05
(0.07)

Factor 2 – Perceived
severity

2.40
(0.09)

Factor 3 – Perceived
susceptibility

SIDS belief sub-scale

Mean
diff

Independent
samples t
df=173

Significance

0.28

2.85*

.005

2.89
(0.10)

-0.48

-3.60*

<.001

2.43
(0.07)

2.26
(0.06)

0.17

1.71

.089

Factor 4 – Perceived
benefits

2.40
(0.09)

2.33
(0.09)

0.08

0.61

.545

Total Score

2.38
(0.05)

2.32
(0.04)

0.06

0.92

.361

* p < .01, p-level adjusted using Bonferonni correction
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Differences in SIDS beliefs by income level were not significant, F(2,172) = 0.38, p =
.684 (see Table 9). There was a significant difference (p-level adjusted using Bonferonni
correction) between the different income levels in perceived severity, F(2,172) = 4.94, p = .008.
A post-hoc analysis (Hochburg GT2) revealed a significant difference between those with
incomes less than $10,000 and those with incomes greater than $60,000, p = .010.

TABLE 9. Difference in SIDS Belief Sub-scale Scores by Income Level

Income
<$10,000

Income
$1060,000

Income
>$60,000

M (SE)

M (SE)

M (SE)

N=63

N=79

N=33

Factor 1 – Perceived
barriers

2.35 (0.09)

2.16
(0.07)

1.95 (0.09)

4.20

.017

Factor 2 – Perceived
severity

2.39 (0.11)

2.73
(0.11)

2.96 (0.15)

4.94*

.008

Factor 3 – Perceived
susceptibility

2.36 (0.09)

2.33
(0.71)

2.33 (0.11)

0.05

.955

Factor 4 – Perceived
benefits

2.47 (0.11)

2.35
(0.10)

2.18 (0.11)

1.29

.277

Total Score

2.38 (0.06)

2.35
(0.05)

2.30 (0.07)

0.38

.684

SIDS belief sub-scale

* p < .01, p-level adjusted using Bonferonni correction

F
df1=2;
df2=172 Significance
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It should be noted that whether or not someone graduated from college and income level were
significantly related, χ2(2) = 45.92, p < .001.
Pearson's correlation coefficient indicated no relationship between participant’s number
of children and average SIDS beliefs, r(173) = .03, p = .712; relationships between number of
children and each of the SIDS beliefs sub-scale scores were also negligible and not significant
(p-level adjusted using Bonferonni correction) (see Table 10).

TABLE 10. Relation in SIDS Beliefs by Care for Child Under One Year of Age

Pearson's correlation
coefficient
SIDS belief sub-scale

df=173

Significance

Factor 1 – Perceived barriers

-.05

.512

Factor 2 – Perceived severity

.15

.047

Factor 3 – Perceived susceptibility

.03

.721

Factor 4 – Perceived benefits

-.08

.323

Total score

.03

.712

* p <.01, p-level adjusted using Bonferonni correction

There was a significant difference in perceived severity between those participants who
cared for children under the age of 1 (M = 2.25, SE = 0.14) and those who did not (M = 2.78,
SE = 0.08), t(173) = -3.38, p = .001. Participants currently caring for a child under one year of
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age on average indicated higher agreement with statements regarding the perceived severity of
SIDS.

TABLE 11. Difference in SIDS Beliefs by Care for Child Under One Year of Age

Do not
care for
child <1

Care for
a child
<1

M (SE)

M (SE)

N=132

N=43

Factor 1 – Perceived
barriers

2.34
(0.10)

2.14
(0.06)

Factor 2 – Perceived
severity

2.78
(0.08)

Factor 3 – Perceived
susceptibility

Mean
diff

Independent
samples t
df=173

Significance

0.20

1.74

.083

2.25
(0.14)

-0.53

-3.38*

.001

2.39
(0.11)

2.33
(0.06)

0.06

0.56

.576

Factor 4 – Perceived
benefits

2.33
(0.12)

2.37
(0.07)

-0.04

-0.27

.785

Total Score

2.33
(0.06)

2.36
(0.04)

-0.03

-0.36

.717

SIDS belief sub-scale

* p < .01, p-level adjusted using Bonferonni correction
Note. Despite group sample size differences, variances between groups were not significantly different based on
Levene's test

In summary, there was no significant differences in average SIDS belief between groups
in age, education level, income level, number of children, and whether or not respondent care for
a child under the age of one. There were, however, differences between groups in average SIDS
belief sub-scale scores, specifically perceived severity, between groups in age, education level,
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income level and whether or not the respondent cared for a child under the age of one. It should
be noted that the relationship between education level and income level and education level and
care for a child under one were significant.
Post-Hoc Analysis
These results prompted a post-hoc analysis to determine if any relationships identified
were related to exposure to the Back to Sleep campaign. The assumption is that women who
were exposed to the Back to Sleep campaign would have received more information regarding
SIDS and emphasis on the use of the supine infant sleep position. The recommendation to place
babies in a non-prone position was released in 1992 and the Back to Sleep campaign began in
1994 and reinforced this same message (Taskforce on SIDS, 2011). Hence it was determined
that women that were of child bearing age (15 years to 40 years) in 1992 would have been more
exposed to the campaign. So, those participants aged 37 years and younger would have more
exposure to the campaign while those 38 years and over would have had less exposure. An
independent samples t-test was conducted to assess group differences among the four factors
(perceived susceptibility, perceived severity, perceived benefits and perceived barriers). The ttests did not reveal any significant relationships among any of the four factors t(173)= 0.24= .813
(see Table 12).
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TABLE 12. Group Differences in SIDS Beliefs by Exposure to Back to Sleep campaign

SIDS Belief
Sub Scale

Likely
Exposed to
Back to
Sleep
Campaign

Likely was
not exposed
to Back to
Sleep
Campaign

Mean Diff

Independent
Samples ttest

Significance

M(SE)

M(SE)

N=110

N=65

Factor 1Perceived
Barriers

2.21 (0.06)

2.16 (0.08)

0.05

0.47

.636

Factor 2Perceived
Severity

2.57 (0.08)

2.78 (0.12)

-0.21

-1.45

.149

Factor 3

2.36 (0.07)

2.30 (0.07)

0.06

0.57

.568

Factor 4Perceived
Benefits

2.42 (0.08)

2.26 (0.10)

0.16

1.24

.217

Total Score

2.36 (0.04)

2.34 (0.05)

0.02

0.24

.813

df=173

Perceived
Severity

Note: Despite group sample size differences, variances between groups were not significantly different based on
Levene’s test.
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CHAPTER V-DISCUSSION
This study sought to identify the beliefs and perceptions regarding SIDS and the risk
reducing recommendations among African American women. It examined the beliefs and
perceptions through the constructs of the Health Belief Model and how these beliefs and
perceptions were related to one another. This chapter will discuss interpretations of the data
analysis. It also discusses the effectiveness of the Health Belief Model in this study, the
weaknesses and strengths of the study and the implications for future studies.
Validity
The original 25-item questionnaire used for data collection in this study was constructed
using Champion’s Health Belief Model breast cancer questionnaire tool as a guide to develop
questions. Several questions were developed for each of the original HBM constructs of
perceived susceptibility, perceived severity, perceived benefits and perceived barriers. Cues to
action items were developed independently from Champion’s tool. However, it was found that
during the study some items did not fit within these constructs or perform as originally predicted.
Some items did not cluster on the original predicted factor and instead clustered better on other
factors. Hence, the classification of some items was changed based upon these new loading
factors during the Exploratory Factor Analysis. Moreover, all items relating to cues to action
performed poorly with other items and in addition, there were not enough items to load on this
factor. All items relating to cues to action were subsequently removed. A new categorization of
items was developed based upon correlation scores in the EFA yielding a 19-item questionnaire
that only measured perceived severity, perceived susceptibility, perceived benefits and perceived
barriers (see Appendix G). However, once these items were placed on the appropriate factor,
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these items performed well. The new 19-item questionnaire was deemed to be a valid measure
based upon the EFA results. The validated 19-item questionnaire measured the perceptions of
SIDS and the SIDS recommendations adequately. The four factors within the new validated 19item tool, accounted for nearly 40% of the variance demonstrating the importance of considering
perceptions and beliefs of caregivers in SIDS research. Although there is still a large amount of
variance unaccounted for by the factors measured in this study, there was still a substantial
amount of variance that could be attributed to perceived susceptibility, perceived severity,
perceived benefits and perceived barriers of SIDS.
Champion’s breast cancer screening tool, which was used as a model for instrument
development in this study, demonstrated similar factor loadings during the EFA. This suggests
that the adapted items included in the instrument for this study were appropriate for use to
measure each construct. However, the variance accounted for by each construct was moderately
lower which suggests that there are more underlying factors that could be included as part of the
instrument which could increase the amount of variance explained by the model. Perhaps the
construct of self-efficacy, which was excluded for this study, could add an element of the SIDS
risk reducing behaviors that explains more variance. This may be a justification for expanding
this instrument to include items relating to self-efficacy.
Reliability
The new validated 19-item questionnaire was also analyzed for reliability to determine if
it would yield consistent scores upon repeated measures. The internal consistency of the
questionnaire was determined using Cronbach’s alpha. A Cronbach’s alpha can range from 0 to
1. Generally, a Cronbach’s alpha of .6 or higher is considered acceptable reliability. Each factor

	
  

96	
  

or construct (perceived severity, perceived susceptibility, perceived benefits and perceived
barriers) tested was considered reliable. Each factor had a Cronbach’s alpha higher than .6, and
all except perceived susceptibility had a Cronbach’s alpha higher than .7, suggesting that the
questionnaire had acceptable reliability. Perceived susceptibility had the lowest alpha value
among all the other factors at .64 but this was still considered an acceptable alpha value.
Overall, the validated 19-item questionnaire showed acceptable reliability and sound internal
consistency.
Although the Cronbach’s alpha for each construct was adequate, they were still relatively
low compared to Champion’s tool. Champion’s tool resulted in much higher (>.80) Cronbach’s
alphas for each construct (Champion, 1984). Moreover, research has shown perceived
susceptibility to have the highest internal consistency across studies (Glanz et al., 2008).
However, in this study, the construct had the lowest internal consistency (.64). This construct
included five items and may indicate a need to include more items. Carmine and Zeller suggest
that increasing the number of items increases the average correlation and thus increases
Cronbach’s alpha (1979). Therefore, in order to increase reliability of the tool overall, it’s
important to consider adding more items to the instrument. It should also be noted that
Cronbach’s alpha can also vary by ethnic and cultural groups (Glanz et al., 2008) and the results
in this research study may not be comparable to Champion’s results of a similar instrument.
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Perceived Barriers
Perceived barriers was considered Factor 1 in the EFA and included items 10-16 (see
Appendix G). Among all four factors, perceived barriers accounted for the highest percentage of
variance at 11.38%, making it a significant construct of HBM to consider in the discussion of
SIDS among African American women. Similar findings have been found in other studies using
HBM. Participants generally “disagreed” with items measuring this construct meaning that they
did not perceive the content therein as barriers for implementing the SIDS risk reducing
guidelines. Many participants (64%) did not feel that SIDS was a hopeless condition and
“agreed” that they could reduce the risk of a baby dying from SIDS. This suggests that many of
the women viewed SIDS as a condition for which the risk could be reduced and not simply a
condition that they could do nothing about. However, there was still a minority (37%) of the
women who were unsure or agreed that SIDS was a hopeless condition. Thus, there was still a
barrier relating to the idea that SIDS is a hopeless condition in which the SIDS risk reducing
recommendations weren’t viewed as benefits. If participants view SIDS as a hopeless condition
they may feel that there is no reason or value in implementing the SIDS risk reducing
recommendation. This belief may also relate to “randomness” identified by Moon et al. in a
2010 study of SIDS. Moon et al. conducted a qualitative research study of 83 African American
mothers who participated in focus groups and individual interviews targeting infant sleep
environment and influences (2010). These researchers identified several themes during the
study, one of which was randomness where participants felt that SIDS was random and “God’s
will”, thus the mothers perceived that there was nothing they could do to prevent SIDS (Moon et
al., 2010). So for some of the participants in this investigator’s study, the guidelines could be
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viewed as unimportant indicating the need to improve health messages to emphasize that
although there is no known cause of SIDS, these recommendations can better help reduce the
overall risk of SIDS.
Moreover, most of the participants (78%) “disagreed” that the best place for a baby to
sleep was in the bed with his/her mother and most participants (76%) also “agreed” that placing a
baby on his or her back was not a new habit that would be difficult to implement and that it
would be easier to place a baby prone to sleep. This suggests that the participants were not
necessarily against SIDS recommendations such as not bed-sharing or using the supine position
for infant sleep. Conversely, this instrument did not include items that actually measured the
frequency of these behaviors and it is unsure how these responses correlate with participant’s
actual behaviors. These responses were also not consistent with other research studies identified
in the literature review where many African American women had increased incidences of bedsharing and prone sleeping (Broussard, et al., 2012; Flick et al., 2001; Hauck et al., 2002 &
Rasinski et al., 2003). This could be related to social desirability and participants answering
items based upon what they think is the correct answer as opposed to answering honestly. One
way to address this for future research is to stress the importance of completing the questionnaire
honestly as part of the instructions for the questionnaire.
Another concern identified for this construct was that there seemed to be some
uncertainty about which sleeping position is the most comfortable for babies. At least 64% of
the participants either “agreed” or were “unsure” if babies were more comfortable sleeping on
their stomachs. Thus, although the women generally “agreed” that babies should not sleep in the
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bed with their mothers and that using the supine sleeping position wouldn’t be difficult, there
was still the uncertainty if babies were more comfortable sleeping on their stomach. This belief
seemed to be shared by many of the women during the study and served as a strong barrier to
implementing the supine sleeping position. This notion was also identified in a qualitative study
by Colson et al., who conducted face-to-face interviews of 671 predominantly (64%) African
American women and identified comfort as a major influence on infant sleep positioning (2006).
Thirty-two percent of the women stated that infants were more comfortable sleeping on their
stomach (Colson et al., 2006). This issue was identified as an area for further research and
indicated the need for health messages to clarify the supine position and emphasize the comfort
of this sleeping position among infants.
Overall, participants demonstrated low perceived barriers but specific issues within
barriers showed significant influence as barriers to implementing the SIDS risk reducing
recommendations, such as sleep position and comfort of the baby. There was also a significant
relationship between level of education and perceived barriers. Participants with higher levels of
education, specifically those with college degrees or vocational certificates, had fewer perceived
barriers to proper placement of an infant and were more likely not to bed-share than those
without college degrees or vocational certificates. Therefore women without college degrees or
vocational certificates seemed to have higher perceived barriers to implementing SIDS risk
reducing recommendations. This result is also consistent with data from a previous study that
demonstrated that women with less education are associated with increased risk of SIDS (Hunt
and Hauck, 2006). This indicates that SIDS educational campaigns among African American
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communities need to also focus on women of lower socioeconomic status in poorer communities
as these were identified as an at risk subgroup for increased perceived barriers.
Perceived Severity
Perceived severity was considered Factor 2 in the EFA. It included four items on the
questionnaire (4,7,8,9) (see Appendix G). Overall, participants agreed least strongly with items
included in perceived severity and it accounted for the second highest amount of variance
(10.02%) in the study. Participants were more likely to be “unsure” or least likely to “agree”
with items related to this construct. For the first item, some participants (47%) “disagreed” that
they worry a lot about SIDS and some (10%) were “unsure” about this item. Likewise, half of
participants disagreed that they were afraid to think about SIDS. However, 83% of participants
did agree that the thought of SIDS scares them. The responses for this particular construct were
ambiguous with mixed responses among participants. They may have been aware of SIDS but
not its severity, which could indicate that there may not be consistency in the perception of how
profound or prominent SIDS is among this population. This could be related to a lack of
knowledge about SIDS among African American women. Some research studies have shown
limited knowledge about SIDS among African American women, which would directly relate to
how severe they perceive the condition. In a study by Northington, Graham and Fletcher,
assessed the level of SIDS knowledge among 57 African American women during six focus
groups and found that the women overall had an incomplete knowledge related to SIDS (2011).
In another study, Oliva et al., conducted a telephone questionnaire of 804 African Americans,
and reported that 57% were not aware of the infant mortality rate disparity among African
American infants (2011). Without adequate knowledge about SIDS and the disparity occurring
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among African American infants, perceptions of severity of SIDS may be decreased. Overall,
SIDS did not seem to be a condition that overly concerned these participants, thus supporting the
need for increased awareness and knowledge among African American communities about SIDS
and the disparity occurring among African American infants.
There were several relationships identified related to perceived severity. The relationship
between age and perceived severity showed a significant, but weak relationship identified in
which the older the participant, the less severe they perceived SIDS. This finding could be
related to the notion that SIDS was not very publicized or discussed many years ago prior to the
initiation of the Back to Sleep campaign began and many older participants may just not have
been as exposed to SIDS to understand the severity of the condition. However, during the posthoc analysis, a comparison of these two groups did not show any significant differences in health
beliefs. This could be a result of an inaccurate calculation in the cut off age that determined
those that were exposed to the Back to Sleep campaign and those that were not. It is also
possible that although the campaign was launched in 1994, the campaign did not receive as much
attention by African American women until later or at all.
There was also a moderate relationship among those with college degrees or vocational
certificates and those without. Participants with college degrees tended to agree less with items
relating to perceived severity, thus they were more likely to have a lower perceived severity of
SIDS. In addition, there was a strong relationship between income and perceived severity in
which the more income they made, the less likely they were to agree with statements relating to
perceived severity. Results of this study it was also indicated that level of education and income
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level were positively related to one other and participants who had a degree were also more
likely to have higher incomes as suggested by many other types of research. Coleman suggested
that women with higher education and incomes are more likely to implement the risk reducing
recommendations (Coleman, 2009). Because the participants may be more likely to implement
the recommendations, they may not be as worried about SIDS and do not perceive it to be as
serious because they are already applying the protective strategies for reducing the risk of SIDS.
The last relationship with perceived severity was among participants that care for children under
the age of one who had higher perceived severity of SIDS than those participants who did not
care for this age group. This finding may be related to the fact that these women are working
directly with the at-risk group (infants) and so they are more aware of SIDS and the severity of
the condition. Overall, perceived severity seemed to be a significant factor regarding the beliefs
of SIDS and indicated a need for clearer health messages regarding the severity of SIDS in
African American infants.
Perceived Susceptibility
Perceived susceptibility was considered Factor 3 in the EFA. There were five items
relating to perceived susceptibility (1,2,3,5,6) (see Appendix G). Overall, perceived
susceptibility accounted for 9.32% of the variance in the study and participants tended to “agree”
with statements relating to perceived susceptibility indicating that they generally have perceived
susceptibility to SIDS, however, there were some specific concerns identified with item
responses within this construct. Most participants (96%) agreed that SIDS was a big deal and
agreed (75%) that a baby could die of SIDS within the next year. However, participants agreed
less with statements that personalized this to children they know and only 28% agreed that there
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was a good chance of SIDS affecting their own baby or baby they know. This appeared to be a
mentality of invincibility that is often seen among teenagers in which they know a behavioral
consequence may be bad but believe that it will not happen to them. Thus, these women seemed
to be aware that SIDS was a big problem, and that babies do die as a result but were not as
convinced that it could actually happen to their child or a child they knew. This belief was even
shared among those women that actually knew of babies that had died from SIDS, as there was
no difference noted among women that had been exposed to a SIDS death and those who were
not. It appears that these women perceived SIDS to be severe but did not perceive themselves or
people they know to be personally susceptible to SIDS. This could be related to a lack of
awareness and knowledge about SIDS and the disparity occurring among African American
infants as discussed earlier. Perceived susceptibility is easily influenced by knowledge of risk
level for a health condition (Glanz et al., 2008). This suggests a need for health messages
regarding SIDS to be modified in the African American population by personalizing their risk of
SIDS so this population can better understand the imminence of SIDS in their population
compared to other races and cultural groups.
Perceived Benefits
Perceived benefits was considered Factor 4 and there were three items in this construct
(18, 19, 20) (see Appendix G). It accounted for the least amount of variance in the study
(9.07%). On average, participants seemed to “agree” with items relating to perceived benefits.
Participants more or less agreed that the supine position as well as separate sleeping areas,
reduced the risk of SIDS. However, there was a slight uncertainty among participants in which
participants were not as sure if they worried less when a baby slept on their back. Thus, again
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there was confusion about infant sleep position among the women. A similar issue was
identified earlier as participants seemed confused about infant sleeping position and how they
related to infant comfort. This finding may be related to several factors. One is the mixed
message women may have received in the early phases of the Back to Sleep campaign that began
in 1994. The AAP recommending that infants be placed in a non-prone position for sleep and
the Back to Sleep campaign reinforced this message on a larger scale. Prior to this, it was
commonly thought that prone sleep position was best. It wasn’t until the year 2000 that the
recommendation changed to using the supine position only. Because the message was constantly
changing, it is possible that these women are not completely sure which position is best to reduce
SIDS and worry about SIDS with either a prone or supine sleeping position. Another related
factor is the notion that the supine sleeping position contributes to choking and regurgitation.
Research has demonstrated that this notion is a significant factor in determining infant sleep
position and studies show that many African American women choose prone sleeping position
because of fear of choking (Colson et al., 2006; Flick et al., 2001 & Moon et al., 2010). Hence,
women may be struggling with the decision to use the recommended supine position, which they
feel may cause harm to the infant or use the prone position, which they feel protects the child
from choking but at the same time increases the risk of SIDS. It is thus understandable how
these women could be ambiguous about the supine sleep position and whether implementing this
position would decrease their worry about SIDS. It is clear that there were some uncertain views
about the sleeping position and there may be a dilemma with wanting to increase infant comfort
using the prone position versus implementing the recommendation of using the supine sleep
position. It appeared that participants had good perceptions of the benefits of using the
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recommendations but did not seem that they were completely convinced about the benefits of
using the recommendations. So, although participants seemed to have less perceived barriers to
implementing the recommendations, they didn’t seem to have high perceived benefits of them
either. This implies a need for more focus on the benefits of the recommendations with
emphasis on how effective they can be for reducing SIDS in addition to clarifying
misconceptions and reassuring comfort and safety of the supine position. Some research
supports the importance of physician and nurse input regarding SIDS and more African
American women maybe more influenced by these heath professionals on infant sleep position.
One study found that influential pediatricians working in the African American community who
recommended the supine infant sleeping position may have increased receptivity of these women
to non-prone sleep positions (Flick et al., 2001). Similarly, results from another study indicated
that physician recommendations of supine position had the strongest influence on behavior
(Willinger et al., 2001). Thus, it is important for reinforcement of the SIDS risk reducing health
messages to be suggested and reinforced by health professionals. This can also increase
perceived susceptibility and severity of SIDS. There were no other relationships identified
among perceived benefits and any of the demographic variables.
Cues to Action
Cues to action did not perform well on the EFA and this construct was subsequently
removed from the questionnaire. As such, it did not have adequate reliability or validity. One
potential reason for this poor performance is possibly poorly constructed items. These items
may not have appropriately addressed the cues to action related to implementing the SIDS risk
reducing behaviors. As described earlier in the literature, cues to action can be very broad and
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include various activities, experiences or behaviors thus it can be difficult to pinpoint which of
these could effectively measure cues to action related to SIDS risk reducing behaviors.
This construct originally included five items: 21, 22, 23, 24 and 25 (see Appendix D).
Most of the participants (88%) stated that they received much of their infant care information
from health professionals. Sixty-three percent of the women stated that they received much of
their infant care information from family members and only 39% stated that they received much
of this information from their friends. This implies that much of the information that these
women have about infant care and likely SIDS was received from some type of health care
provider. However, it should also be noted that these women were not asked to rank cues for
which they received infant care information from the most and could state that they receive this
information from all three sources. This creates an extent of uncertainty of which source actually
provides significant information about infant health care among this population.
There were no women in the study that had actually lost their own child to SIDS but 37%
of the women stated they knew of a child that died from SIDS. This exposure to SIDS was
analyzed to see if there were any relationships identified among other variables and constructs.
This exposure was not significantly associated with any of the four constructs: perceived
barriers, perceived benefits, perceived susceptibility or perceived severity. This result creates an
even more urgency into the problem of SIDS among African Americans because if women who
were actually exposed to a SIDS event still share the same beliefs about SIDS and the
recommendations as women who were not exposed, there needs to be a serious educational
campaign that addresses the concerns noted in this study. However, the level or degree to which

	
  

107	
  

the participant “knew” the child that died from SIDS is poorly understood and not addressed in
this study. It is unsure if they heard about the child dying of SIDS or if they actually personally
knew the child. This could also make a difference in how they understood the SIDS event and
thus how they perceive SIDS and the risk reducing recommendations. Overall, the developed
items for this concept were simply not good items for assessing the cues to action. Future studies
need to examine other behaviors, experiences or activities that could serve as more appropriate
cues to action items that demonstrate reliability and validity on the instrument.
Summary Discussion of Constructs
Overall, several significant factors and issues were identified in this study. One major
issue identified was the uncertainty regarding infant sleep position. Participants seemed to be
unsure if the supine or prone sleep position was more comfortable for the infant acting as a
barrier to using the supine sleeping position. Additionally, participants were not less worried
about SIDS when using the supine position, suggesting that more education is needed in these
communities about the link between supine position and the SIDS risk reduction. There was also
concern about the personal susceptibility to SIDS where many women noted that SIDS was a
serious issue but they did not see it as personally affecting them or people they knew indicating
the need for specialized educational campaigns and programs focusing on this area of concern.
Bed-sharing did not appear to be a significant factor in this study but there were clear barriers to
implementing the supine sleep position as a protective behavior as women were not certain about
the benefit of using this position.
Another issue identified in the study was the poor performance of the cues to action. In
the Health Belief Model, the cues to action are factors that prompt individuals to change their
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behavior or implement protective behaviors. The cues to action items studied here did not seem
to influence the beliefs about SIDS nor did they influence how these women perceived the
benefits of the SIDS recommendations as they were originally predicted. Largely, this study
demonstrates the need for further research into these factors and variables among African
American women. There is also a need for health efforts to be made to increase the awareness of
SIDS and its severity as well the benefits of using the supine sleep position. Also indicated is the
need for clarity in these health messages addressing comfort and safety of the infant so that
caretakers don’t have to be conflicted about sleeping position.
Discussion of Applicability of Health Belief Model
Overall, the Health Belief Model was able to identify some important psychosocial
factors related to health behavior for SIDS risk reduction. The Health Belief Model has clearly
stated central themes and insightful logic in addition to substantial support for its ability to
predict behavior based on correlational studies (Glanz at al., 2008). This makes for easy
identification of relationships and correlation of health behaviors. However, research has shown
that it can be difficult to evaluate the effectiveness of interventions developed based upon Health
Belief Model which poses a problem for extending interventions to the larger population.
Moreover, the Health Belief Model has been criticized for not clearly addressing or including
social and interpersonal issues (Glanz et al., 2008). Although the Health Belief Model did
account for a moderate amount of variance, it is possible that other constructs defined in other
models and theories could explain even more variance. It is important to test other models and
theories that relate to beliefs and perceptions to gather more data regarding their influences on
behavior relating to implementing the SIDS risk reducing recommendations. There are many
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other health behavior theories that can examine health behavior related to reduction of SIDS.
Popular and widely used theories other than the Health Belief Model include the Social
Cognitive Theory and Theory of Planned Behavior. The Social Cognitive Theory attempts to
understand both why and how people change individual health behaviors by understanding the
factors that influence behavior and the process that learning occurs. This could significantly
assists in developing effective strategies and public health interventions for addressing SIDS risk
reduction. The Theory of Planned Behavior is similar to the Health Belief Model in that it
includes attitudes and perceptions as a basis for understanding behavior. It “links attitudes,
subjective norms and perceived behavioral control to behavior through behavioral intentions”
(Glanz et al., 2008, p.154). It assumes that intentions lead to behavior and attitudes affect
behavior through intentions. This theory could help to identify attitudes towards the risk
reducing recommendations and how this relates to behavior. These theories could possibly help
to uncover new knowledge about beliefs and perceptions of SIDS among African American
women in future studies.
Limitations/Weaknesses
Although results of this study illuminated the disparity of SIDS among African
Americans, there were also some weaknesses and limitations. This includes selection bias,
which is a lack of representation of a sample and sample characteristics not being as reflective of
the target population (Mateo & Kirchhoff (2009). One aspect of the selection bias was the use of
an electronic questionnaire. Although questionnaires could be taken at sites with public
computers or even on their mobile devices, there were still some parts of the target population
that were not able to access the questionnaire in an electronic format. Furthermore, those women
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that had access to electronic devices and computers may not be reflective of the typical African
American woman living in SPA 6. Moreover, this study used a convenience sample in which all
participants in the study were women that were easily accessed through memberships in
organizations, churches, certain clinics or members of the Facebook community. Thus, African
American women outside of these organizations and social circles may not have had the
opportunity to be a part of this study. Therefore the probability that each element of the target
population was included in the study sample was unspecified, decreasing the representativeness
of the sample.
This research study was also not stratified using proportional sampling in which the
sample characteristics are proportional to the target population’s characteristics (Mateo &
Kirchhoff, 2009). There are many zip codes within SPA 6, yet not everyone was represented in
the study and so not all areas from the SPA 6 region were included in the study and some zip
codes may have been overrepresented as many of the participants were residents of Compton.
Moreover the sample was not equally distributed among age and income levels. Women over the
age of 46 years were poorly represented and nearly 40% of the women in the sample made less
than 10,000 dollars a year. However, although it was not equally distributed in the study, the
income levels did seem to be reflective of similar findings in the SPA 6 community in which
nearly 30% of the population had incomes less than 100% of the Federal Poverty Level (Los
Angeles County Department of Public Health, 2009). In addition, according to the Key
Indicators of Health, 39.3% of the adults living in SPA 6 have less than a high school education
and only 9.4% of the total population holds college degrees (Los Angeles County Department of
Public Health, 2009). In contrast, this study’s sample includes a disproportionate (90%) number
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of participant’s that had at least a high school education reflecting an overrepresentation of
African American women with higher education. However, there is no data available that
specifically describes educational attainment among African American women in SPA 6, making
it difficult to clearly interpret the results of this study. But, the principal investigator assumes
that if the total population has lower educational levels, this must also be true of the different
cultural groups and races within the population. All of these factors serve as threats to external
validity in which results may be poorly generalized to the population. To increase external
validity, future research should employ the use of random sampling and proportional sampling so
that the sample is more reflective of the target population.
Self-administered questionnaire methods of data collection also often come with
weaknesses and limitations. One such weakness is social desirability bias in which participants
may not answer questions truthfully but instead answer questions with a filter to make
themselves look better (Babbie, 2004). In other words, some responses may not be reflective of
the participant’s true feelings but more reflective of what they think the “right” answer was or
expected from the researcher. Another limitation was incomplete questionnaires. Some
participants failed to answer questions completely leading to missing data and an inability to
capture some participants’ views. These cases were deleted to conduct data analyses, which can
also decrease the power of the analysis by decreasing the effective sample size. Although the
amount of cases that were deleted as a result of missing data were minimal, there is still an
element of unrepresentation of the sample.
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Other limitations stem from the inability to validate the entire questionnaire. The original
25-item questionnaire did not demonstrate appropriate validity and consequently, some items had
to be removed to improve construct validity. An entire construct of cues to action was removed
because it was a poorly performing factor in this study. As a result, it could not be more
comprehensively studied. However, this is consistent with other research on cues to action as a
construct in the Health Belief Model in which the construct has not been systematically studied,
has had little research and has been a difficult construct to examine (Glanz et al., 2008; Pender et
al., 2011). Construct validity can be difficult to establish and sometimes can be increased with
more studies (Mateo & Kirchhoff, 2009). Thus further studies can help establish construct
validity over time (Mateo & Kirchoff, 2009) and item selection for this construct can also help to
establish construct validity.
Implications/Future Research
This study described the underlying beliefs about SIDS, and under-studied phenomenon
in a large sample of African American women. However, this study should trigger the launch of
further SIDS research focusing on individual health beliefs and perceptions. Future studies can
implement the use of the validated 19-item questionnaire among African American populations
to establish a better base of literature supporting the use of the HBM in SIDS research in addition
to confirming further reliability and validity. This base is needed to have a clearer understanding
of the constructs and how they relate to the use of the SIDS risk reducing recommendations.
Further testing of the validated 19-item questionnaire will also provide evidence to determine if
performance on this measure changes over time for each construct. In addition, because these
beliefs and perceptions can often include deep feelings and emotions, qualitative studies should
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also be studied as a methodology for studying SIDS. Qualitative studies can help to supplement
the quantitative data by bringing a richer meaning to these women’s’ beliefs and perceptions and
a type of understanding that may only come from qualitative research. Future research should
also look at describing the beliefs and perceptions of SIDS and the SIDS recommendations
among women of other races and cultural groups aside from African Americans. Such research
would allow for comparisons to be made to determine if the beliefs and perceptions identified
among African American women differ greatly from women of other races and cultures, and
further substantiate the importance of beliefs and perceptions as influential factors in the SIDS
disparity.
SIDS continues to be a significant contributor to premature deaths among African
American infants and there still exists a large disparity in this population. This study
demonstrated the need for incorporation of beliefs and perceptions of SIDS as important factors
in how and why SIDS risk recommendations get implemented among African American women.
These factors may play important roles in how researchers and health professionals can better
address that disparity by developing improved health messages targeted to African American
populations. For example, perceived susceptibility and severity in particular were significant
factors identified in this study. Many participants expressed the seriousness of SIDS but did not
perceive susceptibility to it as African Americans despite some of the women knowing infants
that died of SIDS. This is a community issue that requires community-based interventions.
Thus, there is a need for health messages that focus on creating awareness of the SIDS problem
in the African American communities. Applications for improving perceived susceptibility and
perceived severity include personalizing risk to a person’s behavior, making it consistent with
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their actual risk and specifying consequences of risks and conditions (Glanz et al., 2008). This
population needs to be better informed of the depth of the problem and how it affects their
children, their neighbors and their communities. This process starts with conversations in their
own communities. Political leaders and influential community members need to label SIDS as an
important issue to address the increased rates of infant mortality in African American
communities. Another step in the process is media campaigns that portray African American
people and depict the severity of the disparity. Additionally the process involves targeting health
professionals and doctor’s office to be more open about SIDS and its impact on African
American communities. In one study by Willinger et al., physician recommendations, reading
material (magazine/brochure), nurse advice and radio/television increased the probability of
supine sleeping (2001). A community health practice may include emphasis on SIDS education
and risk reduction during pregnancy check-ups as well as before discharge after birth to African
American women in clinics and hospitals that operate in SPA 6 or nearby.
The research study also demonstrated the importance of perceived barriers and benefits of
the SIDS risk reducing recommendations. There was some uncertainty about the sleeping
position that babies prefer. There are some messages circulating in African American
communities that babies sleep better on their stomach and are more comfortable in this position
as discussed earlier. Therefore, public health messages also need to emphasize that babies are
more safe and just as comfortable sleeping in the supine position and discuss the strategies for
increasing the infant’s comfort in the supine position, such as swaddling or the use of a pacifier.
Moreover, these messages should not just focus on parents with young infants but also caretakers
of young children and African American women in general. This study demonstrated that
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African American women do receive a substantial amount of infant care health information from
other African American friends and family. There was also a small relationship between age and
perceived severity of SIDS, which suggest that these messages to be targeted at all African
American women in at-risk communities. Perhaps if these health messages are emphasized in
the African American communities, it will help to reduce the incidence of SIDS in this
population.
It is also essential to identify significant cues to action for implementing the SIDS risk
reducing recommendations. Although cues to action performed poorly in this study, it is
possible that the significant and influential prompts to initiate action related to SIDS risk
behaviors were simply not identified or addressed by the items in the original 25-item
questionnaire for this construct. This suggests the need for further empirical research in this
population to develop valid items for measuring cues to action. Increasing the number of items
for this construct and modeling cues to action items from other previously valid and reliable
instruments can also help to improve performance of cues to action items.
Summary
Sudden Infant Death Syndrome is tragic condition that disproportionately affects African
American infants. Although there are many factors attributed to SIDS deaths, African American
infants are often dying from preventable behaviors that increase the risk of SIDS. Literature
reveals increased incidence of bed-sharing and prone sleeping among this population and a
strong need to understand this occurrence. This study substantiated the importance of
considering the beliefs and perceptions of SIDS and the SIDS recommendations. This study also
highlighted the ability of the Health Belief Model as a theory for framing these beliefs and
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perceptions. Four factors in this accounted for 40% of the variance, which clearly demonstrates
the need for further research in this area. This study also established a validated and reliable tool
for measuring these beliefs. Overall, this was a successful study that yielded some important
considerations for future research and added some valuable insight into the disparity of SIDS
among African American infants. The hope is that this study not only increased the professional
knowledge about SIDS but also helps to develop more targeted educational strategies and
campaigns to African American populations by increasing awareness of SIDS and addressing
inapt beliefs about SIDS and the recommendations.
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APPENDIX A
MAP OF LOS ANGELES COUNTY BY SERVICE PLANNING AREAS
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APPENDIX B
SIDS RESEARCH FLYER
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APPENDIX C
SIDS RESEARCH STUDY SCRIPT
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My name is Jameelah Harris-Mims and I am a doctorate student in the nursing
department at the University of Arizona. I am studying the beliefs and risk perceptions that
African American women have about Sudden Infant Death Syndrome (crib death). This research
will help health professionals like myself develop better services and programs for educating
African American women about Sudden Infant Death Syndrome (SIDS) to reduce the occurrence
of this in black communities. If you would like to volunteer to for the study you can simply take
the online questionnaire. The questionnaire shouldn’t take more than 30 minutes to complete.
For more information, please visit my website listed in the flyer. If you are interested in
completing the questionnaire, please go to the link on the website. Thank you for your time!
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APPENDIX D
ORIGINAL 25-ITEM QUESTIONNAIRE
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Perceived Susceptibility
1. The chances of SIDS/crib death affecting my baby or a baby I know are high.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

2. SIDS/crib death is a big problem in the African American population.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

3. There is a good possibility that my baby or a baby I know will die from SIDS/crib death.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Disagree

Strongly Disagree

4. I worry a lot about SIDS/crib death.
Strongly Agree

Agree

Unsure

5. Within the next year, I know that a baby could die of SIDS/crib death.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Perceived Severity
6. Sudden Infant Death Syndrome/crib death is a big deal.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

7. I am afraid to even think about SIDS/crib death.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

8. When I think about SIDS/crib death, my heart beats faster.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Disagree

Strongly Disagree

9. The thought of SIDS/crib death scares me.
Strongly Agree

Agree

10. SIDS is a hopeless condition.

Unsure
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Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Perceived Barriers
11. I can’t reduce the chance of a baby dying from SIDS/crib death.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

12. My family/friends would make fun of me if I put a baby to sleep on their back.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

13. I prefer placing a baby on their stomach to sleep because it’s easier for me.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

14. Putting a baby on their back to sleep would require starting a new habit, which is
difficult.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

15. The best place for a baby to sleep is in the bed with their mother.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

16. Babies are more comfortable sleeping on their stomach.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Perceived Benefits
17. I am not as anxious about SIDS/crib death when a baby sleeps in its own crib or bassinet.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

18. Placing a baby on their back to sleep prevents SIDS.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree
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19. It’s best for babies to sleep in their own crib or bassinet to prevent SIDS.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

20. I don’t worry so much about SIDS when a baby sleeps on their back.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

Cues to Action
21. I receive much of my infant care information from health professionals such as doctors
and nurses.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

22. I receive much of my infant care information from family members.
Strongly Agree

Agree

Unsure

Disagree

Strongly Disagree

23. I receive much of my infant care information from friends.
Strongly Agree

Agree

Unsure

Disagree

24. I had a child that died of SIDS/crib death.
Yes

No

25. I know of a child that died of SIDS/crib death.
Yes

No

Strongly Disagree
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APPENDIX E
VALIDITY CORRELATION MATRIX
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Correlation Matrix

Correlation

The chances
of Sudden
Infant Death
Syndrome/crib
death
affecting my
baby or a
baby I know
are high.

Sudden Infant
Death
Syndrome/crib
death is a big
problem in the
African
American
population.

There is a
good
possibility that
my baby or a
baby I know
will die from
Sudden Infant
Death
Syndrome/crib
death.

1.000

.351

.412

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.351

1.000

.275

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.412

.275

1.000

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.322

.327

.373

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.216

.144

.292

Sudden Infant Death
Syndrome/crib death is a
big deal.

.166

.265

.160

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

-.014

.102

.060

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.060

.121

-.022

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.154

.210

.058

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.005

-.041

.094

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.068

.020

.116

My friends would make
fun of me if I put a baby to
sleep on their back.

.097

.003

.162

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

Page 1
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Correlation Matrix

Correlation

I worry a lot
about Sudden
Infant Death
Syndrome/crib
death.

Within the
next year, I
know that a
baby could die
of Sudden
Infant Death
Syndrome/crib
death.

Sudden Infant
Death
Syndrome/crib
death is a big
deal.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.322

.216

.166

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.327

.144

.265

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.373

.292

.160

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

1.000

.064

.164

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.064

1.000

.357

Sudden Infant Death
Syndrome/crib death is a
big deal.

.164

.357

1.000

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.297

-.039

.140

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.421

-.031

.111

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.383

-.016

.212

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.176

-.089

-.016

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.126

-.080

-.073

My friends would make
fun of me if I put a baby to
sleep on their back.

.029

-.034

-.111

Page 2

	
  

141	
  

Correlation Matrix

Correlation

I am afraid to
even think
about Sudden
Infant Death
Syndrome/crib
death.

When I think
about Sudden
Infant Death
Syndrome/crib
death, my
heart beats
faster.

The thought of
Sudden Infant
Death
Syndrome/crib
death scares
me.

-.014

.060

.154

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.102

.121

.210

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.060

-.022

.058

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.297

.421

.383

-.039

-.031

-.016

Sudden Infant Death
Syndrome/crib death is a
big deal.

.140

.111

.212

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

1.000

.414

.409

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.414

1.000

.556

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.409

.556

1.000

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.427

.195

.184

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.261

.087

.067

My friends would make
fun of me if I put a baby to
sleep on their back.

.116

.022

-.028

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.
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Correlation Matrix

Correlation

Sudden Infant
Death
Syndrome/crib
death is a
hopeless
condition.

I can't reduce
the chance of
a baby dying
from Sudden
Infant Death
Syndrome/crib
death.

My friends
would make
fun of me if I
put a baby to
sleep on their
back.

.005

.068

.097

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

-.041

.020

.003

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.094

.116

.162

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.176

.126

.029

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

-.089

-.080

-.034

Sudden Infant Death
Syndrome/crib death is a
big deal.

-.016

-.073

-.111

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.427

.261

.116

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.195

.087

.022

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.184

.067

-.028

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

1.000

.405

.198

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.405

1.000

.310

My friends would make
fun of me if I put a baby to
sleep on their back.

.198

.310

1.000

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.
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Correlation Matrix

Correlation

I prefer
placing a baby
to sleep on
their stomach
because it's
easier for me.

Putting a baby
on their back
to sleep would
require
starting a new
habit, which is
difficult.

The best
place for a
baby to sleep
is in the bed
with their
mother.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

-.024

-.009

.118

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

-.206

-.083

-.062

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.059

-.010

.088

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.023

.059

.001

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

-.223

-.193

-.144

Sudden Infant Death
Syndrome/crib death is a
big deal.

-.190

-.203

-.122

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.194

.169

.167

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.120

.070

.009

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.016

-.006

-.051

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.106

.206

.004

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.205

.268

.203

My friends would make
fun of me if I put a baby to
sleep on their back.

.361

.387

.224
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Correlation Matrix

Correlation

Babies are
more
comfortable
sleeping on
their stomach.

Placing a
baby on their
back to sleep
prevents
Sudden Infant
Death
Syndrome/crib
death.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

-.072

.033

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

-.232

.185

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

-.121

.063

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

-.021

.065

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

-.287

.045

Sudden Infant Death
Syndrome/crib death is a
big deal.

-.164

-.009

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.102

-.031

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.105

.011

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.071

-.109

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.142

-.027

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.201

-.155

My friends would make
fun of me if I put a baby to
sleep on their back.

.228

-.207
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Correlation Matrix

Correlation

It's best for
babies to
sleep in their
own crib or
bassinet to
prevent
Sudden Infant
Death
Syndrome/crib
death.

I don't worry
so much
about Sudden
Infant Death
Syndrome/crib
death when a
baby sleeps
on their back.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.115

.019

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.128

-.010

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.032

-.094

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.104

-.079

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.095

-.008

Sudden Infant Death
Syndrome/crib death is a
big deal.

.076

.069

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

-.048

-.034

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.097

-.024

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.035

-.006

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

-.055

.089

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

-.140

-.042

My friends would make
fun of me if I put a baby to
sleep on their back.

-.222

-.141
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Correlation Matrix

Correlation

The chances
of Sudden
Infant Death
Syndrome/crib
death
affecting my
baby or a
baby I know
are high.

Sudden Infant
Death
Syndrome/crib
death is a big
problem in the
African
American
population.

There is a
good
possibility that
my baby or a
baby I know
will die from
Sudden Infant
Death
Syndrome/crib
death.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

-.024

-.206

.059

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

-.009

-.083

-.010

.118

-.062

.088

Babies are more
comfortable sleeping on
their stomach.

-.072

-.232

-.121

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.033

.185

.063

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.115

.128

.032

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.019

-.010

-.094

The best place for a baby
to sleep is in the bed with
their mother.
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Correlation Matrix

Correlation

I worry a lot
about Sudden
Infant Death
Syndrome/crib
death.

Within the
next year, I
know that a
baby could die
of Sudden
Infant Death
Syndrome/crib
death.

Sudden Infant
Death
Syndrome/crib
death is a big
deal.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.023

-.223

-.190

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.059

-.193

-.203

The best place for a baby
to sleep is in the bed with
their mother.

.001

-.144

-.122

Babies are more
comfortable sleeping on
their stomach.

-.021

-.287

-.164

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.065

.045

-.009

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.104

.095

.076

-.079

-.008

.069

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.
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Correlation Matrix

Correlation

I am afraid to
even think
about Sudden
Infant Death
Syndrome/crib
death.

When I think
about Sudden
Infant Death
Syndrome/crib
death, my
heart beats
faster.

The thought of
Sudden Infant
Death
Syndrome/crib
death scares
me.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.194

.120

.016

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.169

.070

-.006

The best place for a baby
to sleep is in the bed with
their mother.

.167

.009

-.051

Babies are more
comfortable sleeping on
their stomach.

.102

.105

.071

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

-.031

.011

-.109

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

-.048

.097

.035

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

-.034

-.024

-.006
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Correlation Matrix

Correlation

Sudden Infant
Death
Syndrome/crib
death is a
hopeless
condition.

I can't reduce
the chance of
a baby dying
from Sudden
Infant Death
Syndrome/crib
death.

My friends
would make
fun of me if I
put a baby to
sleep on their
back.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.106

.205

.361

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.206

.268

.387

The best place for a baby
to sleep is in the bed with
their mother.

.004

.203

.224

Babies are more
comfortable sleeping on
their stomach.

.142

.201

.228

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

-.027

-.155

-.207

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

-.055

-.140

-.222

.089

-.042

-.141

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.
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Correlation Matrix

Correlation

I prefer
placing a baby
to sleep on
their stomach
because it's
easier for me.

Putting a baby
on their back
to sleep would
require
starting a new
habit, which is
difficult.

The best
place for a
baby to sleep
is in the bed
with their
mother.

1.000

.547

.345

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.547

1.000

.170

The best place for a baby
to sleep is in the bed with
their mother.

.345

.170

1.000

Babies are more
comfortable sleeping on
their stomach.

.542

.342

.306

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

-.297

-.111

-.213

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

-.277

-.144

-.393

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

-.097

.046

-.217

I prefer placing a baby to
sleep on their stomach
because it's easier for me.
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Correlation Matrix

Correlation

Babies are
more
comfortable
sleeping on
their stomach.

Placing a
baby on their
back to sleep
prevents
Sudden Infant
Death
Syndrome/crib
death.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.542

-.297

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.342

-.111

The best place for a baby
to sleep is in the bed with
their mother.

.306

-.213

Babies are more
comfortable sleeping on
their stomach.

1.000

-.386

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

-.386

1.000

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

-.187

.448

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

-.244

.504
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Correlation Matrix

Correlation

It's best for
babies to
sleep in their
own crib or
bassinet to
prevent
Sudden Infant
Death
Syndrome/crib
death.

I don't worry
so much
about Sudden
Infant Death
Syndrome/crib
death when a
baby sleeps
on their back.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

-.277

-.097

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

-.144

.046

The best place for a baby
to sleep is in the bed with
their mother.

-.393

-.217

Babies are more
comfortable sleeping on
their stomach.

-.187

-.244

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.448

.504

1.000

.403

.403

1.000

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.
I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.
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Correlation Matrix
The chances
of Sudden
Infant Death
Syndrome/crib
death
affecting my
baby or a
baby I know
are high.
Sig. (1-tailed)

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

Sudden Infant
Death
Syndrome/crib
death is a big
problem in the
African
American
population.

There is a
good
possibility that
my baby or a
baby I know
will die from
Sudden Infant
Death
Syndrome/crib
death.

.000

.000

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.000

.000

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.000

.000

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.000

.000

.000

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.002

.029

.000

Sudden Infant Death
Syndrome/crib death is a
big deal.

.014

.000

.017

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.429

.090

.217

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.217

.055

.388

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.021

.003

.224

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.475

.297

.107

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.186

.398

.063

My friends would make
fun of me if I put a baby to
sleep on their back.

.102

.483

.016
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Correlation Matrix

Sig. (1-tailed)

I worry a lot
about Sudden
Infant Death
Syndrome/crib
death.

Within the
next year, I
know that a
baby could die
of Sudden
Infant Death
Syndrome/crib
death.

Sudden Infant
Death
Syndrome/crib
death is a big
deal.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.000

.002

.014

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.000

.029

.000

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.000

.000

.017

.201

.015

I worry a lot about Sudden
Infant Death
Syndrome/crib death.
Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.201

.000

Sudden Infant Death
Syndrome/crib death is a
big deal.

.015

.000

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.000

.303

.033

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.000

.343

.073

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.000

.415

.002

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.010

.121

.415

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.049

.147

.170

My friends would make
fun of me if I put a baby to
sleep on their back.

.354

.330

.073
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Correlation Matrix

Sig. (1-tailed)

I am afraid to
even think
about Sudden
Infant Death
Syndrome/crib
death.

When I think
about Sudden
Infant Death
Syndrome/crib
death, my
heart beats
faster.

The thought of
Sudden Infant
Death
Syndrome/crib
death scares
me.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.429

.217

.021

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.090

.055

.003

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.217

.388

.224

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.000

.000

.000

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.303

.343

.415

Sudden Infant Death
Syndrome/crib death is a
big deal.

.033

.073

.002

.000

.000

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.
When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.000

.000

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.000

.000

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.000

.005

.007

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.000

.125

.190

My friends would make
fun of me if I put a baby to
sleep on their back.

.062

.384

.357
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Correlation Matrix

Sig. (1-tailed)

Sudden Infant
Death
Syndrome/crib
death is a
hopeless
condition.

I can't reduce
the chance of
a baby dying
from Sudden
Infant Death
Syndrome/crib
death.

My friends
would make
fun of me if I
put a baby to
sleep on their
back.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.475

.186

.102

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.297

.398

.483

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.107

.063

.016

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.010

.049

.354

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.121

.147

.330

Sudden Infant Death
Syndrome/crib death is a
big deal.

.415

.170

.073

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.000

.000

.062

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.005

.125

.384

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.007

.190

.357

.000

.004

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.
I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.000

My friends would make
fun of me if I put a baby to
sleep on their back.

.004

.000

.000
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Correlation Matrix

Sig. (1-tailed)

I prefer
placing a baby
to sleep on
their stomach
because it's
easier for me.

Putting a baby
on their back
to sleep would
require
starting a new
habit, which is
difficult.

The best
place for a
baby to sleep
is in the bed
with their
mother.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.375

.452

.060

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.003

.137

.209

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.219

.447

.124

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.379

.219

.495

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.001

.005

.029

Sudden Infant Death
Syndrome/crib death is a
big deal.

.006

.004

.054

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.005

.013

.014

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.056

.178

.454

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.418

.471

.250

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.082

.003

.479

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.003

.000

.003

My friends would make
fun of me if I put a baby to
sleep on their back.

.000

.000

.001
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Correlation Matrix

Sig. (1-tailed)

Babies are
more
comfortable
sleeping on
their stomach.

Placing a
baby on their
back to sleep
prevents
Sudden Infant
Death
Syndrome/crib
death.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.173

.333

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.001

.007

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.056

.206

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.393

.197

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.000

.277

Sudden Infant Death
Syndrome/crib death is a
big deal.

.015

.452

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.089

.343

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.084

.445

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.176

.076

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.031

.361

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.004

.021

My friends would make
fun of me if I put a baby to
sleep on their back.

.001

.003
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Correlation Matrix

Sig. (1-tailed)

It's best for
babies to
sleep in their
own crib or
bassinet to
prevent
Sudden Infant
Death
Syndrome/crib
death.

I don't worry
so much
about Sudden
Infant Death
Syndrome/crib
death when a
baby sleeps
on their back.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.064

.403

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.046

.449

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.336

.107

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.085

.148

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.106

.457

Sudden Infant Death
Syndrome/crib death is a
big deal.

.158

.181

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.262

.328

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.100

.376

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.324

.470

Sudden Infant Death
Syndrome/crib death is a
hopeless condition.

.234

.122

I can't reduce the chance
of a baby dying from
Sudden Infant Death
Syndrome/crib death.

.033

.292

My friends would make
fun of me if I put a baby to
sleep on their back.

.002

.031
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Correlation Matrix

Sig. (1-tailed)

The chances
of Sudden
Infant Death
Syndrome/crib
death
affecting my
baby or a
baby I know
are high.

Sudden Infant
Death
Syndrome/crib
death is a big
problem in the
African
American
population.

There is a
good
possibility that
my baby or a
baby I know
will die from
Sudden Infant
Death
Syndrome/crib
death.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.375

.003

.219

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.452

.137

.447

The best place for a baby
to sleep is in the bed with
their mother.

.060

.209

.124

Babies are more
comfortable sleeping on
their stomach.

.173

.001

.056

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.333

.007

.206

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.064

.046

.336

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.403

.449

.107
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Correlation Matrix

Sig. (1-tailed)

I worry a lot
about Sudden
Infant Death
Syndrome/crib
death.

Within the
next year, I
know that a
baby could die
of Sudden
Infant Death
Syndrome/crib
death.

Sudden Infant
Death
Syndrome/crib
death is a big
deal.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.379

.001

.006

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.219

.005

.004

The best place for a baby
to sleep is in the bed with
their mother.

.495

.029

.054

Babies are more
comfortable sleeping on
their stomach.

.393

.000

.015

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.197

.277

.452

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.085

.106

.158

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.148

.457

.181
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Correlation Matrix

Sig. (1-tailed)

I am afraid to
even think
about Sudden
Infant Death
Syndrome/crib
death.

When I think
about Sudden
Infant Death
Syndrome/crib
death, my
heart beats
faster.

The thought of
Sudden Infant
Death
Syndrome/crib
death scares
me.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.005

.056

.418

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.013

.178

.471

The best place for a baby
to sleep is in the bed with
their mother.

.014

.454

.250

Babies are more
comfortable sleeping on
their stomach.

.089

.084

.176

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.343

.445

.076

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.262

.100

.324

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.328

.376

.470
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Correlation Matrix

Sig. (1-tailed)

Sudden Infant
Death
Syndrome/crib
death is a
hopeless
condition.

I can't reduce
the chance of
a baby dying
from Sudden
Infant Death
Syndrome/crib
death.

My friends
would make
fun of me if I
put a baby to
sleep on their
back.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.082

.003

.000

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.003

.000

.000

The best place for a baby
to sleep is in the bed with
their mother.

.479

.003

.001

Babies are more
comfortable sleeping on
their stomach.

.031

.004

.001

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.361

.021

.003

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.234

.033

.002

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.122

.292

.031
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Correlation Matrix
I prefer
placing a baby
to sleep on
their stomach
because it's
easier for me.
Sig. (1-tailed)

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

Putting a baby
on their back
to sleep would
require
starting a new
habit, which is
difficult.

The best
place for a
baby to sleep
is in the bed
with their
mother.

.000

.000

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.000

.012

The best place for a baby
to sleep is in the bed with
their mother.

.000

.012

Babies are more
comfortable sleeping on
their stomach.

.000

.000

.000

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.000

.071

.002

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.000

.029

.000

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.101

.271

.002
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Correlation Matrix

Sig. (1-tailed)

Babies are
more
comfortable
sleeping on
their stomach.

Placing a
baby on their
back to sleep
prevents
Sudden Infant
Death
Syndrome/crib
death.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.000

.000

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.000

.071

The best place for a baby
to sleep is in the bed with
their mother.

.000

.002

Babies are more
comfortable sleeping on
their stomach.

.000

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.000

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.007

.000

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.001

.000
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Correlation Matrix

Sig. (1-tailed)

It's best for
babies to
sleep in their
own crib or
bassinet to
prevent
Sudden Infant
Death
Syndrome/crib
death.

I don't worry
so much
about Sudden
Infant Death
Syndrome/crib
death when a
baby sleeps
on their back.

I prefer placing a baby to
sleep on their stomach
because it's easier for me.

.000

.101

Putting a baby on their
back to sleep would
require starting a new
habit, which is difficult.

.029

.271

The best place for a baby
to sleep is in the bed with
their mother.

.000

.002

Babies are more
comfortable sleeping on
their stomach.

.007

.001

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.000

.000

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.
I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.000

.000
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Reliability
[DataSet1] E:\Documents\Consulting\Harris\result.sav

Scale: Reliability of SIDS measure Factor 1
Case Processing Summary
N
Cases

Valid
Excluded

a

Total

%

175

100.0

0

.0

175

100.0

a. Listwise deletion based on all
variables in the procedure.
Reliability Statistics

Cronbach's
Alpha

Cronbach's
Alpha Based
on
Standardized
Items

N of Items

.723

7

.719

Item Statistics
Mean

Std. Deviation

N

Sudden Infant Death
Syndrom is NOT a
hopeless condition
(reverse code of q0021)

2.3829

1.09688

175

I can reduce the chance of
a baby dying (reverse
code of q0022)

2.2171

1.22181

175

My friends would NOT
make fun of me if I put a
baby to sleep on their
back (reverse code of
q0023)

1.7714

.90610

175

I DO NOT prefer placing a
baby to sleep on their
stomach (reverse code of
q0024)

2.0914

1.13598

175

Putting a baby on their
back to sleep would NOT
require starting a new
habit (reverse code of
q0025)

2.0000

1.01710

175

The best place for a baby
to sleep is NOT in the bed
with their mother (reverse
code of q0026)

2.0171

1.09583

175

Babies are NOT more
comfortable sleeping on
their stomach (reverse
code of q0027)

2.8286

1.09034

175
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Inter-Item Correlation Matrix

I can reduce
the chance of
a baby dying
(reverse code
of q0022)

My friends
would NOT
make fun of
me if I put a
baby to sleep
on their back
(reverse code
of q0023)

I DO NOT
prefer placing
a baby to
sleep on their
stomach
(reverse code
of q0024)

1.000

.405

.198

.106

I can reduce the chance of
a baby dying (reverse
code of q0022)

.405

1.000

.310

.205

My friends would NOT
make fun of me if I put a
baby to sleep on their
back (reverse code of
q0023)

.198

.310

1.000

.361

I DO NOT prefer placing a
baby to sleep on their
stomach (reverse code of
q0024)

.106

.205

.361

1.000

Putting a baby on their
back to sleep would NOT
require starting a new
habit (reverse code of
q0025)

.206

.268

.387

.547

The best place for a baby
to sleep is NOT in the bed
with their mother (reverse
code of q0026)

.004

.203

.224

.345

Babies are NOT more
comfortable sleeping on
their stomach (reverse
code of q0027)

.142

.201

.228

.542

Sudden Infant Death
Syndrom is NOT a
hopeless condition
(reverse code of q0021)

Sudden Infant
Death
Syndrom is
NOT a
hopeless
condition
(reverse code
of q0021)
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Inter-Item Correlation Matrix
Putting a baby
on their back
to sleep would
NOT require
starting a new
habit (reverse
code of
q0025)

The best
place for a
baby to sleep
is NOT in the
bed with their
mother
(reverse code
of q0026)

Babies are
NOT more
comfortable
sleeping on
their stomach
(reverse code
of q0027)

Sudden Infant Death
Syndrom is NOT a
hopeless condition
(reverse code of q0021)

.206

.004

.142

I can reduce the chance of
a baby dying (reverse
code of q0022)

.268

.203

.201

My friends would NOT
make fun of me if I put a
baby to sleep on their
back (reverse code of
q0023)

.387

.224

.228

I DO NOT prefer placing a
baby to sleep on their
stomach (reverse code of
q0024)

.547

.345

.542

Putting a baby on their
back to sleep would NOT
require starting a new
habit (reverse code of
q0025)

1.000

.170

.342

The best place for a baby
to sleep is NOT in the bed
with their mother (reverse
code of q0026)

.170

1.000

.306

Babies are NOT more
comfortable sleeping on
their stomach (reverse
code of q0027)

.342

.306

1.000

Summary Item Statistics
Mean
Item Means

2.187

Minimum

Maximum

1.771

2.829

Range
1.057

Maximum /
Minimum
1.597

Variance

N of Items

.116

7
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Item-Total Statistics
Scale Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected
Item-Total
Correlation

Sudden Infant Death
Syndrom is NOT a
hopeless condition
(reverse code of q0021)

12.9257

17.713

.276

I can reduce the chance of
a baby dying (reverse
code of q0022)

13.0914

15.888

.420

My friends would NOT
make fun of me if I put a
baby to sleep on their
back (reverse code of
q0023)

13.5371

17.216

.456

I DO NOT prefer placing a
baby to sleep on their
stomach (reverse code of
q0024)

13.2171

15.136

.570

Putting a baby on their
back to sleep would NOT
require starting a new
habit (reverse code of
q0025)

13.3086

16.192

.518

The best place for a baby
to sleep is NOT in the bed
with their mother (reverse
code of q0026)

13.2914

17.300

.325

Babies are NOT more
comfortable sleeping on
their stomach (reverse
code of q0027)

12.4800

16.125

.474
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Item-Total Statistics
Squared
Multiple
Correlation

Cronbach's
Alpha if Item
Deleted

Sudden Infant Death
Syndrom is NOT a
hopeless condition
(reverse code of q0021)

.191

.724

I can reduce the chance of
a baby dying (reverse
code of q0022)

.253

.691

My friends would NOT
make fun of me if I put a
baby to sleep on their
back (reverse code of
q0023)

.232

.683

I DO NOT prefer placing a
baby to sleep on their
stomach (reverse code of
q0024)

.479

.650

Putting a baby on their
back to sleep would NOT
require starting a new
habit (reverse code of
q0025)

.363

.667

The best place for a baby
to sleep is NOT in the bed
with their mother (reverse
code of q0026)

.174

.712

Babies are NOT more
comfortable sleeping on
their stomach (reverse
code of q0027)

.321

.676

Scale Statistics
Mean

Variance

Std. Deviation

N of Items

21.467

4.63330

7

15.3086

**Factor 2: items q0015 q0018 q0019 q0020 = .726
RELIABILITY
/VARIABLES=q0015 q0018 q0019 q0020
/SCALE('Reliability of SIDS measure Factor 2') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE CORR
/SUMMARY=TOTAL MEANS.

Reliability
[DataSet1] E:\Documents\Consulting\Harris\result.sav

Scale: Reliability of SIDS measure Factor 2
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Case Processing Summary
N
Cases

Valid

%

175

Excluded

a

Total

100.0

0

.0

175

100.0

a. Listwise deletion based on all
variables in the procedure.
Reliability Statistics

Cronbach's
Alpha

Cronbach's
Alpha Based
on
Standardized
Items

N of Items

.738

4

.726

Item Statistics
Mean

Std. Deviation

N

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

3.07

1.339

175

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

2.85

1.371

175

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

2.67

1.205

175

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

2.01

1.017

175
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Inter-Item Correlation Matrix

I worry a lot
about Sudden
Infant Death
Syndrome/crib
death.

I am afraid to
even think
about Sudden
Infant Death
Syndrome/crib
death.

When I think
about Sudden
Infant Death
Syndrome/crib
death, my
heart beats
faster.

The thought of
Sudden Infant
Death
Syndrome/crib
death scares
me.

1.000

.297

.421

.383

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.297

1.000

.414

.409

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.421

.414

1.000

.556

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.383

.409

.556

1.000

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

Summary Item Statistics
Mean
Item Means

2.650

Minimum

Maximum

2.011

3.074

Range
1.063

Maximum /
Minimum
1.528

Variance

N of Items

.209

4

Item-Total Statistics
Scale Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected
Item-Total
Correlation

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

7.53

8.239

.455

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

7.75

8.048

.463

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

7.93

7.984

.601

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

8.59

8.945

.584
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Item-Total Statistics
Squared
Multiple
Correlation

Cronbach's
Alpha if Item
Deleted

I worry a lot about Sudden
Infant Death
Syndrome/crib death.

.219

.705

I am afraid to even think
about Sudden Infant
Death Syndrome/crib
death.

.227

.702

When I think about
Sudden Infant Death
Syndrome/crib death, my
heart beats faster.

.389

.616

The thought of Sudden
Infant Death
Syndrome/crib death
scares me.

.367

.641

Scale Statistics
Mean

Variance

Std. Deviation

N of Items

13.529

3.678

4

10.60

**Factor 3: items q0012 q0013 q0014 q0016 q0017 = .636
RELIABILITY
/VARIABLES=q0012 q0013 q0014 q0016 q0017
/SCALE('Reliability of SIDS measure Factor 3') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE CORR
/SUMMARY=TOTAL MEANS.

Reliability
[DataSet1] E:\Documents\Consulting\Harris\result.sav

Scale: Reliability of SIDS measure Factor 3
Case Processing Summary
N
Cases

Valid
Excluded
Total

%

175
a

100.0

0

.0

175

100.0

a. Listwise deletion based on all
variables in the procedure.
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Reliability Statistics

Cronbach's
Alpha

Cronbach's
Alpha Based
on
Standardized
Items

N of Items

.642

5

.636

Item Statistics
Mean

Std. Deviation

N

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

2.63

1.238

175

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

2.26

.953

175

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

3.26

1.123

175

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

2.07

1.086

175

Sudden Infant Death
Syndrome/crib death is a
big deal.

1.49

.668

175
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Inter-Item Correlation Matrix
The chances
of Sudden
Infant Death
Syndrome/crib
death
affecting my
baby or a
baby I know
are high.

Sudden Infant
Death
Syndrome/crib
death is a big
problem in the
African
American
population.

There is a
good
possibility that
my baby or a
baby I know
will die from
Sudden Infant
Death
Syndrome/crib
death.

1.000

.351

.412

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.351

1.000

.275

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.412

.275

1.000

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.216

.144

.292

Sudden Infant Death
Syndrome/crib death is a
big deal.

.166

.265

.160

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.
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Inter-Item Correlation Matrix
Within the
next year, I
know that a
baby could die
of Sudden
Infant Death
Syndrome/crib
death.

Sudden Infant
Death
Syndrome/crib
death is a big
deal.

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.216

.166

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.144

.265

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.292

.160

1.000

.357

.357

1.000

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.
Sudden Infant Death
Syndrome/crib death is a
big deal.

Summary Item Statistics
Mean
Item Means

2.342

Minimum

Maximum

1.491

3.257

Range
1.766

Maximum /
Minimum
2.184

Variance

N of Items

.431

5
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Item-Total Statistics
Scale Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected
Item-Total
Correlation

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

9.08

6.488

.449

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

9.45

7.892

.383

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

8.45

6.904

.455

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

9.64

7.565

.353

10.22

9.033

.341

Sudden Infant Death
Syndrome/crib death is a
big deal.

Item-Total Statistics
Squared
Multiple
Correlation

Cronbach's
Alpha if Item
Deleted

The chances of Sudden
Infant Death
Syndrome/crib death
affecting my baby or a
baby I know are high.

.238

.554

Sudden Infant Death
Syndrome/crib death is a
big problem in the African
American population.

.183

.586

There is a good possibility
that my baby or a baby I
know will die from Sudden
Infant Death
Syndrome/crib death.

.228

.548

Within the next year, I
know that a baby could
die of Sudden Infant
Death Syndrome/crib
death.

.190

.602

Sudden Infant Death
Syndrome/crib death is a
big deal.

.175

.613

Scale Statistics
Mean
11.71

Variance

Std. Deviation

N of Items

10.851

3.294

5
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**Factor 4: items q0012 q0013 q0014 q0016 = .711
RELIABILITY
/VARIABLES=q0029 q0030 q0031
/SCALE('Reliability of SIDS measure Factor 4') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE CORR
/SUMMARY=TOTAL MEANS.

Reliability
[DataSet1] E:\Documents\Consulting\Harris\result.sav

Scale: Reliability of SIDS measure Factor 4
Case Processing Summary
N
Cases

Valid
Excluded

a

Total

%

175

100.0

0

.0

175

100.0

a. Listwise deletion based on all
variables in the procedure.
Reliability Statistics

Cronbach's
Alpha

Cronbach's
Alpha Based
on
Standardized
Items

N of Items

.712

3

.711

Item Statistics
Mean

Std. Deviation

N

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

2.28

1.015

175

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

2.25

1.058

175

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

2.56

1.096

175

Page 13
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Inter-Item Correlation Matrix

Placing a
baby on their
back to sleep
prevents
Sudden Infant
Death
Syndrome/crib
death.

It's best for
babies to
sleep in their
own crib or
bassinet to
prevent
Sudden Infant
Death
Syndrome/crib
death.

I don't worry
so much
about Sudden
Infant Death
Syndrome/crib
death when a
baby sleeps
on their back.

1.000

.448

.504

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.448

1.000

.403

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.504

.403

1.000

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

Summary Item Statistics
Mean
Item Means

2.364

Minimum

Maximum

2.251

2.560

Range
.309

Maximum /
Minimum
1.137

Variance

N of Items

.029

3

Item-Total Statistics
Scale Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected
Item-Total
Correlation

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

4.81

3.257

.569

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

4.84

3.354

.489

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

4.53

3.113

.532
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Item-Total Statistics
Squared
Multiple
Correlation

Cronbach's
Alpha if Item
Deleted

Placing a baby on their
back to sleep prevents
Sudden Infant Death
Syndrome/crib death.

.325

.574

It's best for babies to
sleep in their own crib or
bassinet to prevent
Sudden Infant Death
Syndrome/crib death.

.243

.669

I don't worry so much
about Sudden Infant
Death Syndrome/crib
death when a baby sleeps
on their back.

.293

.618

Scale Statistics
Mean
7.09

Variance

Std. Deviation

N of Items

6.371

2.524

3

**Stratified alpha = (.719+.726+.636+.711)/4 = .698 (.70)
**Basically, alpha is totally acceptable for all subscales. Item 21 does cause
some problems. It's on the border, but I think it's safe to keep it in. It wo
uld raise the alpha for that subscale
**by only .005 if deleted.
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APPENDIX G
REVISED VALIDATED 19-ITEM QUESTIONNAIRE
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Perceived Susceptibility
•

The chances of SIDS/crib death affecting my baby or a baby I know are high

•

SIDS/crib death is a big problem in the African American population.

•

There is a good possibility that my baby or a baby I know will die from SIDS/crib death.

•

Within the next year, I know that a baby could die of SIDS/crib death.

•

Sudden Infant Death Syndrome/crib death is a big deal.

Perceived Severity
•

I worry a lot about SIDS/crib death.

•

I am afraid to even think about SIDS/crib death.

•

When I think about SIDS/crib death, my heart beats faster.

•

The thought of SIDS/crib death scares me.

Perceived Barriers
•

SIDS is a hopeless condition.

•

I can’t reduce the chance of a baby dying from SIDS/crib death.

•

My family/friends would make fun of me if I put a baby to sleep on their back.

•

I prefer placing a baby on their stomach to sleep because it’s easier for me.

•

Putting a baby on their back to sleep would require starting a new habit, which is
difficult.

•

The best place for a baby to sleep is in the bed with their mother.

•

Babies are more comfortable sleeping on their stomach.
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Perceived Benefits

	
  

•

Placing a baby on their back to sleep prevents SIDS.

•

It’s best for babies to sleep in their own crib or bassinet to prevent SIDS.

•

I don’t worry so much about SIDS when a baby sleeps on their back.
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