Standardised investigation and NHS
shared learning into maternal deaths

London Clinical Networks

The London Maternity Clinical Network developed a standardised
system for the review of severe maternal morbidity and maternal
deaths. This process helps to ensure objective investigation,
consistency and London-wide learning from these

tragic events, with the overarching aim of

reducing, where possible, severe harm
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* First multi-disciplinary, inter-hospital collaboration
to standardise the maternal death review process in
England.

* Enhances multidisciplinary working with a holistic view of
system, with clinical experts from all disciplines working
beyond organisational and professional boundaries.

* Increases cost and process efficiencies through an
established, consistent approach.

* Dissemination of London-wide themes and shared
learning can improve outcomes for women and babies.

*Viewed as an exemplar, with the ability to be used across
other areas of care. Donna Ockenden, Co-Clinical Director

* Shared learnings will create a safer pathway of care for London Maternity Clinical Network

women and babies in future. www.londonscn.nhs.uk
England.london-scn@nhs.net



