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Research Report

Title
Premature mortality in individuals with learning Disabilities in the United Kingdom: A Scoping Review

Introduction
The World Health Organization (2024) defines Learning Disability (LD) as a neurodevelopmental condition that begins during the developmental period and is characterised by significant limitations in intellectual functioning (Tromans et al., 2024). NHS England states that, learning impairment occurs before maturity, it defines LD as a condition that began before adulthood and has a long-lasting impact on development (NHS, 2025).
 Most primary care patients with learning disabilities will receive a diagnosis after a professional neurodevelopmental evaluation, primary care for adults or children throughout their evaluation, consider the person’s requirements and ability to make judgements (NICE, 2025). One of the main causes of the early death of individuals with learning impairments in the UK is still unequal access to healthcare services (Mencap, 2025). 
 Approximately 1.5 million people in the United Kingdom have learning disability, making them one of the most marginalised groups in society (Mencap, 2025).  A person’s brain development can be affected, either before they are born, during their birth or in early childhood and cause LD, later in life some people get diagnosed with LD (NHS, 2018).

Rationale
To enhance healthcare delivery, lessen inequality, and guide UK policy and practice, it is crucial to comprehend why individuals with learning disabilities pass away earlier. In comparison to fatalities reported in 2018 and 2019, the median age of death was 61 years, an increase of one year. Men and women with learning disabilities typically pass away 22 and 26 years earlier than the general population, respectively (NICE, 2025).
 Disparities in healthcare access, treatment quality and preventative actions continue despite legal protections such as the Equality Act of 2010 (GOV.UK, 2022). Research continuously shows that, in comparison to the general population, individuals with learning disabilities have a much higher death rates and shorter life expectances, and die at much younger age, compared to the general public (NICE, 2025).

Review Question
Why individuals with Learning Disabilities die younger 
Objectives
To locate important, peer-reviewed articles that look at early death among people with learning disabilities in the United Kingdom
To complete data on risks factors, causes of death, and mortality rates.
To determine recurrent themes and service-related factors that contribute to avoidable fatalities

Background
People with learning disabilities experience significant health inequalities and poorer health outcomes compared to the general population. People with learning disability have reduce intellectual ability and difficulty with everyday activities, which affects someone for their whole life (NHS, 2023). These individuals often face multiple disadvantages, including higher rates of physical and mental health conditions, inequalities are the persistent gap in life expectancy, with people with learning disabilities dying significantly younger than the general population. The LeDeR report (2025) goes on to say that 42% of deaths of people with learning disability were rated avoidable, compared with 22% for the general population (CQC, 2023).
In the UK, national policy, laws, and healthcare guidelines have all acknowledged this problem. According to reports, individuals with learning disabilities typically pass away 15-25 years earlier than people without disabilities (Heslop et al., 2014). As a result, legislators and medical professionals are paying more to attention to reducing preventable mortality and raising the standard of treatment. To investigate the causes of death and pinpoint areas where care delivery needs to be improved, the Learning Disabilities Mortality Review (LeDeR) programme was created. Findings demonstrate that many deaths are preventable and connected to systemic shortcomings in the provision of healthcare (NHS, 2025).
Healthcare providers are legally required by laws like the Equality Act 2010 to guarantee that individuals with disabilities receive equal treatment, including reasonable service modifications. Despite this, research indicates that individuals with learning disabilities still encounter prejudice and obstacles when trying to obtain medical care. The obstacles include poor staffing training, communication problems, and a lack of knowledge about the unique requirements of this demographic. People may consequently receive improper care, insufficient therapy, or delayed diagnosis (Heslop et al., 2014).
  Across the five studies, there is strong agreement that premature mortality among people with learning disabilities is largely preventable and linked to systemic failures in healthcare. All studies identify inequalities in access to care and highlight the importance of improving healthcare services to reduce mortality rates. However, the studies differ in their methodological approaches and areas of focus. Quantitative studies such as Glover et al. (2017) and Glover and Emerson (2013) provide statistical evidence of mortality rates and preventable deaths (Glover et al., 2017; Glover and Emerson, 2013).
Approach to prevention that are major contributors to health inequalities as identified in the Marmot Review (2010) is raising cause for concern. While qualitative research like Heslop et al. (2014) offers detail insights into the underlying causes and healthcare failures. Robertson et al. (2021) add a policy perspective, emphasising the need for systemic change (Heslop et al., 2014; Robertson et al., 2020). 
Cause of deaths
 After reviewing the deaths of 247 individuals with learning disabilities between 2010 and 2012, the Confidential Enquiry into Premature Deaths of People with Learning Disabilities (CIPOLD) discovered that Heart and circulatory conditions as well as cancer were most frequent underlying causes of mortality. Most frequently, a respiratory infection was the last event that resulted in mortality, of the deaths, 43% came as a surprise (NICE, 2025). 
The CIPOLD investigation was prompted by the worries and found extensive service-level shortcomings (Heslop et al., 2014). People with learning disabilities had significantly shorter life expectancies, according to research. Men with LD die about 22 years sooner, women with LD die about 26 years earlier, in comparison to the general population (NICE, 2025).
Patters of Mortality
Control of cardiovascular risk factors, dysphagia and epilepsy, management and colorectal screening are crucial areas for health programmes as these areas are notable cause of LD deaths (Glover et al., 2016). 

Multiple Morbidities
Persons with learning disabilities experience several long-term problems at younger ages. Chronic illness and early-onset fragility make people more susceptible to avoidable complications (Cooper et al., 2020).

Diagnostic Overshadowing
One significant obstacle is still diagnostic overshadowing which occurs when symptoms are mistakenly linked to a disability rather than a medical condition, this leads to improper therapy and delayed diagnosis (Heslop et al., 2014).

UK frameworks aim to address inequalities among people with learning disabilities:
Care Act (2014)
Equality Act (2010)
Health and Social Care Act (2012)
NHS Long-term plan (2019)

 Social Determinants
Social exclusion, unemployment, and poverty all raise health risk. Health inequities are made worse by broader factors like inadequate housing and low health literacy. Overall, health issues, service obstacles, and structural inequity seem to interact to cause early mortality (Heslop et al., 2014).

Methods
To investigate the causes of early mortality among individuals with LD in the UK, this study used a scoping review methodology. To find pertinent peer-reviewed literature, a methodical search approach was created. Key phrases e.g. learning disabilities and premature deaths electronic databases such a PubMed was also used. To map important research findings around early mortality in individuals with learning disabilities in the UK, using a scoping review methodology Arksey and O’Malley, (2005), as used The population-based Confidential Inquiry examined the deaths between June 1, 2010 and May 31, 2012, of individuals with intellectual impairments who were four years of age or older and registered with a general practitioner in one of five Primary Care Trust regions in southwest England (Heslop et al., 2014). 
The Confidential Inquiry received core data and notifications of all deaths of individuals with intellectual disabilities from a network of health, social care, and voluntary sector services, community connections, and statutory bodies. Information regarding the coding of individual cause of death certificates was supplied by the office for National Statistics, deaths were classified as avoidable (Heslop et al., 2014). Glover et al. (2016 examined mortality trends and determined causes of death among individuals with LD using epidemiological analysis based on extensive population data in England. Hoskings et al. (2016) used a cohort study design, comparing the mortality rates of individuals with LD to those of the general population across time. While Heslop et al. (2014) used a population-based confidential inquiry (Glover et al., 2016; Heslop et al., 2014; Hoskin et al., 2016).

Search Strategy
PubMed, and other journals were among databases that were searched
 Keywords used: learning disabilities, intellectual disabilities, avoidable deaths, and premature mortality
Inclusion Criteria
Journals publications that have undergone peer review, UK based studies,
 English- Language publication. LD
Exclusion Criteria
Documents related to polices, none-LD publications 
Data Analysis
Thematic analysis (Aveyard, 2014) was carried out by finding recurrent themes in several studies 

Ethical Considerations
Published research was used in this research, formal ethical approval was not necessary. Throughout, proper citation and academic integrity were upheld. (GOV.UK, 2025). 

Results 
Five research that underwent peer review were chosen for examination
Based on the research report topic: Why do people with learning disabilities die younger in the UK, five peer-reviewed studies were chosen. People with learning Disabilities had much shorter life expectancies and higher rates of preventable death, according to numerous research, for instance studies have shown that people with learning disabilities pass away 13-20 years earlier than the general population (Heslop et al., 2014).
Across the five studies, there are strong agreement that premature mortality among people with learning disabilities is largely preventable and linked to systemic failures in healthcare. All studies identify inequalities in access to care and highlight the importance of improving healthcare services to reduce mortality rates. However, the studies differ in their methodological approaches and areas of focus. Quantitative studies such as Glover et al. (2017) and Glover and Emerson (2013) provide statistical evidence of mortality rates and preventable deaths (Glover et al., 2016; Glover and Emerson, 2013).


	Authors & Year
	Aim
	Methodology
	Key Findings
	Relevance

	Glover et al. (2016)
	Examine mortality rates in England
	Epidemiological analysis
	Higher mortality from treatable conditions
	Highlights preventable deaths

	Glover &Emerson (2013)
	Estimate preventable deaths
	Statistical modelling
	Over1,200 deaths annually could be prevented
	Quantifies avoidable mortality

	Heslop et al. (2014)
	Investigate cause of premature death
	Population-based confidential inquiry
	37% of deaths were avoidable; major issues in healthcare provision
	Identifies systemic failures in care

	Hoskin et al. (2016)
	Compare mortality with general population
	Cohort study
	Increased risk of early death, and poor access to care
	Shows inequality in healthcare access

	Robertson et al. (2020)
	Explore factors influencing premature death
	Expert consultation study
	Gender and systemic issues influence mortality
	Provide policy insights




Important Themes Found
Three primary motifs were found through thematic analysis:
Inequitable Access to Healthcare Services
Diagnostic Overshadowing and Poor Quality of Care
Avoidable and Preventable Causes of Death





Discussion of Findings

The findings show that a significant problem is diagnostic overshowing, in which somatic symptoms are mistakenly linked to learning disabilities, resulting in missed or delayed diagnosis (Heslop et al., 2014). People were more likely to pass away from conditions that might be treated, suggesting inadequate care. This reveals deficiencies in clinical practice and professional care (Glover et al., 2016) 
 Theme 1: Inequitable Access to Healthcare Services
How were participants chosen

People with learning disabilities who had pass away too soon were chosen for the study, through a nationwide review procedure. A representative sample of the population was ensured by identifying cases from social NHS records throughout England (Heslop et al., 2014). In similar vein, Hosking et al. (2016) selected people with learning disabilities and compared them to the general population using gathered primary care data (Hosking et al., 2016).
Sample Size
While Hosking et al. (2016) examined a far larger data of over 14,000 people with intellectual disabilities compared to almost 86,000 controls, Heslop et al. (2014) examined 247 fatalities of people with learning disabilities (Hosking et al., 2016; Heslop et al., 2014),
Data Collection Tools
Heslop et al. (2014) employed structured investigations, case note reviews, and professional and carer interviews. To gather quantitative data, Hosking et al. (2016) used clinical databases and electronic health records (Heslop et al., 2014; Hosking et al.,2016).
Analysis Tools Used
To find trends in care failures, Heslop et al (2014) used qualitative theme analysis. Hosking et al. (2016) compared death rates and identified factors using statistical techniques such as regression analysis (Heslop et al.,2014; Hosking et al., 2016).
Findings
According to the studies, delay in diagnosis and lack of appropriate accommodation are two major obstacles people with learning disabilities have when trying to receive healthcare (Heslop et al., 2014). Hoskings et al (2016) also showed that poor access to care was associated with far higher death rates. These results draw attention to structural disparities in healthcare services (Heslop et al.,2014; Hosking et al., 2016).
Conclusion 
One of the main causes of the early death of individuals with learning impairments in the UK is still unequal access to healthcare services. The data shows that structural obstacles, such as poor communication, lack of adequate accommodations, and low health literacy, seriously impede prompt access to quality care (Heslop et al., 2024). Disparities are a result from unequal execution of legislative frameworks like the Equality Act (2010). Individuals pass away earlier who have LD (Local.GOV.UK, 2023). To provide equitable access for all people, addressing access challenges necessitates a change more inclusive, person-centred healthcare delivery, which is backed by policy enforcement, staff training, and enhanced service design (GOV.UK, 2010). 
 
Theme 2: Diagnostic Overshadowing and poor quality of care
How participants were chosen
Heslop et al. (2014) selected people with learning disabilities whose deaths were thoroughly examined using national mortality statistics once more. Glover et al. (2016) identified people with learning disabilities from national database in England using population-level data (Heslop et al., 2014; Glover et al., 2016).

Sample Size
While Glover et al. (2016) examined mortality data for thousands of people throughout England with learning disabilities, Heslop et al. (2014) included 247 and cases (Glover et al., 2016; Heslop et al., 2014).

Data Collection
Glover et al. (2016) used national data and mortality records, whereas Heslop et al. (2014) used case studies, interviews, and document analysis (Glover et al., 2016; Heslop et al., 2014).
Analysis tools used
Heslop et al. (2014) found patterns like diagnostic overshadowing using qualitative theme analysis. Standardised mortality ratios and other statistical and epidemiological analysis were used (Heslop et al., 2014; Glover et al., 2016).

Key findings
Because symptoms are frequently misattributed to the disability rather than properly investigated, diagnostic overshadowing and poor quality of care have been the found to be the major contributors to early preventable deaths among individuals with LD (Heslop et al.,2014; Mencap, 2019).
Conclusion
One of the NHS Long-Term Plan areas is to deal with LD as a clinical priority (Parkin, 2023). Systemic biases in healthcare environments, a lack of confidence among healthcare providers, and inadequate training all exacerbate this problem. Previous studies have shown that some demographic characteristics are linked to variations in the use of and access healthcare services, as well as an increased risk of poorer health. People with learning disabilities are one group that may be more vulnerable to health and healthcare disparities. These vulnerabilities may result from difficulties in organising and delivering services as well as obstacles to service access (Louch et al., 2021).
The continued use of these methods reveals serious deficiencies in clinical governance and professional education, mandatory training, better clinical guidelines and a greater focus on person-centred and evidence-based care are all necessary reduce these hazards. Improving diagnostic precision and guaranteeing that people receive timely and appropriate medical interventions depend on addressing these issues (Heslop and Marriott, 2013).

Theme 3: Avoidable and Preventable Causes of Deaths
How were Participants Chosen
In Glover et al. (2016) and Hosking et ai. (2016), participants with documented learning disabilities were chosen from primary care records and national data base. Medical records were used for selection, guaranteeing that people with verified diagnoses were included (Glover et al., 2016; Hosking et al., 2016).
Sample Size
Glover et al. (2017) used extensive national databases encompassing thousands of deaths throughout England, whereas Hosking et al, (2016) covered over 14,000 people (Glover et al., 2016; Hosking et al., 2014).
Data Collection Tools
The research made use of secondary data sources, such as national databases, mortality statistics, and medical records. Large-scale examination of mortality trends was made possible by these technologies (Heslop et al., 2014; Glover et al; 2016).

Analysis tools used
To find trends in avoidable deaths, the studies employed statistical and epidemiological analysis, such regression models and mortality rate comparisons (Glover et al., 2016).
 Findings
The results demonstrated that a considerable percentage of deaths among individuals with learning disabilities are avoidable (Iffland et al., 2023).  especially those caused by infections, cardiovascular diseases, and respiratory diseases (Glover et al., 2016). Additionally, Hosking et al. (2016) discovered that higher mortality is a result of lack of preventative services, such as health examinations. These findings point to shortcomings in continuing healthcare management and early intervention (Hosking et al., 2016).
Conclusion
The high rate of unnecessary and preventable fatalities among individuals with learning disabilities highlights serious shortcomings in service coordination and preventative healthcare. Evidence suggests that many fatalities are caused by illnesses like respiratory and cardiovascular diseases that might be treated id detected early. However, lost opportunities for intervention are a result of poor continuity of treatment. The influence of diagnostic overshadowing the practice of medical providers attributing physical health problems to an individual with learning disabilities instead of looking into underlying medical conditions is another major issue. Diagnostic overshadowing is a significant factor in preventable deaths, as many people are misdiagnosed or receive insufficient evaluation (Heslop et al., 2014).
Medical personnel frequently lack the education and self-assurance necessary to properly evaluate people with learning disabilities. This may cause major illnesses like cancer, respiratory disorders, or cardiovascular problems to go undiagnosed until they are far along (Hosking et al., 2016). There are gaps in the quality of care because individuals with learning disabilities are more likely to die from diseases that are treatable in the general population (Glover et al., 2016). Individuals with LD who struggles have less control over their lives (DHSC, 2001).
 According to Heslop et al. (2014), a lack of comprehensive, person-centred care and inadequate family or carer involvement in decision-making procedures were major factors in many fatalities. This demonstrates a larger inability to implement inclusive and cooperative care strategies (Heslop et al., 2014).
Key Findings
According to the research, early diagnosis of medical issues, better access to healthcare, and enhanced clinical training could all help save many fatalities (Glover et al., 2016; Heslop et al., 2014). Miscommunication and insufficient treatment may result from healthcare personnel' lack of training in supporting individuals with learning difficulties (Heslop et al., 2014). This study also showed that complex physical health issues are more common in those with learning disabilities. Conditions like cardiovascular disease, respiratory disorders, and epilepsy are more common and typically arise at younger ages. For instance, epilepsy is linked to a marked higher mortality risk and is one of the leading causes of death among individuals with learning disabilities (GOV.UK, 2025)

Conclusion
A significant percentage of deaths are thought to be preventable, underscoring the need for advancements in professional training and healthcare services. To improve life expectancy and lessen health disparities among individuals with learning disabilities, several challenges must be addressed. Train more LD nurses, make yearly health examinations more accessible to individuals with learning disabilities, Future studies ought to, look at the obstacles that people with learning disabilities face while trying to receive healthcare (Heslop et al., 2024).
Integrated Care Pathways: To monitor and control comorbidities, social care, primary, and speciality healthcare services must work together. Improved Health Checks; Adults with learning difficulties should routinely get health checks (Glover et al., 2016). 
This Scoping research shows that several interconnected factors drastically shorten the life expectancy of people with learning disabilities in the UK. Research demonstrates that delays in diagnosis and treatment are caused by unequal access to healthcare services, including communication obstacles, lack of person-centred care, and uneven application of reasonable accommodations (Heslop et al., 2016).
 Furthermore, a recurring problem is diagnostic overshadowing, in which medical practitioners mistakenly attribute physical symptoms to a patient’s learning disability, leading to poor treatment and unfulfilled medical needs (Hosking et al., 2016).
Recommendations
Several recommendations can be made considering the review’s conclusions. Bolster the Learning Disabilities Mortality Review Programme’s execution, enhance healthcare regulations that deal with disparities in health, healthcare workers should be required to receive training on how to assist those with LD. Evaluations to lessen avoidable fatalities and address the disparities faced by individuals with LD. Healthcare service should improve early diagnosis, increase staff training, guarantee acceptable adaptations, boost care coordination, and encourage inclusive communication (Cooper et al., 2017; Heslop et al; 2014). Teach nurses how to ensure safety when caring for LD patients (Louch et al., 2021).
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