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I come from the DAYABAY Nuclear Power Plant, which is situated in the south of China.
Ihad been the Safety Technical Advisor for about five years, and now I am responsible for
the licensing and nuclear safety surveillance in our nuclear power plant and will participate in
a WANO peer review which is going to take place in a French nuclear power plant at the
end of this year.

Our nuclear power plant has had two Pre - OSARTs : one took place in 1990 during the
construction phase, and the another one occurred in 1993, just before the plant commercial
operation. In October of this year, there will be an OSART in our nuclear power plant. This
is the fist OSART in our nuclear power plant since its commercial operation from 1994, now ,
the OSART preparation is underway.

So far China hasn't requested any ASSET service , but in 1992, there was an ASSET training
seminar which was given by IAEA instructors with about forty participants coming from the
various nuclear power plants and other nuclear facilities of China. During this training
seminar, the ASSET philosophy, the ASSET approach, and the ASSET investigation
methodology were presented. I think that should be the beginning of ASSET activity in
China.

The ASSET philosophy for prevention of nuclear safety incident is being implemented in our
nuclear power plant as the other international nuclear power plants, and the in - depth
analysis of operational events in order to find out and eliminate the root causes is considered
as the prioritized work in the plant safety management. Hereafter are some observations
which are made during the implementation of ASSET philosophy and the ASSET approach
in our nuclear power plant:

1. The process to make the root causes analysis of operational events is also the one to
improve the safety culture of plant staff.

During the event analysis, the involved people not only provided the primary informations
concerning the event occurrence, but would also participate in the event analysis. This
practice helps the involved people understand the significance of events to nuclear safety and
learn the lessons from the operational events.

2. To make event analysis, it demands not only the work experience of safety analysis
engineer, but also the good skills of safety analysis ingineer to perform the event analysis.

The real root cause of an operational event will be found out only when the event analysis
methodology has been correctly implemented . Some technical exchange workshops on



event analysis and human factor management are being orgnised in our nuclear power plant
with the purpose to improve our event analysis skills.

3. To make the root cause analysis and implement the corrective actions, plant management
support is compulsory.

4.The follow up of the implementation of corrective actions plays an very important role in
the plant safety management to prevent the reccurrence of operational events.
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