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Abstract — We develop the database program for accident cause analysis which
can help to increase domestic safety custom and prevent recurrence of gas accident
and analyze accidents easily. The program developed in this study consists of two
parts. one part uses accident case database applied if than rule, so it finds root causes
by inference of some input values. The other uses Root Cause Analysis Map which
divided human errors and equipment difficulties and so we get general root cause by
reply some proper questions.
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2. Root Cause Analysis
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Step 2: Causal Factor charting
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3. Multiple Causes
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Fig. 1. Developing procedure of knowledge
database for accident root cause
analysis
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Fig. 2. Developing procedure of knowledge
database algorithm
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4.2. Root Cause Identification process
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Fig. 3. Root Cause Map Format
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4. Relations between accident

factors database and RCM
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Fig. 7. Form of cause selection
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Fig. 6. Input form accident summary

Fig. 6& At2 7la 99 sdolth o] 34H
qAe Atz 9UA& =& + de FL W
ol Wle] A8 ¥ T HYstEs JHo=H Fi ...

: ig. 8. Root cause addition form by
A & A A % Ab A Al A A .
o B, Abm ks #A A, Abe A, using question and response

- 69 - 7283 A A4A A4E 20002 12€



4Ry - ARE - ol

6.8 £

2 d7dAe FW GAEste 4 7t
Y Atugy AEE WA £ ey, A}
A MY dEE #9E 22 F 9l
EE 7igd AdE T 5 Ues K3 44
A A do|Euolx T2y, & /L3
Ht,

B oAFdA g Z2aye JtaAlx
ZAA AR S AAHoE BMY F 3
=& AlzAldel AlmY<l Database® 43}
Hon, If~Then Rule® H&3lo Fgg ¥
;A Atz 4 E #AE F A FHY =,
Root Cause Analysis MapS E3lA Causal
Factorg #2183 583 &4 Y<A(Primary
Difficulty Source)& <17+, #H], B & FQ
slog o] Alx g FolgomM o
WA YelS 2ET F UEE T3

ny .- aRE
g n e s

AICRE/CCPS, "Guidelines for investigating
Chemical Process Incidents” CCPS,
American Institute of Chemical Engineer
New York (ISBN 0-8169-0555-X), 1992
AIChE/CCPS "Guidelines for Chemical
Process Quantitative Risk Analysis”
CCPS, American Institute of Chemical
Engineer New York

(ISBN 0-8169-0402-2), 1989

Jens Rasmussen, Keith Duncan and
Jacques Leplat. "New Technology and
Human Error”, JOHN&SONS

(ISBN 0-471-91044-9)

Az, 28, AFL099). “HEIL Al
289" A&

(ISBN 89 - 303 - 0280 - 7)

2 dye 4aEYd "An €A @Y AY 5 MEgAddEa ¢AFAGATL, A -
DB 2213, & 84 SMS iy @Al = I A9EHY A94 B el @
g3t Atndd 249 48 FY& =X g gedT 897 1995
i B&A A8 Feedbacke F3t9 Atund 6) ¥R AALHTY, FYLALTY, T
! Database® TEFo2H A3 9U4E 3 ARALSL APILALIARY dlolE Mol T
A BFst AAHoR H#AHE AT Zo] BT A7, 1998
SBH FF AL R FHAZE AR A 7y FFAFLATE, A AAEAR 2=

2+ 98 Relo

4 A
B =Fe dF3tackdFALe ALY 2000
Y ZFedsty ustEdru] Al o8t
o dFHY2 8z ol FA=PUth

KIGAS Vol4, No.4, December, 2000 - 70 -

/A", 1996

FR7F2ARBAL, FHEATAR, 1998
BR7PEARF A, TEEA AT, 1999
AR FEARTA, MLZA DE B
FRUALATY, LPG AF 2 AFo) 2
% Ao, 1998

FTUPAAEY, FUAIAD A
1999



