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Why are those most in need 
of Sudden Unexplained 

Infant Death (SUDI) 
prevention information the 
least likely to receive it? A 
comment on unconscious 

bias and Māori health
Carla A Houkamau, Kathrine Clarke

Our goal in this commentary is to 
expand discussions of unconscious 
bias into the New Zealand health 

care arena. We begin with a review of 
international research which links health 
provider bias to inequitable health out-
comes for ethnic minorities. Local studies 
indicating Māori may be vulnerable to bias 
will then be reviewed. We then discuss data 
taken from the 2014 Well Child/Tamariki 
Ora (WCTO) Programme Delivery Report 
which shows Māori are less likely to receive 
SUDI prevention information from their 
Well-child health provider than other ethnic 
groups in New Zealand.1 We then discuss 
the impact of stereotyping on Māori before 
offering suggestions for addressing uncon-
scious bias. 

The theoretical framework for the role 
of unconscious (sometimes referred to as 
implicit) bias in health care is well-estab-
lished and based on empirical findings 
in social psychology and research on 
health-care processes.2–3 Unconscious bias 
has been recognised in cognitive science 
and social psychology for decades where 
it is understood as an automatic tendency 
for humans to perceive people, situa-
tions and events in stereotypical ways. 
Banaji and Greenwald4 have shown how 
unconscious biases reflect deeply held 
stereotypes associated with different 
social categories (including ethnicity, age, 
gender, socio-economic status and religion). 

These perceptions trigger responses which 
occur outside of the perceiver’s conscious 
awareness.5 Humans are inclined to display 
in-group favouritism (a preference and 
affinity for their own in-group) as well 
as out-group derogation (discrimination 
toward out-groups).6 These two cognitive 
phenomena combined create a natural 
predisposition to negatively stereotype 
out-group members and respond positively 
to similar others.4 

Consequently, leading researchers have 
defined unconscious bias in health care 
as occurring when a provider 1) automat-
ically/unconsciously classifies a patient 
as a member of a group, 2) applies stereo-
types to the patient based on their group 
membership and 3) makes decisions 
based on those stereotypes.3 The circum-
stances under which health care services 
are delivered are often characterised by 
time pressure and complexity. According 
to Smedley, Stith and Nelson7 these factors 
increase the likelihood that unconscious 
biases will influence a providers’ behaviour 
as they are more likely to be relying on 
instinctive responses rather than rational 
thought processes. 

Direct or explicit bias differs from uncon-
scious bias in two ways. While explicit bias 
tends to be obvious and intentional, uncon-
scious biases are generally unintentional 
and manifest covertly.8 Health research 
has demonstrated unconscious bias from a 
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provider towards their client may manifest 
in the form of subtle social cues which 
signal avoidance, anxiety, discomfort or 
dislike.9 Examples include body language 
(moving away, avoiding direct eye contact, 
leaning back from clients, crossing arms 
across the chest and other forms of closed 
body language). Facial expression (flat-
tened affect) and voice tone/speed can 
also suggest disdain (eg speaking slowly 
may be construed as patronising while 
speaking too quickly may signal a desire to 
end a conversation quickly). Thus uncon-
scious bias can manifest surreptitiously in 
a range social slights and exclusions that 
make the patient feel uncomfortable and at 
the worst offended. 

Although unconscious bias has received 
scant research attention in the New Zealand 
context, the issue has received considerable 
research attention in the United States (US) 
and the United Kingdom (UK) in recent 
years. For example, the detrimental impact 
of unconscious bias was evinced by a 
2002 American Institute of Medicine (IOM) 
report titled Unequal Treatment: Confronting 
Racial and Ethnic Disparities in Healthcare 
which reviewed over 100 healthcare studies 
on US populations to reveal Black-Amer-
icans and other ethnic minorities receive 
poorer quality health care and less medical 
interventions than White-Americans—
partly due to bias and stereotyping on the 
part of health providers.7 

Several US based studies have demon-
strated that higher health provider biases 
are associated with poorer patient outcomes. 
When the provider and the patient come 
from different cultural or racial groups, 
health providers tend to be less proactive, 
less ‘patient centred’ and generally fail 
to establish optimal levels of rapport.10–13 
Cooper et al., have shown that clinicians 
with higher negative race biases are more 
likely to dominate conversations with their 
patients, show less interpersonal warmth 
and spend less time explaining various 
treatment options. Accordingly, patients who 
have clinicians with higher unconscious 
bias are more likely to leave appointments 
feeling dissatisfied, untrusting and are 
more likely to rate their clinicians poorly on 
interpersonal skills.2 These perceptions may 
have serious consequences. For example, if 

patients do not trust their health providers 
they may less likely to adhere to treatment 
regimens or book follow-up appointments. 

Local research shows Māori experiences 
within the health care system parallel 
international studies. Stereotypes may 
contribute to the problem. Analyses of 
newspaper, television and radio reports 
of Māori health demonstrate Māori are 
consistently presented as poorer and sicker 
as a group—largely due to lifestyle choices 
(rather than structural issues or processes 
within the health system).14,15 Data suggests 
these stereotypes are mirrored in health 
care settings. McCreanor and Nairn inter-
viewed 25 GPs from urban Auckland on 
the topic of Māori health and found that 
practitioners perceived Māori as sickly and 
non-compliant. They also attributed Māori 
health problems to cultural and lifestyle 
choices.16 The presence of these attitudes 
among health care professionals suggests 
that biases may play a role in differential 
outcomes for Māori. 

A number of data sources demonstrate a 
bias in the way medical services, procedures 
and treatments are prescribed for Māori 
as opposed to other ethnic groups.17 For 
example, Westbrooke, Baxter and Hogan18 
found Māori men are less likely to receive 
medical intervention for cardiac disease 
compared with Pākehā men. Ministry of 
Health data indicates Māori women are 
less likely to receive epidural pain relief 
during child birth compared to non-Māori 
women.19 Hill et al.20 demonstrate that Māori 
have a significantly poorer cancer survival 
rate than non-Māori: partly due to differ-
ences in the standard of medical treatment 
Māori receive. Jansen and Jansen21 report 
that Pākehā doctors spent 17 percent less 
time (2 minutes out of a 12-minute consul-
tation) interviewing Māori than patients 
from other ethnic groups. In an older, but 
relevant study in the context of this paper, 
Mitchell22 found New Zealand general prac-
titioners (GPs) are less likely to prescribe 
prophylactic therapy to Māori and Poly-
nesian children. He concluded “the higher 
asthma mortality and admission rates in 
Māori and Pacific Island children compared 
with European children is not due to ethnic 
differences in prevalence, genetic or socio-
economic factors. The most important 
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factor appears to be differences in medical 
management.” (p835). According to Mitchell 
anecdotal evidence suggests some GPs do 
not prescribe prophylactic drugs because 
of the difficulty in communicating appro-
priate instructions to Māori and Polynesian 
parents. This, he notes, amounts to stereo-
typing according to ethnicity—because 
medical practitioners make “assumptions 
about the appropriateness of prescribing 
asthma prophylactic therapy for these ethnic 
minority groups” (p.835). This sentiment is 
substantiated by an analysis of the 2002/03 
New Zealand Health Survey, where Māori 
reported the highest prevalence of ever 
experiencing racial discrimination in their 
interactions with health care providers 
compared with non-Māori.23 

Research with Māori and Pākehā GPs 
shows some Pākehā GPs find it harder to 
communicate with Māori patients and 
Māori are less comfortable, trusting and 
forthcoming in their interactions with 
Pākehā GPs.13 Jansen, Bacal and Crengle24 
found similar data in a large nationwide 
survey of 651 Māori consumers of health 
and disability services. Māori reported their 
health care workers did not communicate 
with them effectively, failed to take time to 
carefully explain their treatment options 
and inform them of additional health 
services they could utilise. Arlidge et al.25 
examined the hospital experiences of Māori 
and Pacific and Pākehā families. Inter-
views revealed many Māori and Pacific 
whānau/families felt alienated within the 
hospital setting, Māori reported receiving 
less focussed attention, less discussion and 
less information from their health care 
providers. Māori and Pacific respondents 
felt medical staff were unapproachable 
(either because they were too busy or 
seemed unavailable to help) this made them 
feel that they could not ask for information 
or support. Pākehā families did not report 
having these same experiences. 

The issue of Māori engagement with 
public health services is crucial in relation 
to SUDI in New Zealand where Māori babies 
die of SUDI at almost five times the rate of 
non-Māori babies. SUDI prevention (“safe 
sleep”) information is delivered to New 
Zealand parents through the Ministry of 
Health’s Well Child/Tamariki Ora (WCTO) 
programme which is free to all New Zealand 

children from birth to five years. WCTO 
services are delivered by a range primary 
health providers; midwives, doctors, nurses 
and hospital specialists. The programme is 
comprised of 13 “wellness checks” or “core 
visits” with health providers. These checks 
include 12 core visits plus a GP health check 
at six weeks (linked to the six-week immu-
nisations). According to the WCTO National 
Schedule 2013 SUDI prevention information 
should be provided during core contacts 1–5 
by WCTO providers.26 

WCTO National Programme Delivery 
Reports for 2014 (which reported ethnicity 
data for Māori and Pasifika only) revealed 
only 43.4% of Māori babies received all 
core contacts 1–5, compared to the national 
average for all babies which was 57.7%. 
For those who received core 1 visits 48% of 
Māori received SUDI information compared 
to 59.5% of all births.3 One might not think 
that this is not such a significant gap and may 
reflect some other trend, however, we noted 
that 64% of Pasifika parents did receive infor-
mation compared to 48% Māori.1 

The fact that Māori are less likely to 
receive their Core 1 visits is in itself a 
concern—however we find it particularly 
concerning that even when Māori do receive 
visits—they are less likely to be provided 
with SUDI safe sleep information. What 
is different about the way in which Māori 
are engaged by WTCO providers? Typically, 
when there is some kind of health inequity 
experienced by Māori this is attributed to 
lower socio-economic status, poor access 
to health care services or poorer service 
uptake on the part of Māori. However, we 
believe the possibility of unconscious bias 
towards Māori on the part of health care 
providers should be considered. 

To substantiate that view, a 2013 study 
conducted by Pacific Perspectives,27 which 
analysed the maternity and health care 
experiences of Māori and Pacific mothers, 
underlines the extent of stereotyping young 
women experience in their interactions with 
health professionals. The report revealed 
significant shortcomings in the quality of 
services younger women receive throughout 
the maternity care system and shows this 
population are subject to significant stigma: 
stating “vulnerable young mothers felt inter-
actions with staff stereotyped, judged and 
stigmatised them” (p.8). 
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This report is substantiated by other qual-
itative studies which demonstrate young 
Māori mothers have significant challenges 
dealing with health professionals and believe 
they are judged, frowned on and spoken 
down to by doctors and nurses alike.28 For 
young Māori mothers the expectation of 
discrimination may also contribute to poor 
outcomes. It may be that expectations of 
having a negative experience can lead to 
distrust/anxiety about health care profes-
sionals—which discourages them from 
accessing health services. Jansen, Bacal and 
Crengle24 noted that some Māori prefer Māori 
health providers. However, it is important to 
note that Māori are a minority in the health 
care workforce meaning the vast majority of 
interactions Māori have will be with health 
providers who are non-Māori. This is also 
the case for Māori mothers who are mainly 
dealing with non-Māori GPs, Plunket nurses 
and midwives. 

We acknowledge that a complex array 
of factors underpin Māori health ineq-
uities. We believe interpersonal dynamics 
within the health care system also are a 
major influencing factor. Where traditional 
approaches to dealing with inequities in 
health have focussed on overt exclusionary 
practices (ie racism) and cultural compe-
tency training, we believe little change 
will be made unless these deeper (hidden, 
rationalised and largely unchecked) uncon-
scious biases are addressed. To precipitate 
change we need to find a way to talk about 
inequities constructively. We believe the 
language of biases provides a framework 
for this discussion to occur in an inclusive 
and non-blaming way. Unconscious biases 
may be at odds with the practitioner’s 
conscious beliefs—and reflect attitudes they 
would not consciously endorse. Māori must 
also be aware of their own biases. If Māori 
perceive they have had negative experi-
ences with health providers in the past they 
will be apprehensive about future interac-
tions. If Māori are primed to have negative 
experiences, they may misinterpret health 
provider behaviour incorrectly (ie see bias 
when it isn’t there). These perceptions can 
unconsciously undermine health provider’s 
efforts to care for them.

For our original question: Why are those 
most in need of information about sudden 
infant death the least likely to receive it? 

There are many answers—however, we 
believe some health providers may hold 
stereotypes that inhibit their ability to 
connect effectively with young Māori 
mothers. This manifests in the amount of 
time they spend with each client, their tone 
of voice, the extent to which they express 
sensitivity and ultimately the amount 
of information they provide. Māori may 
read non-verbal behaviour negatively 
and withdraw from their engagement 
with service providers (ask less ques-
tions, feel sceptical about the advice they 
are given, feel reluctant to make follow 
up appointments). This explains not only 
Māori dissatisfaction with health provider 
services—but also why Māori are less likely 
to receive the safe sleep information they 
should be given. 

Burgess et al.,29 outline a number of 
important steps towards addressing uncon-
scious bias among health providers. As a 
first step they recommend helping providers 
understand the cognitive bases of biases, 
openly acknowledging stereotypes (so 
they can be constructively addressed), 
enhancing health provider’s confidence 
in their ability to interact with patients 
from a different cultural background and 
enhancing provider empathy (which is seen 
as important for improving patient-provider 
interactions generally). 

A range of instruments have been 
developed for the purpose of assessing 
personal levels of unconscious bias. The 
most commonly used is the Implicit Associ-
ation Test (IAT). The IAT is a computer-based 
measure that measures the strength of asso-
ciations between social categories (female, 
ethnic minorities) and evaluations and 
stereotypes. IAT has been used in hundreds 
of studies across a wide array of disciplines 
to reveal implicit biases. The test is free – 
and only takes five minutes to complete 
https://implicit.harvard.edu/implicit/
education.html 

At the present time there is no research 
that we know of in New Zealand which has 
directly investigated the extent to which 
unconscious bias among health profes-
sionals impacts on the quality of health care 
delivered. There is certainly a need for such 
research to begin. In addition, we believe 
health providers need to be educated about 
how subtle and unconscious biases may 
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affect the way they deal with Māori patients 
and how these attitudes influence their 
decisions. Dovidio30 has demonstrated that 
making health professionals more conscious 
of how cognitive biases work (and how 
biases influence medical encounters) helps 

to motivate them to correct their own bias. 
Although having a greater awareness of bias 
will not automatically eliminate it, awareness 
of the issue is certainly needed to open up 
discussion and promote understanding.
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