Safer Stockport Partnership Action Plan - DHR Panel Recommendations
No
1A

1B

Recommendation
The case highlights a
number of missed
opportunities in relation
to safeguarding the
children in this case. The
Panel recommends that
the Local Safeguarding
Children Board should
initiate a multi-agency
practice review of
safeguarding children
living in families where
there are multiple
complex needs and
where one or both of the
parents have mental
health problems.
Recommendation
The needs of MVD1 were
not fully assessed or
responded to. Despite
her significant
responsibilities as a
young carer, and the fact
that she lived with two
vulnerable adults and
three siblings with

Key Actions
Evidence
Carry out Learning Learning Review
Review
completed

Key Outcomes
Written Report to
LCSB

Lead Person
LSCB / Chair of
Board

Complete By
September 2014

Key Actions
Evidence
Carry out Learning Learning Review
Review
completed

Key Outcomes
Written Report to
LCSB

Lead Person
LSCB / Chair of
Board

Complete By
September 2014

1C

chronic medical
conditions, she was not
an open case to CSC,
having never received a
CAF assessment.
As recommended in 1a
above, the LSCB should
ensure that the learning
review considers the
fitness for purpose of
multi-agency policies and
procedures in relation to
the needs of Young
Carers.
Following the learning
review all agencies
should update their
policy in relation to
supporting young carers,
recognising and meeting
their specific needs.
Recommendation
Key Actions
Evidence
As part of the LSCB
Carry out Learning Learning Review
learning review the
Review
completed
processes and systems
for information sharing
with voluntary sector
agencies should receive
focus. This should ensure
that voluntary and third

Key Outcomes
Written Report to
LCSB

Lead Person
LSCB / Chair of
Board

Complete By
September 2014

2

sector agencies have
equal access to relevant
information to safeguard
vulnerable adults and
children.
Recommendation
The CCG should be
assured, by audit
evidence, that the
training delivered to and
the supervision received
by Pennine Care NHS FT
(Mental Health) staff
thoroughly explores the
impact of adult mental
health on parenting
capacity including staff’s
responsibilities if
concerns are identified.

Key Actions
The training
package should be
reviewed to ensure:
•the impact of
adult mental health
and parenting is
addressed
•referral pathways
into Children's
Social Care
*The Supervision
policy should be
reviewed to ensure
safeguarding is a
clear element in the
process
•the supervision
template has a
clear safeguarding
section
•staff who
undertake
supervision have
the appropriate

Evidence
•Training Policy
•Supervision policy
•Supervision
template
•Audit of
supervision
templates to
evidence impact of
MH on parenting is
discussed

Key Outcomes
MH practitioners
will consider impact
of an adults MH in
all cases were
children are known
to live with or have
significant contact
with the adult

Lead Person
SG – Designated
Nurse (safeguarding
Children)

Complete By
July 2015

3

Recommendation
MV was advised to refer
to alcohol services and
consented to this
however, current
practice does not require
self- referral advice to be
followed up by services.
The DHR panel
recommend that it would
be good practice to
initiate referrals in cases
where the adult is
particularly vulnerable or
high risk (i.e. where there
has been a serious
attempt at self-harm).
The Drug and Alcohol
Joint Commissioning
Group should develop
the assessment and
referral pathways for
alcohol misuse where
there are co-factors of
mental health and
domestic abuse. The aim
should be to ensure that
high risk adults with

safeguarding
knowledge
Key Actions
Write and agree
new protocol

Evidence
Baseline and
Monitor number of
people supported
into service

Key Outcomes
Completed protocol
and performance
data

Lead Person
JCG / DAT Lead
Officer

Complete By
March 2015

4

complex needs are
referred to services and
that the referral is
followed up
Recommendation
Developing the skills and
capacity of the local
workforce in relation to
identifying, referring and
responding to domestic
abuse is key to the
success of the local
domestic abuse strategy.
The Safer Stockport
Partnership should give
specific focus to
workforce development
in its revised domestic
abuse strategy, the focus
should be on ensuring
that all agencies build
confidence amongst their
workforce in dealing with
domestic abuse.

Key Actions
Complete
Workforce
Development
Section of new
Domestic Abuse
Strategy

Evidence
Strategy Agreed

Key Outcomes
Deliver of new
Strategy

Lead Person
Supporting Families
Executive Board /
Chair of Board.

Complete By
Strategy Agreement
- September 2014.
Completion of Plan
– March 2016.

