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ABSTRACT

BACKGROUND. In the safety community, it is widely thought that a culture of safety is
required to achieve high levels of safety. However, the press tends to report
accidents, which are negative by their nature. Pediatric cases are often especially
tragic. Relatively few data have been available on the role that the media play in
forming opinions about patient safety and the subsequent impact on the culture of
safety.

METHODS. To address these issues, we analyzed newspaper coverage of pediatric
medication errors and adverse drug events. We searched Lexis Nexis for newspa-
per articles on pediatric medication safety from the United States, Canada, United
Kingdom, Australia, and Ireland, during a 10-year period (1994-2004), by using
specific keywords. Main outcome measures were the number of articles (adjusted
for population), the type of events covered, and article slant. We also examined
qualitatively the overall themes and the extent to which these articles portrayed a
culture of safety to the public.

RESULTS. Throughout the world, there was a steady increase in articles on pediatric
medication safety, peaking in 2003, with the highest per-capita rate in Canada.
Approximately 65% of articles were about patient incidents, 20% mentioned
policy, and 25% discussed research. Of the reported events judged to be negative
for patient safety, 75% were covered in a neutral manner and 19% were covered
in an unduly negative manner.

CONCLUSIONS. Media coverage of pediatric medication safety has increased in the past
10 years. Reporting of patient safety failures was generally fair, and reports were
generally framed in light of a culture of safety.
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THE MEDIA PLAY a pivotal role in forming public
opinion by presenting news and information to the
public that shape their views. In addition, the degree of
coverage of news stories reflects the public’s interests.'*
Newspapers represent a key part of the media, and it is
relatively straightforward to assess what information has
been presented during a defined period, compared with
other media such as television and radio.

The public is justifiably concerned about medical safety.
In a Kaiser Family Foundation survey in 2000, 47% of
respondents reported that they were “very concerned”
about an error resulting in injury happening to them or
their family members, when receiving health care in gen-
eral.> When a child dies or is injured unnecessarily, it is
especially heart-wrenching. Adverse drug events occur in
2.3% to 6% of all pediatric inpatient admissions.¢” In
ambulatory pediatrics, 16% of patients experienced an ad-
verse drug event.®

Providers and even more the public often blame in-
dividuals when an accident occurs. In a study comparing
the views of the public and physicians, Blendon et al®
found that members of the public were more likely to
think that the party responsible for the error (ie, the care
provider) should be sued for malpractice than were the
physicians surveyed. Four percent of physicians thought
that surgeons should be sued, whereas 30% of the public
supported this (P < .001). The public also endorsed
suggestions that care providers should be fined by a
government agency and have their licenses suspended
and involved institutions (such as hospitals) should risk
the loss of accreditation.® This conflicts with increasing
evidence suggesting that improved safety is most likely
to be achieved in nonpunitive cultures in which mis-
takes are seen as opportunities for improvement.!® The
importance of a safety culture has been demonstrated in
the aviation industry.!"12 News editors commission sto-
ries and reporters develop stories that are topical (in the
public eye) and will interest readers.2!> Therefore, it is
not surprising that children’s deaths or injuries receive a
great deal of coverage.!* These articles may be influen-
tial, affecting not only the public but also policymakers
when the topic ignites sufficient public outcry.? These
articles either can motivate hospitals to improve or can
influence hospitals or providers to cover up future events.*

In this study, we attempted to understand how the
public is presented with information about pediatric
medication safety. Our aims were (1) to quantify the
amount of newspaper reporting of pediatric medication
safety issues and to compare international rates, (2) to
identify how the issue is framed to the public, and (3) to
elucidate the key themes within the articles.

METHODS

Sample
We reviewed articles from newspapers because it is pos-
sible to search published stories readily. News articles on
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the topic were located with an online version of Lexis
Nexis (accessed through Countway Medical Library,
Boston, MA),'s an international database of news articles
that covers a wide spectrum of newspaper types and
origins. We searched the 10 years between 1994 and
2004; all articles that were identified were located. We
selected these years because the Institute of Medicine To
Err Is Human report'® was released in 1999 and gener-
ated international interest in the area of error reporting.
In all, 263 articles were located. All newspaper articles
from the United States, Canada, United Kingdom, Aus-
tralia, and Ireland that contained the keywords “pediat-
ric,” “infant,” “child,” or “adolescent” in combination with
“medication,” “prescribing,” “dispensing, or “drug” and ei-
ther “error” or "mistake” were identified.

Coding Variables
We noted the country of origin, date of publication,
newspaper, article type (news article, editorial, or let-
ters). One of the authors (C.S.) categorized the articles
according to event type and article slant. Event type
classified the actual stories reported into 4 categories,
namely, negative, positive, mixed, or neutral; for exam-
ple, a patient death would be classified as a negative
event. The article slant is the skew of the report written
about the event; for example, if the article overstated the
event, then this would represent a negative slant.!” To
account for varying country size, the total number of
articles for each country was divided by the country
population. The population of each country was derived
from national census data. We also coded the articles
with a more qualitative approach. First, articles were
coded according to the 4 main themes of patient inci-
dent, research, policy, or other (or combinations of
themes). To assess overall classification reliability, a sec-
ond independent researcher reassessed a random sample
of 30 of the articles. The k score for event slant was 0.55;
values were 0.33 for article slant and 0.54 for theme.
We then evaluated the content in more detail. These
codes were developed from initial assessment of the
news articles with ATLAS.ti software (version 4.2;
ATLAS.ti, Eden Prairie, MN). These codes allowed us to
assess the extent to which the media framed articles
within the context of a culture of safety. We looked at
whether the media presented the public with the 3 key
tenets of a culture of safety. First, to what extent did the
news articles portray adverse events as systems failures?
Second, did the cases described in the news articles
illustrate best practices for providers for dealing with
adverse events? It is acknowledged that, after an adverse
event occurs, there should be an apology to the family or
patient, a thorough investigation of why the event oc-
curred, and institution of polices and procedures to pre-
vent repeat occurrences.'® This is linked directly with the
final concept we examined. Third, to what extent was
the concept of shared learning prominent within arti-
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FIGURE 1
Distribution of articles according to theme.

cles? Shared learning is the term used to explain that
adverse events and near misses must be seen as oppor-
tunities for learning. The care providers involved directly
in the adverse event should learn from the event, but
there is also a duty to disseminate this knowledge.
Learning cannot occur unless adverse events and near
misses are reported, and we coded articles for incorpo-
ration of this concept.

RESULTS
A total of 263 articles were identified. Of these, 59%
covered patient incidents alone and 6% covered patient

incidents in addition to other themes; therefore, 65% of
published articles discussed patient incidents. In addi-
tion, 12% of articles covered policy, with another 8%
covering policy and other themes. Research was covered
alone in 19% of articles and in combination with other
themes in 6% (Fig 1).

Over the 10-year period examined, there was a con-
siderable increase in the number of articles published on
pediatric medication safety (Fig 2a). For example, 15
articles were published in 1995, whereas 49 articles were
published in 2003, which had the highest frequency.
The United States and Canada both showed temporal
distributions similar to the overall rate. Although the
numbers were small, the United Kingdom had its highest
frequency in 1999, with fewer articles per year pub-
lished thereafter.

The countries with the greatest absolute numbers of
articles were the United States with 93 articles, Canada
with 87, and the United Kingdom with 74. When these
figures were adjusted for country population, Canada
had the highest rate, followed by the United Kingdom,
with the United States in fifth position (Fig 3). Because
the overwhelming majority of articles were about pa-
tient incidents, these accounted for most of the overall
trend (Fig 2b). Of note, 7 articles on pediatric medication
safety policy were published in 2001, compared with
only 2 articles in 2000 (Fig 2c). There was a similar
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FIGURE 3
Distribution according to country, adjusted for population. Population data were na-
tional census data (Canadian, British, Irish, and Australian, 2001; American, 2000).

increase in the number of articles on the theme of pe-
diatric medication research, from 8 in 2000 to 12 in 2001
(Fig 2d). A Medline search demonstrated that the trend
in articles about research mirrored the tendency in pub-
lished research (Fig 2e).

Most articles (92%) were news articles. However, 3%
of articles were features or letters and 2% of articles
were opinion pieces. In all, 72% of the articles covered
events that were negative for patient safety. This is not
surprising, given the previous observation that 65% of
articles covered patient incidents. Indeed, 86% of the
articles covering a negative event covered patient inci-
dents.

The slant in the majority of articles (71%) was neu-
tral. Of the events judged to be negative for patient
safety, 75% were covered in a neutral way and only
19% were reported in an unduly negative manner. Of
the articles covering a negative event, 4% had a positive
orientation (Tables 1 and 2).

Among the events that were neutral for patient
safety, 92% were presented to the public in a neutral
manner, whereas 8% were skewed positively. Overall,
10% of events were positive for patient safety; of these,
84% were presented in a positive light (Tables 1 and 2).

In a qualitative analysis, we sought to determine
whether we could find examples suggesting that news
coverage was representing safety issues in medicine in
the ways in which safety experts view most accidents, in
particular, that multiple defects can be found when most
accidents are evaluated and that improving safety re-

quires changing systems.'®* A number of anecdotes illus-
trated that this is indeed the case. For example, Claire
Lewis was an 11-year-old girl undergoing surgery for
treatment of a benign brain tumor who died at MacMas-
ter University Medical Center, in part as a result of
inappropriate use of desmopressin. Chief of Staff An-
drew McCallum was quoted as follows: “We didn’t find
a single person or a single event that led to this. We
found a series of events and occurrences, slips, lapses,
errors in judgment that led to this tragic outcome.”'® In
another newspaper, he explained, “It’s important to un-
derstand that saying we are moving from a culture of
blame to one of understanding and learning doesn’t
mean everybody gets off.”20 This coverage highlights the
understandable difficulty parents have in accepting ac-
cidents. Claire Lewis’ father noted, “I guess what the
health-care industry needs to ask itself is, how does the
family of, say, an 11-year-old child killed by physicians
feel about the death being regarded as a learning expe-
rience for physicians, nurses, and the hospital?”2°

Four clear steps have been identified and accepted as
best practice after an adverse event, namely, timely apol-
ogies, thorough honest investigation, institution of pol-
icy and practice changes, and shared learning.'® These
are goals that parents, care providers, and the wider
public seemed to share in newspaper articles on pediatric
medication safety. An article describing the death in
1997, in British Columbia’s Children’s Hospital, of a
young girl as a result of intrathecal administration of
vincristine, instead of intravenous administration, dem-
onstrated that the care providers seemed to accept this
approach. The hospital president explained, “Our only
options are to understand it and to do everything we can
to reduce risks in the future.”?' Lisa Shore died at the
Toronto Sick Kids Hospital, after being administered
morphine with insufficient monitoring. The coroner’s
jury in that case noted that hospitals must respond
“quickly, accurately, and openly.”22 This example high-
lights how members of the public view the responsibility
of care providers and, importantly, how the public ex-
pects institutions to respond.

The first step in dealing with an adverse event is to

TABLE1 Event Type
Theme Event Type, n (%)

Mixed Negative Neutral Positive Total
Patient incident 1(0) 151(57) 1(0) 1(0) 3(1)
Research 3(1) 20(8) 19(7) 7(3) 49(19)
Policy 4(2) 5(2) 10 (4) 13(5) 32(12)
Patient incident and policy 2(1) 6(2) 1(0) 1(0) 10 (4)
Policy and research 0 2(1) 4(2) 2(1) 8(3)
Patient incident and research 0 502) 0 0 5(2)
Patient incident, policy, and research 1(0) 1(0) 0 0 2(1)
Other 0 0 2(1) 1(0) 3(1)
Total 11(4) 190(72) 37(14) 25(10) 263 (100)
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TABLE 2 Article Slant

Theme Article Slant, n (%)

Mixed Negative Neutral Positive Total
Patient incident 2(1) 34(13) 114 (43) 4(2) 154 (59)
Research 2(1) 2(1 35(13) 10 (4) 49(19)
Policy 0 2(1) 17 (6) 13(5) 32(12)
Patient incident and policy 1(0) 0 703) 2(1) 10 (4)
Policy and research 0 0 6(2) 2 8(3)
Patient incident and research 0 1(0) 4(2) 0 5(2)
Patient incident, policy, and research 0 0 1(0) 1(0) 2(1)
Other 0 0 2(1) 1(0) 3(1)
Total 5(2) 39(15) 186 (71) 33(13) 263 (100)

recognize the event and to apologize to the patient and
family. In doing so, health care providers need to recog-
nize that there are 2 victims. The patient clearly is the
primary victim, but the provider often suffers substan-
tially and has been dubbed the “second victim.”?* The
media have recognized the second victim, in particular
by focusing on the difficulty practitioners face in apolo-
gizing. Although apologizing is extremely important, it is
very difficult, both because of the potential legal corol-
laries and because it is hard to find a way to apologize.
The British Columbia hospital president summed this
up, “This is the most difficult thing T have ever had to tell
a family: we failed, and as a result, your child died. . . .
There is no way to adequately apologize for this fail-
ure.”?! However, news articles also identify examples of
poor or absent apologies. For example, Sharon Shore,
the mother of Lisa Shore, explained, “...nobody
wanted to talk to us. Nobody would acknowledge that
anything was done in error.”2

The second step that best practice demands is a thor-
ough investigation of events. Often this occurs only be-
cause of prolonged parental campaigns, frequently in-
volving the media.>* The third and fourth steps are
learning from the mistake and disseminating this knowl-
edge. Time after time, media reports stress that parents
whose children have suffered adverse events want
health care in general and the organization in particular
to learn from their mistakes. This idea of shared learning
is exemplified by the parents of the child who died in
Vancouver, “We desire our daughter’s memory should
be honored by the knowledge that some good will come
from this tragedy.”?! News articles articulate that insti-
tutions are aware of the need for this approach. As
Phillip Herbert, a family physician and bioethicist at the
Sunnybrook and Women'’s College Health Sciences Cen-
ter (Toronto, Canada), explained, “It sure would be nice
to learn what a hospital in Saskatchewan is doing, and
what a hospital in Halifax is doing, so that people aren’t
required to reinvent the wheel at every institution.”2°

Stressing shared aims helps to indicate to the public
that providers and parents are able to share goals and to
work together to reduce adverse events. Previously there

would have been more emphasis on identifying the pro-
viders at fault and then punishing them. This is not to
say that there are not parents calling for accountability,
sometimes very strongly, and sometimes still pointing
fingers at individuals; understandably, this is reported,
because it is often very newsworthy. This is particularly
true if the parents are forced into a position of crusading
for information and allegations of cover-ups start to
circulate, such as in the case of Lisa Shore. The Vancouver
Province reported that Lisa’s mother “immediately de-
manded a police investigation, the dismissal of hospital
staff involved in her daughter’s care, and a public in-
quiry.”?

Reporting adverse event rates is a prerequisite of
shared learning. Examples exist of misinterpretation of
research by the media. For example, when an Australian
hospital reported its data, the Herald Sun summarized,
“The hospital’s figures reveal dozens of the state’s sickest
children have fallen victim to potentially disastrous drug
mix-ups.”?¢ In a similar vein, subtle criticism is aimed at
hospitals for requiring such research. The Daily Mail
reported, “DOZENS of seriously-ill infants and children
are being put at risk every week because hospital doctors
give them the wrong drug dosages, it is revealed today.
Disturbing evidence uncovered by the Daily Mail has
exposed a widespread problem, which could be solved
by simple checking procedures. Ministers are so con-
cerned they have commissioned a study which is ex-
pected to reveal the extent of the scandal.”?’

Although overall the media may be fair and frame the
news within the context of a culture of safety, misinter-
pretation of research findings is not the only example of
skew. This occurs against a background in which it may
be difficult for the public to develop an overall sense of
individual cases, because of the unavoidably piecemeal
nature of reporting. In the case of Lisa Shore’s parents’
court battle, readers would need to follow a story daily
(or be lucky enough to read the report on the final day
of court) to develop a clear understanding of events. It
should be noted that cases that lead to lengthy court
battles provide not only more newsworthy opportunities
for newspapers but also very powerful stories, and per-
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haps unbalanced presentation can thus be explained.
The opposite is also true. The media might even be
excluded actively from cases in which information, apol-
ogies, and policy/practice changes occur speedily, which
would prejudice their coverage heavily. In the British
Columbia case, the hospital apologized, investigated and
disclosed fully to the parents the causes of the incident,
and enacted a series of policy changes, such as warning
stickers and a training videotape (which was dedicated
to the child’s memory). The family’s response to this was
to request privacy. The family stated, “While we under-
stand that the hospital’s error is newsworthy, it is our
choice not to participate in your coverage.”?!

Although the media cannot control some of the im-
balance, some of the language used is dramatic. Ross
Woolard died as a result of complications of a pheochro-
mocytoma, which was diagnosed in the postmortem
examination. The article in the Daily Record reported,
“Less than 24 hours later, he was dead after appalling
blunders by hospital staff who failed to diagnose a rare
tumor. Not realizing it was totally the wrong thing to do,
they pumped so much fluid into Ross that, ultimately, he
drowned.”?® The headline alone may be sufficiently
skewed to affect the public, for example, “Doctor Zom-
bie: with no training in the files, Andrew Holton mis-
diagnosed 618 children as epileptic then numbed their
minds with drugs that made their lives a misery.”?* Of-
ten, however, the media do go beyond the expected in a
positive way and attempt to educate members of the
public regarding how to be advocates for their children
and to decrease adverse events, such as those attribut-
able to inappropriate prescription of antibiotics in the
presence of allergies.

DISCUSSION

These results demonstrate that pediatric medication
safety is of increasing interest to the media. Although
this study focused on newspapers, there is evidence that
newspaper coverage is correlated strongly with radio
and television reporting of similar issues.>* More than
65% of articles covered patient incidents but, as the body
of research and policy literature has grown, these areas
are being covered increasingly. Perhaps surprisingly, of
events judged to be negative for patient safety, >75%
were covered in a neutral manner. The qualitative anal-
ysis did identify examples in which coverage was unduly
sensational, but overall the analysis suggested that
newspapers seem to be attempting to frame news articles
in the light of a culture of safety.

Leape!s set out the key elements for reducing adverse
events and suggested, in particular, that adopting a cul-
ture of safety is crucial for error reduction. However,
work by the Kaiser Family Foundation® and Blendon et
al® demonstrated that the public in general has not yet
endorsed this concept. Ryan? described 3 models in
which the media may affect public opinion. First, accord-
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ing to the “hypodermic needle theory,” the media inject
ideas directly into the public psyche. The “minimal ef-
fects model” suggests that the public plays a limited role
in modifying media ideas. Finally, the “constructionist
model,” which was developed originally by William
Gamson and Andre Modigliani, suggests that the public
decides actively what to accept from the media. Which-
ever theory is correct, it seems clear that the media play
a major role in affecting public opinion.2

This study attempted to answer 3 questions. First, we
assessed the extent of newspaper coverage of pediatric
medication safety and found that pediatric medication
safety is a topic of increasing interest to the media. The
dip in 2004 may be attributable to the lag time in loading
data in Lexis Nexis. In the past 5 years, the number of
articles covering research and policy has increased con-
siderably. This time period coincides with increased re-
search and policy interest in patient safety since publi-
cation of the Institute of Medicine report on the topic.'¢
As an example, in 2005 the Agency for Healthcare Re-
search and Quality spent more than $84 million on
safety research, an increase of $4 million in comparison
with the previous year.’! When raw figures were ad-
justed for country population, Canada demonstrated the
greatest coverage, followed by the United Kingdom and
the United States. Relatively few studies estimating the
prevalence of adverse drug events have been conducted
throughout the world, particularly looking at pediatrics.
Without national data on errors or adverse events, it is
difficult to explain this as being solely attributable to
variations in adverse events. There are likely to be other
factors, such as the type of newspapers that exist in each
country and national efforts to produce reductions in
adverse outcomes. Although attempts were made to pro-
duce per-capita data, this was a crude estimate. More-
complex techniques are available, but these do not work
smoothly when the rarity of articles forces international
collection of data. Furthermore, even the most complex
techniques have yet to be adapted for a world in which
newspapers can be read online, which makes readership
numbers even more difficult to assess. In addition, this
assessment of the effect of coverage is potentially an
underestimate, because public opinion regarding pediat-
ric medication safety is molded by exposure to more-
general articles on patient safety and by exposure to
more than just newspapers.

Second, we examined how the topic is framed to the
public. We found that, even when an event that was
negative for patient safety was reported, 75% of the
articles had a neutral slant. It could be argued that,
because most of the articles dealt with negative events
such as child death, additional negative skew was not
necessary to interest the public.

Third, we addressed key themes. The content analysis
showed that overall the media are attempting to present
cases in light of a culture of patient safety and not blame
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and that occasionally papers go further and provide de-
tailed tips on how parents can be advocates for safety.
This is almost beyond normal practice expected of the
media, which have a widely acknowledged duty to
present the news, with some arguing that it is not an
important role to educate the public.!32

These data suggest that the media may be helping to
close the gap between the expert approach to reducing
adverse events, through the culture of safety, and public
opinion. This is an important message for care providers,
and these data also suggest that the efforts to reduce
adverse event rates should be publicized to the public
through the media.

The study has a number of limitations. One group is
related to the Lexis Nexis database and search engine.
Lexis Nexis is the largest newspaper database, but there
are complex inclusion biases. Publishers are in control of
the number of articles given to Lexis Nexis, and this
varies widely; for copyright reasons, no articles written
by freelance journalists are included. Little assessment
has been made of the accuracy of alternative strategies,
such as use of news clipping services. Our current study
is also unable to express the number of articles published
on pediatric medication safety as a proportion of the
total number published. Although we attempted to
overcome the subjective nature of assessments of theme
and content by asking a second independent reviewer to
analyze a subset of articles, this is also a potential limi-
tation of the study.

This study provides evidence that the topic of pediat-
ric medication safety is of increasing interest to the pub-
lic and the media. Overall, the information is provided
in a fair manner by the media, in ways that should make
it possible to build a culture of safety in health care.
Health providers have a duty to maximize the potential
benefits of this by contributing to research, striving to
incorporate the culture of safety into everyday practice,
teaching this key message to junior staff members, and
educating the public on how to interpret media com-
mentaries, in a manner similar to the instructions given
for medical website information. On the basis of this
research, the media seem to be moving in the same
direction as researchers, policymakers, and health care
providers, in a direction considered necessary to improve
patient safety.
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THE DOCTOR WILL SEE YOU FOR EXACTLY SEVEN MINUTES

“When politicians speak of America’s health care needs, they often miss an
important point: the doctor-patient relationship has become frayed. Patients
aren’t unhappy just because health care costs too much (though they would
certainly like it to be more affordable). Rather, people sense a malaise within
the system that has eroded the respect they feel patients deserve. ... The
problem has been sneaking up on us for almost two decades. As health-care
dollars became scarce in the 1980’s and 90’s, hospitals asked their business
people to attend clinical meetings. The object was to see what doctors were
doing that cost a lot of money, then to try and do things more efficiently.
Almost immediately, I noticed that business jargon was becoming common-
place. ‘Patients’ began to disappear. They were replaced by ‘consumers.” They
eventually became ‘customers.” This may seem a trivial matter, but it is not.
You treat ‘patients’ as if they were members of your family. You talk to them.
You comfort them. You take time to explain to them what the future may
hold in store. Sometimes, that future will be bleak. But you assure them you
will be there to help them face it. You treat ‘customers’ quite differently.
Customers are in your place of business to purchase health care. You com-
plete the transaction such a relationship suggests: health care for money. And
then they aren’t your customers any more. Taken a step further, you can
make the case that the less time you spend with your customers, the better
your bottom line will be. This gets everyone’s attention. . . . Tused to be asked
how well my patients were doing. Suddenly administrators were asking how
long I was planning on keeping sick people in the intensive care unit. Each
day a patient spent in my unit was a day some other paying patient would
have to wait for a bed. . . . Publicly traded HMOs . . . began restricting doctors
to an average seven-minute ‘encounter’ with each customer. This apparently
kept shareholders happy. But it reduced the doctor-patient relationship to a
financial concept in a business school term paper. Doctors know you cannot
provide compassion in seven-minute aliquots. But we have felt powerless to
change things. The medical establishment has, many of us feel, simply rolled
over and gone along to get along. It has sacrificed patients’” best interests on
the altar of financial return.”

STEBBING et al

Salgo P. New York Times. March 22, 2006
Noted by JFL, MD
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