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Copied to: Each Director of Adult Social Care 

 

Dear Chair of Safeguarding Adults Board, 

We wrote to every Director of Adult Social Care in February 2015 explaining our 

initiatives in the North East and Cumbria to understand and reduce premature 

mortality for people with learning disabilities. Since that time a provider for the 

National Learning Disability Death Review Programme (LEDER) has been appointed 

and work has commenced to develop the national pathways and processes for 

reporting and reviewing the deaths of people with learning disabilities. 

We are very pleased that the North East and Cumbria has been selected by LEDER 

to be the first pilot area to test these processes. This is as a result of our successful 

pilot that reviewed deaths of people with learning disabilities in 4 acute hospitals 

within the region and was able to report significant learning about the causation of 

death as well as process for reviewing deaths. 

A significant finding was that many factors thought to be contributory to premature 

death were factors occurring before hospital admission and these included social 

isolation resulting in poor access to preventative or proactive healthcare. The 

average age of death for people with learning disability in the North East and 

Cumbria pilot was 58 which represent a significant health inequality gap for people 

with learning disabilities in our region. 

During the Learning Disability Mortality Steering Group meetings it has been 

recommended that the most appropriate existing structures for discussion of findings 

from reviews and subsequent action planning should be within Safeguarding Adult 

Boards. This would mean that Safeguarding Adult Boards be the local hub for 

receiving reports and overseeing subsequent action plan implementation. We do not 

anticipate this will be a significant additional work load. 

As Independent Chairs we are seeking your agreement to have this work included as 

part of every Safeguarding Adults Board work programme. Directors of Adult 

Services are aware of this work via regional ADASS Branch meetings and have 

been copied into this letter for their information so any discussion needed can 

happen at a local level.  



We anticipate in our region 260 deaths annually that would need to be reviewed by a 

multi-agency panel which would work out as an average of 20 deaths per locality. 

The Child Death Overview Panel will continue to review all deaths of children, 

including those with learning disabilities. As you will be aware the CDOP process sits 

within Children’s Safeguarding Boards. 

We would hope that at suitable intervals throughout the year local Safeguarding 

Adults Boards will disseminate learning and information to regional Safeguarding 

Adults Board. 

There is a multi-agency Steering Group overseeing the work for the North East and 

Cumbria. Additional representation from local authority colleagues would be very 

welcome. Please contact Judith.thompson1@nhs.net if there are any nominations to 

join the Steering Group. 

We look forward to your early response as this work is progressing at pace and we 

anticipate the pilot testing of the national process to start during February. Many 

thanks in anticipation of your help with this. 

Yours sincerely 

 

 

 

Dr. Dominic Slowie 

Chair, North East and Cumbria Learning Disability Network and National Clinical 

Director for Learning Disability, NHS England 
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