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Introduction
About Our Presenter: Tammie Van Buren
• More than 25 years of experience in Quality 
Control and 7 years in the food industry as an SQF 
Practitioner responsible for implementing, 
monitoring, and maintaining SQF Systems at various 
certified sites such as TreeHouse Foods and D&W 
Fine Pack. 
• Currently the SQF Compliance Manager 
overseeing the management and evolution of SQFI’s 
Compliance and Integrity Program (CIP) using data 
and statistics.
• Holds a Masters in Science and Engineering 
Technology as well as a Bachelors in Mathematics.

Housekeeping
• All attendees are muted.
• Q&A after presentation – please use question tab.
• Slides and recording will be available at 
www.pjrfsi.com after the presentation. 
• Reach out to pjrfsi@pjrfsi.com with any additional 
inquiries.

http://www.pjrfsi.com/
mailto:pjrfsi@pjrfsi.com


Food Packaging
Element Nonconformance Minors Majors

13.1.4.1 Gap under/ around door/ door not sealed 186 0

13.2.5.1 Dirty facility, cleaning records inadequate or missing 176 3

13.2.1.6 Temporary repairs identified 169 0

2.1.2.1 No management review or food safety culture not reviewed 125 0

2.6.2.1 No traceability (regrind, ink, coatings, glue, shrink wrap, corrugate) 74 9

2.5.4.1 No internal audit of system elements 73 6

2.1.1.2 Lack of adequate resources, back-up practitioner with no knowledge 
of SQF, food safety objectives not established or not known by 
interviewees

45 5



Valid or Value-added Nonconformances

Valid
• Supported with objective truth 

(evidence)
• Records
• Interviews
• Observations

Value-added
• Improve or augment the quality, value, 

or strength of something (the site’s food 
safety system)

Points to Ponder
 A site’s best day is the day the auditor is 

there. 
 If the auditor sees one person not 

wearing a hairnet correctly, what 
does it look like on the site’s worst 
day?

 A minor is a random failure, which, if not 
corrected, could lead to a system 
element breakdown or could be an 
indication of a bigger problem.
 Lack of adherence to all GMPs?
 Poor food safety culture?
 Insufficient onboarding program for 

new hires?



Example #1- Gap under door
• All external windows, ventilation openings, doors and other 

openings shall be effectively sealed when closed and proofed 
against dust, vermin, and other pests.Requirement

• Dock door A2 does not close all the way leaving a 1-inch gap 
between the floor and bottom of the door.Auditor Evidence Statements

• Valid- auditor observed a gap indicating that the door was not 
effectively sealed when closed.

Valid or Not Valid
Is it supported with objective evidence 

through records, interviews and/or 
obsservations?

• Root cause: No PM because the Maintenance Manager did not 
have adequate support to assist with management of the PM 
and WO system.

• CAPA: Site corrected the door identified by the auditor and 
created a monthly PM to inspect and repair doors. 

Value-added or Not Value-added
Will it lead to improvement or augment the 
quality, value, or strength of the site’s food 

safety system?



5 Why
Dock door A2 

does not close all 
the way leaving a 

1-inch gap 
between the floor 
and bottom of the 

door.

Why #1?
Why does the 

door not close all 
the way?

-Seal or brush 
issue

-Mechanical
-Interference

Why #2?
Why was there a 

mechanical 
failure?

-Motor stopped 
before closure 

complete

Why #3?
Why did the 

motor stop before 
closure complete?
-Chains were not 
properly greased

Why #4?
Why were the 

chains not 
properly greased?
-Dock door chains 
are not checked

Why #5?
Why are the dock 
door chains not 

checked?
-Dock door are 
not included in 

the PM program

Problem Solving Steps Site’s Submission Gap

Root Cause: No PM because the Maintenance Manager did 
not have adequate support to assist with 
management of the PM and WO system.

If the root cause is due to lack of 
adequate support for the 
maintenance manager to manage 
the PM and WO system, how do 
these corrective actions eliminate 
the possibility of reoccurrence of 
this nonconformance? Does it call 
into question the entire PM and WO 
program?

Correction: Site corrected the door identified by the auditor.

Corrective Action: Site created a monthly PM to inspect and repair 
doors and updated the maintenance job 
description. 

Preventative Action: ?
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Sample Root Causes: Gap under/around doors
 Aging of dock plates brushes
 Strip brushes of those docks haven’t been 

replaced for years
 Repetitive use of the dock doors causes 

damage to door seals over time
 Dock door seals easily damaged by 

normal use
 Not identified during GMP audits or 

internal audits or during 
maintenance/cleaning inspections

 Failure on human behavior not to have in 
PM

Points to Ponder
 They are dock doors. They get 

repetitive use and are designed 
for it. Better dock door needed? 

 Don’t consider damage as 
“normal”.

 Why rely on inspections/audits to 
identify non-conformances? You 
can’t inspect quality in.

 Look at why the system allowed it 
to occur and not blame human 
behavior.
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Sample Root Causes: Temporary repairs
 Operations group that oversees equipment 

maintenace is somewhat understaffed.  
Quality GMP walk thru audits were NOT 
picking up this issue.

 Temporary repairs are sometimes necessary  
and can be acceptable temporarily as long 
as they are properly monitored, 
documented.

 Masking tape was used on machine as a 
temporary repair. Crews used this option 
instead of complying with the Temporary 
Repairs Policy and didn’t complete a work 
order to correct as a permanent solution.

Points to Ponder
 Many people would say they are 

understaffed. Is that actionable? 
 Why rely on inspections/audits to 

identify non-conformances? You 
can’t inspect quality in.

 Many root causes state the 
obvious and don’t include the 
“why” is occurred.

 Repeat of the auditor 
observation is not the root cause.
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Sample Root Causes: No traceability

 The production dates of the products 
are not recorded on the delivery notes. 
Not having a computerized system for 
the shipment of finished products, we 
do so manually but this does not 
prevent us from being able to trace the 
defective product in the event of a 
problem. All products that need to be 
recalled in the event of a problem are.

 Failure to identify gap in system through 
internal auditing process.

 Lack of training. 

Points to Ponder
 CAPA: Before the next audit, we have planned 

to set up a computerized system for the 
dispatch of finished products which will allow us 
to include the production dates of the products 
sent to customers. CAPA not complete?

 CAPA: Date of production added to stock 
production labels. This will tie to date of 
production and resin lots. When converted to 
customer order will need both labels visible. If 
the root cause is failure of the internal audit 
system then why is the CAPA not to the internal 
audit?

 Employees were trained on 4/1/22 to record all 
partial rolls on when they are in use. We 
corrected the current employees? Are there 
other areas in the facility lacking training? How 
about new hires?
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Food Safety Culture Case Study
Audit Evidence Statement Root Cause CAPA

Recertification 

MAJOR

While conducting the audit many issues 
were observed with the facility not being 
cleaned properly, product inspections and 
checks not being performed and  
adequate resources available to support a 
food safety culture  No document was 
available to address how the facility would 
establish a food safety culture and there 
was no reference to establishing food safety 
objectives for the organization.    When the 
plant manager was questioned, he stated 
the culture was more toward running 
product instead of the safety of the 
product.  This was evidenced by the many 
non-conformances observed during the 
audit and the SQF practitioner being 
responsible for the SQF system as well as 
having to perform all line checks while she is 
at the facility.

Plant failed to enforce a 
food safety culture.

• Enforce food safety culture; 
• All EE's are required to review and 

sign our Management Commitment 
and Responsibility policy.  

• Involve all EE's with the Monthly GMP 
audits.

• Review SQF results with all plant 
employees.

• Play SQF food safety culture videos 
for all EE’s. 

• The SQF practitioner is reponsible for 
verifying line checks daily, but 
operators and the quality tech are  
are responsible for performing line 
checks per control plan.

Has this site implemented enough to meet 2.1.1.2?
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Food Safety Culture Case Study
Audit Evidence Statement Root Cause CAPA

Surveillance

MINOR

Corrective actions from last audit 
were verified during this audit. All 
employees reviewed and signed 
the Management Commitment 
and Responsibility statement. 
Employees participate in the 
Monthly GMP audits. SQF audit 
results were reviewed with all plant 
employees. Employees watched 
the SQF food safety culture videos. 
However, management 
commitment is still in question in 
that multiple items identified during 
the last audit had similar findings 
during this inspection.

Leadership failed to take 
the necessary steps to 
drive a culture of food 
safety in the facility and 
prioritize identification and 
corrective action of issues.

As the plant manager, I am personally committed 
to developing a Food Safety Culture within the 
facility to provide the highest quality to our 
customers. That commitment includes closing gaps 
identified through the SQF Code and other related 
standards, by staffing to meet levels required to 
comply with the SQF Code and other standards, 
and by training my staff to understand, and 
comply with Good Manufacturing Practices 
(GMP), the SQF Code and other related 
standards.  A Food Safety Culture is a culture that 
provides the necessary protections and processes 
to guarantee products produced in this facility 
meet the requirements specified by standards 
developed by our customers and the food 
production industry.

Where were/are the 
gaps?

 Root cause did not answer the “why?” so even though the 
site implemented all CAPA actions it was not enough

 Current root cause does not answer the “why?” either
 Current CAPA is more of a commitment statement and not 

actionable items
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Questions?
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