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1. INTRODUCTION 
 

1.1 The LeDeR programme was established in 2015 as a response to the 
recommendations from the Confidential Inquiry into premature deaths of people 
with learning disabilities (CIPOLD, 2013). CIPOLD reported that people with 
learning disabilities are three times more likely to die from causes of death that 
could have been avoided with good quality healthcare. 
  

1.2 The national programme led by NHS England has developed and a 
comprehensive review process for the deaths of people with learning disabilities is 
in place. The programme aims to help:  

1.2.1 identify what works well to support people with learning disabilities 
to live long and healthy lives;  

1.2.2 identify factors which may have contributed to deaths of people with 
learning disabilities so that changes can be made to reduce the 
impact of these factors;  

1.2.3 develop action plans to make any necessary changes to health and 
social care services for people with learning disabilities.  

 

1.3 The national LeDeR programme collates and shares the anonymised information 
about the deaths of people with learning disabilities so that common themes, 
learning points and recommendations can be identified and taken forward into 
policy and practice improvements.  

 

1.4 Each local area has a designated ‘Local Area Contact’. Within Gloucestershire the 
Local Area Contact is employed by Gloucestershire County Council as part of its 
Joint Commissioning function. The role of the Local Area Contact is detailed 
within section 3.4.  

 

1.5 More information about the programme and the review process can be found at: 
http://www.bristol.ac.uk/sps/leder/about/ 

 
2. PURPOSE & SCOPE 
 
2.1 The purpose of this Framework is to detail how the Learning Disabilities Mortality 

Review (LeDeR) programme is managed within Gloucestershire. 
 

2.2  

 

LeDeR stands for Learning from Deaths Review 

The aims of the LeDeR Programme are: 
1. To help improve health and social care services for 

people with learning disabilities 
2. To stop people with learning disabilities dying too 

soon 

 

This is a national programme and everyone in England with a 
learning disability will have their death reviewed in the same 
way. 

 

The reviews will look at everyone with a learning disability 
aged 4 years or older. 
 
Those individuals under 4 years of age will be reviewed via 
Child death overview panel 
 

http://www.bristol.ac.uk/sps/leder/about/
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In Gloucestershire reviewers will only be reviewing those who 
were registered with a  Gloucestershire GP 
 

Every death has a first check.  We call this an Initial Review 

 
2.3 The national LeDeR programme was established to support local areas to review 

deaths of people with learning disabilities, and to use the lessons learned to make 
improvements to service provision. The LeDeR programme is not an investigation. 
If, during or after a review of a death, the Local Area Contact working with the 
LeDeR Quality Assurance Panel has concerns which have not or cannot be 
addressed within the scope of the LeDeR review process, the Local Area Contact 
will recommend to the appropriate organisations/bodies the need for a fuller 
investigation (e.g. Adult Safeguarding Review).  
 

2.4 The LeDeR programme works closely with other existing mortality review 
processes. More details regarding these interfaces can be found in section 5.5. 
 

2.5 A wealth of information regarding the LeDeR programme can be found on the 
LeDeR programme website: http://www.bristol.ac.uk/sps/leder/    
 

2.6 This Framework does not seek to duplicate this information, but to:  
 detail the governance and operational arrangements specific to 

Gloucestershire  

 provide ‘signposting’ to existing LeDeR information.  
 

2.7 The contract with University of Bristol, (who currently manage the national 
programme,) comes to an end in 2020.  It is currently unclear how the national 
programme supporting function will operate into the future.  Therefore, this 
framework is an enabling document to allow the CCG and partners to further 
embed the programme within Gloucestershire as business as normal, the aim of 
which is to achieve sustainable structures and systems beyond the life of the 
central delivery team at the University of Bristol. 

 

  

http://www.bristol.ac.uk/sps/leder/
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3. ROLES AND RESPONSIBILITIES 
 
3.1 University of Bristol  

The LeDeR programme is delivered by a team based at the University of Bristol. It 
is commissioned by the Healthcare Quality Improvement Partnership (HQIP) on 
behalf of NHS England. It is a support and analysis function. The responsibility for 
oversight of ongoing structures that facilitate the review of deaths of people with 
learning disabilities in Gloucestershire, sits jointly with the Director of Nursing and 
Quality and Director of Integrated Commissioning.  

 
3.2 NHS England 
3.2.1 NHS England has established a National LeDeR Operational Steering Group to 

provide leadership, guidance and oversight to the local implementation of LeDeR.  
 

3.2.2 Through the development of the national Governance Framework this group has 
engaged with key partners to identify appropriate governance mechanisms and to 
support the delivery of the LeDeR programme. The group has a named lead for 
the programme from each of the NHS England Regions, along with representation 
from Social Care and Bristol University. 
 

3.2.3 The National steering group will review and report on progress at a national and 
regional level and can be utilised for governance issues from local LeDeR groups 
and stakeholders. Whilst the group does not require direct reports from local 
steering groups it will receive progress updates from the NHS England regional 
leads and carry out assurance and audit activities to assist in quality development 
of governance processes. The NHS England National LeDeR Operational 
Steering Group provides a key link between the delivery of the programme across 
Regions and the Independent Advisory Group 

 
3.2.4 Diagram 1 - National programme Structure 

 

 
3.3 CCG Responsible Directors  

Joint Director responsibility for the programme is held by Director of Nursing and 
Quality and Director of Integrated Commissioning hold Director-level responsibility 
for the LeDeR programme within Gloucestershire. The Directors assign the day-
to-day operational management of the programme to the Local Area Contact. 
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The Directors have delegated the role of Chair of the Gloucestershire LeDeR 
Steering group to the Deputy Director of Nursing.  

 
3.4 Local Area Contact  

The Local Area Contact is the link between the LeDeR programme team (in 
Bristol and NHS England), the South West regional Steering Group and the locally 
delivered programme. Their role is to work in partnership with the Bristol-based 
LeDeR team and is responsible for:  

 receiving notifications of deaths;  

 allocating cases to local reviewers;  

 providing advice and support for local reviewers as necessary;  

 monitoring the progress and completion of reviews to ensure that they are 
of a consistent standard and completed in a timely and comprehensive 
way;  

 organising and chairing the LeDeR Quality Assurance Panel; preparing 
papers and keeping a record of decisions and recommendations in 
agreement with the panel members.. 

 Signing off completed reviews on the national database 

 Attending the quarterly LeDeR Steering Group; preparing papers and 
keeping a record of actions 

 anonymising and collating learning points and recommendations through 
an action tracker and sharing these with the Steering group and health and 
social care providers.  

 
3.5 Within Gloucestershire, the role of the Local Area Contact is held by the Outcome 

Manager: Learning Disabilities Health (Integrated Disabilities Commissioning).  
 

3.6 The national role description for the Local Area Contact can be found via this link; 
http://www.bristol.ac.uk/medialibrary/sites/sps/leder/Role%20description%20Area
%20Contact_V2.pdf  
 

3.7 Local Reviewers  
Local Reviewers are responsible for undertaking robust and high quality reviews 
of the deaths of people with learning disabilities and are integral to the success of 
the Gloucestershire programme. It is the responsibility of the reviewer to declare a 
conflict of interest in regard to cases they are reviewing to the LeDeR team.  
Where reasonably practicable the LAC will not allocate a review to a local 
reviewer if they have been involved in that persons care. 
 
The national role description for a local reviewer can be found via this link; 
http://www.bristol.ac.uk/media-
library/sites/sps/leder/Role%20description%20Local%20Reviewer.pdf  
 
An outline of what local reviewers are specifically looking into is outlined in Table 
1 - what are Reviewers looking for? 
 
 
 
 
 
 
 
 
 

http://www.bristol.ac.uk/medialibrary/sites/sps/leder/Role%20description%20Area%20Contact_V2.pdf
http://www.bristol.ac.uk/medialibrary/sites/sps/leder/Role%20description%20Area%20Contact_V2.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/Role%20description%20Local%20Reviewer.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/Role%20description%20Local%20Reviewer.pdf
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Table 1 - what are Reviewers looking for? 

The person and /or 
their environment 

 

People who live in unsuitable placements for their needs 
including the availability of appropriate communications 
facilities/channels to ensure the person has access to 
information/support appropriate for their foreseeable needs. 

Inadequate housing that places the person at risk of falls, 
accidental injury or isolation in their home. 

Key information provided by family members or other carers 
being ignored or concerns not taken seriously or low 
expectations of family members. 

Families not wanting or feeling able to challenge medical 
professionals’ authority and opinion. 

Any good practice that can be shared/disseminated wider 

The person’s care and 
its provision:  

 

The lack of provision of reasonable adjustments for a person 
to access services.  

Lack of routine monitoring of a person’s health and individual 
specific risk factors. 

Lack of understanding of the health needs of people from 
minority ethnic groups.  

Inadequate care.  
 

Any good practice e.g. examples of reasonable adjustments 
that can be shared/disseminated wider 

The way services are 
organised and 
accessed:  

 

No designated care coordinator to take responsibility for 
sharing information across multi-agency teams, particularly 
important at times of change and transition.  

Lack of understanding and/or recording of the Mental 
Capacity Act when making essential decisions about health 
care provision.  

Inadequate provision of trained workers in supported living 
units.  

Inadequate coverage of specialist advice and services, such 
as Speech and Language Therapy (SLT) or hospital learning 
disability liaison nurses.  
 

Any good practice that can be shared/disseminated wider 

 
 

  

https://easyonthei.worldsecuresystems.com/all/care-at-home
https://easyonthei.worldsecuresystems.com/people/quality-care
https://easyonthei.worldsecuresystems.com/people/people-involved-in-my-care-v2
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3.8 Gloucestershire LeDeR Steering Group The full terms of reference can be 
found in Appendix 3 

3.8.1 Purpose / role of the group  

 To guide the implementation of the programme of 

initial reviews and multi agency reviews and wherever 

appropriate to work in partnership and collaboration 

with other agencies or bodies who may be involved in 

parallel work e.g. Safeguarding, coroners, Hospital 

learning from deaths. 

 

To support and ensure the quality assurance of the 

review of all deaths of people with learning disabilities 

in Gloucestershire, and more detailed reviews of those 

subject to a rolling programme of priority themed 

review or multi agency reviews (MAR). 

 

Membership will be asked periodically to participate in 

independent MAR panels.  

 

To receive regular updates from the Local Area 

Contact about the progress and findings of reviews. 

 

To approve and publish an annual report of reviews in 

Gloucestershire and action taken. 

 

To help interpret and analyse the data submitted from 

local reviews, including areas of good practice in 

preventing premature mortality, and areas where 

improvements in practice could be made. 

 

To monitor the action plans that are developed as a 

result of the reviews of deaths, and take or guide 

appropriate action as a result of such information. 

https://www.easyonthei-leeds.nhs.uk/wp-content/uploads/2019/08/better-care-V2.png
https://easyonthei.worldsecuresystems.com/all/report
https://easyonthei.worldsecuresystems.com/all/report
https://easyonthei.worldsecuresystems.com/people/research-v3
https://www.photosymbols.com/collections/meetings/products/checklist?_pos=3&_sid=857145b49&_ss=r
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To ensure agreed protocols are in place for 

information sharing, accessing case records and 

keeping content confidential and secure. 

 

To undertake a quality assurance role in respect of:  

 the role of the reviewer  

 the quality of reviews  

 Learning into action 

 

Where the group feels that safeguarding concerns 

should have been a consideration within a Review, an 

appropriate and timely referral for further advice can 

be made.    

 

Membership of the group will also consist of Learning 

from Deaths leads (or representatives) from each of 

the provider Trusts (GHC Mortality Group, GHT SJR 

Group) and will formally report into the Wider Mortality 

Surveillance Group any themes in relation to the 

health care of those with a learning disability. 

 
  

https://easyonthei.worldsecuresystems.com/people/quality-care
https://www.easyonthei-leeds.nhs.uk/wp-content/uploads/2019/04/partnership-working.png
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3.8.2 Diagram 2- Gloucestershire LeDeR Governance Structure 
 

 
 

3.9 LeDeR Quality Assurance Panel The full terms of reference can be found in 
Appendix 4 

3.9.1 Purpose / role of the group  
 

 

To be a panel of experts by experience to oversee and 
manage the quality assurance process for all LeDeR 
Reviews. 

 

 To undertake a quality assurance role in respect of: 
o the role of the reviewer (training/train the 

trainer, buddy system, etc) 
o the quality of reviews (sharing learning of 

reviews and best practice) 
o Provide support for reviewers professional 

development e.g. bereavement, report writing 
etc 

 

 

To collate the recommendations and learning from 
reviews into a local action plan on behalf of the LeDeR 
Steering group 

https://www.photosymbols.com/collections/work/products/interview-panel?_pos=1&_sid=e9d3e0db8&_ss=r
https://www.photosymbols.com/collections/safety/products/quality-checker?_pos=1&_sid=2daaecfb0&_ss=r
https://www.photosymbols.com/collections/meetings/products/checklist?_pos=3&_sid=857145b49&_ss=r


Page 13 of 29 
 

 

To help interpret and analyse the data submitted from 
local reviews, including areas of good practice in 
preventing premature mortality, and areas where learning 
and improvements in practice could be made and provide 
update reports to the LeDeR Steering group as required. 

 

Where the group feels that it is appropriate, cases will be 
referred on to Safeguarding 
 

 

During the sign off process, all reviews are graded a score 
by the reviewer as follows. There is full guidance for 
reviewers in regard to grading set out in appendix 6 

 

During the review closure process, the LAC on behalf of 
the LeDeR QA Panel: 

 complete the internal LeDeR assurance checklist; 
appendix  

 notify the reviewer that the review has been closed 
and thank them for their contribution to the LeDeR 
process OR feedback is given regarding the review 
and asked to add/amend any recommendations 
added during the panel, or further information to be 
gathered;  

 ask the reviewer to share the findings from the 
review with family/relatives/carers, and others they 
spoke to whilst undertaking the review;  

 share the learning with the steering group via the 
action log tracker 

 
3.9.2 Table 2 - National LeDeR Scoring System 
 

 
 
 

  

https://www.photosymbols.com/collections/research/products/research-data-analysis?_pos=1&_sid=f42e16af1&_ss=r
https://www.photosymbols.com/collections/all/products/safeguarding-alert?_pos=1&_sid=dfd52096c&_ss=r
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4. DEFINITION  
 
4.1 This policy and supporting procedural document is a ‘framework’ as it is a broad 

overview which supports a particular approach to a specific objective.  
 

4.2 The LeDeR programme uses the definition of learning disabilities provided in the 
2001 White Paper "Valuing People". For more detailed information about this 
definition see: Briefing paper 1 - What do we mean by learning disabilities see 
link;https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/250877/5086.pdf   

 
 basic definition of a learning disability is as follows:  
A person with learning disabilities will have:  

 A significantly reduced ability to understand new or complex information and to 
learn new skills (impaired intelligence)  

 A reduced ability to cope independently (impaired social functioning) which 
started before adulthood, with a lasting effect on development.  

(Valuing people, Department of Health and Social Care, 2001) 
 

5. POLICY DETAILS  
 
5.1 The process from notification to submitting to the national programme is outlined 

in Diagram 3. A full process pathway is available in appendix 2 
 
Diagram 3 - The LeDeR process 

 
 

5.2 There is a wealth of information regarding the LeDeR programme on the LeDeR 
programme website. http://www.bristol.ac.uk/sps/leder/  Some of the key 
information is summarised below: 

5.2.1 Notifying LeDeR of a death Anyone can notify LeDeR of a death, including 
people with learning disabilities themselves, family members, friends and paid 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/250877/5086.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/250877/5086.pdf
http://www.bristol.ac.uk/sps/leder/
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staff. Notifications can be made online via this link 
https://www.bris.ac.uk/sps/leder/notification-system/  or by calling 0300 777 4774.  
 
A poster

1
 about how to notify a death is available here; 

http://www.bristol.ac.uk/media-
library/sites/sps/leder/notify_a_death_flyer_for_website.pdf  
 

5.2.2 Information for families and carers Key to the review process is the 
involvement of family members and/or carers to find out more about the life and 
the circumstances leading up to the death of their relative or friend. The 
information available to family and carers can be viewed via this link; 
http://www.bristol.ac.uk/sps/leder/resources/information-for-family-carers/  
 

5.3 Information for local reviewers about how to undertake an initial review can be 
found here: http://www.bristol.ac.uk/sps/leder/about/detailed-review-process/  

 
5.4 Multi-Agency Reviews (MAR) information from the national programme can be 

found here: http://www.bristol.ac.uk/sps/leder/about/detailed-review-
process/multiagency-review/  
 

The Gloucestershire MAR Terms of reference can be found in appendix 5 
 
Gloucestershire process for MAR is to have an independent panel which is 
chaired by a clinical lead GP for learning disabilities with support from at least one 
independent clinical advisor.  As a minimum the reviewer and LAC should also be 
present at the meeting.  The reviewer will advise who else should be invited to the 
MAR panel. 

 
5.5 Links with other mortality review processes 

The LeDeR review is not a statutory process and its purpose is not to hold any 
individual or organisation to account. Other processes exist for that, including 
safeguarding, criminal proceedings, disciplinary procedures, employment law and 
systems of service and professional regulation. It is vital, if individuals and 
organisations are to be able to learn lessons from the past, that reviews are 
trusted and safe experiences that encourage honesty, transparency and sharing 
of information to obtain maximum benefit from them.  

 
In order to do this in a timely manner, to avoid duplication and to ensure there is 
no additional distress to the relatives of the individual, reviewers need to be clear 
where and how the LeDeR process links with other reviews or investigation 
processes.  
 
Other investigations or reviews may include, for example:  

 

 

 

 

 Homicide Reviews (MHRs);  

 

 

 (CDOP).  

                                                 
1 For printed copies, please contact the LeDeR team on leder-team@bristol.ac.uk or call on 0117 331 0686.  

 

https://www.bris.ac.uk/sps/leder/notification-system/
http://www.bristol.ac.uk/media-library/sites/sps/leder/notify_a_death_flyer_for_website.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/notify_a_death_flyer_for_website.pdf
http://www.bristol.ac.uk/sps/leder/resources/information-for-family-carers/
http://www.bristol.ac.uk/sps/leder/about/detailed-review-process/
http://www.bristol.ac.uk/sps/leder/about/detailed-review-process/multiagency-review/
http://www.bristol.ac.uk/sps/leder/about/detailed-review-process/multiagency-review/
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A briefing paper from the national LeDeR Programme on working with other 
investigation and review processes can be viewed via this link; 
http://www.bristol.ac.uk/media-library/sites/sps/leder/leder---briefing-
papers/5.%20Briefing%20paper%20-
%20Working%20with%20other%20investigation%20and%20review%20processe
s%20v1.pdf    

 
This LeDeR paper outlines the remit of other review or investigation processes 
and provides guidance to the local LeDeR programme as to the process to follow. 
In all cases, the key principles of communication, cooperation and independence 
should be adhered to. 
 

5.6 Reporting  
5.6.1 Reporting to NHS England The Local Area Contact is required to submit a 

quarterly report to NHS England detailing the progress against Key Performance 
Indicators.  

5.6.2 Reporting within Gloucestershire The Local Area Contact will produce a 
quarterly report for the Steering Group which will be escalated to the Quality and 
Governance Committee, detailing the progress of the programme and key 
learning. The Quality Committee reports to Governing Body.  
 
Members of the steering group are able to use this report for their own assurance 
and for the organisations they represent.  
 

5.6.3 University of Bristol To date, the University of Bristol programme team have 
produced annual reports each year, detailing the national actions and learning. 
These reports can be viewed via this link; 
http://www.bristol.ac.uk/sps/leder/resources/annual-reports/   
 

5.6.4 The NHS Operational Planning and Contracting Guidance requires a local 
annual report to be submitted to the appropriate board/committee for all statutory 
partners, demonstrating actions taken and outcomes from LeDeR reviews. 
Gloucestershiree will produce this report will be produced in April/May of each 
year for approval by the Steering group and Quality & Governance committee.  
The report will aim to be published on the CCG Publications pages of the public 
facing website no later than October of each year. These reports can be accessed 
via this link: https://www.gloucestershireccg.nhs.uk/about-us/publications/  

 
5.7 Future plans Since 2018/19, the focus for the Local Area Contact was to imbed 

the agreed local LeDeR governance structure and processes for managing the 
LeDeR workload and to manage the backlog of reviews as well as actively 
recruiting new reviewers. 
 

5.7.1 The development focus for 2020/2021: 
 

Information on Gloucestershire CCG 
website 

A dedicated LeDeR page is to be 
developed on the website of NHS 
Gloucestershire CCG. A link to this 
Framework, and easy read information 
about LeDeR, will be available on this 
web page.  

Easy read information Easy read information is to be 
developed about the LeDeR 
programme, this Framework and 

http://www.bristol.ac.uk/media-library/sites/sps/leder/leder---briefing-papers/5.%20Briefing%20paper%20-%20Working%20with%20other%20investigation%20and%20review%20processes%20v1.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/leder---briefing-papers/5.%20Briefing%20paper%20-%20Working%20with%20other%20investigation%20and%20review%20processes%20v1.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/leder---briefing-papers/5.%20Briefing%20paper%20-%20Working%20with%20other%20investigation%20and%20review%20processes%20v1.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/leder---briefing-papers/5.%20Briefing%20paper%20-%20Working%20with%20other%20investigation%20and%20review%20processes%20v1.pdf
http://www.bristol.ac.uk/sps/leder/resources/annual-reports/
https://www.gloucestershireccg.nhs.uk/about-us/publications/
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quarterly learning into action summary 

Advocacy and user involvement Further develop the local processes in 
relation to stronger user/carer 
involvement in the Steering Group and 
advocacy groups (Inclusion 
Gloucestershire), in relation to 
oversight and input into completed 
reviews at the Quality Assurance 
Panel. 

Annual Learning event A Gloucestershire Learning Event 
“Dying to make a difference” will be 
held with a focus on paid health and 
care staff initially focussing on the 4 
main themes identified from completed 
reviews to date.  With opportunitity for 
a market place to share information 
and resources for atteendees. 

 
 

6. CONSULTATION  
 

This Framework has been subject to consultation and has been reviewed (and 
commented upon where necessary) by:  

 Members of the Gloucestershire LeDeR Steering Group  

 Members of the Gloucestershire Learning Disabilities and Autism Clinical 
Programme Group 

 All Gloucestershire LeDeR Local Reviewers;  

 Named GP Clinical Lead for Learning Disabilities Gloucestershire CCG  

 Designated Nurse Consultant for Safeguarding Gloucestershire CCG;  

 Integrated Learning Disability commissioners, NHS Gloucestershire CCG  
 Gloucestershire CCG Core Group 
 Inclusion Gloucestershire (user led organisation for people with disabilities) 
 Integrated Governance and Quality Committee  

 

7. TARGET AUDIENCE   
  

7.1 This framework is for: 
 Gloucestershire LeDeR Steering Group 
 Gloucestershire LeDeR Quality Assurance Panel 
 Gloucestershire Learning Disabilities and Autism Clinical 

Programme Group 
 Gloucestershire Learning Disabilities Partnership Board 
 Experts by experience (people with a learning disability, family or 

carers) 
 User led organisations supporting people with learning disabilities 

 

8. COMMUNICATION 
 

Internal CCG 
Intranet 

CCG Internet 
Website 

Communications 
Bulletin 

External 
Stakeholders 
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9. TRAINING  
 
9.1 The Local Area Contact and Secondary Local Area Contacts have received 

training from NHS England on the requirements and responsibilities of their role.  
 

9.2 To undertake LeDeR reviews and become a ‘Local Reviewer’, specific online 
training, accessed via this link: https://www.lederlearning.co.uk/login/index.php   
(with supported face-to-face “buddy” training as required) must be completed. 
Once this training has been completed, the individual will be given access to the 
LeDeR programme database through which reviews are managed.  
 

9.3 No other LeDeR-specific training requirements have been identified, however 
work is on-going within Gloucestershire to raise awareness of the LeDeR 
programme and the process for notifying the LeDeR programme of the death of 
an individual with a learning disability. This awareness raising is undertaken 
through meetings, Partnership Board updates, groups, committees and on-line 
communications. 

 

10. REFERENCES  
 

Learning Disabilities Mortality 
Review (LeDeR) programme website 
(and included resources)  

http://www.bristol.ac.uk/sps/leder/  

Dorset CCG LeDeR Framework https://www.dorsetccg.nhs.uk/wp-
content/uploads/2019/07/LeDeR-
Framework.pdf  

Bristol, North Somerset and South 
Gloucestershire LeDeR Framework 

https://bnssgccg.nhs.uk/library/learning-
disabilities-mortality-review-leder-policy-
framework/  

NHS England – LeDeR Information https://www.england.nhs.uk/learning-
disabilities/improving-health/mortality-
review/leder/  

  

  

  

https://www.lederlearning.co.uk/login/index.php
http://www.bristol.ac.uk/sps/leder/
https://www.dorsetccg.nhs.uk/wp-content/uploads/2019/07/LeDeR-Framework.pdf
https://www.dorsetccg.nhs.uk/wp-content/uploads/2019/07/LeDeR-Framework.pdf
https://www.dorsetccg.nhs.uk/wp-content/uploads/2019/07/LeDeR-Framework.pdf
https://bnssgccg.nhs.uk/library/learning-disabilities-mortality-review-leder-policy-framework/
https://bnssgccg.nhs.uk/library/learning-disabilities-mortality-review-leder-policy-framework/
https://bnssgccg.nhs.uk/library/learning-disabilities-mortality-review-leder-policy-framework/
https://www.england.nhs.uk/learning-disabilities/improving-health/mortality-review/leder/
https://www.england.nhs.uk/learning-disabilities/improving-health/mortality-review/leder/
https://www.england.nhs.uk/learning-disabilities/improving-health/mortality-review/leder/


Page 19 of 29 
 

APPENDIX 1 

 

Gloucestershire CCG Equality Impact Analysis – The EIA Form 

 

  

1 What’s it about?                                                                                    Refer to equality duties 

What is the proposal?   

 
The policy sets out how, as a commissioning organisation, Gloucestershire Clinical Commissioning 

Group will fulfil its statutory duties and responsibilities for Learning Disabilities Mortality Review (LeDeR). 

The Policy operates in the context of all commissioned services for the population of Gloucestershire 

both within its own organisation and across the local health economy via its commissioning 

arrangements.  

 

What outcomes/benefits are you hoping to achieve? 

 

The overall aim of the Learning Disabilities Mortality Review (LeDeR) programme is to drive service and 

system wide improvement in the quality of health and social care service delivery and to help reduce 

premature mortality and health inequalities. 

 

Who’s it for? 

The positive impact of the policy is that it has been developed to provide a clear process, and policy 

framework for the CCG, to fulfil LeDeR policy framework statutory obligations as outlined within the NHS 

England Long term plan. 

How will this proposal meet the equality duties? 
 

This Equality Impact Assessment is undertaken to ensure that the Gloucestershire Clinical 

Commissioning Group LeDeR policy framework meets statutory obligations as outlined within the NHS 

Long Term Plan.  

It has approval from the Secretary of State under section 251 of the NHS Act 2006 to process patient 

identifiable information without the patient’s consent. It will not impact differently in relation to protected 

characteristics. 

 

What are the barriers to meeting this potential? 

 Reviewer capacity 

 Access to notes 

 

2  Who is using it?                                                                                  Refer to equality groups 

What data/evidence do you have about who is or could be affected (e.g. equality monitoring, 

customer feedback, current service use, national/regional/local trends)? 

 

How can you involve your customers in developing the proposal? 
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Within the governance arrangements for the local programme there are experts by experience, 

carers and a user led organisation.  They have been actively involved in developing the local 

processes and framework policy 

 

Who is missing? Do you need to fill any gaps in your data?  (pause EIA if necessary)  

None 

 

3  Impact                                                        Refer to dimensions of equality and equality 

groups 

Assessment of impact of policy on Protected Characteristics with analysis (positive + /neutral N / or 

negative -) 
 
Protected characteristic    
   

 

 
Analysis  

 

Reasons for answer and any 
mitigation required 

Age* [eg: young adults, working age 
adults; Older People 60+] 

N The policy applies to all people and 
therefore is consistent in its approach 
regardless of age. 

Disability  
Physical Impairment; Sensory 
Impairment; Mental Health; 
Learning Difficulty/ Disability; 
Long-Term Condition  

  

 

+ The overall aim of the Learning 
Disabilities Mortality Review (LeDeR) 
programme is to drive improvement in 
the quality of health and social care 
service delivery and to help reduce 
premature mortality and health 
inequalities.  

Gender Reassignment [Trans people]  

 
N The policy applies to all people and 

therefore is consistent in its approach 
regardless of gender. 

Race [including nationality and ethnicity]  

 
N The policy applies to all people and 

therefore is consistent in its approach 
regardless of race. 

Religion or Belief 
N This policy is consistent in its approach 

regardless of religion and belief. 

Sex [Male or Female] 
N This policy is consistent in its approach 

regardless of sex. 

Sexual Orientation 
N This policy is consistent in its approach 

regardless of sexual orientation. 

Pregnancy and Maternity 
N This policy is consistent in its approach 

regardless of pregnancy and maternity. 

Marriage and Civil Partnership  
 N 

This policy is consistent in its approach 
regardless of marriage or civil partnership 
status.  
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a) Create an adverse impact which may affect some groups or individuals. Is it clear what this 

is?  How can this be mitigated or justified? 

No negative impact of the policy.  Positive impact for those groups/individuals with learning 

disabilities. 

What can be done to change this impact?   

 

b) Create benefit for a particular group.  Is it clear what this is? Can you maximise the benefits 

for other groups? 

This policy is about reviewing deaths of people with a learning disability and the health 

inequalities faced by them.  Clearly any service improvement to enable this group of vulnerable 

individuals to access health and social care services will ultimately reap benefits for the wider 

system in terms of accessibility, reasonable adjustments and consistent use of legislation such 

as Mental Capacity. 

 

Does further consultation need to be done?  How will assumptions made in this Analysis be 

tested? 

No 

Assumptions will be tested through the communications and engagement phase of the policy. 

 

4  So what?                                                                          Link to business planning process 

What changes have you made in the course of this EIA?  

 

What will you do now and what will be included in future planning? 

 

When will this be reviewed? 

 

How will success be measured? 

 

 

5 For the record 

Name of person leading this EIA 

Cheryl Hampson 

Outcome Manager: Learning disabilities Health 

Date completed 

13th March 2020 

Names of people involved in consideration of impact 

Melanie Rogers:  
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Helen Chrystal: Secondary Local Area Contact 

Name of director signing EIA Date signed 
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Appendix 2 
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Appendix 3 
 
Terms of reference for Gloucestershire LeDeR Steering Group 
 
Insert here 

Glos LeDeR Mortality 
review steering group ToR v3.2.docx
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Appendix 4 
 
Terms of reference for Gloucestershire LeDeR Quality Assurance Panel 
 
Insert here 

Glos LeDeR Mortality 
Review QA Panel ToR v1.1.docx
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Appendix 5 
 
Terms of reference Gloucestershire Multi Agency Panel 
 
Insert here 
 

TOR - LeDeR 
Multi-Agency Review v1.docx
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Appendix 6 
Gloucestershire Quality Assurance Panel Checklist  
 
Insert here 
 

TEMPLATE - LeDeR 
Quality assurance and sign off process checklist.docx
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Appendix 7 
 

Guidance on the grading of care for local reviewers 
 

Grade  Description  Rationale for choosing this grade  

 
1  

This was excellent care (it exceeded 
expected good practice). Please 
identify in Q62 what features of care 
made it excellent and consider how 
current practice could learn from 
this. 

 

 The total package of care appeared to meet the 
individual’s needs with no gaps identified 

 There was evidence of good medical care from 
professionals with no gaps identified  

 There was no concerns expressed from family, 
carers, professionals or reviewer on the overall 
care provided  

 There was no evidence of confirmed 
safeguarding concerns 

 There is evidence of best practice found during 
the review.  

 

 
    2  

This was good care (it met expected 
good practice). Please identify in 
Q62 any features of care that current 
practice could learn from. 

 The total package of care appeared to meet the 
individual’s needs with no or very minimal gaps 
identified 
There was evidence of good medical care from 
professionals with no or very minimal gaps 
identified  

 There was no concerns expressed from family, 
carers, professionals or reviewer on the overall 
care provided or where concern was expressed 
there was no evidence found to validate this. 

 There was no evidence of confirmed 
safeguarding concerns 

 

 
  3  

This was satisfactory care (it fell 
short of expected good practice in 
some areas but this did not 
significantly impact on the person's 
wellbeing). Please address these 
issues in your recommendations for 
service improvement in Q61, and 
identify in Q62 any features of care 
that current practice could learn from 

 The total package of care appeared to meet 
most of the individual’s needs with minimal gaps 
identified which had not significantly impacted 
on the person's wellbeing 

 There was evidence of medical care from 
professionals with gaps identified which had not 
significantly impacted on the person's wellbeing 

 There was no concerns expressed from family, 
carers, professionals or reviewer on the overall 
care provided or where concern was expressed 
there was no evidence found to validate this or 
what was identified had not significantly 
impacted on the person's wellbeing 

 

 
  4  

Care fell short of expected good 
practice and this did impact on the 
person's wellbeing but did not 
contribute to the cause of death. 
Please address these issues in your 
recommendations for service 
improvement in Q61, and identify in 
Q62 any features of care that current 
practice could learn from.  
 

 The total package of care appeared to meet 
most of the individual’s needs with gaps 
identified which did impacted on the person's 
wellbeing but was not evidenced/thought to 
have contributed to the cause of death 

 There was evidence of  medical care from 
professionals with gaps identified which did 
impacted on the person's wellbeing but was not 
evidenced/thought to have contributed to the 
cause of death 

 There was concerns expressed from family, 
carers, professionals or reviewer on the overall 
care provided which was evidenced which did 
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Grade  Description  Rationale for choosing this grade  

impacted on the person's wellbeing but was not 
evidenced/thought to have contributed to the 
cause of death 

 

  
 5 

Care fell short of expected good 
practice and this significantly 
impacted on the person's wellbeing 
and/or had the potential to contribute 
to the cause of death.  
 

 The package of care appeared not to meet the 
individual’s needs with gaps identified which 
appeared to have significantly impacted on the 
person's wellbeing and/or had the potential to 
contribute to the cause of death   

 There was evidence of medical care from 
professionals with gaps identified which 
appeared to have significantly impacted on the 
person's wellbeing and/or had the potential to 
contribute to the cause of death   

 There was significant evidenced concerns 
expressed from family, carers, professionals or 
reviewer on the care provided which appeared 
to have significantly impacted on the person's 
wellbeing and/or had the potential to contribute 
to the cause of death   

 

   
6 

Care fell far short of expected good 
practice and this contributed to the 
cause of death. 

 The package of care did not meet the 
individual’s needs with gaps identified which 
appeared to fall far short of expected good 
practice and this is thought to have contributed 
to the cause of death. 

 There was medical care from professionals 
appeared not to meet the individual’s needs with 
gaps identified which appeared to fall far short of 
expected good practice and this is thought to 
have contributed to the cause of death.  

 There was evidenced significant concerns 
expressed from family, carers, professionals or 
reviewer on the care provided which appeared 
to fall far short of expected good practice and 
this is thought to have contributed to the cause 
of death. 

 

 


