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Since chemical plants are highly related to processes and
are a device industry where various technologies are
concentrated, there is a growing need for a sequential
approach to finding and removing direct causes when
analyzing the cause of accidents and an integrated
systematic perspective related to technology, culture,
organization, and society. In this study, we would like to
analyze the primary cause of the accident and
organizational and operational problems using STAMP
(Systematic Accident Analysis Technique) for explosion
accidents that occurred during welding work in the
reactor.

S5t & (Chemical Plants),

SOHAIHAL I (Series Industrial Accident),
A|AEIZ AP D2 (Systematic Accident Analysis),
HEMHEIHRisk Assessment),

AFZ0 Of|2f(Accident Prevention)
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Fig. 1. Current status of PSM workplace and accident occurrence by year
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Fig. 2. Changes in accident analysis and risk assessment methods[9]
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2.2.1 STAMP®} CAST 71

STAMP R 92 AtT Q] eyl BM3LH0Z A
28 BAAT AAK B2 A2e HA0 AW B
Het7jeo] F43 Wl ol die 359 A4 o
FA Q] W3}, At EA O] W3 5 1A 9] 314 AL
2479 50] 7T 9 HAEE F2ap7] Astod
Levesson©] 2004 of] ®F 3 gt E-4] 7] Ho|t}[3-6].
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ment) @ -2 (operation) GA oA AT FFS 0]X]
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Government reports
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Hearing and open meetings
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Government regulatory agencies,
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Unions, Insurance company,

Regulations Courts Certification info. Regulations Courts Certification info.
Standards Change reports Standards l T Change reports
Certifications Whistleblowers Certifications Whistleblowers
Legal penalties Ie Accidents and incidents Legal penalties Accidents and incidents
Case law ompany Case law C
. Management . ompany
Safety Policy Status reports Safety policy
Poi » ztandards l T Risk assessments ztandards l T Operations
olicy, stds.  Resources ) Incident t esources .
Project neidentreports Operations Reports
-—
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Design ; A
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Fig. 4. Typical socio-technical control model of STAMP[2]
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Assemble B)| safetycontrol || component |mp \dentify control ® | improvement
basic information strzcture inploss structure flaws grogram

System boundary

Contributions Communication Recommendations
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AL

R - Mental model Safety info system Feedback

Environment flaws Culture Follow-up

Accident Context Change & dynamics

Hazards ) Economics,

Constraints Questions

Events Environmental,

Physical Loss
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Fig. 5. Analysis procedures and step-by-step components of CAST[7]
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Cooperative firm l:l Maintenance team L:I Production team L:I Safety Team

| Supervisor of management |

| Welders | . .
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™

| Actuators | | Sensors | ¥ Control action
4 Feedback
Physical process

Fig. 6. Safety control structure model for test operation

External organization
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