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1 (n=74)
Table 1 Descriptive Results for Events Re-analysis (n=74)
/% /%
55 74.3 18 24.3
55 74.3 17 23
54 73 13 13
50 67.6 13 17.6
49 66.2 9 12.2
48 64.9 8 10.8
39 52.7 7 9.5
31 41.9 7 9.5
30 40.5 7 9.5
28 37.8 7 9.5
27 36.5 6 8.1
24 32.4 6 8.1
23 31.1 6 8.1
21 28.4
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action on System, Man, and Cybernetics-part A: System

Representations and Types of Organizational
Errors in Nuclear Power Station

LI Yong-juan WANG Er-ping LI Feng YU Guang-tao

Institute of Psychology CAS Beijing 100101 China

Abstract The aim of this study is to explore the organizational errors that affect the
safety of the nuclear power station, with the methods of interview and events re-analysis.
Coding method has been used to change the qualitative data to quantitative data. After cluster
analysis, five organizational factors in nuclear power field have been obtained, including
technical management factors, non-technical management factors, information interface,
organizational Planning, and lack of holistic thinking. The study also finds that compared
to the technical management factors, non-technical management factors have greater affects
on the safety of the system. So the non-technical training is essential to insure the safety
of the system.

Key words Organizational errors Technical management Non-technical management
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Design _of the Transmission Mechanism for the
Hg u ‘ % Reactors

rizontal Tubes for Experlmental esearc
WANG Xiu-zhen SHI Yong-chang

Institute of Nuclear Technology Tsinghua University Beijing 100084 China
Abstract The high flux experimental reactor is a multiple-purpose reactor with many
horizontal tubes. A mechanical jack driven by electricity is adopted as a transmission device
to drive the vertical shutter. The transmission mechanism is designed to be compact and with
high reliability and flexibility, which can fully satisfy the design requirement on the
vertical shutter of high flux experimental reactor.
Key words Reactor Strobe Transmission mechanism

(1953—) 1977
(1942—)



