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Abstract

Due to the complicated process and huge cost of a modern semiconductor wafer foundry fab, how to
ensure its smooth operation through daily management is very important. In daily management, fab
engineers often encounter risky and urgent issues. In this paper, we have introduced a new application to
integrate FMEA (failure mode and effect analysis) and Kepner-Tregoe (KT) method to help engineers
handle urgent daily management issues of a fab in an efficient and effective manner. The application
basically follows the steps of QC story. After problem was defined, background and status analysis were
conducted. The possible causes for the certain failure mode with respect to the problem were identified
from the established FMEA database. Based on the possible causes from the given FMEA table, we used
KT method to narrow down the most probable cause. The possibilities of al possible causes were analyzed
by using 3W1H (What, Where, When and How Many) together with “IS” and “ IS NOT” method. The
priorities of possible causes were further discussed by considering possibility, feasibility, and cost. Then we
choose the top one or three to verify first based on the final priority. The root cause verification is
conducted in a structure way including suspect, action, evidence and conclusion, and further explained by
failure mechanism analysis. FMEA method was then used to calculate Risk Priority Number (RPN) of the
failure mode, and the recommended actions were proposed based on SOD analysis (severity, occurrence
and detection) to reduce the RPN. Finally, not only the issue has been solved, but also the risk has been
reduced. Furthermore, we apply such a new ideato handle an urgent daily management case in afab, which
isa PCM (Process Control Monitor) test abnormal issue caused by High Current (HI) implanter. From the
real case application, it is proved that FMEA and KT method have been integrated successfully. This
application has great potentia to extend to other complicated and urgent fab daily management issues.
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1. INTRODUCTION

A semiconductor fabrication plant, which is
generally called a fab, is a factory where devices
such as integrated circuits (IC) are manufactured.
A fab is known as afoundry asit is for the purpose
of fabricating the IC chips of fabless
semiconductor companies or IDM (Integrated
Devices Manufacturers). The semiconductor
device fabrication process is a multiple-steps

sequence including lithography, etching, thin film
deposition, diffusion and implantation during
which electronic circuits are gradually formed on a
wafer. As the semiconductor technologies evolve
rapidly from 130 nm to 90 nm and even 65 nm, the
smaller the device, the more complicated the
process. A wafer may pass through more than one
thousand manufacturing steps before it is sent for
pakaging and testing.

For amodern fab, it usually requires hundreds
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of very expensive manufacturing and metrology
equipments, especially for a new 300-mm fab. Due
to the complicated process and huge cost, how to
ensure the smooth operation of a fab through daily
management is very important. In general, daily
management  consists of  scheduled and
unscheduled activities such as routine pass down,
Statistical  Process Control  (SPC), standard
operation procedures (SOP), daily/weekly/monthly
management index monitor, prevention
maintenance (PM), change management, and
trouble shooting, etc.

In daily management, fab engineers often
encounter risky and urgent issues such as process
variation, equipment down, wafer defects, wafer
scrap, line excursion, Process Control Monitor
(PCM) test failure and even yield loss. These kinds
of issues may have high potential risk to cause
great lossif they are not handled in an efficient and
effective manner. Different kinds of methods, such
as SPC (Wheeler and Chambers, 1992), QC Story
(Ando, 1994), Failure Mode and Effect Analysis
(FMEA) (Stamtics, 2003), Kepner-Tregoe (KT)
method (Kepner and Tregoe, 1981), 8 Disciplines
(8D) report (Rambaud, 2006), and Six Sigma
(Brue and Howes, 2006) are proposed to solve the
daily management issues mentioned above.

Kepner-Tregoe (KT) method, a rationa
thinking process, is one of the most unique,
documented analysis and decision-making
methods, and is widely used for fab daily
management issues by both problem solving
(Lumsdaine and Lumsdaine, 1994) and decision
making (Judith, 1999). KT method is a step-by-
step approach for systematically solving problems,
making decisions, and analyzing potential risks. It
helps the decision maker to maximize critical
thinking skills, systematically organize and
prioritize information, set objectives, evaluate
aternatives, and analyze impact. However, it is not
easy for fab engineers to use full-scale application
of KT method directly to handle urgent cases due
to tight schedule.

FMEA is an engineering technique used to
define, identify, and eliminate known and/or
potentia failures, problems, errors, and so on, from
the system, design, process, and/or service before
they reach the customer. In fab daily management,
process FMEA is widely used by process engineer
for risk prevention. A process FMEA is a

disciplined analysigmethod of identifying
potential or known failure modes and providing
follow-up actions before the first production run
occurs (Stamatis, 2003). It is widely used to
prevent potential process risk on production, but
few people use it during trouble shooting stage.

In this paper, we introduce a new application
of FMEA integrated with KT method to solve
complicated fab daily management issues
efficiently and effectively. The application
basically follows the steps of QC story. When
solving a daily management issue with respect to a
certain failure mode, the potential causes are given
in the FMEA table. The most probable cause is
narrowed down by using KT method based on the
given FMEA table. After root cause verification
and risk assessment, the recommended actions are
proposed to solve the issue and reduce the risk.

This paper is organized as follows. A
methodology, which combined FMEA with KT
method, will be described first in Section 2. Then,
Section 3 will give an application of FMEA
integrated with KT method on a rea fab daily
management issue. Finaly, a conclusion is drawn
in Section 4.

2. METHODOLOGY

The methodology is shown in Figure 1. It
starts from problem statement. The problem needs
to be described clearly using a short statement
including the object and deviation. The problem
statement is the same as a failure mode in FMEA.
After problem statement, a detailed background
analysisis necessary to have a better understanding
of the problem. At this step, we list out the facts
and impacts of the problem. The facts describe the
phenomena which mean what findings you have
seen in different perspectives while the impacts
describe the severity which means what results the
iSsue causes.

Next, refer to FMEA database, we check the
possible causes of the problem or failure mode.
Actualy, in order to prevent the risk, the FMEA
for a given falure mode has been established
dready based on experts experiences and
knowledge in a fab. Therefore, for saving time, the
possible causes of the given failure mode can be
identified from FMEA database. Then, we
combine KT approach and FMEA to conduct status
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analysis. 3W1H table, which is the analytic
technique of KT method, is used to help engineers
analyze the status of the problem. 3W are what,
where and when, and 1H is how many. Based on
3WI1H table, fab engineers can analyze the status
of the problem by asking at least 11 questions
which are object and deviation for “What”;
geography and location for “Where”; when first,
when reoccurred, continuous or not, which step for
“When”; how many objects, how big, and trend for
“How Many”.

Then, we need to anayze the possibility of
potential causes. During root cause anaysis, we
use KT method to narrow down the problem scope
based on the possible causes from the given FMEA
table. The possibilities of al possible causes are
analyzed by using 3W1H together with “IS’ and
“IS NOT” method. “IS’ means it happens on a
certain thing or event while “IS NOT” means a
similar thing or event should happen but not
happen with respect to each question in 3W1H
table. For example, for the question of object of
“What", why “is’ it happening on such an object
but “is not” happening on another similar object?
That is, for each question in 3W1H table, we use
“1S" and “IS NOT” to check the explanation
capability of all possible causes given in FMEA
table for the certain failure mode. The possible

cause, which can explain the certain question in
3W1H table, will be marked by a “Star”. The
possible cause, which can not explain the certain
question, will be marked by a “cross’. The
possible cause, which is unknown for the certain
guestion, will be marked by a “triangle”. Based on
3W1H and IS/IS NOT analysis, we can evauate
and grade the “possibility” of all possible causes.
That is, the one with the most number of “star” is
the most probable cause. By sum all grades for
each possible cause, we can list the priority of the
most probable causes.

However, it is not enough to consider the
possibility only for root cause verification. We also
need to take feasibility and cost into account. The
rating scale for each most probable cause is 5-Very
Good, 4-Good, 3-Average, 2-Poor, 1-Very Poor in
terms of possibility, feasibility and cost. The final
priority of the most probable causes is evaluated
based on possibility, feasibility and cost by
multiplying the grades for each cause. Hence the
final priority can be decided. Once the final
priority is identified, we can choose top one or
three of them to verify first. The verification
should be done in a more structure way and at least
includes description of “suspect”, “action”,
“evidence”, and “conclusion”. After root cause
verification, failure mechanism analysis may help

: Problem L
Object
jec Statement Deviation
Fact Background Impact
FMEA Status 3WIH
Database Analysis Analysis
IS/
IS NOT Rg(zlta(l:apse Ar]:icsis
Analysis ysis y
e Root Cause
Evidence Verification Mechanism
SOD Recommended Four
Analysis Actions Levels
Failure Effect RPN
Reduction Confirmation Reduction
Standardization

Figure 1.

The integrated methodol ogy



402 Application of FMEA and KT Method on Fab Daily Management

to further understand the root cause. It is noticed
that if the possibilities of all possible causes are
very low, perhaps there exists another new root
cause which is not listed in the given FMEA table.
Then we have to go back to the step of status
analysis to identify the possible causes again
instead of choosing from FMEA database directly.

After root cause veification, the
recommended actions can be proposed based on
severity, occurrence and detection (SOD) anaysis
from the given FMEA table. The rating scales of
severity, occurrence and detection are ranged from
1 to 10. The lower the rating, the lower the risk for
severity, occurrence, and detection. For example,
rating 1 for severity means the severity of the
failure effect is very low, while rating 10 means the
severity of the failure effect is very high. Rating 1
for occurrence means the occurrence of the failure
cause is very low, while rating 10 means the
occurrence of the failure cause is very high. Rating
1 for detection means the detection capability is
very good, while rating 10 means the detection
capability is very poor. The product of these 3
ratings of severity, occurrence and detection is so
called Risk Priority Number (RPN). The bigger the
RPN, the higher the risk. Therefore, we can choose
the item with higher RPN to reduce the risk by
taking recommendation action to reduce the rating
of severity, occurrence or detection. Therefore, to
reduce the risk for the given higher RPN, we can
firstly choose severity, occurrence or detection,
which is with higher rating, to take recommended
action or choose al of them to take recommended
actions depending on the resource condition and
actual situation.

Finally, by implementing the recommended
actions, the RPN can be effectively reduced to a

satisfied level, which means the risk drops. We
classified the recommended actions into four
levels: containment actions, detection actions,
prevention actions, and prediction actions.
Containment actions need to be implemented
immediately to prevent further suffers. Detection
actions are used to detect the failure when
happening and take necessary actions in time.
Prevention and prediction actions are used to
prevent similar failure to happen again and even
predict the problem in advance. After the
recommended actions are implemented, proper
index can be used to confirm the effectiveness of
the recommended actions. PDCA (Plan-Do-Check-
Action) loop should be used to continue
monitoring and improving the process. Finaly, a
standard operation procedure (SOP) or best known
method (BKM) could to be proposed to
standardize the solution.

3. APPLICATION

In this section, we would like to follow the
methodology mentioned above to give an
application of FMEA integrated with KT method
on areal fab daily management issue. A production
wafers PCM test out of specification (OOS) issue
was investigated. The problem statement is:
severa wafers of lot A for customer X suffer PCM
test parameter Y OOS (12.5% higher than the
baseline), and need to be scrapped. Figure 2 shows
the trend chart of PCM test parameter Y of lot A.
Each point in Figure 2 represents a PCM test
parameter Y of a wafer. We measure 9 sites of a
wafer to calculate the average value of PCM test
parameter Y for each wafer.

Then we conduct the background analysis
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Figure2. Thetrend chart of PCM test parameter Y of lot A
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Tablel. HI process FMEA table
Process Step Potential |Potential Effect(s) !@ g Potential 2 Current Controls E z
Failure of Failure B | 4 | Causes{s)Mech E Preventive Controls |Detective Contrals| 2 |
= . =4 g | ¢
Mode(s) El anism(s) of g g
Failure 2
Recipe setting | 3 Recipe audit
EQaarm /PDS | 1| 18
Can not get wrongly Q alarm
required Tnplant interrupt | 6 Source and beam . 18
beamn I fine condition bad 3 P/ daly monitor EQ alarm [ PDS 1
PN quality bad | 3 Daily monitor EQ alarm [ PDE 1|18
Poor | PCM test fail / CP Source and bEAM | 3 | byt ity monitor | EQ alarm /PDS | 1| 18
uniformity drop 6 hne condtion bad
PM quality bad | 3 Daily monitor EQ alarm [ PDS 1|18
Eeam Tunmn
eam Tunnung\ Poor Beam | oo et il 0P Sowee and beam | o | by py gy monitor | EQalama/PDS | 1| 18
Angle / dro 6 line condition bad
Spread P PM quality bad | 3 Daily monitor EQ alarm [ PDS 1|18
Pre-process Beam . PCM test fail / CP P Eztraction 3 M / daly monitor EQ alartn / PDS 11 18
energy shift drop electrode
Dose cottroller .
5 " POM test fail / OF ] farlt 2 P/ daly monitor EQ alarm [ PDS 1| 12
HE
dr —
°F Be‘m;ogd‘“‘m 3| DM/ daily monitor PO tost 8 | 144
a
Varmm | Dose shift Il,réi{;?t TZT;% If) ] Pumnp error 2 P/ daily monitor EQ alarm [ PDE 1| 12
pumping Particle :lep Guage error 3 P/ daly monitor EQ alarm [ PDS 1|18
=eberterer | 2 | PM/ daly monit EQalarm /PDS | 1| 12
_ |Wafir drop | CP drop / line ield oRor el y emer @ elarm
Wafer loading § scratch dro 6 Aligner error 2 P/ daly monitor EQ alarm [ PD3 1] 12
i Loadporterror | 2 P/ daily monitor EQ alarm [ PD3E 1| 12
Implant interrupt Source and beam .
]-I:\[ij;g Pc;;);b]iiyam PO test £l OF | 6 line condition bad 3 P/ daily monitor EQ alarm [ PDS 1|18
P drop PM cquality bad | 3 Daily monttor EQ alarm [ PDE 1| 18
W D it/ Implant mnterrupt / Pump error 2 P/ daily monitor EQ alarm [ PDS 1] 12
aounm ) 2058 SUEI DM tast fail / CP | 6 _
pumping Particle drop Guage error 3 P/ daily monitor EC alarm [ PDE 1|18
Wafer 5 " Tnplart interrupt / ] S]mea.r.motor te:r]c;r 2 P/ daly monitor EQ alarm [ PD3 1] 12
. osE 5 . canning controller] .
Processing SCanmng dose shift error 3 P/ daily monitor EQ alarm [ PDS 1|18
—
Angle conrof | TPt | FCMisst il () o Plaenerror |3 |  PM/ daly moniter | EQalam/PDS | 1| 18
angle shift drop
Cooling wafer flow|
Wafer cooling| PR harden PCIL tzji(:)faﬂf CP s Lo 2 PI Y dady mondtor EQalarm /PDE | 1| 12
P Wafer contact bad| 2 P/ daly monitor EQ alarm [ PDS 1| 12
S CP drop / line vield ] WE;lan;p Zr.j 2 P/ daily monitor EQ alarm [ PDS 1] 12
Brhe Brarep shift FEOREEHIE | 2 | Recipe setting/PM | EQalarm/PDS | 1| 12
uneven
Fohot 2 FIAf dad: i EQaarm /PD3 | 1| 12
Post Wafer | Waler drop | CP drop /e sicld | o BT AEESYIE aﬂy mom.tor Eg afm os 1T
0st-process aloading ¢ soratch drop Aligner error [y moq or arm
Loadporterror | 2 P/ daily monitor EQ alarm [ PDE 1| 12
including fact and impact. The facts are: period isfine.
e HI (High Current Implanter) is used mainly for  PCM test of lots ran before and after Lot A at
source/drain (S/D), lightly doped drain (LDD) HI-02 isfine.

and poly implant.
* Parameter Y is sheet resistance of P+ SD, and
it isrelated to parameters of P+ implant.
e Lot A ran at HI-02 with a certain recipe for P+
implant. And there is no abnormality at other

steps.

* The first 7 wafers of Lot A suffer PCM test
OOS, but other wafers' test dataisfine.
e ThePCM test parameter Y of the first 7 wafers
is about 12.5% higher than the baseline.
e SPC non-lot monitor of HI-02 during that

« PCM test of lots ran at other HI tools during
that period isfine.

And the impacts are;

e Yield loss, 7 wafers scrapped due to PCM test

0O0s.

» Affect customer satisfaction.

The HI process FMEA table as shown in
Table 1 is used to list the possible causes and
3W1H as shown in Table 2 is used to list the status
with respect to IS and IS NOT. From the given
FMEA table, failure mode of dose shift is related
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to this problem. There are totally six potential
causes can cause this failure mode. 3W1H and
IS/IS NOT methods are used to analyze the
possibility for every possible cause as shown in
Table 2. Each cause can be marked by “Yes’,
“Don’'t know”, or “No”, in terms of |S/ISNOT. By
summarizing the mark of every cause, we found
the most probable causes are: Beam condition with
7 stars followed by Dose controller with 5 stars.
Other causes' possibilities are relatively low with 3
or 4 stars. The more stars, the more possible.
Besides, the priority of each possible cause is
further evaluated based on possibility, feasibility

and cost as shown in Table 3. Then, the product of
these three factors gave us the fina priority of each
possible cause. From Table 3, we see that the
possible cause with the first priority is “beam
condition”.

Next, we choose the possible cause with the
first priority, “beam condition drift”, to verify first
based on the final priority evaluation result.
Following the verification structure, the suspect is
beam condition drift. The action is to check the
beam condition records during that period. The
evidence is the bean condition trend chart as
shown in Figure 3 which shows that the beam

Table2. Possibility evaluation for al possible causes by 3W1H and IS/IS NOT method

Yes Don't Know A No
IS ISNOT Possible Possible Possible Possible Possible Possible
root cause 1jroot cause 2jroot cause 3|root cause 4|root cause 5|root cause 6
Dose Beam PUMm Gauge Linear Scanning
Controller | Condition P 9 Motor Controller
X Product Other Products
) Lots ran before
Object SS302 | and fter SS302 A A
What First 7 wafersof | Rest wafers of A A A
SS302 SS302
Deviation RS O0S VT, ION, IOFF
and etc.
HI-01, HI-03 to
HI-02 HI-10
Where | Location All9
measurement wafers edge, A A
siteson each center and etc.
wafers
N Before or after
When | Firsttime |  31-Jan-07 31-3a-07
Many 1lot more }2?” one A
How g, 125%high | Small difference A A A
Many
. Trend up, down
Trend Single event or stable A
5 7 4 3 4 4
Table3. Priority evaluation for possible causes
Possibility | Feasibility | Cost | PxFxC | Priority
Dose Controller 4 3 2 24
Beam Condition 5 4 4 80 1
Pump 3 4 2 24
Gauge 2 3 2 12
Linear Motor 3 2 2 12
Scanning Controller 3 3 2 18

Notes: 5-Very Good, 4-Good, 3-Average, 2-Poor, 1-Very Poor.
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RS abnormal for first 7 wafers
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Figure3. Root cause verification
Failure mechanism
Map Dose = Recipe Dose * Recipe Trim * Dose Efficiency
= Recipe Dose * Recipe Trim * Dose Cup Current / ROI
[DE (Dose Efficiency) =Dose Cup I/ ROI ()]
Extraction Current l === Dose Cup Current l === DE l
<==  Dose l
Note: + meansincrease, | means decrease
Figure4. Failure mechanism anaysis
Process Step Potelntial Poten;ial l;:ffect(s) I e c Poten)t/ial . <] Current Controls = : P 21919 :
Failure of Failure 5 2 | Causes(s)/Mech | & - — g | : CoTTEE i YOl . 5 glg|s
Mode(s) & anlirsarﬁflsr)eof g Preventive Controls %eolsf:g: é" =R Anian(s)dd C]Z:glae r:is(;:l%ﬁe 'Al'al[(en g § §' “
Pre-process TE;?::g Dase shift PcM tcdsl}cil;zlil/CP 6 Beamg:dndmon 3| PM/daly monter PCM test | 8 [1.44 |:||:| RPN Fé{& 61318
I/
- : * * :
RPN=Severity * Occurrence * Detection
Need to increase * Improve PM quality * Decrease beam check

process window interval
* Upgrade to new type ion
source due to more stable < Upgrade software
beam and longer life time version

Figure5. Recommended actions to reduce RPN
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r Containment - Stop and check equipment
* Trace running history of lots ran
before and after affected lot.

Detection
Recommended <
Actions
Prevention
\ Prediction

* Decrease beam check interval
» Upgrade software version

* Improve PM quality
* Engineer skill
* Accountability

* Upgrade to new type of ion
source due to more stable beam
and longer life time

Occurrence l

Detection l

Occurrence l

Occurrence l

Figure 6. Four levels recommended actions

condition drifted after first seven wafers had
implanted. The conclusion is “beam condition
drift” is the root cause. This root cause can aso be
verified by failure mechanism study as shown in
Figure 4.

As mentioned earlier, recommended actions
were proposed based on SOD analysis. Figure 5
shows SOD analysisin FMEA and relative actions
for severity, occurrence and detection. All these
recommended actions could be divided into four
levels as shown in Figure 6. By implementing
these actions, the PRN of this failure mode can be
effectively reduced from 144 to 18 as shown in
Figure 5. PCM test OOS due to beam condition
drift was used as an index to monitor this issue.
The index trend showed that after the
recommended actions had been implemented, there
was no more similar case happening again which
indicated the potential risk was significantly
reduced.

4. CONCLUSION

In this paper, we introduce a new application
of FMEA integrated with KT method to solve
complicated and urgent fab dailly management
issues in an efficient and effective manner. The
application basically follows the steps of QC story.

During the steps, we use the established FMEA
database to list possible causes for a certain failure
mode and then use 3W1H table of KT method to
list the status of the issue. Next, the possibilities of
al possible causes are analyzed by using 3W1H
together with “1S” and “1S NOT” method. Besides
possibility, we also take feasibility and cost into
account for verification purpose to determine the
final priority of possible causes. Then we choose
the top one or three to verify first based on the
final priority. The root cause verification is
conducted in a structure way and further explained
by failure mechanism analysis. After verification,
the recommended actions with four levels are
implemented and the RPN was reduced based on
SOD analysis. Finally, not only the issue has been
solved, but aso the risk has been reduced.
Furthermore, we apply such a new idea to handle
an urgent case of bean condition drift of HI in a
semiconductor wafer foundry fab very efficiently,
which proves that FMEA and KT method have
been integrated successfully. From the real case
application, after implementing the recommended
actions, the RPN can be reduced from 144 to 18,
which means the risk of this issue has been
significantly reduced. This application has great
potential to extend to other complicated and urgent
fab daily management issues.



Journal of Quality Vol. 15, No. 6 (2008) 407

References
1. Ando, Y., 1994, How to Improve Your Process Using problem solving, |EEE Potentials, 13(5), 4-9.
“QC Sory” Procedure, Juse Press, Tokyo. 6. Rambaud, L., 2006, 8D Sructured Problem Solving,
2. Brue, G and Howes, R., 2006, Sx Sgma, McGraw PHRED Solutions, Breckenridge, Co.
Hill, USA. 7. Stamatis, D. H., 2003, Failure Mode and Effect
3. Judith, A. K., 1999, A project in small-group decision Analysiss FMEA from Theory to Execution, ASQ
making, Journal of Management Education, 23(1), 71- Quiality Press.
79. 8. Whedler, D. J and Chambers, D. S, 1992,
4. Kepner, C. H. and Tregoe, B. B., 1981, The New Understanding Satistical Process Control, SPC Press,
Rational Manager, Princeton Research Press, NJ. Knoxville, TN.

5. Lumsdaine, E.and Lumsdaine, M., 1994, Creative

KBIERIVIEDHTER KT FHAERFE /60BN T
BEEEZER

e MER HE®
BEZFH WK AH N

(97/02 ¥ 1 + 97/04 5% ¢ 97/07 # %)

W =

WARRFEHREARTEOY L BREFTHEE  wEZAYLETRR » M TEBAXY DT
T AERLIENEFZE AELTENFA - AFRGAFTER P TRARFT R AR
BEEDEMA SR EAMA KATRE—EHOBAFik > ¥ RHBXAEHH (FMEA)
KT Tk ABYIERGARORRORELTLAFTHA - ZARAFEARALERREREARL
(QC story) g F 8k - H a2 E &AM » AR ZETANEERARYI » HERBEEA Y FMEA &
HE > R BARFREFABEXNGEZRR » AFAR KT FERESIRTRGREA - R EZZEH
R KT %69 3WIH (T4 ~ 1% ~ 4T8 ~ /7€) » AE SIS NOT (& / R&) R &AE TR
RAGTHEME o B —F BB TRM - TARBRAT KGR LHBESAETRRRAGELE
B BRPRRE -8 XA ZLEAEITERRE RBEGH XNLBA RGBT X RELT B
MBEOHRE  REOHR S KENEE ARFINOER  ERARBTBH I EITESEER - &
% > ﬁﬁ%aﬁkﬁkxﬁlﬁ%ﬁﬁﬁ’ﬂmMMAﬁ&#ﬁA&%%iﬁﬁqwm,ﬁ&ﬁﬁ
4&3»( FEBAR CRBE) oM REZEAEHRARIKL RPN o« &R RIM

: FlBF AR T AR - &tk - R EZMEFIGHBAE ﬁ)ﬂéﬁlﬁf%%%a%ﬁliﬁ——ﬂﬂﬁ%éﬁ A& M
% FHHERETHANLBEHENEFTMA - FBZATEHORARIY » BTAIRI
BAHFMEA KT Fi% 2 THERANEF 48 %lﬁl&%%%ﬂ%ﬁ~

RS . %}i%ii\m)’(/ﬁ M~ KT Fik )l(imuﬁ ~ B 'Jﬂ'gt'fgl AR A

T BBAER  BMET T YA -
E-mail: chi_liang_lin@umc.com



