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Abstract - Safety culture degradation signs in nuclear power plants with complex and diverse systems can
lead to their equipments performance deterioration. If these signs are neglected, they become potentid
causss of accidents. Therefore, it is necessary to monitor safety culture in the point of view of organization
and management as wdl as to evauate safety performance of nuclear power plants. Therefore, This paper
suggested a methodology to evaduate safety culture weekness contributing the accidents root causes in the
case accidents occur a nuclear power plants. After reviewing methodologies using at domestic and

internationd industry, the methodology suitable for domestic nuclear power plants was determined.
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Fig. 1. IAEA Safety Culture Framework
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Mid Level Manager Questions
Principle 1. Everyone is personally responsible for nuclear safety.

P1a Are the reporting relationships, (lines of authority) for nuclear
N2 safety sufficiently defined and communicated? Please explain with

N10 examples.

N13

Is there a corporate policy related to a vision or mission statement
that addresses nuclear safety? Please explain with examples.

Has corporate come forward using a policy that states clear
priorities regarding Nuclear Safety and Production? Please explain
with examples.

N13

* positive(+), neutral(0), negative(-)

Fig. 4. INPO Safety Culture Interview sheet”
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Fig. 5. INPO Safety Culture Assessment(ex)
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Table 3. Crossreference from NRC Common Language
Attributes to New Cross-Cutting Aspects

Common New Common New
Language | Cross-Cutting| Language | Cross-Cutting
Attribute Aspect Attribute Aspect
LA.1 H.1 CL.1 P.5
LA.2 H.2 CL.2 P.6
LA3 X.1 CL.3 X.8
LA4 X.2 CL.4 H.9
LAS5 H.3 RC.1 S1
LA.6 X.3 RC.2 S2
LA.7 X.4 Cco.1l X.9
LA.8 X.5 CO.2 H.10
Pl.1 P.1 CO.3 S3
P1.2 P.2 CO4 X.10
PI.3 P.3 QA2 H.11
Pl.4 P4 QA3 X.11
PA.1 X.6 QA4 H.12
PA.2 X.7 DM.1 H.13
PA.3 H.4 DM.2 H.14
WP.1 H.5 DM.3 X.12
WP.2 H.6
WP.3 H.7
WP.4 H.8
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Table 4. Comparison of Safety Culture Evaluation Methods among US nuclear power plants'®*>*)
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Table 5. KHNP Safety Culture Code
217)/4:4 B 217/ 4 B
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K1B PA2 K5B WP2
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K2 Leaders Actions (LA) K6 Quedgtioning Attitude (QA)
K2A LA1 K6A QA1
K2B LA2 K6B QA2
K2C LA3 K6C QA3
K2D LA4 K6D QA4
K3 Trust (TR) K7 Continuous Learning (CL)
K3A TR1 K7A CL1
K3B TR2 K7B CL2
K3C TR3 K7C CL3
K3D TR4 K7D CL4
K4 Decision Making(DM) K8 Congtant Examination(CE)
K4A DM1 K8A CEl
K4B DM2 K8B CE2
K4C DM3 K8C CE3
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