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(1) ff5F 8D ? ( 8D Disciplines )

* Problem—solving process: A problem—solving process with eight

- Standard :

 Problem report :

(2) IR

objectives.

A standard that commits to solving
problems at the root cause level.

A reporting format that describes the

team’s progress at each step of the
8D process.
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D1.Use The Team Approach : (5% 15 -] 55)--- To find right person
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Team Roles

Championing
- Have ownership of the system or process under consideration
- Have authority to make changes
- Make resources available to the team
> Support team decisions
- Use appropriate questions to monitor the team’s progress
- Attend meetings as required

Leading

- Are the team’s business manager

> Are spokesperson for the team

> Work with the team to set objectives and tasks

> Ask for and summarize members’ opinions

> Direct the use of 8D methodology

- Focus on the meeting’s purpose and agenda

> May give information to the team

- Direct decision-making

o Summarize decisions

- Form a sub-team with a Scribe > Facilitator and time Manager

o Explicitly give up the leadership role when participating in discussion.
Team Member

> Provide technical input

- Carry out assignments

o Offer information and ideas

- Give descriptive feedback

- Clarify issues



Time Managing
- Allocate time to each agenda item
- Monitor meeting progress against the agenda
- Keep time for the team

> Propose agenda time adjustments

Scribing
- Record the leader’'s summary
- Restate and records team decisions during the meetings

- Make team decisions visible

Recording
> Transcribe meeting notes

o Maintain records

Facilitating
- Ensure that all members have the opportunity to contribute
> Focus on how the team is working together
- Give and ask for descriptive feedback
> Suggest process and maintenance checks
> Act as a team builder
- Focus on team maintenance
> Draw attention to communication skills
- Ensure the team starts and finishes effectively (Warming Up and Warming
Down)
-Help team members to increase awareness of > and make contact with each

other



D2 .Problem Description : (RIBEf##7)--- Important at initial stage
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D 3. Containment Corrective Actions : (&2 82 #&#E)—Cost much sometimes
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- Decision Making Process

- Risk Analysis
- FMEA



D4 .Define and Verify Root Cause : (- EREBTER)
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D5.implement Permanent Corrective Actions : (31T 5k A & IE #& #)—Choose best action
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- BOM Review
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Process capability methods
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Process control review



DG6.Verify permanent corrective action : (FE525k X #5238 H)--- How effective
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D .Prevent Recurrence : (F§ 3Py 1E)—Standardization/ Fan out
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D8.congratulate the Team : (/MEBEHEE)-- Review
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Conclusion: 1. Risk review through 8D for solid prevention
2. 8D is a friend for you even promotion
3. The purpose: No 8D again.







1. SAC G8D Report Format /[

(1) SAC-STD-001 REV-E Annex C: G8D ANALYSIS FORM-SAMPLE

GLOBAL 8-DISCIPLINE REOPRT
Title | Originated | Last Updated
Product / Process Information ‘ Organization(s)
DO Symptoms
DO Emergency Response Action(s) Implemented
DO Verification | By Date
D1 Team (Name, Dept., Phone)
Champion Member
Team Leader Member
Member Member
Member Member
D2 Problem Statement
D2 Problem Description
D3 Interim ESCAPE Containment Action(s) Implemented
D3 Interim PROBLEM Containment Action(s) Implemented
D3 Verification / Validation | By Date
D4 ESCAPE Root Cause(s)
D4 PROBLEM Root Cause(s)
D4 Verification | By Date
D5 Chosen ESCAPE Permanent Corrective Action(s)
D5 Chosen PROBLEM Permanent Corrective Action(s)
D5 Verification | By Date
D6 Implemented ESCAPE Permanent Corrective Action(S) Implemented
D6 Implemented PROBLEM Permanent Corrective Action(S) Implemented
D6 Verification | By Date
D7 Preventive Action(s) Implemented
D7 Systemic Preventive Recommendation(s) Responsible
D8 Team and Individual Recognition | Closed By Date Closed




Check List for 8D procedure

Attention for report writing:
1. Don't use the terminology used internally that customer can't understand.
2. Need to attach some supplementary material to support your report.

3. There should be content in each Discipline, blank is not proper.

Problem Description ( DO, D2)
Caution:
Describe all the content in only 1 or 2 sentences by proper combination of 5SM2E and
others. Too many sentences will cause complex and difficult to understand.

(1) What phenomenon found:
(2) How discrepancy found:

(3) Who found:
(4) When found:
(5) Where found: (Name: )
[ |Testing IQC [ ]After Testing [ |Burn-In IQC [ JAfter Burn-In [ JEnd User IQC [ |[SMT
(6) How many found: __ / __ (Defect Rate: %)

(7) Why found (optional):
(8) [_|Capability Problem [ JAbnormality Problem

(9) Sample returned : [ INo [ JYes Y Sample Analysis
(10) What's Special Requirements from Customer:

Team Up ( D1)
Caution:

Under no circumstance, need to decide a champion and leader at first stage. Otherwise,
8D process deserves to fail.




Team Up meeting:
YWhen :

Y Where :

Champion :

Team Leader :

Team Member :
[ ]PE:
[ IMFG :
[ |R&D :
[1QA:
[ JPIS:
[ ]Others :

Lot Information (D2)

Caution:

1. Don't just list compamy's lot no. in your report. Customer only recognize (customer) lot no.
2. For electrical fail problem, checking the probing record is most important.

(1) Customer:
(2) Lot No. :
(3) PKG/PIN:

(4) Device # :

(5) Shipping Date : Destination:

(6) Shipping Q'TY:

(7)Blind Build: [_JYes [ ]No (Only for electric Open/Short or Reliability issue)

Lot Disposition (D5)
Caution:

In this phase, you may see the defect parts. A detail record about the defect
phenomenon including distribution analysis and illustration will help you find the root cause.




[ ] Return and Re-screen
YWhat's Re-screen Procedure:

YWhen Received: When Shipped:
YHow Many Received: How Many Shipped:

YRe-screen Result:

* Defect Rate: / ( %)
*Defect Description and Distribution: (Tray (tube), cavity no., outline dimension and
defect location on Package)

[ ] Go Customer Site (Name: ) Re-screen
YWho Leads:

Y How Many Operator:
YWhen:
YRe-screen Result:

* Defect Rate: / ( %)
*Defect Description and Distribution: (Tray (tube), cavity no., outline dimension and
defect location on Package)

[ ] Waive
[ | Scrap the Whole Lot

Possible Cause Judgment
Caution:

Cause & Effect analysis came out by brainstorming or inherent file will help the
completion.




[ ] Insufficient Information
Y Need Further Clarification with Customer

* Key Questions:

* Who Owner:
* What Results:

[ ] Assembly Process Problem
Y Which Process:

Y Possible Cause(s):

[ ] Testing Site Problem
Y Why Testing Process:

Y Possible Cause(s):

[ ] Can't Judge Whether Assembly or Testing Problem
Y Why Can't Judge:

Y [] Go Testing Site Checking

* Who Owner:
* What Found:

Y [] Wait for Returned Sample(s) or Lot

[ ] End User Problem
Y Why End User:

Y Possible Cause(s):

What's Cause & Effect Diagram or Analysis?

Containment Action ( D3)
Caution:

1. Containment action is only short turn. So the implementation period should be clearly

defined.

2. Describe in terms of what, how, who, when, results/effectiveness.
3. For the WIP (work in process), the disposition and results need to display in D3.

Describe Object Operation/Station:

Describe Possible Escape Point:

What How Who

When

Start ~ Finish

Results

(Evidence
Needed)

[ ]Shut Down Process

[_IStop Shipping

[ ] WIP Check




[ ] Trace The Influenced
Lot

[ ] Tighten Monitor /
Inspection

[ ] Personnel Training

[ ] Other Actions

Sample Failure Analysis (D4)
Caution:

Failure mode categorization and figures will help grasp failure mechanism.

When Received: How Many Received:
Visual Inspection Y Finding:

Electric O/S Test Y Finding:

Lead / Ball Scanner Y Finding:

Outline Dimension Measurement Y Finding:

SAT Y Finding:

Decapsulation Y Finding:

oo oDood

Entrust FA Analysis Y Finding:

Other Analysis : ( Description: ) Y Finding:

Findings Summarization:

Possible Cause Suggestion:

LOT History (D4)

[] Build Instruction, Bonding Diagram and BOM Y Finding:

[] MFG Inspection Record Y Finding:

] QC Monitor/ Gate Record Y Finding:

[] Process Parameter Y Finding:

[] Machine Maintenance Record Y Finding:

] Any Process Abnormality (EDN/EDR/QE Alarm) Y Finding:

] Any Process Change Y Finding:

[] MTM (Machine to Machine) Analysis Y Finding:

[] Machines and Lots Matrix (Check List) Y Finding:

unknown)

( Only when cause




Root Cause Verification (D4).
Caution:
Always focuses on process control- why happened and why not detected.

Cause Identification:
Defect Mechanism Analysis :
1. Why Happened?

Manpower Y What Problem:
Method Y What Problem:
Material Y What Problem:
Machine Y What Problem:

Measurement Y What Problem:

o000 od

Environment Y What Problem:

2. Why not detected?
] Manpower Y What Problem:

[] Method Y What Problem:
[] Machine Y What Problem:

[] Measurement Y What Problem:
Need revised Cause & Effect Diagram :

Need Confirmation Run to Verify Causes?
] Yes Y Verification Plan:

Y Verification Result:

[ INo

Corrective Action (D5)

Caution:

1. Focus on "How eliminate the occurrence or reduce the occurrence" and " How to increase
the detection”

2. Regarding to root cause(s), list down all the actions by SM1E.

3. Actions should reduce the PRN (Severity, Occurrence and Detection) or have the
consideration of standardization. Otherwise, action is not thought effective.

4. Fool-proofing methodology is the most commended way to solve problems.

When When

Action items How Who Started Finished

Manpower Y Action

Method Y Action

Material Y Action 1. Problem lots Disposition
2. Raw Material Disposition

Machine Y Action

Measurement Y
Action




Environment Y Action

Spec Modification or
Standardization

Validate Permanent Corrective Action (D6)
Caution:

Until permanent corrective actions are validated implemented and effective, then
containment action would be terminated.

Check Who Check Results

Actions checked Period Check | (Evidence will be needed)

Effective or Not

If the results are ineffective then need to re-verify the root cause.

Prevent Recurrence (D7)
Caution:
1. To eliminate the same or the similar causes, consider the following items to be
improved.

2. FMEA analysis, Control Plan revision and design feedback is a must-do.

[ ] System:
New customer /PKG/ Device phase-in, or new production line, etc.

Y Action :

Y Document # : Rev: (__ )
] Process Control Plan: (Change control or new 5M1E, etc.)

Y Action :

Y Control Plan # : Name: Rev:(__ )

FMEA Analysis and Revision:

FMEA Document #: Name: Rev: ( )
Severity Improved from to
Occasion Improvement From to
Detection Improved from to
RPN (Sev * Occ * Det) Calculated from to

Recognize Team and Individual Contributions (D8)




