
 
 

 

 
Patrick SFB PMEL Form Q-07, RCA Form Template, Rev B, May 16, 2022 Page 1 of 4 

RCA Form 

TRACKING NUMBER:  708269  Critical NC           Noncritical NC    

CALIBRATING TECHNICIAN:  Tabet, Tim A Technician Risk Rating:  5 
 

DATE OF REVIEW QAT TYPE OF REVIEW 
20230118 Kevin Miller QR 
LABEL NUMBER PART NUMBER JCN 
M349079 806A 20230106PA2007 
NOMENCLATURE Equip Reliability % Equip Risk Rating K-PROCEDURE 
Transmission Test Set 100 1 33K3-4-3248-1 

 
QNC/PNC Code Selected 

* L16 :  Documentation improperly omitted.  

Nonconformity (State the NC; be clear and concise):  Customer approved a limitation for Generator Flatness Accuracy for 
the 900 Ω Impedance, step 4.2.14 as: ≤3.0dB for the 20Hz to 300kHz range. This was recorded in PAMS Calibration 
Details. However, the Certification Label did not reflect any limitation for the 900 Ω Impedance. 

Background (optional -if needed to describe the situation leading up to NC):  The original Non-Conformity Code selected 
was A04 – “The item does not meet calibration tolerances for all parameters certified”. Based on the Certification label as 
written “Generator Flatness Accuracy (100Ω, 135Ω, and 600Ω impedance): ±1.5dB, 20Hz to 300kHz; ±0.5dB, 200Hz to 
15kHz. Generator Flatness Accuracy (600Ω impedance): ±3.0dB, 20Hz to 300kHz; ±0.5dB, 200Hz to 15kHz.” Since there 
were no limitations indicated for the Generator Flatness accuracy for 900 Ω Impedance, QAT performed the Quality 
Review for the 900 Ω as indicated in the procedure. Step 4.2.14 required the results to be less than or equal (≤) 1.0 dB. The 
actual calculated results were 1.15 dB at 900 dB. Note: Since the 600 Ω Impedance indicates 2 different accuracies for the 
same frequency range, ±1.5 dB and ±3.0 dB at 20Hz to 300kHz (the ± symbols should be ≤, this addressed as a separate 
noncritical). The 600 Ω did meet the tighter tolerance (≤1.5 dB). PR was initiated. A07 - "Documntation error", was also 
highly considered as a nonconformity code, since the actual nonconformity resulted in a documentation error. This code 
was also rejected since the technician's process actually drove the nonconformity. 

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.  While accomplishing steps 4.2.4 through 4.2.17 for the 900 Ω 
Impedance, for both 20 Hz to 300 kHz and 200 Hz to 15 kHz frequency ranges the technician indicated that he would be 
deviating form the specifications of the procedure and limiting them from. ≤1.0 dB for 20 Hz to 300 kHz and ≤0.5 dB for 
200Hz to 15 kHz, to ≤3.0 dB and ≤0.5 dB respectively. This is the limited accuracy as listed on the Calibration Details 
report. When handed the Certification Label the technician was unable to discover there were two accuracies listed for 600 
Ωs and that there was no mention of a 900 Ω limitation error. A04 and/or A07 were set aside and L16 was selected as the 
RCC. 

NC Code Risk Rating:  5 

NC/RC History Analysis 

Technician (this will assist in determining the “Technician Risk Rating” listed above):  This technician has had four other 
NCs in the past year. One of the four had an L16 NC but it was for leaving adjustement holes uncovered when turning 
equipment out. So while the number of NCs is very concerning they are not the same as this one; so no trend is present.  

Equipment (this will assist in determining the “Equipment Reliability %” and “Equip Risk Rating” listed above):  The 
equipment played no role in his NC. 

Section (if applicable):  Out of the four individuals working in that section of the lab this technician is the only one that had 
an NC of this type.  
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Laboratory (if applicable):  Throughout the lab we had nine L16 or A07 NCs over the past year. Of the nine, 6 were for 
missing standards. There were no other NCs similar to this one. We are focusing on L16's and A07's as it was a process 
paperwork error that drove the quality NC.   

Previous Corrective Actions (if applicable):  N/A 

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

2. I01 : Established laboratory process inadequate or faulty 

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

4.  Choose an item. 

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

Root Cause Code selected:  H01 : Human error: When all equipment, technical data, training and other factors are adequate. 
When another 

Reason for selection:  We looked at all of the RC codes and truly the only two that could apply was H01 This happens to 
everyone, now and then. The technician new what was supposed to be on the label. Even when reading the label again he 
read 600 but it did not click in his head that it was not 900. It's like trying find Waldo in a sea of Waldo's. Everything that 
was on the certification label was supposed to be there. Just didn't notice one of the the Waldo's was there twice. The H01 
led to an L16 process NC that led to the A04 or A07 quality NC.  

RC Code Risk Rating:  1 

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

1.  I01 : Established laboratory process inadequate or faulty  The laboratory Calibration Checklist has the technician bump 
the Calibration Details report up against the standards listed on the work order but does not mention anything about 
bumping the limitation on the label up against what is on the Calibration Details report. This is the first NC of this kind so 
we do not feel that the Calibration Checklist needs to be changed.  

2.   T01 : OJT insufficient (trainer demonstrates task proficiency)  Training was considered. The technician is qualified to 
complete the certification of this end-item and items similar. However, this is the first time that he has accomplished this 
particular TMDE Part Number. Based on the PR the technician was able to accomplish the certification of this type of 
TMDE without assistance and even conveyed to the auditor his intentions to limit the 900 Ω per the customer needs. Based 
on this, and the fact the point of error was the inability to recognize a documentation error during the verification phase, 
omits this as a possible NCC. 

3.   N/A        

Cite your corrective action/solution for the nonconformity and explain why you selected it:  A new label was completed 
with the correct limitation on it.  

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:        
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Overall Nonconformity Risk Assessment: 12 

Preventive Action: 

  Preventive Action required, Explain why:        

  Preventive Action not required, Explain why:  We do not feel that a preventive action is required for this NC. This is 
the first nonconformity of this nature accomplished by this technician in at least the past year. As in all CNC's, the 
technician was reminded, during the PR, to review the documentation carefully. Pay close attention to detail. Or have 
another technician review the documentation before placing the item into the quality area. 

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:  The technician recently moved into this area of the lab and he had only done three like 
items with this limitation. All three were calibrated at the same time and he used the same limitation on all three. When 
using the PDF label he just changed the ID# and printed out another label. Thus all three were incorrect. The other two,  
M349077 and M349078 were recalled from ACP status (customer shelves). New labels were completed and placed on the 
units. There is one other similar item in inventory, belonging to anther OWC, certified by another technician. This item was 
not recalled. 

  Not required, Explain why:        

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

Signatories: 

2/2/2023

X Timothy A. Tabet
Timothy A. Tabet
Process Owner
Signed by: TABET.TIMOTHY.A.1205311544  

2/2/2023

X Kevin D Miller
Kevin Miller
Quality Assurance Technician
Signed by: MILLER.KEVIN.DOUGLAS.1208505935  

2/3/2023

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

2/2/2023

X Darryl Hewitt
Darryl Hewitt
PMEL Quality Manager
Signed by: HEWITT.DARRYL.L.1027279186  

Site Manager 

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

Explain:        

Other PMEL Manager Comments:  I agree with the findings of this RCA. I do have a bigger concern with the number of 
NCs from this technician and this will be addressed outside of this RCA.  

2/3/2023

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


