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Introduction

In a 1998 national study, forty-six percent of Canadians said
they read daily newspapers as a major source of informa-
tion.” Sixty-one percent of respondents also claimed that
they would like to see more reporting on health issues. In the
United States, fifty-eight percent of people surveyed said
they have changed their behaviour due to a health-related
story covered in the media.” Therefore, newspaper reports
that examine health issues might affect the perceptions and
behaviours of Canadians and Americans.

From 1999 to 2004, newspapers across Canada covered the
coroner’s inquest into the death of Lana Dale Lewis, who
suffered a fatal stroke in Toronto, Ontario on September 12,
1996. The Lewis family, convinced that the stroke was
caused by a chiropractic neck adjustment, requested an
inquest into the death. The Office of the Chief Coroner for
Ontario, the agency responsible for administering the
inquest, states that the purpose of an inquest is to determine
the circumstances of a death. The purpose of this article is to
examine how the print media portrayed the verdict in the
Lewis inquest. Although the majority of newspaper articles
accurately describe the conclusions of the Lewis inquest,
some articles focus on blaming the cause of death on the
chiropractic adjustment. This article argues that inaccurate
media reports on the verdict undermine the purpose of the
Lewis inquest and others like it. The lack of clarity in these

reports likely resulted from the vague definition of the pur-
pose of inquests provided by the Office of the Chief Coroner
for Ontario.

This article is divided into six main sections. Section 1
describes the nature of inquests in Ontario and compares this
with other Canadian provinces and territories. Section 2
describes the Lewis inquest, including the reasons for call-
ing the inquest and a description of the proceedings and
findings. Section 3 explains how relevant newspaper articles
about the inquest were identified. Sections 4 and 5 examine
print media coverage on the verdict. Section 4 provides
examples of accurate and complete coverage, whereas Sec-
tion 5 provides examples of inaccurate coverage of the ver-
dict. Section 6 discusses findings of the print media analysis.
The article concludes with recommendations that may help
coroners’ offices improve their capacity to disseminate
accurate information of an inquest verdict.

Section 1:
Nature of Inquests in Ontario

The Office of the Chief Coroner for Ontario (Coroner’s
Office), a division of the Ministry of Safety and Correc-
tional Services, carries out inquests under authority of the
provincial Coroners Act.* The Coroners Act defines the
nature of inquests, including the purpose and conclusions of
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an inquest. An inquest is an investigation into the death of an
individual in the community, which is open to the public.
The purpose of an inquest is fourfold: first, to determine the
identity of the deceased and how, when, where and by what
means the deceased died.” Secondly, an inquest directs pub-
lic attention to a death that could have been prevented.
Thirdly, an inquest allows the concerned parties to respond
to the inquest findings.

Fourthly, an inquest should

(Alberta, Manitoba, and Nova Scotia) or the Department of
Justice (Newfoundland). The legislation governing the man-
ner in which a coroner or medical examiner should carry out
inquests varies across the country because it is province- or
territory-specific. For example, the Coroners Act, provides
the authority to administer inquests in British Columbia,''
Northwest Territories'> and Ontario, whereas Manitoba'®
and Alberta' follow the Fatal-
ity Inquiries Act.

correct misinformation dissem-
inated to the public about a
death. Thus, the main focus of
an inquest is to consider the cir-
cumstances of the death in
question while informing the
public about the death.

From its inception, the Lewis inquest
was entrenched in media speculation
and political warfare.

The Coroner’s jury differs in
size depending on the legisla-
tion of the province and is lim-
ited to the five terms specifying
the manner of death described
above in Saskatchewan' and

In Ontario, the Coroner’s jury

can offer only a one- or two-word response at the conclusion
of the inquest. The jury must decide that the death in ques-
tion is a result of an accident, natural causes, undetermined,
suicide or a homicide. Neither the Coroner’s Office website®
nor the Coroners Act' defines these terms explicitly.
According to a Coroner’s Office representative, an accident
is “an incident or event that happens without foresight or
expectation.” Natural causes were defined as “death due to
life course.” An undetermined death means that the death
in question does not fit the definitions of the other four out-
comes or that inconclusive evidence was presented at the
inquest. The response options given to the jury is meant to
sufficiently and conclusively describe the manner in which
an individual came to his or her death.

By limiting the outcomes of an inquest to one of five terms, a
jury cannot lay blame or legal responsibility of a death on an
individual or organization.” On the other hand, the limitation
may stifle the jury’s ability to accurately depict what caused
the death in certain circumstances. In addition to reaching a
conclusion about the means by which the death occurred,
the jury may also offer recommendations to specific agen-
cies that may help prevent future deaths. By this means, the
Coroner’s Office aims to fulfill its mandate to “speak for the
dead to protect the living.”"’

The nature of inquests in the provinces and territories of
Canada varies significantly with respect to the administra-
tor, the authorizing legislation and who offers the recom-
mendations, if any, at the conclusion of the inquest. Inquests
may be administered by agencies other than the Coroner’s
Office, such as the Office of the Chief Medical Examiner

British Columbia.'® In other
provinces (such as Manitoba
and Alberta),'” no jury is summoned for the inquest. Rather,
a judge witnesses the evidence presented during the investi-
gation and may provide recommendations in a final report
on how to prevent future deaths.

Although significant differences exist in how an inquest is
conducted and concluded, the purpose of an inquest in the
different provinces and territories is identical to that of
Ontario. That is, an inquest is performed to investigate the
circumstances of a death and determine how, when, where
and by what means an individual came to his or her death.
Furthermore, all legislation regarding the conduct of coro-
ners/medical officers and inquests states that legal culpabil-
ity cannot be assigned to an individual or organization
during an inquest. Since different Canadian jurisdictions
undertake inquests with a similar mandate, the Lewis
Inquest can provide lessons for the administrating agencies
of all provinces and territories.

Section 2: Background on the
Lana Dale Lewis Inquest

I. Summons for an Inquest into the Death of
Lana Dale Lewis

From its inception, the Lewis inquest was entrenched in
media speculation and political warfare. The Lewis family
requested the Regional Coroner for Toronto, Dr. William
Lucas, to conduct an inquest on two occasions.'® The
request was denied on both occasions, in December 1996
and January 2000. However, in April 2002, the Chief Coro-
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ner of Ontario, Dr. James Young, overruled the original
decision and announced an inquest would be held to investi-
gate Lewis’ death. Print media extensively covered this
unprecedented move by Dr. Young. In the Coroners Act of
Ontario, the Chief Coroner of the province may overrule the
decision of a Regional Coroner.'® Unlike the Regional Coro-
ner, the Chief Coroner need not provide a reason for the
decision. Thus, the Chief Coroner has an enormous amount
of discretion to decide whether an inquest should be held.
Furthermore, the decision of a

cians and chiropractors, presented conflicting opinions
regarding the scientific issues concerning cervical manipu-
lations.

Ill. Findings of the Lewis Inquest

On January 16, 2004 the verdict of the Coroner’s jury was
death by means of an accident.” The jury offered seventeen
recommendations to several agencies, including the Coro-

ner’s Office, the Ministry of

Chief Coroner is final.

Since the motive behind Dr.
Young’s announcement s
unknown to the public, journal-
ists and others speculated why
the first two decisions were
overruled. Some journalists
suggested statements made by
chiropractic associations in the
media after the 1996 and 2000

The overall tone of these articles
suggests the inquest was a battle
between the Lewis family and
chiropractors, more than an inquiry
into a death.

Health and Long-Term Care,
CMCC, the College of
Chiropractic Regulatory Body
and the CCA. Many of the rec-
ommendations concerned the
practice of chiropractors; such
as the creation of a standard
consent form, accurate
record-keeping of chiropractic
treatments and further research
into the risk of stroke and cervi-

decisions may have provoked

the Chief Coroner’s review. For example, Canadian chiro-
practors claimed that the decision not to hold an inquest to
investigate the death of Lewis implied that the neck manipu-
lation was not a factor in her death.”' Other writers, includ-
ing the executive directors of the Canadian Chiropractic
Protection Agency (CCPA) and the Canadian Chiropractic
Association (CCA), claimed that the inquest was announced
as a deliberate attempt by opponents of chiropractors to pre-
vent any affiliation of Canadian Memorial Chiropractic Col-
lege (CMCC) with York University.” Some academics at
York University felt that an affiliation of the two schools
would damage York University’s reputation as a scientific
institution. Thus, the commencement of the Lewis inquest
may have had little to do with investigating the circumstance
of the death and more to do with politics.

Il. Description of the Lewis Inquest

The parties attending the Lewis inquest included members
of the Lewis family, the CMCC, the CCA, the Coroner’s
Office, and Dr. Philip Emanuele, the chiropractor who had
performed the adjustment on Lewis.” For twenty months,
the longest inquest in Ontario’s history, the jury considered
over 240 pieces of evidence and testimony from twenty
international expert witnesses.** The evidence and testimo-
nials centred on the association of chiropractic manipula-
tions of the cervical spine with the risk of vertebral artery
dissection. Many of the expert witnesses, including physi-

cal manipulations. From the
planning to concluding stages of the inquest, the investiga-
tion focussed on chiropractic adjustments rather than on the
death in question.

Section 3: Methods for Identifying
Relevant Newspaper Reports

English-language newspaper articles on the Lana Dale
Lewis Inquest were retrieved from various sources. A search
for “Lana Dale Lewis” on Factiva identified 199 articles.*
Thirty-eight newspaper articles were collected from the
CMCC archived library, which contains a media tracking
system for articles up to the present year. Lastly, two articles
were found from a search for “Lana Dale Lewis inquest” and
“Lewis inquest” on the google.ca website. These searches
resulted in a total of 239 articles commenting on the Lewis
inquest (Table 1). Since this paper focuses on the newspaper
coverage of the inquest verdict, only articles printed on or
after January 16, 2004 to May 4, 2004 were included in the
study. Forty-four articles were analyzed for their coverage
of the inquest verdict. Of these forty-four articles,
twenty-seven were copies of the same article written by the
Canadian Press (CP) under different headings.

The articles were coded by two independent reviewers and a
third if the two reviewers did not agree. An article was coded
as complete and accurate if it included all three of the fol-
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lowing: the jury’s verdict, explanation that inquests in
Ontario cannot assign blame to a person, and a listing of the
five possible outcomes of an inquest. These three statements
are necessary to inform the public about the purpose and
outcome of an inquest. An article was categorized as inaccu-
rate and/or incomplete if it: did not contain statements about
the inquest verdict of accidental finding; or lay blame on the
adjustment or the chiropractor; or did not mention the five
possible outcomes of an inquest. Articles were also called
incomplete if they did not contain all three statements neces-
sary to be defined as accurate.

Section 4:
Accurate Newspaper Reports on
the Lewis Inquest Verdict

Out of the forty-four articles, thirty-nine (89%) described
the Lewis inquest in a complete and accurate manner (Table
2). Since twenty-seven of the articles are repeated publica-
tions from the Canadian Press (CP), seventy-two percent
(13/18) of the unique articles are accurate based on the
defined criteria.

I. Coverage on the Accidental Death Finding

In the case of the Lewis inquest, the jury and Coroner were
aware of who the deceased was, and how, when and where
the deceased came to her death. The jury was expected to
find by what means Lewis died. From the inquest proceed-
ings, it was evident that the likely conclusion would be an
accident, natural causes or undetermined death (not suicide
or homicide). Accordingly, the most important aspect of
media coverage on the inquest is how the media reported the
jury’s verdict; that is, how journalists report and interpret
death by means of an “accident.”

Sixty-one percent (27/44) of newspapers on the Lewis
inquest were the same article written by the CP. For these
twenty-seven articles, the CP explains the verdict of the
inquest as: “The death of a factory worker who suffered a
fatal stroke in 1996 after having her neck manipulated by a
chiropractor was ruled Friday as accidental and not due to
natural causes.””’ Although this statement says the conclu-
sion of the inquest was an accidental death, the statement
also implies that the chiropractic adjustment had some role
in the death by stating that the death occurred after a neck
manipulation. However, since the statement does not draw a
direct link between the adjustment and the stroke, the state-
ment is fairly accurate. Due to the limited nature of the

inquest, the manipulation cannot be stated as the cause of the
death.

One article reported the verdict as “a Toronto woman'’s fatal
stroke was accidental, thus suggesting the upper neck
adjustment she received was to blame for her death.”*® This
statement says that the death was a result of an accident and
that the chiropractic adjustment is linked to the death. The
interpretation is valid, given the recommendations provided
by the jury. This report is accurate because the author distin-
guishes the jury’s verdict from his own interpretation of the
results by using the word “suggesting” in the statement.

Il. The Reason that Laying Blame is Not Permitted
in a Coroner’s Inquest

Since the Coroners Act clearly states that an inquest does not
place legal blame on a person® nor is any individual on trial,
a distinguishing factor between accurate and inaccurate arti-
cles is whether the chiropractor is held responsible for the
death. For example, one article states: “jurors in such cases
are never asked to find blame.”** The jury was reminded on
the last day of the inquest, prior to determining their verdict,
of their role and responsibilities. Hence, journalists who
attended the last day of the inquest were aware that the jury
could not conclude, under any circumstances, that the chiro-
practor was responsible for the death of Lewis.

In addition to the assertion that the inquest findings cannot
lay blame on an individual, some reports also indicate that
the chiropractic treatment cannot be blamed as the precipi-
tating cause of the stroke suffered by Lewis. One article
states that “inquest juries cannot assign blame and this one
could not say directly that her treatment was responsible.”’
The author of this article is accurate in noting that the con-
clusions of the inquest could not find fault with the
chiropractic treatment. Given that an inquest limits the
determination of a death to specific outcomes and that the
purpose of the inquest is to uncover the circumstances of the
death, the chiropractic treatment is not under investigation
in the inquest.

Ill. List the Five Possible Outcomes of an Inquest

In order to adequately inform, educate and explain the
inquest to the public, authors should mention the five possi-
ble outcomes of an inquest. The five terms are necessary
because the findings of an inquest are significantly different
from that of a legal trial. An individual or organization is not
found guilty nor is fault attributed to the therapeutic treat-
ment at the conclusion of a trial. At the same time, journal-
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ists are unable to explain the meanings of the five terms
because the Coroner’s Office has not provided standard def-
initions for them. Thus, at best, journalists can state that a
jury must decide whether the cause of death is accidental,
homicide, suicide, undetermined or natural causes.*” A
phrase to this effect is included in seventy-two percent
(13/18) of the reviewed unique articles.

Section 5: Examples of Incomplete
and Inaccurate Coverage on the
Lewis Inquest

Excluding the CP articles, twenty-eight percent (5/18) of the

reviewed articles meet the criteria of inaccurate and incom-
plete articles. The articles in

sion to maintain its legitimacy, rather than an inquiry into a
death. In a Canwest Global article, the husband of Lana
Lewis was reported to say: “This is the little guy fighting for
all of the little guys and we’re happy. We won.”*® The over-
all tone of these articles suggests the inquest was a battle
between the Lewis family and chiropractors, more than an
inquiry into a death.

Ill. Description of Headlines for Articles
Describing the Lewis Inquest

In addition to the inaccurate statements in newspaper arti-
cles, twenty-seven percent (12/44) of the reviewed articles
contained inaccurate headlines (Table 3). These titles make
dramatic claims, such as “Chiropractic procedure killed
woman, inquest finds™* or “Chiropractic death ruled acci-

dental.”™® Interestingly, the

this category make causal
claims and portray the inquest
as a battle among the involved
parties, as described below.

I. Causal Statements in
the Print Media Coverage
of the Lewis Inquest
Verdict

A causal statement associating

For twenty months, the longest
inquest in Ontario’s history, the jury
considered over 240 pieces of
evidence and testimony from twenty
international expert witnesses.

Canadian Press is the source for
the text of these two articles.
The CP articles were catego-
rized as accurate from the
above-mentioned criteria.
However, the headlines of these
articles are completely false and
exaggerated. Furthermore, if
the CP articles are excluded
from the calculation of the num-

the death from a stroke and the
chiropractic adjustment charac-
terizes inaccurate articles. Twenty-eight percent (5/18) of
articles included a causal statement (Table 2). For example,
journalists for The Hamilton Spectator wrote that “a coro-
ner’s jury ruled that a 45-year old woman named Lana Dale
Lewis died in 1996 as a result of a chiropractic upper-neck
manipulation.”® This was not the jury’s conclusion, nor was
it empowered to make such a finding. Similar statements of
causation were written in three other national publications:
The Globe and Mail* National Post”® and Canwest
Global.*® Causal statements in these news providers are par-
ticularly disconcerting due to their vast readership across
Canada.

Il. Overall Tone of the Article

Four newspapers depict the findings of the inquest as a vic-
tory for the Lewis family over chiropractors, rather than as
investigative findings into a death. Authors Paul Benedetti
and Wayne MacPhail say that chiropractors “lost” because
the verdict found that the death was “accidental.””’ They
also suggest that the inquest turned into a fight by the profes-

ber of inaccurate titles, the per-
centage of inaccurate titles
almost doubles to forty-four percent (8/18) (Table 3).

Section 6:
Discussion and Recommendations

I. Discussion

The significant finding of this study is that seventy-two per-
cent of Canadian newspaper articles on the verdict of the
Lewis inquest are accurately written. These articles meet the
criteria of mentioning the verdict of the inquest, listing the
five possible outcomes of an inquest and commenting on the
meaning of an “accidental death” without finding fault with
the chiropractor or the treatment. This finding indicates that
journalists are sensitive to the results and interpretation of a
high-profile inquest. The high quality reporting on the
Lewis case is similar to the findings of a study reviewing
newspaper stories on genetic research. Bubela and Caulfield
found that 62.7 percent of newspaper articles made no exag-
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gerated claims about the findings of scientific genetic stud-
St
ies.

The high percentage of accurate print media reports is par-
ticularly noteworthy due to the vague definition of “acciden-
tal death” provided by the Coroner’s Office. During closing
remarks for the inquest, the Coroner’s Counsel instructed
the jury on the meanings behind a finding of accidental
death, natural causes or undetermined.*” Accidental death is
an appropriate finding if trauma caused the formation of a
clot found in the vertebral artery, which subsequently
caused a stroke. A finding of natural causes means the jury
came to the consensus that

suaded to interpret an article based on inaccurate headlines,
regardless of the content of the article. On the other hand,
another study on the impact of the framing effect on print
media stories about genes and diabetes found that the fram-
ing effect does not hold true because readers are able to dis-
count headlines.” Further research is necessary to
determine to what degree sensationalised headlines influ-
ence a reader’s interpretation of articles on complex health
issues such as inquests.

II. Limitations of the Study Findings

The results of this study are limited because only newspaper
articles were incorporated in the

Lewis died from complication
of a disease, such as
atheroscelorsis. However, the
Coroner’s Office states that
death by natural causes might
also be a result of trauma. In
essence, the definition of acci-
dent and natural causes may be
the same: death due to trauma.
Demarcating a death due to an
accident or natural causes thus

The significant finding of this study
is that seventy-two percent of
Canadian newspaper articles on the
verdict of the Lewis inquest are
accurately written.

study. Television, radio,
internet sites and advertise-
ments were excluded from the
analysis, even though these
forms of media covered the
Lewis inquest. The study was
designed to specifically focus
on how the verdict was reported
in print media. Since the inquest
spanned over a course of two

is not clearly specified by the
Coroner’s Office.

A second important finding of this study is the substantial
number of sensationalised headlines. Twenty-seven percent
(12/44) of the reviewed articles contained inaccurate head-
lines. The majority of these headlines were extremely exag-
gerated. The percentage of inaccurate headlines increases to
forty-four percent (8/18) when the CP articles are removed
from the calculations (Table 3). However, twenty-seven
percent is more indicative than forty-four percent for the
proportion of inaccurate headlines because many of the CP
articles contain accurate headlines. That is, when CP articles
are removed, so are a significant number of articles with
accurate titles. The percentage of inaccurate headlines is
similar to the number of inaccurate articles.

Twenty-seven percent inaccurate headlines may be more
troublesome than twenty-two percent inaccurate articles
because sensationalised headlines may have a framing
effect.”” The framing effect occurs when a headline influ-
ences the reader’s interpretation of the content of an article.
One study found that a reader’s interpretation of an article
depends on the claim made by the headline, particularly if
the article is read superficially.** Thus, readers may be per-

years, substantial coverage on
the purpose of the inquest is
likely to be stated in these excluded reports. Lastly, the study
analyzed English-language articles only.

Despite these limitations, the study suggests that journalists,
for the most part, are accurately and completely reporting a
complex issue. Furthermore, inaccurate reports may not be a
result of exaggerated claims by a journalist, but an indica-
tion of the lack of clarity on the part of the Coroner’s Office.
The Coroner’s Office has not clearly defined the five possi-
ble outcomes of an inquest. The Lewis inquest, in particular,
was entrenched in uncertainty from the day Dr. Young made
his announcement to the day the verdict was announced.

Ill. Recommendations

Inaccurate reporting by the media about the inquest’s find-
ings has implications for the Coroner’s Office. The Coro-
ner’s Office is a neutral body whose mandate is to protect
and inform the public by means of an investigation into
deaths. The Lewis inquest became a forum for the
chiropractic profession to gain (or lose) legitimacy in the
eyes of the public. In the future, the Coroner’s Office and the
Chief Coroner should clearly state the reason for calling an
inquest in order to protect the neutrality of the Office.

12
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Coroner’s Offices across Canada can learn from this analy-
sis of print media reports of the Lewis inquest. First, all Cor-
oner’s Offices should ensure that they clearly define
accidental death, natural causes, suicide, homicide and
undetermined death or similar terms in their policy docu-
ments and website. Similarly, if a Coroner’s jury is con-
vened, it should be given clear instructions about the
meanings of these types of terms. Clearer definitions will
lead to less ambiguous findings, thereby reducing the
amount of misinformation transmitted to the public. Sec-
ondly, Coroner’s Offices should provide guidance docu-
ments for journalists and media outlets on the nature of

inquests in specific jurisdictions, including the purpose of
investigations and limitations with respect to findings. By
instituting such a policy, Coroner’s Offices may reduce the
amount of misinformation distributed to the public. Finally,
Coroner’s Offices across Canada must ensure that the gen-
eral public has access to information pertaining to the ver-
dict of inquests directly from the Office via websites or other
means. Implementation of these recommendations is likely
to increase the provision of accurate information to the pub-
lic and facilitate Coroner’s Offices across Canada to meet
their mandates.

Summary of Articles Assessed in the Study

Number of Articles Found
on the Lewis Inquest

Search Engine

Factiva 199
CMCC 38
google.ca 2

Total 239

Number of Articles
Specific to Verdict of

Number of Articles Specific to
Verdict of the Inquest and

the Inquest Excluding Repeat Articles
4 4
38 12
2 2
44 18

Table 1. A summary of where and the number of articles obtained for the study. Only articles in print newspapers written on or
after January 16, 2004 were included. CMCC= Canadian Memorial Chiropractic College.

Including Repeat Articles

Excluding Repeat Articles

Number Percentage (%) Number Percentage (%)
Accurate Articles 39 89 13 72
Inaccurate Articles 5 11 5 28
Total 44 100 18 100

Table 2. The Number of Accurate and Inaccurate Articles.
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Including Repeat Articles

Excluding Repeat Articles

Number Percentage (%) Number Percentage (%)
Accurate Headlines 32 73 10 56
Inaccurate Headlines 12 27 8 44
Total 44 100 18 100

Table 3. The Number of Accurate and Inaccurate Headlines
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