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National Safer Sleep Week 13- 19 March 2023
Resources for professionals
	Description
	Link to resource / attachment

	NW region SIDS and Safer Sleep Training plus 3 45-minute live online interactive session with the Lullaby Trust, which gives participants the opportunity to discuss the recorded training material and to ask the trainer(s) practice related questions.
Sessions are between 12:00 – 12:45pm on:
•	14/03/2023 - NW region SIDS and Safer Sleep | NHS England Events
•	29/03/2023 - NW region SIDS and Safer Sleep | NHS England Events
•	25/04/2023 - NW region SIDS and Safer Sleep | NHS England Events

	



	North West region Safer Sleep Task & Finish group – 7 Minute Briefing  March 2023

	


	Lullaby Trust infographic – statistics
	


	Lullaby Trust -Safer Sleep in Winter
	


	Lullaby Trust -Easy read card
	


	Lullaby Trust -Fact sheet - Temperature
	


	Lullaby Trust -Safer sleep advice for emergency situations
A guide for parents and carers
	


	Lullaby Trust -Top 10 tips for health professionals working with young parents
	


	Lullaby Trust -Reducing Sudden Infant Deaths in North West England 
	


	Lullaby Trust- a guide to buying safer sleep essentials 
	


	QR code for the Lullaby Trust – Professionals section

	  [image: ]

	Institute of Health Visiting Excellence in Practice
	


	RCGP Digital Poster
	


	Out of routine: A review of sudden unexpected death in infancy ( SUDI ) in families where the children are considered at risk of significant harm
	


	Been out for a drink – who’s in charge
	


	Staying in to drink- who’s in charge
	


	“Lift the baby” - Rugby Dads video, made in partnership between the NHS and London Irish Rugby Club
	https://youtu.be/vtdLc6MtOxo

(skip ad to start film)

	“Let’s talk about safer sleep and cold homes” – slide deck from event on 4 October 2022
	


	Summary of feedback from delegates at Cold Homes and Safer Sleep event 4 Oct 2022 – Menti evaluation
	




Resources compiled by the North West region Safer Sleep task & finish group  March 2023
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If you have any questions please contact the regional safeguarding team via england.northsafeguarding@nhs.net 


 


     “NW region SIDS and Safer Sleep”   


This FREE training programme delivered by The Lullaby Trust is open to ALL staff working in the North West region 


and particularly those who have interaction with children and families.  If we are to prevent child deaths then 


safer sleep messages MUST be delivered by all professionals working across health, education (including early 


years and nursery providers), social care, voluntary and community organisations, police, housing officers and 


anyone who engages with families following the birth of a child.    


This virtual training package contains two elements:                                             


•  Two recorded training presentations and videos to watch 


You should watch recorded training presentations before you attend the interactive session to gain more value 


out of this training.  


To access the recorded training presentations on Vimeo: 


• follow this link: https://vimeo.com/showcase/10122782 


• your password is:  Regional! 


NB: The presentations will be available to watch using the link above from 25th January until 25th April when the 


final interactive session takes place.  After this date the password to access will no longer be active.  Please share 


the link with colleagues and any networks you are part of across the North West region as there is no limit to how 


many people can view the presentations 


•  a 45-minute live online interactive session with the Lullaby Trust, which gives participants the opportunity to 


discuss the recorded training material and to ask the trainer(s) practice related questions.   


To book a place on the interactive sessions use the Multiverse booking link in the table below.   


A certificate of attendance will be provided to all delegates who join the interactive session.   


Date Time Multiverse Booking Link  


Tuesday 14th March  
(annual safer sleep week) 


12pm – 12:45pm NW region SIDS and Safer Sleep | NHS England Events 
 


Wednesday 29th March  
 


12pm – 12:45pm 
 


NW region SIDS and Safer Sleep | NHS England Events 
 


Tuesday 25th April  
 


12pm – 12:45pm 
 


NW region SIDS and Safer Sleep | NHS England Events 
 


If you have trouble with the links above, try an alternative browser i.e. Microsoft Edge or Google Chrome.  


A link to access the interactive session will be sent via email 5 working days prior to the event.  


NB: Please put a hold in your diary once you have booked a place to avoid a diary clash 



mailto:england.northsafeguarding@nhs.net

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fvimeo.com%2Fshowcase%2F10122782&data=05%7C01%7Csusan.gunson%40nhs.net%7C6cb8f5c54d5043463bd908daf9487198%7C37c354b285b047f5b22207b48d774ee3%7C0%7C1%7C638096386793017235%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=pG32Cj7aKX6g9%2BelfiSI98T00z7HlhKh%2B%2BB4WnZJZFE%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.events.england.nhs.uk%2Fevents%2Fnw-region-sids-and-safer-sleep&data=05%7C01%7Csusan.gunson%40nhs.net%7C3a0711e921cb47833cf308dafa3c2d85%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638097433602550386%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=9PZJGso3C1cpFeZMqRsIY%2Fj1Ijabm1QNUl1Rdfju5O4%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.events.england.nhs.uk%2Fevents%2Fnw-region-sids-and-safer-sleep-63c960e205fd8&data=05%7C01%7Csusan.gunson%40nhs.net%7C3a0711e921cb47833cf308dafa3c2d85%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638097433602550386%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=jRislbd7qRHIKzmWb8Xt3XEFAnUHSFO1Jpjn%2Br%2BzS1I%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.events.england.nhs.uk%2Fevents%2Fnw-region-sids-and-safer-sleep-63c970938d9dc&data=05%7C01%7Csusan.gunson%40nhs.net%7C3a0711e921cb47833cf308dafa3c2d85%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638097433602550386%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=DDKOjetnx3VHqyRwE9YvDgtuXbgFdrut7B50JhOSCis%3D&reserved=0
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NHS England North West Region – Safer Sleep Task & Finish Group 7 March 2023 


 


 


 


 


 


 


 


 


 


 


                                                              


                                                          


                                                       


 


                                                                                 


1 Background 
Sudden Infant Death 
Syndrome (SIDS) is the 
sudden, unexpected and 


unexplained death of an 
apparently healthy infant. 
The ‘Back to Sleep’ 


campaign in 1991 saw SIDS 
cases in England and Wales 
fall by two thirds.  In the UK 


there are still just less than 
200 babies who die from 
SIDS each year. 


 


2. Why it Matters 


Although the exact cause of SIDS is unknown, research has 


shown that certain maternal, infant and environmental 


factors are more commonly associated with babies who 


die of SIDS than those who survive.  Co-sleeping remains a 


common feature particularly when another additional 


factor/s is present such as alcohol/drugs, smoking, and 


co-sleeping on a sofa/chair.   Despite many new 


parents/carers saying that they will never sleep with their 


infant, evidence suggests that up to 70-80% of UK infants 


at some time have co-slept with a parent during the first 


three months of life. 


According to the latest available figures, around 133 
babies die each year in co-sleeping situations, many of 


which will be in high risk circumstances. Co-sleeping on a 
sofa or armchair was the most prevalent risk, with 40% of 
parents admitting to having done so and 25% having done 


so more than once.  An adult falling asleep on a sofa or 
armchair with a baby increases the risk of SIDS by up to 50 
times. 
Infants who are born preterm or of are of a low birth 


weight have been shown to have an increased 
susceptibility to SIDS as they have difficulty in regulating 
heart rate, breathing and temperature 


Matters 


3 Information 
Although overnight 
infant caregiving is given 
mostly by mothers, 


fathers too are often 
involved in putting 
infants to sleep and 


soothing them after 
night time wakening.  A 
survey commissioned by 


the Lullaby Trust has 
found that less than 1/3 


of fathers are being 
given information on the 


basic steps they can take 
to lower the risk of SIDS. 
UK data suggests that in 


50% of the SIDS co sleep 
cases at least 90% die in 
hazardous situations 


which are largely 
preventable. (PS, 
Sidebotham, P, Evason-


Coombe, C, Edmonds, 
M, Heckstall-Smith, EM 
& Fleming, P 2009) 


 


33 


4 Inform Parents/Carers 
Inform parents and carers that 


the association between 
co-sleeping and SIDS is greater 
with: 
o parental or carer recent 


alcohol consumption 
o parental or carer drug use  
o parental or carer smoking 


o Low birth weight or 
premature infants  


o Co sleeping on a chair or 


sofa 
Listen carefully and offer 
information appropriate to their 


needs.  Always be inclusive of 
fathers in ‘meaningful, open, non 
judgemental  conversations’ 


about safer sleep, including co-
sleeping. 
Infant Safe Sleep Resources: 
1. https://www.basisonline.or


g.uk/resources-for-parents/ 
2. https://www.nhs.uk/conditi


ons/sudden-infant-death-


syndrome-sids/ 
3. https://www.lullabytrust.or


g.uk/ 


 


5 Safe Sleep Advice 
Universal Infant Safe Sleep Advice -The safest 


place for a baby to sleep at night is in their own 
Moses basket, crib or cot, placed at the side of 
the parental bed.  Positioned on their back, with 
feet to foot of the crib/cot.  In a room 


temperature of 16-20 degrees celsius, wearing 
appropriate clothing, with head uncovered and 
outdoor clothing removed.  In a smoke, alcohol, 


drug free environment.   Appropriate cellular 
blankets should be used which can be added or 
removed according to temperature.  Cot should 


be free from toys and pillows. 
Bed-sharing may be planned or unplanned – eg, 
many breast feeding mothers chose to co-sleep 


for ease of breast feeding or may unintentionally 
fall asleep so it is important to have a parent-
centred discussion on safety rather than advise 


never to bed-share. 


 


6 Questions to Consider 
o Do we routinely ask about 


sleeping arrangements and other 
carer givers? 


o Do we ask parents/carers (not 


just mothers) about alcohol, 
drugs, smoking and medication? 


o Do we discuss infant safe sleep at 


each planned contact under the 
age of 12 months? 


o Do we routinely ask the question 


where does your baby sleep 
during the day and at night? 


o Do we routinely see where a 


baby is sleeping at night and offer 
advice? 


o Do we check the room/s 
temperature and conditions? 


o Are we aware of the current 
NICE, UNICEF, BASIS and local 
guidance  re: infant  safe sleep? 


 


 


7 Professional Resources 
1. https://www.lullabytrust.or


g.uk/professionals/ 


2. https://www.lullabytrust.or
g.uk/professionals/statistics
-on-sids/ 


3. Postnatal care.  


https://www.nice.org.uk/gu
idance/ng194/chapter/Reco
mmendations 


4. https://www.unicef.org.uk/
babyfriendly/wp-
content/uploads/sites/2/20


16/07/Co-sleeping-and-
SIDS-A-Guide-for-Health-
Professionals.pdf 


 


 



https://www.basisonline.org.uk/resources-for-parents/

https://www.basisonline.org.uk/resources-for-parents/

https://www.nhs.uk/conditions/sudden-infant-death-syndrome-sids/

https://www.nhs.uk/conditions/sudden-infant-death-syndrome-sids/

https://www.nhs.uk/conditions/sudden-infant-death-syndrome-sids/

https://www.lullabytrust.org.uk/

https://www.lullabytrust.org.uk/

https://www.lullabytrust.org.uk/professionals/

https://www.lullabytrust.org.uk/professionals/

https://www.nice.org.uk/guidance/ng194/chapter/Recommendations

https://www.nice.org.uk/guidance/ng194/chapter/Recommendations

https://www.nice.org.uk/guidance/ng194/chapter/Recommendations

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/07/Co-sleeping-and-SIDS-A-Guide-for-Health-Professionals.pdf
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can increase the chance of SIDS
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to all other age groups
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unexplained infant deaths
were boys in 2019

Produced by The Lullaby Trust September 2021 www.lullabytrust.org.uk Registered Charity Number: 262191
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SAFER 
SLEEP IN 
WINTER







Bedding for cots/Moses baskets 


Bedding and bedsharing


2


4


When not to co-sleep


CONTENTS


6


We don’t recommend8


B


AC







1


You may have to make difficult 
decisions between heating or 
eating. Or you may be worried 
about paying your heating bills. 
You may be concerned about  
trying to keep your home warm, 
keeping drafts out and keeping 
your baby warm. 
 
Whilst we understand it can be 
tempting to wrap your baby up to 
keep them warm, we know that 
overheating a baby increases the 
chances of SIDS. Research shows 
babies are better to be cooler 
rather than overheated, so do 
bear that in mind. 


We know that the colder months 
can be difficult for families. 







2


for your baby and their 
sleep space during the 


colder months


THINGS 
TO CONSIDER


BEDDING FOR COTS/MOSES BASKETS 


1


If you are using sheets 
or blankets, use layers 
rather than thick, padded 
blankets or a duvet. 
Duvets should not be 
used for babies under 12 
months. If you think your 
baby is cold, add an 
extra blanket or layer of 
clothing to your baby







If you are using a baby sleeping bag, do not be 
tempted to add extra blankets on top of this. 
Choose a different tog for the different 
seasons. If you think your baby is cold add an 
extra layer of clothing 


The safest place for a baby to sleep in is a 
clear, safe sleep space in the same room as 


you for day time and night time sleeps.


Check the manufacturer’s guidelines for 
the baby sleeping bag that you choose


Sheets and blankets should 
be firmly tucked in (not 
higher than the shoulders) 
to avoid the risk of your 
baby’s head becoming 
covered by loose bedding. 
Babies' heads are an 
important way of them 
losing heat to prevent them 
from becoming overheated 


3







BEDDING AND BEDSHARING


We don’t recommend 
loose bedding so a baby 
sleeping bag is 
advisable when 
bedsharing. A high 
proportion of infants 
who die as a result of 
SIDS are found with 
their head covered by 
loose bedding


You can choose different 
togs for different 
seasons to help keep 
your baby at the right 
temperature 


Keep all adult bedding or any other items that could obstruct 
your baby’s breathing or cause them to overheat, away from 
the baby when bedsharing. Don’t be tempted to sleep your 
baby under adult bedding to keep them warm. Remember that 
the warmth generated by an adult in the same bed as a baby 
may create a warmer environment, so adjust bedding and/or 
clothing for your baby


2


4







Avoid letting pets or 
other children in the bed 
with your baby


Make sure your baby 
won’t fall out of bed 
or get trapped between 
the mattress and 
the wall


Follow all of our other safer sleep 
advice to reduce the risk of SIDS such 
as sleeping baby on their back


5







6


It is important for you to know that 
there are some circumstances in 
which co-sleeping with your baby 
can be very dangerous. If: 


WHEN 


NOT 


TO CO-SLEEP


Either you or your partner smokes (even if 
you do not smoke in the bedroom)


Either you or your partner has drunk 
alcohol or taken drugs (including 
medications that may make you drowsy)


Your baby was born at a low weight 
(2.5kg or 5½ lbs or less) 


Your baby was born premature (before 
37 weeks) 


You should never sleep together with your baby if any 


of the above points apply to you or your partner. 







Never sleep on a sofa or 
armchair with your baby, 
this can increase the risk 
of SIDS by 50 times 


Don’t use hot water bottles 
in any baby sleep space 
(cot, crib, Moses basket or 
adult bed) as it can make 
your baby too hot  


We know from research that 
the safest place to sleep 
your baby is always going to 
be on an entirely flat, firm 
surface, with no soft or 
thick padding or bedding 
around them. Anything with 
raised sides or cushioned 
areas might pose a risk if a 
baby wriggles into a position 
where it stops the baby 
from being able to breathe 
properly or their face 
becomes covered. It can 
also lead to overheating. 


7







COT BUMPERS 


They can pose the risk of 
an accident to babies and 
toddlers. There have been 
a number of cases in the 
UK and abroad where 
infants have become 
entangled in the ties and 
material, or fallen from 
pulling themselves up on 
the bumpers. Don’t be 
tempted to use them to 
make your babies sleeping 
environment cosier. 


BABIES SLEEPING IN 
HATS, HOODS OR 
OUTDOOR CLOTHING  


Babies loose heat through 
their heads so remove 
hats or hoods when 
indoors or in a car so they 
don’t overheat. Remember 
babies don’t need to sleep 
indoors in any outdoor 
clothing such as padded 
pram or snow suits. 


PLACING YOUR BABY’S 
COT NEXT TO A 
RADIATOR OR HAVING A 
HEAT SOURCE DIRECTLY 
AIMED AT YOUR BABY  


Babies are unable to 
regulate their temperature 
so could potentially end up 
getting too hot and are 
unable to move out of the 
way of a heat source.


WEIGHTED BLANKETS


We don’t recommend 
weighted blankets for 
babies as they have a 
high tog rating which 
can increase the risk of 
overheating. Weighted 
blankets may also restrict 
a baby (either breathing or 
positioning). 


WE DON’T RECOMMEND THE FOLLOWING: 


!8







9


All babies are different so 
we recommend checking your 
baby’s chest and/or back of 
their neck to make sure that 
their skin doesn't feel clammy 
or sweaty to the touch (their 
hands and feet will always feel 
cold to touch.) Warm is fine, 
but if it feels sweaty or 
clammy it means they are 
too hot so remove a layer of 
bedding or clothing.   


Babies who are unwell need 
fewer, not more layers. 
 


Wherever your baby’s sleep space is, 
keep it clear, 


keep it simple, 
keep it safe.


Always seek medical advice 
if you are worried about your 
baby. We have a baby check 
app which feature 19 simple 
checks that parents can do if 
their baby is showing signs of 
illness. Each check tests for a 
different symptom and when 
completed, a score is 
calculated that tells parents 
or carers how ill their baby is. 
The app then lets parents know 
whether their baby needs to 
see a doctor or other health 
professional. 


Click here for more information 
about our Baby Check app.


B


AC







If you are worried about 
or struggling to pay your 
bills do seek help, the 
following may be able to 
help:


• National debt helpline  
• Stepchange  


If you are worried about feeding 
your family contact the Trussell 
Trust to find out more about how 
they can support you. 


There may also be local initiatives 
or community groups who can 
help with clothing for babies or 
help with school uniform for older 
children so do check this out too. 


If you are worried about feeding 
your family contact the Trussell 
Trust to find out more about how 
they can support you. 


There may also be local initiatives 
or community groups who can 
help with clothing for babies or 
help with school uniform for older 
children so do check this out too. 


EXTERNAL LINKS 


@lullabytrust


www.lullabytrust.org.uk
T: 020 7802 3200
Information line: 0808 802 6869
We have access to translation services


The Lullaby Trust,
CAN Mezzanine, Borough 7-14 Great 
Dover Street London, SE1 4YR


Registered Charity No: 262191


B


A
C






image5.emf
Easy-read-card-Engli sh-web.pdf


Easy-read-card-English-web.pdf









image6.emf
factsheet-temperatur e.pdf


factsheet-temperature.pdf


Research corner
Research has shown that overheating arising from excessive insulation, high room temperature 
(overwrapping) or both, is associated with an increased risk of SIDS. While it is important to ensure 
that a baby does not get too cold, it is also important to avoid any practice which may lead your 
baby to get too hot. Babies should be checked to ensure they are at a suitable temperature. There 
is a consensus view in the UK that an optimum room temperature of 16-20°C, combined with light 
bedding or a lightweight well-fitting baby sleep bag, offers a comfortable and safe environment for 
sleeping babies. It is also important to ensure that your baby’s head stays uncovered while they are 
sleeping.


Safer Sleep for Babies Fact sheet 6


Temperature


The chance of Sudden Infant Death Syndrome (SIDS) is higher in babies who get too hot. 
Research has shown that the level of bedding and clothing was higher among babies 
who died of SIDS, than those who did not.


Avoid letting your baby get too hot


It is important that your baby does not get too hot or too cold when they sleep. A baby sleeping bag or 
well-fitting sheets and blankets are all you should need to keep them warm - never use duvets, quilts or 
pillows for babies under one year. Bear in mind, a folded blanket provides twice the insulation. Your 
baby should only need to wear a nappy, vest and sleep suit to sleep in. They should not wear a hat or gloves 
for sleep, even if they may have done so whilst being cared for in a Neonatal Intensive Care Unit, if they 
happened to be premature.


You should check your baby’s body temperature by looking for sweating or by feeling your baby’s tummy, 
back or neck – your baby’s hands and feet will usually be cooler and that’s normal. If your baby is hot, 
remove one or more layers of bedclothes. Babies who are unwell with a fever need fewer, not more, 
bedclothes.


It is important to make sure that your baby is a comfortable temperature – not too hot or too cold


A room temperature of 16–20⁰C is ideal for your baby, when growing up in the UK. This feels quite cold to a 
lot of people, so using a room thermometer can help check the temperature. If you are using light bedding 
such as sheets and blankets, they should be tucked in carefully with no loose ends that could obstruct 
your baby’s breathing. Similarly, baby sleeping bags should be well fitted, 
especially around the neck and arms, but comfortable, so your baby cannot 
wriggle down inside.


A normal temperature in babies and children is about 36.4⁰C (97.5F), but 
this can vary slightly. A fever is usually considered to be a temperature 
of 38⁰C (100.4F) or above. It is recommended that you use a digital 
thermometer under your baby’s arm to measure their temperature. 
Seek medical advice if your baby is under three months old and has a 
temperature over 38⁰C or if you are worried about their health.


A room temperature of 16-20⁰C, with light bedding or a 
lightweight well-fitting sleeping bag, is comfortable and safe for sleeping babies


Advice on room temperature is intended as a guide. Every baby is different so while it’s important to be 
informed about overheating, you need to check your baby regularly to see if he or she is too hot or too cold.  







How can I check if my baby is too hot?


The best way to check on your baby’s temperature is by putting your hand on the skin on their tummy 
or the back of their neck. Don’t use their hands or feet as a guide as they will always feel cooler than 
the rest of their body. If your baby is too hot you will feel the skin is hot, slightly clammy or sweaty, 
and you will need to remove some .


I’m worried about my baby overheating in warm weather, what can I do?


We appreciate how difficult it can be to keep your baby’s room between the ideal 16-20⁰C in the 
warmer months, knowing that overheating can pose a risk. If the room where the baby sleeps is 
difficult to cool, follow the ‘summer rules’ of lighter bedding and clothing and open the bedroom door 
and a window, if it is safe to do so. You might also like to use a fan to cool the room, but don’t aim it 
directly on the baby. It is also important to ensure that your baby has sufficient fluids if bottle-fed, by 
offering cooled, boiled water to babies under six months or just water from the tap for babies over six 
months. Fully breastfed babies don’t need any extra water until they start eating solid food.


My home is below the ideal temperature in the winter, should I keep the heating on all night?


It is rarely necessary to keep your heating on all night, and adding an extra layer will usually help. 
Remember not to add a hat to your baby when they are indoors, as their head is important for 
maintaining their body  temperature by releasing heat. If you do feel your home is too cold and you 
want to leave the heating on all night, make sure it is set at a low temperature, and certainly no 
higher than 20⁰C.


Why do babies who are unwell need fewer layers?


When babies feel unwell, with a cold or fever, they may be 
warmer than usual. It is important that you put fewer  
layers on an unwell baby so they have the opportunity to 
lower their body temperature – don’t feel tempted to 
wrap an unwell baby up more than usual. If your baby 
shows signs of being significantly unwell you should 
seek medical advice. You may also find it helpful to 
use our Baby Check guide to monitor your baby’s 
symptoms, which is available on our website.


Frequently asked questions ?


Registered charity number: 262191 
Company registration number: 01000824


The Lullaby Trust 
11 Belgrave Road, 
London,  SW1V 1RB
www.lullabytrust.org.uk


Bereavement Support: 0808 802 6868 (Freephone)
Information Line: 0808 802 6869 (Freephone)
Email: info@lullabytrust.org.uk


More information
You can buy a room thermometer from  
our wesbite for just £3. 


Visit www.lullabytrust.org.uk/shop


Don’t let me get too hot or too cold!


HOT


ABOUT
RIGHT


16 OC-20OC


COLD


 Put this thermometer  near your baby’s cot  and out of direct sunlight Keep your baby’s room  at about 16°C-20°C


The temperature will  be indicated by the brightest green square Place the cot away from the radiator and direct sunLullaby Trust Thermometer Card 2016 v5.indd   1


06/09/2016   10:14:41
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Safer sleep advice 
for emergency 
situations
A guide for parents and carers







We hope this helps, but if you have any questions or concerns 
about safer sleep, please do not hesitate to contact The Lullaby 
Trust on 0808 802 6869 or info@lullabytrust.org.uk


Who are The Lullaby Trust? 
The Lullaby Trust raises awareness of 
sudden infant death syndrome (SIDS, 
also known as ‘cot death’), provides 
expert advice on safer sleep for babies 
and offers emotional support for 
bereaved families. 


4
5
6
7
8
9


3The importance of routine


If you have a cot or Moses basket


No cot or Moses basket


Prams/carrycots or buggies


Baby boxes and car seats


Temperature and baby banks


Further support and organisations


What is SIDS?
Sudden infant death syndrome (SIDS) is the sudden and 
unexpected death of a baby for no obvious reason and 
although we don’t yet know how to completely prevent SIDS, it 
is possible to significantly lower the chances of it happening by 
following the advice.







We are aware that fleeing from conflict or crisis means 
that sleeping conditions will be unpredictable. It may not 
always be possible to access a recommended sleeping space 
for a baby, so we’ve adapted our safer sleep advice based 
on different sleeping situations. While those in crisis may 
not have the facilities to follow all of this advice, we hope 
that this information provides helpful guidelines. All babies 
should have as safe a sleeping space as possible especially 
when they’re not in their usual home environment.  


The importance of routine 
in reducing the risk of SIDS 
It can be difficult to follow the same 
routine when your living arrangements 
keep changing; however it is really 
important to keep the same sleeping 
routine for your baby and keep putting 
them to sleep on their back for every 
day and night time sleep. Babies who 
are normally sleeping on their back but 
sometimes sleep on their front are at a 
greater risk of SIDS. 


Always sleep your baby..


..on their back..


..in a clear cot or sleep space.


A
B
C


3


Babies who are normally sleeping on their 
back but sometimes sleep on their front 
are at a greater risk of SIDS.







You have a cot or Moses basket 
If you have access to a cot, crib, travel cot or Moses basket, this is ideal. 


Babies need just a few basic items for sleep: a 
firm, flat surface and some well-fitted bedding. 
We recommend babies are slept in cots or Moses 
baskets that are kept clear. 


We specifically advise: 


No pillows or duvets 


No cot bumpers 


No soft toys 


No loose bedding 


No pods or nests 


No sleep positioning products (such as wedges or 
straps) that will keep your baby in one sleeping position 


Travel cot mattresses are a lot thinner than 
a conventional cot mattress, however they 
are fine for a baby to sleep on, and our 
only advice is don’t be tempted to place 
folded blankets or a quilt under the baby 
to make them ‘more comfortable’. Avoid 
loose bedding - babies are at higher risk of 
SIDS if they have their heads covered with 
loose bedding. 


Place your baby on their back in the 
‘feet to foot’ position (placing baby’s feet 
to the bottom end of the cot or Moses 
basket to avoid them wriggling down 
under the covers). Use a thin blanket no 
higher than their shoulders, and firmly 
tucked in under the mattress.4







No cot or Moses basket?  
If you do not have a cot or Moses basket then you should try and find another 
type of firm, flat, safe sleep surface for your baby. In this section we go through 
some of the things you need to know if you bring your baby into bed with you, 
or sleep with them somewhere else. We also talk through some of the other 
places your baby might sleep.   


For safer bedsharing: 
Keep pillows, sheets, blankets 
away from your baby or any other 
items that could obstruct your 
baby’s breathing or cause them 
to overheat. A high proportion of 
infants who die as a result of SIDS 
are found with their head covered 
by loose bedding


Sleep baby on their back


If possible, avoid letting other 
children into the bed - it is not 
recommended that an older child 
shares a bed with you and a baby, 
but if you choose to do this, or there 
is no other option, then you or your 
partner should sleep between the 
child and the baby


Make sure your baby won’t fall out 
of bed or get trapped between the 
mattress and the wall


 


Bedsharing
means that baby 


shares the same bed 
with an adult for 
most of the night, 
and not just to be 


comforted
or fed.


It’s a good idea to follow all 
of our safer sleep advice for            
every sleep if you can.
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It’s really important to know 
when it’s NOT safe to bedshare 


Either you or your partner smokes (even 
if you do not smoke in the bedroom) 
Either you or your partner has drunk 
any alcohol or taken drugs (including 
medications that may make you 
drowsy) 
Your baby was born premature (before      
37 weeks) 
Your baby was born at a low weight 
(2.5kg or 5½ lbs or less) 
Never sleep on a sofa or armchair with 
your baby 


 


Can’t bedshare? 
If you don’t have a cot or Moses basket and you 
would prefer not to/can’t bedshare with your baby, 
we would advise using a safe, firm, flat space for 
your baby.  The following advice gives examples 
you may want to consider.


If you have a pram/carrycot or a buggy  
Ensure the base of the buggy or pram is flat and not sloping 
Keep the hood down when indoors 
Don’t cover the pram/buggy. For example, 
don’t put material or a blanket over the 
top of the pram to keep out light
The padded sides of a pram/carrycot may 
trap more heat, so keep checking the 
baby’s temperature by feeling the back 
of their neck or chest – if their skin feels 
sweaty they are too hot so remove a layer 
of bedding or what they are wearing


If any of the 
above points 
apply, make 


sure your baby 
has a separate 
sleeping space 
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Baby boxes 


If you have access to a baby box to 
sleep your baby we advise the following: 


Do not lift or carry the box if your baby 
is in it  


Do not put the lid on the box if your 
baby is in it  


Always keep the box clear as a sleeping space  


Do not place additional bedding on top 
of or underneath the mattress to raise 
your baby up to a higher level  


Ensure the box is placed on a solid 
surface and cannot fall over, preferably 
on the floor if it is clean and dry 


Do not use the box if it gets wet or soiled 


Ensure that any pets stay away from 
the box  


Car seats 
If you have a car seat, do not 
let your baby stay in it for long. 
This is particularly important 
for premature or young babies. 
Car seats are designed to keep 
babies safe while travelling, not 
as a main sleeping place.  They 
should be taken out as soon as 
you get to your destination, and 
placed onto a firm, flat surface 
to sleep. 


Baby boxes are 
cardboard boxes 


specifically 
designed for 


babies to    
sleep in
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Temperature 
The weather in the UK is generally mild but can 
change, and it might be different to the temperatures 
you and your baby are used to.
It is important to make sure that your baby is a comfortable temperature 
– not too hot or too cold. Babies don’t need hats indoors. It’s important to 
keep your baby’s head uncovered while they are sleeping, so they can lose 
heat from their heads when necessary. Babies who are unwell need fewer, 
not more layers. Feel your baby’s chest or the back of their neck (your baby’s 
hands and feet will usually be cooler, which is normal). If your baby’s skin is 
hot or sweaty, remove one or more layers of clothing or bedding. 


It may not be possible for you to control the 
room temperature, but 16-20°C with light 
bedding or a lightweight, well-fitting baby 
sleep bag, is a comfortable and safe room 
temperature for sleeping babies. 


Baby banks 
If you need baby items, you can get help 
from a baby bank. A baby bank is like a 
food bank but for baby essentials and are 
for families who  need  help. They provide 
pre-owned items for newborns to 5-year-
olds donated from the local community. 
These products include sleeping products 
such as cots, travel cots and Moses baskets.   


If you are in contact with any professionals 
ask them to refer you to a baby bank. You 
can also contact your local baby bank 
directly and you may be able to self-refer. 
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We appreciate that this must be a very distressing, unsettling experience for 
you and your baby. If you have any concerns about the sleeping products 
provided (or not provided) please speak to your accommodation provider 
or your support worker. We also encourage you to speak to your midwife or 
health visitor as they will be able to give you specialist advice.  


Health visitors are specialist 
midwives or nurses who 
have additional training in 
community public health 
nursing. They work with all 
families 0-5 and offer more 
support to those who need 
it the most.


You are not alone and there are organisations out there 
who can support you during this time:


Little Village - littlevillagehq.org
Like a food bank, but for clothes, toys and equipment for babies and 
children up to the age of 5 based in London but you can also use 
their website to search for your local baby bank
Happy Baby Community - happybabycommunity.org.uk
Community of support for women who have fled from violence or 
traffickers, and are pregnant or with a young child
New Roots - refugeecouncil.org.uk/get-support/services
Mental health support services for people with refugee status
The Trussell Trust - trusselltrust.org
A network of over 1,200 food bank centres to provide emergency 
food and compassionate, practical support to people in crisis
Best Beginnings - bestbeginnings.org.uk
Support for all parents, co-parents and care-givers to give their 
children the best beginning in life
Shelter - shelter.org.uk
Housing advice, information and advocacy for people in need
UK UNHCR - unhcr.org
Global organisation safeguarding the rights and well-being of 
people who have been forced to flee violence and persecution
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http://littlevillagehq.org

http://happybabycommunity.org.uk

http://refugeecouncil.org.uk/get-support/services

http://trusselltrust.org

http://bestbeginnings.org.uk

http://shelter.org.uk

http://unhcr.org





We hope this helps. If you have any 
questions or concerns about safer 
sleep, please do not hesitate to 
contact The Lullaby Trust on 0808 802 
6869 or info@lullabytrust.org.uk


You can also follow us on Instagram, Twitter 
and Facebook where you can message us 
with any questions you have @lullabytrust


@lullabytrust


Brought to you by The Lullaby Trust
The Lullaby Trust provides expert advice on safer 


sleep for babies, supports bereaved families 


and raises awareness on sudden infant death 


syndrome (SIDS).


www.lullabytrust.org.uk
T: 020 7802 3200
Information line: 0808 802 6869
We have access to translation services


The Lullaby Trust,
CAN Mezzanine, Borough
7-14 Great Dover Street
London, SE1 4YR


Registered Charity No: 262191



https://www.facebook.com/littlelullabyuk

https://www.instagram.com/littlelullabyuk/

https://twitter.com/littlelullabyuk

http://www.lullabytrust.org.uk
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O1


for health 
professionals


TOP
TIPS


Based on direct feedback from 
young parents


working with 
young parents







Babies born to 
mothers under 


the age of 20 are 
almost four times 
more likely to die 


from sudden infant 
death syndrome.


Don’t hold back the truth


Young parents want to know the facts so they can make informed 
choices about the care of their children. It’s important to tell young 
parents why, but also to be honest and say where you don’t know why. 
We do not know what causes SIDS. For many babies it is likely that a 
combination of factors affect them at a vulnerable stage of their


“Sudden infant death syndrome (SIDS) can be a bit of a 
taboo. Professionals don’t want to scare parents and use 
terms like ‘don’t worry, it’s rare’, which gives us a false 
sense of security and makes people less likely to take the 
advice seriously.”


1


ONS, 2019


development, which leads them to die 
suddenly and unexpectedly. However, following 
safer sleep advice can reduce the risk of SIDS.
For complete safer sleep advice and 
guidance, please visit 
www.lullabytrust.org.uk



http://www.lullabytrust.org.uk





Tell us why
2
“Definitely explain or back-up the reason behind what you’re 
saying. Let’s take bedsharing as an example: if you tell 
someone, not to bedshare and not give a reason why, they’re 
not going to listen because they’re not being told why or how 
it’s a risk. If you don’t explain why, it may come across like 
you’re just telling them what to do because you’re older or 
have the authority.”


Some young parents already feel judged 
for being a young parent and may 
naturally overcompensate by initially 
thinking they don’t need advice. If the 
advice you provide is backed up with 
evidence, young parents will be more 
receptive. This approach will show 
you’re not just telling them what to do 
because they’re young.


•	 Either parent or partner/caregiver smokes 
(even if they do not smoke in the bedroom)


•	 Either parent or partner/caregiver has 
drunk alcohol or taken drugs (including 
medications that may make them drowsy)


•	 Their baby was born premature (before 37 
weeks)


•	 Their baby was born at a low weight (2.5kg 
or 5½ lbs or less)


Remember to discuss safer bedsharing. 
Parents should not bedshare if:


Parents, partners or caregivers should never 
sleep on a sofa or armchair with their baby, as 
this can increase the risk of SIDS by 50 times.







Make space for dads and
value relationships


“My partner had been in care most 
of his life and his social worker 
tried to say that if he moved in 
with me, we would break up and he 
would be homeless. She basically 
said our relationship was going to 
fail because we’re young.“


Young fathers may feel left out of parent services focused on mothers. Many 
of our young parents have said that assumptions have been made that they 
do not have contact with the father of their child because they are young. 
It is important for professionals to acknowledge and support both young 
mothers and fathers through the process of pregnancy, birth and beyond.


•	 Children with positively involved fathers have 
better outcomes in life.


•	 Fathers can positively influence the mother’s 
smoking and breastfeeding. 


•	 Teenage mothers with a supportive partner	
are less likely to get postnatal depression. 


•	 Having a highly involved father is associated 
with better emotional, behavioural and 
educational outcomes for children.


Keep in mind the following factors:


During appointments, have a chair available for the father and make 
sure you have the father’s details. Ask him about his involvement and 
encourage him to ask any questions - it will make him feel valued and 
reassured he has the opportunity to speak in a safe space.


3







but don’t dictate


3


Professionals often have strong opinions 
on what is ‘right’ when they are working 
with young parents, but it’s often more 
useful to focus on giving parents the 
information they need and empower 
them to make informed choices. For 
example, telling young parents the pros 
and cons (or the risks) of a particular 
parenting practice is often more useful 
than only giving them information on 
what most people choose.


It’s important not to generalise - each 
young parents’ situation is unique, and 
their needs should be assessed on a case-
by-case basis and acted on appropriately.


Offer support 
and advice
“I had my little girl at 15 and I was in foster care. As I’m 
a young carer, I took to motherhood quite naturally. I felt 
like social workers were kind of pushing me to go into 
a mother and baby unit when I was really happy with my 
foster family and appreciated the support. I don’t think 
they should push you to move on so quickly.”


Whilst your experience is invaluable, 
remember that everyone is different. 
Young mums and dads should be 
treated as individuals rather than 
statistics or stereotypes.


4







5


Persistence is key!
Text, WhatsApp and Call
“My family nurse (Family Nurse Partnership) kept on calling 
me and texting me until I agreed to see her. It was annoying 
at first but if she hadn’t done that, I probably wouldn’t 
have met her. I’m glad I met her as she’s really helped me. 
She always sends text reminders too. WhatsApp is good 
when you don’t have credit.”


Lots of young parents have misconceptions about 
professionals’ intentions for contacting them. Many 
fear they will be judged and their babies will be 
taken away. Whilst this might be an initial barrier, 
professionals should persist and not hesitate to text, 
send a WhatsApp message and call. It’s just about 
changing perceptions.
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Build relationships
(be human!)
“My health visitor told me how she found being a new 
mum, even the things she found hard. It’s good when 
professionals share their experiences and show that 
they’re actually interested in you as a person. It makes 
you open up more.”


Sharing your experiences and talking to young parents on a human 
level is extremely beneficial. Taking an interest in their background 
and them as an individual will make a world of a difference.


Teenage mothers 
are three times 
more likely to 
experience 
postnatal 
depression.


Young Parents’ Support 
Framework -
Public Health England


3x







“I have been 
told a million 


different 
things by so 


many people.”


It is vital that professionals keep up-to-date with safer sleep guidelines 
and other leading advice related to the young parents’ welfare. Advice 
given should be consistent between professionals.


Keep information and 
advice clear and consistent


If young parents are given conflicting advice 
and information, it can be unsettling and 
confusing, which may lead them to take their 
own approach or also listen to advice from 
parents, grandparents or caregivers, which 
may not be correct.


It would be good practice to offer resources 
for parents with additional needs or mental 
health issues and signpost to other useful, 
relevant organisations and don’t forget to 
include young fathers.
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Tell us what 
we’re doing well!


“One of my midwives told me 
that she had her first baby at my 
age before becoming a midwife. 
I felt like she understood my 
experience and it inspired 
me to pursue midwifery. She 
helped me believe I could still 
achieve my goals after having 
my baby. I know not every health 
professional will have the same 
experience, but signposting to 
resources may help.” 


We all need a bit of 
encouragement, recognition 
and reassurance sometimes 
- particularly young parents. 
Positive reinforcement such as 
‘you’re doing a great job’ could go 
a long way, especially to parents 
who may be living on their own or 
don’t have a support network.
Being a parent can be tiring 
and challenging, so a little ‘well 
done, you’ve got this’ will give 
young parents a lift!


Mothers under 20 are 
a third less likely to 
start breastfeeding 
and half as likely to be 
breastfeeding at 6-8 
weeks. 


Young Parents’ Support 
Framework - Public Health 
England
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It’s tricky as every young parent is different. Some young parents 
don’t like to be labelled ‘young parents’ as they think professionals 
will see them as vulnerable or incapable, and some young parents 
we spoke to did not want to be ‘lumped’ into a category they saw as 
negative. However, some also felt more comfortable and less judged 
in a designated group for young parents only. 


When working with young mums and 
dads, acknowledge both perspectives 
and offer them the choice to attend open 
access groups and specialised groups 
where possible. Moreover, once meeting 
and getting to know the parent, you 
will be able to recognise and establish 
whether they need further support or 
have any additional needs. Parents would 
appreciate being given a choice.9


Give us a choice
“Would you generalise every parent who was in their 30s 
and having a baby? Remember it’s the same for young 
parents. We’re unique individuals from a wide range of 
backgrounds. Each one of us has a different story and 
reason why we’re having a baby. We want to be seen as 
an individual and not just a young parent!”







Body language
and tone of
voice is key
Building relationships is paramount. If you can build trust 
and show interest by smiling and displaying positive 
body language, young parents are more likely to open 
up and listen to you. Even if it’s a short appointment, a 
smile can make a big difference and instantly help make 
a connection.


1.	“Please don’t say, ‘you don’t 
look old enough to be a parent’.
2.	“Only ask us if our baby was 
planned if it’s necessary and 
then do this with sensitivity 
- don’t assume our baby was 
unplanned.”
3.	“Don’t assume we’re a single 
parent just because we’re 
young.”


Professionals should be 
aware of phrases and 
language to avoid, such as:


It may seem obvious, but allow 
young parents to speak and really 
try not to talk over them - we can all 
be guilty of this! These actions will 
show them that you are offering a 
safe space and their voice is heard. 
It also gives them time to talk about 
the care of their child, which may 
open up questions or concerns.


Finally, treat young parents 
the same as any other 
parent. Even though they 
may be young, they are 
still a parent and want the 
best for their children.
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Little Lullaby was created in response 
to the increased risk of babies born 
to mums under 20, dying of sudden 
infant death syndrome (SIDS). Babies 
born to mothers under the age of 20 
are almost four times more likely to 
die from SIDS (ONS, 2019). Knowing 
this, we want to stop all unexpected 
deaths of babies and toddlers born to 
young parents and to help them feel 
better informed about sleeping their 
babies safely.
 Little Lullaby advocates for young 


parents under 25, providing an 
inclusive space for them to share 
experiences and receive emotional 
and practical support. We aim to 
challenge stereotypes, amplify 
young parents’ voices and empower 
young parents to achieve their full 
potential.
 


Brought to you by The Lullaby Trust
The Lullaby Trust provides expert advice on 


safer sleep for babies, supports bereaved 


families and raises awareness of sudden 


infant death syndrome (SIDS).


www.lullabytrust.org.uk
T: 020 7802 3200
Information line: 0808 802 6869


For more information about 
Little Lullaby, please visit us at:
www.littlelullaby.org.uk
You’ll find our blogs, vlogs and lots of 


helpful resources and support for young 


parents. 


Find us on social media:


@littlelul labyuk
The Lullaby Trust,
CAN Mezzanine, Borough
7-14 Great Dover Street
London, SE1 4YR


Registered Charity No: 262191



http://www.lullabytrust.org.uk

http://www.littlelullaby.org.uk

https://www.facebook.com/littlelullabyuk

https://www.instagram.com/littlelullabyuk/

https://twitter.com/littlelullabyuk
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REDUCING SUDDEN INFANT DEATHS 
IN NORTH WEST ENGLAND 
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KEY STATISTICS FOR  
THE NORTH WEST
On average 4 babies die, suddenly and 
unexpectedly, every week in the UK and no cause 
will be found. This is known as sudden infant death 
syndrome (SIDS). Increased awareness of safer 
sleep practices has led to a significant reduction in 
the number of deaths and rates have fallen by 81% 
since the 1991 Back to Sleep campaign.


The latest results from the Office for National 
Statistics (ONS) showed that the average SIDS rate in 
England and Wales decreased from 0.32 per 1,000 
live births in 2018 to 0.27 per 1,000 live births in 
2019. In that time, the SIDS rate in the North West 
has decreased from 0.49 per 1,000 live births in 
2018 to 0.24 per 1,000 live births in 2019. This is 
now below the average rate for England and Wales.


However, more action must be taken to bring 
down the number of babies dying in your region by 
making sure all parents have access to information 
on how to reduce the risk of SIDS. If all parents 
followed safer sleep advice, many more babies’ lives 
could be saved. 


The Lullaby Trust has been working hard to bring 
down SIDS rates. With your help we can reduce 
infant mortality in the North West and move closer 
to achieving our vision of stopping all unexpected 
infant deaths.


474
SIDS claimed the lives of 474 
babies in the North West 
between 2007 and 2019


The current SIDS 
rate in the North
West


0.24per 1,000
live births


the first 6 months 


Around 86% of  
SIDS happen in  


 
of life


86%







HOW YOU CAN HELP:


SUPPORT SAFER SLEEP WEEK 2022
Our annual Safer Sleep Week campaign 
takes place from 14-20 March 2022 and 
aims to reach as many families as possible 
with our life saving safer sleep advice. This 
year the campaign will focus on unsafe baby 
sleep products and practices popularised on 
social media, reminding parents and carers 
that all their baby needs is a clear cot for 
a safer sleep. Running a Safer Sleep Week 
campaign in your area is an effective way to 
raise awareness of SIDS and equip parents 
with information on how they can reduce 
the risk. We have a range of resources to 
help you with your campaign including a 
digital information pack which is free to 
download and contains Safer Sleep Week 
posters, cards and publications, which are 
available to order from our shop. For more 
information about Safer Sleep Week contact 
communications@lullabytrust.org.uk 


ENSURE ALL PROFESSIONALS  
KNOW THE ADVICE
Any professional coming into contact with 
families with young babies can make a 
difference. Health professionals are key, but 
others including housing, social care and 
emergency services have made a difference 
in some areas. The Lullaby Trust offers 
training and advice to staff who work with 
families with babies and young children. You 
could run a SIDS training day for early year’s 
professionals and we can provide an expert 
speaker and training resources. Visit our 
website to find out more about our training: 
www.lullabytrust.org.uk/training.  The Lullaby 


Trust is here to support you. We have a range 
of print and online information on all aspects 
of safer sleep and practices that can reduce 
the risk of SIDS; ranging from Easy Read cards 
(produced in 22 languages) to more in-depth 
information.


SUPPORT VULNERABLE FAMILIES IN 
YOUR AREA 


We know how hard it is for bereaved families 
to have another baby, particularly if their 
baby died suddenly and unexpectedly. It 
is common for parents to worry that the 
same thing will happen again. Working with 
the NHS, we run a national health visitor 
led service for bereaved parents. Our Care 
of Next Infant (CONI) programme supports 
families before and after the birth of a new 
baby. We need your support for this vital 
service to be commissioned and offer this 
vital lifeline to the most vulnerable families. 
For more information on how to do this visit 
www.lullabytrust.org.uk/professionals/care-
of-next-infant/


1


2


3


The Lullaby Trust
www.lullabytrust.org.uk
Tel: 020 7802 3200
Registered charity number: 262191



mailto:communications%40lullabytrust.org.uk%20?subject=

http://www.lullabytrust.org.uk/training

http://www.lullabytrust.org.uk/professionals/care-of-next-infant/


http://www.lullabytrust.org.uk/professionals/care-of-next-infant/
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2 Product Guide - a guide to buying safer sleep essentials


Choosing what items your baby might need can be overwhelming.  
To help with this we have put together a guide on how to choose the 
products or items your baby needs to reduce the chance of sudden  
infant death syndrome (SIDS). 


Things don’t have to be complicated!


Things to check
Does the item comply with British Standards? 
If so it should say on the product itself, its 
packaging, instructions or website.


If the item is something for your baby to sleep 
on such as a mattress is it:


• �firm? (baby’s head should not sink in by more 
than a few millimetres)


• �entirely flat with no raised or  
cushioned areas?


• does it have a waterproof cover?


A quick reference guide
A few essentials that you need:


Items we would  
not recommend:
• �Pods/nests


• �Pillows/duvets/thick  
heavy bedding


• �Cot bumpers


• �Hammocks


• �Sleep positioners


Guidance on baby products


Sleeping bag or sheets and a blanket


Portable sleep space


Room thermometer


Cot or Moses basket


Car seat


Mattress


2 Product Guide - a guide to buying safer sleep essentials
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Product claims and what to look for 
Many products make claims about the benefits to your baby, and it can 
be hard to sort the science from the marketing. We can help you with 
what to look for and what to ignore.


What to look for
We strongly advise that any product 
you choose complies with British 
Standards, especially if you are buying 
an item over the internet. A British 
Standard tells us that the product has 
passed certain tests, such as making 
sure it will not fall apart or set on fire 
easily, but does not mean that it will 
be safe when it comes to reducing 
the risk of SIDS. If a product complies 


with a standard it should be stated on 
the product, its packaging or website.


We also advise that you carefully 
follow the instructions that come 
with any product you buy. If you 
buy a second-hand product, it is 
very important that you get hold of 
a copy of the instructions from the 
manufacturer. When a manufacturer 
creates a sleeping product they 
mean for it to be used in a certain 
way. Using an item in a way the 
manufacturer did not intend could 
put your baby at risk.


Bear in mind that just because a 
product is made by a name you know 
or sold on the high street does not 
mean it is safe for your baby to sleep 
in or on.
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If a baby gets too hot this can put them at a higher risk of SIDS. The best 
way to make sure that your baby does not get too hot is to sleep them on 
a firm, flat surface, on their back, with bedding and clothing that is suitable 
for the room temperature. If you follow this guidance the breathability and 
temperature regulation of a sleep surface does not need to be a consideration. 


Rather than being breathable, it is more  
important that a mattress is waterproof  
or has a waterproof cover.  
A waterproof cover helps  
to stop bacteria building  
up inside the mattress so  
there is less risk of infection,  
which may increase the risk  
of SIDS.


2 ‘Breathability’/Temperature regulation


Claims you can ignore


For tired parents, any product claiming to help your baby sleep for longer 
might sound like a good idea. However, it is normal for babies under one 
(or sometimes even older) to wake during the night, particularly if they 
are breastfed. 


Encouraging babies to sleep for longer and more deeply than is normal 
for their stage of development may affect their ability to wake up if 
something is wrong, such as if their mouth and nose become covered.  
This inability to wake easily from sleep is thought to be linked to SIDS.


1
Anything that claims to help 
baby sleep longer/more deeply
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There are no standards that look specifically at whether a product 
decreases or increases the risk of SIDS; most cover other issues such as the 
construction of the item, chemicals or fire safety. 


To reduce the risk of SIDS, pick products that allow you to follow safer sleep 
advice such as sleeping bags, which stop babies from wriggling under covers. 


When checking a product is safe for baby to sleep on, remember the 
simple rule: firm, flat and waterproof. 


3


A baby’s head is soft and can naturally become flattened, which can worry 
some parents. A product should not be needed to prevent or reduce this, 
but if you are worried you should speak to your doctor or health visitor. If a 
product is soft enough to reduce flat-head syndrome it is soft enough to cause 
a baby to overheat, which increases the chance of SIDS. Anything soft in a cot 
can also increase the risk of suffocation. 


Allowing your baby plenty of supervised tummy time when awake is a way 
you can help to avoid or lessen the effect of flat-head syndrome, without 
increasing the risk of SIDS. 


Claims that a product will decrease the risk of SIDS are almost always not 
true. It depends on what the product is being compared to. We would 
advise parents to be cautious about any product that says it will reduce the 
risk of SIDS. However, any product that conforms to safer sleep advice (such 
as the recommended items on pages 6-8) will be less risky than one that 
does not.  


4


5


‘Safe/safer’(for baby)


‘Reduces the risk of flat-head 
syndrome’ (plagiocephaly)


‘Reduces risk of SIDS’/‘Reduces  
environmental factors associated with SIDS’
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Cot/Moses basket and mattress
It is important that the mattress is firm, entirely flat, and waterproof,  
with no soft or cushioned areas, particularly around baby’s head.
Soft mattresses are known to increase the risk of SIDS. They make it 
harder for babies to lose body heat, which can cause them to become  
too hot.
The surface of the mattress should be firm enough that when your baby 
is placed on it, their head does not sink in more than a few millimetres. 
Three key questions you could ask are:
1. �Is it firm?	  2. �Is it flat? 	 3. �Does it have a waterproof cover?


If you choose a second hand mattress make sure it has been stored 
somewhere clean, dry and smoke-free.


For safer sleep you don’t need 
to buy lots of products or spend 
more on expensive items. 


There are just a few essentials you need:
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Portable sleep space 
(Moses basket/ travel cot/ 
carry cot)
We advise that your baby is in the 
same room as you when they sleep 
– day and night. If you choose a 
Moses basket or travel cot follow 
the mattress advice opposite, and 
don’t add extra padding.


Sleeping bag or sheets and a blanket
Baby sleeping bags are a good option as they prevent your baby’s head 
from being covered by wriggling under bedding. You can choose different 
togs for different seasons to help keep your baby at the right temperature. 
You can also select different sizes depending on the age of your baby.  
It is important that the sleeping bag fits well around the shoulders so that 
your baby’s head does not slip down into the bag. Extra bedding should 
not be needed.  


Blankets are fine as an alternative as long as they aren’t too thick or 
doubled over, so there is no chance of overheating. If using blankets, make 
sure they are firmly tucked in and come up no higher than the shoulders. 
Sleep your baby in the ‘feet-to-foot’ position (baby’s feet against the foot 
of the cot) to avoid their face becoming covered by loose bedding. 
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Room thermometer


Any room a baby sleeps in should 
be between 16°c and 20°c. A room 
thermometer can help to avoid 
your baby getting too hot or cold. 


Pram


Babies are safest sleeping flat 
and on their backs. Like all 
places where your baby may go 
to sleep, make sure the mattress 
is firm, flat and waterproof.


Car seat


Car seats are essential for safety 
when travelling, but babies 
should not sleep in a car seat 
for long periods as many aren’t 
flat, which can mean babies are 
slumped over.


On longer journeys give your 
baby regular breaks and if 
possible have an adult sit with 
the baby in the back of the car, 
or use a mirror so you are able 
to keep an eye on them. 
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Pillows/duvets/ 
thick heavy bedding


Duvets, cot quilts and pillows 
have been shown to increase 
the risk of SIDS and are not 
recommended for babies 
under 12 months. 


Pods/nests


Pods or nests are a softer type of sleep surface sometimes used instead 
of or in addition to a mattress, with areas that are raised or cushioned. 
When sleeping, babies shouldn’t lie on or have anything soft around 
them, particularly their heads, as this can cause them to overheat and 
increases the risk of SIDS. 


Soft, squishy materials can also cover baby’s mouth and nose if they are 
pressed against it.


It is also important to remember that while there is a British Standard for 
cot mattresses, there is no standard for pods or nests as a sleeping place 
for babies.


Products that we would 
not advise you to buy:
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Cot bumpers


Cot bumpers pose a serious risk 
to babies. Accidents have been 
caused by babies becoming 
entangled in the ties or material. 
Your baby’s cot should be kept 
clear to be as safe as possible.


If the cot meets the British 
Standard in terms of shape, 
build, and spacing of the bars, 
this helps to lower the risk of a 
baby injuring themselves on the 
cot sides.


Sleep positioners


Babies should not be slept on 
any surface that straps or  
holds them in one position, 
whether that is on their back, 
front or side.


Some products are sold that 
claim to help babies relax by 
holding them in position on 
their tummy.  However, it is 
very risky if babies fall asleep on 
their tummies, so we strongly 
recommend you do not use any 
item that does this. 


Hammocks


Hammocks are not a firm flat 
surface for babies to sleep on, 
which we know is safest for babies 
because it reduces the risk of SIDS.
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The Lullaby Trust receives financial support from a small number of baby product 
manufacturers. Our relationships with them do not in any way influence our safer 
sleep advice, which is informed by scientific research. Funding from companies helps 
us to provide free safer sleep advice and support bereaved parents. We only associate 
with companies that support our safer sleep message and produce products that 
we consider to be safe. The images in this booklet are of products produced by our 
sponsors. Information on our corporate supporters can be found here  
www.lullabytrust.org.uk/support-us/corporate-fundraising/meet-our-corporate-
partners/ 


To read the research and evidence behind this guide go to  
www.lullabytrust.org.uk/research/evidence-base


You can sign up for NHS-approved advice on pregnancy, 
birth and beyond delivered direct to your phone by 
visiting www.nhs.uk/start4life or speak to your health 
visitor, practice nurse or midwife.
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The Lullaby Trust


www.lullabytrust.org.uk 
T: �020 7802 3200
Information line: 0808 802 6869 (Freephone)


Registered charity no: 262191


Produced with the kind support of Public Health England


Keep it simple,
Keep it safe.
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While no single cause has been identified, there 
are a number of known risk factors and lots of 
simple ways that parents can make sure that their 
babies are sleeping as safely as possible. 


The Lullaby Trust has produced guidance on safe 
sleeping practices for babies. 


Their top 3 recommendations are:
1.	 	Put babies on their BACK for every sleep
2.	 	In a CLEAR, FLAT SLEEP SPACE in the same 


room as the carer
3.	 	Keep them SMOKE FREE, day and night 


More information on Page 2


Safer Sleep for your Baby


iHV Parent Tips


Breastfeeding
Breastfeeding is known to reduce the risk of SIDS. The Department of Health and Social Care recommends breastfeeding for as long as 
possible, ideally exclusively for the first 6 months. After 6 months, breastfeeding is encouraged with the addition of suitable solid foods 
for as long as the mother and baby want to continue breastfeeding. 


Thankfully the number of sudden infant deaths has fallen by 82% since 
the “Back to Sleep” campaign in 1991. Sadly, 240 babies each year (that 
is 5 babies a week) still die suddenly and unexpectedly in the UK due to 
Sudden Infant Death Syndrome (SIDS). This leaflet is to help you keep your 
baby safe. 
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Products you need for safe sleeping
The choice of sleeping products on the market can feel 
overwhelming – it’s best to keep it simple. You need a 
Moses basket or cot for indoors and a pram for outdoors.  
Each one needs a firm flat mattress that is protected by an 
approved waterproof cover to keep it clean and dry. If you 
can afford it, a new one is recommended. You can use one 
from another child as long as it has been stored in a clean 
dry place, is in good condition and has no mould, rips or 
tears and is firm and flat. 


Ensure the mattress fits the cot, pram or Moses basket 
properly with no gaps around the edges. Babies can quickly 
outgrow their Moses Basket. Once your baby becomes 
more active you will need to place them in a cot as they can 
tip the Moses Basket up or roll out of it and risk harming 
themselves. Caution needs to be used with the use of a 
Moses basket above the recommended age. At least one 
recent death recorded in the National Child Mortality 
Database (NCMD) is attributed to risks such as rolling and 
subsequent entrapment. The use of pods, nests, hammocks, 
sleep positioners, cot bumpers, pillows, soft cushion or 
thick heavy bedding is unsafe and not recommended. 


You may also need a suitable car seat. 


The Sure Start Maternity Grant is available to help cover 
the costs of a new baby and is available to families living in 
England, Wales and Northern Ireland - more information 
available: http://bit.ly/3t0Smaq. 


In Scotland, the grant is called the Best Start Grant. For 
more information about whether you qualify for, visit: 
http://bit.ly/2X9BD7J


The essentials - keep it simple, keep it safe
You will need: 


Things to be aware of when choosing baby sleeping 
products


British Standard does not mean that a product helps to 
reduce the chance of SIDS, it just guarantees a certain 
level of general safety (e.g., will not fall apart or set fire 
easily). You should also carefully follow the manufacturer’s 
instructions for any product you buy and contact the 
manufacturer directly with any questions. 


Advertising can be very misleading and not all products 
on the market are safe for babies. Research by The Lullaby 
Trust shows that 41% of parents have, or intend to buy, 
baby sleep nests and pods that do not meet safer sleep 
guidelines. 


See this video link below by The Lullaby Trust on how to 
choose safe sleeping products: https://bit.ly/2IzJBBn 


Sleeping position 


•	 Always place your baby on their back to sleep, not on 
their front or side, unless there is medical advice to do 
otherwise. 


•	 If a baby rolls onto their tummy, turn them back again. 
However, once they can roll from front to back, and 
back to their front again, you can leave them to find 
their own sleeping position. 


•	 Babies need to sleep with their feet at the end of the 
cot, pram or Moses basket and always ensure their 
head and face are uncovered. Ensure they are not 
outgrowing the Moses Basket and can tip it up or roll 
out of it.


•	 Never sleep on a sofa or in an armchair with your baby 
as this greatly increases the risk of SIDS by 50 times. 


Safer Sleep for your Baby


More information on Page 3


When choosing products for your baby, check the 
following: 


Does it meet British Standards? If so, it should say 
on the product itself, its packaging, instructions 
or website. 


Is the sleep surface firm? (baby’s head should 
not sink in by more than a few millimetres, no 
matter how cute and cosy it looks)


Is it entirely flat with no raised or cushioned 
areas?
Does it have a waterproof cover that meets the 
standards?


A separate place for a baby to sleep 
such as a Moses basket or cot in the 


same room as their carers


A Moses basket
or cot that is totally clear
of any toys or pillows or 
bumpers, a clear cot is


a safe cot


A Moses basket or
cot fitted with a firm, flat 


mattress that is protected by 
a waterproof cover, with


     a sheet covering it 



http://bit.ly/3t0Smaq

http://bit.ly/2X9BD7J

https://bit.ly/2IzJBBn
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•	 Babies placed on their tummy to sleep have been found 
to be at 6 times greater risk of SIDS compared to a 
baby placed on their back. Side sleeping also increases 
the risk. No research has found any increased risk of 
choking for babies lying on their backs. 


•	 Babies with reflux DO NOT need to be on their front. 
Families should seek medical advice if they feel the 
position their baby is sleeping in is affecting their 
health. This decision should not be made by families 
alone. Please see iHV Parent Tips “How to help if your 
baby has reflux”: https://bit.ly/2PKi1WJ 


Room temperature
Make sure you use the right under-layers for your room 
temperature to help reduce the risk of overheating. Aim 
for the temperature in your baby’s room to be between 
16-20oC. 
Check your baby regularly to make sure they are not too 
hot. Feel their tummy or back of their neck rather than 
their hands or feet as these maybe cooler. If your baby feels 
hot and sweaty, remove one or more layers of clothing, 
bedclothes or bedding. A useful tip is to check your baby 
whenever you feel hot or cold. 
Slings
Use the TICKS guidance below, as recommended by Royal 
Society for the Prevention of Accidents (RoSPA), for baby 
carriers and slings to make sure a baby is breathing normally 
while being carried in a sling or carrier. T.I.C.K.S stands for: 


T ight
I n view at all times


C lose enough to kiss
K eep the chin off chest and
S upported back


Car seats
Do not let your baby routinely sleep in a car seat when at 
home. When you arrive back from a journey, remove your 
baby from their car seat and place them in their cot or 
Moses basket. 


On long car journeys, stop for breaks so your baby is not 
in the car seat for long periods (recommended maximum 
is no longer than 2 hours without a break) and make sure 
your baby is dressed in clothing suitable for the in-car 
temperature. 


Swaddling 
Swaddling may help some babies to settle and sleep for 
longer. If you do decide to swaddle your baby, ensure you 
do this safely. Swaddling should be done for each day and 
night-time sleep as part of a regular routine: 


Dummies/pacifiers
Some research suggests that it is possible that using a 
dummy when putting a baby down to sleep could reduce 
the risk of SIDS. If you wish to use a dummy, then wait until 
breastfeeding is well established (about 4 weeks old). 
•	 Stop giving a dummy to your baby to go to sleep 


between 6 and 12 months. 
•	 Don’t force your baby to take a dummy or put it back in 


if your baby spits it out. 
•	 Don’t use a neck cord. 
•	 Don’t put anything sweet on the dummy, and don’t 


offer during awake time. 
•	 Using an orthodontic (dental approved) dummy is best 


as it adapts to your baby’s mouth shape. 
•	 If you choose to use a dummy, make sure it is part of 


your baby’s regular sleep routine. 


See The Lullaby Trust dummy fact sheet: 
https://bit.ly/2Uod2bB 


BASIS – Baby Sleep Info Source: http://bit.ly/3kTwhYK


Safer Sleep for your Baby


Use thin cotton materials 


Do not swaddle above the shoulders 


Never put a swaddled baby to sleep on their front 


Do not swaddle too tight


Check the baby’s temperature to
ensure they do not get too hot


More information on Page 4



https://bit.ly/2PKi1WJ 

https://bit.ly/2Uod2bB

http://bit.ly/3kTwhYK
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The safest place for your baby to sleep for the first 6 
months is in a separate cot or Moses basket in the same 
room as you day and night.


Co-sleeping
Parents may choose to co-sleep with their babies, 
especially if breastfeeding. This means that their baby 
shares the same adult bed for most of the night, and not 
just to be comforted or fed.


If you do decide to co-sleep, it is important that you do 
this safely and are aware of the circumstances when you 
should not co-sleep. Bed sharing may increase the risk of 
SIDS. Never sleep on a sofa or armchair with your baby 
as this can increase the risk of SIDS by 50 times.


It is important for you to know that there are some 
circumstances in which co-sleeping with your baby can 
be very dangerous: 


•	 If either you or your partner smokes (even if you do 
not smoke in the bedroom) 


•	 If either you or your partner has drunk any alcohol 
or taken drugs (including medicines that may make 
you drowsy)


•	 If you are extremely tired


•	 If your baby was born premature (37 weeks or less) 


•	 If your baby was born at a low weight (21/2kg or 51/2 
pounds or less) 


You must be especially careful when giving feeds that 
you are not in a position where you could both fall asleep 
in the bed together. 


NOTE: Of the babies who died whilst bed sharing with 
an adult, 90% died in dangerous co-sleeping situations. 
The Lullaby Trust and the Department of Health and 
Social Care both clearly state the following: 


Ensure there are no pillows, sheets, blankets or any 
other items in the bed with you that could obstruct 
your baby’s breathing or cause them to overheat. A 
high proportion of infants who die as a result of SIDS 
are found with their head covered by loose bedding. 


Health visitors are there to support and help you to 
make safe, informed choices that suit your family. 
Please feel able to discuss your safe sleeping concerns 
openly with your health visitor. 


List of useful leaflets and resources


The Lullaby Trust 


•	 How to choose safer sleeping products: 
http://bit.ly/30oSowQ 


•	 Safe Product Guide: https://bit.ly/3cglzrl


•	 Dummies fact sheet: https://bit.ly/2PFahoJ


•	 Swaddling your baby and using slings:
http://bit.ly/3c3zSO7


Safe sleeping leaflets are available in a variety of 
different languages from The Lullaby Trust. 


NHS Choices (2018)


•	 Reduce the risk of sudden infant death 
syndrome (SIDS): http://bit.ly/30l5bjG


Safer Sleep for your Baby



http://bit.ly/30oSowQ

https://bit.ly/3cglzrl

https://bit.ly/2PFahoJ

http://bit.ly/3c3zSO7

http://bit.ly/30l5bjG
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Support bereaved parents


Identify  
those at risk


“They’re really small things,  
and they could have happened in any GP  
practice, but I’m lucky they happened in 
ours” -Sarah Grogan, bereaved mum


Hear  
Sarah’s 
story


Read NHS 
guidance


Engage with child death reviews


If you are asked to contribute to 
the child death review process, 


give as much detail as possible. 
GPs hold key information not 


known by other agencies, which 
helps to understand how and why 


a child has died. Your insights 
support national analysis by 


NCMD and the publication of 
reports aimed at addressing 


inequalities in child mortality.


The 6 week postnatal  
checks provide opportunities to 


use targeted preconception care by 
identifying parents and families most 
at risk of child mortality. Be vigilant 


and ensure that you follow NHS 
guidance to help those most in need


Learn more 
about child 
death review


Encourage safe sleep 
practices for higher risk 


families 


Use the 6 week baby check to 
talk to families who might be at 


higher risk of sudden infant death 
syndrome. This includes those 


who misuse alcohol or drugs or 
smoke. It also includes those who 


have had a baby born prematurely 
or babies of a low birth weight. 


Get the Lullaby 
Trust safer 
sleep card


Recognise and tackle 
modifiable factors


NCMD analysis of child death 
reviews has shown these are the 
most commonly recorded factors 
which could be modified to reduce 
the risk of children dying.


See them all  
in our report


Smoking in 
parent or 


carer


Substance 
misuse in 
parent or 


carer


Maternal 
obesity 
during 
pregnancy


Service 
delivery


Sleeping 
arrangements


The GP’s role 
in reducing  
inequalities  


in child  
mortality
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Out of routine: 
A review of sudden 
unexpected death 
in infancy ( SUDI ) 
in families where 
the children are 
considered at risk of 
significant harm


Final report
July 2020
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Foreword


The sudden and unexpected death of an infant is one of the most devastating 
tragedies that could happen to any family. In spite of substantial reductions in the 
incidence of sudden unexpected death in infancy (SUDI) in the 1990s, at least 300 
infants die suddenly and unexpectedly each year in England and Wales.1 


1	 NHS Digital (2019). Child Death Reviews: year ending 31 March 2019. https://digital.nhs.uk/data-and-information/
publications/statistical/child-death-reviews/2019/content


Alongside the overall reduction in incidence, 
however, there has been a steady shift 
towards these tragedies happening 
predominantly in families from deprived socio-
economic backgrounds.2


2	 P. S. Blair, P. Sidebotham, P. J. Berry, M. Evans, P. J. Fleming (2006). Major epidemiological changes in sudden 
infant death syndrome: a 20-year population-based study in the UK. Lancet 367: 314–19.


 Increasingly, these 
deaths occur in families whose circumstances 
put them at risk, not just of SUDI, but of a host 
of other adverse outcomes. Many of the 
recognised risk factors for SUDI overlap with 
those for child abuse and neglect. And this 
is reflected in the experience of the national 
Child Safeguarding Practice Review Panel. 
Of the 568 serious incidents notified to the 
Panel between June 2018 and August 2019, 40 
involved infants who had died suddenly and 
unexpectedly, making this one of the largest 
groups of children notified.


Sadly, most of these deaths are preventable. 
The risk factors for SUDI are well recognised, 
and the steps parents can take to reduce the 
risk have formed part of the clear, consistent 
and evidence-based safer sleep messages for 
years. In spite of this, it is apparent that while 
the safer sleep messages may be rigorously 
delivered by health professionals, many of 
those families who are most at risk are either 
unwilling or unable to receive or act on those 
lessons for a multitude of reasons. 


It seems clear to us, as a Panel, that something 
needs to change in the way we work with 
these most vulnerable families if we are to 
prevent more infants’ lives being lost through 
avoidable SUDI. And to bring about more 
effective working, we need to have a better 
understanding of the circumstances in which 
these babies are dying, how and why their 
parents are making choices about their 
infants’ care and sleeping arrangements, and 
how practitioners are seeking to engage and 
work with families whose children are at risk.


We commissioned this, our second national 
thematic review, to explore these areas, 
drawing on a combination of fieldwork, 
roundtable discussions and a review of the 
published literature. 


The review has identified a number of issues 
that have helped inform the development of 
a ‘prevent and protect’ practice model. We 
believe this model, if embedded in practice, 
has the potential to improve the way we work 
with families with children at risk, specifically 
to reduce the risks of SUDI, and beyond that, 
to address a much wider range of risks to their 
children’s health, safety and development. 
SUDI prevention has all the hallmarks of other 
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safeguarding work and should be understood 
as such. It is not something that can be left 
solely within the remit of public health officials, 
or relegated to the handing out of a health 
promotion leaflet. Rather, it needs to be 
embedded within respectful and authoritative 
relationship-based safeguarding practice. 
Our hope is that the lessons from this review 
will be carefully considered by safeguarding 
partners and by all practitioners working with 
children and families.


We are extremely grateful to our two 
reviewers, John Harris and Geoff Debelle, for 


the tireless work they put into the field visits 
and case reviews, and for pulling together 
the learning arising from that work. We are 
also grateful to the research team, led from 
the University of Bristol, who carried out the 
thorough and comprehensive literature 
review. And finally, thank you to the Panel 
secretariat for all their work behind the scenes 
to enable the review to take place and come 
to completion.


Peter Sidebotham, Sarah Elliott, Susan Tranter


On behalf of the National Child Safeguarding 
Practice Review Panel


A note on terminology
We were very aware, in writing and editing 
this report, of the dangers inherent in our use 
of language, and in particular of labelling 
children, parents and families in ways that are 
potentially demeaning and disempowering. 
The focus of our review has been on families 
with children who are considered to be at 
risk of significant harm through abuse or 
neglect. Our use of the term ‘families with 
children at risk’ is a shorthand for this. In 
using this terminology we recognise that 
all families contain a complex nuance of 
resilience, vulnerability and risk, strengths and 
weaknesses, agency and limitations. 


The term sudden unexpected death in 
infancy (SUDI) is a descriptive term, used at 
the point of presentation of any infant whose 
death was not anticipated (see glossary). 
We have chosen to use this term throughout, 
rather than the narrower term sudden infant 
death syndrome (SIDS), recognising that 
SUDI includes both deaths for which an 
explanation (medical or external) is ultimately 
found and those that remain unexplained. 
Many of the risks, particularly situational and 
circumstantial risks, are similar regardless of 
the underlying cause. 
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THE CHILD SAFEGUARDING PRACTICE REVIEW PANEL


Executive summary


Introduction
This review of sudden unexpected death 
in infancy (SUDI) in families where children 
are considered at risk of significant harm is 
the second national review commissioned 
by the Child Safeguarding Practice Review 
Panel (the Panel). Infants dying suddenly and 
unexpectedly represent one of the largest 
groups of cases notified to the Panel, with 40 
notifications between June 2018 and August 
2019. While these represent only a proportion 
of all SUDI, they occur in families who are 
particularly vulnerable and each one is a 
devastating loss for the family. 


Almost all of these tragic incidents involve 
parents co-sleeping in unsafe sleep 
environments with infants, often when the 
parents had consumed alcohol or drugs. 
In addition, there were wider safeguarding 
concerns – often involving cumulative 
neglect, domestic violence, parental mental 
health concerns and substance misuse. 


The major risk factors for SUDI are well known 
and the advice on reducing the risks is 
evidence-based and well established. In spite 
of this, it was apparent from the cases notified 
to the Panel that this advice, for whatever 
reason, is not clearly received or not acted on 
by some of those families most at risk. It is also 
clear that, for this group of families, the risks to 
their children extend beyond the direct risks of 
abuse or neglect to include wider risks to their 
health, development and wellbeing. 


Within that context, this national review set out 
to answer the following question:


In families with children considered to be at 
high risk of significant harm through child 
abuse or neglect, how can professionals 
best support the parents to ensure that safer 
sleep advice can be heard and embedded 
in parenting practice so as to reduce the 
risks of SUDI?


The review concluded that:


•	 A better understanding of parental 
perspectives by all professionals enables 
local areas to adopt a more flexible and 
responsive partnership with parents, 
develop supportive yet challenging 
relationships that facilitate more effective 
safer sleep conversations, and co-produce 
appropriate information and support for 
parents and carers to aid their decision-
making about the sleep environment. 


•	 There need to be better links between the 
work in local areas to reduce the risk of 
SUDI and wider strategies for responding 
to neglect, issues related to social and 
economic deprivation, domestic violence, 
parental mental health concerns and 
substance misuse. This work needs to be 
embedded in multi-agency working and 
not just seen as the responsibility of health 
professionals.


•	 The use of behavioural insights and 
models of behaviour change should be 
investigated to explore whether these can 
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support interventions to promote safer 
sleeping, specifically with this group of 
families with children at risk of significant 
harm. Approaches such as motivational 
interviewing hold out promise, particularly 
when combined with other strategies for 
family support and risk reduction. Such 


an approach could include the use of 
marketing and social media to influence 
behaviour change and could be linked 
to ongoing national work to provide 
consistent and evidence-based safer sleep 
messages as part of good infant care 
and safety.


Method
The review examined 14 incidents of SUDI from 
12 local areas that were representative of the 
40 SUDI cases reported to the Panel between 
June 2018 and August 2019. 


This was a qualitative study, based on 
interviews with practitioners and families, 
underpinned by factual details from each 
case. The key findings combine evidence 
from casework visits with insights from wider 
research in relation to SUDI and its incidence in 
families where children are considered at risk 
of significant harm.


There were four parts to the review: 


•	 fieldwork visits in 12 local areas


•	 discussions with key professionals and 
experts in respect of SUDI 


•	 a review of the research literature


•	 analysis of national child death review 
data 2018/19 


Key findings


Families in adverse circumstances
A range of pre-disposing risk factors were 
identified, which were in keeping with the 
well-recognised risk factors associated with 
SUDI. Issues such as smoking in pregnancy 
were evident alongside social and 
environmental factors (such as deprivation 
and overcrowding) that, in combination, are 
known to increase the risk of SUDI. Co-sleeping 
was a feature in 38 of the 40 cases. Parental 
alcohol and drug use were common, as were 
issues related to parental mental ill-health. 
These are families that are typically living 
within a context of recognised background 
risks and for whom particular situational risks 


and disruptions to their normal routines mean 
that they are unable to engage effectively 
with safer sleeping advice. These findings 
point towards the need for a flexible and 
tailored approach to prevention with this 
group of families, which recognises and is 
responsive to the reality of people’s lives.


Local partnership working
The fieldwork for this review identified some 
examples of thoughtful, evidence-informed 
practice, but also wide variations and local 
inconsistencies in practice. At their best, local 
arrangements for promoting safer sleeping 
involved a range of professionals as part of 
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a relationship-based programme of support 
that was embedded in wider initiatives to 
promote infant safety, health and wellbeing. 
The best programmes are flexible and able to 
respond to situational risks and out-of-routine 
circumstances. However, such programmes 
were patchy in their application, and 
there were concerns that approaches to 
preventive work were not sufficiently attuned 
to the needs of the high-risk population 
and that resource and time constraints 
meant practitioners were unable to engage 
effectively with families where there are 
additional needs. 


Developing a practice model for 
prevention of SUDI
The findings from this review suggest the need 
for local working that recognises a continuum 
of risk of SUDI, with support and interventions 
that are differentiated and graded to 
reflect the needs of: all families; families with 


additional needs; and families whose children 
are at risk of significant harm. In light of this, 
we are proposing a ‘prevent and protect’ 
practice model with four key components:


•	 robust commissioning to promote safer 
sleeping within a local strategy for 
improving child health outcomes


•	 multi-agency action to address pre-
disposing risks of SUDI for all families, with 
targeted support for families with identified 
additional needs


•	 differentiated and responsive multi-agency 
practice with families to promote safer 
sleeping in the context of safeguarding 
concerns and other situational risks


•	 underpinning systems and processes 
with relevant policies, procedures and 
practice tools that support effective multi-
agency practice across the continuum of 
risk of SUDI.


Conclusion and recommendations
Drawing on the findings from this review, 
it is clear that families with children at risk 
of significant harm through child abuse 
or neglect also face a range of wider risks 
stemming from their background contexts 
and circumstances. Situational risks and 
out-of-routine circumstances act together to 
increase the risk of SUDI and may mean that 
families find it difficult or impossible to engage 
with standard safer sleep messages. 


To engage effectively with these families, local 
areas need to move beyond a framework 
that sees SUDI risk reduction in isolation from 
other risks and as solely the responsibility of 
a narrow range of health professionals. We 
believe that practitioners in all agencies who 


are working with families with children at risk 
need to develop a clearer evidence-informed 
understanding of parental decision-making 
in relation to the sleep environment and how 
this might be changed. Such understanding, 
backed up by a flexible, relationship-based 
approach to working, could improve 
the impact of safer sleep advice on all 
families, and particularly those with children 
considered to be at risk.


In light of this, we are encouraging local 
safeguarding partners to adopt a practice 
model that encompasses reducing the risk 
of SUDI within wider strategies for promoting 
infant health, safety and wellbeing. The report 
offers a framework for local safeguarding 
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partners, with questions they can and 
should be addressing now in relation to 
the knowledge, understanding and skills of 
their workforce – in particular, practitioners’ 
understanding of the views of parents about 
safer sleeping, local multi-agency systems 
and processes for risk assessment and 
management, managing workforce capacity, 
and quality assurance.


In addition, three national recommendations 
aim to provide effective support for 
professionals working with families with 
children at risk. 


Recommendation 1
We recommend that the Child Safeguarding 
Practice Review Panel and the Department 
for Education work with the Department for 
Health and Social Care, NHS England and 
the National Child Mortality Database to 
explore how data collected through child 
death reviews can be cross-checked against 
those collected through serious incident 
notifications. The aim is to ensure consistency 
and rigour in both systems, and to explore 
how national learning from both systems can 
be most effectively disseminated and acted 
on at local and national levels.


Recommendation 2
We recommend that, as part of its refresh of 
the high impact areas in the Healthy Child 
Programme and the specification for health 
visiting, Public Health England considers 
how the learning from this review could be 
embedded within the transition to parenthood 
and early weeks. In particular, to consider 
how targeted multi-modal interventions 
that provide a safe infant sleep space with 
comprehensive face-to-face safe sleep 
education can be embedded in wider whole 
family initiatives to promote infant safety, 
health and wellbeing; and to consider how 
the implementation of these elements of the 
Healthy Child Programme can be expanded 
to involve practitioners from all agencies 
working with families with children at risk.


Recommendation 3
We recommend that the Department of 
Health and Social Care works with key 
stakeholders to develop shared tools and 
processes to support front-line professionals 
from all agencies in working with families 
with children at risk to promote safer sleeping 
as part of wider initiatives around infant 
safety, health and wellbeing. These tools 
and processes are intended to supplement 
the current evidence-based safer sleeping 
advice to assist local areas in implementing 
effective preventive work. They could draw 
on the prevent and protect practice model to 
enable a flexible and responsive approach, 
and where appropriate, incorporate relevant 
and validated risk assessment tools.
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Finally, we identify two areas where further 
research is needed to establish a stronger 
evidence base in relation to working with 
families with children at risk specifically to 
reduce the risk of SUDI.


Research focus 1
There is a need for practice-based research 
within this country to establish the efficacy 
of different interventions to reduce the risk of 
SUDI within families whose children are at risk. 
The literature review concludes that ‘studies 
should use controlled observations taken 
from the same population and preferably as 
a randomised control trial. Where this is not 
possible, robust evaluations that use objective 
measures should be conducted’.3


3	 A. Pease, J. Garstang, C. Ellis, D. Watson, P. S. Blair, P. J. Fleming (2020). Systematic literature review report for the 
National Child Safeguarding Practice Review into the sudden unexpected death of infants (SUDI) in families 
where the children are considered to be at risk of significant harm. https://research-information.bris.ac.uk/en/
publications/systematic-literature-review-report-for-the-national-child-safegu


Research focus 2
There is a need for further research into the 
use of behavioural insights and models of 
behaviour change, working with parents 
whose children are at risk to develop and 
deliver effective safer sleep messages and 
approaches. The use of such models should 
be thoroughly and carefully evaluated.
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1.	 The review question
1.1.	 This review of sudden unexpected 
death in infancy (SUDI) in families where 
children are considered at risk of significant 
harm is the second national review 
commissioned by the Child Safeguarding 
Practice Review Panel (the Panel). Further 
details about the Panel, its remit and its 
membership can be found on GOV.UK.4 


4	 https://www.gov.uk/government/organisations/child-safeguarding-practice-review-panel


1.2.	 Between June 2018 and August 2019, 
the Panel received 568 serious safeguarding 
incident notifications for children who had 
died or suffered serious harm. Of those, 40 
(7%) related to incidents of SUDI, representing 
one of the largest groups of cases notified to 
the Panel. Almost all of these cases involved 
parents co-sleeping with their infants in unsafe 
sleep environments, including those where 
the parents had consumed alcohol or drugs. 
In addition, there were wider safeguarding 
concerns, often involving cumulative neglect, 
domestic violence, parental mental health 
concerns and substance misuse. While these 
babies’ deaths were not directly caused by 
abuse or neglect, there are often concerns 
that the level of parental care may have been 
a contributory factor that put the babies at 
increased risk of harm.


1.3.	 Currently there are between 300 and 
400 cases of SUDI per year in England and 
Wales.5


5	 NHS Digital (2019). Child Death Reviews: year ending 31 March 2019. https://digital.nhs.uk/data-and-
information/publications/statistical/child-death-reviews/2019/content


 Only a minority of these end up being 
notified as serious safeguarding incidents. The 
40 cases notified to the Panel are therefore 
not representative of the overall population 
of families experiencing SUDI. National 
advice on reducing the risk of SUDI has been 
clear and consistent over many years and is 
based on current best evidence. All pregnant 
women and new parents should be given 
information on safer sleeping, both verbally 
and in written format. What seems clear from 
the cases notified to the Panel is that while 
there is no evidence that this advice is not 
given routinely, it is not, for whatever reason, 
clearly received or acted on by some of those 
families most at risk. It is also clear that for this 
group of families, the risks to their children 
extend beyond the direct risks of abuse or 
neglect to include wider risks to their health, 
development and wellbeing.


1.4.	 Within that context, the Panel identified 
this group of families as a focus for this national 
review, the review question being:


In families with children considered to be at 
high risk of significant harm through child 
abuse or neglect, how can professionals 
best support the parents to ensure that safer 
sleep advice can be heard and embedded 
in parenting practice so as to reduce the 
risks of SUDI?
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1.5.	 The review particularly focused on the 
following key questions:


•	 What can we learn from these cases about 
the ways in which safer sleep advice is 
currently delivered to and received by 
families with children at risk?


•	 How can professionals engage more 
effectively with families with children at 
risk to enable safer sleep advice to be 
taken on board and embedded into 
parenting practice?


•	 Is delivery of the universal advice to 
pregnant women and parents sufficiently 
risk-sensitive to address the particular 
hazards detailed above?


•	 Is any further refinement required in the 
way safer sleeping advice is delivered to 
families with children at risk?


1.6.	 A separate, structured literature review6 
investigated the published research evidence, 
specifically addressing three areas of the 
literature:


•	 interventions for improving the uptake of 
safer sleep advice in families with children 
considered to be at risk of SUDI


•	 interventions to improve engagement with 
support services


•	 improving our understanding of the 
parental decision-making processes for the 
infant sleep environment in families with 
children considered to be at risk of SUDI


6	 A. Pease, J. Garstang, C. Ellis, D. Watson, P. S. Blair, P. J. Fleming (2020). Systematic literature review report for the 
National Child Safeguarding Practice Review into the sudden unexpected death of infants (SUDI) in families 
where the children are considered to be at risk of significant harm. https://research-information.bris.ac.uk/en/
publications/systematic-literature-review-report-for-the-national-child-safegu
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2.	Methods


Fieldwork
2.1.	 Two expert reviewers from the national 
pool of reviewers undertook a desktop 
analysis of the 40 incidents of SUDI reported 
to the Panel. These 40 cases came from 
29 different local authorities in eight of the 
nine English regions. The serious incident 
notifications, rapid reviews and, where 
available, completed serious case reviews of 
these 40 cases were scrutinised to determine 
the extent to which any recognised risk factors 
contributed to the child’s death, the nature 
and delivery of any safer sleep messages, and 
any insights into how these messages were or 
were not received and acted on. 


2.2.	  From the 40 notified incidents, the 
reviewers identified a sample of 14 cases 
in 12 localities that were representative of 
the range of circumstances in which SUDI 
occurred and which covered different 
aspects of safeguarding risk. The cases all 
involved infants under 12 months old who had 
died suddenly and unexpectedly, and the 
majority (12) were cases where the child or 
family had previously been identified as being 
at high risk of significant harm. The full inclusion 
criteria are listed in Appendix A.


2.3.	 Fieldwork visits were carried out to each 
of the 12 localities. During the fieldwork visits 
the reviewers heard from the local partner 
agencies about their overall approach to 
promoting safer sleeping and reducing 


the risk of SUDI, including any learning from 
recent case reviews. The reviewers held 
an extended focus group meeting with 
professionals involved with the case. Where 
feasible and appropriate the reviewers spoke 
to the parents or met a parent focus group. 
To set the case visit in context, the reviewers 
also considered a range of background 
documents provided in advance by the 
Safeguarding Partners, Child Death Overview 
Panel (CDOP), and the Health and Wellbeing 
Board. Details of the specification for the 
fieldwork visits are provided in Appendix B. 


Discussions with key professionals and 
experts in respect of SUDI
2.4.	 Roundtable events were held with key 
stakeholders, including professionals with 
significant experience in this field and with 
safeguarding partners from the fieldwork 
areas. The purpose of these meetings 
was to test emerging findings from the 
fieldwork and explore how localities and 
national organisations are responding to the 
challenges. Participants were presented with 
findings emerging from the fieldwork and 
were asked to reflect on them to consider 
whether the findings rang true with their 
experience, any particular points they wished 
to bring to the attention of the reviewers and 
Panel, and any examples of practice initiatives 
they were aware of. The stakeholders involved 
in these discussions are listed in Appendix C.
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Review of the research literature
2.5.	 The Panel commissioned an academic 
team, led by the University of Bristol, to 
conduct a literature review focused on 
work to reduce the risk of SUDI in families 
with children recognised to be at high risk of 
significant harm. The purpose of this review 
was to seek to understand findings from 
published research and test these against the 
findings from fieldwork. 


2.6.	 The literature review followed standard 
approaches for a systematic review and was 
registered with PROSPERO, the international 
prospective register of systematic reviews. Full 
details of the literature review methods can 
be found at Appendix D. The full report of the 
literature review is published separately on 
the University of Bristol research portal. The key 
findings pertinent to this national review are 
included in the relevant sections of this report.


National data on child death reviews 
and SUDI
2.7.	 The reviewers examined national data 
on death registrations held by the Office for 
National Statistics (ONS) and those held by 
NHS Digital for child death reviews completed 
by CDOPs in 2018/19.7


7	 https://digital.nhs.uk/data-and-information/publications/statistical/child-death-reviews/2019/content


 These data provided a 
context for understanding the cases included 
in the review and triangulating these findings 
with the wider picture of SUDI in England.


Terminology
2.8.	 The fieldwork visits highlighted the 
importance of consistent working definitions in 
relation to SUDI to inform the work of partner 
agencies. As far as possible, we have tried 
to be consistent in the terminology used and 
to work with agreed definitions. A glossary 
of terms and abbreviations is included in 
Appendix E.


DR
AF


T



https://digital.nhs.uk/data-and-information/publications/statistical/child-death-reviews/2019/content





16 OUT OF ROUTINE: A REVIEW OF SUDI IN FAMILIES WITH CHILDREN AT RISK


THE CHILD SAFEGUARDING PRACTICE REVIEW PANEL


16 THE CHILD SAFEGUARDING PRACTICE REVIEW PANEL


Key findings


DR
AF


T







17


THE CHILD SAFEGUARDING PRACTICE REVIEW PANEL


OUT OF ROUTINE: A REVIEW OF SUDI IN FAMILIES WITH CHILDREN AT RISK


3.	Findings
3.1.	 The fieldwork for this review used the 
‘pathways to harm, pathways to protection’ 
model of the 2011 to 2014 triennial review8 
as a framework for analysis of the findings 
(Figure 1). This was adapted in light of the 
emerging findings to make it specific to the 
context of SUDI in families with children at 
risk, incorporating a continuum of risk, and 
to develop a ‘prevent and protect’ model 
for responding to this challenge. The findings 


from the fieldwork and literature review will be 
presented in line with this overall model, first 
reflecting on the nature and circumstances of 
SUDI within the continuum of risk (section 4), 


8	 P. Sidebotham, M. Brandon, S. Bailey, P. Belderson, J. Dodsworth, J. Garstang, E. Harrison, A. Retzer, P. Sorensen 
(2016). Pathways to harm, pathways to protection: a triennial analysis of serious case reviews, 2011 to 2014. DfE 
RR545. London: Department for Education.


then exploring learning in relation to local 
arrangements for promoting safer sleeping 
and reducing the risk of SUDI (section 5), 
before drawing out key learning (section 6) 
and presenting a proposal for a prevent and 
protect model (section 7).


Figure 1: Pathways to harm, pathways to protection8
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4.	What are the nature and 
circumstances of SUDI in families 
with children at risk?


Box 1: SUDI risk factors


•	 Unsafe sleep position (prone or side)


•	 Unsafe sleep environment:


	– 	co-sleeping in the presence of other 
risks (including bed sharing)


	– 	overwrapping (head covered, use of 
pillows or duvets)


	– 	soft sleep surfaces (soft or second-
hand mattress)


•	 Tobacco – pregnancy and 
environmental exposure


•	 Alcohol and drugs – during pregnancy 
and when co-sleeping


•	 Poor post-natal care – late booking and 
poor ante-natal attendance


•	 Low birth weight (under 2,500g) 
and preterm birth (less than 37 weeks’ 
gestation)


4.1.	 In the 40 cases of SUDI that we drew 
on, 21 of the infants were male (53%) and 
the majority (63%) were aged less than three 
months, with a peak at one month (Figure 2). 
This mirrors the typical pattern of SUDI cases.9


9	 Carrie K Shapiro-Mendoza, Sharyn Parks, Alexa Erck Lambert, Lena Camperlengo, Carri Cottengim and 
Christine Olson. The Epidemiology of Sudden Infant Death Syndrome and Sudden Unexpected Infant Deaths: 
Diagnostic Shift and other Temporal Changes In: JR Duncan and RW Byard. SIDS Sudden infant and early 
childhood death: The past, the present and the future. University of Adelaide Press, 2018. Available online at: 
https://www.adelaide.edu.au/press/titles/sids


 
Sixteen children were reported to be of White 
British ethnicity. Nine were from ethnic minority 
backgrounds. For 15, ethnicity was not stated.


4.2.	 A range of pre-disposing risk factors 
were identified in the 40 notified cases (Figure 
3). These were in keeping with the well-
established evidence base for the risk factors 
associated with SUDI (Box 1).10


10	 Lullaby Trust (2019). The Lullaby Trust: Evidence Base. https://www.lullabytrust.org.uk/research/evidence-base/


 Risk factors 
such as smoking in pregnancy were evident 
alongside key social and environmental 
factors (deprivation, overcrowding and 
adverse childhood experiences) that, in 
combination, are known to increase the 
risk of SUDI.11


11	 M. Bartick, C. Tomori, Sudden Infant Death and Social Justice: A Syndemics Approach. Maternal Child Nutrition 
2019, 15 e12652. For the impact of overcrowding on SUDI, see P. J. Schluter, M. Hackett, R. P. K. Ford, E. A. 
Mitchell, Taylor P.J. Housing and sudden infant death syndrome. New Zealand Med J 1997; 140: 243 – 246. This 
retrospective study in the United States found that infants were placed on an unsafe sleep surface in a crowded 
living space even when there was a crib or bassinet in the house.


 Focus groups of professionals 
on the fieldwork visits confirmed that the 
vast majority of families lived in deprived 
neighbourhoods, a finding in keeping with 
previous epidemiological 
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Figure 2: Age and gender of children
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12	 P. S. Blair, P. Sidebotham, P. J. Berry, M. Evans, P. J. Fleming. Major epidemiological changes in sudden infant 
death syndrome: a 20-year population-based study in the UK. Lancet 2006; 367: 314–19.


 Poor housing and overcrowding 
were evident in 10 of the SUDI incidents 
reported to the Panel. Unrecognised 
childhood adversity was a factor for a number 
of parents in the cases reviewed. There was a 
perception that parents with a background 
of adverse childhood experiences may 
be prone to a high degree of vulnerability 
during pregnancy, with mothers who had 
experienced abuse in childhood not being 
able to identify risks in their own relationships 
and closing off from engagement with 
professionals. Co-sleeping was found in 38 out 
of the 40 cases. Parental alcohol and drug 


use were common, as were issues related 
to parental mental ill-health, evidence of 
neglect and domestic violence.13


13	 These factors were evident in 50% of the SUDI incidents reported to the Panel – a profile that is consistent with the 
study by J. Garstang and P. Sidebotham, Qualitative Analysis of Serious Case Reviews into Unexpected Infant 
Deaths, Arch Dis Child, 2018; 0:1-7.


 


4.3.	 The 14 cases reviewed in depth, along 
with the wider group of 40 notified cases, 
demonstrated a continuum of risk. These 
risks related to the background context, 
predisposing vulnerability and risk, and 
specific situational risks, particularly related 
to out-of-routine incidents, all of which 
contributed to the circumstances in which the 
SUDI occurred (Figure 4, Table 1).
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Figure 3: Risk factors identified in the notified cases (n=40)
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Figure 4: The SUDI continuum of risk
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Table 1: The SUDI continuum of risk


Level of risk Families affected Risk factors identified in the fieldwork cases14 


Background context All families •	 General recognised risk factors for SUDI


•	 Variations in access to and range of 


preventive services 


•	 Fragmentation between providers


Predisposing 


vulnerability and risk


Families with 


additional needs


•	 Socio-economic deprivation


•	 Poor or overcrowded accommodation


•	 Adverse childhood experience of parents 


impacting on inability to detect harm in 


interpersonal relationships


•	 Parental mental health problems


•	 Alcohol or substance misuse


•	 Ongoing and cumulative neglect


•	 Parental criminal behaviours


•	 Relationship breakdown and/or new partners


•	 Limited engagement with services, including late 


ante-natal booking and mistrust of professionals


•	 Prematurity or other vulnerabilities in the infant


Situational risks 


and out-of-


routine incidents


Families with 


children at risk of 


significant harm


•	 Temporary housing


•	 Change of partner


•	 Altered sleeping arrangements 


•	 Alcohol or drug use on the night in question


14	 These risk factors reflect those found specifically from the review of the cases in the fieldwork. A much wider 
spectrum of risk factors for SUDI is recognised in the research literature.


4.4.	 All the 14 cases reviewed in the 
fieldwork demonstrated at least some of the 
background context risk factors, along with 
particular predisposing vulnerabilities and 
risks. Ten families were previously receiving 
services under child protection, child in need 
plans or care proceedings. Two families 
were known only to universal services before 
the SUDI. Situational risks and out-of-routine 
incidents were prominent: in 11 of the 14 
reviewed cases, the last sleep was considered 
out of normal routine. In eight cases alcohol 
or drug misuse was noted at the time of the 
last sleep.


4.5.	 The hypothetical case profiles below 
are based on and typical of the 14 cases 
examined. They serve to illustrate the 
circumstances and key risk factors identified 
in the fieldwork. From all the cases we have 
seen as a Panel, and from reading and 
hearing about the cases in the fieldwork, it is 
striking how each one of these deaths could 
have been avoided through just a bit more 
vigilance in following safer sleeping advice. In 
none of the cases was there any suggestion 
that the parents had intended any harm to 
their child – on the contrary, most of these 
parents come across as devoted, loving 
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and caring as any other parent. In many 
cases a change in routine, such as having 
to move to different accommodation, a 
family party, the arrival of a new partner or 
the baby being unwell, meant that the usual 
sleeping arrangements were not followed. In 
other cases, ongoing circumstances, such as 
parental mental health problems or alcohol 
or substance misuse, combined with previous 
experience or advice from others led parents 
to adopt unsafe sleeping practices as routine, 
perhaps believing that it wouldn’t cause any 
harm to their baby.


Case 1: Baby W – universal services


A young mother became pregnant and 
made an early appointment for ante-natal 
care. She attended all ante-natal clinic 
visits, some with the father, and received 
universal care. She came into early labour 
and gave birth to a 36-week preterm male 
infant. Mother and baby were discharged 
home once feeding was established and 
the baby was seen to be healthy and 
gaining weight. The midwife and health 
visitor undertook home visits and found the 
mother tired but responsive to her baby. 
She and the father received safer sleep 
awareness advice that emphasised the 
risks posed by co-sleeping. One month 
following discharge, the family hosted a 
party at which alcohol was consumed. 
Mother became very tired and went to 
sleep with her baby in an armchair. She 
awoke next morning to find him lifeless and 
wedged between herself and the side of 
the armchair. 


Case 2: Baby K – family with recognised 
risks – child in need plan


A single mother, whose two previous 
children had been removed from her care 
because of neglect, became pregnant 
and booked late.15


15	 ‘Late booking’ is a term used for an appointment for ante-natal care that is made very late (after 20 weeks 
of pregnancy). Midwives will explore the reasons for this with the mother and will make a referral to children’s 
services with the mother’s consent, unless there are significant child protection concerns.


 The late booking 
prompted a referral to children’s social care. 
The mother engaged well with the pre-birth 
assessment process. She disclosed domestic 
violence from the father and stated that he 
was no longer resident and the relationship 
had ended. She also discussed her 
cannabis use and agreed to attend a drug 
intervention programme. A child in need 
plan was initiated. Her baby, a girl, was born 
normally at term and discharged into her 
care. When the health visitor undertook a 
home visit, she found the house cluttered 
but in reasonable condition. She gave safer 
sleep awareness advice and felt that the 
mother had engaged with it. Following an 
evening of cannabis use at her home with 
the baby’s father, the mother put her now 
two-month old baby to sleep in bed with 
her. She awoke the following morning to 
find her baby cold and lifeless. 


4.6.	 The situational risks and out-of-routine 
incidents identified in the field work were also 
key findings in the literature review. The review 
explored the literature on how parents with 
an infant at high risk of SUDI make decisions 
for infant care, and what this can tell us about 
how to develop effective future interventions. 
Parents were often aware of the advice, 
but did not act on it for a variety of reasons. 
Disrupted routines were a common finding in 
SUDI cases and these often led to parents not 
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following safer sleep advice, either because 
they were unable to, or because they did 
not consider it relevant in the circumstances. 
Models of intervention that rely ‘solely on 
giving information are unlikely to produce 
meaningful change in this group’ (Pease et 
al., 2020, p6). Parents often treated advice as 
a list of options, rather like a menu, from which 
you could choose the most appropriate items; 
thought the goal was to follow most of the 
advice most of the time, rather than all of the 
advice all of the time; and saw occasional 
risky scenarios as acceptable. 


4.7.	 The literature review also identified 
a strong belief in maternal instinct as a 
protective factor that provided a reason 
to trade-off on following safety advice. 
Concerns about the infant’s safety were often 
cited as a reason for co-sleeping, particularly 
in out-of-routine circumstances, such as 
when the baby was ill, or where parents were 
worried about possible intruders. The research 
team reported that: 


Reasons for not following the 
recommended advice often 
included beliefs about comfort, the 
need for night wakings to be as easy 
as possible and the impact of 
disruptions to the routine. Future 
interventions will need to 
acknowledge the complexity of 
infant care and support parents with 
planning for safety at every sleep…
Tailoring safer sleep conversations 
within families’ experiences may 
provide a platform for advice to be 
more acceptable.”


(Pease et al., 2020, p6)


4.8.	 The literature review found that 
advice from ‘a trusted, credible source’, 
including ‘partners, peers and wider family 
members’ was particularly valued. Therefore, 
‘interventions that take a family approach 
rather than focussing solely on the mother or 
primary carer may be more effective’ (Pease 
et al., 2020, p6). 


4.9.	 One of the key findings from the 
literature review was the importance of 
plausibility in how advice is interpreted. 
Where parents are able to understand the 
mechanisms of risk (for example through 
accidental suffocation while sleeping on a 
sofa) they are more likely to trust the message 
and adhere to the advice, compared with 
advice for which they could see no logical 
mechanism.


4.10.	 A review of the Office of National 
Statistics (ONS) data for England and Wales 
and National CDOP data reveals that the SUDI 
cases notified to the Panel are similar to the 
wider picture of SUDI in the UK, many of which 
are associated with highly vulnerable families 
living in situations of social deprivation. In 
2018/19, 3,250 child death reviews (of all 
ages) were completed. The majority (61%) 
concerned children under the age of one 
year. 325 deaths were categorised as SUDI, 
with modifiable factors identified in 195 (60%) 
of these cases. Until recently, there was no 
way of collating information on these cases 
to draw out learning from the child death 
reviews or compare the deaths reported to 
the Panel with all the child death reviews 
undertaken by CDOPs. This means that we 
did not have any way to check whether the 
cases notified to the Panel were complete 
and comprehensive, reflecting all SUDI cases 
in families with children at risk of significant 
harm, or representative of the wider cohort of 
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SUDI across the country. The development of 
the national child mortality database provides 
an opportunity for greater linkage between 
the learning from CDOPs and those from 
safeguarding partners. This provides the basis 
for our first national recommendation from this 
review (section 9). 


4.11.	 In summary, the cases notified to the 
Panel and included in this review represent 
a sub-group of all SUDI cases. They involve 
families who are typically living within a 
context of recognised background risks, 
and for whom particular situational risks and 
disruptions to their normal routines mean 
that they are unable to engage effectively 
with safer sleeping advice. Decision-making 
within these families is influenced by a wide 
range of factors and sources, including other 
family members and mothers’ own instincts 
and beliefs about their infant’s safety. These 
findings point towards the need for a flexible 
and tailored approach to prevention with 
this group of families, which recognises and 
is responsive to the reality of people’s lives, 
and is linked to plausible and understandable 
mechanisms for protection.
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5.	How effective are local 
arrangements for promoting safer 
sleeping and reducing the risk of 
SUDI? 
5.1.	 This section sets out an evaluative 
commentary on the key aspects of local 
arrangements for promoting safer sleeping 
and reducing the risk of SUDI that were found 
on fieldwork visits. During the visits we found 
some examples of thoughtful, evidence-
informed practice, with examples of creative 
and flexible partnership working. However, 
we also found wide variations and local 
inconsistencies in practice. While many areas 
were able to identify what constituted good 
practice – such as making the message 
specific for the context in which these families 
lived, evaluating these initiatives and always 
trying more innovative ways of engaging with 
families – these elements were often missing in 
the cases we reviewed.


5.2.	 Action to promote safer sleeping 
featured in CDOP reports and plans in all 
the localities visited. Local plans typically 
included: 


•	 promotion of breastfeeding


•	 support for smoking cessation


•	 information for parents, including robust 
messages about risks from co-sleeping


•	 research to understand why safer 
sleep messages were not acted upon, 
particularly in vulnerable families


•	 briefing materials for professionals and 
multi-agency training about safer sleeping


•	 promotional activities associated with Safer 
Sleep Week


5.3.	 Safeguarding partners in the fieldwork 
areas had identified effective learning from 
serious case reviews and rapid reviews to 
initiate changes in key safeguarding processes 
such as pre-birth assessment, protocols for 
joint working between professionals (e.g. 
midwives and social workers), discharge 
planning and support for parents of preterm 
babies, and skills in working with high-risk 
families (e.g. motivational interviewing).


5.4.	 A number of safeguarding partners had 
related their action to prevent and reduce the 
risk of SUDI to wider strategies for promoting 
good outcomes for children. One example 
was the Leicester, Leicestershire and Rutland 
‘Strategy to Support Healthy Pregnancy, 
Birth and Babies’.16


16	 https://www.leicester.gov.uk/media/184822/strategy-to-support-healthy-pregnancy-birth-and-babies-in-
leicester-leicestershire-and-rutland-2019-2024.pdf


 Such strategies brought 
together action to reduce poverty and health 
inequalities with systematic arrangements for 
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prevention and early intervention to support 
vulnerable families. 


5.5.	 The fieldwork visits identified examples 
of good practice and areas for improvement 
in relation to both preventive and protective 
actions. In addition, the literature review 
found evidence in relation to different types 
of intervention to reduce the risk of SUDI and 
improve engagement with services in families 
with children at risk. In the rest of this section 
we present the findings from the fieldwork 
using the ‘pathways to harm, pathways to 
protection’ model across the SUDI continuum 
of risk before presenting the findings from the 
literature review. First, we explore preventive 
work at a population level, protective work 
with families with additional needs and 
situational risks, and supporting families 
with children at risk to reduce the risks. We 
then go on to explore the evidence base 
for interventions to reduce the risk of SUDI in 
families with children at risk and interventions 
to improve engagement with services among 
these families.


Preventive work at a population level
5.6.	 SUDI is a sleep-related incident. The 
sleep environment is of primary importance 
and national guidance is definitive in 
recommending that during the first six months 
of life, an infant should be placed on their 
back to sleep, day and night, in a separate 
cot or Moses basket in the same room as 


the parents. Co-sleeping is common but 
potentially carries risks. These risks increase 
if either parent smokes or has consumed 
alcohol or drugs, and with co-sleeping 
on a sofa or armchair. This forms the core 
element of the national safer sleep advice 
for all parents produced by the Lullaby Trust 
in partnership with Public Health England 
and UNICEF.17


17	 Safer Sleep for Babies, The Lullaby Trust/Public Health England/UNICEF 2019.


 


5.7.	 The Lullaby Trust materials were highly 
regarded and widely used in localities. Some 
safeguarding partners were proactive in 
undertaking local research to understand 
parental perspectives on ante-natal, neo-
natal and post-natal care and support, 
including the content and process of safer 
sleep conversations and supporting materials. 
As a result, they had built on the national 
materials to produce local materials that 
sought to address particular contexts (for 
example, family celebrations, safer sleep 
during heatwaves and alcohol). Such material 
was seen to be helpful in enabling parents 
to reflect on infant routines and strategies to 
reduce risk.


5.8.	 However, the parents we spoke to 
highlighted that safer sleep messages were 
not always consistent, particularly on issues 
such as bed sharing.18


18	 Bed sharing is where the parent or parents sleep in the same bed as their infant. It is often done by mothers 
or caregivers to extend breastfeeding, to employ easy access to the breast for night feeding, and to foster 
bonding or physical closeness with infants. The research evidence, although contentious, suggests that the 
risk of SIDS as a result of bed sharing is considered to be low in the absence of other hazardous circumstances 
(P. S. Blair, P. Sidebotham, A. Pease, P. J. Fleming. Bed sharing in the absence of hazardous circumstances: is 
there a risk of sudden infant death syndrome? An analysis from two case-control studies conducted in the UK. 
PLoS One 2014; 9: :e107799).


 They were critical that 
leaflets were too wordy and, in some cases, 
were poorly photocopied in black and 
white. There was a suggestion that better use 
could be made of social media to provide 
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information and ‘nudge’ parenting behaviour 
in relation to safer sleeping. 


5.9.	 Some of the practitioners we spoke 
to said that the information for parents 
needed to be more direct and hard-hitting 
in explaining the consequences of an unsafe 
sleep environment. Research evidence 
suggests that parents are more likely to 
respond positively to safer sleep advice 
where they understand that there is a clear 
link between advice and risk. However, that 
understanding is less likely to be developed 
and embedded if it is presented as a list of dos 
and don’ts.19 


19	 See Factors Influencing Maternal Decision-Making for the Infant Sleep Environment in Families at Higher Risk of 
SIDS: A Qualitative Study, A. Pease, J. Ingram, P. S. Blair and P. J. Fleming, University of Bristol, 2017.


5.10.	 There was a wide perception that 
pregnancy is a ‘reachable moment’ 
for midwives, health visitors and other 
professionals to engage parents. This 
provides opportunities for both reinforcing 
preventive work and for targeting appropriate 
protective work. The ‘booking-in’ process 
is a key opportunity to identify predisposed 
risk factors in relation to SUDI. This is also 
the occasion to consider the wider social 
and environmental circumstances of the 
mother and family. Additional needs may 
be met through targeted support or a 
referral for early help. Where there are more 
significant safeguarding concerns, a pre-birth 
assessment may be initiated. 


5.11.	 However, while practitioners recognised 
the importance of pregnancy as a reachable 


moment, in a number of the localities 
visited they reported that the pressure from 
caseloads and the time constraints to cover 
a wide range of specified information at the 
appointment20 meant that the opportunity to 
build relationships and explore vulnerabilities 
was more limited. This was particularly evident 
in areas of high social deprivation. 


20	 For the detail of items to be covered by midwives at first booking appointment, see Ante-natal care for 
uncomplicated pregnancies, NICE guidance CG62, Appendix D. The specification for the mandatory ante-
natal visit by health visitors is set out in guidance to support the commissioning of the Healthy Child Programme 
0-19: Health visiting and school nursing services, Public Health England Commissioning Guide 2, pp.25-26. 


5.12.	 Some practitioners talked of 
neighbourhood deprivation as a ‘new norm’ 
that made judgements about situational risks 
problematic due to desensitisation.21


21	 This reflects a similar finding in M. Brandon et.al. 2020, Complexity and Challenge: A Triennial Analysis of 
SCRs 2014-17, pp.62-3.


 In that 
situation late booking for ante-natal care and 
continuing to smoke during pregnancy were 
felt to be so prevalent as to place them below 
the threshold for referral for additional support. 


Protective work with families with 
additional needs and situational risks
5.13.	 Discussions with practitioners on 
fieldwork visits indicated extremely variable 
levels of multi-agency awareness of and 
training about SUDI and safer sleeping. In 
some partnerships, professional guidance 
in relation to SUDI and safer sleeping was 
limited to those working in health visiting and 
midwifery. In other areas, the safeguarding 
partners had taken a much broader multi-
disciplinary and multi-agency approach 
(Box 2). The review found good examples of 
awareness-raising materials on safer sleeping 
such as ‘seven-minute briefings’. Some 
partnerships were beginning to incorporate 
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awareness raising about SUDI and safer 
sleeping within other safeguarding training, 
for example in recognising and responding 
to neglect. 


Box 2: Good practice examples


•	 Safeguarding partners in Salford 
developed high-quality, role-specific 
guidance materials available for 
practitioners in a wide variety of roles, 
including those working primarily in 
adult safeguarding.


•	 In Stockport, the local partnership 
carried out a survey with staff across 
the ‘Stockport Family’ multi-professional 
team to ascertain the current 
knowledge of staff about safer sleeping, 
and whether and when they had 
been trained. This feedback was used 
to design a bespoke programme of 
training for all staff.


5.14.	 The fieldwork cases highlighted the 
importance of risk assessment processes in 
relation to safer sleeping. Risk assessment 
should be an ongoing process, particularly 
when family circumstances change. Within 
this there are particular opportunities to 
review judgements about risk, for example: 


•	 by midwives at booking and ante-
natal checks


•	 by health visitors at the mandatory ante-
natal and new birth visits 


•	 at the six-week review with GPs 


•	 by social workers and independent 
reviewing officers at child protection 
conferences, care plan meetings or review 
team meetings 


5.15.	 We found examples of good-quality, 
timely pre-birth assessments that informed 
children in need planning, enabling a 
network of practitioners to establish a positive 
partnership with the mother and wider family. 
Good practice is for the pre-birth assessment 
to commence no later than 20 weeks into 
pregnancy and be completed no later than 
four weeks before the term date. This allows 
for sufficient time to undertake a full analysis 
of risk factors and family strengths, make 
decisions and put in place multiagency 
support. These timescales were not always 
met in the cases we reviewed and some 
assessments lacked sufficiently rigorous 
analysis of risk. 


5.16.	 Some partnerships had developed a 
safer sleep risk tool for use in discussions with 
parents (an example is from Nottinghamshire 
Safeguarding Children Board). There was 
some interest from practitioners in the 
development of a national risk tool, perhaps 
linked to national multi-agency professional 
guidance. Systems and processes to 
support confident professional judgement 
in local areas would also be enhanced by 
incorporating safer sleep risk assessment 
and signposting within relevant policies, 
procedures and practice tools. 


5.17.	 Within the framework of the 0 to 5 
years phase of the Healthy Child Programme 
(HCP), the review found good examples 
of commissioned ante-natal classes and 
parenting support programmes in the 
community to complement the direct work 
with individual families by health visitors. 
Targeted support for families with additional 
needs was delivered through programmes 
such as the Family Nurse Partnership or 
locally designed provision, for example the 
Enhanced Health Visiting Offer programme 
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in Portsmouth, and SWANS (support for 
women ante-natal service) in Kirklees. 
These programmes were characteristic of 
the interventions to reduce the risk of SUDI 
cited in the literature review as described 
in paragraph 5.27 below. Safer sleep was 
addressed as part of infant care and 
safety, with intensive support from a trusted 
professional being a key factor. There was 
some variability in the criteria for accessing 
these programmes and the capacity to meet 
local need. Many localities reported that 
capacity was overstretched, particularly 
in meeting both the mandatory review 
requirements of the HCP and fulfilling a 
Universal Plus health visiting offer. Localities 
and stakeholders contributing to the review 
have highlighted the opportunity to address 
these issues as part of Public Health England’s  
refresh of the high impact areas in the HCP 
(notably transition to parenthood and early 
weeks) and the specification for health visiting.


Supporting families with children at risk 
to reduce the risks
5.18.	 Families whose circumstances 
indicated high risk of significant harm were 
involved in 12 of the 14 cases reviewed in 
depth. In almost all these cases there was 
currently, or had previously been, statutory 
involvement (child in need plan, child 
protection, or care proceedings). Case visits 
have shown the need for work to promote 
a safer sleep environment to be more 
closely integrated with wider assessment 


and planning with the family to address 
safeguarding concerns. 


5.19.	 Most incidents that were reviewed 
occurred when routine infant sleeping 
arrangements were disturbed by changing 
circumstances. This could follow a 
critical incident or a period of escalating 
safeguarding risk related to particular family 
events. They all involved co-sleeping and 
almost all were alcohol and/or drug related. 
A key question is the extent to which SUDI 
in out-of-routine circumstances, while not 
predictable, can nevertheless be made more 
preventable.22 


22	 The 2011 to 2014 triennial review recommended an approach that steers away from trying to pronounce on 
whether a death or serious harm could have been predicted or prevented, to acknowledging that there is 
always room for learning and improvement in our systems. Such an approach recognises that there are many 
opportunities for prevention and protection, even without being able to accurately predict which children 
may be harmed, when or in what manner. P. Sidebotham, M. Brandon, S. Bailey, P. Belderson, J. Dodsworth, 
J. Garstang, E. Harrison, A. Retzer, P. Sorensen. (2016) Pathways to harm, pathways to protection: a triennial 
analysis of Serious Case Reviews 2011-2014. DfE RR545. London: Department for Education. p19.


5.20.	 The review found that in all cases 
safer sleep advice, including information 
leaflets, had been given to parents and 
documented, frequently on more than one 
occasion. Typically, such conversations took 
place as part of a health visitor’s initial ante-
natal visit and again at the new birth visit 
(when the safer sleep conversation would be 
logged in the Personal Child Health Record). 
Some partnerships were seeing safer sleep 
conversations as a staged approach to 
be built on, with relevant information and 
discussion at key points: ante-natal support, 
new birth visit and six-week assessment. Such 
an approach was intended to allow time 
for parents to absorb key information, ask 
questions and build understanding over a 
more extended period. 


5.21.	 However, the evidence from research 
studies and in reviews commissioned by local 
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partnerships suggests that parents do not 
always find such conversations meaningful. 
Some parents react negatively to a style 
of conversation that they perceive to be 
condescending or lecturing, and in which 
they experience strong pressure to comply 
with safer sleep messages.23 


23	 A. Pease, J. Ingram, P. S. Blair, P. J. Fleming. (2017) Factors Influencing Maternal Decision-Making for the Infant 
Sleep Environment in Families at Higher Risk of SIDS: A Qualitative Study. See also, for example: Findings of Insight 
Work 2019 – On Behalf of the Strategy to Support Healthy Pregnancy, Birth and Babies in Leicester, Leicestershire 
and Rutland. Leicester City Council.


5.22.	 In the fieldwork cases, safer sleep 
conversations and risk assessments tended 
not to be sufficiently joined up with wider 
plans to work with the family in addressing 
safeguarding concerns and changing 
circumstances. Safer sleep conversations 
took place and were documented, but 
explicit safety goals in relation to the sleep 
environment were not evident in plans 
developed with the family. In a number of the 
localities, partners were seeking to address 
this issue, particularly by training health 
visitors, midwives and other professionals 
to develop a more ‘coaching’ approach 
to safer sleep conversations that combines 
empathy and support with appropriate 
challenge. 


5.23.	 In the majority of the cases there were 
unexpected changes in family circumstances 
when the SUDI occurred. In some instances 
they were related to escalating safeguarding 
concerns that were not fully recognised by 
professionals working with the family (Box 3). 
In these cases the assessment of the sleep 
environment was typically treated as a 
discrete task within the plan for working with 
the family and not sufficiently linked to a wider 
understanding of the lived experience in the 
household.


Box 3: Missed opportunities to identify 
changing family circumstances in the 
fieldwork cases


•	 a previous referral about the family had 
not met the threshold for early help or 
children in need support 


•	 a child in need plan had recently 
been closed as it was felt that previous 
safeguarding risks had been resolved 


•	 over-optimistic assumptions about the 
family’s capacity to change or maintain 
protective behaviours (particularly 
in relation to alcohol and substance 
misuse, or in maintaining restricted 
contact arrangements in a separated 
household)


•	 a lack of information about the infant’s 
father or mother’s current partner, 
particularly if there was a failure to 
disclose this information


•	 difficulties in transfer of information 
about the family and their social 
networks within and across agencies


5.24.	 Some safeguarding partners, following 
case reviews, had identified the need to focus 
safer sleep conversations and information 
on risk situations, and to initiate ‘what if’ 
discussions about arrangements to ensure a 
safer sleep environment. Research evidence 
with young mothers in economically-deprived 
communities indicates that such an approach 
may be more fruitful, not only with families 
of children at risk but more generally, as the 
propensity for bed sharing or sofa sleeping 
to occur in out-of-routine situations is evident 
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across all family circumstances, not just those 
considered to be at high risk.24


24	 A. Pease, J. Ingram, P. S. Blair, P. J. Fleming. (2017) Factors Influencing Maternal Decision-Making for the Infant 
Sleep Environment in Families at Higher Risk of SIDS: A Qualitative Study. ‘Conversations with families that focus 
on the individual circumstances and endeavour to elicit their influences, beliefs and gently challenge their own 
instinctive views on optimal protective strategies may be necessary to support mothers with making safer infant 
care decisions.’


5.25.	 Often a contributory factor was 
the reluctant and sporadic engagement 
between the family and practitioners. 
Many local areas were looking to promote 
a practice model in which practitioners 
sought to establish deeper and more open 
relationships with families as a basis for driving 
change and improving safety. Some local 
partnerships were seeking to incorporate 
work with families on safer sleeping into local 
strategies for responding to neglect, parental 
mental health concerns, domestic abuse and 
substance misuse.


Interventions to reduce the risk of SUDI 
in families with children at risk
5.26.	 The literature review identified five types 
of intervention aimed at reducing the risk of 
SUDI in families with recognised risks:


•	 infant sleep space and safer sleep 
education programmes


•	 intensive or targeted home visiting services


•	 peer educators/ambassadors


•	 health education/raising awareness 
interventions


•	 targeted health education messages using 
digital media


5.27.	 A number of characteristics of effective 
interventions were identified through the 
literature review. They are ‘personalised, 


culturally sensitive, enabling, empowering, 
relationship building, interactive, accepting 
of parental perspective, non-judgemental 
and are delivered over time’ (Pease et al., 
2020, p45). The best results were found when 
strategies to reduce SUDI risk were embedded 
within usual service provision, and when they 
began during the ante-natal period and 
continued through the post-natal period. 
Interventions need to be flexible and take 
account of the changing circumstances for 
parents as well as the developmental needs 
of the growing infant. ‘Long-term provision 
(for example up to sixth post-natal month) 
builds on the initial contact and can provide 
both support for parents and opportunity 
for professionals to identify changes in sleep 
environment and infant care practices’ that 
might increase risk of SUDI and SIDS, and to 
mediate those risks (ibid, p60). A key point 
in the success of interventions is that they 
should have ‘a clear theoretical framework, 
[providing] a rationale for professionals to 
understand the relevance and utility of the 
intervention for their populations’ (ibid, p5).


5.28.	 A number of interventions included the 
provision of a safer sleeping space for babies, 
such as a bassinette, ‘Pepi-Pod’ or ‘Wahakura’ 
(a traditional Māori woven basket). Studies 
showed that ‘the majority of recipients did 
use the sleep space provided, immediately 
reducing the risk of the need to bed-share 
or use an alternative hazardous sleep 
environment’ (Pease et al., 2020, p5). There is 
some evidence from New Zealand that these 
interventions have contributed to a reduction 
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in infant mortality.25


25	 E. A. Mitchell, S. Cowan and D. Tipene-Leach, The recent fall in post-perinatal mortality in New Zealand and the 
Safe Sleep programme. Acta Paediatrica, 2016. 105(11): p. 1312-1320. S. Cowan, Their First 500 Sleeps. Pepi-Pod 
Report: 2012-2014. 2015, Change for our Children Limited.


 Programmes typically 
combined the provision of a safer sleeping 
space with other risk reduction measures.


5.29.	 Intensive and targeted home visiting 
programmes such as the Family Nurse 
Partnership have shown some evidence of 
improvements in preventable-cause mortality 
in the USA,26 but this evidence is limited. 


26	 D. L. Olds et al., Effect of home visiting by nurses on maternal and child mortality: results of a 2-decade follow-
up of a randomized clinical trial. JAMA Pediatrics, 2014. 168(9): pp. 800-806.


5.30.	 Some of the most promising 
interventions involve the use of peer 
educators, such as parents from within 
vulnerable communities or young people. 
Such programmes may engage and 
empower young and vulnerable parents and 
be achievable within communities that are 
traditionally considered ‘hard to reach’.


5.31.	 Many programmes rely heavily on 
educating parents about the risks of SUDI. 
Such programmes may increase knowledge 
of the risks, but there is limited evidence of 
their impact on actual practice within families 
with children at risk. There is, at present, limited 
evidence on the use of technology to support 
safer sleeping, and the only studies to date 
have been in the United States.


Interventions to improve engagement 
with services in families with children 
at risk
5.32.	 The literature review found ‘limited 
evidence for interventions to improve 


engagement in families with children 
considered to be at high risk of significant harm 
through abuse or neglect. Of the interventions 
which showed some benefit, these were all 
face-to-face programmes with high intensity 
family contact’, such as the Nurse-Family 
Partnership, and with ‘close working and 
co-ordination between agencies such as 
programmes that combined substance misuse 
treatment with parenting support’ (Pease et 
al., 2020, p60). Engagement was found to be 
better where programmes could offer more 
flexible delivery and where they worked ‘with 
local communities to promote and support 
the delivery of home visiting’ (ibid, p5). 
Technology-assisted interventions were not 
effective. Barriers to engagement included: 


low motivation, feelings of 
shame and guilt, and stigma. The 
quality of the relationship between a 
skilled professional and family is key 
to engagement for meaningful 
change; this is not something that 
can be achieved in the short-term. 
Parent advocates, who have 
successfully navigated the 
challenges of child protection 
procedures, can be effective in 
working with parents and helping 
them to engage with professionals.”27


27	 Pease et al., 2020 p60
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5.33.	 There is some evidence from the 
United States that motivational interviewing,28 
particularly when combined with a modular 
home-treatment programme, can improve 
engagement among families referred 
following child protection concerns. However, 
this has not been replicated in studies in the UK.


28	 Motivational interviewing is a behavioural strategy which aims to strengthen individuals’ motivation to change, 
build commitment, promote decisions for positive change and increase self-efficacy.


5.34.	 The literature review highlighted 
‘the importance of relationship-based 
practice and the characteristics of these 
relationships reported to be important: trust, 
non-stigmatising, and non-judgemental.’ In 
addition, ‘an approach that focuses on the 
wider needs of the family including housing 
and mental health needs’ was found to be 
important (Pease et al., 2020, p60-1).


5.35.	 In summary, the fieldwork for this 
review identified a lot of thoughtful, evidence-
informed practice, but also wide variations 
and inconsistencies in practice. At their 
best, local arrangements for promoting safer 
sleeping involved a range of professionals 
as part of a relationship-based programme 
of support that was embedded in wider 
initiatives to promote infant safety, health and 
wellbeing. The best programmes are flexible 
and able to respond to situational risks and 
out-of-routine circumstances. However, such 
approaches were patchy, and there were 
concerns that approaches to preventive work 
were not sufficiently attuned to the needs of 
the high-risk population, and that resource 
and time constraints meant that practitioners 
were unable to engage effectively with many 
of the most needy families. 


5.36.	 Findings from the literature review were 
similar: ‘targeted and long-term evidence-
based interventions with continuity of 
service provider, delivered in the context of 
enabling parent-provider relationships has 
benefits for infants and families in both the 
short and long term’ (Pease et al., 2020, p60). 
There was ‘good evidence that multi-modal 
interventions that provide a safe infant sleep 
space with comprehensive face to face safer 
sleep education programmes are effective, 
delivering improvement across several key 
outcome measures for safer sleep and safe 
baby practices in vulnerable families’ (ibid, 
p60). However, ‘improving the engagement 
of vulnerable families is challenging and 
resource intensive. The most effective 
practices will involve professionals working 
with families regularly, over long periods 
of time to build trusted relationships; and 
for professionals and families to be linked 
with community-based support services’ 
(ibid, p60).
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6.	Key learning
6.1.	 Drawing on the findings from fieldwork 
visits, discussions with experts in the field and 
insights from the literature review, this section 
draws together key learning points that 
inform a proposed SUDI ‘prevent and protect’ 
practice model for local areas, reflective 
questions for safeguarding partners, and key 
national recommendations. 


6.2.	 We have concluded that:


•	 A better understanding of parental 
perspectives by all professionals enables 
local areas to adopt a more flexible and 
responsive partnership with parents; 
develop supportive yet challenging 
relationships that facilitate more effective 
safer sleep conversations; and co-produce 
appropriate information and support for 
parents and carers to aid their decision-
making about the sleep environment. 


•	 There need to be better links between the 
work in local areas to reduce the risk of 
SUDI and wider strategies for responding 
to neglect, issues related to social and 
economic deprivation, domestic violence, 
parental mental health concerns, and 
substance misuse. This work needs to be 
embedded in multi-agency working and 
not just seen as the responsibility of health 
professionals.


•	 The use of behavioural insights and 
models of behaviour change should be 
investigated to explore whether these can 
support interventions to promote safer 
sleeping, specifically with this group of 
families with children at risk of significant 
harm. Approaches such as motivational 


interviewing hold out promise, particularly 
when combined with other strategies for 
family support and risk reduction. Such 
an approach could include the use of 
marketing and social media to influence 
behaviour change and could be linked 
to ongoing national work to provide 
consistent and evidence-based safer sleep 
messages as part of good infant care 
and safety.


Understanding parental decision-
making about the sleep environment 
6.3.	 Insights from the literature review have 
highlighted the importance of understanding 
the factors influencing decisions by parents, 
despite safer sleep messages stressing the 
dangers of co-sleeping and documented 
safer sleep conversations with health visitors 
and other professionals having taken place. 
Decisions to co-sleep may be described 
as pragmatic ‘trade-offs’ against the full 
implementation of safer sleep advice for a 
variety of reasons, including physical safety 
concerns for the infant, maternal instinct 
as a protective factor, and an occasional 
circumstance where routines were disrupted. 
Most research studies found that parents knew 
the safer sleep advice but found it unrealistic 
or implausible. Parents may take the view 
that because the cause of SUDI is not known, 
it cannot be prevented. The literature review 
suggested that where a reason for advice 
was lacking, parents were less likely to follow 
that advice; conversely, where they could 
see a clear link between the advice and an 
understandable mechanism of protection, 
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it was more likely to be followed. Four key 
conclusions follow:


•	 parents need advice from someone they 
trust and believe


•	 co-sleeping is both too common and too 
complex to apply a simple ban


•	 providing parents with plausible 
mechanisms of harm, such as a risk of 
suffocation when co-sleeping on a sofa, 
could improve trust in safer sleep messages


•	 planning for infant safety during 
disrupted routines might avoid rare but 
lethal scenarios


6.4.	 These principles are particularly 
important when working with families 
in challenging circumstances. As in all 
safeguarding work, practitioners working 
with such families must be able to exercise 
confident professional judgement in situations 
where there is complexity and ambiguity. A 
differentiated approach to the delivery of 
safer sleep advice and information is essential 
where there are pre-disposing risks and other 
vulnerabilities. Practitioners need to maintain 
an up-to-date view of the lived experience 
and current risks in families where there are 
concerns, and be responsive to any changes 
in their circumstances.


6.5.	 An approach based on the principles 
of authoritative practice29 provides a robust 
framework within which practitioners can 
develop an understanding of what life 
is like for the family and how this informs 
work with the family to promote a safer 


sleep environment. Many areas have 
already developed models that share the 
characteristics of authoritative practice, 
using frameworks such as signs of safety, 
systemic practice or restorative practice as 
the theoretical underpinning. Characteristic 
features of authoritative practice include: 
maintaining a stance of respectful 
uncertainty; establishing facts and gathering 
evidence; triangulation of information; 
building chronologies; and recording the 
infant/child’s perspective and situation. 
Practitioners are encouraged to question 
professionals in their own organisation 
and other agencies. Reflective supervision 
provides a setting to challenge ‘framing’ 
about a set of circumstances and the 
level of risk.


29	 P. Sidebotham, M. Brandon, S. Bailey, P. Belderson, J. Dodsworth, J. Garstang, E. Harrison, A. Retzer, P. Sorensen 
(2016). Pathways to harm, pathways to protection: a triennial analysis of Serious Case Reviews 2011-2014. DfE 
RR545. London: Department for Education. pp200 ff.


6.6.	 Reluctant and sporadic engagement 
between families and professionals was a 
notable feature in many of the cases that 
were reviewed. What professionals may 
sometimes perceive as ‘non-engagement’ 
may be better understood as ‘closure’30 – 
a response in circumstances such as social 
and economic deprivation or unresolved 
childhood adversity where an individual 
believes that what happens in their life is 
largely outside their control. Professionals may 
be seen as outsiders and not welcome. 


30	 P. Reder, S. Duncan, M. Gray. Beyond Blame, Routledge 1993.


6.7.	 Discussion at roundtable events 
emphasised the danger for professionals in 
wrongly attributing blame to such behaviour 
rather than recognising it as a situational risk 
that must be addressed. This has important 
implications for the approach to safer sleep 
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conversations and the use of behavioural 
change models. Advice and information 
that is based on a model of personal agency 
(where an individual believes that events and 
circumstances are a consequence of their 
own behaviour) may be inappropriate in 
situations of social and economic deprivation 
where parents feel out of control in their 
own daily lives, and where they may not 
believe that anything they do will make a 
difference to what happens to their baby. 
Seeking to build trusted relationships with 
families in these circumstances may enable 
a better understanding of the way in which 
deprivation interacts with other risk factors in 
relation to SUDI, thereby creating a climate 
of change and improvement, working in 
partnership with the family.31


31	 As is pointed out in M. Brandon et al. 2020 p.62: ‘practitioners should seek to understand the pathways through 
which socio-economic issues interact with other factors to influence parenting and outcomes for children. 
It is important neither to ignore the impacts of poverty, nor to simplistically attribute the family’s problems to 
economic hardship.’


6.8.	 One crucial element in developing 
future programmes is that they should 
be developed and designed with the full 
and direct participation of parents/carers, 
partners, peers and wider family members. 
Preventive work must take parents’ own 
experience into account and tailor the 
content of safer sleep conversations to each 
family’s needs. Future interventions should 
also consider how they include partners, 
peers and wider family members to extend 
knowledge and understanding of safe 
sleep to all those who may be caring for a 
young baby.


Embedding SUDI risk reduction within a 
wider safeguarding context 
6.9.	 It is clear, both from our fieldwork and 
from the national analyses of serious case 


reviews, that the circumstances of many of 
these families are extremely complex and 
challenging. Typically, they are involved with 
a wide range of professionals from different 
agencies (Figure 5). This becomes increasingly 
the case as families move along the SUDI 
continuum of risk. 


6.10.	 Co-ordinated multi-agency 
guidance and training can help promote a 
shared understanding about a safer sleep 
environment and enables practitioners to 
reflect on their individual role in promoting 
safer sleep messages and recognising risk. 
There are potential benefits in developing 
national guidance and risk tools to support this 
work in local areas. These include:


•	 promoting consistent information for 
practitioners about the factors associated 
with SUDI, based on current national and 
international evidence


•	 developing the knowledge and skills of 
practitioners to engage families in healthy 
lifestyle changes and parenting practices


•	 supporting effective safer sleep 
conversations, in which risk tools enable 
parents to assess the risk factors associated 
with their particular circumstances and 
make safe and appropriate decisions 
about the sleep environment 


•	 outlining how individual organisations can 
promote safer sleep messages as part of 
their everyday work with families, with role-
specific guidance for practitioners
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Figure 5: The SUDI continuum of risk: key professionals


• Primary care staff
(midwives, health visitors, GPs)


• Stop smoking advisers, 
breast feeding support


• Housing officers, landlords
• Benefits advice


• Children’s centres,
family outreach


• Mental health workers
• Substance misuse workers
• Family Nurse Partnerships


• Social workers
• Early intervention workers
• Police and PCSOs
• Probation officers
• Youth offending


All families


Families with
additional needs


Families with
children at risk


6.11.	 It is particularly important that SUDI 
prevention is not treated in isolation from 
other aspects of infant safety, health and 
wellbeing. These families are at risk of a 
range of adverse outcomes, including 
child abuse and neglect, poor health and 
nutrition, as well as SUDI. Preventative and 
early help provision to respond to social and 
environmental factors forms a base on which 
to develop wider initiatives for prevention and 
protection. Practitioners from all agencies 
have opportunities to reinforce safer sleeping 
messages as part of wider promotion of 
infant health and safety. Keeping a focus on 
the needs and vulnerability of infants and 
children in the family is central to achieving 
this. Established risk-assessment tools such 
the Graded Care Profile (GCP-2) explore 
multiple areas of family functioning, but do 
not currently include SUDI risks. Adapting or 


updating these tools to include examples 
related to safer sleeping could provide a 
practical framework for practitioners.


Use of behavioural insights and models 
of behaviour change 
6.12.	 During fieldwork visits and at the 
roundtable events, participants expressed 
interest in using behavioural insights and 
models of behaviour change (e.g. Behaviour 
Change Wheel COM‑B)32


32	 See S. Michie et al. 2011. The Behaviour Change Wheel: A New Method for Characterising and Designing 
Behaviour Change Interventions. Implementation Science 6:42.


 to develop 
interventions to promote safer sleeping in 
these families. Such an approach could 
support the delivery of the high impact area 
of the Healthy Child Programme relating to 
the transition to parenthood and the early 
weeks. This could also be linked to wider 
national work to provide consistent, evidence-
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based safer sleeping message as part of good 
infant care and safety. 


6.13.	 Effective intervention requires an 
understanding of how parental risk behaviours 
in relation to safer sleeping might be 
changed, and which aspects are important 
in achieving and sustaining a change in 
behaviour. The research evidence from 
reviewing behavioural change programmes 


with vulnerable families in the context 
of health suggests that a multi-faceted 
approach is required: combining action 
to address wider social factors arising from 
deprivation, the use of marketing and social 
media to influence behavioural change, 
along with key worker or peer support. Such 
initiatives are inevitably complex and require 
careful design and evaluation.33


33	 For an overview of the approaches to behavioural change in public health and an evaluation of their 
application in relation to SUDI, see Preventative Strategies for Sudden Infant Death Syndrome, P. Sidebotham, 
F. Bates, C. Ellis and L. Lyus in SUDI – Past, Present and Future, pp.218-256, Ed, J. R. Duncan and R. W. Byard, 
University of Adelaide, 2018. Freely available for download at: www.adelaide.edu.au/press/titles/sids. Also, 
T. C. Salm Ward, and G. M. Balfour (2016). Infant Safe Sleep Interventions, 1990-2015: A Review. J Community 
Health 41(1): 180-196.
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7.	 A proposal for a ‘prevent 
and protect’ practice model for 
reducing the risk of SUDI
7.1.	 The review found that the systems for 
working with families to prevent and reduce 
the risk of SUDI were complex. They included 
provision in line with the commissioning 
priorities and specifications for the Healthy 
Child Programme and interfaced with local 
arrangements for safeguarding children 
through early help and children in need 
processes. In taking this work forward, we are 
proposing a ‘prevent and protect’ practice 
model that recognises a continuum of risk 
of SUDI, with support and interventions that 
are differentiated to reflect the needs of all 
families, families with additional needs and 
families with children at risk, as shown in 
Figure 6 and Table 2 below. This framework 
could provide a basis for local safeguarding 
partners, working in conjunction with 
commissioners and other providers, to 
develop relevant, flexible and achievable 


strategies for reducing the risk of SUDI across 
the local population, and particularly among 
families with children considered to be at risk 
of significant harm.


7.2.	 Research evidence suggests that 
underlying social and environmental factors 
may have an effect on SUDI independently 
of risks such as low birth weight or smoking in 
pregnancy.34 Accordingly, we have included 
socio-economic deprivation, overcrowding 
and adverse childhood circumstances 
within the pre-disposing risks of SUDI in our 
model. Timely and accessible preventative 
services have a key role in supporting families 
in these circumstances, particularly where 
there is enhanced home visiting and contact 
with a key worker or peer mentor to build 
trust and engage parents in making safe 
and appropriate decisions about the sleep 
environment.


34	 See N. Spencer and S. Logan (2004) Sudden unexpected death in infancy and socioeconomic status: a 
systematic review. J Epidemiology Community Health 58: 366 – 373. This systematic review of 51 studies (to 1998) 
found that SUDI was associated with a range of adverse socio-economic determinants. 
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Figure 6: A prevent and protect practice model for reducing the risk of SUDI


Commissioning focused on healthy pregnancy, good infant care and safety – 
combining action to address deprivation with health-related interventions


Ensure workforce capacity to meet requirements of Healthy Child Programme 
( particularly transition to parenthood and early weeks )


Analyse local data about child health outcomes to inform multi-agency 
commissioning priorities, including action to promote safer sleeping


Research and understand parental perspectives on content and process of 
safer sleep advice


Use behavioural insights and models of behaviour change to design, deliver 
and evaluate interventions to promote safer sleeping


Smoking in pregnancy
Maternal obesity
Premature birth
Low birth weight
Socio-economic deprivation
Low-income household
Overcrowding and temporary accommodation
Adverse childhood experiences
Previous safeguarding concerns
Mother under 20


Engaging with HV, 
midwifery and GP 
support


Promoting 
breastfeeding and 
smoking cessation


High quality and 
engaging safer sleep 
information including 
safer sleep advice 
staged and 
differentiated in line 
with ante-natal and 
post-birth cycle


Targeted safer 
sleeping advice and 
support from 
midwives, HV and GPs


Effective, timely, 
consistent and 
grown-up safer sleep 
conversations


Early help and 
targeted support for 
vulnerable parents – 
‘coaching’ model


Adult-focused, child 
safeguarding aware, 
advice and support 
signposting from other 
professionals


‘Late booking’


Cumulative neglect


Domestic abuse, mental 
health concerns, 
substance misuse and 
other safeguarding risks


Reluctant engagement 
with professionals


Co-sleeping


Other pre-disposing risks


Up-to-date view of the household 
circumstances and current risks


Mental health support – awareness of impact 
on parenting capacity


Domestic abuse – including risks in separated 
families


Understand patterns of alcohol and substance 
misuse – and signpost support


CIN and CP plans with impact


Multi-agency guidance on safer sleep with 
differentiated training offer


SUDI risk included in thresholds


Effective risk assessment processes and timely 
review of safeguarding risk


Safer sleep assessment and risk tool


Safer sleeping risk in relevant policies, 
procedures and practice tools


Service culture promotes ‘authoritative practice’


Out-of-routine / 
critical incidents / 
unsafe sleep 
environment


Robust commissioning to promote safer sleeping


Pre-disposing risks of SUDI Situational risks


Multi-agency systems and processes


1


2 3


4


RESPONDING TO SUDI – CONTINUUM OF RISK
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Table 2: Key features of the practice model 


1 Robust commissioning to promote safer sleeping within a local strategy for improving child 


health outcomes


•	 Safeguarding partners, in conjunction with commissioners and other local providers, 


incorporate action to reduce the risk of SUDI within a wider strategy to promote healthy 


pregnancy, good infant care and safety. 


•	 	A comprehensive strategy will address social deprivation and associated health inequalities 


in particular communities, informed by up-to-date analysis of data, including feedback 


from parents. 


•	 Safeguarding partners will promote innovation, for example the use of behavioural insights 


and multi-faceted models of behaviour change. 


•	 Clear prioritisation will ensure funding and workforce capacity to deliver the local strategy. 


2 Multi-agency action to address pre-disposing risks of SUDI for all families, and with targeted 


support for families with identified additional needs


•	 Pregnancy is a reachable moment with families to identify pre-disposing risks of SUDI and 


signpost support, including targeted support. 


•	 Safeguarding partners need to consider: the format, quality and timeliness of information 


for parents; how parents can access support, including early help; the development of 


professionals’ skills to establish authentic and sustainable relationships; and effective safer 


sleep conversations.


3 Differentiated and responsive multi-agency support and challenge with families to promote 


safer sleeping in the context of safeguarding concerns and other situational risks


•	 Ensure that safer sleep advice and risk assessment are joined up with wider considerations of 


safeguarding risk and plans to work with families to address safeguarding concerns. 


•	 Link the promotion of safer sleeping and identification of unsafe sleep environments within 


local strategies for responding to neglect, reducing domestic violence, addressing parental 


mental health concerns and tackling substance misuse.


4 Systems and processes that support effective multi-agency practice across the continuum of 


risk of SUDI


•	 Professionals are supported in ‘authoritative practice’ in working with families, particularly 


those at high risk of abuse or neglect. 


•	 There is comprehensive multi-agency professional guidance in relation to safer sleeping. 


•	 Indicators of risk of SUDI are included in multi-agency levels of need (thresholds). 


•	 Safer sleep risk is covered in relevant policies, procedures and practice tools.
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8.	Leadership and learning 
in localities
8.1.	 An effective local response to reduce 
the risk of SUDI – as with all safeguarding work 
– depends on the quality of local leadership, 
the culture that those leaders develop within 
and between their organisations, and the 
quality of joint working both by practitioners 
on the front line and strategically. While there 
is learning from this review that will need to be 
taken forward nationally, there is much that 
can and should be addressed in localities, 
for example through Health and Wellbeing 
Boards working closely with multi-agency 
safeguarding partners, or through other 
partnership arrangements. 


8.2.	 In keeping with an ethos of supporting 
relevant local learning and development, we 
are encouraging local safeguarding partners 
to evaluate their current local arrangements 
against the practice model presented above, 
drawing on a series of reflective questions:


Understanding the views of parents about 
safer sleep information 


•	 How well do we understand the views of 
parents about safer sleep information: 
format, accessibility, timing, key messages 
and ‘conversations’ with practitioners? How 
is this integrated with messages around 
normal infant care and safety?


Knowledge, understanding and skills of the 
workforce to promote safer sleeping within 
their role 


•	 How far do practitioners in our workforce 
have the knowledge and understanding 
appropriate to their role to promote safer 
sleeping? How is this role integrated with a 
multi-agency response, if required?


Multi-agency systems and processes 


•	 How is the recognition of unsafe sleep 
arrangements and risk of SUDI incorporated 
into multi-agency safeguarding procedures 
and practice tools for responding to 
neglect, domestic violence and abuse, 
children of alcohol and substance-misusing 
parents, and children at risk where a parent 
has a mental health problem?


Workforce capacity


•	 Is there sufficient workforce capacity 
to develop and maintain support for 
parenting (including safer sleep advice) 
with families with additional needs and 
for highly vulnerable families? If not, what 
initiatives have been taken to address this 
or work within the constraints?


Quality assurance


•	 How is the partnership assured about the 
effectiveness of its work to promote safer 
sleeping and reduce the risk of SUDI?
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9.	 Recommendations
9.1.	 The important learning points from 
this review are incorporated into a proposed 
practice model that could form part of 
local initiatives for preventing and reducing 
the risk of SUDI. In addition, three national 
recommendations aim to provide effective 
support for professionals working with families 
with children at risk. 


Recommendation 1
We recommend that the Child Safeguarding 
Practice Review Panel and the Department 
for Education work with the Department for 
Health and Social Care, NHS England and 
the National Child Mortality Database to 
explore how data collected through child 
death reviews can be cross-checked against 
those collected through serious incident 
notifications. The aim is to ensure consistency 
and rigour in both systems, and to explore 
how national learning from both systems can 
be most effectively disseminated and acted 
on at local and national levels.


Recommendation 2
We recommend that, as part of its refresh of 
the high impact areas in the Healthy Child 
Programme and the specification for health 
visiting, Public Health England considers 
how the learning from this review could be 
embedded within the transition to parenthood 
and early weeks. In particular, to consider 
how targeted multi-modal interventions 


that provide a safe infant sleep space with 
comprehensive face-to-face safe sleep 
education can be embedded in wider whole 
family initiatives to promote infant safety, 
health and wellbeing; and to consider how 
the implementation of these elements of the 
Healthy Child Programme can be expanded 
to involve practitioners from all agencies 
working with families with children at risk.


Recommendation 3
We recommend that the Department of 
Health and Social Care works with key 
stakeholders to develop shared tools and 
processes to support front-line professionals 
from all agencies in working with families 
with children at risk to promote safer sleeping 
as part of wider initiatives around infant 
safety, health and wellbeing. These tools 
and processes are intended to supplement 
the current evidence-based safer sleeping 
advice, to assist local areas in implementing 
effective preventive work. They could draw 
on the prevent and protect practice model to 
enable a flexible and responsive approach, 
and where appropriate, incorporate relevant 
and validated risk assessment tools.


9.2.	 Finally, we identify two areas where 
further research is needed to establish a 
stronger evidence base in relation to working 
with families with children at risk specifically to 
reduce the risk of SUDI.
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Research focus 1
There is a need for practice-based research 
within this country to establish the efficacy 
of different interventions to reduce the risk of 
SUDI within families whose children are at risk. 
The literature review concludes that ‘studies 
should use controlled observations taken from 
the same population and preferably as a 
randomised controlled trial. Where this is not 
possible, robust evaluations that use objective 
measures should be conducted’ (Pease et al., 
2020, page 8).


Research focus 2
There is a need for further research into the 
use of behavioural insights and models of 
behaviour change working with parents 
whose children are at risk to develop and 
deliver effective safer sleep messages and 
approaches. The use of such models should 
be thoroughly and carefully evaluated.
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Conclusion
As stated in the foreword to this report, the 
sudden and unexpected death of an infant 
is one of the most devastating tragedies that 
could happen to any family. The fact that 
over 300 infants die this way each year in the 
UK, many in circumstances that could be 
prevented, is a cause for great concern. As 
this review has shown, although the advice 
around safer sleeping is well established 
and evidence-based, many families living 
in challenging circumstances are not 
managing to follow this advice. Through the 
literature review and field work, we have 
identified approaches with the potential to 
reduce the risks of SUDI. While there is still 
much to learn and further research to be 


done, we believe the proposed prevent and 
protect practice model offers a framework 
for local safeguarding partners to develop 
their services and support their front-line 
practitioners. We hope that, acting on 
the learning from this review, individual 
practitioners from all agencies will be able 
to work more effectively with parents and 
families, particularly those whose children 
are at risk of significant harm. Embedding 
safer sleeping advice in wider multi-agency 
initiatives recognises that this is not just about 
preventing sudden unexpected deaths, but 
part of a broader approach to promoting 
infant safety, health and wellbeing. 
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Appendix A.  Case visit criteria


From an audit of 40 serious safeguarding 
incidents relating to SUDI that were reported 
to the Panel between June 2018 and August 
2019, a sample of cases for review visits was 
identified according to the following criteria:


1.	 SUDI where the child or family were 
previously identified as being at risk of 
significant harm


2.	 A range of circumstances indicating high 
risk of significant harm, including: 


	– current or previous child protection or 
children in need plan 


	– cumulative neglect


	– known misuse of alcohol or drugs 


	– domestic violence or criminal 
behaviours 


	– mental health problems deemed to 
present a risk to children’s wellbeing


	– unsuitable housing or frequent 
moves of home 


	– parents who were care leavers 


	– other children removed from care or 
courts involvement


	– young parents


3.	 Other considerations, including:


	– parents who speak English as a 
second language


	– ‘cross-border’ working between local 
authority areas


In addition, two cases were selected where 
the family was known previously only to 
universal services.


The following safeguarding partnerships 
were visited:


•	 Dudley 


•	 Kirklees 


•	 Leicester 


•	 Liverpool 


•	 Medway 


•	 Nottingham


•	 Plymouth 


•	 Portsmouth 


•	 Salford 


•	 Stockport 


•	 Walsall 


•	 Wandsworth


The Rochdale Borough Safeguarding Children 
Partnership made a written contribution to 
the case review visit to Salford and provided 
overall evidence for consideration as part of 
the review fieldwork.
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Appendix B.  Specification for 
fieldwork visits


Purpose
To draw learning from the individual case, and 
any wider learning in the area, about how 
professionals working with high risk families 
can better support parents and carers so that 
safe sleep advice is embedded in parenting 
practice, thereby reducing the risk of SUDI.


Key principles
•	 The focus of the case visit is learning and 


improvement of national significance 
(that is, applied locally but relevant across 
all areas) 


•	 The reviewers will establish a ‘safe space’ 
for professionals to contribute openly and 
honestly to a positive and constructive 
review process


•	 We recognise the complex circumstances 
in which professionals work together to 
safeguard children


•	 We value the views of parents/carers about 
how services were experienced and their 
contribution to learning and improvement


Visit format
The reviewer was accompanied by a note-
taker from the DfE. They met key members 
of the safeguarding partners/London 
Safeguarding Children Board for a scene-
setting discussion about the case and the 
work of the wider partnership. Following this 
meeting, there was a case discussion with 


a focus group of professionals who were 
directly involved with the case. The reviewer 
had a conversation with the parents/carers 
where feasible and appropriate. Partnerships 
were asked to provide a small number of 
background documents in advance of 
the visit.


Outcome
At the end of the visit, the reviewer provided 
oral feedback from the visit, highlighting in 
particular key points of learning to inform the 
national review. 


Participating areas were invited to join a 
roundtable event at a later stage in the review 
process, where the reviewers discussed and 
‘tested’ emerging findings from the case visits.


Key questions asked during the visits: 
safeguarding partners
•	 Are there examples of cases in the local 


area where interventions by professionals to 
promote safe sleeping practice in high-risk 
families have been effective? What can be 
learnt from these cases?


•	 As a result of this or similar cases in the 
area, have any changes been introduced 
in the way that safe sleeping practice 
is promoted with (a) all families and (b) 
families considered to be at high risk?


•	 What advice about safe sleeping practice 
is available for professionals? (Policies and 
procedures; assessment and risk tools; 
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assessment and referral pathway; threshold 
guidance.)


•	 How is the recognition of risk of SUDI and 
promotion of safe sleeping arrangements 
incorporated into multi-agency guidance 
on responding to neglect, hard to engage 
families, domestic violence and abuse, 
children of alcohol and/or drug misusing 
parents, and children at risk where a parent 
has a mental health problem?


•	 How are professionals across partner 
agencies supported to recognise risk of 
SUDI and have challenging conversations 
about safe sleeping with high-risk families?


•	 What safe sleeping advice is available 
for parents? How is this promoted? Have 
parents been consulted about ‘what works’ 
in terms of helpful advice and information?


Key questions asked during the visits: 
practitioners
•	 What happened in this case?


•	 Was there anything that could have been 
done differently by the professionals 
working with the family to ensure that 
parents and carers maintained safe 
sleeping arrangements?


•	 What can we learn from this case about 
the ways in which safer sleep advice is 
currently delivered to and received by 
high-risk families?


•	 As a result of this or similar cases in the 
area, have any changes been introduced 
in the way that safe sleeping practice 
is promoted with (a) all families and (b) 
families considered to be at high risk?


•	 In a number of cases that we are looking 
at, ‘safe sleep advice’ was given to the 
parents/carers on more than one occasion 
– but not acted upon. What makes for 
an effective safe sleep conversation with 
parents and carers in high-risk families? 
What are the challenges?


•	 What advice about safe sleeping practice 
is available for professionals? (Policies and 
procedures; assessment and risk tools; 
assessment and referral pathway; threshold 
guidance.)


•	 How can we ensure that risks related to safe 
sleeping are considered as part of wider 
early help/children in need/child protection 
planning, and work with vulnerable 
families in specific circumstances such 
as responding to neglect, domestic 
violence and abuse, children of alcohol 
or drug-misusing parents/carers, children 
at risk where a parent/carer has a mental 
health problem?


•	 Are there examples of cases in the local 
area where interventions by professionals to 
promote safe sleeping practice in high-risk 
families have been effective? What can be 
learnt from these cases?


Key questions asked during the visits: 
parents
•	 What happened?


•	 What support did they receive about safe 
sleeping? 


•	 What support might have been helpful 
to enable them to maintain safe sleeping 
arrangements?
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Appendix C.  List of stakeholders 
consulted


We are grateful to all those who gave their 
time to help us think about these complex 
issues. As well as discussions with individual 
areas during our fieldwork, we held several 
roundtable events to test our findings.


We held two roundtable events in London 
and Sheffield, with representatives from the 
following local areas:


•	 Dudley


•	 Kirklees


•	 Leicester


•	 Liverpool


•	 Medway


•	 Nottingham City


•	 Plymouth


•	 Portsmouth


•	 Rochdale 


•	 Salford


•	 Stockport


•	 Walsall


•	 Wandsworth


We held a roundtable for organisations with 
expertise in this area:


•	 Association of Directors of Public Health


•	 Family Nurse Partnership National Unit


•	 Hertfordshire County Council 
Children’s Services


•	 Institute of Health Visiting


•	 Lullaby Trust


•	 National Child Mortality Database


•	 National Police Chiefs’ Council


•	 NSPCC


•	 Ofsted


•	 Principal Social Worker Network


•	 Public Health England


•	 Redbridge CCG


•	 Royal College of Nursing


•	 University of Bristol – Bristol Medical 
School (PHS) 


In addition, a separate event was held for the 
Institute of Health Visiting 


We had individual meetings with:


•	 Department of Health and Social Care


•	 Hertfordshire County Council Public Health


•	 Public Health England
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Appendix D.  Literature review 
methods


Registration
The study protocol was registered with 
the International prospective register of 
systematic reviews, PROSPERO number: 
CRD42020165302


Selection
A systematic review was conducted in 
December 2019. Searches of eight relevant 
databases were carried out and titles and 
abstracts screened using our inclusion 
and exclusion criteria. Snowball searching 
(tracking citations) of included papers’ 
reference lists and contacting networks 
of relevant professional organisations for 
unpublished studies (grey literature) yielded 
further papers for inclusion. In total, the titles 
and abstracts of 3,366 records were screened 
by four authors, with 10% double screening 
and a 97% agreement rate. Conflicts were 
resolved through discussion and examination 
of the full text.


Data extraction
Study quality was assessed with the Quality 
Assessment Tool for Diverse Study Designs 
(QATSDD) checklist. Relevant data from 
each area of the review were extracted 
into Excel for comparison, including study 
characteristics, design, outcome measures, 
type of intervention and how it was delivered.


Qualitative data were extracted into a 
matrix using Excel to conduct meta-synthesis 
of themes. Data from included studies 


were presented descriptively (variability in 
presentation precluded a meta-analytical 
approach).


Study synthesis
Interventions to reduce the risk of SUDI in 
high-risk families and interventions to improve 
engagement with services in high-risk families 


Popay et al.’s framework for conducting 
narrative reviews is used to establish the 
following:


•	 Developing a theory of how the 
intervention works, why and for whom


•	 Developing a preliminary synthesis of 
findings of included studies


•	 Exploring relationships in the data


•	 Assessing the robustness of the synthesis


This framework aims to standardise narrative 
approaches to systematic reviews, where the 
primary synthesis comes from understanding 
how and why an intervention worked or 
didn’t work, rather than meta-analysis, 
which is not possible in the current review. 
Narrative synthesis offers a systematic 
approach to evaluating both outcomes 
and processes in intervention studies and is 
therefore particularly relevant to the current 
review. Synthesis of engagement papers was 
conducted separately for quantitative and 
qualitative data, allowing for assessments of 
the type of interventions that might improve 
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engagement with services, and the factors 
which influence engagement.


Decision-making for the infant sleep 
environment in high-risk families
In order to conduct a meta-synthesis of the 
qualitative data, themes from included studies 
were extracted into an iterative framework. 
The framework was developed as themes 
were added, rather than being decided prior 
to data extraction. This was done to mirror the 
thematic approach taken by most qualitative 
research where data from interviews or focus 
groups is examined to look for patterns and 
commonalities rather than trying to make 


it fit a pre-existing model. In this way, the 
data extraction and synthesis took place 
concurrently for qualitative studies in the 
decision-making arm of the review.


Themes and subthemes as reported in papers 
were entered into a spreadsheet starting with 
the earliest publication date first, and initial 
themes were noted. As subsequent themes 
were added from each included study, new 
themes were identified and relationships 
between papers were examined. This 
approach was undertaken by two authors, 
with discussions ongoing to reach agreement 
about overall themes.
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Appendix E.  Glossary of terms


Bed sharing: Where the parent or parents 
sleep in the same bed with their infant. It is 
often done by mothers or caregivers to extend 
breastfeeding, to employ easy access to 
breast for night feeding, and to foster bonding 
or physical closeness with infants. 


Co-sleeping: The practice of sharing a bed, 
sofa, armchair or other surface with an infant 
for sleep, which can take place intentionally 
or unintentionally.


Families with children at risk: Families whose 
circumstances indicate high risk of significant 
harm. For the purposes of this national review, 
the range of circumstances indicating high 
risk of significant harm included: 


•	 current or previous child protection or 
children in need plan 


•	 cumulative neglect


•	 known misuse of alcohol or drugs 


•	 domestic violence or criminal behaviours 


•	 mental health problems deemed to present 
a risk to children’s wellbeing


•	 unsuitable housing or frequent 
moves of home 


•	 parents who were care leavers


•	 parents who were care leavers


•	 other children removed from care or courts 
involvement


•	 young parents


Out-of-routine incidents: Unexpected 
changes in family circumstances immediately 
before SUDI, in which an infant is placed in 
an unsafe sleep environment. These situations 
occur across the full continuum of risk. In 
high-risk families they may be associated 
with situations where there is escalating 
safeguarding risk.


Pre-disposing risks: Factors that are strongly 
associated with the incidence of SUDI. Local 
interventions by partner agencies focus on 
modification of the risk through universal and 
targeted services.


Situational risks: Where an infant is at risk 
of significant harm as a result of neglect, 
domestic violence, parental mental health 
concerns or substance misuse. In high-
risk families, these factors are present in 
combination with factors such as deprivation, 
worklessness and poor housing conditions. 
Work by partner agencies to reduce the risk of 
SUDI in these families often takes place within 
a framework of statutory intervention.
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Sudden infant death syndrome (SIDS): The 
sudden death of an infant less than one year 
old that apparently occurs during normal 
sleep, which remains unexplained after a 
thorough investigation, including a complete 
autopsy, review of the circumstances of 
death and the clinical history (Krous et al., 
2004). There are some cases in which there 
is no clear cause of death but in which the 
circumstances do not typically fit the criteria 
for SIDS. These are cases in which the history, 
scene or circumstances of death suggest a 
likelihood of asphyxia but in which positive 
evidence of such is lacking. Pathologists in the 
UK often use the term ‘unascertained’ for such 
cases, many of which are associated with risk 
factors such as co-sleeping and bed sharing 
that might have contributed to the death


Sudden unexpected death in infancy 
(SUDI): An unexpected death may be 
defined as the death of a child that was 
not anticipated as a significant possibility 24 
hours before the death, or where there was 
a similarly unexpected collapse leading to 
or precipitating the events that led to the 
death (Fleming et al., 2000). SUDI refers to all 
unexpected deaths up to one year of age 
at the point of presentation. As such, it is a 
descriptive term rather than a diagnosis. 
At the conclusion of an investigation, they 
will divide into those for which we have a 
clear diagnosis, including those related to 
underlying medical causes, accidents and 
homicides (explained SUDI), and those for 
which we do not have a diagnosis (SIDS) 
(Sidebotham and Fleming, 2007).
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Case Study Excerpt 1: 


We are a family of four; with two children aged 13 and 7 months. I am currently on Maternity Leave, my 
Occupational Maternity Pay has ended and my SMP is due to come to an end in October. 


We are looking at options to try and minimise our usage of energy to bring the costs down. 
Unfortunately we are also on Smart PAYG meters which again means a higher rate of energy is paid. 


We don’t have the option to have a cold house as we have a young baby.  We are turning lights off that 
aren’t needed, unplugging things that we don’t need on 24/7. Charging our phones once a day. Only 
using the appliances and oven at tea time and having cold meals for breakfast and dinner. I thought 
about using hot water bottles but then realised the kettle uses about 50p of energy just to boil it! But the 
sad reality is by doing all of these things our bills are still going to be extremely high and it will eventually 
start to impact our lives. 


We are by no means a family living in Poverty, my partner has a good job and a good income and I 
myself earn a good wage for my part time hours and I am employed by the Civil Service. many people 
think we are going to be OK and the energy prices won’t affect us, but we are still struggling to find a 
way to pay our energy bills. It will cost us £400 per month from October just to keep the lights and 
heating on. 


I fear for those who will have to choose between feeding their children a hot meal or giving them a warm 
home this winter. 







House Rules


• Please use mute throughout the presentation unless presenting


• This session is being recorded


• To ask a question please use raise the hand symbol or ask in the chat, both are being monitored


• As usual, respect others’ opinions and welcome free input


• We will be using mentimeter to collect feedback during the session. Please make sure you have a 
second device or can open your internet browser. The access code will be shared shortly. 
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Objectives


• Understand the current North West position in relation to child deaths due to unsafe sleep.


• Become familiar with the current North West position in relation to fuel poverty and population groups most 
likely affected and why this could compromise ‘safe sleep’ in families.


• Identify and address gaps in how safe sleep messages are delivered locally and at scale through 
connectivity and active participation. 


• Explore how culturally safe messages can be delivered to ensure informed safe sleep decisions are 
achieved.
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Agenda


1pm Welcome and Introduction Michelle Whittaker


1.10pm Setting the Scene Debbie Watson


1.25pm Safe Sleep, Cold Homes and 


Safeguarding


Sue Gunson


1.40pm Questions


1.50pm Break


2pm The Impact of Fuel Poverty on 


Families and Babies


Tom Hennell


2.20pm Spotlight session: Lullaby Trust and 


Lancashire multiagency working


Cheryl Pearce


Natalie Tasker


Jo Birch


3.20pm Questions


3.30pm Mentimeter activity Julie Dunning


4pm Close 







Lets Talk About Safe 
Sleep & Cold Homes 


4th October 2022


Introduction


Debbie Watson – Director of Public 
Health


Tameside Council







1988...







Introduction


High fuel costs + rising levels of 


poverty =  cold and damp homes


Effects of Covid-19 pandemic


- Decrease in average weekly 


earnings (not distributed equally)


Households at particular risk 


- Low income households with 


dependent children, disabilities and 


minority ethnic households







The ‘Low Financial Resilience Model’ of family poverty (Lee, Hawcutt, Sinha, 2021): Structural financial drivers 
of family poverty: the problems of insufficient income and high outgoings mean families cannot save—they are 


not financially resilient and cannot invest as much as they would like in opportunities for their children.


Alice R Lee et al. Arch Dis Child doi:10.1136/archdischild-
2021-323671


Copyright © BMJ Publishing Group Ltd & Royal College of Paediatrics and Child Health. All rights reserved.







System response to tackle fuel poverty


Some examples…


- Affordable warmth programmes


- Welfare Rights, benefit uptake campaigns


- Household Support Fund


- Household Assistance and white goods schemes


- Practical support with budget planning, debt and
income maximisation


- Warm Hubs


- Food banks and Food Pantries


- Targeted advice and housing improvements


- Adoption of Real Living Wage by Employers….


How can we work together to ensure 


this issue is everybody’s business?


Households with children have the 


highest prevalence of fuel poverty. 


One in five UK households with 


dependent children experienced 


fuel poverty in 2020 (40.3 per cent 


of all fuel-poor households)


Affects:


- Early Years


- Respiratory Health


- Mental Health


- Education











Safe Sleep, Cold Homes and Safeguarding
the impact of how cold homes and the cost of living crisis may affect 


decisions to sleep safely 


Sue Gunson - Regional Designated Nurse Safeguarding Children & Adults 


NHS England North West region
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What will we cover?


• A brief overview of SUDI incidence across the North West region


• North West regional safer sleep task & finish group 


• Child Safeguarding Practice Review Panel report – “Out of Routine: A review of sudden 
unexpected death in infancy (SUDI) in families where the children are considered at risk of 
significant harm, DfE, July 2020”


• Levels of risk - descriptors


• How the current cost of living crisis may adversely impact the decisions made by 
parents/carers in relation to safe sleep


• What can we do differently to protect babies and families from SUDI?
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The North West picture - a brief overview of SUDI incidence


• National picture


• 1980s – approximately 2000 babies died from SUDI each year


• Late 1990s – reduced to <400 following extensive “back to sleep” campaign across the UK


• Current data shows at least 200 cases of SUDI per year


• North West region


Location 2018 2019 Trend


England & Wales 0.32 per 


1,000 


0.27 


per 


1,000


Slight reduction


North West 


Region


0.49 per 


1,000


0.24 


per 


1,000


Significant reduction – However, whilst the NW region has seen a 


significant reduction in cases, in Q1 of 2022 Pan Lancashire 


CDOP had 4 cases of SUDI relating to unsafe sleeping so it is still 


a risk area for our region.
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North West regional safer sleep task & finish group


AIMS


Scope 
current 
practice


Identify any 
gaps


Identify 
existing 


resources


Share best 
practice


Agree a 
consistent 


message for 
families


Membership: NHSE Designated Nurse, ICB Safeguarding Reps (Adults & Children, Maternity (National & ICB), Drug & 
Alcohol services, Mental Health, North West Ambulance Service
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• The Child Safeguarding Practice Review Panel - focus on 
improving learning, professional practice and outcomes for 
children, nationally and locally


• 40 notifications received (between June 2018 – Aug 2019) for 
children who had died or suffered serious harm related to 
incidents of SUDI


• 7% of all cases notified to the Panel. The review examined 14 
cases, from 12 local areas that were representative of the 40 
SUDI cases reported.


• Cases demonstrated a continuum of risk where predisposing risks 
were often combined with out-of-routine incidents or ‘situational 
risks’


• Co-sleeping was a feature in 38 of the 40 cases


• In 11 of the 14 reviewed cases the last sleep was considered “out 
of normal routine”


• Parental alcohol and drug use were common, as were issues 
related to parental mental ill-health, evidence of neglect and 
domestic violence
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Levels of Risk (taken from  report)


Level of risk Families affected Risk factors identified in the fieldwork cases


Background context All families • General recognised risk factors for SUDI


• Variations in access to and range of preventive services


• Fragmentation between providers


Predisposing vulnerability and risk Families with 


additional needs


• Socio-economic deprivation


• Poor or overcrowded accommodation


• Adverse childhood experience of parents/carers impacting on inability to detect harm in interpersonal 


relationships


• Parental mental health problems


• Alcohol or substance misuse


• Ongoing and cumulative neglect


• Parental criminal behaviours


• Relationship breakdown and/or new partners


• Limited engagement with services, including late ante-natal booking and mistrust of professionals


• Prematurity or other vulnerabilities in the infant


Situational risks and out-of-routine 


incidents


Families with children 


at risk of significant 


harm


• Temporary housing


• Change of partner


• Altered sleeping arrangements


• Alcohol or drug use on the night in question
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The impact of the fuel crisis on decisions about safe sleep


• Optimum room temperature  – 16-20 degrees, what if parents/carers can’t achieve this?


• Advice on appropriate bedding/clothing for babies e.g. sleeping bags (whilst a very good idea) may 
be too expensive for some families.  Many are priced at £25 + 


• May resort to:  


• co-sleeping with siblings, parents/carers all in one bed to keep warm – inherent risk to babies 
who are unable to self regulate their body temperature


• adding additional layers of bedding which is inappropriate for baby e.g. quilt, additional blankets, 
layers of clothing, head coverings if room is very cold


• relocation to live with friends/family to save on excessive fuel costs may bring additional 
situational risks


• use of electric or gas heaters to heat one room rather than a whole house – fire risk, carbon 
monoxide fumes


• Families who will be most at risk may be the ones already identified as having additional risks 
vulnerabilities e.g. low income, socio-economic deprivation, poor or overcrowded accommodation.  


• However, for many people a disproportionate amount of household income will be spent on heating 
homes during the colder months so many others may fall into the same high risk categories
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What could we do differently?


• Characteristics of effective interventions were identified as: personalised, culturally 
sensitive, enabling, empowering, relationship building, interactive, accepting of parental 
perspective, non-judgemental and are delivered over time


• Advice to all parents/carers on safe sleep is essential but it should be tailored to suit the 
level of need, different families have a greater degree of risk because of their 
circumstances


• A blanket approach to discourage co sleeping will not work and may alienate some 
parents/carers


• Look at how best to mitigate the risk and agree a plan with parents/carers for how they will 
practice safer sleep even if their situation changes e.g. holidays, staying over at a 
family/friends house overnight, temporary accommodation e.g. fleeing domestic abuse
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Summary of messages


• This is the responsibility of all practitioners working with children and families, and it needs 
to be embedded within respectful and authoritative relationship-based safeguarding 
practice.


• Parents/carers need advice from someone they trust and believe


• Co-sleeping is too common and too complex to apply a simple ban


• Provide parents/carers with plausible mechanisms of harm, e.g. risk of suffocation when 
co-sleeping on a sofa is 50 times greater than when baby sleeps on a firm flat surface


• Planning for infant safety during disrupted routines might avoid rare but lethal scenarios


• Every SUDI is a tragic event and in a significant number of cases there are no 
safeguarding issues present and no deliberate act or omission  


• Consistency in the sleep arrangements for babies is critical to preventing SUDI as the “out 
of routine” thematic review has demonstrated







Question Time







Break







LET’S TALK ABOUT 
SAFER SLEEP AND COLD 
ROOMS
Cheryl Pearce Support and Training Mangar 


Lullaby Trust


Natalie Tasker Parent Champion Little 


Lullaby







The ideal room temperature is 16 – 20°C.











A clear cot is a safer cot.







Parents should 
never sleep together 


with their baby if 
any of the following 


points apply: 







Remember, bed-sharing is not 
a risk-free activity, and parents 
must take responsibility for 
ensuring their baby’s safety. 


No studies have found that the 
parents’ bed is safer than a cot 
beside the parents’ bed.







Sleeping on a sofa with a 
baby can increase the 
chance of SIDS by up to 
50 times.


Blair, Sidebotham, Evason-Coombe et al. 2009







Temporary housing or moving to a 
different accommodation


Altered sleeping arrangements







Source: ONS; NIS; NRS 2021. 2019 figures are provisional.


Disadvantaged 
families


Premature babies 
born before 37 weeks


Sole parents







Your role may provide the opportunity to initiate 
opportunistic conversations during routine 
appointments and when delivering routine services.


Source: Royal Society for Public Health (RSPH); 
Public Health England (PHE); NHS England







“The baby isn't 
cold in her cot as I 
warm it up with a 
hot water bottle 


first”


“We can only 
afford to heat one 


room so are all 
sleeping in the 


same bed”


“We will be moving 
in with my parents 


to help with the 
heating costs but 
the room is too 


small for our cot!”











Would it be alright if I told 
you a little bit about…?


Is it okay if I tell you a bit 
about…?


What do you think about 
what I have told you? 


How do you feel about 
what we have discussed?


What needs to happen to 
help you to do this?


What is likely to stop you 
doing this?


Is there anything else that you would like to know about…?


OR


OR


OR











Put babies on their BACK for every sleep
In a CLEAR FLAT SLEEP SPACE


Keep them SMOKE FREE day and night







Online Shop 
www.lullabytrust.org.uk/shop/


Downloadable PDFs available on our Professionals Webpage:  
www.lullabytrust.org.uk/professionals/publications/


Source: The Lullaby Trust’s 2020 Impact Report



http://www.lullabytrust.org.uk/shop/

http://www.lullabytrust.org.uk/professionals/publications/





Follow us on social media


Safer Sleep Information


T: 0808 802 6869


E: info@lullabytrust.org.uk


Lullaby Trust 2020 Impact Report



mailto:info@lullabytrust.org.uk









Unsafe sleep deaths Pan-Lancashire


Joanne Birch


Lead SUDC Nurse







0 1 2 3 4 5 6 7 8 9 10


Premature baby


Parent a care leaver


Situational risks


Warm room temperature


Domestic abuse


Young parents


Open to CSC/ Previously known


Poor housing


Parental mental health


Parental alcohol/ Drug use


Smoking


Co-sleeping/Unsafe sleep environment


Risk factors identified where sleep environment featured 2020 -2021 


Risk factors
identified in the
unsafe sleep cases







A co-ordinated multi-agency response: 
Key Professionals


All families


Families 
with 


children at 
risk


Families 
with 


additional 
needs


• Primary Care Staff
GP’s
Midwives
Health Visitors
Community Nurses
Nursery Nurses


• Hospital Staff 
Paediatricians/Paediatric 
Nurses/ED staff


• Stop Smoking advisors
• Housing officers/Landlords


• Social Workers
• Early intervention workers
• Police and PCSO’s
• Probation Officers
• Youth offending workers


• Children’s centre’s, 
family outreach


• Mental Health workers
• Substance Misuse
• Homestart
• Family Nurse 


Partnership







Pan – Lancashire Multi-
agency SUDC Prevention 
Group


SUDC Prevention 
Group


Early Years


SUDC Service


Lancashire 
Constabulary


Reps from all 5 
acute Trusts and 


LSCFT


L+SC Maternity 
Newborn
Alliance


CSC/Early Help


NSPCC


Neonatal Nurses


Midwifery 
Service


Dadsnet


ICB


Health Visiting 
Service


Infant Feeding 
Specialists


Safeguarding 
Nurses


Children and 
Families 


Wellbeing 
Service


CDOP Co-
ordinator


Lay/Parent 
Representative







Safer Sleep: Blackburn with Darwen, 
Blackpool & Lancashire


➢ Think Twice Tonight Campaign


➢ Sleep Risk Assessment Tool


➢ Safer Sleep for Baby Campaign (revised 2020)


➢ Multi-agency guidance for professionals (currently being updated)


➢ Sleep advice for children up to five


➢ Multi-agency SUDC Prevention Strategic Group


➢ Safer Sleep Briefings for Professionals











Early 
Intervention 


Prompt


• Current position


• March 2021 - now = 
242 referrals







Situational and Out of Routine Risks


Temporary Housing
Cold Homes – social 


economic deprivation


Relationship 
Breakdown/Change of 


Partner
Cumulative Neglect


Altered sleeping 
arrangements


Alcohol/Drug use on 
night in question


Disrupted routine
Domestic abuse/Mental 


health issues


Co-sleeping
Poor home 


conditions/Overcrowding
Reluctant engagement 


with professionals


Staying with 
family/friends or 


elsewhere –
holiday/hotel







Personalised 
Conversations


Ask what they already know


Ask where the baby will sleep, day and night


Ask ‘what if’ questions


Talk about out of routine planning


Talk about bed sharing and contact naps


Identify and agree risks


Use professional curiosity


Guide don’t direct


Review parental understanding


Document advice given to parents/carers







Local Strategy – Safer sleep needs to be 
incorporated into local strategies for 
improving child health outcomes eg, 
responding to substance misuse, neglect, 
domestic abuse and parental mental health 
concerns, as well as being included in local 
infant mortality reduction plans


Multi-agency approach to 
prevention – Multi agency action to 
address pre-disposing risks of SUDC for all 
families, and with targeted support for 
families with identified additional needs


Systems and processes


Supported in ‘authoritative practice’.


SUDC risk included in multi-agency levels of need 
(thresholds)


Safer sleep risk covered in relevant policies, 
procedures and practice tools


Multi-agency support and challenge


Ensure safer sleep advice and risk assessment are 
joined up


Always observe where baby’s sleep, day and night


Use professional curiosity


Flexible and tailored approach


Child







In Lancashire, every 3 years the equivalent of a classroom of 


children dies before they reach the age of one….


Final Thoughts…







Case Study Excerpt 2
Having 2 small children under 3 is hard enough anytime of year. But as we approach one of the hardest winters in 
decades, the realisation sets in that things are going to get even harder. 


I now feel an almost constant sense of anxiety for them knowing the current economic climate is so unstable and 
unpredictable. I’ve wondered how we will cope even though I’m back at work but earning a much lesser salary than 
before due to going part time. I’ve had to put a lid on my anger towards the world and think practically so that we can 
get through the winter months ahead. 


I won’t put my heating on until the latest time possible this year and only have it on for an hour in the morning and an 
hour at bath time so the kids bedrooms are warm.


I plan on batch cooking stews, soups and meals so these can be frozen for lunches and teas. You can also save on the 
type of meat you buy. I always walk everywhere and anywhere I can. My youngest goes in her pram and I have a buggy 
board so my 3 year old can jump on when she gets tired. It’s also good exercise for me 


All these little steps have made things feel a little bit lighter on my shoulders but we still have a long way to go. I’m 
constantly looking at ways to save money to ease the burden but just hope things get better soon







Thank you for taking part in today’s session.
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Summary of webinar

380 registrations on Eventbrite. Mean attendance of 250.
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Purpose: To provide an opportunity for stakeholders to explore and identify the challenges and opportunities for timely interventions and activities to help families make informed choices about safe sleep, especially if they are experiencing fuel poverty this Winter. 

Objectives:



Understand the current North West position in relation to child deaths due to unsafe sleep.

Become familiar with the current North West position in relation to fuel poverty and population groups most likely affected and why this could compromise ‘safe sleep’ in families.

Identify and address gaps in how safe sleep messages are delivered locally and at scale through connectivity and active participation. 

Explore how culturally safe messages can be delivered to ensure informed safe sleep decisions are achieved.











Speakers

Michelle Whittaker (Health and Wellbeing Programme Lead, OHID)

Julie Dunning (Health and Wellbeing Manager, OHID) 

Debbie Watson (Director of Public Health, Tameside Council)

Thomas Hennell (Principal Public Health Intelligence Analyst, Local Knowledge and Intelligence Service NW)

Sue Gunson (Regional Designated Nurse Safeguarding Children and Adults, NHS England North West Region)

Cheryl Pearce (Support and Training Manager, Lullaby Trust)

Natalie Tasker (Parent Champion Little Lullaby)

Joanne Birch (Lead SUDC Nurse) 



Footer

3
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		Agenda				

		1pm		Welcome and Introduction		Michelle Whittaker

		1.10pm		Setting the Scene		Debbie Watson

		1.25pm		Safe Sleep, Cold Homes and Safeguarding		Sue Gunson

		1.40pm		Questions		

		1.50pm		Break		

		2pm		The Impact of Fuel Poverty on Families and Babies		Tom Hennell

		2.20pm		Spotlight session: Lullaby Trust and Lancashire multiagency working		Cheryl Pearce
Natalie Tasker
Jo Birch

		3.20pm		Questions		

		3.30pm		Mentimeter activity 		Julie Dunning

		4pm		Close 		







Feedback from Mentimeter. 







Which service do you represent?	

Health Visiting 	Midwifery 	Housing 	Commissioning 	Early Years 	Voluntary 	Other 	59	23	6	6	30	6	52	





Do you have any thoughts or suggestions to feed into the regional Safe Sleep Task & Finish Group

Better use of social media to convey safe sleep messages.  Acknowledgement that parents tend to access social media daily. 

The use of App’s, such as the Badger App. 

It is important that parents have access to room thermometers, ideally free of charge.

Simple, pictorial information leaflets for parents in a range of different languages which can be distributed by professionals.

Consider the use of other services delivering safe sleep messages, i.e. the Fire Service doing home safety visits or Citizens Advice when parents use the service to access financial advice. 

Slogans and advertising on the side of buses and bin wagons.

Antenatal courses need to be consistently offered across the region 

Training for professionals on how we approach parents about whether they are struggling with their finances, without making them feel uncomfortable.

Promote and use the Lullaby resources, especially the short videos with all families.

Encourage television programmes (e.g. Soaps) and celebrities to cover messages on safe sleep.  

Linking with Supermarkets to share the message.  All families will access a supermarket.



Co-sleeping messages done correctly. 

Professionals understanding cultural norms about co-sleeping

Ensure that ‘Safe Sleep’ messages are included in the Red Book.

Ensure ‘Safe Sleep’ messages are included in every Antenatal and New Birth Visit contact. 

Have a ‘Safe Sleep’ champion in Early Years settings, Baby Clinics and Community Groups for parents to ask questions on safe sleep.

Increased use of the ‘safe sleep’ assessment tool with families.

TV adverts on Safe Sleep, like the FAST (stroke) advert.

GP’s to give advice at core contacts.

Training on how to have relational conversations, using motivational interviewing techniques

Funding to the Lullaby Trust to provide an annual full training package for professionals to access. 

Family and friends’ approach. MECC training on safe sleep.

Reinforce the message to HV’s and Midwifes to see where the baby is sleeping. 

Differentiate information for premature babies.

Be able to use the Healthy Start Vouchers to purchase Safer Sleep items, i.e. sleeping bags, thermometers 







What can you do individually in your area to make a difference? 

Ensure safe sleep conversations take place at all contacts 

Sharing consistent advice/information

Ensuring all professionals have access to the same information that is up to date 

Sharing information with colleagues and other agencies, health promotion, crisis team etc

Having a multi-agency approach to safe sleep 

Ensuring the resources shares are accessible (available in different languages, use pictures) and consider the methods of sharing these 

Encouraging open and honest conversations with families

Sharing information in a culturally sensitive way 

Ask additional questions and have deeper conversations with parents and families to understand what they know

Promote resources using social media

Signposting families to resources that will be relevant to them and in the correct format for them to really understand the message 







What can you do collectively in your area to make a difference to this issue?

Consistency of safe sleep messages in all conversations

Make sure the leaflets are provided in different languages so everyone has access to the information. 

Ensure that all agencies believe it is their business. 

Work with the multi-agency team to keep everyone up to date and promote the same approach to safe sleep messages. 

Call an action meeting with the Early Help Team and discuss a Winter Plan for consistency and opportunity

Have a targeted push on the use of safe sleep tools and leaflets to hand out at all visits, raising the importance of safe sleep.

Build messages into the Cot/Bed project

Increase activity with Voluntary and Community colleagues

Multi-agency working to use the same resources for clear messages, standardisation and consistency.

Use a range of media to get the messages across. 

Engage in conversations with other agencies, such as libraries, DWP and the Fire Service to disseminate the messages. 

Include ‘safe sleep’ as part of safeguarding supervision.

Agree an ‘area wide’ concise, easy to read and easy to understand message. 

Strengthen the MECC for Safe Sleep. 

Safe Sleep to be included in all staff induction programmes and Training Programmes.

Use the ‘cold homes’ angle to create a conversation on safe sleep

Use the Neighbourhood Meetings to have Safe Sleep conversations with Housing Officers, PCSO’s, Schools, Citizen Advice and Food Banks. 

Share the information from the webinar with health colleagues, including GP’s.







 What support do you think your area will need to make a difference? 

Collaborative working between agencies 

A funded training programme, which includes how to have sensitive conversations with parents that helps them to be open. 

Information in different languages and formats 

A ‘One Stop Shop’ (Hub) for free and accessible resources which would enhance consistency 

A training programme – consistent in every area/region 

Lullaby Trust resources and website used in all contacts 

Co-production of resources alongside parent/family groups 

Social Media Campaign 

Multi-Agency ‘Think Family’ working 

Financial help and advice with energy bills for families in the North West 

Information on how to safely heat a single room – if this is needed by families 

Safe Sleep to be advertised on the radio 

Knowing what other professionals are saying, so as, to give the same message. 

Parent/Carer Survey 

Demonstration videos for parents/families who cannot read. 

National safe sleep campaign relating to fuel poverty 

Online workshop for parents/families on safe sleep. 
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Microsoft_Excel_Worksheet.xlsx

Sheet1


			 			Which service do you represent?


			Health Visiting 			59


			Midwifery 			23


			Housing 			6


			Commissioning 			6


			Early Years 			30


			Voluntary 			6


			Other 			52
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