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Oh SH!T
I Made a Mistake ! 

Brian Acunto DO, EJD
Medical Safety Officer 

Atlanticare Health System
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Disclosures

• Financial: None
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OBJECTIVES

• Understand the various types of errors  and their 
causes

• Describe the appropriate steps to take after an error 
has occurred

• Discuss the AHRQ report on Diagnostic Error in the ED
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Dr. 
Goodguy
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Patient: Don Thurtemhammer
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In the Aftermath of the Error,
What Dr. Goodguy Did Well

• Disclosed the error to the patient and his family

• Mitigated the immediate danger to the patient 
due to the ongoing medical condition that was 
present.

16

In the Aftermath of the Error,
What Dr. Goodguy Did Not Do Well
• Did not follow institutional policies around serious occurrence 

• Did not fill out an incident form

• Legal and Risk Management were not aware

• Insurers were not aware

• Mandatory reporting to Federal, State, Local and accrediting 
agencies could not occur
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https://www.jointcommission.org/resources/sentinel-event/sentinel-event-policy-and-procedures
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https://www.jointcommission.org/resources/sentinel-event/sentinel-event-policy-and-procedures
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MISTAKES

• You don’t know the right thing to do because you 
haven’t been taught 

• Incorrect choices

• Lack of experience, training, or negligence

https://www.ismp.org/resources/differences-between-human-error-risk-behavior-and-reckless-behavior-are-key-just-culture
MedIQ. Culture of Safety Module 3: Error Causation and Response

23

SLIPS
• You know the right thing to do, but unintentionally don’t do it.

• Failures of schematic behaviors

• Lapses in concentration

• Occur in the face of competing sensory or emotional 
distractions, fatigue, or stress

• Training/Education will NOT decrease slips

• Add extra step to process to prevent SLIPS
https://www.ismp.org/resources/differences-between-human-error-risk-behavior-and-reckless-behavior-are-key-just-culture

MedIQ. Culture of Safety Module 3: Error Causation and Response
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ACTIVE ERRORS
• Occur at the point of contact between a human 

and some aspect of a larger system. 

• They are readily apparent 

• Typically involve someone at the frontline

• Push wrong button

• Ignore warning light
https://psnet.ahrq.gov/primer/root-cause-analysis

MedIQ. Culture of Safety Module 3: Error Causation and Response
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LATENT ERRORS

• Less apparent failures of organization or design 
that allows harm to patients. 

• Organization uses different types of infusion 
pumps

https://psnet.ahrq.gov/primer/root-cause-analysis
MedIQ. Culture of Safety Module 3: Error Causation and Response
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AT RISK BEHAVIORS

• Behavioral choice that increases risk where risk 
is not recognizes or is mistakenly believed to be 
justified. 

https://www.ismp.org/resources/differences-between-human-error-risk-behavior-and-reckless-behavior-are-key-just-culture
MedIQ. Culture of Safety Module 3: Error Causation and Response
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MedIQ. Culture of Safety Module 3: Error Causation and Response

Not Provider’s 
Primary Patient

Consent form 
does not identify 

site

Site not marked

Universal protocol 
not performed

Wrong site 
chest tube 

placed
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R ogers, Erin  Pharm D , et a l. A  Just C ulture Approach to  M anaging M edication Errors. H ospita l Pharm acy Vol. 52 April 2017. Pg.308-315
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You Made A Mistake: 
Checklist

• Mitigate any further harm

• Follow your institutions policies and procedures for serious 
occurrence

• Reporting 

• Notify patient

• Apology ?
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Thank You 

brianacnto@gmail.com
Twitter: @AcuntoBrian
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