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—1 Abstract |

Despite the high efficiency of nuclear power plant, people in Korea do not give
approvals and supports the facilities because the risk of the accidents and incidents.
In particular, the low level of safety culture is a crucial mechanism that damages the
robustness of the NPP. By considering the various definitions of safety culture and
analyzing the major reasons of incidents, the conceptual safety culture model is made
by using Causal Loop Diagramming.

For sustaining development of nuclear power, social supports, incentives and
organizational learning are needed. It also requires the coordination of work
schedules and the expansion of human resource for protecting the rules and
procedures in NPP. Decommissioning aging nuclear power plants will prevent a
serious accident. In order to promote the safety culture, Korea Hydro & Nuclear
Power Corporation should disclose more information to the public and promote the

internal and external communications.
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(Nuclear Power Plant, Safety Culture, Causal Loop Diagram,
Accident, Management Failure)
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