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Managing the New Zealand Cot Death
Study: lessons from between the rock

and a hard place

CAROLINE EVERARD'

Introduction

The Sudden Infant Death Syndrome (SIDS) experience in
New Zealand has implications for research and health
promotion. The scientific papers from the SIDS study are
numerous, however the social lessons from the experience of
interviewing families who
have recently lost an infant
are not documented. It is
important to record the
lessons we have learnt. This
articleiswrittenin two parts.
The first part is an informal
talk given in the Auckland
University, Medical School
soon after the NZCDS
ended. | have left it largely
unedited, as | believe it

“ The NZCDS opened up a
Pandora’s box of social
problems, cultural issues,
classification anomalies, legal
inequities and columns of
folklore and the lid will never
fit back again.”

Part 1: Presentation to researchers in
the Auckland Medical School in 1993

There is the whole side of the NZCDS that falls outside the
usual immediate scientific considerations - issues like the
rights of interviewees and interviewers; expectations and
commitmentsraised by initiating the study; and the politicising
of workers in the field at a different rate to researchers. The
NZCDS opened up a Pandora’s box of social problems,
cultural issues, classification anomalies, legal inequities and
columns of folklore and the lid will never fit back again. Yet
the only items that have received real attention so far are 3 or
4 modifiable risk factors. One modifiable risk factor, that of
prone sleeping, has had a
dramatic impact on the cot
deathratesin the non-Maori
population but over all it
leaves me and some of the
interviewers and others
asking the question “Is this
really all we get for all that
work and the public money
spent”?

Scientific papers that

reveals the dilemmaofbeing
caught between the
research team and the community. The second partisa paper
for the International SIDS Conference in Washingtonin 1995
in which | endeavour to evaluate why the SIDS research
appears to have been more successful in one community
than the other.

A multi-disciplined, multi-cultural and multi-centred team
has regrouped to carry out further research into SIDS. The
painful lessons from the SIDS experience described below
are being incorporated into the research process. Many of
the original SIDS researchers are involved in the planning of
the new research thrust. The intention of this article is to
question the process in order that we may progress and not
to criticise individuals.

*National Maori SIDS Prevention Programme, Department of
Maori and Pacific Health, School of Medicine, Auckland
University, New Zealand.

describe research have a
particular structure and
framework and use language that distances the researcher
from the problem - | thinkiitis called objectivity or lack of bias.
This paper transgresses this western science notion and
shoots from the heart. However, the aspects of the data
gathering addressed affects the validity especially where
cultural boundaries are crossed.

The team

The NZCDS team consisted of 6 paediatricians, 19
interviewers, an epidemiologist, a biostatistician and a
pathologist. As co-ordinator | was the last person to be co-
opted onto the team. | missed being involved with the
selection of interviewers and their training but most of all 1
missed the debate as to the aims and objectives of the study.
For a co-ordinator to fully play their role in a team they need
tobeinvolved from the start. They have to negotiate between
the researchers, the interviewers and the interviewees. The
interests and rights of all participants needed to be identified
and a culture of commitment to solving the issues that the
research established.
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This study would only be as good as the data collected both
in terms of numbers of interviews completed and in the
quality of data collected. Apart from the 1,592 interviews of
control families we also interviewed approximately 400
families who had lost babies recently. The interviewing of the
control families was less stressful but notas much as mightbe
imagined. The interviewers were experienced Plunket and
Public Health nurses who thought they knew the New
Zealand public well. However, in changing their role from
nurse-in-charge doinga “house call” toresearchinterviewer,
neutral recorder and empathetic listener they heard and saw
things that was to change them.,

Collecting consistent valid data

The Auckland interviewers met regularly and talked often
by phone. | was able to use their experiences with the
questionnaire, the questions that arose over interpretations
of the data and the interviewing hiccups to inform and dlarify
situations for the interviewers in other parts of the country. |
did this by sending out a newsletter every two months and
updating the questionnaire manual. By checking the
completed questionnaires as we received them we were able
to pick up mistakes and differentinterpretations by interviewers
quickly and standardise responses. We also shared
experiences aboutinterviewing and came up with a philosophy
on interviewing. This was really born out of the extreme
sensitivity needed to ask people, who had just lost their
babies, for an interview.

The interview

It was very important for interviewers to appear as neutral
as possible. They were calling on people cap-in-hand to ask
for their help and co-
operation. People were not
under any obligation to give
an interview. At the same
time the interviewers
needed to be totally sure
that the research was
important and being done
withintegrity. They needed
to be able to convince
people of their sincerity and
genuine belief in the worth
of the study - their body
language told it all. Most of

“Interviewees needed to feel
and be in control. This comes
down to a basic respect for the

people who were to be
interviewed and an effort to set
up an equal power relations in
research situations where this
seldom happens. ”

cases where the interviewer arrived cold they always had a
much harder time getting the interview. We advised our
interviewers to take their shoes off at the door, and to be
sensitive about what they put on the table. Dogs were the
bain of all the interviewers and the most creative answer was
to carry dog biscuits.

Theinterviewer usually called on people to make the actual
interview appointment. This gave people a chance to sum
them up, apart from the fact that far fewer people have a
telephone than we appreciated at the outsetof the study. This
did vary from area to area, the telephone approach seems to
work much betterin Remuera thanin South Auckland. In the
rural area of the South Island the telephone was a pretty
standard form of communication. It was really important for
the interviewers to let people make up their own minds about
when the interview should take place, where and with whom
present. Interviewees needed to feel and be in control. This
comes down to a basic respect for the people who were to
be interviewed and an effort to set up an equal power
relations in research situations where this seldom happens.

Support for interviewers

In order for the interviewers to be focused it was important
to support them. Often only | knew what they were going
through. Husbands, partners and children still wanted life to
proceed as normal and interviewers needed to keep home a
sanctuary to retreat to. We talked a lot about different ways
of relaxing and keeping the spiritual and physical side of
ourselves intact. When it all got too much we had “mental
health days”. | spent a lot of time on the phone talking to the
interviewers. We builtan amazing team spirit,in which whole
families were involved. Out
of the 19 interviewers that
started 14 remained to the
end, 3 years later. Keeping
the team intact avoided
more training or loss of
consistency in data
collection. Tomaintain data
quality, it is important that
interviewees and
interviewers felt supported
and appreciated. The other
people who supported us
were the data capture group

the interviewers got

themselves some very neutral outfits; jewellery and makeup
were toned down. This is not to say that the interviewers
deliberately dressed down - they just didn’t dress up. These
sorts of conscious decisions with their outside appearance
helped to focus them on the way they interacted with the
interviewees. Everybody wore a name badge. | sentaletter
to everyone we were to interview a week before the
interviewer called so that people were warned. In the few

who always gave us priority
when possible; the finance department always fast tracked
the payment for interviewers; and Uniprint always co-
operated with the printing of questionnaire forms. People
were interested and concerned. It was always important to
include them and appreciate the very special efforts they
made for us.
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Interviewing the cases

The experience oflosing ababy unexpectedlyis particularly
shattering. The parents are usually young; often with little
experience of death; often fairly new at parenting; few would
have been in a police investigation; none thought too deeply
about post mortems; arranged a funeral or tangi; or gone
through an inquest. Most of these things happen in the first
week after the baby dies, when people are leastin control. It
isanextremely violating and personally shattering experience.
It changes people for life and the grief is in particular, self
blaming and long lasting.

“ Maori people accepted our
interviewers, shared their
experiences and politicised
some of us about the effects of
colonisation and urbanisation
on their lives. ”

The responsibility on our
study group to interview
sensitively and to try and
make this as positive an
experience as possible was
immense. We contacted
parents about our research
two weeks after the baby
died and started asking for
an interview at three week.

The need for debriefing

The experience changed us all, co-ordinator and
interviewers - it affected us and our home lives. Most
changes happened slowly but there were events thatknocked
us sideways and made us realise that our perspective and
realities had shifted. These experiences acted to distance us
from the people we lived, socialised and worked with but
who were not sharing in the same experience. It even
distanced usfromthe research team. The people dealing with
the community were becoming politicised and aware of
concerns atadifferentrate to other people in the team. There
was no place where these
concerns could be voiced
and heardin an atmosphere
of mutual respectand values
and directions of the study
reinforced or if necessary
re-evaluated. How do we
safeguard the commitment
and experiences of
interviewerin astructure that
value science, publication

In Auckland we worked with

the grief counsellor employed by the Cot Death Association
(CDA). However, not every district had the luxury of a grief
counsellor to call on. | would not co-ordinate such a study
again without grief counsellors in the study team, particularly
ethnically appropriate grief support networks.

The interviews usually took place three weeks to a month
after the death, 81% of the interviews taking place within 7
weeks of the baby’s death. We were concerned that these
interviews would be invasive butin some of the cases it was
therapeutic for the families to talk at length about what
happened. Usually one of the questions triggered off a
concern that the parent was harbouring and the researchers
were able to help by clarifying things and dispelling guilt.
Because itwas not possible for the interviewers to just ask the
questions and leave, the case interviews took at least double
the time of a control. In order for the interviewers to be able
to walk away from a family that was not coping and focus on
the next interview it became necessary for me to set up a
support network. Usually the problems were to do with
fathers, mothers or children not coping with grief or the family
handlingitin different ways atdifferenttimes. Where possible
the grief counsellor would be calledin to work with the family.
Social workers helped if the father was in prison and visits
needed to be set up or counselling set in place for him. An
undertaker in South Auckland was found to be grossly
overcharging families so arrangements were made for him to
be investigated. General practitioners were contacted and
asked to explain post mortem reports to parents free of
charge. The Salvation Army supplied furniture and clothes
when we came across families living in extreme poverty.
Every case had its own special circumstances and not all
needed that degree of support.
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and promotion ahead of
people concerns? The researchers are only interested on the
hard data on the questionnaire. They are often notaware that
the validity of the hard data depends on how the interviewees
felt and interacted with the interviewers.

Effects of monocultural design

The NZCDS designers knew that about half of the deaths
in the study would occur in the Maori population and yet
there was minimal attempt made to collaborate with Maori
health workers. There were no Maori interviewers until the
last six months of the study and there was no Maori grief
support network. Often circumstances surrounding the
Maori cot deaths were more traumatic. The rate of Maori
deathswere higher, the social conditions were more extreme,
and the consequences of the grief were impacting more on
the community.

Maori people accepted our interviewers, shared their
experiences and politicised some of us about the effects of
colonisation andurbanisation on their lives This made us think
about our Waitangi Treaty responsibilities. The families
interviewed, the community workers who helped us, all gave
so freely because they understood that this was going to not
only reduce cot deaths, but would also lead to resources
being given to the Maori community to set up positive,
preventative health education structures. | believe that
researchers and funding bodies who initiate research are
under a moral obligation to work with the researched
communities to develop appropriate messages and networks
for delivery.



Pacipic HeatH Diatoc Vol 4. No. 2

VIEWPOINTS AND PERSPECTIVES

Prevention messages and their
dissemination

A National Cot Death Prevention programme was initiated
in 1991 hard on the heels of the completion of the NZCDS.
In that first year the total SIDS deaths fell by half. The effect
of this prevention programme was not felt by the Maori
community whose numbers of SIDS deaths remained high. It
was agreed by the research team to hold a meeting for Maori
Community Health Workers and other groups who were
questioning the risk factor message that babies should not
share a bed with another
person. It was the first time
that Maori community
health worker and Maori
groups working in the area
of child health care in
Auckland came together to
discuss the results of the
NZCDS. Previously the
information had been
disseminated through
mainstream networks.

A special request was
made to the Study
Presenters to project the
research findings in an
empatheticand appropriate
manner. Ifthe attemptwas made itwas unrecognisable. | sat
at the back of the hall with the community and | shared the
experience of whatit felt like to receive the negative statistic
with no explanation of why these statistics were so loaded.
Solutions were offered which were hard to achieve and
foreign in concept to the audience. The whole delivery was
wrappedin life style criticism and this was to people who had
given their information to researchers in the hope and trust
thatitwould be used in a constructive way to help them and
their people. I recommend to researchers that they find ways
of hearing and feeling the effects of their messages on the
community they are attempting to change. As medical
researchers, working from a predominantly western
perspective andin distinctly Pakeha ways, we have a particular
responsibility not only to become more culturally sensitive,
butalso to ensure that the implications of our work also meet
our obligations under the Treaty of Waitangi.

Part 2: New Zealand cot death
research — success or failure?

The dichotomy of success and failure has been associated
with cot death research and prevention initiative in New
Zealand since 1992. In particular, the theme has been a
tremendous success in reducing the national rate and a
dismal failure to address cot death in Maori and Pacific
communities.

“ As medical researchers,
working from a predominantly
: western perspective and in
. distinctly Pakeha ways, we have
. a particular responsibility not
only to become more culturally
sensitive, but also to ensure
that the implications of our
work also meet our obligations
under the Treaty of Waitangi. ”

This paper presents a distillation of the concerns experienced
by a health worker who has been involved in cot death
research and prevention programmes for the last ten years. It
also discusses some problems with the risk factor approach,
the perception of modifiable and non-modifiable risk factors,
and touches on service aspects of cot death work both
acutely and in prevention programmes. It concludes by
bringing together some discussion points for future cot death
research and prevention initiatives.

Mainstream health and support programmes in New
Zealand have tended touse
the term Cot Death.
However, in the Maori and
Pacific communities this
term tended to be
misunderstood as “death
that occurred only in cots”,
whilst in their communities
babies generally sleptin the
parental bed and not in a
cot. Hence, the term SIDS
was found to be more
appropriate.

Success and
failure

There have been two
separate outcomes to the NZCDS and the ensuing National
Cot Death Prevention Programme (NCDPP).

1. Success at identifying three risk factors (prone sleep
position, maternal smoking and lack of breastfeeding)
which led to halving the SIDS rate in the New Zealand
population in the first year of the NCDPP.,

2. Failure to reduce SIDS rate in the Maori and Pacific
populations. Maori (using self-classified definition) have
made up approximately 66% of the total SIDS deaths
since 1992, while only making up 15% of the population.

This outcome raised the need for vigorous evaluation of the
researchandintervention processes to determine the reasons
for the very different response within the two communities.
A separate Maori SIDS Prevention Programme, funded by
the governmentstartedin 1994 in recognition of the need for
appropriate, effective measures for Maori. A Pacific
programme started in 1997 funded by North Health.

Why the imbalance in outcomes?

With hindsight, theimbalance appears to originate from the
initial conception of the research project. The research
hypothesis set out to establish whether “changes in infant
care practices or lifestyles may be causally related to SIDS” '.
This hypothesis immediately suggests that the researchers
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need a deep knowledge of the different social, cultural,
historicand economic experiences of the various communities
from which the data are to be collected. To avoid a solely
medical focus, as was the case in the NZCDS Study, a multi-
disciplinary approach would be more appropriate.

Theresearchwasbased ona“risk factor” analysis. Statistically
significant factors were divided into ones the researchers
perceived to be modifiable or non-modifiable. The debate
surrounding the analysis of which childcare/lifestyle practices
“should be targeted for change” again took place in a purely
medical forum. The “risk factor” analysis approach is too
limited in that it ignores the wider underlying structural and
societal causes of human behaviour, and often results in
“victim blaming’, particularly amongst populations whose
cultural behaviours may notbe understood by the researchers.

The consequences in New Zealand of widely publicised
“modifiable” risk factors has been that now mothers of cot
death infants are seen as being responsible for the deaths by
not having changed their behaviour. The climate is more
‘blaming’ now than before the NCDPP.

Modifiable risk factors

in designing the prevention programme the researchers
argued. “The possibility of increasing anxiety in parents of
infants was raised, but was
dismissed. We believed the
information was too
important to be kept from
the community at large.
Furthermore, informing
parents was likely to reduce
their anxiety as they could
reduce theriskto theirinfants
by modifying simple infant
carepractices.”’ The analysis
of the first year’s data
showed that three “simple”
infant care practices were

“ The consequences in New
Zealand of widely publicised
“modifiable” risk factors has
been that now mothers of cot

death infants are seen as being
responsible for the deaths by
not having changed their
behaviour. ”

anxiety and guilt. For Maori, maternal smoking was the most
significant risk factor identified. Smoking has become a
normalised and accepted practice in Maori society. The
reasons for people smoking are entwined with the life
situation they find themselves in. If the community is under
stress the addictive habit is harder to give up. For social and
health reasons breast-feeding was actively discouraged
amongst Maori earlier this century. It requires more than a
simple message to turn this around again.

Further analysis of the data suggested that bedsharing was
a risk factor especially for Maori. Unlike the other risk factors
Maori see bedsharing as a positive cultural practice. The
attack on this practice turned many Maori women off hearing
any of the other SIDS messages. Because of the depth of
community reaction, researchers were sent back to re-
analyse the data, when it was realised bedsharing was only a
risk in combination with smoking. By that time the damage
to the public relation exercise in the Maori community was
widespread and a lot of credibility lost.

Non-modifiable risk factors

The risk factors which were labelled non-modifiable by the
researchers are: For mothers: lower socio-economic status,
unmarried, young age of mother, young school leaver, early
first pregnancy, none or late attendance at antenatal classes,
and more previous
pregnancies. Forinfantsthe
non-modifiable risk factors
are: low birthweight, short
gestation, male, and being
admitted to a neonatal
intensive care unit. Being
Maori was aiso named a
‘risk’ factor as the incidence
of SIDS s higherin the Maori
community thaninthe non-
Maori community.

These so called “non-

deemed to be modifiable.
Prone sleep position
Maternal smoking
Lack of breastfeeding.

The prone sleep position carried the highest risk and was
the easiest and least demanding practice to change. Itis now
believed that the changing of this single risk practice halved
the SIDS rates within nine months. The prone sleep position
was more common in non-Maori than Maori families -
leading to unequal benefits of the NCDPP in the two
communities.

Instructing women to stop smoking and to breast feed their
babies without offering them services that support these
changes is doomed to have limited effect, whilst increasing

modifiable” risk factors are
cumulative and are the very
factors that need to be addressed first in order to empower
mothers to address the “modifiable” risk factors. e.g. young
solo mothers living on the bread line with a number of young
children are less likely to give up smoking and sustain breast
feeding.

Addressing “non—modifiable” risk

factors

The Maori SIDS Prevention Programme works with two
health programmes that successfully address “non-
modifiable” risk factors in the Maori community. The Tipu
Ora Programmeis a holistic well child care programme which
focuses on identifying and addressing the health needs of all
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Maori caregivers and their children from conception until five
years of age in the Rotorua region. The staff is made up of
well-respected Maori women from the community who
have raised a family and are young grandmothers. The other
requirements are that they are non-smokers, have breastfed
successfully and are well versed in their culture.

The programme:
provides education in mothercraft and parenting skills;
teaches mothers to recognise when their children need
professional care;
provide ante-natal and post-natal home visits;
facilitate well child checks and immunisation;
refer to General Practitioners, midwives, Plunket nurses,
hospital and other organisations as appropriate;
counsel mother for postnatal depression;
monitor social issues such as child abuse; and
provide advice on welfare benefits, budgeting and nutrition.

The services are delivered
in the homes, hospital,
kindergarten, on the Marae
or any other place that is
convenient to the client.

The Gisborne at Risk
Programme differs from Tipu
Ora in that the clients have
all been referred to the
programme by health

“ Prevention messages need to
be positive, practical,
achievable and clear. They
need to be given by acceptable
people - both gender and
culture - in each community. ”

people - both gender and culture - in each community. The
messages must acknowledge and reflect the traditional
framework of a community and remain within the concepts
of the culture. In the case of the NZCDS, researchers and
others developed the messages from the dominant culture.
They were, therefore, more effective for that culture.

The high incidence of SIDS had been common knowledge
in the mainstream health networks. As such the dominant
culture was made aware of the research and prepared to
accept the need for changes in behaviour. The prevention
messages were sown in fertile, well-prepared ground in the
mainstream culture.

However, Maori health professionals and community health
workers were, in general, not party to this process. Also, they
were notincludedin the development, execution or processing
ofthe research. Theimpacton the Maori community of being
excluded from this process is hard to quantify but it is the
writer’s belief that it is
significant. Withouta lead-
in period of discussion and
participation in the research
process, the final messages
fell on barren ground and
formed barriers. The failure
of the NZCDS to address
SIDS in the Maori
community raises questions
about the lack of Maori

professionals, teachers,
social workers, Justice
Departmentandby peoplein the community. The programme
was run by a local Public Health Nurse and a team of Maori
community health workers. This programme is holistic and
provides the health care needs for mothers and their children
from conception until the children are atleast five year of age.
The Gisborne response to providing for the “non-modifiable”
needs of families “at risk” has been to utilise various small
autonomous organisations and services within the region.
These services include banks of commodities stored and run
by local churches e.g. food, furniture, bedding, clothing,
bassinets, baby clothes and nappies; provision of classes for
parents in sewing, cooking, budgeting, nutrition, anger
management, parenting, driving, gardening etc; free childcare
through Barnados, preschool education, transport to and
from classes and services; emergency housing and an apnoea
monitoring service. Under pinning all this is a Benefactor
Trust Fund which provides the “one-off” special needs. The
Gisborne programme is particularly effective because it is
able to assess and respond to the individual needs of each
family and situation.

Effective communication

Prevention messages need to be positive, practical,
achievable and clear. They need to be given by acceptable
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involved in the total process.

My understanding of this oversight by the NZCDS is that
the researchers and health professionals involved had not
formed links with the Maori health professionals and
community health workers. The Maori health workforce was
“invisible”, under valued and perceived to be under skilled.
Consultation was reported to have taken place with Maori,
but meaningful and effective consultation requires the right
peoplein the right quantity at the right time in the right setting.

Only since the establishment of the Maori SIDS Prevention
Programme are Maori receiving culturally appropriate
messages. The Maori SIDS Prevention Programme as a
whole is embedded in a holistic approach to health,
acknowledging the richness of Maori cultural concepts, as
well as the effect on health of the struggle to survive a
colonised minority in their own country. They work through
community groups to develop strategies for supporting
individuals to change. This process involves re-establishing
effective networks amongst Maori health workers and
providing ongoing training and appropriate resourcing.



VIEWPOINTS AND PERSPECTIVES

Pacific Heath DiaLoc. Vou 4. No. 2

Grief resolution and the acute
services

Grief associated with SIDS is very particular, self blaming
and long lasting. Grief resolution and long term support of
families in New Zealand has been neglected. Due to the
overwhelming size of the SIDS problem in the Maori
community and the lack of appropriate grief resolution
programmes the legacy of grief, self-blame and anxiety in
families is very high. This tends to lead to personal and family
dysfunction. Grief needs to be addressed before prevention
messages can be heard. Thus, prevention messages about
risk factors need to be given to individuals in supportive
environments, where, ifnecessary, griefcan alsobe addressed.

The legal and other agencies that become involved at the
time of a SIDS crisis tend to be ignorant of the issues involved
and of the inappropriateness of many of their protocols.

Discussion points for future
prevention work

General health statistics show Maori to be high on
negative and low on positive indicators. The experience
of the Maori SIDS Prevention Programme suggest that
other health promotion programmes would benefit from
insights gained from the failure of the NZCDS researcher
toserve the Maori equally with the non-Maori community.

Greatervalue needs to be given to families, to children, to
parenthood and to wellbeing.

The whole approach to SIDS needs to be removed from
the narrow medical framework and be repositionedin the
holistic context of well child care.

Epidemiological research needs to focus on social,
economic, cultural, historical, political and socio~economic
factors in addition to individual risk factors.2 Further
studies need to be carried out in joint partnership with
Maori, and involve senior Maori health professionals.

Research proposals andinitial funding need toincorporate
the resource that may be needed for applying outcomes.

Any data collection by means of interview/questionnaires
has a profound effect on the people researched. It may
set them thinking about their social and economic

need to be monitored and practices developed that
ensure the safety of those being interviewed.

There needs to be a clear structure of how the information
will be returned to the people who were researched. The
primary aim of medical research should be to benefit the
health of society.

Ethics Committee members need training to understand
the whole socio-economic, cultural and historical picture
that may effect people being researched, as much for the
return to the community of the results of the research, as
for the data collection.

A ‘model of care’ needs to be developed out of a holistic
approach to Maori health, whichincludes SIDS prevention
and takes into account historical dispossession and
maltreatmentas well as urbanisation and assimalist policies
and their effect on Maori well being. '

The Maori primary health care workforce needs to be
developed, trained, resourced and supported to a level
that makes it equally effective as the mainstream one.

A national child mortality register for New Zealand needs
to be maintained which record not only the cause of
death, but also cultural identity of the parents and other
relevant details. This register needs financial and legal
support; it needs to be current and accessible to policy
makers, purchasers and providers of health programmes
to allow for planning and evaluation.

Grief resolution needs to be actively addressed. Grief
counselling has to be provided by a group separate from
the researchers and health promoters and have to be
totally non-blaming and positive. Support services that
attend families at the time of a SIDS crisis need to be
appropriately trained.

The requirement for post mortems to be carried outin all
SIDS cases needs to be examined and discussed.
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