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APPLICATION FOR THE RE-ACCREDITATION OF THE 
PRINCIPLES-OF-BEHAVIOR-BASED SAFETY PROCESS, 

CRITICAL ACTIVITIES MANAGEMENT (CAM)   
AT SUPERVALU’S  

MIDWEST REGIONAL DISTRIBUTION CENTER 
 

 Advantage Logistics Midwest is a division of SUPERVALU and is referred to as the 
 corporation's Midwest Regional Distribution Center, (MRDC).  Located in Oglesby, 
 Illinois, the facility was constructed in 1996 through 1997 and the first shipment from the 
 facility was in July of 1998. 
 

The center, at that time, distributed general merchandise and health and beauty care 
items.  In December of 2001, the facility also began to ship pharmaceuticals to our 
grocery retailers.   

 
 The facility is 308,000 square feet. Most work is performed inside the distribution center 
 which is heated with no air conditioning with the exception of the pharmacy area which 
 is climate controlled. 
 
 From 1998 through the third quarter of 2006, the distribution center employed 
 approximately 204 associates and operated on two shifts 5 days a week and on the 6th 
 day had only a first shift operation. 
 
 MRDC associates are from the general geographic area.  Associates come from every 
 conceivable background and experience including logistics, manufacturing, school 
 teachers, construction trades, fast-food services, convenience stores and retail department  
 stores. 
 
 MRDC associates are required to have a high school diploma or equivalent 
 education (GED).  Education in the facility ranges from the minimum requirement to  
 associates degrees, four year degrees and post graduate studies. 
 

 A labor standard initiated in 2003 measures the quantity of time it should take to 
perform a task. A standard represents a fair day’s work under normal working conditions.  
Each job performed in the distribution center is analyzed using Master Standard Data, a 
predetermined motion system, and each movement is given a time value calculated in 
TMUs (Time Measurement Units).  Any travel required, walking or riding on equipment, 
is calculated by the labor management program, using the aisle and bay numbers and the 
appropriate allowed time is given.  Job observations are done to record delays that might 
be encountered by the associate, (congestion in aisle, throwing away trash, etc).  These 
observations are used to calculate the average delay percentage needed for each 
aisle/section of the warehouse.  An additional 5% of delay time is added to each 
assignment as Personal Time.  This compensates the associate for time required for 
personal needs such as getting a drink of water or fatigue over the course of a shift. 
All of the above elements are combined to construct an allowed time for each direct labor 

 assignment performed by an associate.  
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 Initial Job Training   
 
 Associates are hired as office personnel, warehouse associates, maintenance 
 mechanics, sanitation workers, inventory control workers, supervisors and managers. 
 
 Office personnel, maintenance mechanics, sanitation workers and inventory control 
 workers are trained in-house for each specific job duty in their department. 
 
 Warehouse associates are hired to work in any department of the distribution center.  
 They are trained for each specific job duty in the various areas of the warehouse as 
 needed. 
 
 Initial Safety Training   
 

Associates attend a six hour safety orientation on their first day of employment.  The 
 safety training covers OSHA required topics, and Corporate and site specific 
 policies and procedures.  Videos on specific job duties and safety sensitive work areas in 
 the workplace are viewed.  This training session includes a thorough tour of the 
 warehouse during which time injury history is reviewed and preventative measures 
 discussed.  There are different safety training processes for maintenance, warehouse and 
 sanitation and each associate receives a safety manual during new hire orientation.  
 These manuals are updated during annual retraining.  

 
Associates then begin their specific job duty training where they work with a trainer 

 who utilizes a Job Safety Analysis (JSA) for the specific job. This method is employed 
 for each job duty they are required to perform.  The formal associate job observation 
 process and JSA training in the new hire process began in 2003 and is ongoing.  
 Supervision is required to perform one job observation per day for the first week of the 
 new hire's employment, and two per week thereafter for the first 30 days. 

 
 Job safety analysis are prepared by the safety team, sanitation team and maintenance 

 department and include every step required to perform a job duty, list each potential 
 hazard for each job duty and include recommended job procedures to avoid the potential 
 hazards.   
 

Powered equipment training is a detailed training course conducted by the warehouse 
 supervisors and/or a trained hourly associate.  Training time can be from four days to one 
 week depending on the person and the type of equipment.  Each associate who will be 
 operating powered equipment undergoes classroom training and practices operation of 
 the equipment in an area where no current job duties are being performed. The training is 
 completed when the trainer and the associate both feel that the associate is able to safely 
 operate the equipment and is ready for certification.  This training is completed for each 
 piece of equipment that an associate is assigned to use to perform job duties.   After 
 certification, job observations are completed to ensure that safe operation of the 
 equipment is being performed.   

 
A recertification process for powered equipment is in place at MRDC.  Associates 
involved in incidents with powered equipment are removed from the equipment while an 
investigation is conducted and a decision is made by the Risk Control Manager as to 
whether recertification is necessary.  The decision for recertification was based on 
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potential for injury and/or the amount of product damage.  Repeated incidents requiring 
recertification on powered equipment could lead to removal of the associate from the 
equipment. 

 
Follow-up training with associates is provided by Risk Control approximately 120 days 

 after the new hires are employed.  This training includes a review of the safety guidelines 
 and fire extinguisher training.   
 

Annual retraining is conducted for all associates by the Risk Control Manager.  This is 
 done in groups for the three shifts and covers OSHA required topics, JSA's, and any area 
 where injuries have occurred or have an increased potential of occurring.   
 

Daily pre-shift tips are given each day at pre-shift meetings by management and are 
 solicited from the hourly associates once a week. 
 

Special safety talks are given on situations deemed to be "emergency" immediately as 
 they occur. 
 

Associates periodically give demonstrations to the shift on a safe procedure that they 
 have learned while performing their job duties. 

 
Ergonomics is a focus of our distribution center.  We are fortunate to have a fairly new   

 facility which includes many ergonomic features such as miles of conveyor, pallet flow 
 racks, case flow racks, hydraulic truck restraints and powered dock levelers.  Associates 
 engage in mandatory pre-shift stretching and an ergonomics team keeps associates 
 educated on the basics of ergonomics, their responsibility to request slot changes when  

necessary and discuss preventatives to avoid ergonomic injuries.   
 
The conditions and safety record that lead to the consideration of beginning a PBBS 
process 

 
The facility began operation in 1998, and a large number of injuries were occurring even 

 though extensive safety training was being initiated prior to the associates performing 
 job duties.  The various injury rates of MRDC compared to other SUPERVALU 
 distribution centers was poor.  In 1999, MRDC was ranked 37 out of 40 distribution 
 centers.  Our associates were being injured, and our direct and indirect costs were 
 increasing.  The Corporate chargeback system became extremely expensive, and we  

re-evaluated our safety process and procedures.   
 
To begin our work on our goal for improvement, we focused on decreasing our most 
frequent loss source; box cutter lacerations. We had purchased personal protective 
equipment in an attempt to reduce this loss source, but lacerations continued. In 2000, we 
implemented a limited PBBS, principles of behavior-based process, and received positive 
results by addressing the usage of personal protective equipment.  The informal process 
involved focus on only one job activity (objective); associates’ wearing their Kevlar 
glove when using their box cutter.  Supervision members recorded data on a safe versus 
unsafe basis and provided positive reinforcement to associates observed wearing the 
glove when required.  Feedback on the data was provided to the associates by bulletin 
board posting.   
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Results from the limited PBBS process were encouraging, and, in 2001, after additional 
 training, we implemented the CAM process, a more thorough PBBS process, designed 
 to change all safety-related work behaviors through positive reinforcement.   
 
 Critical Activities Management (CAM) Processes 
 

Management support was secured prior to the rollout of the CAM process.  We did this 
by showing costs, injury activity, production lost due to injuries, describing CAM as a 
means to improve associate relations, and by stressing the minimal costs associated with 
the CAM processes.  There is very little cost associated with implementation of the CAM 
process.  Initial costs were limited to the time for the training of the observers, and the 
time for the rollout of the process to all associates.  Data collection can be done by the 
observers as they are carrying out their daily job duties in the distribution center.  There 
may be a need to give 15 minutes a week to hourly observers whose daily job duties do 
not place them in a position where they can obtain data on all CAM objectives from their 
work area.  No tangible rewards were given in our CAM process until the first objective 
was reached 21 months after the implementation of the process.  

 
At the time of initial accreditation in 2005, CAM consisted of the following methods: 
 
Formation of the CAM team - A CAM Team was formed consisting of supervision, lead 
and hourly associates.   Supervision and lead team members were selected by 
management.  Hourly team members were recommended and solicited by the lead 
associates.  Additional team members were brought in by posting as openings became 
available and as there was a need for increased members.  The number of members on the 
CAM Team is proportional to the number of associates working at the center.  Hourly 
associate involvement and membership in the CAM Team are essential for the success of 
the process.  They bring input from the other hourly associates and can act as a liaison 
between management and the workforce. 
 
Setting safe-behavior objectives - The CAM Team meets and reviews past injury history 
from the injury database, considering severity, frequency, potential for injury in the 
future and then selects objectives to include in the process.  Goals are picked for each 
objective and discussion is had on the exact way that the job activity should be performed 
to avoid injury.  At that time, we set all goals at 90% safe, except for one objective 
involving powered equipment, not wanting perfection but a 9 out of 10 proper behavior.  
The powered equipment goal was set at 100% since there was absolutely no room for 
error in this category due to the severe injury that could be caused if a powered 
equipment operator were to cross the associate walkway without first stopping, looking in 
both directions and using their horn.  We later reduced the 100% goals to 95% when the 
team felt that they were not achievable.  The change in goals was based on the fact that 
an observer may not always see things accurately and this left an error margin.   
 
We maintain focus on selected CAM objectives until the goal is reached and maintained 
for three months.  After an objective has been reached and maintained at the goal, it is 
removed from the objective list and the CAM team reviews data and chooses the next 
objective to focus on. After a period of time, an objective that has been removed is 
revisited to ensure that the safe behaviors are still intact.  After the safe percentages for 
the objective are obtained, the data are charted and announced to the workforce along 
with a demonstration rollout. 
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Observer training - Observer training consists of education on the basic principles of 
behavior management, the reasons for implementation of this type of process at our 
distribution center, the ways to influence behavior, definitions and types of antecedents 
and consequences, the effects of natural rewards on behaviors, effects of positive 
reinforcement versus negative reinforcements on behaviors, and the specifics of the CAM 
process.   Observers learn the steps of the process rollout beginning by choosing 
behaviors to improve on, conducting an unannounced baseline to obtain a true percentage 
of safe behaviors for each objective, charting the data and then announcing the process to 
the workforce.  This training was completed on any new additions to the observing group 
since the process was implemented.    

 
Observations of safe behaviors - Data for the PBBS process were initially collected on a 
daily basis by 38 observers.  The observers consist of hourly associates, warehouse leads, 
CAM team members, supervisors and managers.  Each observer was required to perform 
two observations per day for each objective of the process and then record whether the 
observed act was safe or unsafe.  The observations are done as the observers are carrying 
out their day to day duties such as when walking by the shipping dock or down an aisle 
where an associate is working and require little, if any, time away from regular job duties.   
Data sheets are turned into the Risk Control Manager weekly after being verified by the 
Department Superintendent. 
 
Accuracy of the PBBS process data is imperative.  To ensure accurate data gathering for 
the process, we have a wide variety of observers who work and visit different areas of the 
distribution center.  This ensures that the data are being collected from all areas and are a 
true representative of the work behaviors of all associates throughout the distribution 
center.   
 
The Shift Superintendents select two names randomly per week from their shift's 

 observer's CAM data gathering sheets and meets with those associates verifying that the 
 observation was conducted and that feedback was given to the associate by the observer.   

 
The Risk Control department enters all CAM data gathering sheets into a database each 

 week, and, while doing so, reviews the safe/unsafe data marks comparing them to other 
 data gathering sheets. 

 
Charting and reviewing of the changes in percentages during each data gathering period 

 is an indicator of accurate data if it rises at an expected pace based on the objective being 
 worked on.  For example, a behavior related to proper lifting and lowering is a difficult 
 behavior to change and charting should not indicate success in a short time frame.   

 
Each observer is assigned a CAM team which is rotated every six weeks.  The observer is 

 required to meet with the associates on their team at least once a week observing their 
 work performance focusing on the current CAM objectives.   
 

Observers record data on a safe versus unsafe basis and are required to record two data 
marks per day for each objective per week on a data gathering sheet.  The data gathering 
sheets are collected weekly internally and tracked in an internal database.  Every six 
weeks data gathering results are sent to our corporate office for analysis and charting. 
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Safety performance feedback - The charts are enlarged and presented to the entire 
workforce at various shift meetings weekly by the hourly CAM team members and every 
six weeks by the CAM Team Leaders. Discussion is had on the rise or reduction of safe 
percentages in each objective  and a demonstration/reminder is given on the proper way to 
perform each objective.     
 
Safe behavior action plans - The CAM Team meets the week after each data gathering 
announcement to review and  discuss the data gathering results.  Action plans are put into 
place to attempt to increase safe behaviors in the workforce.   
 
Action plans are necessary to keep the process alive and in the forefront since time is 

 needed to change behaviors and reach goals.  Advantage management shows support of 
 the process by attending all data gathering announcements, training sessions, award 
 sessions and by participating in CAM Team Action Plans.    
 

Additional uses of the data on safe behaviors - Point history charts are kept on all 
objectives showing the safe percentages of behaviors for each data gathering in each 
objective.  Over time, these graphs can be used to identify times when behaviors seem to 
decrease which then allow a company to focus on these time periods and be pro-active in 
their goal to be injury free. 

 
As discussed throughout this application, many safety reports are generated throughout 

 our distribution center and corporate office based on various timeframes.  Management's 
 review of history injury charts allows us to see where, when, and why injuries are 
 occurring and again allows us to be pro-active and focus on certain areas to implement 
 preventative measures.    

 
Feedback and reinforcement - Positive reinforcement is given by the observers each 
time they see an associate performing a safe act.  The feedback is given immediately after 
the safe act is seen and the act which was performed safely is described to the associate.   
The style of positive reinforcement differs based on the personality of the observer.  
Some observers give stickers to associates who are observed performing safe acts and 
some observers do informal observations simply by saying "Nice bend at the knees," 
when walking by an associate performing this safe act.  Other observers may hold a brief 
training session with the associates they see performing the act safely taking the time to 
re-educate them on the reasons to continue with the safe behavior.   
 
Positive reinforcement is the most important portion of this BBS process, and it must be 

 used daily and consistently.  This very important portion of the process required 
 training, practice and continued follow up with the observers.  This portion of the  

process increased communications between hourly associates and management.  The 
 benefits of positive reinforcement, when consistently administered, are visible in areas far 
 outside the safety circle.    

 
 As associate relations improved, there was an increase in safety and operational 
 suggestions from the workforce.  In 2003, we implemented a safety and operational 
 suggestion process wherein any associate who submitted a suggestion that is 
 implemented has their name placed in for a $250.00 drawing at the end of the year.  
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Hourly associates feel comfortable speaking with supervision since the CAM process 
 involves the management team in the day to day activities of the center on a positive 
 basis rather than the negative interaction that comes with corrective action.  The benefits 
 of the results from increased communication between hourly and management personnel 
 are priceless.   
 

Timeline - The observing process was implemented in June of 2001 with six objectives.  
The initial data gathering was conducted with no notice to the associates to ensure that 
the data were accurate.  The rest of the above processes were rolled out to the associates 
in July, 2001, during two shift meetings.   All members of management attended the 
group meetings which included a brief overview of the PBBS along with the specifics of 
the CAM process presented by the Operations Manager and Shift Superintendents.  
Visual demonstrations of the proper way to perform the job duty were presented to the 
MRDC team by having pallets, shipping totes, and grab hooks at the meeting; 
demonstrating the safe behavior needed and explaining why the act should be performed 
in this manner.    

 
Areas of application - The above processes are done in all areas and includes job  
duties performed in the Advantage Logistics Midwest Distribution Center. 

 
 Oversight and integration of the MRDC safety culture: 
 

The oversight of the BBS process, CAM, and the overall culture of MRDC is a team 
effort requiring ongoing input, and consistent application of leadership methods between 
the departments and by the team at the various levels 

 
Outcomes: 

 
As a result of the integrated behavioral based management philosophy, MRDC enjoys a 
team atmosphere as evidenced by an environment of associate engagement, input, safe 
behaviors, personal growth, a respectful climate, idea sharing, trust, open communication, 
coaching, and positive reinforcement. 

 
 Production Team: 
 

The production team consists of the associates who perform the day to day job duties of 
the distribution center.  Their engagement into the BBS process is essential for the overall 
success of the facility.  The production team’s behaviors are a direct result of MRDC 
leadership.  The production team brings ideas and opportunities forward to members of 
the management team and/or functioning teams of MRDC listed below.  Associates 
report near misses, injuries, incidents, and provide the management team with the leading 
indicators to reduce the chance of inefficiency or loss.  As described above, the valued 
input of this team is demonstrated by the deliverable outcomes.   

 
MRDC Teams: 

 
The CAM Team, Ergonomics Team, Green Team, Safety Team, Charitable Team, 
Training Team and Shrink Team are empowered to generate, accept and make 
recommendations on ideas for improvement in all functional areas of the facility.  Each 
team identifies opportunities in their respective areas, accepts production worker 
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suggestions and makes recommendations.  Suggestions and recommendations are 
maintained in databases to ensure completion and to track changes and additions to our 
processes.  Most teams are typically led by front line supervisors and consist of 
production workers from various departments.  Members of teams cross over to be 
members of some of the other teams which allow cross-pollenization and ensure 
continuity in the making of recommendations. 

 
            Superintendents, Supervisors, Leads: 
 

 This group oversees the day to day operations of the facility.  Superintendents oversee 
front line supervisors who in turn oversee leads, (production worker who assist with the 
supervision of the job duties of production team members).  This team is responsible for 
ensuring the production team is performing their job duties in a manner which generates 
results in production, accuracy, safety and sanitation.   The success of this BBS process is 
dependent on the engagement of this team and it is necessary for the MRDC management 
staff to ensure that they remain focused on seamlessly integrating production, safety and 
sanitation in the overall operations of MRDC.  This team is also responsible for 
performing duties in relation to implemented initiatives, ensuring that daily observations 
are performed,  providing safety training as needed for different job duties, conducting 
brainstorming sessions with the production team and bringing ideas to the management 
staff for improvement or change.  Many in this group serve on and lead the various 
MRDC teams.   
 
MRDC Management Staff: 

 
The MRDC management staff consists of the General Manager, Human Resources 
Director, Finance Manager, Operations Manager, Risk Control Manager, Pharmacy 
Compliance Manager, Facilities Manager and Information Technology Supervisor.  This 
team is responsible for integrating safety and production by overseeing operations, 
making decisions on recommendations from the teams, superintendents, supervisors, 
leads and production workforce.  Each department has a significant role in the 
management of the MRDC safety culture.  The level of support needed by each 
individual would be contingent on the engagement of the next level of the team.  (For 
example, the operations manager involvement varies depending on the behaviors of the 
superintendents and supervisors.)  The Human Resources Director is responsible for 
incorporating safety objectives into the performance reviews of each team member and 
for accountability for members of the team who do not behave in a manner consistent 
with the culture.  The Facilities Manager ensures that the building is kept in a condition 
that reduces the chance of hazard both in the areas of maintenance and sanitation.   The 
Risk Control Manager identifies issues in the safety culture and develops processes to 
overcome obstacles and aid the team in their quest to maintain the safety culture of 
MRDC in normal times and especially during business changes.  Weekly meetings of this 
team are held to discuss the areas that the managers oversee including detailed 
discussions on safety issues and the progress of implementation of BB initiatives.  
Initiatives are tracked by action plans and in databases.   
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SUPERVALU, INC.  
SUPPLY CHAIN SERVICE 
MIDWEST / SOUTHEAST REGION 
 
The corporation supports and understands the process, provides the funds for the training 
days at MRDC, and provides the tools to accurately assess the progress of the behavioral 
based initiative; including awareness building and accountability through the Risk 
Control Management Evaluation, (RCME), process. 
 

 Synopsis: 
 

Cultural drives exist throughout the span of the organization, assuring continuity.  To 
assure consistent application, maintain ongoing focus and clarity of mission, the MRDC 
management team, in alignment with corporate goals, reviews the work of each 
committee. 
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Effects of CAM up to Initial Accreditation 
 
The safety data below were achieved by MRDC and considered by the Cambridge Center 
at the time of accreditation.   
 
The following graph shows the OSHA-R rate for MRDC, for SERF, and for the 
distribution center industry average as reported by the Bureau of Labor Statistics.  SERF 
is a sister facility in Alabama that is also a part of SUPERVALU, that does work similar 
to MRDC’s,  and that had not adopted CAM at the time MRDC was accredited.  
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Prior to the beginning of CAM, the OSHA-R rates at both MRDC and SERF, 
SUPERVALU’S Southeast Regional Facility, were high and considerably higher than the 
BLS industry average rate.  With the beginning of CAM, the rate at MRDC began a 
steady decline that took it well below the BLS rate and the rate obtained at SERF.  The 
rate at SERF also declined but not as strikingly as the rate at MRDC.  Except for 2003 the 
rate at SERF remained above the BLS rate. 
 
The graph below shows the Severity rate at MRDC compared to the BLS severity 
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With the beginning of CAM the severity rate at MRDC, the rate of injuries that were so 
severe that they required time away from work, declined similarly to the OSHA-R rate 
and was also well below the BLS severity rate. 
 
Doubters commonly assert that emphases on safety will have negative effects on 
productivity because workers spend time in safety activities rather than working.  This 
assertion was examined in the following graph that shows the OSHA-R rate and a 
common measure of productivity plotted on the same axes. 
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 At MRDC, following the introduction of CAM, productivity increased as the rate of 
 OSHA recordable injuries and the rate of disabling injuries declined. 
 Cambridge Center Accreditation – July 19, 2005 
 

On July 19, 2005, Advantage Logistics Midwest Regional Distribution Center (MRDC) 
 earned accreditation from the Cambridge Center of Behavioral Studies for its behavioral 
 based process, Critical Activities Management (CAM).  This accreditation was the 
 second in the nation to be awarded by the Cambridge Center, and the first accreditation of 
 an entire operation.   
 
 The formal accreditation award ceremony at MRDC on July 19, 2005, was attended by 
 the executive officers of SUPERVALU.  After the ceremony, the executive officers 
 further realized the benefits that could be had from the CAM process.  A Corporate CAM 
 Integration Team was formed to assist in the integration of the CAM process into all  

SUPERVALU distribution centers.  MRDC was designated as the training center for the 
corporation.  Integration plans were written for all SUPERVALU distribution centers 
which included the management team from each to attend one day of training at MRDC.  
The first MRDC day of training was held on November 1, 2005, and training days have              
been held each year thereafter with an extra training day added in 2010.   
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 The accreditation award also made the efficiencies and positive culture of MRDC well 
 known to the top executives and much has changed in SUPERVALU and at MRDC since 
 the accreditation award in 2005. 
 

Fundamental Business Change: 
 
 In mid-2006, in a significant, deep, and far reaching business change, SUPERVALU 
 acquired the premier properties of Albertson’s.  The acquisition more than doubled 
 annual sales volume for the corporation (from approximately $20 billion to $44 billion).  
 Debt load increased from about $1.4 billion to $9.2 billion.  As noted in the Fiscal 2008 
 annual report, “…if the company fails to realize the synergies from combining the 
 Company’s business with the businesses the Company acquired from Albertson’s in a 
 successful and timely manner, it may have an adverse effect on the Company’s business, 
 financial condition and results of operations.” 
  
 Given this fiscal imperative, a decision was reached to promptly consolidate certain 
 general merchandise, health and beauty care items, and pharmaceuticals operations into 
 the MRDC facility in Oglesby, IL.  As a result, MRDC experienced a 294% increase in 
 sales volume, assimilated over an abbreviated 6 month span.  This influx in business 
 broadened the service area of to a coast to coast network.   
 

This rapid expansion of volume created the need to quickly ramp up operations and to 
hire substantial numbers of associates.  Beginning in August of 2006 the workforce 
increased dramatically from 217 to 370 workers.  To achieve that number, during the last 
quarter of 2006 and through 2007, over 700 associates were hired and trained.  Turnover 
reached a high of 120.54% perhaps impacting what had been a stable culture.  The chart 
below depicts the number of new hires that have entered our facility each year through 
2009. 
 

 
 

 Listed below are the metrics showing the increase of cases of product shipped from the   
MRDC facility from the first shipments in 1998 through 2009. 
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The hiring of new associates for the influx of business began in August, 2006.  Consistent 
with the orientation process, all associates attended a thorough safety training process on 
their first two days of employment.  The first portion of the new business began in 
September, 2006, and, prior to that time, the facility had zero OSHA reportable injuries 
for over 300 days and zero disabling injuries for 1,489 days (1,793,573) hours.   
The influx of business and new hires caused disruption in the stabilized safety processes 
and culture of  MRDC.  Excessive overtime was necessary to handle the influx of 
business beginning in 2006 and continuing through the first quarter of 2008.  The chart 
below represents the increase in overtime hours during that period of time. 
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 The effects of the change in business on safety at MRDC: 
 

The surge in hiring meant that many more associates had to be given safety training and 
more associates had to be trained as CAM observers.  As should be expected during such 
a rapid increase of business, we had difficulty keeping up the rate of safe behavior 
observations.  In addition, it was clear that many of the new associates had different work 
ethics than the associates who were hired prior to accreditation.  They were younger and 
had less work experience.  In addition, many were quite indifferent to MRDC’s 
requirements for reliable work behavior.  This is shown in the very high turnover rate that 
existed in the first months after the influx of new workers.  A similar indifference to 
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requirements for safe behaviors was shown in a rapid decline in the percent safe behavior 
we obtained for targeted behaviors. 
 
Not being able to stick to our basics each day had devastating effects on the safety data of 
M
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C
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below shows what happened to the OSHA-R rate through 2007. 
The OSHA-R ratThe OSHA reportable frequency rate increased slightly from 2005 to 
2006 and shot up to a level higher than the gradually declining BLS rate in 2007. 
 
As we saw the OSHA-R rate rising, our first fear was that we had lost control of the 
safety-related behaviors, and that the culture had deteriorated even among the workers 
who had been hired before accreditation.   However, several more thorough analyses of 
our safety data showed us that not all was lost and helped direct us to new and greater 
efforts. 
 
 
 
 
 
 
 
 
 
 

The MRDC disabling injury frequency rate, following the surge of new associates, 
increased in 2007 over what it had been in 2004 through 2006.  However, it never went 
above the range that existed between the time CAM began and accreditation.  Further it 
remained well below the BLS average and far below the baseline rate at MRDC. 
 
We surely had safety concerns, but CAM kept the rate of serious injuries under control.   
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 MRDC’s responses to the new safety concerns: 
 

The MRDC team took many actions to attempt to resolve safety issues during the 
disruption caused by the new business influx and to better strengthen targeted safe 
behaviors in the newer associates.  The list of initiatives, both behavioral based in nature 
and otherwise, is voluminous and detailed and is available to the Cambridge Center upon 
request.  The following initiatives and when they occurred are some of the major efforts 
of the MRDC team to maintain their safety excellence through extremely challenging 
times.  Certain analyses, to be discussed below, indicated that it took as much as 12 
months to fully integrate a new employee into the MRDC safety culture.  Accordingly, a 
number of the following initiatives were aimed at speeding up the acculturation of new 
associates. 
 
Education/emphasis on immediate reporting of minor injuries (07/06 to present) - 
Injury reporting became a major focus of the MRDC team when the new hires began to 
arrive.  Special emphasis was given during the new hire orientation both by the Human 
Resources and Risk Control departments.  Risk Control gave explanations of injuries that 
were minor in nature that had grown more serious due to the associate not reporting the 
situation immediately when it occurred.   Education was also given on the minor type of 
injuries that can occur while performing job duties at MRDC and how their minor nature 
can lead associates not to think that they need to stop working and report the situation.  
During the safety orientation, the new associates were also given a survey that allowed 
them to explain and discuss their prior safety cultures. 
 
Special shift meetings were held with associates by the General Manager, Operations 
Manager, and Human Resources Director reiterating the need to report even the most 
minor injury or incident.   
 
Development of new hire training packets for all job duties in MRDC (5/19/06 to 
present) - The operations team, in preparation for the influx of new hires, compiled new-
hire training packets which included the observation and feedback documents necessary 
for the first 90 days of employment.  These included operational preferred methods 
observation documents, Job Safety Analysis, Safety Observation Forms, and included a 
schedule document on each packet so that the trainers and supervisors could document 
the status of the post hire observation training process.   
 
New Hire Mentoring Process (10/2006 - 12/2009) - This process was initially developed 
by the Risk Control Manager to assist with the development of immediate reporting of 
any injury or incident in the facility by our new hires.  The mentoring process was 
designed to allow each new hire to have a mentor for the first 90 days of their 
employment.  Weekly meetings were held between the mentor and mentee out of 
production, and the mentor was available at any other time that the mentee needed 
assistance or had questions. 
Hourly CAM Team members were trained as the mentors.  This was later extended to 
include the hourly operational lead members.  Mentors received training on their duties as 
a mentee from Risk Control.   

 
New hires would meet the mentors on their first day of employment during a company 
provided lunch during the training orientations.  This lunch was held with only the 
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mentors and new hire associates present, and allowed for the new associates to ask 
question of their peers and learn about the culture of MRDC. 

  
Each new hire was then assigned a specific mentor.  A photo of the mentor with a 
brochure explaining the mentoring process and the culture of MRDC was provided to the 
mentee.  Schedules were provided to both the mentor and the mentee setting out the 
weekly meetings for the full 90 day probation period.   

 
The mentor would keep notes of the meetings and provide the notes with a 90 day 
summary to the Risk Control Manager who would then provide the documents to the 
Human Resources Director and Operations Manager. The mentors were trained to bring 
issues of an urgent matter forward immediately.   

 
The process was successful in assisting the new hires to transition into the MRDC culture 
and also had a favorable affect on the leadership skills of the mentors.  The mentors 
became skilled and were able to assist the new hires in areas of productivity, team 
building and safety.  The process allowed for the management team to become aware of 
issues with a new hire so that they could assist them to develop the skills necessary to be 
successful at MRDC.   
 
Increased involvement of tenured hourly associates in spot training in areas of concern 
(2007 to present) - There are many examples of this. 
 

a. Box cutter training in new hire orientation (01/11/07- present)  
    When unwanted behaviors in the areas of box-cutting were noticed, an    
    experienced hourly associate began to conduct the box-cutting training   
      portion for all new hires.  The hourly trainer would bring in different  
      types of boxes along with the safety cutter, required Kevlar glove, and  
      plastic hooks to use for shrink wrap.  The experienced associate would    
      then demonstrate the proper use of the cutter, changing of the blades and  
    the correct way to perform cutting duties to avoid injury and damage to  
    product.   This portion of the training was later enhanced to allow the  
      associates to practice cutting various boxes in the classroom setting. 
b. Tenured hourly replenishers educated the team on what occurs in the 

picking area if replenishment is not done correctly (04/09/07-present) 
c. Tenured powered equipment operator took photos of pallets in the 

racking system and prepared presentations for retraining of powered 
equipment operators (04/14/07) - This presentation is now a part of the 
initial powered equipment training and is updated by the hourly powered 
equipment trainers as changes in the facility occur. 

d. Front line supervision developed pick to light selection training videos 
which included safety aspects and operational aspects of the order 
selection job duty (04/17/07-present).  This video was integrated into 
the new hire orientation.  This portion of the training process was later 
enhanced to allow the new hires to go to the warehouse during their 
orientation and practice picking orders as a group.   

e. Daily associates educate their team members at pre-shift meetings by 
sharing information on things that they noticed or have occurred.  
08/2006 to Present) - As indicated above, there are many examples of 
this.  Most recently, in June, 2010, an associate shared their story of a 



19 
 

non-work related back injury and the effect it has had on their life both 
in and out of the workplace.  The associate even stayed at MRDC extra 
hours to be able to present to all three shifts at their start times.   
 

Many other special training sessions and special shift meetings were 
prepared and presented to the team by other hourly associates.  The 
associates bring concerns and solutions to the management team daily. 

 
Brainstorming sessions between hourly associates and management team 
(04/2007 to present) - Meetings between front line supervision, management and 
the hourly associates  were conducted to discuss solutions to issues that were 
occurring.  These brainstorming meetings are held monthly or more frequently as 
needed.  Feedback is given to the team by the supervisors on the results of their 
ideas.  These meetings allowed management to obtain many good ideas to 
increase efficiencies and monitor safety in the facility, and, also, increased trust 
between management  and the new hires.   

  
Implementation of PPE (safety glasses) (7/22/07), with an increased 
requirement in (08/2008) -  MRDC experienced dust/debris eye injuries in their 
associates after the influx of  new business; an injury that was not common prior 
to the change in volume.  The eye injuries, although minor in nature, negatively 
affected the OSHA frequency rate at MRDC since preventive antibiotics are 
routinely prescribed.   
  
Risk Control knew that the integration of safety glasses into MRDC would not be 
welcomed by the MRDC team.  Management was educated on the increase of 
injuries, location, job duty, etc.   Tenured associates were asked to look and chose 
several styles of safety glasses as they performed their job duties and to report any 
barriers they may experience. 
 
An informational table was made by Risk Control which showed various metrics 
on the eye injuries and why and how they were occurring.  The informational 
table also included a large poster educating the team on the eye, how it works, and 
the possible effects of an eye injury.   A form was provided to the MRDC team 
members and time allowed for them to document their thoughts on whether they 
felt safety glasses were needed at MRDC.   

   
The safety team was presented information and data on eye injuries and a 
recommendation was made by them to management to require the use of 
protective lenses while in the MRDC warehouse.  Management approved their 
recommendation and the required wearing of protective lenses was made 
mandatory on July 22, 2007.  Observation and feedback was put in place to assist 
in the development of the wanted behaviors in the team. 

 
Increased eye protection was mandated in August, 2008 to include the wearing of 
protective side shields on personal glasses.    

 
MRDC associates continue to report minor eye injuries from time to time and 
ongoing investigation and focus is being put in this area to develop consistent 
behaviors of the associates, which, in connection with the PPE, should continue to 
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reduce the dust/debris eye injuries.  While the tenured associates followed post 
incident procedures for dust/debris in eye, the new associates were not 
consistently doing this.  Since the tendency of some of the newer associates is to 
walk to the restroom to attempt to look in the affected eye prior to going to the 
eyewash, a new eyewash is being placed in that vicinity.  The MRDC team will 
also be receiving education from an optometrist in 2010, reinforcing the need to 
use eyewash even on these minor eye injuries.  OSHA reportable eye injuries 
occur mainly when the post incident procedures are not properly followed. 
 
Ongoing education on eye injuries and immediate reporting increased the 
frequency of associates reporting minor eye injuries and some have been 
medically treated.  MRDC has not had any serious eye injury that led to an 
associate not being able to immediately return to full duty work or leaving any 
permanent type of injury to an associate’s eye.   

 
Ongoing behavioral management education for managers and supervisors, 
reviewing the book “Bringing Out The Best In People” 
(02/25/2009 through present) - Managers and supervisors divided into four teams 
and presented information to Risk Control, the General Manager and Human 
Resources Director on selected chapters of the Aubrey Daniels’ book:  “Bringing 
Out The Best In People.”   The teams, which include finance management 
members also, have excelled in this area and have developed creative/original 
video tapes on the chapters sharing their information in a unique and sometimes 
humorous manner.  The video tapes have been played on our looped television 
system and have been enjoyed by the hourly team while educating them on 
behavioral management. This has been a great team building process which we 
will complete in 2010.   
 
Risk Control began to refocus the MRDC team to use the Antecedent, Behavior, 
Consequence model to solve problems (03/30/08 - present) - Forms were 
provided and the team began to brain storm using the A, B, C model to attempt to 
determine the reasons our associates were behaving in manners that could be 
detrimental to our culture and overall business.  Brainstorming ideas were drilled 
down to plans to solve issues and the MRDC team would use these plans to tackle  
various issues.  The front line supervisors began to complete the form on their 
own and solve day to day issues using this method.    
 
Risk assessments (02/2010-present) – This began when the MRDC associates 
who worked in maintenance were given the assignment of reconstructing the 
pharmacy.  Maintenance and pharmacy teams used special forms to identify 
potential hazards that could arise in demanding conditions to which they were not 
accustomed.   
   
The use of this form allowed the team to join together in job specific groups and 
plan prior to beginning any new job duty creating awareness of hazards and 
reducing the potential for injury. 

 
No OSHA reportable injuries occurred to the pharmacy associates, maintenance 
team, or any outside contractor during the major construction necessary for the re-
configuration of the pharmacy.  
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This process was introduced to all departments and is used when new job duties 
and/or changes in the facility come about.   
 
Self-Audit observation process (02/2010 – present) - Developed to assist 
associates to become more cognizant of the movements used while working, the 
self audit process was initially introduced to the pharmacy associates during the 
recent reconfiguration construction.  The associates were asked to document 
which behaviors they chose to use when doing certain job functions.  The form 
provided allowed the associates to indicate safe or unsafe and, if unsafe, to 
indicate what caused them to behave in that manner. 
 
The self-audit observation process was positively received by associates who 
freely documented their unsafe behaviors and identifying the reasons why.  The 
feedback from their observations was discussed at shift meetings with the team to 
educate others.  Associates acknowledged that the process made them more aware 
of what motions they were taking when performing job duties.   
 
The self audit observation form was also used to re-introduce the blades to the 
cutters  in areas of pick to light selection.  All cutters that have blades are now 
required to be  stored in a sheath.  When the sheaths were purchased, they were 
first tested by a group  of associates in pick to light selection.  The self-audit forms 
were used to document when associates used the correct behavior of storing the 
cutter in the sheath and, if they did not, what caused them not to store the cutter 
properly. 
 
The self audit observation process generated conversation among the other team 
members and increased awareness in the area of cutter storage safety.  This 
awareness assisted in obtaining the desired behavior more quickly when the 
sheath  was made a requirement for all cutters that have a blade.    
 
Simulated behavioral-based training area (2008 to present) - With the majority 
of injuries occurring in our newer team members, a behavioral based training area 
was constructed.  The simulated area models the pick to light selection modules 
and can be used to train on the majority of the job duties performed at MRDC.  
The area allows team members to repeatedly practice the behaviors needed to 
avoid injury while out of the normal work environment.   
 
The following methods are used in this type of training: 
 

• Showing/telling how to and how not to behave 
• Providing immediate practice off the job 
• Providing feedback, reinforcement or correction 
• When performance is perfect, providing on the job practice 
• Gradually reducing feedback, reinforcement or correction to normal 

frequency 
• Recycling through training if necessary 
• Reducing to normal observations 
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This process is still evolving and will include educational videotapes on each job 
duty from the time an associate enters our parking lot until the end of their shift 
and will include every safety and operational aspects of each job duty.  This 
process will allow a trainer to work with more than one associate at a time in a 
controlled setting.   
 
Powered equipment behavioral-based recertification process (02/2008 through 
present ) - In February, 2008 mandatory post-incident corrective action was 
removed from MRDC plans for powered equipment operators who sustained an 
incident that resulted in recertification on the equipment under OSHA guidelines.  
A behavioral based retraining process was developed and implemented.     
 
The process has now evolved to be a 40 hour retraining process in the production 
environment with the operator not being held to the labor standard rate.     
 
The operator will: 

• Work with their superintendent and supervisor reviewing prior 
incidents  

• Practice proper operation of equipment under supervision  
• Identify and correct unsafe pallets in the racking area  
• The preparation of a log of all pallets handled   
• Conduct observations on other team members by the operator, 

identifying proper and improper behaviors and then providing 
feedback and positive reinforcement to the associate 

• Preparation of a summary of the operator’s on-the-job training process 
• Follow up observation  upon return to assigned job duty for a 

minimum of 30 days 
 

Highlift Collaboration Process (07/2009 through present)- All powered 
equipment operators at MRDC are certified under OSHA guidelines.  Highlift 
operators are responsible for placing and removing pallets into our nine-level 
racking system.  This often amounts to raising loaded pallets 40 feet into the air 
and moving them into rack spaces with little tolerance on all sides.  This work has 
great potential danger. 
 
Some of the new hires to our facility brought previous years of prior operation of 
equipment in a culture unlike MRDC.  To ensure the new associates at MRDC are 
operating their equipment to the standard required at MRDC, all operators are 
being retrained under the guidelines of this process. 
 
Powered equipment operators are being placed through this process by length of 
certification; with the operators most recently certified being the first to go 
through the process.   The outline for the collaboration process is similar to the 
above listed Recertification Process, with the operator reviewing any incidents 
they may have had, analyzing the root cause, identifying and correcting any 
improperly placed pallet in the facility and performing observations on their co-
workers.   
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Post injury behavioral based training process (08/31/09 through present) - This 
process was developed to allow associates who suffer an injury to practice proper 
behaviors out of their work environment.   The length of time of the plan depends 
on the nature and extent of the injury.  Plans have ranged from 4 hours to 40 hours 
and are all completed out of the production environment.   
 
Working with their superintendent, supervisor and Risk Control the associate will: 
 

• Review any prior injuries and analyze why they occurred   
• Practice correct behaviors in the simulated work area  
• Practice correct behaviors in designated areas of warehouse   
• Conduct observations on other team members performing job duties 

identifying correct and incorrect behaviors and discussing the effect 
that both have on the person and the operation.   

• Identifying proper and improper behaviors and then providing 
coaching 

• Preparation of a summary of the operator’s on-the-job training process 
• Follow up observation  upon return to assigned job duty for a 

minimum of 30 days 
 

The process will end with the associate providing a summary of their learning in 
the process, and a 30 day post-plan observation process with the supervisor doing 
the observations on the associate.  Attached to this document and marked  
 
One associate’s initiative to increase the number of safe-behavior observations 
(7/27/09 through 8/27/09)- An hourly CAM team member, at his request, was 
taken out of production for a full 30 day period and his time was dedicated to on-
floor observations with recognition and coaching.  The CAM team member felt 
that we had lost the amount of reinforcement and coaching for the hourly 
associates on the floor during the disruption of the new business influx.  The team 
member wanted to develop a way to increase the reinforcement and coaching to 
the level it had been and to develop that behavior in our new team members.     
 
Dr. Bill’s two per day (08/2009 through present) - Since the onslaught of new 
hires caused us unusual concern for the safety of our associates, Dr. Bill Hopkins 
has made several unpaid visits to MRDC and is now well known to the MRDC 
team.  After hearing about the concerns that there were not enough observations 
per day and the extraordinary efforts, described above, of one CAM team member  
to increase them, Dr. Hopkins, after a visit, asked our team members to do two 
things:  one, work safely all the time, and two, provide feedback on their safety-
related behaviors to two team members a day.   
 
Wooden tokens were provided and team members were encouraged to take two a 
day when they start their work day.  Team members were to give a token to 
someone they see performing a correct behavior.  Once 4 tokens were 
accumulated by an associate, they could turn them in for a “safety buck” to be 
used in the vending machine.  The process was not overseen by management and 
was based on trust.  Two things were asked:  One, do not keep the token yourself, 
(except for the first one) and do not give the token away without a safe behavior.  
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The team was asked to document the tokens given out each day by making hash 
marks on the warehouse white board so we could keep data on how we were 
doing.   The data are charted, posted on the white board, and updated each week.  
 
Hopkins suggested that we use this process for a couple of months just to get the 
rate of observations higher but the associates have resisted stopping the process.  
 
CAM observer certification process (08/2009 through present) - Developed to 
increase the observation and feedback skills of the CAM observers, this process 
includes training on leadership and allows the observer to work with a certified 
observer to strengthen and increase the skills necessary to provide effective 
reinforcement and feedback.  The process is at the minimum 5, 1 hour training 
sessions, which include self audits, education, and then tag along practice and 
observation with a certified observer.  Certification is not completed until both the 
trainer and the observer feel that they meet the guidelines necessary for 
certification.  The certified trainers are hourly CAM observers and the supervisors 
who lead the CAM team in addition to the Risk Control Manager. Once certified,  
the observer is recognized by the management staff of MRDC along with their 
trainer.    

 
Electronic Observation  Scanning (03/2009 through present) - Bar codes were 
created for the objectives being worked on in our CAM process and placed on a 
data gathering sheet.  Powered equipment operators who use Telxon equipment in 
their job duties were asked to perform observations during their work day and 
scan the bar code to collect the data.  A database was created to obtain the data 
from the Telxon system and the associates have their own feedback meeting 
weekly to discuss their results in comparison to the overall weekly CAM data.    

 
Addition of behaviors related to production to existing CAM process (01/2010 
through present) - MRDC had made minimal attempts to work on production 
based/operational behaviors using the CAM process prior to accreditation.  In 
2009, two behavioral objectives were added to the existing CAM process with a 
successful rollout and immediate positive feedback from the team.  We will 
continue to have operational objectives in our CAM process and will include any 
area in our facility where operational improvement is needed.   
 
Detailed information on some of the behavioral processes created at MRDC since 
accreditation, such as the certification process and behavioral training plans, was 
presented at Behavioral Safety Now in 2009 by members of the MRDC team in a 
breakout session and received excellent feedback and acknowledgment from well-
known behavioral specialists including representatives from the Cambridge 
Center.   
 
Safety data since the onslaught of new-business: 

 
The disabling injury frequency rate, plotted from the beginning of operations at 
MRDC to the present is shown in the graph below. 
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MRDC DISABLING INJURY FREQUENCY RATES 
 

 
 

The disabling injury frequency rate continues to remain low and is similar to the 
rate we were able to produce with CAM prior to accreditation.  The highest yearly 
rate since the onslaught of new hires occurred during 2007.  During 2007 there 
were two lost time injuries; each resulting in one day off of work.  An associate 
reported a hyperextension to the wrist while selecting a product that weighed six 
ounces, while another associate reported that a 4 ounce plastic baby bottle fell a 
distance of approximately two feet and struck them on the back of the neck.   

 
To us it seems amazing that we were able to maintain such a very low disabling 
rate during the many challenges we faced.  We see this as a testament to the 
effectiveness of CAM and the strength and stability of our culture.  
 

MRDC OSHA REPORTABLE FREQUENCY RATES 
 

Recall that the increase in OSHA recordable injuries in 2006, spiking in 2007, 
caused us to fear that CAM was failing us, and that we had lost some control of 
safety at MRDC.  The OSHA-R rate to date is shown in the following graph. 
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The 2007 spike in the OSHA-R rate was noted above.  Following that spike, the rate 
appears to decline some but continues to range from about four to about seven and a half 
from 2008 to present.  This is higher than it was in the lead up to accreditation.  Does this 
represent a decline in the effectiveness of CAM or some other phenomenon?  Several 
hypotheses relevant to this question have occurred to us and are explored below as well 
as we have been able to find ways to test them. 
 
Hypothesis 1:  CAM simply isn’t as effective as it was at the time of initial accreditation. 
 
This is possible.  There has surely been a change in the demographics of the workforce.  
In addition, MRDC is surely more crowded and the production rates higher than they 
were at the time of accreditation.  The crowding can be seen in the fact that there are 70% 
more associates working in the same square footage of floor space as were present at 
accreditation.  The increase in production rate can be seen in the fact that, since the surge 
in new business, the throughput has increased by 43%.  These two factors, taken together, 
mean that the rate of production per associate has increased by 47% since the onslaught 
of business.  Such a dramatic change in activity could potentially decrease the 
effectiveness of CAM. 
 
The increase in the OSHA-R rate, at first glance, supports this hypothesis.  However, 
there has been no increase in the OSHA Severity rate.  If CAM had not been as effective 
in preventing injuries after the ramp up in business as it had been at accreditation, we 
believe that there should have been an increase in disabling injuries.  The stability of the 
OSHA Severity rate argues that CAM has been quite effective in preventing injuries even 
in the face of the many disruptions and pressures involved in the ramp up in new 
business.   
Hypothesis 1 isn’t convincing in the face of theses observations. 
Hypothesis 2: CAM has remained relatively effective; new associates experience more 
injuries than long-tenured employees and combining the data of the two groups yields a 
record that is worse after the onslaught of new business, not because CAM isn’t as 
effective as it was at accreditation, but because the high injury rates of the new 
employees raises the combined data yielding the higher OSHA-R rates during the period 
many new associates were hired.  This hypothesis can be examined with a more thorough 
analysis of the MRDC data.   
 
Even before accreditation we knew that long-tenured employees had a lower proportion 
of injuries than new associates.  We sorted all safety data since the beginning of 
operations at MRDC according to the months of employment and found that a large 
percentage of all injuries are experienced by associates who have been on the job for 12 
months or less. 
 
Sorting the OSHA-R data for associates who have been on the job for 12 months or less 
and those that have been employed for over 12 months yields the graph below. 
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Whenever a data point is omitted for a particular year it is because there were no 
associates in the given category during that year.  For example, there were no associates 
injured who had been on the job for over 12 months during 1998, and there were no 
associates who had been on the job for less than 12 months during 2003 and 2004.   
 

 The OSHA-R rates for associates employed for more than one year are consistently lower 
than the rates for relatively new associates.  Note also that the trends in the data line for 
associates employed for more than a year generally follows the composite OSHA-R 
graph except that there is no spike during 2007.  The run up in business produced no 
increase in injuries for associates who had been on the job for over a year.  CAM 
remained effective for them and our workplace culture held.   
 
Since the beginning of operations at MRDC, the injuries experienced by the associates on 
the job for over a year was high during baseline, declined after the beginning of CAM 
and is at about the same level since accreditation as it was after the beginning of CAM 
and up to accreditation. 

 
 The following graph shows the effect of the new employees on the safety record in a 

different way. 
  
 
  
 
 
 
 
 
 
 
 
 
  
 Two things are important to note in the above graph.  First, the data of every cohort of 

new employees starts relatively high and comes down as they remain on the job. This 
observation supports our hypothesis that the large number of new hires during 2006, 2007 
and 2008 contributed disproportionately to the overall OSHA-R rate.  
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Secondly, the data of every cohort of new hires during the business expansion, even 
during the first months they are on the job is lower than most of the original baseline data 
in 1998 and 1999 before our PBBS processes began. This second observation again 
shows that CAM was useful in reducing the injury rates for a more difficult population of 
workers even during the period during which MRDC was adjusting to the onslaught of 
new business. 

 
 In passing, it is important to note that the associates who were new on the job in 2006 and 

2007 are now among those who have been on the job for over 12 months. Thus the steady 
low rate of injuries for people employed for more than twelve months indicates that these 
associates are now behaving much more safely.  This also argues for the enduring 
effectiveness of CAM.  

 
 Therefore, hypothesis 2 is supported.   Much of the increase in the OSHA-R rate is 

attributable to the new associates.  CAM has proven to remain remarkably effective even 
during very difficult times. 

 
 As we submit this application for accreditation, we have three major goals: 
 

1. Maintain the effectiveness of CAM in reducing injuries. 
 
2. Continue to work on ways to more rapidly promote safe behavior among new hires. 

 
3. Work as rapidly as our resources allow to widely spread knowledge about CAM and 

the skills necessary to implement and execute CAM processes. 
 

The section below speaks to the third goal. 
 
MRDC'S CAM processes continue to serve as a resource for the rest of 
SUPERVALU and the world  

 
At the time of accreditation the Cambridge Center recommended that the facility serve as 
the training center for SUPERVALU to support the CAM Corporate Integration process 
designed to integrate the Critical Activities Management process throughout the supply 
chain services  portion of the corporation nationwide.  This has occurred in many ways. 
 
Very importantly, the MRDC staff has helped its sister facility in Alabama replicate 

 CAM.  The attendance of a training day by the management team of SUPERVALU’s 
 Southeast Regional Facility (SERF) led to an improved CAM process integration at 
 SERF.  The replication of this process into the SERF facility validates that the CAM 
 process can be used in other settings to gain similar positive results.  SERF earned 
 Cambridge Center accreditation in 2008. 

The following charts demonstrate SERF's successful replication of the basic CAM 
 process and MRDC's results.   
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We believe this to be the first replication of a safety process that has been accredited by 
the Cambridge Center. 

 
The CAM process has proven to be a reliable behavioral based process and the results 
over time have spread in many areas outside the safety arena and throughout the 
corporation.  To date, 206 members of the management teams from 41 distribution 
centers have attended the training day at MRDC and there has been data-based evidence 
of improved implementation of behavioral based safety processes throughout the 
corporation which is still strongly supported by the new leaders of  SUPERVALU.    
 
In 2010, the training days for visitors at MRDC were expanded to include all members of 
management/supervision of one specific SUPERVALU distribution center chosen for 
improvement.  As of the date of the filing of this application, 41 members of their 98 
member team have attended the 6 hour training day at MRDC and all are scheduled to 
attend by the end of 2010.  Feedback from the attendees is positive and validates the 
existence of the unique valuable culture of MRDC.   

 
This distribution center chosen for improvement rolled out their specially designed CAM 
process in June, 2010.  The scope of this CAM process is from the management team 
members to the supervision members.  The behaviors chosen for improvement are of a 
leadership nature.  Managers and supervisors will observe each other and give feedback 
on behaviors of greeting each other, thanking each other after giving 
direction/assignments, etc.  Data will be collected and feedback given as in the customary  
CAM process.  This new version of CAM in the leadership area was designed to create 
the teamwork and skills necessary of a management team to change the culture of the 
hourly workforce.   
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 During the influx of new business and new hires in the 4th quarter of 2006 through 2008, 
 MRDC required assistance of associates from other SUPERVALU distribution centers.  
 These associates also came in with different work behaviors and were resistant to the 
 CAM process.   Much management attention and focus was placed on them through 
 observation and feedback, and they became supportive of the process vowing to take 
 it back to their facilities to improve safety and work relationships.  Local temporary 
 agencies also provided associates and the same effects were visibly demonstrated. 
 
 During the two major construction projects that were done in our facility in 2008 and 
 most recently in February of 2010, many outside contractors and our own maintenance 
 mechanics worked under tight deadlines and in safety sensitive positions.  The MRDC 
 maintenance mechanics led the way with safe behaviors and most contractors readily 
 bought into our processes.  Feedback was that they had never experienced an 
 environment such as MRDC and they enjoyed the culture during their stay.  Other 
 contractors required continual oversight and feedback from the MRDC management team 
 to ensure safe behaviors; this was given even during times when overtime and demands 
 on the MRDC team were very challenging.  
 

The addition of operational behaviors to the MRDC CAM process has been very 
successful with the correct behaviors rising and input from the associates increasing to 
improve customer service.   CAM has been proven to be effective in areas outside of the 
safety arena.   
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Members of the MRDC staff have attended the Behavior Safety Now conference every 
year since initial accreditation to participate in the program; participating one year as a 
keynote speaker, and in breakout sessions for all years.  This has led to a number of 
requests for information about CAM and follow up assistance with various companies.  
SUPERVALU is pleased to have been able to help other companies in their endeavors to 
implement BBS processes in their workplaces and will continue to do so in the future.   

 
We request that the Cambridge Center conduct a site visit and consider us for 
continuing accreditation based on our record of accomplishments in keeping 
workers safe at MRDC and in spreading principles of behavior-based safety 
processes to other organizations.   
 


