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RCA Form 

TRACKING NUMBER:  AM 10407 (2)  Critical NC           Noncritical NC            

CALIBRATING TECHNICIAN:  Christopher Robbins Technician Risk Rating: 2 
 

DATE OF REVIEW QAT TYPE OF REVIEW 
4 Jan 2022 TSgt. Eriksen AMIC 
LABEL NUMBER PART NUMBER JCN 
J241469 ANV-126A-001 20211228PA2007 
NOMENCLATURE Equip Reliability % Equip Risk Rating K-PROCEDURE 
GOGGLE TEST SET W/DIOPTER 70% 5 33D7-45-113-11 

 
QNC/PNC Code Selected 

L10 : Critical step, note or caution improperly performed, not accomplished, ignored or misinterpreted  

Nonconformity (State the NC; be clear and concise):  During the Green Light – 1.000fL calibration, the technician did not 
enable the Digital Multimeter “REL” function (TO 33D7-45-113-11, step 3.3.a.2.10). 

Background (optional -if needed to describe the situation leading up to NC):  Calibration T.O. states:  "Wait until the 
DIGITAL MULTIMETER reading has stabilized (approximately 60 seconds), then press the "REL" or "NULL" or similar 
function on the DIGITAL MULTIMETER to offset any amplifier zero error from the ANV-126-070.  The meter should 
indicate zero within ±0.0002V".  Technician stated that the reading on the Digital Multimeter was already zero ±0.0002V 
so he felt there was no need to hit the REL button on the DMM.   

QAT observations made while observing the suspect process.  This is mandatory for every critical NC identified during a 
QR.  Do not divulge the nonconforming condition.         

NC Code Risk Rating: 5 

PROCESS/ROOT CAUSE ANALYSIS 

RCA meeting will include the Quality Assurance Technician, Lead Technician and Technician who performed the work.  
Other parties may participate in the RCA if appropriate. 

List the root causes possible for this nonconformity: 

1. C03 : Calibration technical data ambiguous (allows for more than one interpretation). 

2. H01 : Human error: When all equipment, technical data, training and other factors are adequate. When another 

3.  H02 : Improper Action: When all equipment, technical data, training and other factors are adequate. The 

4.  T01 : OJT insufficient (trainer demonstrates task proficiency) 

Identify the most likely root cause from the possible causes and explain why you selected it. 

Root Cause Code selected:    T01 : OJT insufficient (trainer demonstrates task proficiency) 

Reason for selection: Technician did not understand that this procedure is to eliminate any amplifier zero error, not 
just to see that it reads ZERO.  Any noise, or offset, will be eliminated and then they will not affect the next steps, 
measuring 1.000 VDC.    

RC Code Risk Rating: 4 

Explain why you eliminated the other root causes if there was more than one possibility: 

1.  C03 : Calibration technical data ambiguous (allows for more than one interpretation). Several other technicians agreed 
that they always press the REL button no matter what the display is.  Technical data is clear. 

2.   H01 : Human error: When all equipment, technical data, training and other factors are adequate. When another This 
was not just an oversight.  Technician incorrectly made the decision to not press the REL button.    
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3.   H02 : Improper Action: When all equipment, technical data, training and other factors are adequate. The
 Training was the root cause, not a disregard for any policies.   

Cite your corrective action/solution for the nonconformity and explain why you selected it:  Training.  Technician now  
understands the reason for using the DMM REL function and the importance of following all steps of this procedure, as 
written.   

Was the corrective action fully accomplished?  Yes     No  

If no, was follow-up action added to the QSL under the follow-up tab?  Yes     No  

Additional Info:        
 
Overall Nonconformity Risk Assessment: 16 

 
Preventive Action: 
 

 Preventive Action required, Explain why:       
 

 Preventive Action not required, Explain why: Following the procedure, step by step, will prevent this from happening 
again. 
 
Was the Preventive Action fully accomplished?  Yes     No  

If no, was follow-up action added to the QSL under the follow-up tab?  Yes     No  

Additional Info:        

 
Recall Determination: 

  Recall required, Explain why:        

  Not required, Explain why:  Calibration/alignment was reaccomplished and no out of tolerance readings were ever 
seen.   

If recall is required was the follow-up action added to the QSL under the follow-up tab?  Yes     No  

Signatories: 

1/12/2022

X Chris Robbins
Christopher Robbins
Process Owner
Signed by: ROBBINS.CHRISTOPHER.HENRY.1140797142  

1/12/2022

X
William Simmons
Quality Assurance Technician
Signed by: SIMMONS.WILLIAM.J.1153930232  
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1/12/2022

X Peter Newlun
Peter Newlun
Technologist/Lead Technician
Signed by: NEWLUN.PETER.L.JR.1089347382  

 
Site Manager 

Measurement Area Assessment: 

Did critical nonconformity increase the Risk Level of the Measurement Area?  Yes     No  

Explain: This individual is one of three employees who are certified in Night Vision TMDE so we have plenty of coverage. 
In addition to this the QA sat down and went through the calibration of the item with the technician and he made no 
mistakes. Therefore it appears that the technician was just nervous during the audit. 

Other PMEL Manager Comments:   The overall NC Risk Assessment is pretty high for this so we dug a little deeper and 
determined that while the technician did not press the REL button during the calibration when we ran the item both pushing 
the REL buttong and not pushing the REL button it made no difference in the readings. So while the technician did in fact 
miss a critical step in the process, the accuracy of the unit was not affected.   

1/13/2022

X
Brian MacDonald
Patrick SFB PMEL Manager
Signed by: MACDONALD.BRIAN.W.1039515128  


