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There is much education and training devoted to the avoidance, early detection and 
mitigation of errors in the Emergency Department. Despite this, errors remain a 
common occurrence and at times contribute to adverse events.  Patients bear the bulk 
of this burden, but staff also suffer. This article provides 12 tips to help trainees cope in 
a productive way after making an error.  
  

1.   Accept and understand your human fallibility. The human brain is very 
powerful and flexible, but it is not foolproof. It is prone to error if interrupted, required 
to multi-task, tired, distracted, overloaded, bored, on automatic pilot, emotional, 
fixated, or confronted with something that looks routine on the surface, but is actually 
not. No human is immune. This, combined with the complexity, acuity and volume of 
patient presentations to the Emergency Department is a perfect recipe for error. 
Errors are inevitable. Doctors are fallible1,2  
2.   Understand the nature of error. Learn about error and patient safety. Without 
this knowledge, it is very difficult to analyse and understand your own errors in an 
accurate and productive way2,3  
3.   Always do your best. If you are conscientious about turning up to work well 
rested, make the most of your learning opportunities and do your best for all of your 
patients as a routine, then when things go wrong, at least you will know you have 
been trying. 
4.   Use the retrospectoscope with care. Often looking back on an incident, the 
right course of action at a given point in time has become obvious. The concept of 
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signal to noise ratio is helpful here. When looking back it is easy to only see the 
‘signals’ and ignore the ‘noise’. However, at the time the error was made it may not 
have been possible to differentiate between signal and noise. This difficulty is known 
as hindsight bias4. The retrospectoscope is good for learning, but needs to be used 
with great care if making a judgement about where to find fault. 
5.   Understand the futility of thinking, “if only I….” Most errors are the result of 
multiple factors. Chances are that responsibility is shared across people and 
systems. Try to find the right balance: you don’t want to blame others in order to 
protect yourself, nor do you want to take an inappropriately high level of attribution 
onto yourself. Identifying what you would do differently in a similar situation in the 
future is a good way to identify what you have control over and what you can 
improve upon. 
6.   Be a reflective practitioner, adopt a growth mindset. When analyzing an 
event, don’t just ask yourself “Did I make an error?”. Ask yourself, “how can I 
improve?” and “how can we improve? The problem with the first question is if the 
answer is no, learning opportunities will be lost. “How can I improve?” is a question 
to ponder even when care goes well. “How can we improve?” promotes learning and 
improvement at a team and system level. Realise that your clinical abilities are 
developed and grown through practice and effort5,6  
7.  Be honest. Apart from being the right thing to do, it feels good to be ethical and a 
person of integrity7  
8. Be kind to yourself. Care for yourself as you would a good friend or colleague. 
9.  Know the difference between guilt and shame. Guilt is “I did a bad thing”, 
shame is “I am bad”8. Shame is an unhealthy response; guilt and grief less so. All 
are common responses for healthcare workers after making an error that harms a 
patient9,10  
10.  Talk candidly with your clinician peers. Share your experiences, successes, 
failures and learning. It helps to talk and peers can be a great support. This is one of 
the ways senior Emergency Physicians cope and learn11  
11.  Seek counsel from a more senior doctor who has a good understanding of 
how errors occur. Often junior staff struggle to see the big picture, and can 
overestimate the gravity of their contribution. Senior staff have made plenty of their 
own errors and know that even the best of clinicians make mistakes. 
12. Share what you have learnt once you feel ready. Become a teacher. 

 

This article is protected by copyright. All rights reserved.



  
Doctors need a good head, a warm heart and broad shoulders. The broad shoulders 
are required because we care for patients knowing that we will make errors despite our 
best efforts. It is inherent to the task of being a doctor, and requires courage, strength 
and humility. Perfect performance is simply not attainable. The best we can do is to 
strive for excellence while remaining open to learning and improvement. The advice in 
this piece is designed to help broaden your shoulders. 
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