
                      Safeguarding infants 

                and learning from SUDI 
  

 
 

SUDI Risk Factors:  
 Unsafe sleep position (prone or side) 

 Unsafe sleep environment  

 Co-sleeping in the presence of other risks  

 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) 

 Nationally the number of incidents for under ones has increased in 2020-21. 

 The most common factor includes unsafe sleeping/ overlay/ neglect. 

 Around 300 babies and toddlers still die every year of Sudden Infant Death Syndrome 

(SIDS), in the UK. 

Despite approx. 15% drop in referrals during Covid-19 pandemic, the trends in safeguarding 

notifications continue be on harm to infants. 

In the last 6 years in Camden, we have had:  

 3 - Serious Case Reviews. 

 5 - Serious safeguarding incident notifications to the National Panel relating to infants, 

with 2 relating to SUDI. 

Camden and Islington Public Health are working with local authority and partners to carry out 

mapping of vulnerable and pre-vulnerable families. The CSCP’s 2020-21 priority and theme of 

multi-agency case audit is on Vulnerable parents and the first 1,001 days.  

Use of the UNICEF “Caring for your baby at Night” guide is a recommended resource. 

 

 

National Child Safeguarding Practice Review Panel Report  

Review of cases of infant death in particularly vulnerable families, often 

where there were concerns about cumulative neglect, domestic violence, 

parental mental health issues and substance misuse.  Almost all of the 

incidents involved co-sleeping in unsafe sleep environments, often when 

the parents had consumed alcohol or drugs. 

1. Deaths could have been prevented if safe sleeping advice had been 

followed. 

2. Out of routine events heightened risk even further. 

3. The most successful approaches were multi-agency and embedded in 

strategies for dealing with cross-cutting risks including neglect, 

domestic abuse, mental health, substance misuse and deprivation. 

4. Understanding parents’ perspectives and building relationships was 

found to be key. 

 

National review of non-

accidental injuries has 

just launched and Child 

C SCR has been 

identified to be 

considered as part of 

the review. 

National recommendations in relation to reducing SUDI risk factors: 

 There needs to be a better understanding of parental perspectives to facilitate more 

effective safer sleep conversations 

 Improved multi-agency links between work in local areas to reduce the risk of SUDI  

 The use of behavioural insights and models of behaviour change to provide consistent 

and evidence-based safer sleep messages as part of good infant care and safety. 

 

 A ‘prevent and protect’ practice model with four key components is suggested:  

1. Robust commissioning to promote safer sleeping within a local strategy  

2. Multi-agency action to address pre-disposing risks of SUDI for all families 

3. Differentiated and responsive multi-agency practice with  

families to promote safer sleeping in the context of  

safeguarding concerns and other situational risks 

4. Underpinning systems and processes with relevant policies,  

procedures and practice tools that support effective  

multi-agency practice across the continuum of risk of SUDI.  

 

 

 

 

https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/sleep-and-night-time-resources/caring-for-your-baby-at-night/
https://cscp.org.uk/wp-content/uploads/2019/06/London-Borough-of-Camden-SCR-Final-Child-C.pdf
https://cscp.org.uk/wp-content/uploads/2019/06/London-Borough-of-Camden-SCR-Final-Child-C.pdf


The ‘Babies in Lockdown’ Report, published 5 August 2020 

 

  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                    

Key messages from our recent SCRs: 

 It is important to consider the accumulation of concerns and indicators of 
neglect because seen in isolation they may not appear neglectful.  

 Assessments must be truly multi-agency and multi-professional. 
 When engaging with parents, it is important to identify indications of disguised 

compliance. 

 Consider the role of Fathers and how if they are effectively engaged in 
safeguarding by the multi-agency network. 

 Agencies need to assess the impact of domestic abuse on children and the link 
to physical and emotional abuse. 

 It is important to recognise the vulnerability of Black, Asian and Minority Ethnic 
women.  

 Professionals may need support to challenge families and other professionals.  
Actions taken in response to recommendations from local SCRs can be read in 

the CSCP Annual Reports for details. 

 
 

 

Further resources for professionals and families about risks to babies and how to 

keep them safe can be found: https://www.lullabytrust.org.uk/. 

 

             The CSCP website provides further resources and training:  

www.cscp.org.uk     Follow us: @CamdenSCP 

 

 

Survey of 5000 parents by Best Beginnings, Home-Start UK and the Parent-Infant 

Foundation carried out during lockdown: 

Nearly 7 out of 10 parents said that lockdown had affected their ability to cope with 

their pregnancy or caring for their baby - Many felt isolated.  

Most parents reported that their mental health had suffered but only a third could 

access support. 

 

https://www.bestbeginnings.org.uk/news/the-babies-in-lockdown-report
https://cscp.org.uk/about/business-plan-annual-report/
https://www.lullabytrust.org.uk/
http://www.cscp.org.uk/

