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SUCCESS STORY OVERVIEW

Washington state successfully amended the state maternal mortality review law (RCW 70.54.450)
requiring hospitals and birthing centers to report deaths that occur at their facility within 42 days of
pregnancy to the county coroner/medical examiner offices for investigation and autopsy.
Additionally, the Washington state Maternal Mortality Review Panel (MMRP) successfully rolled out
recommendations and guidance for investigations and autopsies of deaths that occur within one year
of pregnancy.
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Links to the maternal mortality law and the autopsy guidelines can be found on the Washington state
MMRP website at www.doh.wa.gov/maternalmortality.


https://app.leg.wa.gov/RCW/default.aspx?cite=70.54.450
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THE CHALLENGE

Autopsy and coroner reports are an essential part of any maternal mortality review in order to
determine underlying causes of death, pregnancy-relatedness and preventability. During the review of
pregnancy-associated deaths from 2014-2015, the MMRP found that a large proportion of deaths that
occurred in hospitals were not reported to local coroner/medical examiners for autopsy. Because of
this, the MMRP was unable to make some key decisions during the maternal mortality review.

THE SOLUTION

In the inaugural report (2017), the MMRP made a recommendation to require the reporting and
autopsy of maternal deaths. This will ensure that there is enough information to understand the
factors surrounding the death and where improvements can be made. Following the release of this
report, members of the Panel and the Washington State Perinatal Collaborative developed
recommended changes for the maternal mortality law as well as gUidelines to for conducting an
investigation and autopsy of maternal deaths.


https://www.doh.wa.gov/Portals/1/Documents/Pubs/350-030-MMRAutopsyGuidelines.pdf
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THE RESULTS

Using the recommendations made by the Review Panel, the Department of Health proposed changes
to the law in 2018; these changes were passed by the state legislature and signed by the Governor in
2019. The revised law (RCW 70.54.450) went into effect in July 2019.

The Department of Health disseminated information on the changes to the law to facilities and
agencies, including hospitals, the Washington State Hospital Association, and county
coroner/medical examiner offices.

METHODS OF SUSTAINABILITY

To ensure the activity is sustainable, the Department of Health requested that any autopsies
conducted as a result of the new requirement would be covered by state funds at 100%. The agency
that oversees these funds stated the cost would be reasonable and would not be a burden to sustain
using existing allocation of funds.

The Department of Health monitors maternal mortality data to ensure hospitals and birthing centers
are meeting the requirements of the law. Additionally, the Department sends out annual reminders to
coroner/medical examiners via letters to coroners/ME offices and hospitals/hospital organizations
annually as a reminder of the law, and offer additional training as requested.
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