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Executive Summary 
 
This is the second Northern Lincolnshire Learning Disabilities Mortality Review (LeDeR) Programme 
Annual Report. Northern Lincolnshire has robust systems and processes in place for the management 
of Learning Disability Mortality reviews. The Local Area Contacts (LACs) from NHS North and North 
East Lincolnshire CCG’s continue to work collaboratively to quality assure each completed review 
within Northern Lincolnshire. In addition, the recently developed ‘Learning into Action’ group across 
Northern Lincolnshire CCG’s will ensure key learning from reviews and service redesign considers the 
actions from LeDeR. 
 
Of the reviews completed during the period of this report; 01/04/2019 – 31/03 2020, the majority of 
care individuals with learning disabilities received was graded as ‘Good’ or ‘Satisfactory’.  
 
Key learning from the reviews has highlighted three main areas which will continue to be the focus of 
improvement plans throughout 2020/2021, these are: 
• Improvement in the uptake of Annual Health Checks for individuals with a learning disability to 

ensure at least 75% of those eligible (over the age of 14 years) receive a health check each year.  
 

• Ensuring those individuals with a learning disability have equal access to health screening in line 
with national findings. 

 
• Compliance in relation to capacity assessments for individuals who are deemed to lack capacity to 

consent to treatment/care provision.   
 
Whilst the reviews have highlighted key areas of development for the coming year, reviewers also 
identified areas of good practice and in particular: 
• Good utilisation of reasonable adjustments within the local acute care provider (Northern 

Lincolnshire and Goole NHS Foundation Trust – NLaG), GP practices and community learning 
disability teams.   
 

• Areas of good end of life care planning and provision, ensuring involvement of family members 
where appropriate.  

 

Additionally the NHS England ‘Action from Learning Report 2019/2020’ (published July 2020), 
identified the positive improvement in the number of eligible individuals on the North Lincolnshire 
Learning Disability GP register which increased from 577 to 891 within the year.   
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1.0 Introduction and Background 
 
The Learning Disabilities Mortality Review (LeDeR) programme was established in 2015 as a result of 
one of the key recommendations from the Confidential Inquiry into Premature Deaths of People with 
Learning Disabilities (CIPOLD) (2013). LeDeR is a non-statutory process set up to contribute to 
improvements in the quality of health and social care for individuals with learning disabilities in England. 
All deaths of individuals with a learning disability over the age of 4 years are subject to a Learning 
Disability Mortality Review.  
 
The main purpose of the LeDeR review programme is to: 
• Identify any potentially avoidable factors that may have contributed to a person’s death, and   

 
• Develop action plans that individually or in combination, will guide necessary changes in health 

and social care services, in order to reduce premature deaths of people with learning disabilities.   

Within the NHS Long Term Plan (published January 2019), there is a commitment for continued 
funding for the LeDeR programme to make improvements to the lives of people with learning 
disabilities.   
 
The NHS Operational Planning and Contracting Guidance 2020/2021, contains the following 
requirement for Clinical Commissioning Groups (CCG’s):  
• A robust CCG plan must be in place to ensure that Learning Disability Mortality Reviews (LeDeR) 

are allocated within three months and completed within 6 months of the notification of death to the 
local area. CCG’s are expected to be a member of a ‘Learning from LeDeR’ steering group and 
have a named person with lead responsibility. An annual report will be submitted to the appropriate 
board or committee for all statutory partners demonstrating action taken and outcomes from LeDeR 
reviews.  

 
Both North and North East Lincolnshire CCG’s have named individuals with lead responsibility:  
• The named person within NLCCG is the Director of Nursing and Quality. 
• The named person within NELCCG is the Director of Quality and Nursing.   
 
Both CCG’s are members of the Yorkshire and Humber LeDeR Steering Group which is led by NHS 
England.  
 
In February the CCG’s joined the Hull and East Riding of Yorkshire CCG’s Steering Group. Whilst 
these meetings were ‘stood down’ during the recent COVID-19 pandemic, they have been re-convened 
with agreement that this will now be a Humber Steering Group incorporating all 4 CCG’s.  

1.1 Links with other Review Processes 
 
The LeDeR review process links with other investigation/reviews where appropriate including: 
• Safeguarding Practice Reviews (SPR’s). 
• Safeguarding Adult Reviews (SAR’s). 
• Safeguarding Adult Enquiries (Section 42 Care Act). 
• Domestic Homicide Reviews (DHR’s). 
• Serious Incident Reviews. 
• Coroners’ investigations. 
• Child Death Reviews.   
 
To note – the death of an individual with a learning disability does not automatically trigger a 
safeguarding response. However, at any point through the LeDeR review process, if safeguarding 
concerns are identified, the local area safeguarding process would be followed.    
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2.0    Purpose 

The purpose of this report is to provide North and North East Lincolnshire CCG’s with an overview of 
key findings from reviews completed between 01/04/2019 and 31/03/2020, actions taken to date and 
priorities for the coming year. 

 
3.0    LeDeR Review Process 
 

The National LeDeR Programme which is run by the University of Bristol and commissioned by the 
Healthcare Quality Improvement Partnership (HQIP) on behalf of NHS England, established a process 
where all deaths of individuals with a learning disability (over the age of 4 years) are subject to an initial 
review.  These reviews have a focus on the last year of the individual’s life and include a pen portrait 
(an informal description of a person which focuses on the ‘softer dimensions’ of the person such as 
personality and lifestyle which provides a better understanding of the person), alongside a review of 
any social and/or health care the individual received. The review also includes making contact with 
someone who knew the individual well such as a family member or carer. Their involvement in the 
writing of the pen portrait is key. It is clear from the LeDeR guidance that the reviews are not 
investigations but reviews with a clear focus on identifying learning and not apportioning blame.  
  
The definition of learning disabilities as adopted by the LeDeR programme is the definition used within 
the Learning Disabilities White Paper ‘Valuing People’ (2001) which states that a person with a learning 
disability has the following: 
• A significantly reduced ability to understand new or complex information, to learn new skills 

(impaired intelligence), with 
• A reduced ability to cope independently (impaired social functioning) which started before 

adulthood, with a lasting effect on development.  
 
Deaths of children younger than 4 years are not subject to review beyond the collection of core data 
due to their deaths being part of the statutory Child Death Review Process.  
 
Each CCG has a Local Area Contact (LAC), the Head of Nursing is the LAC for NLCCG and the 
Designated Nurse for Safeguarding Children and Adults is the LAC for NELCCG. 
The role of the LAC is to: 
• Receive the notification of the death through the Bristol electronic referral system. 
• To allocate the review to a local reviewer.  
• To receive and quality assure the completed review and ensure all the relevant learning from the 

review has been captured within the action plan. 
 
Both LAC’s meet to quality assure and approve reviews together, enabling the opportunity to offer 
challenge and ensure a more robust approval process. 
 

4.0    Northern Lincolnshire and Local Position for Learning Disability deaths reported 01/04/19 – 
31/03/2020 

 
Initial modelling on the number of predicted deaths of individuals with a learning disability for Yorkshire 
and the Humber, identified a number of 11 each year for NLCCG against a population of 171,294 and 
10 for North East Lincolnshire against a population of 159,826 (data provided at the outset of the 
programme in 2016).  
 
Across Northern Lincolnshire, there have been 12 deaths reported of individuals with a Learning 
Disability to the LeDeR platform covering the period 01/04/2019 – 31/03/2020. North Lincolnshire and 
North East Lincolnshire both had 6 deaths reported. Figure 1 below identifies the number of deaths 
reported during the financial year 2019/2020 with a comparator to the number reported during the 
financial year 2018/2019.  
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Figure 1. Number of Deaths of Individuals with a Learning Disability Reported 2019/2020 with 
a Comparator to the Number Reported During 2018/2019.   
 

                  
 
Of the 12 individual deaths reported across Northern Lincolnshire between 01/04/2019 and 
31/03/2020;  
• 6 related to Males and 6 related to Females  

 
• Ages ranged between 24 and 78.  

 
• None of the deaths reported were of individuals of BAME background. 
 
Due to the relatively small number of deaths of people with a learning disability in the separate NL and 
NEL localities and a shared main Acute Trust provider (NLaG), the learning has been identified across 
the Northern Lincolnshire footprint.  This mirrors that of the Child Death Overview Panel (CDOP) which 
also looks at the learning from child deaths across a Northern Lincolnshire footprint. 
 

5.0    Overview of Completed Case Reviews across Northern Lincolnshire between 01/04/2019 –   
         31/03/2020 
 

During the time period 01/04/2019 -31/03/2020, 12 LeDeR reviews were completed and submitted for 
Local Area Contact approval across Northern Lincolnshire. It is worth noting that reviews should be 
completed within a 6 month time period following notification of an individual’s death on the ‘Bristol 
system’. Therefore any death notified after the 1st October 2019 would not require the review to be 
completed and approved within this financial year’s annual report and this information and learning will 
be included in next year’s report.  
 
This equates to nine individuals who sadly died between the 01/04/2019 and the 31/03/2020 across 
Northern Lincolnshire whose completed reviews are due to be submitted after 1st April 2020. 
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Figure 2. Number of Reviews Completed 2019/2020 with a Comparator to the Number 
Completed During 2018/2019.   
 

 

Of the 12 reviews submitted for approval between 01/04/2019 – 31/03/2020: 
• 4 were completed within the 6 month timeframe following notification on the Bristol System. 

 
• 1 related to the death of an individual between the 01/04/2019 and the 31/03/2020 and the 

remaining 11 related to deaths that were notified prior to the 01/04/2019. These reviews were part 
of a backlog review process across Northern Lincolnshire and completion of these reviews was a 
focussed piece of work which took priority during 2019/2020.   

 
• There is 1 review outstanding that was due prior to 01/04/2020. This review is currently in the final 

stages of completion before being submitted to the CCG for approval. 
 
• 8 reviews related to individuals residing within North Lincolnshire and 4 related to individuals 

residing within North East Lincolnshire. 
  

• The ratio of male to females across Northern Lincolnshire in relation to the completed reviews was 
2:10 with more of the reviews being female.  

 
• The age range of the individuals within the reviews undertaken was 20-74.   

 
• None of the reviews completed were of individuals of BAME background.  

 
• Within North Lincolnshire 5 of the 8 individuals died in a community setting and in North East 

Lincolnshire 3 of the 4 individuals died in a community setting.  
 
• Causes of death as identified within the completed reviews are in line with the findings of the 

National LeDeR report 2019 and related to pneumonia and aspiration pneumonia (5 of the 12 
deaths of the completed reviews), and Sepsis (2 of the 12 deaths of the completed reviews).  

 

5.1    Grading of Care Provision from Completed Reviews 
 

Figure 3 below identifies the grading of care identified by the reviewers who reviewed the cases 
between 01/04/2020 – 31/03/2020. 
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Figure 3. Grading of care provision of completed reviews 01/04/2020 – 31/03/2020. 

 

Key to care grading: 
• Excellent (1): This was excellent care (it exceeded expected good practice).  

 
• Good (2):  This was good care (it met expected good practice).  

 
• Satisfactory (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).  
 
• Fell short of expectation (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.  
 

• Fell short of expectation (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. 

 
• Fell short of expectation (6): Care fell short of expected good practice and this contributed to the 

cause of death.  
 

As can be seen from the data, across Northern Lincolnshire, the majority of the care individuals 
received was identified as good care (8/12 cases) or satisfactory care (3/12). Where care has been 
identified as falling short of best practice, learning is identified on a multi-agency level and shared to 
ensure that improvements are made for future individuals. The NEL case graded as a 6 was 
undertaken as a multi-agency review in conjunction with the Safeguarding Adult Review Group to 
ensure that all learning was sought on a multi-agency level and shared appropriately. 

6.0    Identified Learning from Completed Reviews 01/04/2019 - 31/03/2020 
 

Within the reviews completed across Northern Lincolnshire between 01/04/2019 – 31/03/2020, 
reviewers identified the following areas of learning: 
• Improvements required in the uptake of annual health checks so that at least 75% of eligible 

individuals over the age of 14 years with a learning disability will receive a health check each year.  
• There continues to be a lack of awareness across health and social care with regard to the required 

documentation of best interest meetings, multi-disciplinary meetings, Mental Capacity Act 
compliance and the difference between these processes. 
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• Whilst the majority of the reviews identified some improvement in access to screening, further 
improvements are required during 2020/2021 within this area. This is in line with national findings. 

 
• Whilst reviewers noted improvements with compliance in relation to capacity assessment, this 

requires continued work during 2020/2021 within both acute and community settings.  
 

• Evidence of good end of life care was identified within some of the reviews, however within others 
there was recognition that earlier decision making may have avoided the requirement for the 
individual to be transferred to hospital. It is anticipated that improvements will be seen within this 
area following the implementation of the ReSPECT document across Northern Lincolnshire during 
2020/2021. ReSPECT is a national patient held document which is completed following an 
advance care planning conversation between an individual and a healthcare professional. 
 

• North East Lincolnshire identified a lack of re-assessment of care needs prior to discharge from 
hospital and a lack of understanding of hospital staff with regard to the difference between 
supported living and residential care provision.  

 
• North East Lincolnshire identified further work is required in relation to identification of the 

deteriorating patient outside of the hospital environment.  
 

• North Lincolnshire identified a lack of support in relation to swallow assessments over weekends.   
 
7.0    Areas of Good Practice Identified from Completed Reviews 01/04/2019 - 31/03/2020 
 

Within the reviews completed across Northern Lincolnshire during 2019/2020, reviewers identified the 
following areas of good practice:  
• Good utilisation of reasonable adjustments within Northern Lincolnshire and Goole NHS 

Foundation Trust (NLaG).  
 

• Good utilisation of reasonable adjustments within both GP practices and Community Learning 
Disability teams.  

 
• Good support from Community Learning Disability teams.  

 
• Good support from the NLaG Learning Disability team when individuals attended for outpatient and 

in-patient care.  
 

• Compliance with the completion of Annual health Checks (within reviews completed during this 
timeframe), although it is recognised that further work within this area is required during 2020/2021 
across Northern Lincolnshire. 

 
• Re-appointment system within the Diabetic screening service and communication with Primary 

Care to ensure individuals were reminded of appointments. 
 

• Reasonable adjustments made by GP practices to support individuals indicating a personalised 
care approach.  

 
• Positive application, review and revocation of DNACPR decisions.   

 
• Good provision of End of Life care within Primary Care including using the gold standard palliative 

care pathway enabling advanced planning and inclusion of family members in plans. 
 

• Good planning in relation to the monitoring of breast care with clear escalation plans.  
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• The use of traffic light assessment (Health Passport) reflecting approaches for staff to take in order 
to reduce stress and anxiety within new environments or situations such as appointments.  

 
• Onward referral to learning disability services and engagement with community services enhancing 

the care provided.  
 

• Good management of constipation with timely escalation to ensure appropriate treatment received.  

8.0    Achievements between 1st April 2019 and 31st March 2020 
 

There have been many examples of positive initiatives undertaken to improve the experience and 
services delivered to service users across Northern Lincolnshire: 
 

8.1    North Lincolnshire Clinical Commissioning Group (NLCCG) 
 

NLCCG alongside Rotherham, Doncaster and South Humber (RDaSH) Community Learning Disability 
(CTLD) team has had a focus on identifying individuals eligible to be on the GP Learning Disability 
register. This area of work has been undertaken to ensure that individuals with a learning disability can 
access and are offered an Annual Health Check. A similar piece of work within children’s services saw 
the addition of 24 young people from the age of 14 added to registers.  
This has seen an increase in the number of individuals recorded on GP registers increase from 577 to 
891 within the year.  
• The working group produced a standardised process and accompanying suite of documents 

(created by the Royal College of General Practitioners (RCGP) and MENCAP) which were 
implemented across all 19 GP practices in North Lincolnshire. This resulted in a consistent 
approach whilst ensuring quality of the data and coding.  The documentation included easy read 
guides for individuals, making health checks more accessible and providing more information to 
increase the uptake of health checks.  
 

• An implementation guide was also produced to support both GP’s and the practices in the full 
process, with links to information and documents. Posters and screen shots were also circulated 
for display to support the promotion of health checks. 
 

• Part of the standardised documents included the NHS England template for Learning Disability 
health checks, which has a dedicated section regarding robust medication review in line with 
Stopping Over medication of People with a Learning Disability (STOMP) and Supporting Treatment 
and Appropriate Medication (STAMP) principles. The template also automatically produces a 
Health Action Plan for each individual. Use of this template ensures that all individuals with 
Learning Disability are having their medications reviewed and reduces variation across the local 
footprint. 

• Webpages on the CCG website were also created to mirror the information included in the 
implementation guide, and provide an alternative resource to information for professionals, 
individuals, their family/carers and members of the general public. 
https://northlincolnshireccg.nhs.uk/learning-disability-annual-health-check/ 

• This work has been recognised within the NHS Learning Disability Mortality Review (LeDeR) 
programme: Action from Learning Report 2019/2020 which was published in July 2020. The link to 
the published report:  

       https://www.england.nhs.uk/wp-content/uploads/2020/07/Action-from-learning-report-2020.pdf  
 
• The CCG participated in an external peer review with the Humber Coast and Vale (HCV) Health 

and Social Care Partners in February 2020, which was aimed at developing and improving service 
delivery for individuals with a learning disability or autism as part of the Transforming Care 
Programme. Following this peer review, the CCG has established a local Transforming Care 
Partnership group with the North Lincolnshire Local Authority and RDaSH to: 
o Discuss the wider transforming care agenda. 

https://northlincolnshireccg.nhs.uk/learning-disability-annual-health-check/
https://www.england.nhs.uk/wp-content/uploads/2020/07/Action-from-learning-report-2020.pdf
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o Progress objectives from the peer review. 
o Discuss local delivery of the agenda.  

 
8.2    North East Lincolnshire Clinical Commissioning Group (NELCCG) 
 

• Within North East Lincolnshire (NEL) there has been a support campaign targeted towards those 
GP practices identified as underachieving for physical health checks against their Learning 
Disability Register. Specific support was also provided to nursing staff within practices to enhance 
this work. The support to practices including utilising standardised template on clinical records, 
bespoke support was offered to every practice to address each practices idiosyncratic difficulties 
with recording health checks and to improve quality of the health check undertaken. The uptake of 
this was over 90% of practices. 
 

• This campaign was accompanied with a communication strategy to inform people with a Learning 
Disability and their carers of their right to a physical health check and what sort of things to expect 
when attending these appointments.  
 
 

• Regular review of the medication and interactions of several medications for people with learning 
disabilities and/or autism is essential in supporting individuals to live longer. Work in relation to 
STOMP/STAMP continues including with GP practices to review and where possible reduce 
medications for this group of individuals.   

 
• A well-attended bespoke Learning Disabilities training session was facilitated to Practice Nurses 

from all surgeries. This session focussed on the importance of annual health checks and increased 
attendees’ awareness of the need for reasonable adjustments to their normal practice to achieve 
the health checks successfully.  

 
• NEL CCG commissioned a local community charity, Care4All, to work with service users to develop 

and promote the Think LD! Initiative. Service users devised and created posters and digital material 
to encourage providers and GP Practices to consider simple and reasonable adjustments to their 
mainstream services when helping someone with Learning Disability - such as allowing extra time, 
allowing carers/supporters, or sending reminder text messages. The Think LD initiative serves as 
a prompt to practices, services, and general population to encourage and consider the principles 
of Reasonable Adjustments – making services and contacts for people with LD easier to access 
and thereby supporting them to comply with treatment or assistance. This in turn increases the 
potential for a higher quality of life and health outcome. 
 

 
8.3    North and North East Lincolnshire CCG’s LeDeR Local Area Contacts (LAC’s) 
 

The CCG LAC’s have continued to work collaboratively in the joint review and approval of completed 
reviews. In order to support this work, they have: 
• Developed a Standard Operating Procedure in relation to the process ensuring it is robust and in 

line with both NHSE requirements and the Bristol LeDeR system.  
 

• Developed a Quality Assurance checklist for use when approving completed reviews to ensure a 
consistent approach to the process and enable feedback to be provided to reviewers should further 
work be required in order to approve a review.  
 

8.4    Northern Lincolnshire and Goole NHS Foundation Trust (NLaG) 
 

The NLaG Learning Disabilities team have:  
• Continued to support staff in recognising learning disability issues.  
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• Supported with mental capacity concerns, assessments and helped to plan best interests meetings 
with support regarding Deprivation of Liberty. 

 
• Recommended and supported ‘reasonable adjustments’ for individuals in both outpatient clinics 

and in-patient areas. 
 

• Provided enhanced support to individuals during appointments and procedures. 
 

• Undertaken regular walk rounds to support staff with vulnerable patients. 
 

• Worked closely with the Trust’ Nutrition Clinical Nurse Specialist to ensure patients who also have 
a Learning Disability are reviewed and fully supported in terms of any issues relating to nutrition 
and hydration.  

 
• Taken the Trust lead in the LeDeR process and shared learning from deaths across the 

organisation. 

The Trust also: 
• Developed accessible information booklets and communication cards for the Emergency Care 

Centres (ECC’s). 
 

• Attended a local LeDeR event and promoted sepsis awareness. 
• Took part in filming role play scenes in relation to the application of the Mental Capacity Act in 

practice. 
 

• Provided teaching to undergraduate students at Grimsby Institute in relation to Learning Disabilities 
care. 
 

• Attended the 2019 Nursing and Midwifery Conference where the Acute Hospital Learning Disability 
Liaison Nurse gave a presentation on her role and a service user’s patient story was heard. 

 
• Made the Health Passport available in electronic format as well as paper to provide a permanent 

record within the hospital that can be updated as required on admission or if the individual attends 
for a procedure. 

• Developed the patient menus in an accessible format for individuals with Learning disabilities.  

• Took part in the second round of the NHS Benchmarking for the Learning Disability Improvement 
Standards. This is a national initiative led by NHSI. 

• The Learning Disability Nurse was also chosen for the first Florence Nightingale Foundation 
Learning Disability Leadership Programme. 
 

• Additionally, the Learning Disability Nurse was also a finalist in the Trust’s Our Stars Awards in the 
Excellence in learning category.  

 
8.5    Care Plus Group North East Lincolnshire 
 

• Within Care Plus Group (community provider within North East Lincolnshire), the Health and 
Wellbeing team have changed  the ‘Health Book’ previously used as part of the annual health 
action planning reviews undertaken and have aligned it to the Trusts hospital passport format. 
With the clients/supporters agreement it is shared with the hospital liaison nurse. 
 

• The Health and Wellbeing team commenced providing support with hospital discharge follow up.  
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• The Team are also actively working with GP groups to improve the uptake and quality of GP led 

annual health checks.  

9.0    Areas of Challenge Identified during 2019/2020 
 

   The following areas of challenge have been identified in relation to the review process: 
• The process for completion of a review is lengthy and has an impact on the length of time to 

complete the process, (should be completed within 6 months of notification of the death) as 
practitioners undertake these alongside their main role. There are currently less than 10 reviewers 
across Northern Lincolnshire providers and the CCG’s. There are currently no reviewers within 
either of the Local Authorities.  
 

• Whilst this report covers April 2019 – March 2020, COVID-19 has had an impact on the ability of 
reviewers to complete allocated reviews towards the latter part of the financial year (February and 
March 2020).   
 

• Sharing of and transference of identified learning into action to improve service provision across 
Northern Lincolnshire. 

 
 

10.0 Recommendations for 2020/2021    
 

Due to the small number of cases within both North and North East Lincolnshire CCG areas, the Local 
Area Contacts continue to work collaboratively. The following have been identified as priority areas for 
the financial year 2020/2021: 
 
• To increase the number of reviewers within Northern Lincolnshire to ensure there are reviewers 

within all providers. This will enable and support the LAC’s in timely allocation of reviews and 
support the requirement to meet the NHSE/I completion timeframes for all LeDeR reviews.  
 

• To develop a Northern Lincolnshire forum to support and enable learning for all reviewers (both 
CCG’s share the local Acute Trust’s reviewers).  

 
• To embed the Northern Lincolnshire ‘Learning into Action Group’ with commissioners of services 

to ensure changes to practice are initiated in response to the learning from cases reviewed across 
Northern Lincolnshire. 

 
• To continue working with our peers across the Humber to further develop the Humber Steering 

Group with improved liaison between the four CCG’s and the Transforming Care Partnership. 
 

• Further improve on the number of Annual Health Checks offered to individuals with a learning 
disability across Northern Lincolnshire. 

 
• Development of a quarterly bulletin to be shared with all Health and Social Care colleagues across 

Northern Lincolnshire identifying both national and local learning.   
 

• The North Lincolnshire Learning Disabilities Health and Wellbeing Group’s workplan for 2020/2021 
to reflect the themes of both local and national LeDeR findings in order to undertake specific pieces 
of work.  

 
• NLCCG will be undertaking service specification reviews which will incorporate learning from 

LeDeR and underpin future delivery of care.  
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• There is a recognised weakness between the Humber Transforming Care Partnership (TCP) Board 

and local LeDeR Steering Groups in relation to information shared. The TCP are currently  
recruiting a Programme Manager in order to take this work forward. The TCP is a partnership 
across organisations to deliver improved care for people with Learning Disability and/or Autism. 
The Humber TCP consists of Hull CCG and City Council, East Riding CCG and County Council, 
NLCCG and Council and NELCCG (Health and Adult Social Care commissioner).  
 

 
 
 
Hazel Moore 
Head of Nursing NLCCG 
 
Julie Wilburn 
Designated Nurse Safeguarding Adults and Children NELCCG 
 
August 24th 2020 


