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Problem Statement Analysis & Interventions Creating a Shared Mental Model

At Beth Israel Deaconess Medical Center (BIDMC) the OR Supply
Steering Committee has been tracking waste for several years. 1 y) 3 4 5 Timeline to Completion
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Goals Invest the time to collect :
real data :

1. Reduce OR supplies wastage by 10% ($98,000)
2. Create cultural awareness of the impact of OR waste
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