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systemic Approach

» Advancing nuclear safety further will need;

v’ To look at nuclear safety in their entirety and with systemic
perspective of interaction among HTO and with outside

v'Systemic (holistic) approach for scrutinizing;
 Safety goal by seeing “risk by nuclear accident” in its
entirety
e Organizational culture by considering systemic interactions
that possibly existed to shape organizational culture ?

» |AEA Fukushima report (September 2015)
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HTO and their interface with outside
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