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ABSTRACT

Objective: This study proposes a systematic process to present the analysis methods and solutions of

organizational root causes to make human errors of the railroad .

Background: In fact, organizational root cause such as organizational culture is the important factor in the

safety concerns with human errors in the nuclear power plants, railroad and aircraft.

Method: The proposed process is as follows: 1) define analysis boundary 2) select human error taxonomy 3)
perform accident analysis 4) draw root cause with FGI 5) review root causes analysis with survey 6) chart

analysis of root causes, and 7) propose alternatives and solutions.

Results: As a result, root causes of the organizations like railroad and nuclear power plant came from the

educational problems, violations, payoff system, safety culture and so forth.

Conclusion: The process does prospect management through retrospect analysis. It is important to build a

database for human error taxonomies and problem solution.

Application: This study would contribute to examine the relationship between human error based accidents

and organizational root causes.
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2. Method
2.1 Organization’s root cause identifying process
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Figure 1. Model of accident causation
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Figure 2. Organizational root cause identifying process
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Figure 3. Step to draw Organizational Root Cause



2.2 Select human error taxonomy
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2.5 Review root causes analysis with Survey

2.4 Draw root cause with FGI

AN

(@)

=tk

22 TLROA HYHLR of F= 50|

&

Al

M 2%

ol



L

—

|KIA7]

o

o| &= 2|ojst,
T

LIEFHCE B2 EION &2
2 4260

(Z2| Rtk

O
[

|

[e]
=

—1
.

.l

=
x

|
==

=

tol Zt& S0 HAKIAZICHO] E2 =0 2lof
X

f
Eflz =

2.6 Chart analysis of root causes
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Figure 4. Chart analysis of root causes
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3. Results
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3.1 Define analysis boundary and Accident analysis
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Figure 5. Validation of Organization cause; FGI Keyword Selection

3.2 Draw root cause; FGI
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Table 1. Root Cause

Organization cause
Root causes
keyword

Root causes 1. Misunderstanding between organizations

Root causes 2. Closed organizational environment

Organization Root causes 3. Treatment of staff caused the accident

Root causes 4. The occurrence of worry and distraction

Root causes 5. Distrust of reward and punishment system

Root causes 6. Problems of education

Operation Root causes 7. Difficulties in understanding official document

(Education) Root causes 8. Weakening expertise(promotion system)

Root causes 9. Lower expertise

Root causes 10. Tight work schedule

Root causes 11. Confusion due to frequent reorganization of the rules

Operation

Root causes 12. Operation system does not help field organization
(Human Resources)

Root causes 13. Vulnerable time driving accident

Root causes 14. Inadequate work and rest time

Root causes 15. Problem does not use a prescribed term

Root causes 16. Communication problem due to dialect and unusual accents

Communication
Root causes 17. Not clear communication process

Root causes 18. Unfixed safety culture

3.3 Survey analysis
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Figure 6. Survey results
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3.4 Chart analysis of root causes
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4. Conclusion
4.1 Contributions
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