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Preface

Over the last 30 years, I have been giving training seminars and conducting audits all over the country and the world. It has been an experience that has enriched me in many ways while it has also given me an opportunity to learn much about many different organizations, cultures, and the process of auditing. When I train, one of the first questions I ask the participants is: “why do we have a quality management system (QMS)?” The response is all over the map, but most of them reply with the classic responses of: Well, we have to standardize processes, produce quality parts, achieve customer satisfaction, maintain effective and efficient operations, and so on. I have never heard the answer of: to make a profit. How unfortunate! We have become afraid to admit that the profit (of course, other things are important as well) is a key driver in any organization including the Not-For Profit organizations. The profit is what makes things happen. Without it, there is no need to have an organization. It seems, particularly in the automotive world, we have demonized that word to the point we are afraid of recognizing that every organization has to make money. What else is the purpose of a quality management system if we cannot make money? In every auditor class I have ever taught, I made it a priority to communicate the importance of what we auditors do and placed an emphasis on the purpose and value of audits for any organization.

It is disheartening to see and hear sad stories about the wastefulness of time in performing audits. It is sometimes discouraging to hear claims – even from management – that we do audits to satisfy the third-party auditors; they are no value to productivity; or they are a total waste; etc. I am not one of those individuals who think auditing is a waste of time and do not provide a rewarding experience for all concerned. I do believe and that is why this book is written that audits offer a great opportunity to improve by (a) fixing things that present a gap from where you are now and where you have to be and (b) present opportunities for new challenges. A≈well-designed and implemented quality management system will provide substantial benefits in both productivity and morale for the employees. That QMS, however, has to be validated, and that is where an audit and the auditor come into the picture.

A successful audit depends on a good auditor who knows (a) the process being audited and (b) has the knowledge of the auditing discipline. From my experience, I have developed five rules that successful auditors must have. They are as follows:


	
Like (enjoy doing) it. If you are not comfortable with asking people to explain what they do, how they do it, and how it is effective, auditing is not for you.



	
Like people. If you are not a people person, one who naturally likes people and can get along with others, auditing is not for you.



	
Believe in the process. If you do not believe in audit process and what it does for the organization, auditing is not for you.



	
Like to learn. If you do not like to learn about how other departments or processes work, auditing is not for you.



	
Care about the organization. If your passion and faith in the company is missing, auditing is not for you.





Therefore, I have tried to present in this book some issues that an auditor needs to know for an effective audit in any industry, but primarily in the automotive industry. Hopefully, I have been successful. Specifically, I have covered the following towards the goal of convincing management that audits are important, and that there is a methodology to conducting an excellent audit. So, each chapter presents the following information:


	
Chapter 1: Legitimate Concerns about Audits: This chapter addresses that “why” audits are necessary.



	
Chapter 2: Preassessment Preparation: This chapter addresses what are the prerequisites for a “good” audit.



	
Chapter 3: Risk Considerations in an Audit: This chapter discusses some of the risks that are possible with and without an audit in any organization.



	
Chapter 4: Audits: This chapter gives a detail explanation with the essentials of what audits are all about with specificity.



	
Chapter 5: Mandatory Auditing Items: This chapter addresses the mandatory and non-mandatory documents/records of standards and industry requirements.



	
Chapter 6: Acronyms: This chapter provides a lengthy list of common acronyms used in the automotive industry.



	
Chapter 7: Methodologies/Tools That the Auditor Should Be Familiar With: This chapter presents a variety of methodologies/tools that any auditor should be familiar so that s/he can ask questions relevant to the situation.



	
Chapter 8: Performance beyond Specifications: This chapter presents material that any auditor should be pursuing in order to accomplish the role of a “change agent” towards continual improvement.



	
Chapter 9: Quick View of Auditing: This chapter gives a practical approach to auditing focusing on the primary drivers (indicators) of quality: quality, delivery, cost, and responsiveness.



	
Chapter 10: Process Approach to Auditing: This chapter focuses on the layered process audit and some other types of audits as derivatives of the LPA.



	
Epilogue: It summarizes the main points of the audit.
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Introduction

Traditionally, the most common motivation of any audit has been and continues to be a process by which verification and validation of relevant internal policies and procedures exist and conform to the applicable standards and requirements that the customer has imposed on a given organization. If validation is positive, everyone is happy. However, if there are discrepancies to what the organization says it does and there is no proof of that, then a non-compliance is issued and it must be taken care of in a reasonable timeframe.

A non-compliance is a weakness that will lead to inferior performance of the management system, and such instances must be identified during the audit. On the other hand, conformance means that the organization is adhering to the requirements set forth in its internal procedures, policies, guidelines, and to external requirements set forth by the specification, its customers, and/or adopted industry practices. Basically, it verifies that we are “doing what we say we do.”

But this is not all there is and that is why many organizations find auditing a non-value activity. The fundamental purpose of any audit is to go beyond the common purpose and identify areas of weakness and waste. Opportunities for improvement (OFIs) are the areas where improvements in a process, typically associated with results, are obviously possible. For example, (a) situations where an auditor notes high levels of scrap or rework in a production process and (b) an instance where an auditor notes significant drafts or a high level of heat loss in an area during an EMS audit.

At this point, one may say that there is no requirement to do this. Yes, however, if the auditor is knowledgeable and observant, s/he will use judgment and perspective when generating OFIs. This is why the generation of OFIs is more difficult than conformance verification. It takes experience and some level of familiarity with a process to generate meaningful OFIs.

This is a very valid objective of an audit but one that requires significant perspective and objectiveness. Experienced internal auditors, in particular, are in a very favorable position to identify best practices during audits so that they can be communicated and implemented throughout other facilities of the organization, as appropriate. If properly designed, the internal audit program can serve as an element of an internal benchmarking program in addition to its many other benefits. The extent to which these objectives can be met will depend on the maturity of the management system itself, the skill and training of the internal auditors, and the level of support provided by the management team for the realization of these objectives. The end result is gained value.

Value is ultimately defined in terms of the external customer. Value is tied to the products and services provided by the organization. From the customer’s perspective, value is why the organization exists. Value is related to specific products that the company expects specific customers to purchase at a specific price and how the performance and quality of these products can be improved while their costs are steadily reduced due to either new technology or process improvements. Value to the customer translates into loyalty for repurchasing the organization’s product or service. Conversely, a “non-value-added” activity (NVA) is any activity that does not provide direct value to the customer and which the customer would not be willing to pay for if the activities were itemized. It is considered, waste.

To be sure, many customers are willing to pay for the effort associated with receiving incoming materials, manufacturing, and packaging and shipping. They are even willing to pay for some level of inspection and testing (depending on the customer and their philosophy regarding building it right the first time). However, they would absolutely not be willing to pay for successive layers of over-inspection, containment, rework, scrap, claims processing, correcting inventories, and so on. That is considered waste and all waste (or NVA activities) adds cost, which reduces profitability and the ability to compete. Wastes are categorized into two types. They are as follows:


	
Type 1 waste is waste associated with actions that provide no value in the eyes of the customer but which are needed to support current operations as they exist today. They are necessary because of inefficiencies in the way the organization currently operates. Examples include many inspection and testing activities. The actions associated with the ongoing improvement and elimination of type 1 waste can be thought of as continual improvement, or kaizen.



	
Type 2 waste is associated with action that provides no value and is not necessary for current operations. This is pure waste. The actions associated with the initial mapping and elimination of type 2 waste from the value stream can be thought of as kaikaku or radical improvement.





So, when one talks about auditing, they must recognize that the most important issue is that auditing is a process in and of itself. ISO 19011:2011 (clause 3.1) states that an audit is a “Systematic, independent and documented process for obtaining audit evidence and evaluating it objectively to determine the extent to which audit criteria are fulfilled.” As a consequence, there are distinct steps that must be followed in order to execute a successful audit. The process is shown in Table I.1.


TABLE I.1
Auditing as a Process


	
Input


	
Process


	
Output






	
Information


	
Evaluation


	
Findings





	
Audit Planning


	
 


	
Analysis





	
 


	
 


	
Report(s)






Simply put, a process can be described as an activity that transforms, or converts, inputs into outputs. The process model to auditing was introduced with the release of the ISO 9001:2000 quality standard. The older versions of the standard, and many other current quality models, focus almost exclusively on the transformation step of the process. That is, they provide the requirements that must be met and the controls to be used during the transformation, with only minimal consideration of the inputs and only generic requirements for the outputs. Companies implemented the earlier models by developing procedures that laid out the steps needed to properly conduct the activity, unfortunately continue on the “transformation” model of the process itself by grouping of requirements into elements, with each major element focused on a major transformation activity (e.g. contract review, design control, product identification). The new approach of “process audit” (see Figure I.1) allows us to recognize the system as a whole and identify inefficiencies much easier.


[image: The classic approach to process audit. The figure represents the entire process audit model. It identifies the supplier input on the left, the value transformation (the process itself), and the customer output. Between each of these stages feedback is given as both forward, but also backward, i.e. from customer to process to supplier.]

FIGURE I.1 The classic approach to process audit.



The process approach focuses on the customer, not internal fiefdoms. Organizations have traditionally used a functional approach to management. In this arrangement, work and communications flow vertically within the department or function. When they reach the top, they are often “thrown over the wall” to the next function or department where the output will be used. Communications and synergy between departments are often poor, and problems at the interfaces between departments can result in poor-quality products and services. The focus is on supporting one’s own department, its objectives, and goals, rather than on the customer. In the process approach to manage, the focus is on the customer, resulting in more efficient processes that increase customer satisfaction.

The ISO model emphasizes understanding how the outputs of the process support other processes needed to satisfy the customer. Indeed, these outputs become inputs into these downstream processes and as such also need to be monitored and controlled as inputs. To truly embrace the process concept, the supplier of these outputs would go to these internal “customers” and determine what they need in terms of the quality, information, timeliness, accuracy, format, and other attributes of these deliverables in order to fully meet their needs. This would continue until all of the organization’s important processes were aligned to meet both their external and internal customer’s needs and expectations. In effect, what is created are systems of processes all oriented and operating together towards the achievement of system goals, most typically to satisfy the customer.

As we have already mentioned, most problems occur at the interface between activities or processes. This is why it is important to manage the system as a network of interrelated processes. Focusing on isolated functions does not adequately monitor the interactions that occur between processes, at the interfaces, which are where problems occur.

In the final analysis, audits help the organization to identify their internal OFIs. OFIs are any areas where improvements in a process, typically associated with results, are obviously possible. That is why it is imperative to have auditors with experience and some level of familiarity with a process to generate meaningful OFIs.

In the same track, audits are the vehicle of recognizing the need for best practices (BP). BPs are very valid objective of an audit but one that requires significant perspective and objectiveness. Experienced internal auditors in particular are in a very favorable position to identify best practices during audits so that they can be communicated and implemented throughout other portions of the organization, as appropriate. If properly designed, the internal audit program can serve as an element of an internal benchmarking program in addition to its many other benefits. On the other hand, properly designed and implemented external (third party) audits can give credence and confidence to the customer of the organization that is being audited as having a good QMS. The extent to which these objectives can be met will depend on the maturity of the management system itself, the skill and training of the internal/external auditors, and the level of support provided by the management team for the realization of these objectives.




1 Legitimate Concerns about Audits

Whether we like it or not, in the last 5 years or so, we see a mistrust towards auditing and their significance of improvement to an organization. The loud noises about “no value added,” “waste of time,” and other epithets are increasing in both literature and among professionals in seminar settings as well as social events. Why is that happening? Primarily because even though the standards and requirement are increasing at an exponential level, no one is really held accountable for not following them. Quality has taken a back seat to production/profit and mediocrity seems to have become the new standard (Smith, 2019, p. 13). It has become a “routine” check with an attitude of “well, this is one more thing we have to do.” Many organizations have drop certification according to the ISO, and many more have dropped the pursuit of excellence with the Malcolm Baldrige National Quality Award. An excellent review on this topic is presented by De Carvalho and Sampalo (2020, pp. 43–49).

In the field of quality, as in any other profession, we do indeed have ethics that promote honesty, integrity, safety, and customer satisfaction. To all these categories, we have and continue to generate standards (international, industry, and specific organizational). However, if one looks at the data (statistics) for the last three centuries, we are going to see that as these standards, specifications, and regulations are increasing, not only similar problems are repeated but also are increasing more than ever. For a list of some of the catastrophic examples, see Stamatis (2020). For a more current list, let us see the following examples, specifically in the automotive industry:


In the auto industry we are witnessing a record number of recalls in 2016 reaching 52,985,779 in total. That’s a steep number that was plumped up in large part due to the massive Takata airbag campaign that ultimately drove the Japanese company into bankruptcy. Specifically, Howard (2019) reports that “Ford workers break their silence on faulty transmissions: ‘My hands are dirty. I feel horrible.’ Ford knew Focus, Fiesta models had flawed transmission, sold them anyway. They knew the truth and kept quiet.” In 2017, Wong (2017) reports that the number of recalls was about 28,146,661 with Fiat Chrysler, Honda, Ford, Hyundai and BMW leading the way. That’s not a small number, but it’s a far cry from the 2016 levels. [It is very interesting that even GE has issues with major quality problems to the tune of $1 billion dollars due to facing potential costs in its jet engine unit from the grounding of Boeing Co’s 737 MAX airliner (Scott and Ajmera, 2019)].



Here’s a look at some of the biggest and noteworthy auto recalls issued in 2018 as reported by Masterson (2019). In 2018, he reported 1.6 million 2015–2018 Ford F-150; 1.3 million 2014–2018 Ford Fusion, Lincoln MKZ; 1.3 million 2012–2018 Ford Focus; 807,000 2010–2014 Toyota Prius, Prius v; 507,600 2010–2013 Kia Forte, Optima, Hybrid, Sedona; 504,000 2013–2016 Ford Escape, Fusion; 343,000 2012–2017 Audi A4, A4 Allroad, A5, A6, Q5; 240,000 2017–2018 Chrysler Pacifica; 232,000 2018 Honda Accord, 2019 Insight; and 215,000 2015–2018 Nissan and Infiniti vehicles.

In 2019, Masterson (2019a) reported 556,400 2019–2020 Chevrolet Silverado 1500, HDs and GMC Sierra 1500, HDs; 528,600 2011–2013 Dodge Durangos, Jeep Grand Cherokees; 394,000 Nissan Maximas, Muranos, Pathfinders and Infiniti QX60s; 135,700 2019–2020 Ford F-150s; and 72,700 2019 Ford Rangers. For additional information on recalls, see https://www.cars.com/news/recalls/. Retrieved on December 6, 2019.

Johnson (December 19, 2019) and Johnston (2019) reported that General Motors is recalling more than 814,000 pickup trucks and cars in the United States to fix problems with electronic brake controls and battery cables. Furthermore, Isidore (2015) reported that General Motors closed the books on its epic year of recalls, saying they cost the company $4.1 billion in repair costs, victim compensation, and other expenses.

On the other hand, Selby (December 19, 2019) from Consumer Reports is more explicit of the recall reporting that the first recall covers nearly 464,000 Cadillac CT6 sedans and Chevrolet Silverado 1500 and GMC Sierra 1500 pickup trucks from 2019. The second recall covers over 350,000 2019 and 2020 Silverado and Sierra 1500 pickups. The problem? A cable connecting the battery and alternator may have too much glue on it, and the second problem is electronic brake controls which can cause stability problems with the brakes. The first problem can interrupt the electrical connection and possibly cause the trucks to stall or even catch fire. The second disables the anti-lock brake system causing the instability (Selby (2019): https://www.myarklamiss.com/news/consumer-reports/gm-recalls-814k-pickups-cars-to-fix-brake-battery-problems/. Retrieved on December 20, 2019).

To make things worse, Krisher (2020) reports that Ford has issued a recall involving 2.5 million vehicles including Focus and Fusion for door latch problem and brake fluid leaks. What is incredible about this recall is that Ford has had nagging quality troubles with the latches, some car transmissions, and other issues that have hurt its bottom line.

The company said Wednesday (August 12, 2020) the previous door latch recalls were done because of defective pawl spring tabs that could crack and fail in high temperatures. Usually the doors won’t close if there’s a failure, but if they do close, they could open again while the vehicles are in motion. The previously recalled vehicles may not have had the latches replaced, or repairs may not have been done correctly, the company said in a statement.

Obviously, these failures are system failures, and as a consequence, both of these problems should have been caught by a thorough internal audit and certainly a third-party audit and also, had a thorough design review, reliability analysis, design failure mode and effect analysis (DFMEA), advanced product quality planning (APQP), or some kind of simulation modeling. It is hard to believe that no one knew of this before launching the vehicles. One wonders with so many standards and regulations, why do we have so many problems? There are seven options:


	
By far, the first and most critical and common is the manipulation of data. Wrong strategy, wrong definition, wrong selection, wrong methodology, inadequate analysis, and bias presentations.



	
The second is that management knows about it, but as the workers reported in Howard (2019), “They knew the truth and kept quiet.”



	
The third is that the significant tools, i.e. APQP, FMEA (failure mode and effect analysis), and appropriate (applicable) problem-solving techniques are not conducted, or if they are, they are not done correctly. They are done to have a checklist completed for “things done” and not for improvement.



	
The fourth is (perhaps the predominant one) production is priority and nothing else matters. Quality and even safety are secondary considerations, although they are preached as priority. They are evaluated after the fact, rather than being evaluated up front.



	
The fifth reason why things are becoming problems for the customer I believe is the “laissez-faire” attitude of organizations towards audits. The intent of “audits” is to identify weakness in a system. However, in most organizations – if not all of them – audits are taken place because some “standard” or “regulation” or “specification” calls for them. Unfortunately, as many millions of dollars are spent on audits, the benefits are questionable at best, given the problems and recalls of many products. This is verified by the amount of rejects, recalls, and issue notifications to customers. Stoop (2020) reports that according to the National Safety Council, workplace fatalities have risen 17% since 2009 after decades of steady improvement in occupational safety, outpacing workforce growth over that period. At the same time, international, industrial, and customer-specific standards/requirements have increased in both volume and complexity.



	
The sixth reason is that the focus of management is short-term gains based on “quarterly earnings” and not long-term, real improvements and productivity and earnings.



	
The seventh reason is that the audits – at all levels – were not effective for whatever reason.





In addition to these seven reasons, it is worth examining the multiple variables associated with safety recalls the National Highway Traffic Safety Administration (NHTSA, 2018) has identified as potential risks. All have to do with “some kind” of failure that could have been caught, but it did not. The variables according to NHTSA are as follows:


	
The manufacturer;



	
The age of the oldest affected vehicle;



	
The vehicle type involved (i.e. passenger cars, lights trucks, Multi-Purpose vehicles (MPVs));



	
The component category;



	
The recall safety risk description includes the word “crash”;



	
The recall safety risk description includes the word “fire”;



	
The recall safety risk description includes the word “death”;



	
The recall safety risk description includes the word “injury”;



	
The recall safety risk description includes the word “serious”;



	
The year the recall was initiated; and



	
The number of vehicles affected by the recall.





So, one can see that indeed the old adage has some truth to it. That is, figures do not lie, but liars figure. It is imperative therefore to at least mention the role of the “data handlers,” the people who handle data in our education or industrial system are expected to do many things – and do them all well. Most of these individuals are trained well and provide the appropriate and applicable studies with statistically sound results to their respective organizations. Other data handlers have non-instructional leadership or administrative support roles, and they are short on both knowledge and practical experience of statistics. Still others provide highly skilled technical or data expertise that contributes to the effective and efficient operation of their enterprise. Regardless of an individual’s job title, working in a modern organizational environment demands (a) unwavering adherence to codes of appropriate conduct, operating expectations, and professional standards and (b) some level of statistical knowledge.

A “data handler” is defined here as anyone involved or has excess in the usage of data (from data definition, selection of the methodology, analysis of the results, and reporting of the results) in any organization. Honest data handlers can be trusted to maintain objectivity and uphold an organization’s data procedures and protocols even when it requires extra effort, is not convenient, or otherwise runs counter to their own personal interests. Two horrendous examples of mishandling data (tests) recently are as follows:


	
The combination of tests to identify “a” formulating policy by Center for Disease Control (CDC) regarding the corona virus. The Centers for Disease Control and Prevention (CDC&P) acknowledged on Thursday that it is combining the results from viral and antibody COVID-19 tests when reporting the country’s testing totals, despite marked differences between the tests. First reported by NPR’s WLRN station in Miami, the practice has drawn ire from the US health experts who say combining the tests inhibits the agency’s ability to discern the country’s actual testing capacity. “You’ve got to be kidding me,” Ashish Jha, director of the Harvard Global Health Institute, told The Atlantic. “How could the CDC make that mistake? This is a mess” (Johnson, 2020). Madrigal and Meyer (May 21, 2020).



	
Lancet Study (AP, 2020). One of the most prestigious health journals published a hydroxychloroquine study, even though they knew there were serious concerns about the data. The AP reported the study thusly: Concerns are mounting about studies in two influential medical journals on drugs used in people with corona virus, including one that led multiple countries to stop testing a malaria pill.


	
The New England Journal of Medicine issued an “expression of concern” on Tuesday on a study it published on May 1 (2020) that suggested widely used blood pressure medicines were not raising the risk of death for people with COVID-19. The study relied on a database with health records from hundreds of hospitals around the world. “Substantive concerns” have been raised about the quality of the information, and the journal has asked the authors to provide evidence it’s reliable, the editors wrote.



	
The same database by the Chicago company Surgisphere Corp. was used in an observational study of nearly 100,000 patients published in Lancet that tied the malaria drugs hydroxychloroquine and chloroquine to a higher risk of death in hospitalized patients with the virus. Lancet issued a similar expression of concern about its study on Tuesday, saying it was aware “important scientific questions” had been raised. For more information on the faulty data, see Ramsey (2020).









So, regardless of a data handler’s role in an organization, consistently and continuously demonstrating honesty, integrity, and professionalism are of paramount importance. These qualities, more than any other characteristic or trait, serve as the foundation of ethical behavior, not only in quality engineering but also in all disciplines and in all inquiries of furthering knowledge. Hopefully, internal and external audits will identify system gaps and “fix” them, but also as a result of these findings, the organization will develop “preventive” measures to AVOID future issues, concerns, and even problems.




2 Preassessment Preparation

I remember my Boy Scout motto of Be Ready. It has served me well over the years; however, I have added the words for the unexpected. So now the Boy Scout motto has become Be Ready for the Unexpected. For any type of audit, preparation is the foundation of excellence. The more prepared one is, the more successful the audit will be. Therefore, in this chapter, we present an example of generic questions to serve as a guide.

To be sure, one can never be 100% prepared for all combinations and expectations of a process. So, it is a good practice to have a list (a map, of sorts) that will guide the auditor to find (through probing) possible gaps in both expected and unexpected situations.


A Typical Internal Preassessment Survey

The following questions are intended to be used only as guideline in a given organization. The questions are designed to identify any shortcomings in your system and to allow you to plan accordingly. They are not meant to be used as a formal checklist for any organization, since the official checklist is prepared by the auditors themselves and/or representatives of the Registrar. The list is based on Stamatis (1996) and Grossman (1995, pp. 34–35).


	
Does your company have a written quality policy that describes management’s commitment to quality and objective for achieving quality in every part of the company’s operation?



	
Has your management group endorsed the quality policy and communicated the policy to all employees?



	
Is there an approved organization chart showing who is responsible for all work that affects the quality of the product or service that your company produces?



	
Are the functions and job specifications for personnel who affect the quality of the product or service clearly defined?



	
Are the technical and personnel resources that are needed for the inspection, testing, and monitoring of the production of the product or service made available by management?



	
Are the technical and personnel resources that are needed for the inspection, testing, and monitoring of the product or service during its life cycle made available by management?



	
Are periodic audits of the quality system completed as often as necessary to keep each part of the system in control? (Internal audits – processed or layered audits)



	
Are periodic audits of the manufacturing processes completed as often as necessary to keep each process in control?



	
Are periodic audits of the product or service that your company produces completed as often as necessary to ensure that the quality of the product meets customer requirements?



	
Are the results of the audit communicated to management and to those employees who affect quality?



	
Has your company appointed a coordinator to be responsible for monitoring the quality system and calling attention to the deficiencies?



	
Are quality reviews held at appropriate intervals?



	
Are the results of the audits recorded and maintained?



	
Are procedures written for each activity that affects quality? Are they appropriately maintained? Are they easily accessed by the employees?



	
Does your company have a plan for achieving and maintaining quality?



	
Does your company audit and evaluate its progress in achieving the objectives listed in the quality plan?



	
Are customer needs identified and communicated to all employees who affect the quality of the product?



	
Do employees know what they have to do on the job to provide the desired level of quality in the product or service?



	
Are the customer requirements for product and service quality adequately defined in the contract with the customer?



	
Are customer contracts reviewed for accuracy?



	
Are records of the customer reviews maintained?



	
Are incomplete and ambiguous requirements resolved before design or production?



	
Are all applicable and appropriate documents reviewed before they are released for use?



	
Do you have an obsolescent policy? Do you follow it? What is your policy for discarding it?



	
Do your procedures and instructions describe what is actually done on the job, now?



	
Do you have document control? Do you follow it?



	
Do you have a certification program for your suppliers? If not, how do you approve your suppliers?



	
Do you keep performance records from your suppliers? Do you perform regular analysis with the data? Do you communicate the information to your supplier base?



	
Does someone check all incoming supplies and equipment to verify that you have indeed received the correct resources to do the job and that they meet the defined requirements?



	
Do you maintain the list of approved suppliers?



	
Do you audit your suppliers?



	
Do you use systematic methods to identify and plan production processes and (if appropriate) equipment and product installation processes?



	
Do your employees use their own tools? How do you make sure they are calibrated?



	
Do you do calibration?



	
Do you have written setup and process instructions?



	
Do you have preventive maintenance?



	
Do you have written standards for workmanship and criteria for meeting the standards?



	
Do your employees follow job procedures and instructions?



	
Do your employees follow unwritten procedures or instructions?



	
Do the procedures and instructions describe the way employees do their jobs now?



	
Do you record tooling repairs to ensure process control?



	
Do you have written procedures to ensure that incoming products are not used or handled before an inspection or other form of verification proves that these products meet specified requirements?



	
Are inspection procedures carried out in accordance with written instructions and your company’s quality plan?



	
Do you have written procedures to identify incoming material that may have been released before it was inspected because of urgent production purposes?



	
Do you maintain a receiving inspection history or log?



	
Does your company collect and maintain records to prove that you have met customer requirements?



	
Do you have written instructions for inspecting and testing?



	
Are nonconforming products identified and separated so that they are not sent to customers? What is your quarantine policy?



	
Are there written procedures to verify that all final inspections and tests are completed before products are sent to customers?



	
Are
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