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Therapeutic Positioning 

Introduction  

Providing optimal therapeutic positioning is a core component of 

developmentally supportive care.  Optimal therapeutic positioning should 

provide the infant with an experience that is safe, supportive and dynamic33.  

It is the responsibility of all neonatal staff involved in an infant’s care and 

should be considered from delivery.  All infants should receive care that 

provides them individualised positioning support and comfort3. 

Partnering with Families 

There is overwhelming evidence which supports the understanding that 

parents’ presence on the Neonatal unit and partnership in the care of their 

baby is an essential component of delivering quality developmental care and 

improving developmental outcomes for infants.1,3 Parents should be educated, 

coached and mentored on the principles of positioning their baby, including 

using the 5 step dialogue (Appendix 2) and how to individualise the positioning 

for their baby. Please refer to EoE Neonatal ODN Partnering with families  

Background 

The in-utero environment provides the perfect foundation for the development 

of the musculoskeletal and sensory systems.  In utero, the walls of a mother’s 
tummy supports and provides containment for the developing infant.  This 

environment facilitates the development of flexion of the trunk and limbs and 
provides reactionary forces in response to foetal movements which helps to 

develop muscle strength and coordination8.  However, the preterm infant has 
low muscle tone and an immature sensory system due to missing much of this 

development that occurs in utero.  Premature infants left with no support or 
boundaries, who are unable to provide and maintain their own flexed postures 

to achieve body alignment, are at risk of cranial misshaping, torticollis, and 

poor sleep14 as well as imbalances of their musculoskeletal and sensory 
systems.   

 
It is important to recognise that supportive therapeutic positioning plays a vital 

role in preserving an infant’s musculoskeletal integrity and supporting the 
developing motor system.   It also has a positive influence on the developing 

behavioural and regulatory systems20, which plays an important role in 
facilitating development20.  Providing developmentally supportive positioning in 

the neonatal unit is not only essential for optimum musculoskeletal 
development15 it also influences physiologic function and stability, thermal 

regulation, bone density, neuro behavioural organisation and sleep facilitation, 
calmness and comfort, skin integrity, optimal growth and brain development 
1,2. Providing appropriate postural support in the neonatal period is also 
essential for optimising respiratory function16, sensory development and 

neurodevelopmental outcomes9 10. It should be noted that every position the 



   
 
 

infant experiences influences the multiple developing systems.  Preterm infants 
should be exposed to a variety of positions, changed regularly, to enrich their 

sensorimotor experiences and prevent the development of fixed postural 
patterns14 and movement preferences.  

 
Babies born below 30 weeks gestation 

In the extremely preterm infant, the current recommendation is to have the 
head in a midline position to reduce the incidence of intraventricular 

haemorrhage34.  For all babies born 30 weeks gestation or below during their 
first 72 hours of life please refer to the East of England Neonatal ODN guideline 

on Strategies to reduce incidence of IVH and promote neuroprotection in the 
infant below 31 weeks.   

 

Benefits of individualised developmentally supportive positioning 

 

• Facilitates development of bone density22,18  
• Promotes midline orientation and development of self-regulatory 

behaviours18  
• Reduces stress and promotes feeling of security and physiological stability1,18 

• Promotes sleep20,18  
• Aids digestion18 

• Promotes skin integrity20 

• Promotes musculoskeletal development18 

• Reduces risk of intraventricular haemorrhage18 

• Reduces energy expenditure1 

• Better weight gain and improved growth1  
• Reduced risk of unplanned extubation18 

• Supports development of sensory systems (tactile, proprioception & 

vestibular)51 
• Promote better respiratory function9 

 
Clinical Implications of poor positioning 

If the appropriate therapeutic positioning is not provided during an infant’s 
stay on the neonatal unit, the infant is at increased risk of: 

• Muscle imbalances1,9 

• Abnormal movement patterns being reinforced9 

• Joint contractures9 
• Head turn preferences and abnormal head shape38,45 

• Pressure areas9 

• Increased stress and limited self-regulation ability5 

• Physiological instability5 

• Poor thermoregulation 

•Increased stress which can have an impact on brain development 

• impact on longer term developmental outcomes 
•impact on sensory development51 

 

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/


   
 
 

   

   Core principles of developmentally supportive positioning17,18,19 

• Promote and support comfort and regulation 

• Promote flexion of trunk and limbs 
• Promote midline symmetry and alignment 

• Promote 360o containment 
• Promote and support developing posture and movements 

 

 

General recommendations for developmentally supportive 
positioning 

Positioning of the infant is important; however, safety needs must always be 
prioritised above positioning needs. 

Premature infants on a neonatal unit should be positioned to support 

musculoskeletal, physiological and behavioural stability3.  Providing support 
using a boundary can reduce the abrupt movements that increase the stress 

in the infant, and it can facilitate age-specific postures and movements19.  
Using a boundary facilitates a flexed and adducted posture, promotes midline 

and supports normal movement patterns19.  The boundary is most effective 
when it is close enough to promote flexion but also promote the infant’s 

developing movements20.   

Infants of term age should be starting to explore and move against gravity. 
However, they may still require ongoing support with positioning.  Consider a 

referral to your unit therapist for support with this. 

Developmentally supportive positioning can be achieved with different 

positioning aids for example; commercially available nests, handmade nests, 
swaddling, or positioning of different types of physical boundaries around the 

infant23. Refer to appendix 4 ‘Positioning equipment that you might find on a 
neonatal unit’ for a summary of different positioning equipment that is 

available. 

There are advantages and disadvantages to each position so baby should be 
assessed individually to decide on best position according to their medical 

needs, infant’s preferences and behavioural cues. 

Change position regularly and provide a balance of different positions over 

each 24-hour period11. 

Vary the direction that the head is facing, including right, left and midline 
position to minimise skull deformity20. 

Use a recognised positioning tool to evaluate the infant’s position (see 
Appendix 1) 

Use a recognised pain assessment to record an infant’s pain.  Refer also to 

EoE Pain Management Guideline 

Record baby’s body, head position and any positioning aids on nursing chart 

to ensure balance of positions over each 24 hour period. 

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/pain-management-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/pain-management-guideline/


   
 
 

The timings of position changes should be individualised and linked to baby’s 
sleep/wake cycle and behavioural state. 

Check infant’s pressure areas, on a change of position, to note any changes 

in skin integrity.  Follow your unit protocol as appropriate.  Refer also to EoE 
skin integrity guideline 

General recommendations for developmentally supportive 
positioning continued 

Containment is not restraint.  The boundary should be supportive not 

restrictive, the infant must be able to move within the boundary 20. 

If a baby does not tolerate a position – try an in arms position with parents 

or try for shorter periods of time. 

Continue to monitor infant and behavioural cues and adapt positioning as 

required.  Sole use of positioning products does not guarantee appropriate 

individualised positioning36. Refer to Developmental Care toolkit: Infant 
Behaviour  

Implementing safe sleep prior to discharge is important7 (refer to section 
preparing for discharge). 

The infant should be used to sleeping on their back (following safe sleep 

practices ) on a firm flat mattress before they go home and parents should 
be familiar with this practice and understand the reasons behind safe sleep 

practices. 

If a baby has a specific medical need requiring deviation from safe sleep 

practices their management should be agreed by the medical lead. 

Educate staff & Parents about positioning principles and how to use any 
positioning aids correctly. 

Please consider a referral to you unit therapist for support with positioning 
any baby but particularly with those babies with complex positioning needs. 

 

Positioning on Admission 
For all babies born 30 weeks gestation or below during their first 72 hours of 

life please refer to the East of England Neonatal ODN guideline on Strategies to 
reduce incidence of IVH and promote neuroprotection in the infant below 31 

weeks.  This guideline outlines current accepted practices to reduce the risk of 
IVH in preterm babies at increased risk of intraventricular haemorrhage. 

 
On Page 6 is a guide (Fig 1) to positioning an infant on admission24, if you 

require further support or guidance please seek the support of your unit 
Physiotherapist or Occupational Therapist. 

 
  

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/maintenance-of-skin-integrity/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/maintenance-of-skin-integrity/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/
https://www.lullabytrust.org.uk/baby-safety/safer-sleep-information/safer-sleep-overview/
https://www.lullabytrust.org.uk/baby-safety/safer-sleep-information/safer-sleep-overview/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/


   
 
 

  
 
*See reduction of boundaries section 
 

IMPORTANT – Positioning aids must ONLY be used on the neonatal unit with 
infants who are on physiological monitoring.  They are NOT to be used by 
infants who are no longer being monitored. 

Choice of position and any additional supports used should be individualised 
to the baby . 

 

Supine (lying on back) 

Advantages Disadvantages 

Reduces the risk of SIDS (sudden 

infant death syndrome).  Infant must 
be placed in supine position if no 

longer monitored as per safe sleep 
guidelines in preparation for discharge 

home.6 7 

Increases energy expenditure14 

 

Easier access for medical care and 
observation 

Work of breathing is increased 

Easier visual exploration by infant Reflux is more likely to occur 

If infant head is in midline position this 

can help to contribute to better head 

moulding. 

Effect of gravity makes it 

difficult to achieve 

developmentally supportive 
position. 

Able to see abdomen, easier to 
observe baby 

Promotes atypical extensor 
patterns20  

 Associated with increased 

stress & awake behaviours35 

Graphic adapted from NWNODN Positioning & Handling Guideline with permission 24 

Fig 1 



   
 
 

 Midline head position is 
challenging to maintain. 

 

 
 
 
 
 
 
 
 
 
 

 Baby in utero30                  Baby in supine position 

 

Recommendations for supine position 

Use a high sided circumferential nest providing appropriate containment 

either side of the body, head and feet.  

Support head in the midline with a high sided nest (i.e. chin in line with 

sternum).  
Avoid lateral extension, where head falls towards shoulders (use gel pillow, 

fluidised head positioner or head scroll to help support a midline position as 
appropriate).  

Shoulders should be softly rounded and assisted with support, to maintain a 

flexed position towards the chest. A positioning support can be used if 
required, to assist the shoulder position.  

Hands should be supported forward to each other to encourage and allow for 
hand/mouth/face co-ordination.  

The hips need to be aligned in a flexed position, where they are drawn 

towards the abdomen. Avoid hip abduction (frogged position).  

Ankles and feet should be softly flexed with plantar surface contact in neutral 

position on the boundary sheet/towel. 

The infant should be well supported but with enough room to spontaneously 
move within the boundary. 

 

Side lying (lateral position) 
 

Advantages Disadvantages 

Encourages flexion and 
discourages hip external rotation 

and ‘W’ arm position 

Can encourage neck extension if 
support provided behind head. 

Promotes self-regulation Infant at risk of asymmetry and 
head flattening as weight bearing 

on side of head. 



   
 
 

May be used to encourage flexion 
and adduction, counteracts 

external rotation of limbs 

 

Reduces severity of reflux13   

Facilitates midline orientation of 

the head and extremities 

 

Easiest for infant to make 

themselves comfortable 

 

Improved sleep compared to 
supine20 

 

 
 
 
 
 
 
 
 
 
 
 
 

Baby in utero30    Baby in side lying position 
 

Recommendations for side lying position 

The hips and knees should be flexed towards the tummy and tucked within 
boundary. 

The infant should have enough room to move within the supports.   

Arms should be forward to midline or face and shoulders comfortably flexed.   

The infant’s back should be well supported to maintain a flexed symmetrical 

side-lying posture. 

The infant’s neck should be in a neutral position or slightly flexed position. 

Make sure you alternate sides, so the baby is positioned in both the left and 

right side at some point during each 24 hours. 
 

 

 

 

 

 

 

 



   
 
 

Prone (Lying on tummy) 

 

Advantages Disadvantages 

Facilitates flexion14 Access for medical care is more 
difficult 

Facilitates the development of 

head control 

Infant may self-extubate 

Facilitates self regulation35 Some infants cannot tolerate prone 

Decreased energy expenditure14 At risk of shoulder adduction and 
internal rotation contractures9 

Improved oxygenation20,28 Prolonged time in this position may 

contribute to abnormal head 
moulding9 

Lowers intracranial pressure14  

Lower respiratory rate (than in 
supine)14 

 

Promotes quiet sleep35   

Significantly reduces the severity 
of gastroesophageal reflux20 

 

Heat loss is minimised  

Promotes infant comfort35  
 
 
 
 
 
 
 
 
 
 
 
 
 

Baby in utero30    Baby in prone position 

This position should not be used with:  

• infants at risk of IVH please refer to the East of England Neonatal ODN 

guideline on Strategies to reduce incidence of IVH and promote 

neuroprotection in the infant below 31 weeks  

• infants who are not monitored 
 

 

 

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/


   
 
 

Recommendations for prone position 
Ensure monitoring is in place 

Use a prone positioner, folded sheet/muslin or similar support to encourage 

shoulder and hip flexion. 

The infant’s hips, knees and shoulders should be flexed in a neutral position.   

The arms should be flexed and near the head/face.   

The head should be turned to one side and the hand on the face side should 
be near the mouth.   

Circumferential boundary should be in place for further support and 
containment 

This position should not be used for infants close to discharge, who should be 

placed on their backs to sleep, according to safe sleep advice7 

 

Positioning in relation to head shaping 

The incidence of positional skull deformities such as dolichocephaly (also know 

as scaphocephaly) is high in the preterm population38.  This bilateral flattening 

of the skull occurs because of consistent pressure from weight bearing on the 

side of the head.  Essential medical care required to support preterm infants 

can often limit the positioning options required to minimise musculoskeletal 

complications38.  If the infant’s head is consistently positioned to the side, this 

can also lead to head turn preference and plagiocephaly20.  This may 

contribute to longer term challenges in developing midline control and 

developmental delay39.  Early intervention of an individualised positioning 

program can minimise potential deformities38,45.  Skull shaping continues after 

discharge from the neonatal unit and can be influenced by positioning and play 

strategies at home20, therefore referral to ongoing therapy services following 

discharge may be appropriate.   

Recommendations to promote head shaping 

Aim to keep the head in midline or in less than 30o from midline (if baby is 
ventilated or on CPAP ensure tubing is adequately supported.  Infant may 

require support from head scroll* or fluidised positioner. 

In the extremely preterm infant, the current recommendation is to have the 

head in a midline position to reduce the incidence of intraventricular 
haemorrhage34 Refer also to Strategies to reduce incidence of IVH and 

promote neuroprotection in the infant below 31 weeks 

Consider the environment, as this can have also impact on head position39,45.  
For example, if a cot is always facing the same way by a window, parent 

always approaches infant from the same side etc 

With babies who do not have active movement of their head against gravity, 

consider use of a positioner or head scroll to aid positioning of the head. 

Referral to the neonatal Occupational Therapist and Physiotherapist on the 
unit can support with early intervention positioning programs as an 

individualised positioning program may be required. 

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/ivh-guideline/


   
 
 

 
 

Example of head support in midline position with head scroll  
 

• Head Scroll - sheet folded and rolled either side to 
provide support to encourage a midline position of 

head. 
 

 
 
 
 
 
 
 
 

Picture credit NWNODN guideline reproduced with permission 

 

  



   
 
 

Supportive sitting 

  
 

 

 

 

 

Term infant position  Parent holding infant       Infant in baby chair 

For an infant who is term age or a premature infant who is now stronger and 

more alert and approaching term age, it may be developmentally appropriate 

to start to spend time in a supportive sitting position when awake and 

supervised.  A supportive sitting position can be achieved in arms with parents 

or by using a baby chair.  A supported sitting position provides the infant with 

the opportunity to observe their surroundings and to be in a different position.  

The infant should not be left in this position for long periods.  Some reclining 

baby seats also have vibration and music settings.  Care should be taken not 

to provide too much stimulation for the infant.  The infant’s behavioural cues 

should be monitored and position and/or stimulation changed appropriately. 

Recommendations for supportive seating 

Infant should be fully supported – if in arms with parent you may decide to 
swaddle to provide extra support. 

Hips should be in the middle of the seat (to promote a straight trunk 
position) 

Rolls may be used either side to provide support at shoulders and promote 

midline head and upper limb position if required 

Infant should be monitored appropriately. 
 

Older Infants 

Infants who are term age or older and still on the neonatal unit may continue 
to benefit from provision of positioning equipment especially if you have 

identified an ongoing need for example head turn preference, low muscle tone 
etc.  They may benefit from referral to the unit Occupational Therapist or 

Physiotherapist for assessment and provision of positioning advice and an 

individualised program.   
 

 

 

 



   
 
 

Reduction of boundary 

Recommendations for reduction of boundary 

When an infant is ready for the positioning supports to be removed this 

should be done gradually so that the infant can get used to having less 
support.   

It may be appropriate to use rolls either side of the infant instead of a nest  

Consider if the infant still requires a head support. 

Parents should be informed and involved with any discussion to 

reduce/remove positioning.  They should be provided with information on the 
difference between positioning on the unit and at home, reiterating the 

importance of the safer sleep advice.  Refer also to EoE Neonatal ODN 

Partnering with families 

 

Removing Supportive Positioning in preparation for discharge 

It is important to consider the following when thinking about removing 
positioning supports: 

• Ability to maintain physiological stability 

• Ability of infant to turn their head from side to side 
• Ability of the infant to curl up on their own, bring hands to face etc. 

• Ability to control behavioural states 
• Feeding type & ability of infant  

 

Things to consider when removing supportive positioning 

Gestation & Development 
In practice, a baby's gestation will guide us to look and assess the positioning 
equipment but the decision to remove should always be based on the baby's 

competency/ development alongside discharge plans.  Your unit therapist will be 
able to help guide with this. 

Development of posture & muscle tone 
A baby starts to develop stronger muscle tone into flexion moving towards term age 

- remember to continue to evaluate positioning support provided and adjust/remove 
positioning supports appropriately. 

Partnership with Parents 
Parents should be informed about supportive positioning on the neonatal unit and 

then involved in the decision making process on when to remove.  They should be 
provided with information on the difference between positioning on the unit and at 
home, reiterating the importance of the safer sleep advice.  Refer also to EoE 

Neonatal ODN Partnering with families. 

Individualised 
Remember all positioning needs are individualised so some infants may need 
equipment for longer.  This should only follow assessment and directed by a 

therapist if possible.  Safe sleep advice prior to discharge should still be followed 
(see below).  

Safer Sleep Advice 
Following safe sleep advice has been shown to reduce the rate of SIDS7 (sudden 

infant death syndrome).  The basics of safe sleep advice is to sleep the baby in their 



   
 
 

own, clear, flat, firm separate sleep space in the same room as the parent7.  

Premature and low birth weight infants are particularly vulnerable to SIDS7 so 
modelling and provision of safe sleep advice to parents is an essential part of 
discharge planning. 

It is good practice that the baby has time (ideally 1 week) sleeping on their back 
and safe sleep behaviours being modelled prior to discharge6. 
Refer also to flow chart (Fig 2) on guidance for removal of positioning supports 
(page 13) 

 

 
 

Fig 2     Flow chart for guidance for removal of therapeutic positioning aids: 

 
 

  

 

*Safe Sleep Practices 
The safest place for a baby to sleep is in their own clear, flat, firm separate 

sleep space (e.g. a cot or moses basket) in the same room as the parent.  
Follow safe sleep practices as per lullaby trust guidelines 
 
  

Adapted from flowchart in NWNODN Positioning & 

Handling Guideline24 with permission 



   
 
 

Car seats 

• Car seats are designed to keep babies safe while travelling, but they are 

not designed to be a main sleeping place, so they are not suitable for 

sleeping for long periods7. 

• A car seat should be used for transport only, not as an alternative to 

cots, highchairs or pushchair7. 

• Positioning aids should not be used in car seats7. 

• Further information on car seats is available from BLISS HERE 
• Useful to signpost parents to In Car Safety Centre for specialist advice 

(www.incarsafetycentre.co.uk) 

 

Positioning in Special circumstances / surgical considerations 

/complex babies 

It is acknowledged that there are sometimes medical reasons why an infant 

may have some exceptions to routine positioning recommendations either for 

surgical, respiratory or medical needs etc.   

If positioning is challenging or deviants from routine universal care, ensure you 

refer to your unit therapists for specialist individualised positioning and 

developmental care advice. 

  

https://www.bliss.org.uk/parents/going-home-from-the-neonatal-unit/preparing-to-go-home-from-the-neonatal-unit/travelling-home-from-the-neonatal-unit
https://incarsafetycentre.co.uk/


   
 
 

Developmentally Supportive Movement and Handling 

Introduction 

Frequent insensitive handling and touch can be a cause of stress and be 

detrimental to an infant’s sleep leading to decreased weight gain, poor state 

regulation, increased stress and adverse effects on brain development37.  

Where possible stressful handling should be minimalised37 to reduce 

unnecessary stress. 

Evidence supports that skin-to-skin contact with parents is the preferred 

neuroprotective environment and position to support an infant.  Skin to skin 

should be encouraged whenever possible3. 

Recommendations for supportive movement and handling 

Handling of an infant should be performed only as needed. 

Always consider the environment before handling infant to minimise sensory 

overload. 

Always use the 5-step dialogue to approach infant (refer to appendix 2) 

Infants should be handled using slow, gentle, and controlled movements, 

with their limbs maintained in a flexed and supported position. In the case of 
medically fragile infants, 2-person technique may be indicated to ensure 

optimal support and stability1. 

Moving and stabilising an infant using 2-person care with one person 
handling the behavioral and physiological stability of the infant.  Whenever 

possible a parent should be part of the 2-person care. 

The position of limbs and body are relevant for comfort, providing a midline, 

flexed and contained position supports comfort and regulation. 

Pace care activities according to infant’s behavioural responses/cues.  This 
may include pausing and providing extra support if necessary. (refer to 

Developmental Care Toolkit: Infant Behaviour) 

Promote a well-positioned head – this will determine the rest of the baby’s 

body position 

Where possible use a supported side lying position for transfer of an infant. 
The side lying position promotes flexion and midline.  It can minimise 

disorganised movements and support the infant’s efforts at self-regulation.  
In summary, provide hand hug, containment and roll gently onto side then 

transfer. 

Expose only areas that need to be touched and keep other areas wrapped 

Support self-regulation eg providing a finger to grasp, comfort hold, cupping 

feet, support hands to midline etc. 

Provide swaddling when bathing and weighing (see below)  

Allow alcohol gel to ‘dry’ before handling infants. 

Educate staff and Parents about handling principles 
 

  

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/


   
 
 

Side lying nappy change 

Changing an infant’s nappy in the side lying position can: 

• Maintain best flexed position for the infant.  
• It can encourage the infant to bring their hands to their mouth and 

supports their comfort and regulation  

• No change in blood pressure or intracranial pressure by lifting hips 
• Light dimmer and easier to control  

• Able to see baby and talk with them  
• Able to clean effectively 

Recommendations for side lying nappy change 

Refer to this VIDEO for more information 

Use 2-person care when possible 

Use appropriate size nappy to promote developmentally supportive hip 
position 

 

Swaddling 
Swaddling or wrapping of an infant is the practice of wrapping them in a fabric 

cloth e.g. muslin, encouraging a flexed position with hands to midline.  
Wrapping an infant is known to have beneficial effects on preterm infants by 

supporting physiological stability, self-regulation and reducing behavioural 
stress signs20. 

 
Bathing and weighing can both be stressful experiences for an infant40,43. 

Wrapping a baby for such activities can provide a more developmentally 
supportive experience by supporting the infant’s physiological stability and 

behavioural organisation20.  
 

Benefits of wrapped weighing & Bathing42  
• Reduced physiological stress 

• Reduced visceral activity, such as hiccupping  

• Supports self-regulatory behaviours 
• Improved motor organization  

• Reduced general energy expenditure 
 

General Recommendations for swaddling/wrapping 

Promote midline position with hands 

The infant should be wrapped cosily but not too tightly.   

Refer also to lullaby trust guidelines on swaddling for advice following 
discharge  

Wrapping can be used for weighing and bathing occupations to support the 

infant to feel safe and secure 

Wrapped Bathing 

First baths should be no longer than 5-8 minutes43. 
For specific information on steps for wrapped bathing please refer to page 

17-19 HERE46 

https://www.youtube.com/watch?v=pms-WYymAT4
https://www.nct.org.uk/information/baby-toddler/caring-for-your-baby-or-toddler/swaddling-baby-benefits-risks-and-safety-tips#Considerations%20when%20swaddling
https://www.lullabytrust.org.uk/baby-safety/baby-product-information/slings-and-swaddling/
https://networks.nhs.uk/groups/yorkshire-humber-neonatal-families/documents/folders/198/


   
 
 

Wrapped Weighing   
For specific information on steps for Wrapped Weighing please refer to page 

20-22 HERE46 

Always observe behavioural cues and adjust handling appropriately 
 

Positive Touch 

Touch is our first sensory system to develop in the womb47,49 and it affects 

every area of our life. Our tactile system protects us against danger, it 

provides us with emotional memory, it helps us feel calm and loved and it 
helps us explore the world. Preterm neonates are more sensitive to pain/stress 

than infants born at full term and display a lower threshold to touch and more 
pronounced reflex responses to touch, compared to full-term infants. With 

repeated touch, this lower threshold declines further due to excitability of 
sensory neurons in the spinal cord.52 

 
Premature and sick infants therefore may experience stress and pain not only 

from essential medical procedures but from necessary handling and daily 
cares. Health care professionals should be mindful of the impact touch and 

handling and adjust approaches to prevent unnecessary stress and pain.  
 

Equally, infants should experience positive touch to support their physical and 
emotional development.  Providing positive touch experience is an important 

role for parents and enables them communicate love and reassurance to their 
baby49. Parents should be encouraged to observe their infant’s individual 

behaviour and in return respond to their needs. 

 
All infants are born with the ability to communicate, by observing an infant’s 

behaviours parents and staff can learn what kind of touch to use and when it is 
appropriate, safe and pleasurable for the infant. Refer to Developmental Care 

Toolkit: Infant Behaviour  
 

Sick and preterm infants do not always tolerate handling and can respond in a 

variety of negative ways. This can be daunting for a parent, and they can be 

very anxious about handling their baby. The development of parent-infant 

relationships in the NICU is complex, both will benefit from the support and 

encouragement to progress from touching to holding their baby when this is 

possible.  

Positive touch experiences should be promoted on a neonatal unit to 

counteract the unpleasant touch that infants can regularly receive on the 

neonatal unit5and to promote parental attachment and bonding.   

Examples of positive touch 

• Skin to skin  

• Connection without touch 

https://networks.nhs.uk/groups/yorkshire-humber-neonatal-families/documents/folders/198/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/


   
 
 

• Still touch/Comfort holding 
• Facilitated tucking 

• Positive oral experiences e.g breast feeding, non-nutritive sucking  
• Neonatal massage 

• Cuddles 
 

5 Step Dialogue  
The 5 Step dialogue is a framework for caregivers to interact with infants to 

ensure they are being approached and supported effectively32 (refer to 
appendix 2). 

 

Recommendations for positive touch 

Every interaction with every infant should use the 5 Step dialogue technique 
(refer to appendix 2) 

Observe how the infant handles during interventions and modify according to 
their response Refer to Developmental Care Toolkit: infant Behaviour  

It is important to help parents to identify the type of touch that their infant 

likes and encourage them to become the primary provider of touch 

Rub your hands together before touching to ensure they are warm 

 

Skin to skin (Kangaroo Care) 
Skin to skin is recognised as the optimal neuroprotective environment and the 

best strategy to restore some of the sensory discontinuity associated with 
preterm birth.1,3  

 
The benefits of skin to skin are well documented 3 and further practical 

guidance can be found in the EoE skin to skin guideline (Developmental Care 
Toolkit: Skin to Skin). 

 
 

 
Connection without touch 

There may be times that the infant may be very ill and will not respond to 
touch in a good way. During these times it is important that any handling is 

sensitively attuned to the individual baby to avoid stress and deterioration in 

the infant’s vital signs.  
It is also important to communicate this to parents and show them ways of 

non-touch comforting. 
  

Recommendations for connection without touch 

Having their hands placed near the infant so they can sense and smell their 
parent talking calmly to the infant – watching carefully for his/her cues. 

Pacing the interaction of voice/talking/singing/reading to the individual baby. 

 

Comfort Holding 

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/developmental-care-guideline/


   
 
 

Comfort holding can also be referred to as hand hugs, cradle holding, 
containment holding or still touch.  It is a developmentally sensitive non-

pharmacological comfort measure that can both reduce the stress from 
procedural pain and calm an unsettled infant44  

A still resting hand can promote a sense of calm and settle an infant. The 
infant can recognise where they are being touched and this supports their 

efforts to regulate themselves. 
 

Recommendations for comfort holding 

Infants usually prefer firm still holding as it makes them feel secure 

If infant is not able to tolerate a hand hug, offer a finger to grasp. 

Hand hug – rest one hand on the head and one on 

A beanbag positioning aid (for example Zaky hug, Bertie or Freddy frog) may 
be used to provide some still touch when parent is not present.  Follow your 

unit guidelines for use 

Encourage parent to wear the positioning comfort aid inside their top prior to 
using with the infant so that it takes on their scent. 

 

 

picture of comfort holding   picture of finger hold 

Facilitated Tucking 

Facilitated tucking is when the infant is supported with containment of the 
infant’s arms and legs in a flexed, midline position close to the trunk44. It can 

be used to provide comfort for many different procedures for example, lumbar 
puncture, suction, heel prick etc. 

 
Facilitated tucking has been proven to decrease pain scores in infants needing 

medical interventions such as blood sampling, NGT insertions, venflon / 
cannulation insertion and cares44 

 
 

Recommendations for facilitated tucking 

Facilitated tucking should be provided for a few minutes before and after the 

procedure44.  

It should also provide containment and comfort to the infant throughout the 
duration of the procedure.  



   
 
 

A figure 8 sheet may be used for lumbar puncture: The baby is wrapped in a 
sheet or muslin, using a figure of 8 and held still throughout the lumbar 

puncture. The baby should be more comforted by the security of the wrapped 
figure of 8*.  Neonatal staff should seek support or training to support them 

to implement this. 
 

  

 

 

 

 

*Example of facilitated tucking   Facilitated tucking using hands 

for lumbar puncture using  

figure 8 sheet. 

 

Positive oral experiences 

Refer to the EoE oral feeding guideline  

Infant Massage 

Infant massage has been used in neonatal intensive care units with benefit for 

various positive outcomes such as weight gain, reduced length of stay at 

hospital and postnatal complications.  It has been shown to have positive 

benefits for both the infant and the parent50. 

Refer to EoE Infant Massage guideline  

 

Benchmarking 

1. Positioning audit should be completed 3 times a year using a recognised 

positioning audit tool for example the IPAT (Appendix 1) 

2. Have you shared results of your positioning audit with the unit? 

3. 100% infants are positioned in a good position (for example using IPAT 

in midline, flexed & contained position with an IPAT score of 10-12) 

 

  

https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/oral-feeding-guideline/
https://eoeneonatalpccsicnetwork.nhs.uk/neonatal/downloads/infant-massage-guideline/
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Appendix 1 

The Infant Positioning Assessment Tool (IPAT) is a validated and reliable tool 

used to evaluate the posture of premature infants.  A downloadable IPAT audit 

tool25 template can be found HERE 

 

  

https://images.philips.com/is/content/PhilipsConsumer/Campaigns/HC20140401_DG/Documents/ipat_sheet.pdf


   
 
 

Appendix 1 continued 

IPAT Tool Page 2 

  



   
 
 

Appendix 2 

• Principles are observe first, talk, touch then move 

• Video on 5 step dialogue can be viewed HERE  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://youtu.be/O7dDyOKHZ3s


   
 
 

Appendix 3 

Useful Resources 

 Credit  

How to make a nest 

 

produced by West 

Midlands Children’s 
Network 

 

How to make a nest 
 

Produced by NeoSims Tips for Making a Nest 

Position changes 

within a boundary  
 

 Positioning on Vimeo 

 

  

https://www.youtube.com/watch?v=9I6adqc3mvY
https://vimeo.com/425671388/42e5364e2e


   
 
 

Appendix 4      Positioning Equipment you may find on the Neonatal 

Unit. 

Please note this list has been produced to save time when researching 
positioning products, it is not an exclusive list of suppliers and you 

must consult manufacturers guidelines and your own infection control 
processes prior to use.  The EoE neonatal ODN do not specifically 

endorse any of these products.  This information is for you to arrange 
a demonstration of products if required and select those appropriate 

for your unit.   
 

Recommendations if using positioning equipment 

Consult your unit therapists for support with positioning equipment 

All staff will require training with using any positioning equipment, please 
liase with your unit therapists to support with this. 

Please make sure that the size of the equipment is appropriate for the size of 

the infant.   

Humidity and temperature may need monitoring more closely when using 

positioning equipment.   

Positioning equipment is only for hospital use. 

Positioning equipment should only be used with infants that are monitored. 
 

Positioning Equipment you may find on the Neonatal Unit. 
ITEM CATEGORY Company Name / Website Product(s) 

Head Positioners 
 
May be used to promote 
head moulding, midline 
position 
support  
 

Dandlelion Medical 
Home - Dandle•LION Medical 
 
And also 
 
Pressure Care Management Ltd 
www.pressurecaremanagement.co.uk 
 

 
Fluidised positioner 
This can also be used as a prone 
positioner 

 Delta Medical International 
Developmental Care | DeltaNeo 
Range | Delta Medical 
 

 
Gel Supports 
 
 
 
 
 

 Dandlelion Medical 
Home - Dandle•LION Medical 

 
Gel positioner 

https://dandlelionmedical.com/
http://www.pressurecaremanagement.co.uk/
https://deltamedint.com/developmental-care/
https://deltamedint.com/developmental-care/
https://dandlelionmedical.com/


   
 
 

Nests Cuski  
www.cuski.com 

 

Claire’s clinical nest non-collapsible 

 Dandlelion Medical 
Home - Dandle•LION Medical 

 
 
Flo form/fluidised positioners 
positioners 

 Pressurecare management Fluidised positioner 

 Dandlelion Medical 
Home - Dandle•LION Medical 

 
Dandle Roo2 

 Sleep Angel 
Products - SleepAngel Medical 
Bedding with a Filter 

 
Neonatal positioners 

Boundary   

 Hospital sheets and towels can make 
an adequate nest.   
It is preferable to fold towels rather 
than to roll 

For information on how to make a 
nest insert link 

 Dandlelion Medical 
Home - Dandle•LION Medical 

 
Cozy cub 

http://www.cuski.com/
https://dandlelionmedical.com/
https://dandlelionmedical.com/
https://sleepangel-medical.com/all-products/
https://sleepangel-medical.com/all-products/
https://dandlelionmedical.com/


   
 
 

 Inspiration Healthcare 
Bendy Bumper - Inspiration 
Healthcare 

 
Bendy Bumper 

 Delta Medical International 
Developmental Care | DeltaNeo 
Range | Delta Medical 
 

 
Positioning Boundary 

 Cuski  
www.cuski.com 

 

 
Bertie positioning aid 

Prone Positioner Dandlelion Medical 
Home - Dandle•LION Medical 

 
Dandy Prone Pad 

 Conceptnatal Positioning 
conceptnatal - Prone positioning 
cushion 

 
Birdy Prone positioner cushion 

 Inspiration Healthcare 
Prone Plus - Inspiration Healthcare 

 
Prone Plus 

https://inspirationhealthcaregroup.com/product/bendy-bumper/
https://inspirationhealthcaregroup.com/product/bendy-bumper/
https://deltamedint.com/developmental-care/
https://deltamedint.com/developmental-care/
http://www.cuski.com/
https://dandlelionmedical.com/
https://www.conceptnatal.com/en/prone-positioning-cushion
https://www.conceptnatal.com/en/prone-positioning-cushion
https://inspirationhealthcaregroup.com/product/prone-plus/


   
 
 

Positioning Bundle Repton Medical 
Support & Positioning. Repton 
Medical 

 
Snuggle up positioning aid 

Other Aids The Zaky 
The Zaky HUG® – The Zaky - Official 
Website and Store 

 
The Zaky Hug® 

 Inspiration Healthcare 
Frederick T Frog - Inspiration 
Healthcare 

 
Frederick T Frog 

 Delta Medical International 
Developmental Care | DeltaNeo 
Range | Delta Medical 
 

 
Positioning Butterfly 

Wraps / Swaddles Cuski  
www.cuski.com 

 

 
Neonatal cuddle wrap 

 

 

 

 

 

 

https://www.reptonmedical.co.uk/positioning-supports
https://www.reptonmedical.co.uk/positioning-supports
https://thezaky.com/products/the-zaky-hug
https://thezaky.com/products/the-zaky-hug
https://inspirationhealthcaregroup.com/product/frederick-t-frog/
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All Rights Reserved. The East of England Neonatal ODN withholds all rights to 

the maximum extent allowable under law. Any unauthorised broadcasting, 

public performance, copying or re-recording will constitute infringement of 

copyright. Any reproduction must be authorised and consulted with by the 

holding organisation (East of England Neonatal ODN). 

 

The organisation is open to share the document for supporting or reference 

purposes but appropriate authorisation and discussion must take place to 

ensure any clinical risk is mitigated. The document must not incur alteration 

that may pose patients at potential risk. The East of England Neonatal ODN 

accepts no legal responsibility against any unlawful reproduction. The 

document only applies to the East of England region with due process followed 

in agreeing the content. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   
 
 

 

 

Exceptional Circumstances Form 

Form to be completed in the exceptional circumstances that the Trust is not able to 

follow ODN approved guidelines. 

 

Details of person completing the form: 

Title: 

 

Organisation: 

 

 

First name: 

 

 

Email contact address: 

Surname: 

 

 

Telephone contact number: 

 

Title of document to be excepted from: 

 

 

 

Rationale why Trust is unable to adhere to the document: 

 

 

 

 

 

 

 

 

 



   
 
 

 

 

Signature of speciality Clinical 

Lead: 

 

 

 

Date: 

Signature of Trust Nursing / Medical 

Director: 

 

 

 

Date: 

Hard Copy Received by ODN (date 

and sign): 

 

 

Date acknowledgement receipt sent out: 

 

 Please email form to:     kelly.hart5@nhs.net  requesting receipt. 

Send hard signed copy to:  Kelly Hart 

EOE ODN Office Manager 

Box 402 

Rosie Hospital 

Robinson Way 

Cambridge University Hospital 

Hills Road, Cambridge CB2 0SW 
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