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1. The Review Process 

 

1.1 This summary outlines the process undertaken by One Stockport Safer 

Partnership [the statutory Crime and Disorder Partnership] in reviewing the 

death of ‘Phyllis’, who was a resident in their area. 

1.2 The following pseudonyms have been used in this review for the victim and 

perpetrator to protect their identities and those of their family members. 

 Name Relationship Age Ethnicity 

Phyllis Victim 32 White British female 

Mark Partner at time 

of death 

28 White British male 

John Previous 

Partner 

35 White British male 

Kyle Child of victim Secondary 

school 

age 

White British male 

Jack Child of victim Secondary 

school 

age 

White British male 

Henry Child of victim Primary 

school 

age 

White British male 

George Child of victim 

and John 

Pre-school 

age 

White British male 

 

1.3 Phyllis had four children from two relationships.  Phyllis had been a victim of 

domestic abuse in both relationships.  In August 2021, Phyllis left her then 

current relationship due to domestic abuse.  Phyllis presented herself as 

homeless and was rehoused in temporary accommodation.  In September 

2021, Phyllis was found deceased in her room.    

1.4 The medical cause of death was determined as:  

1a Combined toxic effects of codeine, alcohol, and Quetiapine. 

HM Coroner for South Manchester opened and adjourned an inquest.  An 

inquest was held on 4 and 5 January 2023, after which, HM Coroner 

concluded that the cause of death was ‘misadventure’. 

1.5 Safer Stockport Partnership met on 5 October 2021 and determined the 

death of Phyllis met the criteria for a domestic homicide review [DHR]. The 

Home Office were informed, and an independent domestic homicide review 
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was commissioned.  All agencies that potentially had contact with Phyllis and 

the subjects of this review prior to her death were asked to secure their files.  

1.6 The first meeting of the DHR panel was held on 12 January 2022.  Thereafter 

six further meetings were held, and a draft report written.  All meetings were 

held online due to restrictions in place because of the Covid-19 pandemic.   

1.7 The final overview report was presented to Safer Stockport Partnership on  

22nd March 2023. 

1.8 Phyllis’s family were involved in the review process, having access to the 

report and meeting with the Review Chair and Author.    

 

2. Contributors to the review 

 

2.1 Contributors to the review/agencies submitting Independent Management 

Reviews (IMRs).  

Agency IMR Chronology Report 

Adult Social Care ✓  ✓   

Change Grow Live ✓  ✓  ✓  

NHS Stockport Clinical Commissioning 

Group1   

✓  ✓   

Children’s Social Care ✓  ✓   

Department for Works and Pensions   ✓  

Education   ✓  

Family Portage Service   ✓  

Greater Manchester Fire and Rescue 

Service 

  ✓  

Greater Manchester Police ✓  ✓   

Health Visiting    ✓  

Infant Parent Service   ✓  

MOSAIC   ✓  

Northwest Ambulance Service   ✓  

Ongoing Women’s Local Support   ✓  

Pennine Care NHS Foundation Trust ✓  ✓   

Perinatal Mental Health   ✓  

Probation Service ✓  ✓   

School Age Plus   ✓  

 
1 CCGs ceased to operate on 1 July 2022 and NHS Stockport CCG became NHS Greater 
Manchester Integrated Care (Stockport).   
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Stockport Homes ✓  ✓   

Stockport NHS Foundation Trust ✓  ✓   

Stockport Triage Assessment and 

Referral Team 

  ✓  

Stockport Without Abuse ✓  ✓   

Stockport Women’s Centre   ✓  

The Prevention Alliance ✓  ✓   

Trafford Domestic Abuse Service   ✓  

 

2.2 The authors of the Individual Management Reviews included in them a 

statement of their independence from any operational or management 

responsibility for the matters under examination.   

3. Review Panel Members 

3.1 The Review Panel Members were:  

Review Panel Members 

Name Job Title Organisation 

Katie Bates Safeguarding Partnership 
Manager  
 

Safeguarding 

Children Unit  

Lisa Bulmer Senior Probation Officer 

 

Greater Manchester 

Probation 

Jonathan Burrows Safeguarding Adults 

Partnership Business 

Manager 

Safer Stockport 

Partnership 

Carol Ellwood-Clarke Independent Chair  

and Author 

 

Catherine Fleming Service Lead Stockport Children’s 

Social Care 

Catriona Harley Specialist Families 

Safeguarding Practitioner 

Pennine Care NHS 

Foundation Trust 

Anne-Marie Heil Assistant Director Stockport Homes 

Group 

Samantha 

Higginbottom 

Interim CEO Stockport Without 

Abuse 

Clare Manock Designated Business 

Support 

Stockport 

Safeguarding Adults 

Gary Marshall Service Manager, 

Cheshire East 

Change Grow Live 



Official Sensitive Government Security Classifications May 2018 
 

Page 6 of 32 
 

Siobhan Martin Domestic Abuse 

Programme Manager 

Safer Stockport 

Partnership 

Ged McManus Independent Reviewer  

Heather Milward Named Midwife for 

Safeguarding Children 

and Vulnerable Families 

Stockport NHS 

Foundation Trust 

Julia Newton Head of Service Adults Social Care 

Nuala O’Rourke Safeguarding Partnership 

Performance and 

Development Manager 

Stockport Council 

Wanda Palmer 

 

 

Designated Nurse – 

Safeguarding Adults & 

Mental Capacity Act Lead 

(Stockport) 

Prevent Lead & LeDeR 

Local Area Contact  

NHS Greater 

Manchester 

Integrated Care 

(Formerly NHS 

Stockport CCG) 

Thomas Parker-Evans  Head of Safeguarding  Stockport NHS 

Foundation Trust 

Sanjeev Samani2 Head of Contracts and 

Mobilisation  

Talk Listen Change 

Julia Storey Senior Advisor for 

Safeguarding 

Education 

Alison Troisi Detective Sergeant Greater Manchester 

Police 

 

3.2 The Panel Chair was satisfied that the members were independent and did 

not have operational and management involvement with the events under 

scrutiny.  

  

4. Chair and Author of the Overview Report   

 

4.1 9.1 Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance 

for the Conduct of Domestic Homicide Reviews December 2016, sets out the 

requirements for review Chairs and Authors.  

 

 
2 Representing The Prevention Alliance Positive Relationships Domestic Abuse Service.  This 
service no longer exists and has since been recommissioned as a new partnership within 
Stockport.  
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4.2 Carol Ellwood-Clarke was appointed as the DHR Independent Chair and 

Author.  She is an independent practitioner who has chaired and written 

previous DHRs and other safeguarding reviews.  Carol retired from public 

service (British policing – not Greater Manchester) in 2017, after 30 years, 

during which she gained experience of writing Independent Management 

Reviews, as well as being a panel member for Domestic Homicide Reviews, 

Child Serious Case Reviews, and Safeguarding Adults Reviews.  In January 

2017, she was awarded the Queens Police Medal (QPM) for her policing 

services to Safeguarding and Family Liaison.  In addition, she is an Associate 

Trainer for SafeLives3. 

 

4.3 Ged McManus is an independent practitioner who has chaired and written 

previous DHRs and Safeguarding Adults Reviews.  He has experience as an 

Independent Chair of a Safeguarding Adult Board (not Greater Manchester).  

He served for over 30 years in different police services in England (not 

Greater Manchester).  Prior to leaving the police service in 2016, he was a 

Superintendent with particular responsibility for partnerships, including 

Community Safety Partnership and Safeguarding Boards.  

 

4.4 Between them, they have undertaken the following types of reviews: Child 

Serious Case Reviews; Safeguarding Adults Reviews; multi-agency public 

protection arrangements (MAPPA) serious case reviews; Domestic Homicide 

Reviews; and have completed the Home Office online training for 

undertaking DHRs.  In addition, they have undertaken accredited training for 

DHR Chairs, provided by AAFDA. 

 

4.5 Both have completed previous DHRs for Safer Stockport Partnership.   

 

5. Terms of reference 

5.1 These were set as -  

     The purpose of a DHR is to:  

• establish what lessons are to be learned from the domestic homicide 
regarding the way in which local professionals and organisations work 
individually and together to safeguard victims;   

 

• identify clearly what those lessons are both within and between 
agencies, how and within what timescales they will be acted on, and 
what is expected to change as a result. 

 

 
3 https://safelives.org.uk/ 
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• apply these lessons to service responses including changes to inform 
national and local policies and procedures as appropriate.    

 

• prevent domestic violence and homicide and improve service responses 
for all domestic violence and abuse victims and their children by 
developing a co-ordinated multi-agency approach to ensure that 
domestic abuse is identified and responded to effectively at the earliest 
opportunity.   

 

• contribute to a better understanding of the nature of domestic violence 
and abuse; and   

 

• highlight good practice. 
 

(Multi-agency Statutory Guidance for the Conduct of Domestic 
 Homicide Reviews [2016] Section 2 Paragraph 7) 

5.2   Specific Terms 

1.  What indicators of domestic abuse, including coercive and controlling 

behaviour, did your agency identify for Phyllis, and what was the 

response?  

2. How did your agency assess the level of risk faced by Phyllis?  Which risk 

assessment model did you use, and what was the response?   

3. How did your agency respond to any mental health issues, substance 

misuse, and/or self-neglect, when engaging with Phyllis and the subjects 

of the review?   

4. What services did your agency provide for Phyllis; were they timely, 

proportionate, and ‘fit for purpose’ in relation to her needs, the identified 

levels of risk, including the risk of suicide?  Were there any barriers in 

relation to the services that you provided, or when signposting/referring 

to agencies? 

5. What knowledge did your agency have that indicated John and/or Mark 

might be a perpetrator of domestic abuse, and what was the response? 

6. Did your agency consider that Phyllis could be an adult at risk, within the 

terms of the Care Act 2014?  Were there any opportunities to raise a 

safeguarding adult alert?   
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7. What was the multi-agency response to the identified risks?  Did the 

response address the needs identified and allow agencies to work 

together in the management of those risks?    

8. What did your agency do to safeguard any children exposed to domestic 

abuse?   

9. What was your agency’s response and assessment to the lived 

experiences of the children?  Did that include an understanding of how 

their lived experiences impacted on their emotional and physical 

development?   How did your agency capture the voice of the children 

during agency involvement? 

10. Did the loss of Phyllis’s children from her care, have an adverse effect in 

terms of her mental health and wellbeing?  What support was offered or 

provided by your agency to Phyllis?   

11. What knowledge did family, friends, and employers have that Phyllis had 

been in an abusive relationship, and did they know what to do with that 

knowledge? 

12. Were there any examples of outstanding or innovative practice? 

13. What learning did your agency identify in this case? 

14. Does the learning feature in any previous DHRs commissioned by Safer 

Stockport Partnership? 

5.3 Timescale 

The review covers the period from 1 February 2017 to 7 September 2021.  

The start date was chosen as this was prior to the start of Phyllis’s 

relationship with John, and it was deemed an appropriate timescale in which 

to review and analyse agency contact to inform contemporary learning.  In 

addition, all agencies were asked to consider and analyse any significant 

contacts prior to these dates: this has been included within the review, where 

relevant. 

 

 

 

6. Summary Chronology 

 

6.1 Phyllis 
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6.1.1 Phyllis had a happy early childhood and was brought up alongside her two 

siblings, one of whom has special needs.  Following a separation with Phyllis’s 

father, her mother remarried and moved to Wales.  Her three children moved 

with her.   

 

6.1.2 Whilst living in Wales, Phyllis continued to see her father and maintained a 

good relationship.  As Phyllis grew into her teenage years, she started to 

exhibit some early signs of low mood and self-harm ideation.  Phyllis suffered 

traumatic events as a teenager, which resulted in a short engagement with 

CAMHS.  Around the age of 15, Phyllis moved back to Stockport to live with 

her father.   

 

6.1.3 After moving to Stockport, Phyllis met David.  Phyllis’s first pregnancy 

resulted in a still birth.  During her relationship with David, Phyllis then went 

on to give birth to Kyle, Jack, and Henry.  Phyllis was described as being a 

good mother, who put her children first.   

 

6.1.4 Phyllis was described by her mother, as being profoundly affected following 

the sudden death of her father, whom she described as being an alcoholic.  

Whilst Phyllis continued to visit her mother, and appeared to be quite happy, 

her mother stated that she was aware that Phyllis suffered from depression 

and thought that she might have been ‘managing things’ for her mother’s 

sake. 

 

6.1.5 Phyllis’s mother stated that she became concerned about Phyllis’s drinking, 

and that whilst Phyllis was not alcohol dependent, her mother described that 

she would binge drink in a harmful way.  Phyllis’s mother described that after 

the relationship ended with David, Phyllis was just about ‘managing’, and she 

felt that Phyllis would have benefitted, at that time, from more help and 

guidance from agencies.   

 

6.2 John  

 

6.2.1 John has previous convictions and is known to criminal justice agencies: for 

offences of dishonesty, dangerous driving, assault, drug related, and public 

order.  John has a history of being involved in domestic abuse incidents with 

an ex-partner or family member; the majority of which he is named as the 

perpetrator.   

 

6.2.2 After the relationship ended with David, Phyllis began a relationship with 

John.  Phyllis’s mother described how Phyllis and John had visited her on one 

occasion.  Phyllis’s mother stated that she did not like John, as he appeared 
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to have some sort of control over Phyllis.  She also described that whilst 

Phyllis had always borrowed money from her and repaid it regularly and on 

time, this changed once she was with John.  Phyllis’s mother stated that the 

requests for money became more frequent and, eventually, the money was 

not paid back. 

 

6.2.3 Phyllis and John had a child together (George).  Phyllis’s mother described 

how Phyllis and John went through cycles of splitting up and getting back 

together.  Phyllis’s mother stated that she had told Phyllis: ‘I can’t be part of 

your life if you’re with John’.  This resulted in much less contact between 

them in the year before Phyllis died. 

 

6.3 Mark  

 

6.3.1 Mark has previous convictions and is known to criminal justice agencies: for 

offences of dishonesty, assault, and public order.  Mark is a perpetrator of 

domestic abuse.  His offending behaviour has been predominantly against 

his father and previous partners: none of whom are subjects of this review.   

 

6.3.2 Between 9 October 2019 and 10 October 2020, Mark was subject to a 

Supervision Order, after he received a Suspended Sentence Order for a 

domestic abuse related offence on his then partner.  Mark was supervised 

by the Probation Service and assessed as posing a High Risk of Serious Harm 

to the public and known adults.  The risk was in relation to domestic abuse.  

Mark was not in a relationship with Phyllis at that time of his involvement 

with the Probation Service.  

 

6.3.3 Phyllis and Mark were known to each other for three weeks prior to Phyllis’s 

death.  Mark informed the Chair that he had met Phyllis whilst living in the 

same accommodation.  Mark stated that he did not know Phyllis before this 

time.   

 

6.4 Summary of Events Prior to Timescales of the Review  

 

6.4.1 Between 2005 and 2016, Phyllis was a victim of domestic abuse.  These 

incidents involved her then partner, and father of her oldest three children.  

The children were often present during the incidents, and it was recorded 

that Phyllis and her partner had consumed alcohol.  Incidents were reported 

to the police.  Children’s Social Care completed initial and core assessments 

throughout the time period.  These assessments implemented Team Around 

the Child (TAC) plans to address the underlying issues of domestic abuse, 
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concerns about parental alcohol and substance misuse, and the mental 

health of both parents. 

 

6.4.2 Phyllis’s then partner, and father of her oldest three children, was known to 

the Probation Service.  He completed 1-1 work, using the Probation Domestic 

Abuse Toolkit, and 1-1 victim awareness work, using the Probation Victim 

Awareness handbook.    

 

 Events During the Timescales of the Review 

 

6.5 2017 

 

6.5.1 In April, Children’s Social Care received a referral from the NSPCC regarding 

concerns about substance/alcohol misuse, poor home conditions, and 

neglect of the children.  In July, the children were made subject of a Child 

Protection Plan, under category of neglect.  The children remained on a Child 

Protection Plan until October 2018, when they were stepped down to a Team 

Around the Child plan.     

 

6.5.2 In May, following contact with the Police, concerns were shared with 

agencies regarding the home living conditions, Phyllis’s mental health and 

alcohol consumption and John’s daily use of cannabis and/or cocaine.  Phyllis 

was referred by her GP to the mental health assessment team.   

 

6.5.3 Between June 2017 and January 2018, Phyllis and her children received 

support from a School Age Plus worker and Stockport Family’s Early Help 

Services, who offered parenting advice, guidance, and support to sustain a 

good daily routine for the children whilst at home.   Phyllis engaged with The 

Prevention Alliance (TPA), who offered support in relation to benefits, 

finance, and debt.  Phyllis was also referred to Change Grow Live for alcohol 

support.   

 

6.5.4 In August, Phyllis was seen by a mental health practitioner in response to 

the referral from a GP in May.  Phyllis described longstanding emotional and 

psychological problems that had negatively affected her mood and caused 

her symptoms of anxiety.  Phyllis reported current difficulties regulating her 

emotions, in the context of high levels of stress.  Phyllis admitted to using 

alcohol as a maladaptive coping mechanism.  Phyllis was referred to Healthy 

Minds for talking therapy.  In the same month, John self-referred to Change 

Grow Live (Manchester).   
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6.5.5 In September, Phyllis, John, and the three children were placed into 

emergency accommodation.  A few days later, they moved into a self-

contained flat.  Phyllis and John completed a joint claim for Employment 

Support Allowance, and support was provided in relation to housing benefit 

claim.   The same month, Jack, Kyle, and Henry were referred into MOSAIC 

for support around how they were affected by Phyllis’s alcohol misuse and 

John’s cocaine misuse.  Henry was deemed too young for intervention.  The 

two older siblings were involved with MOSAIC until June 2018.   

 

6.5.6 Towards the end of the year, Phyllis engaged with Change Grow Live and 

was offered low-intensity cognitive behavioural therapy with a psychological 

wellbeing practitioner, to help her manage anxiety and depression.  Phyllis 

attended three follow-up appointments.   

 

6.5.7 In November, the police attended a domestic abuse incident between Phyllis 

and John.  Phyllis’s three eldest children had been present during the 

incident.  A DASH was completed, and risk assessed as medium.  Referrals 

were made to Adult and Children’s Social Care.   

 

6.6 2018 

 

6.6.1 During the first three months of 2018, Phyllis was engaging with Change 

Grow Live, her GP, and other services.  Phyllis’s alcohol consumption had 

significantly reduced, and she was actively engaging with cognitive 

behavioural therapy.  Child protection procedures were ongoing.   

 

6.6.2 By May Phyllis had gained employment, she reported stability in relation to 

her previous debts and had remained abstinent in her alcohol consumption.  

Phyllis and John had been successful in securing alternative accommodation.   

 

6.6.3 Towards the end of the year, the child protection case was stepped down 

from Child Protection to Team Around the Child.  

 

6.6.4 On 26 December, the police attended a domestic incident involving Phyllis 

and John.  The incident involved an argument that had woken the children.   

A DASH was completed, and risk assessed as medium.  A referral was made 

to Children’s Social Care, who reopened the case.  Phyllis stated that John 

was taking crack cocaine.  Phyllis was reported as being under the influence 

of alcohol when seen by the police.   

 

6.7 2019 
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6.7.1 In January, Phyllis was referred to the Mental Health Access Team.  Phyllis 

was sent a letter advising her how to seek support.  At the end of the month, 

Phyllis’s GP referred her to the Mental Health Access Team, regarding 

longstanding emotional and psychological problems affecting her mood and 

causing anxiety.  Phyllis was sent an opt-in letter.  The case was later closed 

as there had been no response from Phyllis.   

 

6.7.2 Throughout February, March and April, Phyllis and her children were involved 

with agencies as part of child protection processes: this was at an Early Help 

and Team Around the Child level.  Phyllis remained abstinent from alcohol.  

Concerns were raised regarding the condition of Phyllis’s property and rent 

arrears.  Records showed that Phyllis was being supported by Stockport 

Homes including support from a Money Advice Officer on budgeting and 

other financial matters.    

 

6.7.3 In July, the police attended a domestic incident between Phyllis and John.  

Phyllis’s eldest children had been present.  It was documented in police 

records that Phyllis and John had not been in a relationship for the last two 

months.  A DASH risk assessment was completed, which was graded as 

standard.  Referrals were made to Adult and Children’s Social Care and the 

children’s school.   

 

6.7.4 In August, an Initial Child Protection Conference was held for the three eldest 

children.  The children were placed on a Child Protection Plan, under the 

category of neglect.  This was due to the increasing concerns and ongoing 

impact on the children: the children had not been attending health 

appointments; Phyllis and John were back in a relationship, which was 

unstable; and the children continued to be neglected.  The Child Protection 

Plan did not focus on alcohol, drug misuse, and domestic abuse. 

 

6.7.5 In August, the Mental Health Access Team received a referral for Phyllis from 

a GP.  Phyllis was sent a contact letter, following which a face-to-face 

assessment was undertaken on 19 September.  Phyllis was accompanied by 

a social worker during this assessment.   

 

6.7.6 In October, Phyllis attended at hospital having taken an overdose of 

medication.  Phyllis reported that the overdose was following consumption 

of alcohol, and that her relationship with John had ended the previous day.  

Phyllis was seen by the Mental Health Liaison Team and a referral was made 

to START.  The children had been in the care of their father during this 

incident.  Children’s Social Care was notified of the incident.   
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6.7.7 Towards the end of the year, Children’s Social Care considered taking legal 

advice regarding the children; however, a decision was made that the case 

would continue with the Child Protection Plan.  The focus of the plan was to 

improve the children’s lived experience through improving their health and 

education opportunities.  The plan did not consider the impact of Phyllis’s 

parenting and the impact of alcohol/drug misuse and the domestic abuse in 

the relationship with John. 

  

6.8 2020 

 

6.8.1 At the beginning of 2020, it was established that Phyllis was pregnant with 

her fourth child.  John was reported to be the father of the child.  Phyllis was 

referred to the Perinatal Mental Health Team by the Mental Health Access 

Team.  The case was discussed during a safeguarding meeting at the GP 

practice. 

 

6.8.2 On 12 January, Kyle reported to the police that he had been threatened by 

John.  The police spoke to all parties, which included speaking to Kyle alone.  

Details of this incident were shared with the children’s social worker.   

 

6.8.3 In February, the police attended a domestic abuse incident between Phyllis 

and John.  Phyllis reported that an argument had taken place with John.  

Phyllis stated that she had started to consume alcohol as she thought she 

was losing her baby, due to vaginal bleeding.  Referrals were made to 

Children’s and Adult Social Care, Health4, and midwifery.  A DASH was 

completed, and risk assessed as medium.  Adult Social Care referred the case 

to the Mental Health Access Team, who sent Phyllis an opt-in letter.  There 

was no record that Phyllis responded to the letter.   

 

6.8.4 During February and March, Kyle was permanently excluded from school.  

The police received reports of Kyle being missing from home.  Information 

on these incidents was shared with the children’s social worker. 

 

6.8.5 At the beginning of April, the three eldest children went to stay with their 

father for a weekend.  This stay was extended, after which the children spent 

a considerable amount of time living with their father.  

 

6.8.6 At the beginning of May, George was born at 25 weeks gestation.  George 

remained in hospital for ongoing care.  Concerns were raised that Phyllis and 

 
4 Information is shared to a generic email for internal dissemination within the wider health 
organisation.   
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John were not visiting or contacting the ward for updates.  Phyllis described 

that she was low in mood, with increasing paranoid thoughts about losing 

her children, and not wanting to be here anymore as she is going to lose 

everything.  The Home Treatment Team undertook a gatekeeping 

assessment for additional community support in relation to Phyllis’s mental 

health.  A referral was made to Infant Parent Service for additional family 

support. 

 

6.8.7 Throughout May, multi-agency discussions and contact took place regarding 

Phyllis’s mental health and alcohol consumption.  In June, during contact 

with Change Grow Live, Phyllis stated that her mental health had declined 

due to the situation with George, but that she had been seen by her GP and 

was on medication, which was helping her.  Phyllis stated that she did want 

to engage with Change Grow Live but was struggling with all the professional 

involvement and appointments.  Arrangements were made for contact every 

fortnight.  The same day, Phyllis registered a change in her claim with DWP.  

This recorded that John had moved out of the property. 

 

6.8.8 In July, Change Grow Live transferred Phyllis to their Stockport Victoria 

Intensive Programme (VIP)5.  This decision was made on account of the 

number of unsuccessful attempts to contact and engage with Phyllis.  

Phyllis’s engagement over the following months was not consistent. 

 

6.8.9 On 9 July, Phyllis reported to the police that she had been receiving threats 

from local youths.  These incidents had been occurring over the previous six 

months and during one incident, John had been assaulted.  Crime reports 

were raised, and Phyllis and John moved out of the address.  Referrals were 

made to Health and Children’s Social Care.  

 

6.8.10 On 21 July, an Initial Child Protection Conference was held.  George was 

made subject to a Child Protection Plan, under the category of neglect.  

Children’s Social Care records identified several areas of concern within the 

family.   

 
5 Victoria Intensive Programme (VIP) service offers one-to-one key work sessions and 

outreach appointments for individuals who experience challenges with engaging in 
mainstream services. The Stockport VIP Complex Needs Workers work with a small cohort of 
individuals with multiple needs who are drinking alcohol or using drugs, and who experience 
barriers to engagement that means attendance at mainstream services is a challenge. The 
VIP service aims to address these barriers through a multi-agency approach to empower 
and assist individuals to access the support they need. This service is a short-term service, 
encouraging and facilitating service users’ engagement within mainstream provision, and 
usually for no longer than 6 months. 
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6.8.11 On 23 July, the police received a call from Phyllis, during which she stated 

that John would not let her walk home.  The police attended and spoke to 

Phyllis and John.  It was documented that Phyllis had been drinking alcohol, 

and that she was upset as she had been told by Children’s Social Care that 

her children were going to be removed.  It was agreed that Phyllis would 

spend the night with a relative.  Phyllis and John were in Manchester when 

the call was made.  Their home address was in Stockport, which would have 

entailed a walk of 1.5 hours. 

  

6.8.12 At the beginning of August, Phyllis and John separated.  Phyllis was seen by 

a GP and reported that she was pregnant and was considering a termination.  

On 11 August, the police responded to an incident at Phyllis’s home address 

when Kyle had locked Phyllis, Henry, and Jack out of the property.  The 

police recorded concerns in relation to the home conditions.  Referrals were 

made to Health and Children’s Social Care. 

 

6.8.13 Towards the end of August, John self-referred to Change Grow Live 

(Manchester).  Interventions were undertaken via the telephone and the 

case was closed in December 2020.   

 

6.8.14 On 28 August, Phyllis attended at hospital with a suspected head injury.  

Phyllis stated that she had been hit by a man but did not provide his name.  

Phyllis was under the influence of alcohol and displayed disruptive behaviour, 

which included refusing to allow medical staff to treat her.  Due to her 

behaviour, the police were called.  Phyllis was arrested for an offence of 

‘Being Drunk and Disorderly’6. 

 

6.8.15 At the beginning of September, the police attended a verbal dispute between 

Phyllis and a neighbour.  John was present.  It was documented that Phyllis 

was under the influence of alcohol.  Referrals were made to Health and 

Children’s Social Care.  It was noted that Phyllis and John were back in a 

relationship. 

 

6.8.16 In September, following legal processes, Henry and Jack were removed from 

Phyllis’s care and placed with their father.  George was discharged from 

hospital and placed with foster carers.  All the children were made subject 

of an Interim Care Order, and then a full care order at a final court hearing 

in March 2021.   

 
6 https://www.legislation.gov.uk/ukpga/1967/80/section/91 
 

https://www.legislation.gov.uk/ukpga/1967/80/section/91
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6.8.17 At the end of September, Phyllis began to work with Stockport Homes as 

part of a rehousing application.  Phyllis was still engaging with Change Grow 

Live, where she reported occasional alcohol use.  Phyllis had notified 

professionals that she was planning to continue with her pregnancy.  Phyllis 

maintained involvement with Change Grow Live and Stockport Homes 

throughout October.  Phyllis was understood to be living alone during this 

time.  Phyllis reported that she was being subjected to anti-social behaviour 

from local youths.  Phyllis received support from an anti-social behaviour 

officer in response to the incidents.  Phyllis continued to consume alcohol 

and told Change Grow Live that ‘isolation’ was the trigger to her drinking.   

 

6.8.18 Towards the end of October, Phyllis decided to terminate her pregnancy.  

The termination took place in November.  During contact with a GP after the 

termination, Phyllis stated that she was no longer in a relationship with John 

and ‘Looking back, feels he was emotionally abusing me’.  Towards the end 

of November, Phyllis was transferred to the Recovery Service with Change 

Grow Live.   

 

6.8.19 On 12 December, Phyllis attended hospital having taken an overdose of her 

prescribed medication.  Phyllis was observed by hospital staff to be 

intoxicated.  Phyllis was seen by the Mental Health Liaison Team and 

discharged with a plan for weekly contact by the Perinatal Community Mental 

Health Team – until her care had been transferred to the Community Mental 

Health Team.    Three days later, the Perinatal Community Mental Health 

Team referred Phyllis to the Community Mental Health Team – as she was 

no longer eligible7 for their service on account of the termination of her 

pregnancy.  Phyllis was sent a letter by the Community Mental Health Team, 

which advised of a delay in her case being allocated due to staffing issues. 

 

6.9 2021 

 

6.9.1 At the beginning of January, Phyllis undertook a full risk review with a 

recovery worker from Change Grow Live.  Phyllis stated that alcohol had 

always been an issue for her, her four children had been placed into care, 

and she wanted to turn her life around and learn ways to cope more 

effectively.  It was agreed that Phyllis would be offered a combination of 

face-to-face and telephone appointments.  Harm reduction advice was given 

in relation to alcohol use, and emergency out of hours phone numbers were 

given if there was a crisis incident.   

 
7 The remit of the Perinatal Mental Health Team is to work with clients who are pregnant. 
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6.9.2 On 13 January, Phyllis’s case was allocated by the Community Mental Health 

Team.  Contact was made with Phyllis on two occasions during January, 

which included a face-to-face appointment at Phyllis’s home and a telephone 

call.  The outcome of the assessment determined that Phyllis did not require 

input from the Community Mental Health Team, and the case was closed.  A 

letter was sent to Phyllis to inform her of the outcome. 

 

6.9.3 On 21 January, Phyllis did not attend an appointment with her recovery 

worker.  When telephoned, Phyllis stated that she had been struggling with 

her alcohol consumption and had no gas or electricity.  A referral was made 

to The Prevention Alliance.  The recovery worker sent Phyllis some drinking 

diaries, coping techniques, and risk management documents in the post.  

Upon receipt of the referral, The Prevention Alliance attempted to contact 

Phyllis, which was unsuccessful: the case was subsequently closed. 

 

6.9.4 Between February and July, Phyllis’s engagement with Stockport Homes 

focussed on her rent arrears and the consideration of downsizing her 

property due to the children no longer living in the address.  During these 

contacts, Phyllis stated that she was struggling with her mental health.  

Phyllis eventually moved property.    

 

6.9.5 At the beginning of February, Phyllis had contact with a GP due to a fall 

whilst she was intoxicated.  During contact with a recovery worker, Phyllis 

stated that she was still consuming alcohol and struggling with her mental 

health.  The recovery worker contacted the Community Mental Health Team 

to report that Phyllis was unhappy at the decision not to be offered services.   

 

6.9.6 On 16 February, Phyllis had a telephone consultation with a psychiatrist.  It 

was recorded that Phyllis agreed with the psychiatrist that psychological 

therapy was not possible because of her ongoing substance misuse.   

 

6.9.7 At the end of February, Phyllis told her recovery worker that she had fallen 

whilst binge drinking and had hurt her ribs.  Phyllis stated that she felt her 

alcohol use was getting worse, she had not completed the diaries, and was 

not able to accurately report her drinking levels.  Discussions took place in 

relation to possible treatment options. 

 

6.9.8 On 26 February, the DWP determined that Phyllis had limited capability for 

work and work-related activities.  Job Centre Plus sent a referral to The 

Prevention Alliance for support around financial budgeting.  Phyllis was 

provided with a food bank voucher.   
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6.9.9 On 12 March, Phyllis told a recovery worker that she had taken an overdose 

of prescribed medication the previous weekend.  Phyllis stated that her sister 

had come to stay, as she felt stressed about the upcoming court case 

regarding the care of her children.  There is no record that Phyllis sought 

medical advice regarding the overdose. 

 

6.9.10 In April, Jack was referred to MOSAIC.  It was documented that Jack would 

benefit from having the space and time to talk about what he had witnessed, 

in terms of Phyllis’s substance misuse, and gain a clearer understanding of 

addiction.  It was documented that Jack was described as being disappointed 

in Phyllis, and it was felt that he could use the session to explore this and try 

to rebuild the relationship with Phyllis.  Jack had four sessions and decided 

he did not want to explore his feelings about Phyllis: the case was closed in 

May. 

 

6.9.11 On 22 April, Change Grow Live completed a full risk review with Phyllis.  

During this contact, Phyllis reported that she had started to drink alcohol 

again and use cocaine.  Phyllis was advised to record the levels of alcohol 

and cocaine she was using.  Phyllis stated that she would discuss her mental 

health at her next appointment with a GP.  During a review with a GP on 18 

May, Phyllis stated that she was consuming alcohol and using cocaine daily.  

Phyllis stated that she was working with Change Grow Live to address her 

substance misuse. 

 

6.9.12 On 18 May, Phyllis had a final telephone review with a psychiatrist.  During 

this contact, Phyllis stated that she had lost custody of her four children, she 

was no longer entitled to live in her three-bedroom property, and she had 

moved address.  Phyllis reported that her alcohol consumption had reduced 

but that she had substituted this (daily) with crack and cocaine.  Phyllis 

stated that she had not been able to keep appointments with Change Grow 

Live but was in contact with Stockport Homes and her GP practice.   

 

6.9.13 On 7 June, Phyllis self-referred to Adult Social Care.  Phyllis stated that her 

children had been taken out of her care, that she suffered with her mental 

health, and had been advised by a solicitor to obtain the support of a social 

worker.  Over the following week, attempts to contact Phyllis were made, in 

order to obtain more information.  Contact was not achieved, so a letter was 

sent to Phyllis.  The letter advised her to contact a GP in relation to her 

mental health and provided details of The Prevention Alliance. 
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6.9.14 On 7 June, Phyllis contacted OWLS and asked for support after two previous 

abusive relationships.  Phyllis was referred for 1:1 support and to the 

Freedom Programme, which was due to start in September 2021.  Between 

6 July and 6 September, Phyllis had twelve 1:1 sessions, either via telephone 

or face to face.  Other attempts were made to contact Phyllis on several 

occasions, but she was unavailable.  Emotional support and listening were 

given to Phyllis, and it was noted that she had support from other agencies.   

 

6.9.15 On 15 June, Phyllis was arrested by the police: she was driving a vehicle 

whilst under the influence of drugs8.  Phyllis was released under investigation 

and later charged with the offence.  Phyllis died before the case was heard 

at court. 

 

6.9.16 Throughout June, Phyllis did not engage with Change Grow Live.  Contact 

took place between the recovery worker and the social worker from 

Children’s Social Care, who also had experienced difficulties in engaging with 

Phyllis.  Phyllis was discharged from Change Grow Live at the end of June. 

 

6.9.17 On 21 June, Phyllis contacted Adult Social Care.  During this contact, Phyllis 

stated that she was engaging with Change Grow Live and mental health 

services, and that her reason for contact, was to seek support following her 

children being taken out of her care.  During the contact, it had been 

identified that she was engaging with agencies, in relation to her mental 

health and alcohol use, but that she would benefit from support from The 

Prevention Alliance, with whom Phyllis agreed to make contact. 

 

6.9.18 On 1 July, a Legal Gateway meeting was held, and a decision was taken to 

issue proceedings on the three eldest children.  George was made subject of 

a Child Protection Plan, and information was requested from the police in 

relation to John. 

 

6.9.19 On 6 July, the police attended a domestic abuse incident between Phyllis and 

John.  This was the first indication to professionals, since November 2020, 

that Phyllis and John were back in a relationship.  Phyllis reported that John 

had threatened to kill her, and petrol bomb the house.  When seen by the 

police, both John and Phyllis were under the influence of alcohol and drugs.  

The case was risk assessed as medium and referrals were made to Greater 

Manchester Fire and Rescue Service (GMFRS), Stockport Children’s Social 

 
8 https://www.gov.uk/drug-driving-law 
 

https://www.gov.uk/drug-driving-law
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Care, Stockport Homes, and the Multi-Agency Safeguarding Hub.  GMFRS 

have no record of receiving the referral. 

 

6.9.20 On 19 July, Phyllis self-referred to Stockport Without Abuse, seeking refuge 

accommodation.  There was no refuge space available, and Phyllis was 

supported in completing a form to seek alternative refuge accommodation.  

On 21 July, Phyllis signed a tenancy termination form for her property with 

Stockport Homes.  The following day, on 22 July, Phyllis self-referred to 

Trafford Domestic Abuse Services to seek refuge accommodation.  The 

referral was declined due to the support needs being too high for the shared 

refuge space available.  A DASH was completed.  This was reviewed by the 

senior IDVA who referred the case to Stockport MARAC, based on 

professional judgment.   

 

6.9.21 On 23 July, Phyllis was contacted by an IDVA from Stockport Without Abuse.  

Phyllis advised that she was staying with a friend as she had released her 

tenancy on her current property.  The IDVA offered support into a refuge; 

however, this was declined as Phyllis wanted to remain in Stockport to be 

near her children and had not been accepted at Stockport refuge.  Phyllis 

was advised to make a homeless approach in Stockport.  Phyllis told the 

IDVA that she declined to support a prosecution against John, stating that 

she was focused on working on herself to move forward and to get her 

children back in her own care.  Phyllis advised that she did not want the 

additional stress of a prosecution.  The IDVA explored other safety measures 

for Phyllis, including an application for a non-molestation order: this was 

declined by Phyllis. 

 

6.9.22 On 27 July, the police received a MARAC referral for the case, and the 

incident from 6 July was reassessed.  The grading was increased to high.   

 

6.9.23 At the end of July, the IDVA had further contact with Phyllis in relation to 

her accommodation needs.  The IDVA made contact with the refuge 

manager in Stockport and was advised that the domestic abuse incidents 

had occurred too close to the refuge to afford safety.  Phyllis was advised to 

report as homeless in Stockport and/or other neighbouring areas.  Follow- 

up calls by the IDVA, during the beginning of August, were unsuccessful.   

 

6.9.24 On 3 August, Phyllis presented herself as homeless to Stockport Homes.  

Phyllis stated that she had been a victim of domestic abuse with John and 

had recently ended the relationship, as he had made threats and damaged 

her property.  Phyllis stated that she had tried to find refuge accommodation, 

but placements were out of Stockport, and she did not want to lose her local 
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connections.  The case was discussed with the Housing Options duty officer 

who advised that the best option was to assist in finding a refuge place.  

Details of the case were passed to the domestic abuse care worker based in 

the anti-social behaviour team.  

 

6.9.25 On 6 August, Phyllis had a telephone contact with a GP.  Phyllis told the GP 

about the domestic incident with John.  She also said that she was currently 

homeless and had spent the first night sleeping on the streets, but that she 

was currently staying with a friend.  Phyllis stated that she had been told 

that she was on the top priority for housing.  Phyllis stated that she felt 

suicidal but ‘would not do anything’. 

 

6.9.26 On 10 August, the domestic abuse care worker telephoned Phyllis.  Previous 

attempts had been unsuccessful, and the worker had liaised with other 

professionals to try and arrange contact.  Arrangements were made for 

Phyllis to attend in person and speak with the Housing Options team.  There 

were further difficulties, over the following days, to contact Phyllis.  On 12 

August, refuge accommodation was identified in Oldham, but Phyllis 

expressed concerns as to how she would maintain contact visits with her 

children and support from other services.  The refuge accommodation was 

declined.  Arrangements were made to seek temporary accommodation.  On 

16 August, Phyllis moved into temporary accommodation.  Phyllis had 

support from a Homeless Support officer and contact was maintained with 

Phyllis in relation to her financial and personal needs, which included the 

provision of food vouchers and referrals to START.   

 

6.9.27 On 17 August, the case was heard at MARAC.   

 

6.9.28 On 25 August, an IDVA contacted Phyllis.  This was the first successful 

contact since the end of July.  Phyllis declined any further support, and the 

case was closed.  On the same day, Phyllis was involved in an incident with 

her neighbours.  The police attended and received a complaint of common 

assault and harassment.  The victim in the case did not support a prosecution 

and asked for Phyllis to be spoken to. 

 

6.9.29 On 25 August, all four children were placed with family members, subject of 

a care order.  The same day, Children’s Social Care received anonymous 

information that Phyllis was in a new relationship.  The male is not subject 

of this review, and the Review Panel has seen no evidence to confirm this 

anonymous information. 
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6.9.30 At the beginning of September, START attempted to contact Phyllis.  This 

was unsuccessful.  Further contact was achieved, and an assessment was 

booked for 14 September. 

 

6.9.31 On 1 September, Phyllis reported an incident in her flat whereby damage 

had been caused by another resident and their partner.  It was documented 

that Mark had been in the flat at the time.  Phyllis was advised of complaints 

from neighbours, which included music, anti-social behaviour, and reports of 

fighting.  Phyllis was advised that she would be served a 28- day Notice To 

Quit, which would be rescinded if there were no further incidents, and that 

a payment plan would need to be set up to pay for the damage that had 

been caused. 

 

6.9.32 In the early hours of 2 September, the police attended a reported argument 

between Phyllis and Mark.  Phyllis stated that Mark was refusing to leave her 

address.  Phyllis said Mark was 'emotionally nasty behind closed doors'.  Mark 

was taken to a family member’s address.  Mark claimed Phyllis had used 

cocaine a few nights ago.  Both Phyllis and Mark were reported to be drunk.  

Mark had evidence of self-harm, with cuts to his forearms.  A DASH was 

completed, and risk assessed as standard.   

 

6.9.33 On the evening of 2 September, Phyllis was seen by a Homeless Support 

officer.  Phyllis was reported to be under the influence of alcohol.  Further 

complaints were received regarding excessive noise levels and numerous 

visitors coming and going from Phyllis’s flat: one of these visitors was Mark, 

who lived in another flat at the accommodation.  Phyllis was spoken to and 

advised that she was putting her place at risk.  Later that evening, Phyllis 

attended at the reception.  She was described as being intoxicated, her 

speech was slurred, and her pupils dilated.  Phyllis asked for help to get Mark 

to be removed from her flat.  Phyllis was with an unknown female who stated 

that Mark had become ‘weird and possessive’.  The Homeless Support officer 

supervised Mark going back to his flat.    

 

6.9.34 On 4 September, Phyllis disclosed to the Homeless Support officer, her 

ongoing problems with Mark: these included Mark banging on her windows, 

and Mark refusing to return her fob key. 

 

6.9.35 On 6 September, a vacancy became available at an alternative property in 

Stockport.  Phyllis moved that day.  It was documented that Phyllis was 

reluctant to move to the alternative accommodation. 
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6.9.36 On a date in September, the police attended a report of a sudden death.  

Phyllis was found deceased. 

 

6.9.37 About a week before Phyllis died, Phyllis’s mother told the Chair that Phyllis 

suddenly sent £50 to her mother’s bank account.  Phyllis’s mother told the 

Chair that she contacted her to check what this was for.  Phyllis stated that 

it was to start paying back what she owed, and that she “wanted to put 

things right”. 

 

7. Key issues arising from the review. 

 

7.1 Phyllis was a victim of domestic abuse.  Information was known by agencies 

about the risks that one of the perpetrators presented to Phyllis.  This 

information was not shared with Phyllis.   

 

7.2 Childhood trauma, domestic abuse, mental health, substance, and alcohol 

abuse impacted on Phyllis’s ability to care for and respond to her children’s 

needs.   Following lengthy engagement with Children’s Social Care, Phyllis’s 

children were removed from her care.  This had a significant impact on 

Phyllis’s emotional and mental health, and informed part of her decision to 

terminate a further pregnancy. 

 

7.3 The panel identified that Phyllis’s vulnerability and complex needs were not 

considered, assessed, or responded to by any multi-agency forum.   

 

7.4 The review covered a lengthy period and whilst policies and procedures at 

changed over this time, the review acknowledged the challenges faced by 

agencies when responding to individuals who have complex needs and 

identified learning at a strategic level to address all areas of learning.  

 

 

8. Conclusion 

 

8.1 Phyllis had been a victim of domestic abuse in all her previous relationships.  

It was evident to the Review Panel that the abuse, childhood trauma, and 

the death of her father, resulted in Phyllis’s vulnerabilities and complex 

needs.      

8.2 Phyllis’s family described how she was a loving mother who displayed 

affection towards all of her four children.  By the time George was born, it 

was evident that Phyllis had significant challenges in her life, in relation to 

her mental health, alcohol use, and domestic abuse.  These challenges 
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impacted on Phyllis’s ability to care for her children, and she required 

support, and later intervention, from Children’s Social Care.   

8.3 It was clear to the Review Panel that whilst the voices of her children were 

documented in agency records, their presentation over the years was a much 

clearer indication of their lived experience. 

8.4 Agencies offered support and worked with Phyllis to respond to her mental 

health, alcohol use, and the domestic abuse.  There were periods of 

engagement throughout the time period of the review; however, there were 

also times when Phyllis did not engage and times when agencies could not 

progress engagement until Phyllis’s use of alcohol had been reduced.   

8.5 Towards the end of the review period, following a period of Children’s Social 

Care involvement, Phyllis’s children were removed from her care.  Phyllis’s 

family and friends informed the review that the ‘loss’ of Phyllis’s children 

impacted on Phyllis emotionally.       

8.6. In the months prior to her death, Phyllis was a victim of domestic abuse.  

Threats had been made towards her and her property, and Phyllis became 

homeless.  Phyllis was provided with temporary accommodation whilst a 

long-term placement was sourced.  The Review Panel recognised that the 

culmination of the loss of her children and the loss of her home, had a 

significant impact on Phyllis. 

8.7 The review covered a lengthy period of time.  From the start of the 

timeframe, agencies’ practice, policies, and knowledge of domestic abuse 

had increased.  The Review Panel has identified areas of learning in 

responding to individuals with complex needs, understanding of trauma, and 

the impact of the loss of children and links to suicide.  These areas of learning 

have been addressed through recommendations. 

8.8 The Review Panel wish to extend their thanks to Phyllis’s family and friends 

for their contribution to the review.  

 

9. Learning 

 

9.1 The DHR panel identified the following learning. Each point is preceded by 

a narrative which seeks to set the context within which the learning sits. 

Where learning leads to an action a cross reference is included within the 

header.  

  

Learning 1 [Panel recommendation 1]  

Narrative  
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Phyllis was in a relationship with a perpetrator of domestic abuse.  During 

child protection processes, the police shared details, via a written report, 

of the perpetrator’s criminal history and risks.  There was no record that 

this information and the risk that the individual presented, was shared with 

Phyllis.  This resulted in Phyllis not having an opportunity to make an 

informed decision on presenting risks. 

Learning 

Where information is shared amongst agencies that identifies risks to 

individuals, including children, agencies must ensure that the information 

is used to inform future safeguarding plans, including a multi-agency 

decision on sharing details of the information to those at risk.   

 

Learning 2 [Panel recommendation 2 and 3]  

Narrative  

Following an intense period of involvement by Children’s Social Care, 

Phyllis’s children were removed from her care.  This had a significant 

impact on her emotional and mental health.   

Learning 

Research indicates that parents who lose their children, whether to the 

care system or through bereavement, are at an increased risk of suicide.  

Professionals need to be aware of these risks and provide advice, support 

and, where necessary, referrals to agencies who can respond to those 

risks.   

 

 Learning 3 [Panel recommendation 4]  

Narrative 

Phyllis was a vulnerable person who had complex needs that were linked 

to domestic abuse, mental health, alcohol use, and previous trauma.  The 

cumulative risk to Phyllis was not considered, assessed, or responded to 

by any multi-agency forum.  There was an opportunity on this case for 

professionals to have shared the risks within a multi-agency forum, such 

as MAARS and Team Around the Adult.  This did not take place.   

Learning 

Professionals need to be proactive in identifying all presenting risk factors 

and then ensure that those risks are responded to through information 

sharing and, where relevant, multi-agency working.  

 

9.2 Agencies Learning 

 

9.2.1 Adult Social Care 
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• Triage processes for cases where there are no care and support 

needs, as defined by the Care Act 2014. 

9.2.2  Clinical Commissioning Group 

• Proactive outreach. 

Action taken to address this learning:  

• Disseminated through GP Leads’ briefing.   

9.2.3  Children’s Social Care 

• Understanding and recognition of coercive and controlling behaviour. 

• Requesting of police information. 

• Completion of risk assessments on all adults involved with vulnerable 

families. 

• Understanding of ‘Team Around the Adult’ in complex cases and 

addressing complex risk factors affecting adults.  

9.2.4 Probation Service 

• Recording of outcomes following contact with partner agencies. 

Action taken to address this area of learning:  

• The learning has been disseminated through internal communications 

and via team meetings.  The learning has also been shared 

electronically with all practice staff.   

9.2.5     Stockport Homes 

• Awareness of Team Around the Adult processes.  

9.2.6     Stockport NHS Foundation Trust 

• Securing better outcomes for adults, children, and families by co-

ordinating the support and delivery of services provided by SNHSFT, 

using the ‘Think Family’ approach when a safeguarding concern has 

been raised 

• Staff feel confident to offer support and to signpost parents to other 

agencies/services following the removal of a child/children from the 

family. 

• Increase the awareness of domestic abuse and how practitioners 

respond to disclosures, including the use of DASH risk assessments. 

• SNHSFT to review its current safeguarding structure to identify 

possible areas for development in order to secure better outcomes for 

children and families of Stockport and beyond. 
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Action taken to address this area of learning:  

• Women’s and Children’s services within SNHSFT, are undertaking work 

on including fathers and male carers into service provision.  There is 

a current national realisation and drive to make maternity and 

children’s services more inclusive to fathers and male carers, given 

their changing role within family life and society.  

• SNHSFT is reviewing the current service provision for safeguarding 

and looking at ways to support a more collaborative approach, thus 

further embedding a ‘Think Family’ culture.   

9.2.7      Stockport Without Abuse 

• To ensure that all needs or risks identified within the referral to the 

IDVA, or by the IDVA, are explored – regardless as to whether these 

present directly from the client.  This includes the completion of DASH 

and referrals for additional support and risk management (already in 

place). 

• The IDVA service did not have the opportunity to allocate a direct 

worker for any enhanced work with Phyllis, meaning that contact with 

other organisations, about Phyllis’s support plan, was waiting to take 

place.  

• The IDVA service would like to be able to offer face-to-face and in- 

depth support and safety planning, particularly where cases are 

complex or have multiple presenting risks; however, this was not 

possible during the period due to capacity and demand.  The decisions 

around this, and the concerns about complex risk management during 

this period, were shared with commissioners.   

• Learning and development reviews to take place regularly with team 

to ensure practice is consistent with Leading Lights standards (already 

in place). 

• Regular, structured management reviews of caseloads through 

supervision, to ensure risks are identified and managed, and detailed 

reporting is completed (already in place). 

• Data from reviews, along with staffing levels and waiting lists, are 

communicated with Board of Trustees and Commissioners at regular 

intervals. 

• To communicate with referring agencies, at point of referral, when 

the IDVA service is unable to respond to a referral due to a waiting 

list. 

Action taken to address this area of learning:  
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• Learning and development has been implemented with the team to 

meet the standard, in relation to completion of DASH and referrals.   

• To ensure that contemporaneous notes of all contacts with clients, or 

relating to clients, are held within SWA case management system 

(already in place).  

• To ensure that all needs or risks identified within the referral to the 

IDVA, or by the IDVA, are explored – regardless as to whether these 

present directly from the client.  This includes the completion of DASH 

and referrals for additional support and risk management. 

• To ensure that staff induction, training and development processes, 

equip staff to work within Leading Lights standards (already in place 

since 2021). 

• To ensure that an appropriate waiting list is in place when capacity 

does not allow the service to work to Leading Lights standards. 

• To hold regular service development days to ensure that knowledge 

is refreshed across the team in relation to SWA standards, which will 

include: appropriate note-taking; completion of DASH risk 

assessments and safety planning, including the use of professional 

judgment when cases arise where DASH risk assessments cannot be 

completed; and addressing risks not disclosed by clients.  

• Where referrals to MARAC are incomplete or not containing full risk 

assessments, to request further information from the referring 

agency, or to complete further risk assessments.   

 

10.       RECOMMENDATIONS  

10.1 Panel and Agency Recommendations 

10.1.1 Panel Recommendations 

Number Recommendation  

1 That all agencies who have contributed to this review, 

disseminate the learning identified around information sharing, 

and the need to clearly document how the information has 

been used to assess risks and formulate safety plans.  This is 

to include a record of multi-agency decision-making regarding 

what information is shared, and by whom, to those individuals 

to whom the risk is presented.   

2 That Safer Stockport Partnership ensures that the learning in 
this review, around the increased risk of suicides, is shared 
across the Partnership and the Director of Public Health, to 
inform work being progressed through the Suicide Prevention 



Official Sensitive Government Security Classifications May 2018 
 

Page 31 of 32 
 

Number Recommendation  

Strategy.  The sharing of the learning across the Partnership 
can include methods such as a 7-minute briefing document and 
the outcome of a scoping exercise, as detailed in 
Recommendation 3.   

3 That Safer Stockport Partnership undertakes a scoping exercise 

to determine what support is available to individuals who are 

presenting with vulnerabilities and risk factors, which are not 

eligible to statutory intervention.  The outcome of this scoping 

exercise should be published across the Safer Stockport 

Partnership. 

4 That Safer Stockport Partnership undertakes a proactive 

campaign across the Partnership, highlighting to professionals 

the multi-agency forums and processes, within Stockport, in 

which professionals can share their concerns on cases where 

there are identified risks that require a multi-agency response, 

which are not deemed eligible under the Care Act 2014.  

Following this campaign, the Safer Stockport Partnership may 

wish to consider an audit of those processes to inform how the 

learning has been embedded into practice.   

 

10.1.2 Agency Recommendations 

 Adult Social Care  

• Develop a triage process for referrals that appear to relate to a 

resident with no Care Act Needs. 

  Children’s Social Care 

• Process for Team Around the Adult be communicated to Childrens 

Social Care work force.  

• Further training/learning be made available on the particular nature 

of coercive control. 

• Team leaders/IRO to ensure that police information is requested on 

all adults who have access to children at risk of harm. 

 

   Stockport Homes 

• Ensure information on Team Around the Adult’s processes are 

shared and understood by staff. 

  Stockport NHS Foundation Trust 
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• Securing better outcomes for adults, children, and families by co-

ordinating the support and delivery of services provided by SNHSFT, 

using the ‘Think Family’ approach, when a safeguarding concern has 

been raised. 

• Staff feel confident to offer support and to signpost parents to other 

agencies/services following the removal of a child/children from the 

family. 

• Increase the awareness of domestic abuse and how practitioners 

respond to disclosures, such as the use of DASH risk assessments. 

• Stockport NHS Foundation Trust to review its current safeguarding 

structure to identify possible areas for development, in order to secure 

better outcomes for children and families of Stockport and beyond. 


