
 

 

 

LeDeR Programme Quarterly Report  Appendix 5 

Q3 2019/20 
 

1.0 INTRODUCTION   
 
1.1 This report, written on 05/02/2020, provides an update of the LeDeR Programme within Dorset up 

to the end of Q3 2019/20. 
 

2.0 PROGRAMME UPDATE 
 
 Reviewer recruitment progress 
 
2.1 At the end of Q3 2019/20, the breakdown by organisation is as follows: 
 

Organisation No of 
trained 

reviewers 

No of 
reviewers 
who have 

commenced 
one or more 

reviews 

No identified 
and awaiting 

reviewer 
training 

and/or line 
manager 

authorisation 
 

Total 
number of 
trained and 

potential 
reviewers 

per 
organisation 

Total 
number of 
reviewers 
currently 

allocated a 
case 

CCG (including primary 
care) 
 

9 7 0 9 7 

DHC 
 

8 5 2 10 4 

PHFT 
 

0 0 1 1 0 

RBCH 
 

3 1 1 4 1 

DCHFT 
 

2 2 0 2 2 

Bournemouth, 
Christchurch and Poole 
Council  
 

0 0 0 0 0 

Dorset Council 
 

0 0 0 0 0 

Local LD Charities 
 

0 0 5 5 0 

SWASFT 
 

0 0 0 0 0 

Total 
 

22 15 9 31 14 

 
2.2  Of the 22 trained reviewers, only 14 are ‘active’ and currently allocated reviews. The remaining 

individuals (some of whom have previously undertaken a LeDeR review) continue to state work 
pressures as the reason to be unable to undertake a LeDeR review at this time. There are also 
three trained Reviewers who are currently working ‘bank’ for their organisations who would like to 
complete reviews; however, payment would be required for these reviews for which there currently 
is no budget. 

 
 
 



 

 

 

 
2.3 On 09/10/2019 the Dorset programme’s first funded reviewer joined the CCG LeDeR team via a 

‘bank’ arrangement to work 11.5 hours/week, solely focusing on undertaking LeDeR reviews. This 
has now increased to 15 hours/week. This role has been funding from non-recurrent NHS England 
monies.  

 
2.4 It is anticipated that the number of reviews completed each quarter will increase significantly from 

Q4 2019/20 now that dedicated, paid reviewer resource is in place (and the CSU reviews are 
starting to be received – see Section 2.5) 

 
Programme status and activity 

 
2.5 The following table summarises the activity of the Dorset programme, at the end of Q3 2019/20. 

All data is cumulative.  

 2017/18 
 

2018/19 2019/20 

Q2 
 

Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 

Total notifications  
 
 

41 49 56 73 75 81 83 95 105 116 

Notifications 
awaiting allocation 
to a reviewer 

31 32 15 17 14 13 9 15 16 22 

Completed reviews 
 
 

5 7 9 15 16 23 36 49 51* 53* 

Reviews awaiting 
sign off by 
Assurance panel 
 

2 0 0 0 0 0 3 2 5** 4** 

 
*This includes those reviews undertaken by NHS England as part of the initial ‘backlog’ (‘Backlog 1’) and have all been 
approved by the LeDeR Bristol team.  

 
**These four reviews were submitted to the July, August, September and November Assurance Panels and are awaiting 

actions to be completed by the Reviewers prior to closure. 
 

North of England Commissioning Support Unit (CSU) 
 
2.6 In January 2020 contact was received from the North of England CSU who nationally have been 

procured by NHS England to undertake reviews of all unallocated reviews which were notified prior 
to 31/12/2018. The CSU was initially allocated 16 Dorset reviews and these reviews are now 
underway with a view to complete them by 31/03/2020. In early February 2020, CSU was allocated 
a further two reviews from prior to 31/12/2018 and two from the period 01/01/2019 – 30/06/2019.  

 
2.7 The operating model of the CSU is with paid reviewers (which were advertised nationally on NHS 

jobs) which is a different model to the Dorset programme which predominately relies on volunteer 
reviewers.  

 
2.8 All reviews undertaken by the CSU will be ‘signed off’ by the monthly Dorset assurance panel prior 

to closure.  
 
 
 
 



 

 

 

 
 
2.9 At the time of writing the Q3 2019/20 quarterly report (05/02/2020), and in consideration of the 

reviews allocated to the CSU, the next review waiting to be allocated for review was notified in 
August 2019. This is a significantly improved position than prior to the procurement of the CSU and 
the commencement of the Bank LeDeR reviewer. NHS England have stated that all LeDeR 
programmes need to get to, and sustain, a position where all deaths are reviewed within six months 
of notification.  

 

3.0 SHARING LEARNING 
 
3.1 The objective of this report is to be primarily about identification, sharing and implementation of 

learning from LeDeR reviews within Dorset.  
 

National learning and resources 
 
3.2 The national team, based in Bristol, have produced five ‘Action into Learning’ newsletters since 

July 2018, sharing the national learning associated with:  
 

Aspiration 
pneumonia 

 

Sepsis 
 

Recognising 
deterioration 

 

Constipation 
 

Mental Capacity 
Act 

3.3 There have been no new ‘Action into Learning’ newsletters since the last quarterly report.  
 
3.4 A monthly newsletter, which contains news and resources, is circulated from the LeDeR team at 

the University of Bristol. The monthly bulletins (to January 2020) can be viewed here.  
 

Local learning 
 
3.5 Not all reviews generate learning, with a significant number of reviews demonstrating good care 

throughout the life, and end of life, of the individual. To 31/12/2019, 9% of reviews have indicated 
that care fell short of expected good practice (scored 4, 5 or 6).  

 
3.6 Of the two cases closed during Q2 2019/20, neither scored ‘3’, ‘4’. ‘5’ or ‘6’. Therefore, there are 

no ‘specific case’ synopses within this report.  
 

3.7 The 53 reviews completed (to 31/12/2019) are scored as follows: 
 

Score Score description To 
30/09/19 

Q3 
2019-20 

Total % of 
cases 

1. This was excellent care and met current best 
practice 
 

9 0 9 17% 

2. This was good care, which fell short of current 
best practice in only one minor area. 
 

29 2 31 58% 

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).  
 

4 0 4 8% 

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. 
 

2 0 2 4% 

http://www.bristol.ac.uk/media-library/sites/sps/leder/WORKINGAspirpneumJulynewsletterfinal2.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/WORKINGAspirpneumJulynewsletterfinal2.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/SepsisSeptnewsletterFINAL.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/RecognisingDeteriorationLiABulletinFINAL.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/RecognisingDeteriorationLiABulletinFINAL.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/ConstipationJANnewsletter.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/MCAMarchNewsletter.pdf
http://www.bristol.ac.uk/media-library/sites/sps/leder/MCAMarchNewsletter.pdf
http://www.bristol.ac.uk/sps/leder/news/monthly-bulletins/


 

 

 

5. Care fell short of current best practice in one or 
more significant areas, although this is not 
considered to have had the potential for 
adverse impact on the person some learning 
could result from a fuller review of the death. 
 

3 0 3 5% 

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

0 0 0 0% 

7. This review was done prior to 1-6 care scoring; 
deemed unavoidable 
 

2 0 2 4% 

8.  
 

This review was conducted via an external 
process and has therefore not been scored 
(e.g. CDOP, DHR) 
 

2 0 2 4% 

 Total 
 

51 2 53 100.0% 

 
3.8 The recommendations from the review scored ‘2’ in Q3 2019/20 were: 
 

Issue Learning  Recommendation 

Miss X was prescribed O2 
PRN for home use, however 
the GP was querying who was 
monitoring this. 

An AIRS form should have been 
completed by the GP. A care plan 
should have been in place and 
shared with GP. 
 

Communication between 
Southampton Cardiac team, 
GP and local respiratory 
nurse needs to be linked up. 

Mr Y's DNACPR was poorly 
completed, with incorrect 
information in sections 2,3 and 
4.  

DNACPR needs to be legible 
without the use of acronyms and the 
content appropriate. No MDT or 
family members were included in 
the decision made. 
 

To take to the Pan Dorset 
mortality meeting and 
address formally through GP 
network. 

End of life care plan completed 
without circle of support 
involvement. 
 

Whilst someone may have capacity, 
it is still important to encourage the 
person to involve their circle of 
support when completing their End 
of Life Care Plans. 

To advise community learning 
disability staff to encourage 
person to involve their circle 
of support when completing 
end of life care plans. 
 

 
3.9 Specific recommendations are followed up by the Dorset Local Area Contact, and from March 

2020, this will be undertaken by the LeDeR Facilitator (see Section 4.2).   
 
3.10 As stated in Section 2.3, it is anticipated that the number of reviews reviewed each quarter (and 

hopefully signed off as completed) will increase significantly from Q4 2019/20 due to dedicated 
resource to undertake reviews.  

 
 
 
 
 
 
 
 
 



 

 

 

4.0 AFFECTING CHANGE  
 
4.1 During the first ‘Learning Disability and Autism Programme Board’ on 27/01/2020 the overarching 

governance arrangements across Bournemouth, Christchurch and Poole and Dorset for the NHS 
Learning Disability and Autism Programme (as part of the NHS Long Term Plan (2019)) were 
discussed, along with the mechanism by which learning from the LeDeR programme will feed into 
quality improvement work and commissioning decisions. The next meeting of the Joint 
Commissioners Officers Group (JCOG) is in March 2020 to set direction in line with the work plan 
for Dorset. 

 
4.2 From 02/03/2020 a ‘LeDeR facilitator’ will be joining the team 35 hours/week. The objectives of the 

post are to: 

 Undertake LeDeR reviews; 

 Increase awareness of the LeDeR programme resulting in an increase in reporting of the 
deaths of those with a learning disability to the programme; 

 Increase engagement of health and social care professionals in the LeDeR programme; 

 Increase the profile of the need for change in relation to those with a learning disability, to 
increase overall life expectancy; 

 Establish a method of collating identified changes in practice resulting from LeDeR learning; 

 Facilitate greater knowledge of ‘best practice’ across health and social care providers within 
Dorset. 

 
Author’s name and title:      Suzie Hawkins, Local Area Contact – LeDeR, NHS Dorset CCG 
Date:    05/02/2020 
 

Team contact details: 

Suzie Hawkins suzie.hawkins@dorsetccg.nhs.uk 01305 368047 
 

Helen Corlett 
 

helen.corlett@dorsetccg.nhs.uk 01305 213599 

 
To routinely receive the quarterly report directly from the Local Area Contact (by being added to the 
distribution list), please contact suzie.hawkins@dorsetccg.nhs.uk, stating your contact details, your job 
title and the meeting at which the paper will be presented. 
 
To become a reviewer, please email helen.corlett@dorsetccg.nhs.uk  
 

 

NOTIFY A DEATH: Anyone can notify the LeDeR team including people with learning disabilities 
themselves, family members, friends and paid staff. 
 

Click here to notify of a death online or call 0300 777 4774 
 
A poster about how to notify a death is available here. If you would like any printed copies, please 
contact the LeDeR team on leder-team@bristol.ac.uk or call 0117 331 0686 
 

 

 

mailto:suzie.hawkins@dorsetccg.nhs.uk
mailto:helen.corlett@dorsetccg.nhs.uk
mailto:suzie.hawkins@dorsetccg.nhs.uk
mailto:helen.corlett@dorsetccg.nhs.uk
http://www.bristol.ac.uk/sps/leder/notification-system/
http://www.bristol.ac.uk/media-library/sites/sps/leder/notify_a_death_flyer_for_website.pdf

