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OPENING PROGRAMME

TIME SESSION WHO

09:30 – 09:35 Welcome Liz Dunn

09:35 – 09:50 Setting the Scene…. Principal Social Workers for Children
(Mandy, Helen, & Tejal)

09:50 – 10:35 Keynote Speech – Safeguarding 
babies

Jane Wiffin

10:35 – 11:15 Networking Brunch All 

11:15 – 11:45 Safe Sleep Tool Jan Harrison & Suzanna Armitage

11:45 – 12:00 Close and Networking All
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Mandy Goodenough
Principal Social Worker for Leicestershire County 
Council
Helen Love
Principal Social  Worker, Children and Families, for 
Rutland County Council
Tejal Gorania
Principal Child and Family Social Worker for Leicester 
City Council
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KEYNOTE SPEECH: 

SAFEGUARDING BABIES

Jane Wiffin
Jane is a social worker by profession with over 25 years' experience 
of practice across Children’s Services in safeguarding roles. As part 
of this work, she has been the author of over 90 Serious Case 
Reviews, Safeguarding Adult Reviews and Domestic Homicide 
Reviews.



Jane Wiffin Slides



NETWORKING 
BRUNCH
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Safer sleeping for babies: 
The LLR Safer Sleeping Risk 
Assessment Tool
Dr Suzi Armitage, 
LLR Designated Doctor for Child Deaths
Jan Harrison, 
LLR Designated Nurse Children & Adult Safeguarding



Safer sleeping for babies: the 
LLR Safer Sleeping Risk 
Assessment Tool
Dr Suzi Armitage, LLR Designated Doctor for Child Deaths
Jan Harrison, LLR Designated Nurse Children & Adult Safeguarding



‘Whenever an infant dies, it is a tragedy – first and 
foremost for the infant and family, but also for all 
those who knew the infant & family, including those 
professionals who may have worked with them, and 
for society as a whole’

Kennedy Guidance, 2016

Presenter Notes
Presentation Notes
Whilst we cannot prevent every death, there are positive things that we can do together to reduce risks and make the world safer.



Sudden infant deaths & safer sleeping
Across England & Wales in 2020, 150 babies 
died & in spite of extensive investigation, their 
deaths remain unexplained.

Safer sleep practices can reduce the risk of 
Sudden Infant Death Syndrome, and reduce the 
risk of accidental suffocation of infants during 
sleep.

LLR Child Death Reviews 2016-22:
- Unsafe sleeping was noted as a modifiable 

factor in 16 infant deaths.
- In 10 of these deaths, co-sleeping with other 
risk factors (unsafe co-sleeping) was noted. 



Who is at risk?

Increased risk
Unsafe sleeping positions

Parental smoking

Unsafe sleeping environments

Unsafe co-sleeping

Overwrapping

Soft sleep surfaces

Parental alcohol & drug use

Poor antenatal attendance/late booking

Prematurity or low birth weight (<2.5kg)

Reduced risk
Room sharing with parents/carers for first 6 
months

Breastfeeding

Dummy use

Immunisations



Who is at risk – NCMD data 2019-2020

Babies aged 3 -12 months who died suddenly, with no cause found
– 78.1% were not following safer sleep advice & guidance.

Relative risk of dying suddenly & unexpectedly:
- 14 times higher if known to Social Care
- 14 times higher if experience of domestic abuse
- 12 times higher if extremely premature or very low birth weight
- 9 times higher if have an underlying health condition
- 5 times higher if poor maternal mental health or young mother
- 4 times higher if mother used drugs in pregnancy
- 3 times higher if smoking in pregnancy

National Child Mortality Database.  A thematic review of vulnerability, which increases the ris of poor outcomes, in infants
National Child Mortality Database Programme. Bristol. HQIP; 2023. 68. 



Family & environment

Smoking in 
pregnancy

Young mother 
(under 20)

Mental ill-health

Substance misuse

Alcohol use

Smoking in household

Domestic violence

Planned co-sleeping

Unsafe sleep environment

Low birth                  
weight (<2.5kg)

Prematurity   
(<37 weeks)

Snuffly/mild cold                  
symptoms  

Under 1 year



The safest place to sleep….

On their back, feet to foot, in a cot or moses basket, in the 
same room as a parent/carer for the first 6 months.

However:
- Babies are complex
- Family life is complex
- Parental/carer decision-making is complex

https://www.flickr.com/photos/40262553@N00/150984576

Presenter Notes
Presentation Notes
https://www.flickr.com/photos/40262553@N00/150984576 – via Openverse (Creative Commons) 30.11.22



Reducing the risk: ABC of Safer Sleep 

Lullaby Trust ABC:
ALWAYS sleep your baby 
on their BACK
in a CLEAR cot or sleep space.

Presenter Notes
Presentation Notes
https://www.flickr.com/photos/nichd/17875043184/in/photostream/ Baby back to sleep
https://www.flickr.com/photos/11538141@N08/4348241866 Sleeping baby santa



Reducing the risk: evidence-based guidance

• Discuss safer practices for bed-sharing:
• Make sure baby is on their back on a firm, flat mattress
• Not sleeping on a sofa or chair with baby (risk x 50)
• Not having pillows or duvets near baby
• Not having other children or pets in the bed when sharing with a baby

• Strongly advise parents not to share a bed with their baby if:
• Baby was low birth weight (under 2.5kg)
• Either parent has had 2+ units of alcohol
• Either parent smokes
• Either parent has taken medicine that causes drowsiness
• Either parent has used recreational drugs



Safer Sleeping & the law

• If anyone 16yrs or over:
• Co-sleeps with a child under the age of 3 years on any surface 
• whilst under the influence of drink/alcohol
• And causes his/her death by suffocation
They could be liable to criminal prosecution (Wilful Neglect) – Section 1. (2) 
Children & Young Persons Act 1933.

• If anyone of any age:
• Co-sleeps with a child of any age on any surface
• whilst under the influence of any drug/substance/alcohol
• And causes his/her death by suffocation
They could be liable to criminal prosecution – Section 5. Offences against the 
Person Act 1861.



• Review of SUDI in families where children are considered at risk of 
significant harm, July 2020.

• Many risk factors for SUDI overlap with those for child abuse and 
neglect.

• Families typically living in context of recognised background risks 
• Disruptions to their normal routines meant that they were unable to 

engage effectively with safer sleeping advice.

Out-of-routine

Predisposing risks or 
predisposing 

vulnerabilities

Situational risks and 
out-of-routine / critical 

incidents 

Presenter Notes
Presentation Notes
-   Socioeconomic deprivation
Poor/overcrowded accommodation
ACEs of parents
Parental mental health problems
Alcohol or substance misuse
Ongoing & cumulative neglect
Parental criminal behaviours
Relationship breakdown and/or new partners
Limited engagement with services including late antenatal booking
Prematurity or other vulnerabilities in the baby




Recognising & responding to risks

Prevention
Conversation-based approach - decision-making is complex, explore barriers to 
following advice
Link between advice and understanding mechanism for prevention
Empower families with knowledge so they can assess their own risks and develop 
their own plan for safety at every sleep

Protection
Early recognition of & response to factors which mean infants/families are 
vulnerable
Safer sleeping as part of broader assessment of risk - LLR Neglect Toolkit
Safer sleeping as part of safety planning



Safer sleeping is everyone’s business

For every baby:
Curious conversations
Safer sleep for every sleep 
Out-of-routine times:
- Family events/night out
- Baby unwell
- Emergency situations
Consistent messaging
Think family 

- Partners, grandparents, 
wider family networks

Embedded in support for broader family 
risks & vulnerabilities:
• Breastfeeding promotion & support
• Smoking cessation for household 

members
• Housing
• Alcohol use
• Substance misuse 
• Mental health services
• Domestic abuse support



LLR Safer Sleeping Risk Assessment Tool

• Developed to support any practitioner from any agency to have 
conversations with families about safer sleeping

• Supporting families to make informed choices and plan ahead for 
safer infant sleeping

• Recognising & capturing vulnerability to help inform response
• Collaborative multiagency development

• Public Health, Health Visiting, Midwifery, Early Help/Children & Families 
Wellbeing Service, Childrens Social Care, Turning Point, CDOP

• Input & feedback from families
https://lrsb.org.uk/safer-sleeping

LSCPB | Safer Sleeping (lcitylscb.org)

https://lrsb.org.uk/safer-sleeping
https://www.lcitylscb.org/information-for-parents-and-carers/safer-sleeping/


Presenter Notes
Presentation Notes
Information for practitioners – empowering safer sleeping conversations – pages 1&2
Introduction & background to tool
Key Safer Sleep messages – what to do & what to avoid
Out of routine risks
Safer Sleeping & the Law
Local case learning about risk factors



Safer Sleeping Risk Assessment
Available as standalone document
• Complete together with family
• Based on CAF triangle
• Child
• Parenting Capacity
• Family & environment
• Sleep Space
• What risks found?
• What actions agreed?
• Review date

Presenter Notes
Presentation Notes
Safer Sleeping Risk Assessment – page 3



Presenter Notes
Presentation Notes
Information for practitioners - empowering safer sleeping conversations – pages 4&5
Using the tool – risk factors identified – what to do next? When to escalate?
Links to key additional resources
	- links are also available on the SCP website
Guidance for practitioners
Chat – curious questions
Show – links to LT including info in other languages/easy read information 
Plan – conversation starters





Parent/Carer Safer Sleep Plan
• Available as standalone 

document
• Tips for making every sleep safer
• Plan for change in routine
• Plan for ‘my baby won’t settle’
• Link to Health for Under 5s

Presenter Notes
Presentation Notes
Parent/Carer Safer Sleep Plan
 - standalone document
 - can complete together with family 
 - start/prompt for thinking proactively & planning ahead
 - link to Health for Under 5s website including Crysis





Andrea Knowles
Sham Mahmood
Clare Mills
Louise Pettit
Julia Pilsbury
Lyn Quinnell
Amy Robinson
Emily Wakelin

Acknowledgements:
Nottingham/Notts SCP

Working Group:
Suzi Armitage
Liz Dunn
Kay Fletcher
Joanne Fowler
Jan Harrison
Linda Hartley
Lisa Hydes
Rheo Knight



Where to go to find out more
Safer Sleep Advice for families & professionals:
- Lullaby Trust (including easy read info & information in other languages & the full research Evidence Base): 

https://www.lullabytrust.org.uk
Alcohol consumption & supervision of babies/children:
- Who’s in Charge videos developed by Birmingham Safeguarding Children Partnership: 
https://www.bhamcommunity.nhs.uk/about-us/news/latest-news/whos-in-charge-video-campaign/resources/ 
Safer sleep for Dads:
- ‘Lift the baby’ website & videos developed by NHS services in Berkshire: https://www.liftthebaby.org.uk
Bed-sharing guidance for professionals:
- NICE Guidance – Postnatal Care: https://www.nice.org.uk/guidance/ng194/chapter/Recommendations
Supporting families in need with baby equipment:
- Baby Basics: https://www.babybasicsleicester.co.uk

LLR Safeguarding procedures:
- LLR Neglect Toolkit: Neglect (proceduresonline.com)

https://llrscb.proceduresonline.com/p_neglect.html
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THANK YOU…….
Please complete an 
evaluation form before 
leaving
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