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This summer, I worked on researching the medicolegal death investigation system in Washington state. 
The primary goal of this research was to compare Washington’s county-based system to statewide 
medical examiner systems in Virginia, Oregon, and Massachusetts and observe any potential differences 
in the efficiency and equity of the systems.  

 
In Washington state, death investigations are conducted by either a coroner, prosecutor/coroner, or a 
medical examiner (M.E.). The smallest counties have prosecutor/coroner offices where the prosecuting 
attorney also takes on coroner duties. Mid-size counties have coroner offices with an elected coroner 
and the largest counties have an appointed medical examiner. The biggest difference between the 
coroners and medical examiners is training. The medical examiners are required to be physicians and 
pass the pathology exam administered by the American board of pathology within three years of being 
appointed while there is no such requirement for coroners.  

 
A survey distributed by King County Medical Society in 2020 to 33 coroners and prosecutor/coroners in 
Washington state, that also indicated a wide range of training levels among the respondents. Because of 
the wide variety of training, the inconsistency in death investigations across counties in Washington 
state is an issue. There is currently no standard upheld to make sure consistent services are being 
provided across the state. 

 
In order to compare these systems, I used a combination of budgetary data and statistics regarding 
cases handled by the different medicolegal death investigation systems. The financial inequity in our 
county-based system became clear when looking at the cost per person of the medicolegal death 
investigation system in each individual county and when comparing the cost per person in Washington’s 
different types of medicolegal investigation systems (prosecutor/coroner, coroner, and medical 
examiner). The cost per person in Washington’s medical examiner counties is $3.72 which is less than 
the cost per person in coroner counties ($4.27) and prosecutor/coroner counties ($8.73). However, in 
the centralized, state systems that were used for comparison the cost per person was lower than all the 
systems in Washington state ranging from $0.74 in Oregon to $2.59 in Massachusetts.  
 
The budget data also revealed that in many of the Washington state counties, the same expenses are 
recorded. It is assumed that if there was a centralized, statewide medicolegal death investigation system 
in Washington state (with regional offices), money could be saved by not duplicating expenses on 
facilities, equipment, and other resources that could be shared between nearby counties.   

 
Disparities in the number of cases receiving autopsies were also discovered when comparing types of 
death investigation systems. The statewide systems in Virginia and Oregon consistently showed higher 
or similar proportions of cases receiving autopsies. The difference was most evident when comparing 
data from Virginia and Washington state. From 2013 to 2017, Virginia autopsied a range of 36.65% to 
54.05% of M.E. cases across their district offices. In those same years, Washington autopsied a range of 
16.6% to 21.72% of cases when a coroner or medical examiner was referred. This indicates that a 
statewide system has the potential to create more resources for performing additional autopsies. 
 
From this research, one logical step for Washington state concerning improvement to death 
investigations would be to create a work group to investigate transitioning to a statewide medicolegal 
death investigation system. From my research, the state of Virginia could serve as an excellent model for 



a statewide system that includes district offices. Virginia’s system was identified as an ideal model based 
on the cost per person of their statewide system and the proportion of cases autopsied. The workgroup 
could immediately start evaluating a statewide minimum training requirement for all medicolegal death 
investigation professionals and regional facilities with shared equipment and resources to reduce 
inequities in the current county-based medicolegal death investigation system. 


