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ABSTRACT

The central control and monitor system can collect the alarming signals from its subsystems. All the collected alarming signals need

further investigation to identify the cause of the associated accident. Hence establishing problem tracing schemes which can detect

the real causes of the accident is an important issue. With the knowledge of the factors causing the problem, the number of the

accidents or failure events can be reduced. In this research, a new integrated methodology of failure mode and effects analysis is

presented to analyze the data collected from the central control and monitor system of a hospital in central Taiwan. In this study,

firstly, Severity Assessment Code (SAC) was adopted to identify the critical subsystems of the central control and monitor system of

the hospital. Then, the integrated methodology combining Root Cause Analysis (RCA) and Failure Modes and Effective Analysis

(FMEA) was utilized to analyze the collected data systematically. Finally the entire analysis process was standardized to be performed

as guidelines for facility improvement. The results indicate that the frequency of accidents of the subsystem after implementing the

improvement process was reduced significantly. The processes and benefits of this systematic analysis can be used for educational

training program and for the purpose of knowledge management. The frequency of failures can be reduced by implementing this

systematic method. Furthermore, the response time to the accidents and the facility maintenance cost are shown significantly

decreased. Therefore a safer environment of the hospital can be more attainable due to a better analyzing method and well-

documented knowledge management.
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