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INTRODUCTION

54

Sudden Unexpected Death in Infancy (SUDI) is a mostly preventable event with well-known risk and 
protective factors1,2. Nationwide programmes have sought to promote positive behaviour change to 
reduce the incidence of SUDI over the years3. Routine screening was also introduced into the Well Child 
programme4 led by both lead maternity carers and Well Child nurses in a bid to address the issue at a 
more individualised level. Current screening includes asking caregivers about their plans for putting 
baby to sleep, demonstrating their baby bed options where possible, followed by the promotion of 
SUDI prevention messages. Despite this, the generalisation of messages to both low- and high-risk 
families and inconsistencies in screening led to the call for a more systematic and individualised risk 
assessment process. 

SUDI is the most common cause of postneonatal mortality (28 days to 1 year of age) in New Zealand 
affecting mostly Maaori and Pacific babies5. The national mortality rate ratio for Maaori is 5.57 (95% CI 
3.89-7.98), which is significantly higher than the rates for non-Maaori, non-Pacific babies, with a total of 
108 SUDI deaths between 2012 and 20166. The Pacific SUDI rate ratio from 2012-2016 was 5.07 (95% CI 
3.37-7.62) with SUDI making up half (53 of a total of 101) of the Pacific postneonatal deaths. Counties-
Manukau Health (CMH) has a SUDI rate higher than the national average7 and while numbers fluctuate 
year by year, CMH averages approximately 8-10 deaths annually.

The current CMH Safe Sleep Programme was established in 20128. In a review conducted from January 
2017 to March 2018, 681 safe sleep devices (585 pepi-pod and 96 wahakura) were distributed to 
families, of which 32% went to Maaori infants, 53% to Pacific infants and 17% to mothers who were 
very late registering with a Lead Maternity Carer (LMC) or received no antenatal care during pregnancy. 
The review showed that demand for the Safe Sleep Programme during this time had increased 
considerably. However, completing the comprehensive referral documentation and maintaining 
assessments were problematic for health care professionals. Furthermore, a targeted approach for 
those most in need was cited as a challenge in the review.

CMH has begun testing the implementation of a standardised SUDI risk assessment tool, based on a 
meta-analysis of five large international SUDI case-control studies2. The meta-analysis found that the 
risk factors for SUDI were interactive and multiplicative in nature, thus making assessments complex. 
The new Safe Sleep Tool, also referred to as the Safe Sleep Calculator, can compute these complex 
calculations and is the only algorithm-based, electronic SUDI risk assessment tool available nationally. 
CMH aims to incorporate the new risk assessment tool  within the Safe Sleep Programme9, to allow 
for a holistic programme that both identifies and responds – through accurate and individualised 
risk assessments, effective follow-ups such as access to baby bed(s) and wrap-around care directed 
towards high-risk families.

To ensure effective implementation of the new Safe Sleep Tool, CMH sought to gain feedback from 
consumers. CMH commissioned consultations with Maaori and Pacific mothers and caregivers on 
the purpose and use of the Safe Sleep Tool in identifying SUDI risk. This report outlines the scope, 
approach and findings from the consultations and provides recommendations within the context of 
broader SUDI-related issues such as current infant care practices and current knowledge of SUDI and 
its risk and protective factors.
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SUMMARY

The Safe Sleep Tool (also referred to as the Safe Sleep Calculator) is an algorithm-based electronic SUDI 
(Sudden Unexpected Death in Infancy) risk assessment tool designed to improve the identification of 
SUDI risk and provide directed, appropriate support for families with an infant. The current Counties-
Manukau Health (CMH) Safe Sleep Programme has enabled the piloting of the Safe Sleep Tool with 
selected providers, in a bid to establish a universal systems approach to SUDI prevention. Stakeholders 
in the CMH region who would potentially use the tool were given the opportunity to discuss their 
aspirations and challenges for SUDI assessment and prevention in CMH in a series of workshops. This 
report presents the views of Maaori and Pacific mothers and caregivers in South Auckland, to ensure 
their voices also inform CMH decisions on risk assessment of SUDI and support of families and their 
children during the first year of life.

KEY FINDINGS
 ▶ Fear of Judgment 

 
 Many mothers and caregivers had concerns about how the Safe Sleep Tool will affect them and their 
 families. With questions relating to their personal and parenting behaviours, there was unease   
 about the collection and storage of information that would potentially stigmatise on mothers and 
 their families. This fear of judgement could affect the way caregivers respond to the questions when 
 asked and there may be a reluctance to share truthful responses or to participate at all.

 ▶ ‘Who’ does the screening and ‘How’ makes a difference 
 
 To overcome consumers' hesitations about the use of the tool, mothers and caregivers emphasised  
 the importance of having trusted persons undertaking the screening. References were made to   
 midwives, nurses and GPs who have gained the trust of their families and to whom they will disclose  
 information, in the knowledge that these people are operating in the best interests of their families. 

 ▶ Wider availability and accessibility of the Safe Sleep Tool 
 
 In spite of concerns about potential stigma associated with the use of the Safe Sleep Tool, mothers 
 and caregivers remained interested in knowing and understanding the risks of SUDI for their baby.  
 Many recommended wider availability of the Safe Sleep Tool to enable mothers and caregivers   
 themselves to assess SUDI risk. Empowering families has great potential for change if there is greater 
 buy-in and involvement of communities most affected by the risks of SUDI.

 ▶ Provide support for positive change 
 
 To reinforce the overall purpose of the Safe Sleep Tool to invoke positive change, consumers spoke  
 of the need for responsive and appropriate support following the identification of risk.

 ▶ Ethnic considerations required

• Make the Safe Sleep Tool more user-friendly and available to mothers and caregivers

• Improve the content and images within in the Safe Sleep Tool Brochure

• Consider online information/social media for socialising the Safe Sleep Tool and promoting safe  
 sleep  practices – use images and videos to promote information

• Consider translations for some languages, such as Tongan and Samoan

• Ensure support via wrap-around service and whaanau inclusiveness

• Empathy is essential among health professionals



SUDI PREVENTION IN 
COUNTIES-MANUKAU

SUDI in Counties-Manukau
 ▶ 0.74 to 0.98 per 1000 live births

 ▶ 8-10 deaths out of 7,500 births each year

 ▶ Almost all Maaori and Pacific babies

SAFE SLEEP TOOL  
(SAFE SLEEP CALCULATOR)

 ▶ Standardised web-based SUDI risk 
 assessment tool that calculates absolute 
 risk of SUDI for infants

 ▶ Based on algorithm developed by 
 Professor Bob Carpenter

 ▶ Evaluates sixteen contributory risk or 
 protective factors

 ▶ Risk calculation by SUDI risk assessment 
 tool also stratifies factors that will modify 
 risk and the risk reduction that is 
 achieved

 ▶ Piloted by selected providers in South 
 Auckland

 ▶ Built on stand-alone platform with 
 potential to be integrated into existing 
 service users’ software
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Counties-Manukau Health Safe 
Sleep Programme
Established in 2012
Three goals:

 ▶ Universal assessment of babies in CMH

 ▶ All babies at high risk have access to 
 SUDI prevention ‘wrap around care’

 ▶ These babies are followed and 
 supported throughout their first year  
 of life

Programme objectives

 ▶ Provision of safe sleep beds to those babies 
 identified as being vulnerable to SUDI

 ▶ Development of a Safe Sleep Calculator to 
 better identify babies at greater risk of SUDI 
 during pregnancy and at birth

 ▶ Expand opportunities within Primary Care 
 around SUDI identification and programmes

 ▶ Incentivising pregnant women, postnatal 
 women and their whanau to be Smokefree

 ▶ Promoting breastfeeding services

 ▶ Maintain a skilled workforce to ensure safe 
 sleeping modelling, SUDI knowledge and 
 carry out regular safe sleep audits within  
 CMH

 ▶ Expand opportunities for development and 
 education to improve SUDI prevention 
 within the community

 ▶ Promote culturally appropriate safe sleep 
 beds and programmes for whanau

 ▶ Work collaboratively with the Northern 
 region DHBs to ensure consistency of 
 planning, messaging and the sharing of 
 innovative initiatives.
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The purpose of this consultation was to explore the views of mothers and 
caregivers on the Safe Sleep Tool, a new SUDI risk assessment tool to be 
implemented across Counties-Manukau Health (CMH), which will initially help 
health professionals and families in identifying and responding to SUDI risk 
during pregnancy and up to one year after the birth. It was important that 
the feedback received was re-told in a relevant context, hence other themes 
regarding SUDI were also explored. Three objectives of this consultation were:

 ▶ To investigate parents' and caregivers’ views on Safe Sleep practices 

 ▶ To understand parents' and caregivers' prior knowledge of SUDI

 ▶ To explore parents' and caregivers' perceptions of the SUDI RISK TOOL

CONSULTATION
APPROACH

Method 1: Focus Group Consultations 
Parents and caregivers were recruited from across the Counties Manukau 
Health region from September to December 2018. Parents and caregivers 
were recruited through community groups, Maaori and Pacific providers, 
social media (Facebook) and approached individually. A total of seven focus 
groups were conducted, in Papakura, Ōtara, Manurewa and Māngere (x4). 

The focus group consultation used a qualitative participatory method. 
Parents and caregivers were interviewed in a group using a semi-structured 
approach. Included in the focus groups were sessions specifically for Maaori 
participants, in which Moana Research worked in partnership with Maaori 
facilitators to deliver the Maaori workshops. Each focus group lasted from one 
to one and a half hours. The facilitators used open-ended questions to allow 
participants to discuss their answers and opinions freely. (Appendix 1) All 
focus groups were conducted in English and were recorded with the consent 
of all individuals. (Appendix 2) Thematic analysis was used to analyse data 
from each focus group.

PURPOSE 

Table 1 – Focus Groups

Location Composition of focus groups

Māngere Arts Centre 8 mothers, 3 fathers 

Turuki Health Care Māngere 1 10 mothers, 1 father

Turuki Health Care, Māngere 2 7 mothers

Turuki Health Care, Māngere 3 11 mothers

Papakura 7 mothers 

Ōtara Music Arts Centre 7 mothers, 1 father

Taonga Teen Parenting Unit 6 mothers
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Method 2: Life Stories
Interviews using the life stories approach were undertaken with five mothers chosen from the focus group 
consultations. The life story approach gives mothers the chance to recount the important aspects and 
processes of their lives with a focus on the research topic – in this case their knowledge of SUDI and their 
perception of the SUDI Risk Tool. 

The personal journeys do not represent or cover every circumstance of all mothers who have engaged with 
Counties Manukau Health. The stories do, however, provide valuable insight into the lived experiences of 
mothers and their views of safe sleeping practices.

Table 2 – Demographic profile of participants who took part in the consultation focus groups (N =61)
Frequency %

Gender
Female 56 91.8
Male 5 8.2
Age groups (years)
13 – <20 (teenagers) 8 13.1
20 – <30 20 32.8
30 – <40 28 45.9
40 – <50 5 8.2
Unknown (did not disclose age)
Ethnicity* 
NZ Maaori 32 45.1
Samoan 19 26.8
Tongan 2 2.8
Cook Island Maaori 3 4.2
Niuean 5 7.0
Chinese 1 1.4
NZ European 8 11.3
Other European 1 1.4
Born in NZ 
No 9 14.8
Years lived in NZ, median 28 
Education
No school qualification 12 19.7
High-school qualification 30 49.2
Post-school qualification (Trade, Diploma or Certificate) 7 11.5
University Degree 12 19.7
Marital Status
Single/never married 14 23
Married/de facto/civil union 37 60.7
Widowed 0 0.0
Separated 4 6.6
Divorced 0 0.0
Did not disclose 6 9.8

Demographics

Frequency %
Employment Status
Student 8 13.1
Homemaker 19 31.1
Full-time or part-time employed 24 39.3
Not currently employed 10 16.4
*Unless otherwise indicated and participants could nominate more than one ethnicity

Table 2 presents the demographic backgrounds of consultation participants. A high proportion of  
participants were 30 years of age or younger (41.9%), born in New Zealand (83.6%) and either married or,  
in a de facto or civil union relationship (69.8%). Most participants identified as Maaori (58.2%) or Samoan 
(34.5%). Over a fifth (23.1%) of participants had a University degree, and a further 11.5% had a post-school 
qualification. Employment status varied, with the largest proportion of participants either in full-time  
or part-time employment (45.3%).  
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CONTEXT 1
Sleeping Practices
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Bassinet

Cot

Wahakura

Pepi-Pod

In bed with you

SUDI baby

couch
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26 (50%)

16 (30.8%)

6 (11.5%)

4 (7.7%)

1 (1.9%)

1 (1.9%)

23 (44.2%)

Most parents slept in the same room as their baby with almost half of 
the caregivers putting their baby in bed with them to sleep. Sleeping 
practices varied based on several factors including feelings of attachment, 
convenience, accessibility and safety. While almost half of the mothers had 
bed-shared with their infant, sleeping devices were also used. The variety of 
sleeping devices reaffirms the importance of providing a range of options 
for caregivers to use when putting their baby down to sleep.

 ▶ 44.2% of mothers/caregivers put their baby in bed with them to sleep

 ▶ Baby sleeping devices were also used but varied in type

A consistent theme throughout the group discussions was the preference 
for mothers and caregivers to bed-share with their children. Despite years of 
SUDI prevention campaigns, many mothers and caregivers in South Auckland 
defaulted to bed-sharing, for various reasons. When asked about sleeping 
practices, bonding, convenience and simply settling their baby to sleep were 
reasons for their decision:

Attachment 

Convenience 
Convenience was a common reason for bed-sharing with an infant. 
Convenience was tied to breastfeeding, lack of accessibility to sleep-
devices and sleep deprivation of parents and/or caregivers: 

MANY WOMEN BED-SHARED  
WITH THEIR INFANT 

“I find it easier, especially if you’re breast feeding” 

“When she started getting bigger like six, seven months it was just annoying 
getting up all the time in to the cot. If she wanted a booby she was like hard out 
booby baby all the time, I would just have it out and just she would just roll over.”

“When she was born we had a bassinet to start with and when she grew out of 
that she slept in the bed with us and just based on finances we were trying to 
budget, so buying a cot was out of our budget.”

“I tried the whole baby have one half of the bed and me and my partner have 
the other half of the bed and it was just easier and at times I felt like baby had 
a better sleep when baby was next to me more than when baby was in the 
bassinet.”

“After a while I just got too tired and just and was kind of wanting to have them in 
the bed and they're right there.”

“I sleep with baby in bed, I think that’s mostly because you’ve had a long day 
and you get up at night let’s say 1am to make baby a bottle and you know that 
you’re supposed to put them to their bed, but you fall asleep accidently or stuff, 
you know.”

“My second boy he bed-shared with me and I had high influence on drugs and 
alcohol and he passed away, suffocated in his sleep, sleeping next to me.”

“(Baby sleeps) on the bed, I mean we have supplied cots and that and everything 
else but they all end up sleeping in the bed. I think it’s just because they feel 
more comfortable, as their Koro they still have that sense of you know, what they 
have with their mother.” 

“(We bedshare) because we grew up bed sharing and for my son, we got to bond 
together, and I felt like I wanted to do that with her.”

 “They all slept with me, I can’t help it.”

Unsettled Babies 
An infant being unsettled also led to bed-sharing among fatigued parents:
“With my son, one night he was unsettled, and so I brought him to sleep with me. 
All my kids sleep with me, and even though I have the cot they sleep with me.”

“He got one of those Moses baskets, and he didn’t want to sleep on it at all, so we 
would sleep in the lounge on the lazy boy with him in in our arms, and it wasn’t 
until he was about a month old we went back into the room because we were 
still sleeping in the lazy boys so, we took him to the room and now he is on his 
own space on the bed.”

“I bed-share because they’re more settled, and they sleep through at night.”

While these were viewed as positive reasons for bed-sharing, there were 
mothers and fathers who noted adverse effects of bed-sharing.  
These include:

“My son I dropped him, when he was four weeks, we were at the hospital, I was 
tired, and I must of fallen asleep with him and I fell asleep then woke up and saw 
the nurses holding him because they said I dropped him.” 
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Parents held mixed views on sleeping devices, but convenience, practicality and look were features that 
influenced their choice to use a sleeping device. 

Participants talked about the various baby bed options, including the pepi-pod and the Wahakura. The 
physical features of both devices either encouraged or discouraged mothers and fathers from using them. 
While participants preferred the look of the wahakura, comments were made about the sturdiness of the 
pepi-pod, highlighting advantages of both. 

Parents held mixed views on the 
use of safe sleep devices

“I think they’re quite convenient for when you’re going over to other people’s places, you don’t have to 
take a big as device so those are really convenient, I use them a lot when go to families houses.”

“If I was breast-feeding I’d probably prefer that because I can move baby around and with a caesarean 
it’s just easier and I don’t know if you ladies know what it’s like but healing wise everything’s sore and 
I can’t walk and I can’t get up and I can’t sit up to breast-feed and just having that next to me instead 
of something on wheels or like a far, reaching over is difficult at first couple of weeks, but I prefer that 
because it’s safe, close and I can just reach without being in pain and having to walk around and get 
out of bed is difficult with a caesarean.”

“The Wahakura is what I prefer, that’s easier to get her in and out and you can take it anywhere.”

“It’s ugly…Reminds me of a coffin”

“when I first saw it I thought oh my god a lunch box, that’s my honest thoughts and then once I realised 
what it could do I thought actually when my baby’s not in that I can take that to my mum’s house, put 
her clothes, toys, put it in the boot, that’s sweet. I can do that, but first impression was like gosh no.”

“It's gorgeous, and awesome but it’s hard to get one.”

“The way it looks is self-advertising.”

“I used it on my son, because my nan use to use it. It’s more airy, it looks softer and nicer and it’s natural.”

“I’m not judging but it feels more special, more closer to nature. Plus,  
I made it so it feels more important.”

“For us we used it on our baby and It only lasted her for a month, because she grew bigger and she 
would hit against the sides and its annoying because it takes up space in the bed...Also, when you’re 
going through the doorway, it would get cuts inside it.”

“I stopped using it after 3 months because she got too big for it.”

“It did not look comfortable at all, she wouldn’t go sleep in it at all and like no way in hell she’s sleeping 
in there and for her head to touch the base its more stable.”

“It’s pretty but flimsy”

“I reckon it’s nice but if you were to lean on it and that it wouldn’t be safe you know? That’s my experience 
anyway, because you know it’s so flexible and my ones aren’t exactly light for that maybe, I think that 
looks more safer than that because then that’s solid and you can’t actually roll in to that.”

PEPI-POD

WAHAKURA

“With a bassinet You push it around, so it’s in wheels - that makes it convenient”

“I have this bassinet that I bought for my first daughter and I used it for my second one as well, so I just 
wheel it around the kitchen and stuff, we’re still using it now.”

“I actually liked using cots when they got bigger just because I could put baby to sleep and know that 
they’re not going to escape, I would hear them cry. So, it was that safety aspect I think, but still I guess 
that’s when they’re over the ones. So, my main thing I learnt back then was that they were safe over 
one, once they got over one I was like okay I don’t have to worry about them so, yeah.”

“All mine are bassinet babies, right up till they’re six or eight months, so I never had an issue  
and they sleep right next to me.”

“My one cries but she also bangs her head on the wood when she’s got the sleeping thing.  
It really wakes me up.”

BASSINET

COT

“It’s too big.”
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CONTEXT 2
SUDI knowledge among Caregivers
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Yes

No

Sort of

61 Respondents

Yes

No

Sort of

61 Respondents

67+21+1267%

12%

21%

54+15+3154%

31%

15%

Have you heard of SUDI  
(Sudden Unexpected Death in Infancy)?

Do you know the risks (likely causes) of SUDI?

When asked “Have you heard of SUDI?” the majority of mothers/caregivers had heard about it. While there were no 
variations based on maternal age, of those who answered “No” 40% were born outside of NZ, in a Pacific nation.

Not many caregivers were confident of their 
knowledge and understanding of SUDI
Caregivers were asked about their prior knowledge of SUDI. While the majority of 
participants had some prior knowledge of SUDI, some caregivers had a vague idea of 
SUDI while others had not heard of the term. 
 “I don’t really understand it, the way it happens or how it happens. “

 “Not much.” 

 “Not a lot, if he’s sick he would just sleep on him tummy.”

 “I often have my sons sleeping with me, I think all the drugs, and alcohol that I was on it was pretty heavy, 
 the smell and that, just the chemicals that were in it, with smoker jacket, the chemicals that are on it can 
 make you suffocate and stuff but like what she said I don’t understand like what is it actually that makes 
 them die?” 
 
 “My understanding of it is, I guess it could happen to anybody, you don’t know what’s happening to baby, 
 and I think that’s where the paranoia comes in.”

There were mothers who had experienced SUDI within their own families, yet those 
mothers still had unanswered questions – 
 “My son died in the hospital. So, for me he was in the safest place, and for me it was like how could this   
 happen? I’m in hospital where people are meant to be well, how did this happen? And still to this day we 
 haven’t had a proper answer.” 

 “For me it’s finding that understanding like your whaanau, like how they fifteen years later still blame 
 themselves, but I think it’s learning to understand what’s happened, and you can’t dwell on it”

When asked “Do you know what the risks are of SUDI” the majority of mothers and caregivers said yes.  
There were no significant variations in answers based on age; however, of those that said No, there was a high 
proportion who were born outside of NZ or who were male. 
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Caregivers made many associations with SUDI  
and possible causes
Of the participants who had prior knowledge of SUDI risk factors, several themes 
were identified:

Association with SIDS/Cot Death
For mothers >30 years, there was an association between SUDI and other terminology used in the past such as 
SIDS and Cot Death. Parents noted the confusion because of the multiple acronyms used. 

 “I guess the new name is self-explanatory, because cot death I think that’s what would have kept people 
 from putting their babies in the cot, I didn’t even know that was the new name.”

 “Is that the same as SIDS? like I had some twin cousins who died from SIDS and ever since then like they 
 would’ve been my age if they were still alive… and I don’t know why but we bought a portacot for every 
 single room, I don’t know why because we never used them, but just because of what happened. Even in 
 the messages they were saying that, that’s not the right way. My mum and them were like we did the right 
 thing and that wasn’t the right thing…”

Association with sleep position
With the messages used to raise awareness of SUDI, the most commonly remembered theme in the focus 
groups was sleep position. 

 “Isn’t it the sleeping position?”

 “where the baby’s sleep and instead of, and yeah, some people put their babies straight on the chest or like 
 they turn it or close enough rather than just lying them flat.”

 “where the baby’s sleep, some people put their babies straight on the chest rather than just lying them flat.”

Blankets
The use of blankets was also identified in the focus groups. For example: 

 “Is it loose linen? Loose blankets or if the cots too big or it’s too tight, anything to do with pillows?”

 “Having their blankets over their heads.”

 “Is it like wrapping them? You know when your baby’s first born they tell you, you have to wrap their arms 
 whatever and they’re less mobile in the bassinet.”

 “Yeah I don’t share my blankets with her either. She has a separate blanket.”

Substance Use (Smoking/Drinking)
Finally, use of substances, such as cigarettes and alcohol were also mentioned as risk factors noted during  
the focus groups:

 “Is it smoking? Smoking, drinking too? And if you had asthma, if your asthmatic or something like that? If   
 you have asthma you’re more likely to harm your baby?”

 “Drinking alcohol would be one?”

 “I’d say its smoking while you’re pregnant, smoking in the house or smoking on your clothing – like    
 secondary smoke.” 

Protective Factors

When asked to share their knowledge of protective factors of SUDI, participants in 
the focus groups were already aware of key preventative behaviours: 

Safe sleep – Placing baby on back 
Every mother and caregiver involved in the focus groups recognised the importance of placing babies on their 
backs to sleep. These messages were picked up from their interactions with health professionals or through 
effective campaigns such as the ‘back to sleep’ campaign. One participant noted: 

 “I was fortunate to have a neighbour around and she would walk around with her t-shirt that said  
 pepi, it happened to me one of those days when she was trying to promote safe sleep, so it was placed  
 and positioned.”

Constant Monitoring
Across all of the age groups, parents and grandparents discussed constant monitoring of infants, especially  
newborn infants, to ensure that they had enough space to a) be comfortable and b) breathe. 

 “Constantly checking up on the child, that’s what I do at the start because I was so paranoid when I was   
 sleeping away from her and she was in the cot I would wake up and check on her to make sure she was OK.”

 “I think my one was just a constant looking, touching, feeling and listening. That was the constant thing.”

 “I always had the lights on, it was paranoia.” 
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Providing space on the bed
While most babies slept in the same room as an adult, participants were aware of the need to provide adequate 
space on the bed for an infant and their sleeping device, or when bed-sharing:

 “Making sure everything’s clear around his head and the sheets are tight around him so he doesn’t pull up 
 on his face.”

 “No space around them, keeping the sheets away from baby’s face.” 

 “Yeah, I normally make sure there’s enough space between us, like I don’t sleep right next to him, and I 
 sleep in the middle - my husband sleeps on the side, he’s quite a deep sleeper so I make sure to sleep in the 
 middle because we have a decent amount of space between us.”

No Substances (Alcohol and Tobacco) 
Finally, there was a recognition that alcohol and tobacco were harmful to an infant and were risk factors for 
SUDI. Thus, a protective factor identified included being smoke and alcohol-free - 

 “With my first born, I would make people who came to my house have a jacket that when they went outside 
 and smoke they would also wash their hands.”

 “I love smoking cigarettes, so I stopped smoking earlier on in my pregnancy, knowing that I was going to 
 share a bed with my baby, I wanted to grow a healthy baby.“

 “I kept my baby safe from alcohol and drugs, so if I or my man went out and had a drink we would sleep in 
 another room while they would sleep in the family bed, and when she’s in bed with us there are natural 
 fibres and I make sure she’s next to me.”

 “I never even used to like let my dad touch my baby, because my dad smoked drugs and he smoked 
 cigarettes and he was always out the back in his shed working on things while I just looked at him as dirty 
 so I never let him touch my baby.”

When asked if they had changed any of their behaviours because of greater awareness of the risk and protective 
factors, participants provided varied responses: 

 “I’ll quit smoking and everything just changed since baby came. Just trying to put my money for sales and   
 things like that.”

 “I stopped smoking and drinking.”

 “I’ll be honest no, I just put the bed like that when the Plunket lady came.”
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CONTEXT 3
Access to SUDI information
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Of those who had access to a midwife and/or a Well Child nurse, at least 4 in 5 
had received the SUDI prevention messages.

If you had an LMC, did they discuss with you 
safe sleep options for your baby?

If you had a Well-Child provider, did they 
discuss with you safe sleep options for  
your baby?

Yes

No

Can’t remember

0 20 40 60

43 (82.7%)

1 (1.9%)

8 (15.4%)

Yes

No

Can’t remember

0 20 40 60

40 (81.6%)

7 (14.3%)

2 (4.1%)

Almost all mothers had access to a midwife during their pregnancy (96%) or a Well Child nurse (90%). Of these 
mothers, most (approx. 82%) had received SUDI prevention messages from a health professional during pregnancy 
and/or after the birth of their child. A small proportion of mothers and caregivers do not receive any SUDI 
prevention messages. Some parents were also proactive about accessing information on parenting, and learned 
about SUDI through other means, such as online searching.

Health Professional
Health professionals were key sources of information, particularly the midwife. For some, it was easier 
accessing information from midwives because a relationship and trust had already been formed. 

 “From my midwife - I think they touched on it a bit at the antenatal classes too.”

 “My midwife was trying to tell me because she said you don’t give him a feed when he wants a feed, you   
 give him a feed every couple of hours, I was like no, I’ll give him a feed when I want to give him a feed or you   
 can get the hell out of my house, honestly you don’t tell me to stop feeding my kid.”

 “My midwife did talk about the sleeping positions and did describe it to me.”

 “Only through the packs and pamphlets but never with the Plunket nurse or anything like that. And   
 then we covered it from the hapu wananga, but it wasn’t through a judgemental way. And they talked   
 about the safe sleeping devices and how to use them… I would want my midwife, because I think I’d take   
 that advice from someone who has been with me through the journey of my birth. Rather than someone   
 I’ve just met for the first time and they’re trying to tell you a whole heap of information like you should do 
 this, like a Plunket nurse. Whereas you’ve formed a relationship with the midwife and you’re more    
 comfortable. You’re more open to their advice.”

Plunket was another service that was trusted by parents and caregivers to provide relevant and adequate 
information in relation to SUDI. 

 “It was eight years ago; the Plunket nurse did come over and talk to us about that stuff.”

Own Research 
Caregivers, particularly first-time parents sourced information from the internet and noted these sources 
providing insight on what SUDI was. 

 “I did my own research.” 

 “I went out and looked for information myself.” 

 “Midwives will mention it, but they won’t go into detail. So, I’m like okay wonder what that is and then I’ll have  
 to go research myself as to what happens.”

A common theme throughout the focus group was a desire to gain more relevant 
information regarding SUDI. 
 “Well you know having 5 kids I’ve never heard of SUDI until my grandson had a caesarean, and the nurse was 
 putting him in his cot and I’m like why Is he at the end? And she goes I know what I’m doing I’m experienced, 
 and I have 5 kids and she started talking and I’m like okay. Well I’ve never been told anything like that, but it 
 would have been good to get that kind of information.”

 “Yeah, I would have liked more information. I think it hit more of my brother’s son, because he died but he   
 slept on his own, he suffocated on his sheets, and he was eight months old. The nurse said it would have been  
 because he was exhausted, dehydrated, even though he was eight months and he could move.”

 “My nephew died in his cot, and we didn’t know why. I would have liked to know why?”

 “With Plunket they would just give me the pamphlet and say here are the factors, read up on it.”

30
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FINDINGS —
PERCEPTIONS  
OF A NEW  
SAFE SLEEP TOOL
(SUDI Risk Assessment Tool)
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Participants were introduced to the new Safe Sleep Tool and provided an explanation 
of its purpose and use (see Appendix 2). While the term Safe Sleep Calculator (SSC) 
is used within CMH, the word ‘calculator’ was avoided to reduce any misgivings and 
misperceptions of the tool.
Mothers and caregivers were asked the question - "Would you like to know if your baby was at risk of SUDI?" – to 
gauge the demand for a SUDI risk assessment tool. Nearly all participants agreed that knowing their child’s risk of 
SUDI was valuable. 

Participants were also asked if they had heard of the new Safe Sleep Tool. Two participants indicated that they had 
heard of the tool before the workshop. Initial commentary from these two participants reflected caution about its 
use and the way the tool would reflect them and their risk profile: 

 “Yes, I have (heard about it) and I’m having issues with it, because as soon as you put in that you are of 
 Maaori or Pacific ethnicity the risk factor increases, that is discrimination and I don’t like that at all. Just 
 because I am Maaori does not mean my baby is at any more risk than any Pakeha baby, that really pisses  
 me off.”

 “Yes. The tool made me think why is it like that?

Discussions on participants’ thoughts about the new tool reflected concerns about sensitivity and stigmatisation. 
While parents were convinced of the overall purpose of the new tool, there was a fear of judgment and lack of 
change. Additionally, caregivers did not believe that the use of the tool should be limited to health professionals 
and designated champions, but rather be open to all parents and caregivers to access and use.

The fear of judgement 
Every focus group referred to the fear of judgment from health professionals 
who collect data about their behaviours. This fear would impact on the way they 
responded to the risk assessment questions, and their willingness to participate:
 “Only if they ask in a non-judgemental way.”

 “I would give a false answer and it’s going to make me feel judged. If they say do you sleep baby in the cot or 
 on the bed? I’m going to say in a cot. If someone is dictating and say don’t put baby in the bed, you know in my 
 house I’ve got a 17 year old and he sleeps in the bed and have a thirteen year old and he sleeps in a bed and 
 none of them had naps, had this, but seeing the statistics of what was said would be good as well.”

 “My fear is being judged, and hearing ‘oh you're one of those parents’.”

 “I get to a point where I’m too scared to say yeah, they sleep with me, because they’re like, oh that’s not safe.” 

 “I’d be happy to answer all these questions but I think there are still people that would be ashamed or worried  
 about the judgement passed and just say no to things even if they did. I guess it will all come down to that 
 trust and having built that relationship with the person who has asked. And also if that person has access to 
 services that can help if you need help with smoking or drinking. And access to the right tools, whether it is 
 providing pepi-pods or wahakura. My midwife, she came and looked at baby’s bed, we talked about natural 
 fibres being breathable. I think you have to have a long-term relationship.”

How they ask the questions and deliver the results matter
Given the reluctance of mothers and caregivers to respond to the tool due to the 
sensitivity of the information and its potential to reflect negatively on families,  
the facilitator would need to gain the trust of mothers and families for the tool to be 
effective. Participants talked mostly about the manner and the approach taken by 
health professionals and facilitators when asking questions and delivering results:
  “In a nice calm way, like she’s not giving up.”

 “It depends on how they ask me, if a doctor or midwife says hey I’m going to ask you some questions, they may 
 be sensitive, but these are the reasons why we’re asking, to see if baby is at risk, then that’s ok.”

  “My one is to have understanding, it’s your job, everyone has individual cases, when you’ve had a really bad 
 day and your kids were up your nose in the morning and is to be able to understand the circumstances before 
 handing the message over, for me also is about having respect and the other one like for me, I’d rather have 
 people be direct with me and be very informative like tell me it’s like and then while you’re doing that have 
 some respect for me and then give me what I need.

Throughout all the focus groups, mothers, fathers and caregivers wanted to know 
their risk profile for SUDI. The consensus was that the tool needed to be completed 
pre and post birth to re-emphasise the safe sleep messages. They wanted to be 
screened during pregnancy  to help them prepare, and once baby arrivesd so they 
could receive the support they need. 
If their baby was found to be at high risk of SUDI, the caregivers wanted to be directed towards possible solutions 
and options available to them. 

 “If they said to me, that I’ve got a high risk I’d be like ok, then I’d want them to give me some personal 
 solutions. Like if the mum can’t stop smoking or something like that, instead of saying no you shouldn’t smoke 
 at all and leaving the mum all stressed that she needs a smoke. If they discuss other options like taking baby 
 out for a walk more often, airing out the room more often for half an hour or something like that. If they talk to 
 me like there is something that I’m doing that can help, I’d be more likely to take it on board.”

Who asks the questions and delivers the results also matters
There were also mixed views on whether they wanted the tool to be administered by 
a professional or for them to do it themselves. 
  “I’d be happy for someone to come from a team because it’s something that I’ve chosen to access, but again   
 it’s how they give you the information, no judgment. It’s the understanding and their approach and honouring  
 the fact that you want to make a difference.”

 “The way it is now, I don’t know if I’d use it because you got the info in front of you, but I don’t know, having   
 somebody professional ask me questions, it’s still feels like there’s a chance I’d be judged.”

 “I guess it will all come down to that trust and having built that relationship with the person who has asked.   
 And also if that person has access to services that can help if you need help with smoking or drinking.”

There were also those who preferred to do it themselves. 
 “Yeah you can keep it to yourself, don’t have anyone else in your business like ok you changed something.”

 “But if you did it yourself, you could be brutally honest because they’re only going to be seen by you, I don’t see 
 how some of us come from and is going to affect us overall.”



    

The Safe Sleep Tool should be available to all  
caregivers and family members
Those in attendance also felt that the Safe Sleep Tool should be made available  
to everyone irrespective of whether they were high or low risk.  
 
 “I think it’s fair too. I think it’s fair to at least be told that there’s this tool that you can access, and if they want to 
 they can still look into different things. Sometimes you may be low risk but the thing that stops you from 
 sleeping baby in a bed device is income but that’s not listed here.” 
 
 “Yes definitely, if they want to do it. Anything to do with the wellbeing of mum and baby should be offered. I 

 think just provide the information just to raise awareness. Make it more inclusive.”

 “I guess if everyone practiced it, like aunties, uncles, everyone throughout because everyone mothers  
 the baby.”

Suggestions for Improvements to the Safe Sleep Tool
At the focus groups mothers and fathers were asked to comment on the current Safe 
Sleep Tool and provide feedback on what they thought worked, and what they thought 
could be improved.

   Making the tool user-friendly: 
   “The numbers have to be easier to understand.”

   “Yeah, my personal view is that percentages work for me so like if it’s a 1 percent chance yeah,  
   but kind of If I had to look at this chart then I could be like what’s the percentage of 1 in 40,000  
   okay forget it.“

    
   Use of traffic light colours is effective
   “I think the colour is a really good idea, I personally don’t think the numbers are quite a good   
   idea, yeah." 
 
   “The colours prompt you to ask questions, like yeah okay how can I improve the situation. The  
   colours are good, like orange I need to do this, and this till I get to green.” 

 
    
   Use better images in brochure
   “The images look really grainy, the images itself look outdated, I feel like I’m reading an   
   anatomy textbook and whilst the information’s clear, so what grabbed me first was why do   
   babies die in their sleep? I want to read that, I went to flick through and I felt like I was looking  
   at a x-ray things for the doctors, doesn’t grab me, so what grabs me is this, yes the cute baby, 
   kind of at first glance gives you the key messages so I would look at that and be like cool, got 
   the message.”

   “I think if anything the images don’t grab me, it looks like something that would’ve been 
   published in the 1980’s.”
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The use of an app was not favoured 
“Apps take all my memory.”
“Apps can cause viruses.” 
 
 
 

Online images and videos are engaging 
“Stuff on Youtube - I find it more appropriate for me because it’s straight to the point. I think 
social media is ok, you could share it with other mums.”

“It’s just easier to use and everyone is on it.” 

“The pictures are engaging. And I like the colourful one because it’s shorter, it just gets to the 
point. And the \fonts easier to follow. Big and bold. But It has to be fast. I’d rather watch a 
video.”

“Messages that are clear and straight to the point. More visuals like videos and less pamphlets 
that we won’t read.”

Ethnic consideration required
“Absolutely, we need to see the ethnic statistics in our face but as a mother whether it’s your 
tenth baby or last one, its disempowering.”

“They need to translate it into different languages so that those who speak English as a second  
language can feel confident doing it.” 

“I would like the information for everyone in the family, and from someone we trust. Like for 
me, my midwife. I would also like the tool or information in English and Tongan, so we can pass 
it on to the family. The tool has to be easy to use and if people are delivering the messages they 
have to do it in a way that isn’t judging.”

Ensure support via wrap-around service and whaanau inclusiveness
They’re more supportive. As a mum you’re constantly having to deal with different people at a 
time, so having all of them under that umbrella and I think that’s important, if they can keep 
all the services together and stuff, I don’t know if it’s overwhelming or spread out, but mothers 
today are stressed out.Just to have one outfit and doing all of that would be amazing.”

“I think Turuki (Healthcare) does an amazing support job, I don’t know how to let them know to  
improve because they do it already.”  

“I’d like it through Turuki Healthcare because it’s easier than me going out and looking for it. 
So, support that is easy for me to get to and who I trust.” 

“I also think information for my mum because she’s my biggest help with my kids. Grandmas 
are so important, mine is Tongan so if they could give us support in the language that would 
be great too. I think it would also be good to show mums how to sleep maybe.”

“I think the best support is from your partners so messaging for both mum and dad and 
support for both. If there are risk factors, ways to get those risks down. If its smoking, how can 
you help me stop or get those in the house to stop. 

Have a contact person to draw information from if a mother is 
identified as being high risk.  
   
“In the first instance, like a contact number that you can call and say hey look I’ve entered in 
my information and its come in as this. And probably for me someone to come into my home 
and reassure me or show me and maybe bring the right tools whether it’s a pepi-pod or 
whatever it is to help me change that.”
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PERSONAL 
JOURNEYS
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To understand the views of mothers on safe sleep devices and SUDI, it was important to understand 
their realities and the things that shape the decisions they make. Six mothers were involved in 
empathy interviews using the life stories approach. This approach enabled mothers to share their 
experiences around sleeping practices and where their knowledge of SUDI came from. 

The following personal stories do not represent the experiences of all mothers who took part in the 
focus group; however, they provide valuable insight into the context these mothers find themselves in 
and factors that influence the sleeping practices that they use.

Nikki is a 37-year-old Maaori mother of three. She was born and raised in 
South Auckland, where she still resides with her husband. Nikki cannot 
imagine living anywhere else. She has a University level education and 
currently works full time. Nikki had all her babies in Middlemore hospital 
and she had a Well Child provider with all three children. All her kids slept 
in the same bed as her. 

Nikki had a bassinet and a cot for all her children, but it was difficult 
getting them to settle in them. After having two caesareans she noted 
how difficult it was using a cot because of the continuous bending over. 
Nikki’s older two children are now both in High School. When they were 
babies, wahakura’s weren’t so widely used and she didn’t know anything 
about pepi-pods. But if she was given the option of using them now she 
says,

“I’d use both, because our kids are dragged around sports, so I’d use it for 
sports because it’s easy.”

Nikki knows that the risk factors for SUDI include smoking and said that 
as a parent you should sleep your baby on their back. Nikki feels that 
more needs to be known about SUDI and that messaging should be part 
of antenatal classes. When asked about the her awareness of the Safe 
Sleep Tool, Nikki replied 

“Yes, it’s a tool that gives you gauges on the risk. You put in your age, 
whether you’re a smoker, things like that. Because I’m older I would like to 
know about it, because of the added risk. If I am high risk, I’d like to know 
because I think once that information comes to you and you're sitting at 
high risk it’s like saying, you have a possibility of having breast cancer, 
you’re going to want to know as much as you can.”

As a mother of three, Nikki notes that often the message is only as 
effective as the messenger and that rather than have Lead Maternity 
Carers (LMC) and professionals deliver the messages, whaanau members 
should be trained. Nikki states that even though she’s educated, if she 
was given the choice of getting messages from a ‘health professional’ 
or her mum, she would listen to her mum. Coming from someone you 
know, you’ll feel less judged. 

Nikki suggested having a user-friendly tool, something that you could 
do yourself every three or six months because “then you’ll be completely 
honest, and you don’t feel like you need to cover up.” And if messages 
are to be given by a person, Nikki noted the importance of doing it in a 
way that means mothers, fathers and whaanau don’t feel judged. She 
emphasises the need to consider the multi-generational households 
many find themselves in and not disregarding the influences of nanas – 
“to be effective you need a whole whaanau approach.” 

Gina is a 28-year-old mother of three. Her girls are aged five, three 
and six months. She was born in Tonga but migrated to New Zealand 
a decade ago and resides in Māngere with her partner. She has a 
Diploma and works locally full time. Gina had all her daughters at 
Middlemore hospital and remembers both her midwife and Plunket 
nurse discussing safe sleep options with her. 

Gina credits her last midwife with helping her change her sleeping 
behaviour with her daughter. With her first two pregnancies, she bed-
shared for two main reasons. Firstly, because it was more convenient, 
and secondly because of the direct relationship between bed-sharing 
and attachment in her culture. 

On receiving advice from her midwife not to bed-share and after being 
given a pepi-pod Gina decided to try  it out. Gina says “the truth is I 
wanted to experience what it was like because I hadn’t. After three 
months I thought hey it’s not a big deal, everyone asked don’t you 
want your baby to sleep with you? Of course you do, but this is a 
good way of helping them be independent.” Gina also noted that it 
was easier getting her youngest child into a routine because of the 
sleeping practices she had adopted. 

Gina admits to the hardship of living in Auckland and because of her 
living situation in New Zealand, all three children have been sent to 
Tonga, however they visit often. When asked about her attachment 
with her daughters, Gina notes – 

“With my last one I found it easy to let go because she wasn’t with me in 
bed, the bond wasn’t that strong. For me and her, she’s fine she doesn’t 
really miss me, I think she does but not like the older two.”

Prior to coming to the focus group, Gina admits that her knowledge 
of SUDI was extremely limited, but as a result of being around other 
mothers and fathers who shared their own personal experiences her 
knowledge increased. Gina is now aware that “the risk factors begin 
even before pregnancy if I smoke, and that goes to the baby and it 
affects their health.” She admits “I’m usually a smoker but throughout 
my pregnancy I don’t… at the focus group one of the mums lost her 
baby to SUDI because her baby suffocated. That for me has raised 
awareness, hearing it first-hand what could happen.”

Gina is now more aware of things she can do to minimise risks for 
example, “make sure they sleep on their back, make sure there’s 
nothing around them that could suffocate them.” Culturally, there 
were things that was passed onto her by her parents that she believed 

Key considerations:
 ▶ Information on the benefits of sleeping devices should be more widely delivered, as well as giving parents  

 and caregivers the options of using them. 

 ▶ SUDI messages should be delivered during the antenatal stage. 

 ▶ Key SUDI messages should also be delivered to whaanau. 

GinaNikki
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raised the risk, “as Tongans we’re told to cover their head in case they get a cold and stuff, and always cover up the 
baby, but I’ve learnt that it’s not necessary.” She admits that “it’s hard changing behaviour because my mum when 
she came said would ask why is she sleeping on her back have her on her side, I would say, no this is what the 
midwife said. I started to see the benefits of knowing these things.” 

Gina had never heard about the Safe Sleep Tool, and when she was shown the Tool she noted that from her point 
of view it needed to be more interactive, and that having it in her native language, and more inclusive of family 
(because they look after baby too) would be more useful. 

Key considerations:
 ▶ Consider the role of midwives in shaping safe sleep practices. 

 ▶ Decisions to change safe sleep practices are made easier when sleep devices are provided. 

 ▶ For tools to be used, they need to be interactive. 

Tiale is a 40-year-old mother of five and a proud 
grandmother of two. She is of Samoan and Chinese 
descent and 35 years ago she migrated to New Zealand 
from Samoa with her family. Since then Māngere has 
been her home. She is a home maker, looking after her 
grandkids and her elderly parents. 

Tiale has no secondary school qualifications and that has 
been something that has often stopped her from asking 
questions because of fear of judgement. Tiale had all her 
children in Middlemore and during her pregnancy had 
a LMC who she remembers briefly telling her about the 
importance of safe sleep. 

When her children were infants, Tiale bed-shared with 
her five daughters. “I was that paranoid that something 
was going to happen while they were asleep that I had 
all my five daughters sleep with me until the morning.” 
Although it led to sleep deprivation, she would monitor 
the movements of their chest to ensure that they were 
breathing. 

Although Tiale knows about safe sleeping devices, she’s 
never considered using them because “a cot was so far 
away from my bed and I was scared because baby was too 
far and I just think cot death so I get paranoid. There’s the 
basket looking one and the plastic. The Wahakura was nice 
looking but it looked flimsy and the plastic made me feel 
like I was putting my baby in a container.”

Tiale associated SUDI with cot death, because “that’s all I 
hear cot death” and although she had never experienced 
it herself she had a friend whose baby passed away 
because of it. That was a reason why she was reluctant to 
put her babies in a cot and wanted her children close to 
her. 

Through conversations with other mothers and the 
experiences of her friend Tiale learned that a key risk 
factor for SUDI was smoking and having too many 
blankets that could potentially cover the baby's face. 

Tiale gained more insight from talking to mothers than she did from her previous health professionals (GP and 
midwife) because “they mentioned things like don’t smoke, but not to the extent of what I got from other mothers who 
shared the why, and I have had five kids.”

When shown the Safe Sleep Tool Tiale said she had never heard of it but was open to the idea of it. She thought it 
would be a great idea to be screened before and after having a child because “you just don’t know, if risks present 
later.” She also believed that when it comes to safe sleep messages everyone should know because everyone has a 
role in raising a child. 

Tiale was open to the idea of a health professional asking her questions but in a way that showed “they cared.” And 
although preference for some is through devices, Tiale noted “I personally prefer face to face interaction, I think in 
terms of response it should be delivered to the whole family so that everyone is on the same page. I also think it should 
be in multiple languages. Like, I have family members who don’t speak any English, they just nod and they won’t tell 
you they don’t understand because they’re stubborn. I think if you had people trained to speak multiple languages 
delivering the messages, that would be more effective.” Tiale's responses highlighted the fact that multiple 
approaches should be considered when using the tool. 

Key considerations:
 ▶ Mothers can be too shy to ask questions, so building rapport and prompting discussions are important  

 in building health literacy

 ▶ Consider the influence of the wider whaanau in shaping the decisions made by parents to bed-share.    
 Consequently, messages and programmes should include the whaanau. 

 ▶ Any SUDI risk tool should be translated into relevant ethnic languages to ensure the messages are 
 fully understood. 

Tracey is a 23-year-old mother of three. Her children are all under the age of six. 
She is born and raised in South Auckland and still resides in the suburb she grew 
up in. Her partner works out of town to provide for their growing family, but Tracey 
notes feeling lucky, because her family live down the road and can help with 
looking after her children. She is currently a home maker and had her last baby 
at the Pukekohe Birthing Unit, which she preferred to Middlemore because of the 
added care she felt she received. 

During all of her pregnancies Tracey had a midwife who went over safe sleep 
options with her during her pregnancy. She also had a Plunket nurse but can’t 
remember being told about safe sleep options after having her children. Tracey 
noted that she didn’t feel she knew enough about SUDI or the risk factors. 

At a recent focus group, Tracey saw a wahakura and during the interview 
expressed wanting to have one because “a couple of the girls were talking about 
it so I wanted to see where we go to get one. A couple of them said that they’re 
about $300 just to get one, that’s the only thing.” Although Tracey knew about the 
pepi-pod she didn’t want one because “it’s plastic, and I’m like no I’m not putting 
my baby in plastic, it has no insulation and its built on plastic and with the heat, 
this house sucks in heat.” She knew about other safe sleep devices like a cot or a 
bassinet but found it difficult to settle her children in them because they’d always 
wake up. 

As a result of affordability, Tracey’s preference is to sleep her baby on the couch 
because it’s more comfortable for her. Although there is a bedroom for Tracey and 
her children, they all sleep in the lounge, Tracey says “baby sleeps on the sofa, our 
bed is usually down here (on the floor) but if we’re in the room she’s in her cot, she 
also has a bassinet as well.” To ensure that her children are safe, Tracey notes that 
she barely sleeps. “I’m up most of the time cautious of things, if people are going to 
come in. Cautious all the time. I’m a light sleeper, I probably sleep during the day 
with her it’s a better time to sleep but during the night I’m up 24/7.”
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Tracey noted that before talking to other women about SUDI at a focus group she took part in she knew very little 
about SUDI. She now knows that risk factors include “the way they sleep, when you breast feed your baby while 
you’re half asleep, if mum’s a smoker or a drinker, also when you have too many blankets that can go over their head.” 
The main protective factor for Tracey was “having her own space to sleep to minimise the chances of someone rolling 
over.”

Prior to the focus group Tracey had known nothing about the Safe Sleep Tool but noted that she would use it only 
if it had been tested by others and they recommended its usefulness. Tracey wasn’t sure about having a midwife 
or GP ask questions because “when I had a lot of questions to ask it felt like they got annoyed at me. So the way I’m 
received would play a role in how I accept it. You can see in their body language when they’re annoyed. But I think they 
should explain why it’s important and needed from the beginning.”

Tracey wanted to know if she was low risk or high risk (as predicted by the tool) but suggested that more be offered. 
If support or insight wasn’t given it could do more harm. She says

“I would be scared though, it would scare me where I don’t want to be alone with baby, because I wouldn’t know how 
to resuscitate my baby. But maybe that’s something for them to consider, if something happens to baby and she’s 
been identified as high risk what do I do? I also think a whaanau approach would be good. They should form support 
groups or get educators like you guys, to do home visits or group visits, go to the midwives centre so that you can 
talk about SUDI more. And the messages you give us should be given to the rest of the family because everyone looks 
after baby. Not just get handed a pamphlet because you don’t have the time or energy to read it. I’d want to know 
everything, where to get support, who to talk to if I’m worried.”

Tracey concluded by saying - “Make the tool informative, something that would help everyone understand if there is a 
risk or what the risks are. Something that is easy to use, in a non-judgement way. I think they need to talk more about 
SUDI because like with me, I’ve had three kids and I’ve never been told anything about it. I also think the tool should 
have information about support, and if someone lost their baby – what next? When it comes to screening I think they 
need to be consistent with their messages too. Like I’ve had different midwives with my babies and one talked about 
the risk of smoking, the other didn’t.”

Key considerations:
 ▶ Mothers may want a safe sleep device but may be restricted because of cost. 

 ▶ During pregnancy and after birth it is important that parents and caregivers receive adequate information about 
 safe sleep and the risk and protective factors for SUDI. 

 ▶ Delivery of the SUDI risk tool needs to be done in such a way where parents/caregivers do not feel judged.  
 Empathy is key. 

Nora is a mother of three. Her children are aged 8, 5 and six months.  
She is in her late 30’s. Of Maaori and European decent, she was born 
in New Zealand and has lived here her entire life where she works part 
time in South Auckland. Nora, along with her husband attended Hapu 
Wananga for her youngest child, and as a couple they decided to have a 
home birth. 

Due to her health conditions, Nora has never considered bed-sharing with 
her son. She explains “I have epilepsy so I don’t feel safe letting him sleep 
with me in case I have a seizure and hurt him, so he always goes in to his 
basket even after he feeds. I swaddle him and put him back into his basket.” 

Nora is aware of the risks of SUDI and the importance of minimising risks. 
She is aware of the importance of making sure baby is sleeping in his 
own bed, and that she gives up smoking and alcohol during pregnancy. 
Though a smoker, Nora acknowledges, “I’ve been a smoker who has given 
up for each of my pregnancy and during the time that I’ve breastfed.” For 
Nora, her main cue is her epilepsy and having had a family member who 
rolled onto one of her babies in her sleep resulting in a SUDI death. Nora 
is also aware of the different safe-sleep devices, having a moses basket, a 
wahakura, a pepi-pod and a cot. 

Nora credits the wanaga she joined with providing her with the relevant 
information needed, in a non-judgmental and inclusive way. During her 
time with the wananga she was given a pepi-pod but stated “they’re quite 
big to fit into the bed when you’ve got mum and dad either side. And I didn’t 
end up using it because baby didn’t settle well in it. I don’t know if it was 
the mattress or the sound it made when you hit it. It was an awkward thing 
to have in bed or find a place to put it in the room.” She did however note 
being thankful to have been part of the wananga where she was able 
to weave a wahakura and an ipu whenua for her son’s placenta. Nora 
enjoyed the convenience of the wahakura and liked that you can lift the 
whole thing off. Sometime when I’m gardening out I’ll take baby out for 
his day nap.

When asked about the safe-sleep Tool, Nora believes that the success 
of the safe-sleep Tool comes down to its delivery. “I know when they did 
the hapu wananga they had that machine that you could blow into and 
it showed what baby's oxygen levels was and what mum's oxygen levels 
were. But it was done in an awesome way where there was no judgement. 
It was if you want to see what your levels are or baby's level we’ll show you. 
I think it’s how you approach someone with that information.”

Nora believes that the way information is provided determines whether 
it is taken on board or not. For example, with her first three pregnancies 
she signed up for antenatal classes and said she took little out of them 
because the language was too clinical. “But I think a programme like the 
hapu wananga, the way they put everything across and then had all of 
the people from the different associations come in, like the fire people, the 
dental people, community services. So all of the places that you might need 
came and talked and shared information and at the end of it you had all 
the resources you need. There was the people to help with quitting smoking 
or drinking, the pepi-pod people, they all came over the two days and left 
their information and at the end of it you had all the resources you needed. 
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Sally is a 19-year-old New Zealand-born Tongan with a six month 
old son. She has been with her partner since she was thirteen and is 
currently an at home mother. Sally lives with her partner and his family 
and acknowledges drawing on the support of both sides of the family 
for the childcare of her son. 

Her son sleeps in the same room as Sally and her partner, usually in his 
pepi-pod. During the day if it’s a quick nap Sally will lay her son on the 
bed, setting a boundary with a blanket, but notes “keeping my eye on 
him at all times.” While she breastfeeds, she was advised to be mindful 
of sleeping during breastfeeding. As a result, Sally tries to make it a 
habit to put baby in the pod while he sleeps. 

Since his birth, once or twice she’s put him in a bassinet but says he 
can be unsettled. She makes sure that he’s not too cluttered with a lot 
of blankets, or pillows that could suffocate him. Sally says “sometimes 
I have fallen asleep, and my partner has come and taken him to put him 
in his pepi-pod. But the main thing is making sure my son is comfortable. 
Making sure he’s clean and not sweaty, I try not to overfeed him before 
he sleeps and just making sure he’s burped.” 

As a first time mother, Sally admits to being overly cautious. Sally 
wakes up intermittently, to make sure that he’s breathing properly and 
comfortable. She makes sure that he’s not near the edge but admits 
being thankful to having supportive people around her. “Sometimes 
when my partner sees I’m really tired he’ll make sure that I don’t fall 
asleep. Neither of us drink or smoke, it’s our first child so we don’t want 
to risk anything. During the day I’ll put him in the pepi-pod when its time 
for him to nap, but I make sure he’s in arms reach. I like the pepi-pod, its 
sturdy and safe.” Sally notes that “Growing up I didn’t know much about 
pepi-pods, but when I got pregnant I started researching everything. I 
started reading reviews online for pepi-pods and I seen the wahakura. 
It took a while for my family to get used to it, but I think it helps a lot 
because I don’t have to worry if I roll over because he’s in a safe space. I 
mean, we don’t want to put our babies at risk. I like it.” 

Sally gets a lot of information online, and she enjoys reading stories 
from mums. When asked about sleeping devices she notes “I like the 
idea of a wahakura, I think my mum would like it because she loves 
weaving stuff, and it looks a lot more culturally appropriate. My mum 
and his mum are really involved in bringing up kids. Like I know I had 
an LMC, but then there are the Pacific LMCs, that’s your mum and 
aunties.” 

Do you need help getting smoke alarms in your house? Everything was put on the table and made available for you 
to get help.” Nora found this extremely helpful, and it gave her the confidence she needed to ask questions, and to 
follow through in practice. 

Key considerations:
 ▶ The environment babies are born into and health issues that parents may have, affects whether the baby is  

 at increased risk of SUDI.

 ▶ Joining a hapu wananga, and introducing parents/caregivers to agencies who could help. 

 ▶ Creating opportunities for mothers to make their own wahakura, as well as serving as a safe-sleep device they 
 can also have cultural and sentimental value. 
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Sally knows the risk factors for SUDI, she notes “making sure we’re not smoking or drinking around the house, making 
sure he’s not sleeping on his tummy, those kind of things.” When asked about the protective factors she added “doing 
the opposite of the risk factors, and for me I think prayer. My faith has helped me heaps especially when I start to feel 
stressed. I think team work as well, when I’m tired I have someone there helping me look after baby , as a first time 
mum, I get paranoid, so I ask for advice, if I don’t know anything. I’m also good at asking questions so I’m not shy to do 
that.”

While Sally knew about the risk factors she had never heard of the SUDI risk tool. She said the information she 
gathered was largely based on her own research. When asked about her thoughts of the tool, she states “I know 
heaps of people that wouldn’t want to know if their baby was at risk, I would want to know. But if it is said to me in 
a way where I feel like I can do something about it, but not in a judgemental way. I’d probably want it done by my 
midwife because we had a really good relationship, but it would be awkward because I live in a crowded house, so 
if the questions relate to situations beyond my control, and if the questions make me feel like a bad mum then I don’t 
know. If I was at risk, I would want to know where to get support from, because if I’m told you’re at risk and there’s 
no “what’s next”, where I can go, how my household can contribute as a collective to help, I would want to know that 
because if I didn’t I’d probably feel overwhelmed.” 

Key Considerations:
 ▶ The fact that many young parents use the internet to gain information on safe sleep practices. 

 ▶ Consider key people who provide information to mothers and how to involve them in the delivery of key  
 SUDI messages. 

 ▶ If the tool shows a mother is at risk, it is important to follow up with information on where to get support. 

Sally
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DISCUSSION 
& CONCLUSION

DISCUSSION
 ▶ PROVIDE SUPPORT FOR POSITIVE CHANGE 

 
Building trust also relates to the reputation of health professionals and health systems in responding to identified 
risk and needs. Scepticism among consumers in the ability of an assessment to lead to a timely and appropriate 
response can also impact on families’ willingness to participate and the quality of participation. This consumer 
feedback aligned with comments from  the CMH workforce who also referred to the importance of responding in a 
holistic manner to the needs of families through a wrap-around service. Achieving effective collaboration among 
relevant services is a challenge and so too are the limited resources available to health professionals. 

 ▶ SAFE SLEEP TOOL DETAILS

The ethnicity variable in the Safe Sleep Tool caused consternation among a few participants who felt that it was 
unnecessary to include in a risk assessment tool. This has been raised previously by health professionals and as a 
result, a decision was made to include ethnicity to inform any potential follow-ups or support required, however 
ethnicity will be excluded from the calculation of risk.

Mothers and caregivers were generally supportive of carrying out risk assessments during pregnancy and just after 
birth. Participants also favoured the traffic light system and percentages for risks. There was a lukewarm response 
to developing an app for the new tool, but videos were highly recommended as a way of engaging with consumers 
and providing content that is easier to digest. 

While the consultation was focused on preventing SUDI, a couple of participants discussed their own experience of 
losing a loved one to SUDI and the lack of support for a grieving family. This lack of response should be considered 
by CMH. 

CONCLUSION
A systems-wide approach to SUDI risk assessment must be people-centred and address the concerns of mothers 
and caregivers about routine screening and data collection of personalised information.  Ensuring empathetic 
engagement and emphasising the importance of building trusting relationships with families should form a 
mandatory part of workforce development within CMH. With regard to the Safe Sleep Tool itself, making it more 
widely available and accessible may help to socialise the process of SUDI risk assessment within the community.  
Visual improvements to the Safe Sleep Tool and corresponding brochure would also help with understanding the 
purpose of the new tool and reducing anxiety about the process. Having timely and effective supports for high risk 
families is an essential element of the SUDI prevention programme.  Not only will an appropriate response protect 
the most vulnerable babies and families, it will help to build the trust consumers have in screening processes and 
their impact.

 ▶ CONTEXTUAL FINDINGS

Much of the findings from the exploratory questions on SUDI prevention knowledge and bed-sharing practices 
affirm earlier studies on infant care practices10. The context findings showed that the majority of mothers 
(approximately 82%) had discussed safe sleep options for their baby, with a health professional – lead maternity 
carer and/or well child nurse. This aligns with previous research undertaken in Auckland on infant care practices 
related to SUDI11. However, despite the high proportion of mothers having had discussions with a health 
professional, many did not strictly adhere to best practice SUDI prevention advice, socialised by the health sector 
through P.E.P.E8. Despite widespread availability of baby bed options among participants, almost half of mothers 
had bed-shared with their infants, reinforcing previous findings of infant sleeping practices in South Auckland10, 
and among Maaori and Pacific women. Furthermore, just over half of mothers were aware of the risks of SUDI 
with a third ‘sort of’ aware of the risks while 1 in 7 did not know the SUDI risks. These findings suggest the need for 
SUDI prevention efforts to expand beyond routine discussions with health professionals. In saying this, the goal of 
routine screening for SUDI risk may not necessarily decrease bed-sharing practices, if the risk of SUDI is found to be 
low for some mothers and they therefore choose to bed-share safely. Nonetheless the aim of reaching mothers and 
caregivers of babies who are of high risk of SUDI may be achieved through the use of a safe sleep risk assessment 
tool, with a greater focus on supporting mothers and families in decreasing the risks through holistic care and 
support.

 ▶ FEAR OF JUDGMENT 
 
Overall mothers and caregivers were not against the idea of a SUDI risk assessment approach that would inform 
them of their baby’s risk of SUDI and that would lead to a relevant response that would improve their infant care 
practices for safe sleep. In fact, participants were supportive of a tool that would be more widely available to the 
public to examine for themselves their own risk profile. Rather, the main cause for concern across all focus groups 
was the potential for the tool to stigmatise mothers and their families through the sharing of personal information 
related to their behaviour, practices and socioeconomic status. Participants were wary of yet another data 
collection system that may reflect them negatively on them, despite tool's purpose of assessing risk for the sake of 
identifying those in need. Sensitivities regarding systems that determine whether a mother or family is ‘fit’ to care 
for a child can pose challenges when using the tool. This concern may lead to response bias (e.g. a mother who 
knows that bed-sharing is a risk may respond contrary to what they practice) or to parents declining the invitation 
to participate. Evidence exists of the health system’s unconscious bias towards Maaori families in relation to SUDI 
prevention12 as well as evidence that Maaori, Pacific and young mothers feel judged when interacting with the 
maternity care system in CMH13.  While systemic change is required to address these stigmas and biases, any new 
SUDI prevention initiative, particularly if it necessitates accurate collection of information, must play it’s part in 
acknowledging and responding to these concerns from families.

 ▶ ‘WHO’ DOES THE SCREENING AND ‘HOW’ IT MAKES A DIFFERENCE 
 
To overcome the fear of being judged, mothers and caregivers need to have trust in the health professional. 
Participants referred to the importance of ‘who’ carries out the assessment and ‘how’. Health professionals need to 
be made aware of unease among mothers and parents and reassure their clients of the privacy of their information 
and the purpose of the tool. Empathy and its range of manifestations, such as tone of voice and body language, 
were mentioned. The findings from a consultation with SUDI-related health professionals in Counties-Manukau14 
Health showed that the workforce was conscious of key requirements in engaging well with consumers. Health 
professionals were mindful of the need to be ‘understanding’ and to have the ‘right people’ when interacting with 
families from different backgrounds. They also referred to being culturally capable and/or competent and believed 
in the need to reduce inequities among the South Auckland population.



Appendix 1: Focus Group and Interview Documents
Focus Group Questions: Workshop Outline .

INTERVIEW SCHEDULE 

Care and Safety of baby while caregiver is sleeping 
 ▶ Where does your baby sleep while you are sleeping? 

 ▶ How do you ensure your baby is safe while sleeping? 

 ▶ Is this same place during day and night? 

 ▶ What are your views on: 

• A pepi-pod o Wahakura o Bassinet o Cot 

• Other baby bed 

 Sudden Unexpected Death in Infancy 
 ▶ What do you know about SUDI? 

 ▶ Do you know what the risk factors are for SUDI? 

 ▶ Do you know what the protective factors are for SUDI? 

SUDI RISK TOOL (explain what the tool is about – try not to mention ‘Tool’)

A. Has anyone here heard about the SUDI risk tool?

B. Would you like to know if your baby was at risk of SUDI? 

C. What are your thoughts on GPs and Midwives asking a few questions to test whether or not your infant is at risk  
 of SUDI? (screening) 

D. What do you think about this kind of screening taking place during pregnancy (33 to 36wks)? After birth – first 
well   child check? 

E. Do you think this tool should be available for anyone to access? 
 
RESPONSE: 

High Risk 

A. If you were screened and identified as having a baby at risk of SUDI, would you want to know how to reduce 
 this risk? 

B. If you were screened and identified as having a baby at risk of SUDI, would you want to know about any 
 supports available? 

C. If you were given a baby bed option would you use it? Which baby bed would you prefer? 

D. What other information or supports would you like to receive at this point? 
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 Low Risk 

E. If you were screened and identified as having a baby at low risk of SUDI where would you place baby to sleep   
 while you are sleeping? 

F. What information or supports would you like to receive at this point? 

Creating the Vision – “HOW MIGHT WE...” 

How might we create an ideal response to high-risk SUDI 

 ▶ Fast innovation - write down any radical ideas you might have - no idea is a silly idea. Two minutes. 

 ▶ Any ideas that you think of just place it on the sheet 

 ▶ Group common ideas together 

 ▶ Place a sticky dot next to your ideal/priority areas 

 ▶ This will determine our TOP THREE or FIVE. 

 
Participant Information Sheet
You are invited to take part in a project seeking families’ views on care and safety for their babies while caregivers 
are sleeping, and families’ thoughts on preferred baby bed options. Your input will assist Counties-Manukau Health 
in developing a model of Sudden Unexpected Death in Infancy Prevention to provide support for families with an 
infant. This project will contribute to Counties Manukau Health’s goals to ensure all children have the best possible 
start to life.

It is your choice whether you participate. If you choose to take part in this project but change your mind anytime up 
to the start of the workshop, you may withdraw. 

This Participant Information Sheet will help you decide if you would like to take part. It explains the project, what 
your participation involves and what happens after the focus group. We will go through this information with you at 
the start of the workshop and answer any questions you have. 

Please make sure you have read and understood this information sheet. If you agree to participate, you will be 
asked to sign the Consent Form on page 4. This copy of the Participant Information Sheet is yours to keep. 

Who can participate? 
We are looking for mothers who have given birth in the past year and who live in the Counties Manukau region. The 
focus groups will be facilitated in English however we do have researchers who are able to converse in Samoan, 
Tongan and Niuean should you wish to use one of these languages. Two of the focus groups will be led by a Maaori 
facilitator if you wish to speak in Te Reo. 

What will my participation in the project involve? 
Your involvement in the project will be to attend one of the focus groups scheduled. The focus group will be 
approximately 60-90 minutes long and will be audio recorded. 

Participation in this study is entirely voluntary: it is your choice. If you choose not to take part, you will not be 
affected in any way. But if you agree to take part, you are free not to answer certain questions or not to participate 
in certain parts of the discussion if you are not comfortable in doing so. 

All information collected from the questionnaire and the focus group meeting will be stored in strict confidence in a 
locked filing cabinet in a locked office. No material will allow us to personally identify participants. However, please 
note that any data collected during the focus group cannot be withdrawn once the analysis is complete. 

What are the risks? 
Please note that as focus groups consist of a number of people, your participation and contributions is not 
anonymous or confidential to the other participants in the same focus group. However, all participants will be 
asked to “agree to respect and treat as confidential the contribution of other focus group participants” when they 
sign their consent form. 

The only risk involved for participants taking part in a focus group is the possibility that the discussion could touch 
on culturally sensitive or personally sensitive matters. In the event you feel uncomfortable at any time during the 
focus group meeting, you will be completely free to leave, with no questions asked. 

If the discussions trigger uncomfortable feelings (such as guilt), you are welcome to talk to any of the researchers 
who will be happy to listen to your concerns and/or refer you to specialist services that could help. 

What happens after the focus group? 
Audio will be electronically recorded and then securely stored in computers protected by passwords. Audio 
recordings will be transcribed by the researchers. 

None of the anonymous information from audio recordings will be made publicly available. All information 
obtained for this project is of great value and will be stored indefinitely in a secure manner in password-protected 
computers. No third parties other than the researchers and those conducting the focus groups will be involved. 

What happens if I change my mind? 
Participation in this project is entirely voluntary, and you will be free to withdraw at any time. However, the focus 
group session will be audio recorded, and we will not be able to turn the audio recorder off once the session has 
started. 

Please note that once the focus group has occurred, we will be unable to separate the comments made by 
individual participants and it will not be possible for you to edit the transcripts. However, this information will not 
be personally identifiable in any material stored in writing or in audio. 

Please note that we will always be accessible if you have any questions about this project. 

Who do I contact if I have more questions or if I have concerns? 
If you have any questions, concerns, or complaints about the project, you can call, text, or email us: 

 Mary Roberts/Operations Lead 

 Phone: 0211277698 

 Email: mary@moanaresearch.co.nz 

 If you want to talk to someone who isn’t involved with the study, you can contact an independent health and 
disability advocate on: 

 Phone: 0800 555 050 

 Email: advocacy@hdc.org.nz 



CONSENT FORM

This form will be held for a period of 6 years. 

Please tick to indicate you consent to the following: 

Declaration by participant: 

I hereby consent to take part in this study. 

 

Participant’s name: ___________________________________________________________ 

Signature: __________________________________________________________________ 

Date: ______________________________________________________________________ 

I have read and I understand the Participant Information Sheet. Yes
I have been given sufficient time to consider my participation in this 
project. Yes

I am satisfied with the answers I have been given regarding the project 
and I have a copy of this consent form and information sheet. Yes

I understand that my participation in this study is voluntary (my 
choice) and that I may withdraw from the project at any time without 
this affecting me in any way. 

Yes

I consent to the research staff collecting and processing the 
information I give in the questionnaire (such as age, address, ethnicity, 
and level of education). 

Yes

I consent to the research staff audio recording the focus group 
meeting. Yes

If I decide to withdraw from the project, I agree that the information 
collected from me to the point when I withdraw may continue to be 
processed. 

Yes

I understand that my participation in this study is confidential and 
that no material that could identify me personally will be used in any 
reports on this project.

Yes

I know who to contact if I have any questions about the project in 
general. Yes

I agree to respect, treat as confidential, and not disclose the 
contribution of other focus group participants. Yes
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