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About
The Quality & Safety Dashboard

The Quality and Safety Dashboard is an
Epic-integrated tool that enables clinicians
to proactively identify quality & safety
risks for patients in real-time. Patient data
is gathered from various siloed parts of
the EHR and placed in one convenient
display. 

The Dashboard aims to provide clinical
decision support, improve
interdisciplinary conversations regarding
patient safety concerns, and facilitate
compliance with key institutional
priorities across Brigham Health.



In order to facilitate compliance with
key institutional and research
priorities across Brigham Health, the
first 6 columns are enabled by default.

You  may add additional columns to
display by default: Click the gear
symbol next to the Activity feed >
check desired columns.

We plan to expand the settings tab to
include additional features (e.g.,
notifications) in the near future!

Quality & Safety Dashboard

This feature is a real-time feed that
shows recent flag updates to RED
for the previous 4 hours. You may
select to filter by date, patient, or
flag type and by elapsed time (4, 8,
12, 24 hours). You may also defer
flags directly from here.

Recent Enhancements & Updates

Activity Feed

Personal Settings



You may customize
your display by
selecting specific
teams and/or units
you wish to combine. 

After you have
selected your
dashboards, click the
"check mark" icon to
save your changes.

Dashboard Selection

Case of the Month

Case summary: A 71 y/o male with a history
of AV stenosis s/p AVR, lumbar spinal stenosis
s/p fusion complicated by recurrent MSSA
bacteremia (with multiple repeat surgeries),
and S. hominis endocarditis on daptomycin,
presented with fever, chills, and whole-body
weakness. 

Upon admission to general medicine, he was
febrile, tachycardic, and had bibasilar rales on
chest auscultation. The working diagnosis
upon admission was healthcare-associated
pneumonia, and he was started on
vancomycin and cefepime. 

Compiled by: Dan Motta MD MPH, Anuj Dalal MD,
Katalina Serna MD, and Alex Carbo MD



Delay in considering ILD during the index
admission in the setting of
worsening/persistent hypoxemia despite
appropriate trial of anti-microbial
treatments. 
Failure to obtain a biopsy at the time of
bronchoscopy as plans to hold and/or bridge
therapeutic anticoagulation for the patient’s
bioprosthetic aortic valve were not pursued.

Significant labs: lactate 1, Flu A/B and RSV neg,
ESR 92, WBCs 12k, procalcitonin 0.6. CT chest
was notable for interlobular and intralobular
septal thickening and ground-glass opacities.
TEE revealed no valvular vegetations. 

His respiratory status continued to deteriorate.
Blood cultures were negative, and work-up for
other infectious etiologies (e.g., strep, legionella,
fungi, viral, parasites) was negative. There was
concern for eosinophilic pneumonia given
chronic antibiotic use and borderline
eosinophilia. The patient underwent
bronchoscopy with BAL. While a transbronchial
biopsy was considered, it was ultimately not
performed because the patient was continued
on therapeutic anticoagulation for his
bioprosthetic aortic valve. The BAL was negative
for eosinophils and infectious etiologies, though
it did return positive for influenza A for which he
completed a course of oseltamivir. Given
persistent O2 requirement at discharge, home
oxygen was arranged. 

One month after discharge, the patient was
readmitted due to hypoxemic respiratory failure,
and imaging was interpreted as most consistent
with ILD vs. non-infectious inflammation. His
respiratory status continued to worsen. He was
transitioned to comfort measures and expired.
An autopsy revealed fibrosing interstitial lung
disease with diffuse alveolar damage.

Description of diagnostic error:  

Delay in starting immunosuppressive
therapy for ILD until subsequent hospital
readmission. Unfortunately, the patient’s
respiratory status rapidly declined, he was
transitioned to CMO, and expired.  

Failure in performing transbronchial biopsy
during index admission. Obtaining the
biopsy would likely have led to earlier
diagnosis of ILD
Error in diagnostic consultation:
overweighing infectious etiologies and
eosinophilic pneumonia and underweighting
alternative inflammatory etiologies, such as
ILD for which a biopsy is required.

Outcomes & Events: 

Most significant failures in the diagnostic
process: 

Harm: 
Major: prolonged length of stay, deconditioning,  
lack of immunosuppressive treatment for ILD
during index hospitalization, hypoxemic
respiratory failure due to progressive ILD,
readmission, and death. 

Cognitive biases present:
Anchoring bias and premature closure: Locking
on to a diagnosis (infection) too early and failing
to adjust to new information. 
 

Diagnostic errors can occur even
when practitioners meet the
standard of care. 
It is important to rethink the
working diagnosis if the patient
is not improving as expected.

Lessons learned:



We highly value your input of the Quality &
Safety Dashboard! 

 
         Click here to submit feedback 

CLICK TO WATCH: 

Research Assistant: Alyssa Lam - alam@bwh.harvard.edu
Principal Investigator: Anuj Dalal, MD - adalal1@bwh.harvard.edu

Contact Us!

Email: PSLL@bwh.harvard.edu                    

Keep an eye out for our weekly emails as you are
coming onto your rotation or service! Users are also

featured in our weekly usage reports!

Download our 
Diagnostic Time-Out here:

Attend our 
Diagnostic Safety

Workshops
 to learn more!

https://www.youtube.com/watch?v=1x7q0u7Vnr8&feature=youtu.be
https://forms.office.com/r/BKTTJRyhjs

