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ABSTRACT

Objective: To analyze the nursing errors reported by the journalistic media and interpret
the main implications of this communication for the visibility of this problem. Method:
Documental research, qualitative, descriptive and exploratory, with data collected in
news reports from Brazil and Portugal, analyzed through hermeneutics with resources
of Atlas Software. Results: We analyzed 112 news items published between 2012 and
2016 that resulted in six categories: Year - highest occurrence in 2012; Age group of the
patient - children; Professional category - nurses; Type of error - medication; Outcome -
death; Possible attributed cause - occupational conditions. Final considerations: Nursing
mistakes are a challenge for the profession, and the way they are communicated by the
media is not very explanatory, contributing to a negative visibility of the profession, and
to making society insecure. Improving the way they are served in the media contributes
to the visibility of the problem without affecting the professional image.

Descriptors: Patient Safety; Nursing; Media; News; Security Management.

RESUMO

Objetivo: Analisar os erros de enfermagem noticiados pela midia jornalistica e interpretar
as principais implicacdes dessa comunicacdo para a visibilidade dessa problemética.
Método: Pesquisa documental, qualitativa, descritiva e exploratdria, com dados coletados
em noticias de jornais do Brasil e Portugal, analisados por meio da hermenéutica com
recursos do Software Atlas.ti. Resultados: Foram analisadas 112 noticias publicadas entre
2012 e 2016 que resultaram em seis categorias: Ano — maior ocorréncia em 2012; Faixa etdria
do paciente - criangas; Categoria profissional - enfermeiros; Tipo de erro — medicagéo; Desfecho
— morte; Possivel causa atribuida - condicoes de trabalho. Considerag¢des Finais: Erros de
enfermagem constituem um desafio para a profisséo, e a forma como sdo comunicados
pela midia é pouco explicativa, contribuindo para uma visibilidade negativa da profissao,
e para deixar a sociedade insegura. Melhorar a forma como séo veiculados na midia
contribuem para a visibilidade do problema sem afetar aimagem profissional.
Descritores: Seguranca do Paciente; Enfermagem; Meios de Comunicacédo; Noticias;
Gestdo da Seguranca.

RESUMEN

Objetivo: Analizar los errores de enfermeria noticiados por los medios periodisticos e
interpretar las principales implicaciones de esa comunicacion para la visibilidad de esta
problematica. Método: Investigacion documental, cualitativa, descriptiva y exploratoria,
con los datos recogidos en los informes periddicos de Brasil y Portugal, analizé utilizando
la hermenéutica con fondos de la Atlas.ti Software. Resultados: Se analizaron 112 noticias
publicadas entre 2012y 2016 que resultaron en seis categorias: Afio - mayor ocurrencia en
2012; Edad del paciente - nifios; Categoria profesional -enfermeros; Tipo de error - medicacion;
Descenso - muerte; y Posible causa atribuida - condiciones de trabajo. Consideraciones
finales: Los errores de enfermeria constituyen un desafio para la profesion, y la forma en
que son comunicados por los medios es poco explicativa, contribuyendo a una visibilidad
negativa de la profesion, y para dejar a la sociedad insegura. Mejorar la forma en que se
transmiten en los medios de comunicacién contribuyen a la visibilidad del problema sin
afectar laimagen profesional.

Descritpores: Seguridad del Paciente; Enfermeria; Medios de Comunicacién; Noticias;
Gestion de la Seguridad.
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INTRODUCTION

Patient safety has assumed international relevance in order
to prevent adverse events and improve health care worldwide.
This is considered by the World Health Organization (WHO) as
minimizing the risk of unnecessary damage during health care™.
In this context of concern for patient safety, this discussion has
strengthened and encouraged many studies that have alarmed
health professionals and society internationally. In the face of such
concern and great impact on people’s health, WHO has created
the World Alliance for Patient Safety to reveal the key factors that
can influence patient safety. Thereafter, WHO defined incidents
as an event or circumstance that results in unnecessary harm to
patients, and adverse events are classified as incidents involving
unintentional errors®.

Corroborating the international discussion on this issue, many
countries have undertaken security policies aimed at reducing the
risks associated with health care. Brazil established the National
Patient Safety Program (PNSP - Programa Nacional de Seguranca
do Paciente) in 2013, which recommends the elaboration and
implementation of protocols in all health institutions in the coun-
try®. These protocols serve as guidelines for the implementation
of good practices focused on patient safety®.

Despite all these interventions and incentives to promote safer
health care environments, errors continue to occur and the conse-
quences of these incidents have been highlighted in the media, in
the most diverse forms, print media, television, internet and social
networks. The incidents involving these errors are reported in the
media, leaving people susceptible to fear and a sense of insecurity
about health care. This fear is especially relevant when adverse
drug-related events and neglected attitudes are highlighted by
health professionals, especially when the reported incidents refer
to complications in the health and death of patients®.

The news, in general, aims to inform society about the events,
however, it is increasingly noted the use of persuasive techniques
capable of inducing certain thoughts in people. Thus, not always
what is reported is the truth of the facts and also lack important
information that can lead to erroneous judgments. When dealing
with human errors, we must think of the immensity of causes
that may be linked to these events, and which culminate in the
loss of treatment of patients.

OBJECTIVE

To analyze the nursing errors reported by the journalistic media
and interpret the main implications of this communication for
the visibility of this problem.

METHOD
Ethical aspects

It should be noted that, for the purposes of this study, direct
involvement with human beings was not necessary, since the data
collection was done in public domain documents; this was not
evaluated by the Ethics Committee, following the recommenda-
tions of Resolutions 466/12 and 510/2016 of the National Health
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Council (Conselho Nacional de Satide). However, all the profes-
sionals and patients exposed in the reports had the anonymity
guaranteed in this research, as well as the newspapers consulted.
When necessary, the newspapers were identified by acronyms
containing the country, the region and a serial number (example:
newspaper of the southern region of Brazil, news 1 - NBS1). In
addition, the content of the texts released was maintained in full,
excluding parts that identified those involved.

Theoretical-methodological framework and type of study

This is a qualitative, retrospective, descriptive and exploratory
research, exclusively documentary, that made use of an inter-
pretative approach for data analysis. The study was guided by
the theories of Karl Marx’s Work Process and Jirgen Habermas’s
Communicative Action along with current discussions about
patient safety issues. The first allows us to understand nursing
work within a historical and social context®. The second provides
the understanding that language is action, that is, that which is
communicated to people is action and, to the same extent, impels
other actions in free interaction through rationality"”.

The patient’s safety and all the issues involved in this theme
bring to the reflection on human errors in the area of Health, its
severity and the impact on the lives of people, professionals and
the health system itself.

Study setting

Two countries were the setting for this study, Brazil and Portu-
gal, both chosen for having Portuguese as their mother tongue,
in order to facilitate the interpretative analysis of journalistic
texts by the researchers. And although they have distinctions in
the organization of nursing work and in the scope of workforce
formation, they share some problems and some regulatory as-
pects. The study was conceived, not as a comparative study, but
with the intention of analyzing two distinct realities, in order to
provide an understanding of the phenomenon in greater depth.

Brazil is a continental country, with a large contingent of nurs-
ing professionals, more than two million, subdivided into three
groups with distinct degrees (auxiliary, technician and nurse). It
is also a country with very active press, with freedom guaranteed
by the Federal Constitution, but, according to the World Press
Freedom Ranking, it holds the 103 position among 180 countries,
a situation classified as sensitive®®. Across the Atlantic Ocean
we have Portugal, a small country, with a little more than 60
thousand nurses, all graduates in non-university higher educa-
tion and press recognized for their freedom, occupying the 18®
position of the World Press Freedom Index published in 2017¢.

Data source

The source for the data collection was composed of newspa-
pers of great circulation in the two countries surveyed, available
online and representing the different regions of the two coun-
tries. There were 112 interviews in 11 newspapers in Brazil, and
10 in Portugal. The study period comprised between the years
of 2012 and 2016.
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Collection and organization of data

The data collection took place through news that contained
in its scope of episodes involving errors of nursing profession-
als.The analyzed documents were acquired through newspaper
clippings or digital signature that allowed access to the reports.

After intentionally applying the criterion of choice that refers
to the news that dealt with errors made by nursing professionals
during health care, the documents were saved in PDF (Portable
Document Format) format and inserted in the Software Atlas.
ti (Qualitative Data Analysis), for later analysis and codification.

Data analysis

Data analysis was done through dialectical hermeneutics, fol-
lowing the steps suggested by Paul Ricoeur. Firstly, the selected
documents were inserted in Atlas.ti software, version 7.5.1,
each with the name of Primary Document (PD), with a previous
identification code in order to maintain the anonymity of those
involved in the reports. All the content of the search was saved
within a Hermeneutic Unit (HU).

The analysis and interpretation procedures were started, with
the exhaustive reading of the documents in order to identify the
meanings of the units of analysis"?. In the coding (codes, in the
terminology of Atlas.ti), the first units of analysis were grouped
according to year, professional category of nursing, age of error
victim (child, adult, elderly), error outcome, type of error and
possible cause of error, all with easy identification in the texts.

The second step was the search for what was revealed by
the data, identifying the possible meanings. In this stage, the
primary codes are interpreted, and systematic confrontations are
performed with that described in other parts of the text, in order
to assign the most adequate coding to the units of analysis. It is at
that moment that the theoretical framework adopted contributes
to the interpretation of the meanings expressed in the texts. In
the texts where the first information was partial, more complete
information was given from what emerged later.

Sensitivity is manifested in the third and last step of the
hermeneutical analysis, and aims at clarifying meanings, which
makes it possible to establish new networks of meanings"?, and
when confronted with the total information gathered, establishes
(or not) relevance of the information about nursing mistakes for
society. The categories presented in this study, although they have
numerical incidence in order to demonstrate the frequency of
certain phenomena, were also considered in order to understand
the phenomenon under study as a whole. This form of analysis
was validated by a philologist, with expertise in Portuguese
language and interpretive hermeneutic analysis.

RESULTS

The documentary corpus that composed this study was con-
stituted of 112 reports of 21 newspapers of great circulation in
two countries of Portuguese language. Some news refer to the
same incident, that is: in Portugal, 18 news items were published
in the period studied and in Brazil 94 news items were published.
Therefore, the data presented refers to the number of news items
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published and not to the different facts, which directly interferes
with the numerical increase of certain information. This choice
was made because the focus of this study was to know these
incidents through the lens of the media.

The results were divided into six categories that compose the
analysis, with the purpose of characterizing the general panorama
of the news that sent the nursing errors. From the time cut used for
this study, the year 2012 had the highest number of occurrences
in the total sum of data, with 44 reports, and Brazil represented
39 of these. In 2015, Brazil had only 9 reports. In Portugal, the
year with the most reports found was 2016, with 10 news stories.

Name Grounded
% Ano-2012 44
2% Ano-2013 24
L% Ano-2016 24
£% Ano-2014 10
£% Ano-2015 9

Figure 1 - Representation of the number of Brazil - Portugal reports per
year surveyed, generated in the Atlas.ti code manager

The age group of patients who suffered some errors during
nursing care and who was reported during the study period was
divided into three age groups: children, adults and the elderly,
the most affected being children, with more than 50% of the
cases in both countries studied, represented by the following
word cloud. However, to give more emphasis in these cases,
the word “child” appears prominently, and in most of the news,
along with the photo of the child or mother in a state of crying.

Patient - child {55-0} Patient - elderly {30-0} Patient - adult {19-0}

Figure 2 - Age bracket of patients who were victims of nursing errors ac-
cording to the Brazil-Portugal reports, generated in the Atlas.ti cloud view

Regarding the professional category involved in the reported
errors, the nurses hold the first place and appeared in 53 news
stories (35 in Brazil and 18 in Portugal). Still in Brazil, the nursing
technicians are followed in 44 reports and the nursing assis-
tants appear in 13 news items; and the nursing students in the
traineeship period appeared in 6 reports, which were still under
technical training. Two of the reports analyzed did not specify
the professional category involved in the incident, and in some
of them there is conflicting information, sometimes it is a nurse
or sometimes a nursing technician.

Regarding the types of errors reported, errors related to drug
administration prevailed, with emphasis on the exchange of
substances and the exchange of routes involving the patient’s
diet. In Brazil, 26 reports of errors of this type were published in
the period, and no errors of this kind were reported in Portugal.
However, in Portugal, the type of error that predominated is
related to the wrong programming of the phototherapy device,
which is justified by the fact that it had great repercussion in
that country, which resulted in a larger number of reports that
portrayed the occurrence.
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Some of the errors related to the technique used in the
procedures are not explicit in the reports, and when identi-
fied, are linked to the verb “to forget”. Other errors reported
less frequently have been described in the news as related to
some kind of negligence on the part of professionals, whether
in the identification of the patient, changes, omissions and
accidental injuries.

The outcomes resulting from the errors portrayed in the
news stories are shown in the figure below, with emphasis on
the death of the patients involved. The news of patient death
predominated in both countries. The following is the news
regarding the worsening of health status and the increase in
length of stay. The word “death” tends to be highlighted in the
same way as the term child, as a strategy to draw attention.

The causes of the errors reported by the newspapers were also
exposed in most of the reports, however, these were analyzed,
forming a category that was called “possible attributed causes”,
to identify the news, which does not necessarily correspond
to the real causes of these incidents. When it comes to errors
of this nature, the causes can be multiple and indeterminate,
which requires a thorough analysis of events. And, undoubt-
edly, this was not done in the reports analyzed. What we care
to understand here are the possible causes that may be related
to the incidents and how they were exposed by the media, as
shown in the following figure.

The possible causes attributed in the news are related to the
management of health work, as well as to the organization of
services, since it is effectively the training for work, the deficit
of the workforce with consequent overload and the absence
of supervision, as highlighted in the following sections:

The hospital’s risk management team and neonatal death
committee are already evaluating all methods in the industry,

Predominou no Brasil Tipo de erro

Tipo de erro de medicagdo -
troca de substancias
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including patient care processes. However, the work overload
due to the lack of nurses, as evaluated by the president of the
Regional Nursing Council [state regarding the news], had
already been noticed in the sector. (NBST)

A newly hired nursing assistant found perfluorocarbon in a
drawer and prepared it as if it were serum. (NBSD2)

The delegate promised to also hear the direction of the hospital
to find out why there was not a nurse on-duty. (NBND3)

F’ Outcome - death ]|ﬂ 57 occurences W

_ # 12 occurences ]
_ # 5 occurences )
_ # 2 occurences ]

Figure 4 - Outcomes of the errors according to the news published in the
two countries

Outros tipos de erros
menos frequentes

Tipo de erro de medicagdo -
alergia a dipirona

Tipo de erro - perda de pedido
de exames

Tipo de erro de medicagao -

Predominou em Portugal

troca de vias (alimentacédo)

l

Tipo de erro - amputacao de
dedo

Tipo de erro - atendimento em
local inapropriado (chao)

Tipo de erro de medicagdo -

Tipo de erro -
troca de vias

programacgao
aparelho de fototerapia

Tipo de erro de medicagéo -
técnica errada injegdo na atéria

Tipo de erro - auséncia de
cuidados de higiene

Predominou nos dois paises

Tipo de erro - derramamento
4gua quente

Tipo de erro - troca de senague
(nome do paciente igual)

‘ Tipo de erro - ndo explicitado

‘ Tipo de erro de medicacao - dose errada

‘ Tipo de erro - omissao ‘ Tipo de erro - queda

‘ Tipo de erro - classificagdo de risco

Figure 3 - Types of errors identified in the reports

Tipo de erro - esquecimento de
material cirirgico no paciente

Tipo de erro de técnica -
esqueceu a agulha no paciente

Tipo de erro - desligamento de
aparelho de ventilagdo

Tipo de erro de técnica -
esqueceu garrote no braco
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[ Possible attributed cause ]

PEOPLE MANAGEMENT

[ Education/training deficit ]

PHARMACEUTICAL INDUSTRY
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physiology in formation and the
use of off label, which is closely
related to drug interactions, as well
as the absence of specific drugs
for the children’s audience!™. And

[ Similar labels/packaging

whenever the reported death refers
to children, it becomes a target of

[ Turnover of professionals ]

< v .
[ Work overload ] ) - E
Medical prescription

[ Professional deficit ]

[ Dispensation in the pharmacy ]

commotion on the part of society,
because it is contrary to the life
. cycle. In this way, the media tends to
« take information partially to society,

T INVOLVES OTHER
Related to management

PROFESSIONALS

Ovenveight patient and may lead to the perception that

children are always at greater risk
in health care.
In the same way that children ex-

[ Lack of information

celled in the news, nurses also played
a prominent role in the reported er-

¥

[ Wrong storage of medication ]

[ Delay in care ][ Over crowded ]

[ Lack of supervision ][ Lack of identification ]

Figure 5 - Possible causes attributed by the media to the errors portrayed

DISCUSSION

Every year society is faced with a series of news that targets the
mistakes of health professionals, especially nursing professionals.
These reports were more present in Brazil in the year 2012, which
may be justified by the cases that had greater national repercus-
sion, such as the administration of glycerin in a patient’s vein and
feeding in a child’s vein. The patients in question died and the
cases were continuously recalled that year and aroused great
national commotion. It should be remembered that from the new
guidelines implemented throughout the country by the National
Patient Safety Policy (Politica Nacional de Seguranca do Paciente)
in 2013, there was a significant reduction in reported cases.

In contrast to what happened in Portugal, since the year with the
highest number of reported cases was 2016.This increase occurred
even after the implementation of the National Health Plan 2011-
2016, which stipulated quality standards with a view to improving
health care"", and updating the Padrées de Qualidade dos Cuidados
de Enfermagem (Nursing Care Quality Standards), carried outin 2012,
by the Brazilian Order of Nurses. The largest number of incidents in
2016 shows that even under the policies mentioned, these incidents
continue to be reported. Here we can think of two explanations: the
continuity of the increase of events, thus counteracting the world
order to reduce these incidents; or the repercussion that the same
fact can generate.

In both countries, the age group most affected by the errors
was the children’s audience. This result is seen in other studies. A
Brazilian study evidenced in its sample the incidence of 84% of
adverse events during hospitalization in the Neonatal ICU"2, It is
worth mentioning that in relation to errors in Neonatal ICU, many
are still underreported. It is also worth noting that children pres-
ent greater vulnerability to adults, mainly due to the anatomy and

Negligence

Distraction

rors. This is due to two main reasons.
Inone of the countries surveyed there
is no division in the professional cat-
egory, and therefore the news that
made up the sample from Portugal
always deals with nurses. Moreover,
in the Brazilian case, the news tends
toidentify all nursing professionals by
nurses, not doing (perhaps because they do not know) this distinction.

The errors related to medication administration had a greater
emphasis in this study, as well as in many other previous ones that
dealt with health care errors, but used different forms of data col-
lection, that is, they were not studies about the media coverage
of errors that involved nursing professionals!’>'. The focus is on
this study, especially for the exchange of substances at the time of
administration of drugs and for the administration of diet in the cir-
culatory system through venous access. In Brazil, the news regarding
these errors was related to the deaths and the very serious sequels
resulting from these errors. These situations had a strong impact on
the media. The mistaken programming of a phototherapy device
by a Portuguese nurse was highlighted in this study, since the fact
was reported six times with different approaches, butin all of them,
it was considered the penalization of the professional.

When the errors are linked to the techniques used in the proce-
dures, they did not appear explicitly in the text of the reports, that is,
what happened to result in the incident was not described, leaving a
gap for interpretations. Other types of errors, however less frequent,
were described as nursing professionals’ negligence. However, the
cause may have been the result of a complex process, which has
been identified in other studies, such as those reporting changes
in blood bags due to problems in identifying the patient®*?" and
treating falls®?.

The outcome that most induces the communication of nurs-
ing errors to society is certainly death. News of this nature tends
to portray the episode in a way that the reader is attracted to
that information, and thus, for marketing/viewing purposes,
the media uses persuasive techniques to impress and nurture
emotions in people®??, For that, in the texts studied, the associa-
tion of images (wake, relatives of crying victims, photo of tombs
and stretchers) and titles in augmented and highlighted letters
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stood out, highlighting the term “death”. This association may
suggest negative interpretations and too precipitous judgments,
even with enlightening and comprehensive content®, because
language is action and by communication people interact with
the environment and with society"”.

The main causes attributed to nursing errors refer to work-
ing conditions, such as work overload, turnover and the deficit
of nursing personnel; and the processes of management and
organization of nursing care. This is not a recent finding, since
the discussion about the influence of workloads of health pro-
fessionals on safety and quality of care is very recurrent. Work is
a transformative action, however, much more significant than
understanding/describing “what is done’, it is necessary to un-
derstand how it is done and under what working conditions and
relations®. Results from a systematic review showed that nurs-
ing staff workloads directly influence the occurrence of adverse
events? and, consequently, impact on quality of care increasing
mortality, hospitalization time and costs of health care('22429,

Some of the causes portrayed in the newspaper texts evidenced
the participation of other health professionals involved in the
care, regarding the medical prescription, which corroborates
with other studies, noting that errors in medical prescription
may trigger other errors during the process of medication®26-2%,
The most common prescription-related errors involve drug doses
and the frequency of administration®?. However, the focus of the
news falls on nursing professionals.

The pharmaceutical industry also appears as the focus of
problems associated with drugs and devices that induce health
care failures. They are related to this, mainly, the similarity of
name, labels, packaging and the design of some devices®?53132,
These similarities, along with other causes, such as work over-
load, overcrowding and problems in the organization of health
services, can decisively interfere with the occurrence of errors
considered serious, such as the exchange of substances and the
administration of the diet in the venous access of the patient.

Differently from what is described in the media, distractions and
neglects of nursing professionals are issues that involve complex
causality and have an ethical dimension, which is repeatedly taken as
a priority in discussions that deal with safer care®>. Distraction, in par-
ticular, isa common cause, with unfavorable results in health work79,

It is important to note that, unlike scientific studies on this
subject, the news in the newspapers studied do not at any
time bring information that improves the understanding of the
phenomenon of error, unless it encourages readers to reflect on
the improvement of the and all aspects of these improvements.

Study limitations

The limitations are related to the data collection, since the
media was written in newspapers and, also, by the incipience
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of studies of this nature that could contribute in the discussion
of the findings.

Contributions to the sectors of Nursing, Health or Public
Policy

The results of the study show that nursing professionals,
especially their representative organizations, need to be atten-
tive to what the media expose regarding the negative results of
nursing care, in order to intervene, in order to contribute to the
communicative dialogue with society about the complexity of
the causality of errors involving nursing professionals.

The exposition of nursing errors in the newspapers showed
that this problem is still a great challenge for Nursing, because
the occurrence of these incidents continues to alarm society and
expose the profession in a negative way. Unlike other services, such
as aviation, which treat accidents in the form of risk management,
which favors media communication to provide real information
about the investigation of the facts withoutimmediately blaming
the workforce involved. The results of the research contribute to
a better understanding of the nursing-society relationship and
can encourage positive actions towards the valorization of the
profession, institutional accountability and education with a view
to the quality and safety of nursing care.

FINAL CONSIDERATIONS

The importance of this study is to highlight the visibility of the
problem in order to highlight its complexity and the strategies
to prevent future errors in care and, consequently, unfavorable
outcomes for patients and families. Such visibility must never go
to the negative side of interpretation, or at least punitive, since
professionals as well as problems with patient safety must be
understood in their complexity. Portraying episodes in a com-
mercial way, fostering emotions in readers is by no means an
alternative to promoting best practices in nursing.

Therefore, it is necessary to think about improving the train-
ing of future professionals and the training/education for work,
with scientific development; improve working conditions such
as work hours and workforce deficits, as well as the conditions
associated with the management of health services, which in
some cases are related to the political development of nursing
professionals, who are struggling for better working conditions
with a view to ensuring safe and quality care.
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