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Executive Summary 

 

In introducing and generating nuclear power, it is necessary to respond appropriately to 

various technical troubles during operation that cannot be avoided when using these 

technologies.  

For the countries considering the introduction of nuclear power, it is important to know 

how to achieve both nuclear safety and improved capacity factor to continue stable 

operations even before the first reactor is constructed. 

This report aims to clarify common conditions necessary to improve both nuclear safety 

and effective use, and to compile the policy proposals for the kind of actions stakeholders 

should take. 

The study team collected information from Japan, the United States (US), and major 

European countries on major troubles that affected the capacity factor. Through the 

literature survey, facts about the efforts of operators, enhancing regulations by regulator 

and government, improvement of regulations by the regulator, and communications on 

safety improvement between the operator and the regulator have been found out as 

crucial factors for effective use of nuclear power. 

The study team visited the US and major European countries to interview experts on 

nuclear energy. The interview survey revealed major opinions on reasonable regulation, 

communication, and continuous improvement towards reasonable regulation. 

The study team also analysed the communication between the regulator and the 

operators, which would impact the capacity factor, and completed the report shared with 

the East Asia Summit (EAS) member states1 on the contributing factors to improve both 

nuclear safety and effective use. The policy proposals in this report are as follows: 

  

 
1 The East Asia Summit comprises the 10 ASEAN countries – Brunei Darussalam, Cambodia, 
Indonesia, Lao PDR, Malaysia, Myanmar, the Philippines, Singapore, Thailand, Viet Nam – plus 
Australia, China, India, Japan, New Zealand, the Republic of Korea, Russia, and the United States. 



 

ix 

 

1)  Approach to safety 

• The tolerable range of risks is to be determined. 

• Safety is to be judged based on whether residual risks are within the tolerable 

range. The tolerable range should be regarded as ‘safety goal’. 

• The judgement is to be made by applying both the deterministic method and the 

concept of probabilistic risk assessment (PRA). 

2)  Approach to safety improvement measures 

• Regarding safety improvement measures, the regulator shall not enforce any 

specific method or equipment on operators. Since operators are familiar with 

the risks, the regulator is to restrict its activities to making judgements on the 

proposals of operators according to the individual circumstances. 

• Decisions on whether to accept safety improvement measures will be made 

after evaluating the costs and benefits. In making the decision, the regulators 

are to provide technical grounds. 

• Long-term suspension without technical grounds is to be avoided. Only by 

operating does it become possible to discern good outcomes and problems 

about the safety improvement of a facility. Non-operating facilities could never 

demonstrate improvement in safety. 

3)  Concept of regulations 

• Regulations shall be reasonable and practicable. 

4)  Governmental involvement in regulation 

• The government establishes an agency that monitors unreasonable regulations, 

such as regulatory orders without legal grounds and managing with legal 

grounds but without technical grounds. 

• When a regulation is revised, its reasonableness is to be discussed in the 

parliament. 

5)  Active initiatives by operators 

• Operators are to autonomously initiate the evaluation of safety and costs and 

benefits considering the safety goal, and to reflect the outcome on their 

management. 

• If a regulator’s decision is questionable, the operator is to appeal to a monitoring 

agency or court for a review. 
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Chapter 1 

Introduction 

 

1. Background 

In introducing and generating nuclear power, it is necessary to respond appropriately to 

various technical troubles in operation that cannot be avoided when using these 

technologies. In the US, which has the largest nuclear power capacity in the world, 

regulators and operators have overcome various troubles, such as the Three Mile Island 2 

accident (TMI accident), to ensure both nuclear safety and its effective use. On the other 

hand, in Asia, in the wake of the Fukushima Daiichi accident, some countries such as 

Taiwan and the Republic of Korea have changed course and are moving towards 

abandoning nuclear power. In Japan, where the nuclear capacity factor had been 

improved in the past, restarts have been delayed due to prolonged safety review. 

For countries considering the introduction of nuclear power, it is important to know how 

to both improve nuclear safety and increase the capacity factor and continue stable 

operations even before they construct the first reactor. Therefore, Asian countries need to 

acquire knowledge, experiences, and lessons from precedents in Japan and the US, 

together with major European countries such as the United Kingdom (UK) and France. 

In this report, capacity factor – per definition of the International Atomic Energy Agency 

(IAEA, n.d.) Glossary of Terms in Power Reactor Information System (PRIS) reports – means 

‘the actual energy output of an electricity-generating device divided by the energy output 

that would be produced if it operated at its rated power output (reference unit power) for 

the entire year.’ The IEEJ created graphs for capacity factor and fiscal year from IAEA PRIS 

data. 

 

2. Purpose 

This report aims to clarify common conditions necessary for the improvement of both 

nuclear safety and effective use, and to compile the policy proposals for what kind of 

actions stakeholders – including operators and regulators – should take. 
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3. Study Method 

1) Literature survey 

The study team collected information in Japan, the US, and major European countries on 

major troubles that had affected the capacity factor. It also researched on the 

communication between the regulator and operators, which would impact the capacity 

factor, by collecting disclosed documents from regulatory bodies, operators, international 

organisations, research institutes, and others. 

The literature survey is discussed in chapter 2. 

2)  Interview survey 

The study team visited the US and major European countries to interview experts on 

nuclear safety and use for further analyses.  

The contents of the interview survey are discussed in chapter 3. 

3)  Compiling the analytical report on contributing factors 

The study team completed the report to share with the EAS member states on the 

contributing factors to improve both nuclear safety and effective use. 

Chapter 4 presents a composite analysis and the policy proposals as recommendations. 
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Chapter 2 

Survey on Nuclear Capacity Factor and Related Troubles 

 

This chapter investigates the trend of capacity factors in nuclear power generation. 

Focusing on the periods when the trend increased or decreased, the study identified 

troubles that occurred during these periods, classified these troubles, and extracted 

representative events. Using the extracted representative events, the study team analysed 

the communication between the regulator and operators that impacted the capacity 

factor. 

The factors necessary for improving nuclear safety and the capacity factor have been 

developed in respective countries over many years. Therefore, the IEEJ selected countries 

subject to the investigation with the reasons below. 

Amongst countries for which data are available for all years from 1970 to 2018 in the IAEA’s 

PRIS database, those that continue to promote nuclear power generation were selected 

as ‘major nuclear power generation countries’. Canada, France, Japan, the UK, and the US 

fall under this category. The countries that mainly adopt light-water reactors (LWRs) 

(hereinafter referred to as ‘major LWR countries’) are France, Japan, and the US. The LWRs 

are the current mainstream of nuclear power generation around the world. 

Meanwhile, countries for which data are not available for all years from 1970 to 2018 in 

the PRIS database, those with a capacity factor exceeding 85% in 1 of the last 2 years –

2017 or 2018 – and for which data are available from the 1970s were selected as ‘high 

capacity factor countries’. Bulgaria, Finland, Slovakia, and Sweden were extracted for this 

category. 

 

1. The Trend of Capacity Factor 

1) Status in the world 

To obtain a general picture before studying in detail the trends in individual countries, the 

IEEJ investigated the transitions in the capacity factor of nuclear power generation in the 

world and in the subject countries (Figure 2.1) 
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Figure 2.1: Changes in Capacity Factor of Nuclear Power Generation in the World 

 

UK = United Kingdom, US = United States. 
Sources: Authors. 

 

The world average of capacity factor remained low at 50%–60% in the 1970s and gradually 

increased to nearly 80% from the 1980s through the 1990s. It then stayed around 80% in 

the 2000s but fell to about 70% in the first half of the 2010s and has since remained 

unchanged. 

The capacity factor varied widely from country to country in the 1970s, but it started to 

show similar values in the 1980s. Focusing on the major LWR countries shown in bold solid 

lines in Figure 2.1, in the 1980s, Japan showed high values whilst the US had low values. 

Amongst the high capacity factor countries shown in narrow broken lines in the figure, 

Finland has been showing constantly high values. In the 1990s, the capacity factors are 

much closer amongst the countries. In all major LWR countries, the capacity factor was 

almost the same as the world average. Amongst the high capacity factor countries, whilst 

Finland remained at high values, the capacity factor in Bulgaria dropped sharply. In the 

2000s, amongst the major LWR countries, the capacity factor in the US remained high, 

whilst that in Japan dropped. In the 2010s, the capacity factor in Japan plummeted whilst 

the values in other countries stayed equivalent to or higher than the world average, 

including the major nuclear power generation countries other than the major LWR 

countries, which are shown in narrow solid lines in the chart. In general, the capacity factor 

in France transitioned at levels similar to the world average. 
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Considering the general trend above, the next section first discusses the status in Japan, 

which has been leading the world in the 1980s, and in the US, which has been leading the 

world since the 2000s, amongst the major LWR countries, followed by the status in other 

countries. 

2) Status in Japan 

Japan’s first commercial nuclear power generation started in 1966 at the Tokai Nuclear 

Power Plant (NPP) that housed a gas-cooled reactor (GCR) built through technology 

imported from the UK. In 1970, Japan introduced the LWRs from the US, and expanded 

construction of the LWRs to supplement its low-energy self-sufficiency rate. Japan then 

propelled domestic production of the LWRs in the 1980s and promoted their construction 

in the 1990s. Until the Fukushima Daiichi accident in 2011, 54 NPPs were operating, and 

nuclear power accounted for roughly 30% of total power generation in Japan. However, 

as of 2019, the ratio of nuclear power generation to total power generation was only 

around 8%. At present, only nine NPPs are in operation. 

Figure 2.2 shows the transition of capacity factor in Japan. 

 

Figure 2.2: : Changes in Capacity Factor of Nuclear Power Generation in Japan 

 

BWR = boiling water reactor, PWR = pressurised water reactor.  
Sources: Authors, IAEA (n.d.). 
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In the 1970s, the capacity factor in Japan was slightly lower than the world average in 

general. This period was the dawn of nuclear power generation in Japan, and the low 

capacity factor was a result of troubles caused by equipment failure at the initial stage, 

which is inevitable when utilising new technologies. Meanwhile, in the 1980s, as 

mentioned above, the capacity factor was higher than the world average, notably amongst 

the major LWR countries, indicating that Japan had quickly overcome troubles from 

equipment failure. Then, in the 1990s, the capacity factor transitioned at world average 

levels. 

In the 2000s, the capacity factor of boiling water reactors (BWRs) dropped amongst the 

LWRs, which dragged down the overall capacity factor in Japan. The capacity factor 

plummeted in 2003, when the falsification of voluntary inspection records by the Tokyo 

Electric Power Company Holdings, Inc. (TEPCO) was brought to light (FEPC, 2003). This is 

referred to hereinafter as the ‘TEPCO issue’. 

In the 2010s, all NPPs in Japan stopped operating after the Fukushima Daiichi accident in 

2011. As a result, the capacity factor significantly dropped and reached zero in 2014. The 

impact was particularly significant on the BWRs. Whilst a small number of pressurised 

water reactors (PWRs) resumed operation one by one after the accident, no BWRs have 

resumed operation to date. 

3) Status in the United States 

The construction of NPPs rapidly expanded in the US from 1957, when the Shippingport 

Atomic Power Station commenced operation, through the 1970s. However, the accident 

in reactor no. 2 of the TMI NPP in 1979 sparked public distrust of nuclear power. Along 

with the reduced cost of thermal power generation and downward correction of power 

demand forecast, the US stopped construction of new NPPs altogether. Then, triggered by 

the California electricity crisis in 2001, concerns over the necessity of a stable supply of 

electricity and soaring natural gas prices rose, and the move to construct new NPPs began 

in earnest. As of 2019, nuclear power accounted for about 20% of total power generation 

in the US. At present, 95 NPPs are in operation, and two reactors are being constructed at 

the Vogtle. 
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Figure 2.3 shows the transition of capacity factor in the US. 

 

Figure 2.3: Changes in Capacity Factor of Nuclear Power Generation in the US 

 
BWR = boiling water reactor, PWR = pressurised water reactor, US = United States. 
Sources: Authors, IAEA (n.d.). 

 

In the 1970s, the capacity factor in the US was similar to the world average in general. 

However, in the 1980s, the values were below the world average. It is symbolic that the 

TMI unit no. 2 accident occurred in 1979, the year between these two periods. 

After that, unlike the capacity factor in Japan that stagnated in the 1990s after its 

predominance in the 1980s, that in the US steadily increased, exceeded the world average 

by about 10% in the 2000s, and remained high. However, the steady increase fell in 1997, 

the year between the 2000s when the capacity factor started to greatly exceed the world 

average and the preceding 1990s. In 1996, the previous year, the media extensively 

reported the Millstone Nuclear Power Station (hereinafter referred to as the ‘Millstone 

issue’) as not meeting design basis. 

4) Status in France 

After the oil crisis in the 1970s, France accelerated development of nuclear power for its 

relatively low natural resources compared to neighbouring countries. In the early stage, 

France adopted the GCRs but had been solely using the PWRs, the technology of 

Westinghouse, US amongst the LWRs, since units no. 1 and 2 of Fessenheim NPP started 

operations in 1977. France had developed a next-generation European pressurised water-

type LWR with higher output jointly with Siemens, Germany and has been constructing 

them in recent years. As of 2019, nuclear power generation accounted for about 71% of 

total power generation in France. At present, 57 NPPs are in operation, and one NPP is 

under construction at Flamanville. 
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Figure 2.4: Figure 2.4 shows the transition of capacity factor in France.  

 

Figure 2.4: Changes in Capacity Factor of Nuclear Power Generation in France 

 

FBR = fast-breeder reactor, PWR = pressurised water reactor. 
Sources: Authors, IAEA (n.d.). 

 

In the 1970s, the capacity factor in France was roughly the same as the world average, 

albeit somewhat fluctuating. The reason the capacity factor dropped significantly for the 

PWRs in 1977 was that full-fledged introduction started this year. As for fast breeder 

reactors, Superphénix started operating in 1986 but its capacity factor remained low until 

it was closed in 1998. Since the 1980s, the capacity factor of mainstay PWRs has mostly 

constituted the overall capacity factor in France that transitioned at levels near the world 

average. 

5) Status in the United Kingdom 

The UK has been a pioneer in nuclear power generation since the Calder Hall Unit no. 1 

started commercial power generation in 1956. Whilst promoting the development of 

nuclear reactors based on their unique GCRs through trial and error, the UK introduced 

the LWRs in the 1990s. Though it has closed the GCRs one after another since the second 

half of the 1980s, the UK has promoted the construction of new LWRs in recent years to 

address depletion of North Sea gas fields, realise stable energy supply, and achieve its 

greenhouse gas emissions reduction target. As of 2019, nuclear power generation 

accounted for about 18% of total power generation in the UK. At present, 15 NPPs are in 

operation, and two NPPs are being constructed at the Hinkley Point C. 
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Figure 2.5 shows the transition of capacity factor in the UK.  

 

Figure 2.5: Changes in Capacity Factor of Nuclear Power Generation in the UK 

 

AGR = advanced gas-cooled reactor, GCR = gas-cooled reactor, PWR = pressurised water reactor, 
UK = United Kingdom. 
Sources: Authors, IAEA (n.d.). 

 

In the 1970s, the capacity factor was high for the GCRs, which had been used for more 

than 10 years after introduction, resulting in a higher overall capacity factor than the world 

average. Meanwhile, the 1980s saw the dawning of advanced gas-cooled reactors (AGRs). 

The capacity factor in the UK was about the same as the world average because of the 

AGRs’ dragging down the excellent performance of the GCRs. From the 1990s onwards, 

the capacity factor of the AGRs that has become the mainstay of nuclear power generation 

in the UK has constituted most of the overall capacity factor in the country. Notably, the 

capacity factor dropped in the 2000s. During this period, an issue related to the AGRs 

occurred: there was concern over the deterioration in the state of the pressure barrier of 

a steam generator, a structure specific to the AGRs. In the 2010s, the capacity factor in the 

UK returned to the levels nearly the same as the world average. 
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To put its abundant uranium resources to use, Canada has been promoting independent 
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back to the power generation performed at Rolphton in 1962. From 1995, Canada had 

stopped old plants that started operations in the 1970s since their economic efficiency 

was falling. However, some of them have then been repaired and have resumed operation. 

In the 2000s, Canada developed the next-generation CANDU reactors with much higher 

output. Canada places nuclear energy as an important source of power in the fight against 

global warming. As of 2019, nuclear power generation accounted for about 15% of total 

power generation in Canada. At present, 19 NPPs are in operation. 

Figure 2.6 shows the transition of capacity factor in Canada. 

 

Figure 2.6: Changes in Capacity Factor of Nuclear Power Generation in Canada 

 

CANDU = Canadian deuterium uranium. 
Sources: Authors, IAEA (n.d.). 

 

In the 1970s, the capacity factor was high due to older reactors introduced in the early 

period, exceeding the world average. In the 1980s, modified reactors were introduced and, 

in contrast to what happened in the UK, exhibited high capacity factors. However, old-type 

reactors often stopped due to troubles like damage to pressure tubes, a structure specific 

to CANDU. The country’s overall capacity factor was similar to the world average.  

This trend continued into the 1990s. In the second half of the 1990s, older reactors 

required upgrading to address safety issues but they were stopped because of economic 

inefficiency, and their capacity factor reached zero at a certain period. Then, in the 2000s, 

some older reactors were finally upgraded and resumed operation, and the capacity factor 

in Canada exceeded the world average in the 2010s. 
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7) Status in Sweden 

Sweden lacks electricity resources other than hydraulic and has promoted nuclear power 

generation to counter the uncertainty in oil prices. This policy was proven to be correct by 

the oil crises. Sweden initially developed nuclear reactors that use natural uranium as fuel, 

but then developed its own boiling water–type LWRs. Sweden also introduced pressurised 

water–type LWRs as imported from Westinghouse, US. After the TMI accident in 1979 and 

the Chernobyl disaster in 1986, Sweden committed itself to policies to phase out nuclear 

power. As of 2019, nuclear power generation accounted for about 34% of total power 

generation in Sweden. At present, seven NPPs are in operation. 

Figure 2.7 shows the transition of capacity factor in Sweden.  

 

Figure 2.7: Changes in Capacity Factor of Nuclear Power Generation in Sweden 

 

BWR = boiling water reactor. 

Sources: Authors, IAEA (n.d.). 

 

The 1970s saw the dawn of nuclear power in Sweden and the capacity factor was lower 

than the world average. However, the values started to exceed the world average in the 

1980s, with that trend continuing into the 1990s. In 1992, the strainer of a containment 

vessel spray pump was clogged; heat-insulating materials around a safety valve inside the 

containment vessel was damaged by steam that was ejected due to the malfunctioning of 

the safety valve, which clogged the strainer. As a result, the capacity factor of older BWRs 

dropped. In the 2000s, the capacity factor was roughly the same as the world average. The 

same trend was observed into the 2010s but the capacity factor of older BWRs fell due to 

mass repair for modernisation. 
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8) Status in Bulgaria, Finland, and Slovakia 

Since the number of reactors at the NPPs in Bulgaria, Finland, and Slovakia is less than five, 

their capacity factors are discussed in this section together. 

Bulgaria promoted research and development of nuclear power as it lacked electricity 

resources except lignite. It introduced four old-generation Soviet-type reactors and started 

operating them one after another from 1974. Bulgaria then introduced two next-

generation reactors whose performance is equivalent to Western reactors. After that, to 

address a safety concern triggered by the Chernobyl disaster, Bulgaria implemented safety 

measures in the 1990s but decided to stop the four first-generation reactors in the 2000s 

before it became a member of the European Union. Bulgaria sought to build new reactors 

as an alternative source of power to the closed reactors, but to no avail. As of 2019, 

nuclear power accounted for about 38% of total power generation in Bulgaria. At present, 

two NPPs are in operation. 

Finland has promoted nuclear power development to resolve the excessive dependence 

on fossil fuel from Russia, triggered by the oil crisis in the 1970s. Amidst the Cold War, 

Loviisa units no. 1 and 2 that started operation in 1977 and 1981, respectively, were using 

technology from the former Soviet Union (currently the Russian Federation). Olkiluoto 

units no. 1 and 2 that started operation in 1979 and 1982 were built using Western bloc 

technology. The new construction projects that followed the initial introduction were 

suspended due to the Chernobyl disaster in 1986, but they resurfaced to reduce chronic 

electricity import and reduce greenhouse gas. As of 2019, nuclear power accounted for 

about 35% of total power generation in Finland. At present, four NPPs are in operation, 

and one NPP is being constructed at the Olkiluoto. 

Slovakia built pressurised heavy-water reactors that operate using natural uranium as fuel 

in the era of its predecessor Czechoslovakia and started operating these in 1972 to use 

domestic uranium resources. However, they were closed in the late 1970s due to an 

accident. Slovakia then introduced two old-generation and two next-generation Soviet-

type reactors and started operating them one after another from 1978. Slovakia worked 

on upgrading them in the 1990s, but it stopped the two old-generation reactors in the 

2000s before it became a member of the European Union. After achieving independence 

in 1993, Slovakia introduced two more next-generation Soviet-type reactors and started 

operating them one after another from 1999. As of 2019, nuclear power accounted for 

about 54% of total power generation in Slovakia. At present, four NPPs are in operation, 

and two NPPs are under construction at the Bohunice. 
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Figure 2.8 shows the transition of capacity factor in Bulgaria, Finland, and Slovakia.  

 

Figure 2.8: Changes in Capacity Factor of Nuclear Power Generation in Bulgaria, 

Finland,  

and Slovakia 

 

Sources: Authors, IAEA (n.d.). 

 

The 1970s saw the dawning of nuclear power generation, and the capacity factor varied 

amongst these countries. In the 1980s, their capacity factors started to go above the world 

average. However, in the 1990s, Bulgaria and Slovakia started to show values lower than 

the world average, compared to Finland which was maintaining extremely high values. In 

this period, Bulgaria and Slovakia worked on upgrading Soviet-type reactors. In the 2000s, 

the capacity factor in Bulgaria and Slovakia started to improve, and the values in these 

three countries surpassed the world average by a large margin in the 2010s.  

Figure 2.9 shows the relationship between the ratio of nuclear power to total power 

generation and the number of NPPs. 
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Figure 2.9: Ratio of Nuclear Power to Total Power Generation and Number of NPPs 

 

 

 

 

 

 

 

 

 

NPP = nuclear power plant, UK = United Kingdom, US = United States. 
Sources: Authors, IAEA (n.d.). 

 

Bulgaria, Finland, and Slovakia are all located in the top left of the quadrant in Figure 2.9. 

Whilst the ratio of nuclear power to total power generation exceeds 30%, the number of 

NPPs is below 5. This means a single NPP contributes to more than 6% of domestic power 

generation on average and suspending the use of even one NPP may seriously impact 

electricity use in the country. One possible reason for their high capacity factors is the 

sense of pressure. When the IEEJ asked experts in the industry from such countries, ‘What 

do you think is the reason the capacity factor is high in your country?’, some answered 

‘market pressure’, which supports this hypothesis. 

 

2. Troubles that Affected the Capacity Factor 

In the preceding section, the IEEJ investigated the transition of capacity factor in subject 

countries and pointed out some issues that occurred in the period the values changed. 

These troubles can be classified into several groups and representative troubles are 

discussed in detail in this section. 

First, a series of equipment failure was observed in the 1970s, the dawn of the LWRs, and 

in the initial period of introducing new type reactors specific to the respective countries. 

In this category, Japan’s initiatives from the 1970s through the 1980s stand out – although 

the capacity factor was lower than the world average initially, it then improved ahead of 

the rest of the world. This is to be selected as the first representative trouble. 
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Second, troubles caused by human and organisational failure more than by equipment 

failure were observed. The Millstone issue in the US in the second half of the 1990s and 

the TEPCO issue in Japan in the first half of the 2000s are such troubles. They are also to 

be selected as representative troubles. 

Third, accidents are a manifestation of risks. The accident to a pressurised heavy-water 

reactor that occurred in Slovakia falls under this category. The problem of strainer closure 

in Sweden may be classified as equipment failure. It could also be regarded as one step 

short of becoming a safety-threatening accident. However, these are covered by the TMI 

and Fukushima Daiichi accidents, the most representative accidents in the LWRs.  

Events that affected the capacity factor include reactor type–specific concerns, safety 

upgrades, and sense of pressure arising from the energy mix of the country as mentioned 

at the end of the preceding section. However, these events did not necessarily directly link 

to the troubles that occurred in relevant countries. Those that directly linked to troubles 

are included in equipment failure, human and organisational failure, or accidents. 

Therefore, they are excluded from the discussion in this section. 

The selected troubles and the relevant actions taken by the regulator and the operators 

are described below in chronological order. 

1) Equipment failure and prevention of abnormal operation and failure 

According to the Japan Atomic Energy Commission, one reason for the low capacity factors 

in Japan in the 1970s was initial failure troubles, such as stress corrosion cracking and 

damage to steam generator tubes. Japan addressed such issues through the following 

efforts like those below, which are likely the reason its capacity factor improved in the 

1980s. 

In the aspect of designing, nuclear plant manufacturers strive to develop and establish 

frameworks and methods for checking so that high-quality materials and highly reliable 

systems are exhaustively and assuredly reflected on design specifications, drawings, etc. 

of plants that consist of a huge number of components and systems. As such, efforts to 

improve the quality are made in the design stage. 

In the aspect of operation, operators constantly monitor the systems for any abnormality 

through frequent walk-around checks. They also perform start-up and functionality tests 

for important equipment systems to check their reliability and integrity for prevention and 

early detection of abnormalities. 

As for maintenance, periodic inspections about once a year according to the relevant laws 

and regulations are conducted. Operators perform these based on the concept of 

preventive maintenance to avert the occurrence of abnormalities during operations after 

repair. An example of preventive maintenance is periodically replacing consumables 

within their service life regardless of their status with or without abnormality, not just 

paying attention to repair work itself. 
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As a result of these efforts, the prevention of abnormal operation and failure that 

corresponds to the first layer of ‘defence in depth’ improved drastically, and operation 

with less stoppage due to troubles, etc. except for periodic inspection was realised in the 

1980s. 

2) TMI Unit no. 2 accident and Systematic Assessment of Licensee Performance 

(SALP), application of risk-informed decision-making methods (hereafter ‘risk-

informed’). 

The sequence of events pertaining to the TMI NPP Unit no. 2 accident that occurred in the 

US and the restart of Unit no. 1, both handled by the same operator, is shown below (Table 

2.1) 

Table 2.1: The Sequence of Events of the TMI NPP Accident 

March 1979 An accident occurred in Unit no. 2 of the TMI NPP. 

(Although a safety valve was left open after the reactor stopped and the 
coolant was lost, the water supply stopped because of the false water 
level gauge. As a result, the core was damaged.) 

July 1979 The Nuclear Regulatory Commission (NRC) ordered maintaining the 
suspended state of Unit no. 1 (which was already suspended). 

August 1984 The NRC staff reported improved operator performance after the officer 
was replaced. 

May 1985 The NRC approved the restart of Unit no. 1. 

MPP = nuclear power plant, TMI = Three Mile Island. 
Source: Nuclear Regulation Authority of Japan (2017). 

 

The troubled Unit No. 2 was decommissioned later. Unit no. 1 was stopped because it was 

handled by the same operator, although it did not have an accident. It was not restarted 

for 6 years, from 1979 to 1985, until the Nuclear Regulatory Commission (NRC) recognised 

improvement in the performance of the operator. 

In response to this accident, in 1980, the NRC introduced a system to assess the long-term 

performance of operators (Systematic Assessment of Licensee Performance [SALP] 

programme), instead of a case-by-case evaluation that had been adopted until then. 

However, Japan’s Nuclear Regulation Authority (NRA) reported that this system had 

shortcomings like those listed below. Such shortcomings remained unresolved until the 

introduction of a new system (Reactor Oversight Process) in 2000. 

• Assessment is subjective, objective indicators are barely considered important, and 

assessment results lack consistency. 

• Focus is often placed on compliance with regulatory requirements, rather than 

safety. 

• The indications are backward-looking, instead of providing forward-looking 

information. 
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• Assessment investigates the causes of the problem at hand, which may lead to 

failure to notice potential problems. 

• In some cases, problematic power plants are not found quickly. 

• Assessment results get out of control and are misused to adversely affect the 

management of the relevant operator. 

Meanwhile, WASH-1400, the pioneer PRA issued by the NRC before the accident, pointed 

out a small-scale loss-of-coolant accident, the cause of the accident of TMI unit no. 2, as 

one major risk factor. This fact led to support the application of risk-informed, such as the 

PRA, later. Examples in the 1980s are safety goals and backfitting (requesting existing 

facilities to comply with new regulations). The sequence of relevant major events is shown 

in Table 2.2. 

 

Table 2.2: The Sequence of Events of Application of Risk-Informed in the 1980s 

1981 The Nuclear Regulatory Commission (NRC) started a study on safety goals 
to indicate the tolerable level of risks. 

1982 The operator avoided backfitting by providing the NRC with cost–benefit 
analysis for risk reduction. 

1986 The NRC issued a policy statement on safety goals. 

1988 The NRC clarified the relation with safety improvement and cost 
considerations in backfitting. 

The NRC itself studied whether to backfit the stations blackout (SBO) 
rule. 

Source: Jackson et al. (2017). 

 

It is apparent from Table 2.2 that independent studies and analyses by the regulator and 

the operators in the first half of the 1980s led to the making and clarification of NRC’s 

regulations in the second half of the 1980s. The judgement on whether to backfit in the 

clarified backfit rule consists mainly of two stages: safety goal evaluation and value impact 

assessment. Safety goal evaluation is related to performance goals, such as core damage 

frequency (CDF, <10–4/year), that are linked to safety goals. According to a regulatory 

document issued by the NRC (NUREG-1776), the NRC assessed their stations blackout 

(SBO) rule then as below, and the rule was implemented: 

• The CDF is estimated to be reduced from 4.2×10–5/year to 1.6×10–5/year by applying 

the regulation. 

• The public dose is estimated to be reduced by 1,450 person-Sv by application of the 

rule (using the NRC’s dose-cost conversion coefficient 0.2 million $/person-Sv, this 

value becomes $290 million as cost.). 

• The burden on operators and the NRC by implementing the rule is estimated at 

$61.5 million. 
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Additionally, the NRC enacted the Maintenance Rule on NPPs from the second half of the 

1980s through the 1990s because ineffective maintenance was adversely affecting the 

entire NPPs associated with equipment failure, which Japan overcame in the 1980s. The 

sequence of relevant major events is shown in Table 2.3. 

 

Table 2.3: The Sequence of Events of Application of Risk Information  

on the Maintenance Rule 

July 1991 The National Regulatory Commission (NRC) promulgated the 
Maintenance Rule. 

July 1996 The Maintenance Rule came into effect. 

July 1999 The NRC promulgated the revised Maintenance Rule. 

November 
2000 

The revised Maintenance Rule came into effect. 

Source: Ministry of Economy, Trade and Industry (2003). 

 

The requirements of the Maintenance Rule – the first performance-based regulation in 

the US – are stated in Title 10, Chapter I, of the Code of Federal Regulations 50.65. Some 

of them are extracted as follows: 

• Shall monitor the performance or condition of structures, systems, or components. 

• When the performance or condition of a structure, system, or component does not 

meet established goals, appropriate corrective action shall be taken. 

• Performance and condition monitoring activities and associated goals and 

preventive maintenance activities shall be evaluated at least every refuelling cycle, 

provided the interval between evaluations does not exceed 24 months. 

After that, concern was raised over operators increasing the amount and frequency of 

maintenance whilst operating, i.e. online maintenance (OLM), without fully assessing the 

safety in operations after the Maintenance Rule came into effect, and the following clause 

was added in 1999: ‘shall assess and manage the increase in risk that may result from the 

proposed maintenance activities’. 

Technical specifications that prescribe the minimum requirements during operations 

provide allowed outage time (AOT), etc., a period when facility outage is safely acceptable. 

However, in many cases, the AOT is conservative because it is decided by design basis 

engineering judgement under a deterministic method. Using qualitative engineering 

judgement, the deterministic method is more conservative than applying a quantitative 

risk-informed technique. The OLM to be performed can be completed within the AOT. If 

the AOT of each equipment could be prolonged by applying risk-informed in the revised 

Maintenance Rule, the range of the OLM can be widened reasonably whilst paying 

attention to safety. 

No method is specified for risk assessment in such an occasion, but operators in the US 

mainly use the PRA. 
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The combination of risk-informed technical specifications and revised Maintenance Rule 

was never before epoch-making in associating the application of risk-informed by the PRA 

with effective regulations. It also improved the ability of risk analysis because of frequent 

use of the new clause of the revised Maintenance Rule for OLM. 

3) Millstone issue and reactor oversight process 

In the 1990s, whilst establishment and revision of the Maintenance Rule were ongoing, 

many NPPs in the US were on long-term suspension triggered by the trouble found at the 

Millstone Nuclear Power Station. The sequence of relevant major events is shown in Table 

2.4. 

Table 2.4: The Sequence of Events of the Millstone Issue 

1993 It was found that all fuel of the core of Millstone Unit no. 1 was moved 
to the fuel pool. (By design, the cooling capacity of a pool was for only 
one-third of fuel in the core.) 

March 1996 Media reported the issue above. 

=> Many similar issues were found. 

October 1996 The Nuclear Regulatory Commission (NRC) requested all nuclear power 
plants (NPPs) to provide information on adequacy and availability of 
design bases information. 

1996–1998 Many NPPs were put into long-term suspension due to similar measures 
taken and tightened regulations. (In 1997, 11 NPPs were stopped for a 
year, and 8 NPPs could operate at less than 50% of the capacity.) 

=> Five NPPs, including Millstone Unit no. 1, were stopped permanently. 

Sources: Japan Atomic Industrial Forum, Inc. (2011); Smith and Wallen (2007). 

 

Related to the above, the following was stated in the testimonies of the US General 

Accounting Office at the public hearing of the US Senate (1998): 

• NRC assumes plants are safe if they operate as designed and follow NRC’s 

regulations. 

• NRC reasoned that these plants were still safe because the many safety features and 

systems built into a plant’s design provide an adequate margin of safety. 

• Ambiguity over ‘how safe is safe’ arises because NRC does not have an effective way 

to quantify the safety of plants that deviate from their approved designs. 

• NRC’s regulatory approach needs to be anchored in goals and objectives that are 

clearly articulated, and performance measures that hold NRC managers as well as 

licensees accountable. 
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At the public hearing, as a nuclear industry trade association in the US, the Nuclear Energy 

Institute claimed: 

• ‘This is the safety regulatory process and the requirements that are imposed that 

really do not directly relate to public health and safety. 

• That is why I think it is essential that this committee and you, Mr. Chairman, 

participate and support these changes that are necessary to correct these 

underlying cultural and fundamental issues that exist within the process.  

• I’d like to make three recommendations in this regard. First, we believe that this 

committee should reauthorise the agency’s budget in 1 year increments until this 

committee and the appropriations committees are satisfied that these changes are 

being brought about. My second recommendation, the NRC should regularly report 

to Congress, and you should continue to have oversight hearings. The last thing, 

there needs to be an independent review of the NRC’s activities. There needs to be 

an external look at how the agency does its business and how it can improve its 

efficiency and effectiveness and how it can carry out its important role in regulating 

the safety of nuclear power today and into the future’ (US Senate, 1998, p.30). 

According to the Institute of Applied Energy (2006), whilst some NRC staff doubted the 

SALP programme, other groups insisted on maintaining the rules, resulting in opposing 

opinions inside the NRC about regulatory reform. However, the demand for regulatory 

reform kept rising. An influential lawmaker who had the authority to decide on the budget 

of the NRC summoned its chair and stated that the budget of the NRC will be halved if 

NRC’s activities are not be improved (Institute of Applied Energy, 2006). 

Amidst such a situation, one executive director of the NRC who had been having doubts 

about the SALP programme held conferences from the spring to summer of 1999 and 

introduced a colour-coded safety level identification system. This system was to visualise 

the safety of NPPs, and met the request of interested parties (example: ΔCDF [/year] … 

Green < 10–6, 10–6 < White < 10–5, 10–5 < Yellow < 10–4, 10–4 < Red). The reactor oversight 

process introduced in 2000 had this system and prioritised the following based on 

transparency: 

• objectivity: performance based, 

• predictability: can predict regulatory action to an event occurred, and 

• safety: risk informed. 

4) TEPCO issue and quality management system (QMS) 

In the first half of the 2000s, dishonesty pertaining to records of voluntary inspection by 

an operator (TEPCO) was found in Japan. The sequence of relevant main events is shown 

in Table 2.5). 
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Table 2.5: The Sequence of Events of the TEPCO Issue 

July 2000 The regulator received the accusation that the operator falsified 
voluntary inspection records at the nuclear power plant. 

October 2001 The regulator requested the enterprise in charge of work pertaining to 
voluntary inspection to cooperate. 

April 2002 The enterprise in charge reported to the regulator the possibility of 
falsification of multiple voluntary inspection records. 

August 2002 The operator reported the possibility of dishonest acts in multiple 
voluntary inspection records. 

September 
2002 

The operator reported the modification of records to the regulator and 
announced it to the public. The operator voluntarily stopped its plants 
one after the other to conduct inspection relevant to the modified 
records. 

May 2003 The operator gained understanding by the local government about 
restarting its plants. 

Source: Cabinet (2002).  

 

How to address this issue was discussed at the Subcommittee to Study the Regulatory 

System for Nuclear Safety composed of knowledgeable persons that was established by 

the regulator. At the subcommittee, opinions like those below were exchanged, stating 

that there was no safety issue: 

• The act by the operator was not a violation of law and there was no safety issue. 

• It is wrong to apply the concept of not accepting defects in design and 

manufacturing standards to the maintenance of equipment as well. The basis of the 

issue is that no agreement has been made on standards about the relationship 

between defect and availability. 

• Without such an existing agreement, the operator exchanged opinions on whether 

inspection results would cause safety issues and decided after making a certain level 

of assessment. 

• Three years ago, the Japan Society of Mechanical Engineers prepared the 

Maintenance Standards covering defect evaluation with operators playing core 

roles. If the regulator endorsed and authorised these standards, such an issue 

would not have occurred. 

Also, at the subcommittee, opinions on the sense of safety amongst citizens were 

exchanged, like those below: 

• This issue will not be resolved by specialists one-sidedly presenting technical 

reasons for safety. 

• Even if the regulations are unreasonable, it is important to go through a process to 

disclose information and gain the understanding of the general public, no matter 

how inefficient it could be, so that people can feel safe and have a sense of trust. 

• We need to come up with a means to spread value amongst the operators that it is 

important to establish a process to disclose information and make people fully 
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understand because nuclear power always comes with the issue of public risk 

acceptance. 

• Operators should keep in mind that they must provide information for the general 

public to fully understand the concept that creating a situation where society feels 

safe about nuclear power is part of quality assurance. 

As a result of addressing this issue, Japan introduced mainly the regulations as follows: 

a)  Voluntary inspection 

• Voluntary inspection as ‘periodic operator’s inspection’ in the law; 

• ‘Evaluation of equipment integrity’ to predict and evaluate the progress of 

cracking or other troubles found by voluntary inspection; 

• ‘Periodic safety management review’ to review the system of voluntary 

inspection. 

b)  Quality assurance 

• Quality assurance activities by an operator were included in ‘operational safety 

programmes’. 

• Regarding safety activities by an operator, minimum requirements were 

identified and specified as requirements of quality assurance. 

However, according to the Japan Society of Maintenology (2012), the introduced QMS had 

the following problems: 

• The Study Group on Inspection Practices that studied the introduction of the system 

initially intended to shift the focus from conventionally practiced inspection of 

individual facilities to checking the implementation status of safety activities by an 

operator. However, the regulator continued to perform conventional inspection 

after the TEPCO issue, and it ended up with a form of the QMS system simply being 

added on. (Additionally, voluntary inspection was included in the relevant laws and 

regulations, and periodic safety management review was added). 

• Neither society nor the public but regulation was defined as the client of QMS, 

which caused operators to misunderstand that all they should do is satisfy the 

regulatory requirement. 

• Safety was defined as the service of the QMS, which caused regulators to 

misunderstand that safety can be ensured just by a strict inspection of plan-do-

check-act (PDCA) cycle activities. As a result, regulators failed to think about a 

possible loss of integrity in the relationship between the system, QMS, and safety. 

• The implementation status of all PDCA activities performed according to quality 

assurance requirements was made subject to inspection. That led to dispersion of 

the regulator’s resources and difficulty in placing a focus on safety issues. 

• Conformance to minute details was checked whilst the implementation status of all 

PDCA activities performed according to relevant requirements on quality assurance 

was made subject to inspection, which hindered the autonomous activities of 

operators. 
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It appears that, in the end, this tightening of regulations merely kept both the regulator 

and the operators exhausted throughout the 2000s and contributed little to bolstering 

‘safe nuclear power’, namely, improving the safety of the NPPs and spreading the sense of 

safety of nuclear power in society. 

5) Fukushima Daiichi accident and a long-term moratorium under the safety 

assessment, along with the new regulatory requirements 

The sequence of main events relating to the accident at the Fukushima Daiichi Nuclear 

Power Station in the 2010s and the restarting of reactors thereafter in Japan is shown in 

Table 2.6. 

 

Table 2.6: The Sequence of Events of the Fukushima Daiichi Accident 

March 2011 An accident occurred at the Fukushima Daiichi Nuclear Power Station 
due to earthquakes and tsunamis beyond its design basis. 

May 2011 The Government of Japan (GoJ) ordered the Hamaoka NPPs to be shut 
down because of the risk of strong earthquakes. 

July 2011 The GoJ asked a stress test to be implemented before restarting all NPPs 
in Japan because of insufficient understanding by the people. (After that, 
the operators submitted the test results one after another.) 

January 2012 The GoJ submitted a nuclear regulation reform bill to the National Diet of 
Japan (regulators are administrative agencies under the Ministry of the 
Environment). 

April 2012 Political parties submitted a nuclear regulation reform bill to the National 
Diet of Japan (regulators are independent administrative commissions). 

June 2012 The GoJ agreed to restart two units of the Ohi NPPs for stress test results 
were completed. 

June 2012 The National Diet of Japan drafted a bill establishing the Nuclear 
Regulation Authority (NRA), which was approved by a majority. 

July 2012 Two units of the Ohi NPPs were restarted (electricity crisis in Western 
Japan was averted). 

September 2012 The NRA was inaugurated. 

December 2012 A change of government occurred after the general election. 
The new government party stated that safety will be left to the expert 
judgement of the NRA. 

February 2013 The NRA started a procedure for receiving public comments on the draft 
new regulatory requirements. 

March 2013 NRA committee members agreed with the chair’s personal view that the 
judgement based on the safety assessment is to be made before the next 
restarting. 

June 2013 The NRA decided on the new regulatory requirements. 

July 2013 The new regulatory requirements came into effect. 

August 2015 The first NPP that was confirmed to conform with the new regulatory 
requirements was restarted after its shutdown for 4 years. 

Source: House of Councillors (2013).  
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These events can be roughly divided into three stages: (i) initial inquiry by the Government 

of Japan (GoJ) (until June 2012), (ii) inauguration of a new regulatory body associated with 

the establishment of a new law by the National Diet of Japan (until September 2012), and 

(iii) decision and implementation of new regulatory requirements by the new regulatory 

body. The latter two stages are discussed below. 

The Act for the Establishment of the Nuclear Regulation Authority (NRA) decided by the 

National Diet of Japan includes the following contents as a partial amendment to the Act 

on the Regulation of Nuclear Source Material, Nuclear Fuel Material and Reactors, in 

addition to provisions on the establishment of the NRA: 

• Obligation to take measures against severe accidents 

• Introduction of a backfit system for when the latest findings are taken up into 

regulations 

• Limitation of operation period to 40 years (which can be extended once by no longer 

than 20 years). 

Amongst them, measures against severe accidents and taking up the latest findings (e.g. 

‘back-check in Japan’ of seismic safety) had ever been addressed since as part of voluntary 

measures by operators. As for the newly established limitation of operating period that 

directly links to the long-term use of facilities, opinions at the National Diet of Japan show 

various evaluations to the 40-year-period rule, according to the minutes: 

• That number (40 years) may be political. 

• It is not a number determined based on scientific findings either. 

• The opinions of the NRA (i.e. new regulatory body) shall be respected. 

• It is a comprehensive judgement including not only scientific and engineering views 

but also ethical, economic, and social views. 

• The judgement should be left (to the new regulatory body). 

Regarding the future prospect of the issues above, supplementary provisions of the act 

establishing the NRA stipulate that with regard to the revised provisions, the government 

shall review them promptly whilst considering the status of their enforcement. When it 

finds it necessary, it shall take necessary measures based on the results thereof. 

As a result of the December 2012 election for the House of Representatives, immediately 

after the inauguration of the NRA, the government party changed. The campaign promises 

made by the major parties concerning nuclear energy at the time of election are shown in 

Table 2.7. 
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Table 2.7: Nuclear Energy–Related Promises of Major Political Parties  

at the December 2012 Election 

Democratic Party  
(in power before the election) 

Liberal Democratic Party  
(in power after the election) 

• As for the NPPs, the three principles 
below will be observed. 
- The 40-year operation limit will be 

strictly applied. 
- Only those confirmed safe by the 

NRA will be restarted. 
- No NPPs will be expanded or newly 

built. 

• Every possible political resource will be 
used to realise zero NPP operation in 
the 2030s. ‘Zero NPPs’ will be achieved 
absolutely. 

• As for the safety of nuclear power, 
expert judgement by the NRA will be 
prioritised over any circumstances. 

• At least within the next 10 years, the 
‘best energy mix’ will be established. In 
making judgement thereof, the basic 
concept will be to ascertain whether 
new technical measures judged safe by 
the NRA are applicable or not. 

NPP = nuclear power plant, NRA = Nuclear Regulation Authority, 
Sources: Democratic Party of Japan (2012), Liberal Democratic Party (2012).  

 

From the above, the revision of the operation limit in the future will be left to the NRA 

under the current administration.  

Regarding backfitting, in March 2013, when invitation for public comments on the draft of 

new regulatory requirements was about to be closed, the NRA summarised the 

confirmation of compliance of existing reactors with requirements in the future as follows: 

a) As of the enforcement of the new regulations in July 2013, the NPPs would be requested 

to have all functions necessary as measures against design basis and measures against 

severe accidents (including those caused by large-scale natural disasters and terrorism 

activities). Compliance with requirements is to be confirmed before the operator runs the 

facility the next time. 

b) Backup measures for improving the reliability of measures against severe accidents and 

against terrorism activities would be requested to be realised within 5 years after 

enforcement. 

At that time, regarding the enforcement of new regulations (1 above) that had a short 

grace period, opinions were exchanged as shown below. Though what was added by law 

were measures against severe accidents, it shows a serious concern over the fact that the 

accident occurred due to an event that was well beyond the design and concerns a 

boundary that determines whether an event leads to a severe accident or not. An example 

is a tsunami with a height of 15 metres (m) hit, whilst the licence issued for the design is 

to withstand a tsunami with a height of 3 m: 

• What needs to be clear also is: is what is requested here for a certain level of safety 

or reduction of risk as defined in a)? Or is it that a) is a measure that can be done 

immediately, and b) is what will take a long time?  

• Those that will take time (for taking measures) are included. Design basis ground 
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motion and tsunami that involve the design basis events all fall under a). Earthquake 

ground motion that exceeds the design basis ground motion shall not be observed 

frequently. 

A severe or serious accident was newly defined by the NRA as a significant damage to a 

core, or a fuel assembly, or spent fuel stored in a nuclear fuel material storage facility. As 

for the serious accidents, the new regulatory requirements provided that the specific 

progress of accident will be studied using the PRA method. As such, the new regulatory 

requirements were groundbreaking in incorporating risk assessment into effective 

regulations for the first time in Japan. 

For example, in assessing the risk of tsunamis (one of the natural hazards), the following 

can be estimated for a certain plant through hazard curves. 

1)  Under the former regulatory requirements 

• Design basis tsunami occurs at a rate of 10–2/year. 

• The operator addresses accidents that occur at a rate of 4×10–3/year, 

conservatively, as measures against design basis. 

2)  Under the new regulatory requirements 

• Design basis tsunami occurs at a rate of 4×10–5/year. 

• The operator addresses accidents that occur at a rate of 4×10–6/year, 

conservatively, as to take measures against design basis. 

The CDF evaluation value for tsunamis over sea wall level, which a certain operator of a 

plant sets up under the new regulatory requirements, is 4×10–6/year, assuming there are 

no measures against severe accidents. The frequency of such tsunamis and the CDF are 

likely near under this assumption. This value is by design basis alone far below 10–4/year, 

the value of the safety goals studied by the NRA along with the new regulatory 

requirements. The value will become far smaller when an operator takes more 

conservative measures. The regulatory requirement for resilience against tsunamis seems 

too conservative, considering that hundreds of people die by natural disasters in Japan 

every year. 

The problem was not only that the new regulations are too conservative. The operations 

of all NPPs were suspended, not only the operator that caused the Fukushima accident. 

The first NPP that was confirmed to conform with the new regulatory requirements was 

restarted after its shutdown for 4 years. During that period, the capacity factor of nuclear 

power generation substantially dropped, and Japan is still feeling its effect now. Japan is 

the first and only country that stopped all NPPs during the backfitting to the new 

regulation. The case of Japan after the Fukushima accident should be carefully reviewed 

– whether it can be a model for balancing the safety and effective use of the NPPs. 

Suspending the operation of all existing NPPs was not an effective use of nuclear power 

nor did it result in safety improvement.  
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Through the literature survey, facts about the efforts of operators, enhanced regulations 

by the regulator and government, improvement of regulations by the regulator, and 

communication on safety improvement between the operator and the regulator have 

been found to be crucial factors for effective use of nuclear power. 
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Chapter 3 

Survey on Reasonable Regulation, Communication,  

and Continuous Improvement 

 

The literature survey in chapter 2 found in some cases that measures of operators against 

initial failures and application of risk-informed led to improved capacity factors. However, 

in more cases, regulatory measures taken that were associated with troubles affected the 

capacity factors thereafter. Capacity factors stagnated after the introduction of the SALP 

programme after the TMI accident in the US, new regulatory requirements after the 

Fukushima Daiichi accident in Japan, and regulations on quality assurance after the TEPCO 

issue in Japan. Meanwhile, application of risk-informed after the TMI accident and the 

introduction of regulations on reactor oversight process after the Millstone issue resulted 

in improved capacity factors. 

Based on the results of the literature survey primarily focusing on the impact of 

regulations on the capacity factor, the IEEJ conducted interview surveys in the US and 

Europe targeting persons who have worked for a regulator or operator as well as nuclear 

energy–related international organisations and consultants. The major topics the IEEJ put 

forward are: the scale and the magnitude of risks, constructing risk-based regulations, the 

flexibility and responsibility of the regulations, voluntary (self) effort by operators, the 

relationship between backfitting and the operation, OLM, limitation of operation period, 

and communication among stakeholders. 

 

1. Experiences and Cases in the United States 

The US Congress monitors regulatory activities. It is a legislative organ and has a role to 

provide the NRC, an administrative organ, with proposals on establishing requirements 

that form the basis of administrative activities. Congress monitors to see whether 

regulations are effective, and the members will share opinions on behalf of taxpayers if 

any ineffective and/or unreasonable regulations are found to be in place. The NRC now 

has an established reputation of setting reasonable regulations. However, it was harshly 

criticised and told by Congress to make improvements up until the 1990s. During that 

period, the industry brought issues about unreasonableness of regulations to Congress 

and, as taxpayers, demanded effective use of taxes. After that, the NRC promised to 

examine each case submitted by operators during a specified period. 

The basis of NRC’s regulatory activities is reasonable assurance of adequate protection, 

and regulations must be reasonable and appropriate. That is, the NRC must maintain a 

questioning attitude, always asking how much cost is required to realise a regulation, and 

whether safety improvement effects that justify the cost can be achieved. When revising 
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regulations, the NRC does not determine these only at its discretion. It would discuss with 

stakeholders, including experts, whether to revise the regulations according to new 

knowledge. At that stage, information like how regulations will be changed and until when 

backfitting shall be (can be) done is shared with the operators. As regulation making and 

backfitting proceed following appropriate procedures, it does not mean that the operators 

must obey one-sidedly. A good example is the application of FLEX (diverse and flexible 

coping strategies) against SBO accidents that last for a long time. Initially, the NRC was 

thinking of applying conservative measures, but it listened to voices from the industry, 

conducted cost–benefit analysis, and decided to flexibly apply FLEX according to individual 

circumstances. 

What enables reasonable activities at the regulator side is that industry has not desired to 

attain zero risks but instead checked whether risks are within certain limits. 

 

2. Experiences and Cases in Europe 

1) France 

In response to the TMI accident, in France, the regulator enforced the installation of 

hydrogen recombiners in all NPPs existing then to prevent hydrogen explosion. The 

operators initially resisted, stating that the integrity of the containment vessel of a plant 

with the latest design was adequately secured. Eventually, they accepted the enforcement 

by the regulator.  

Meanwhile, for France, as discussed in chapter 2, the literature survey did not find any 

case where a trouble that occurred at a specific plant led to the suspension of other plants 

and affected the country’s overall capacity factor. France has a history of thinking that one 

can judge whether the plants are safe only by operating them. This idea of checking safety 

whilst the NPPs are operating is shared by all European states. Europe has an organisation 

called the European Nuclear Safety Regulators Group (ENSREG), a group of regulators that 

acts as a European Union–wide advisory body for regulators. ENSREG is extremely 

transparent for participated regulators, and acts as a silent pressure on individual 

regulators in European countries to prevent unreasonable regulatory activities. 

2) United Kingdom 

In the UK, the regulator unprecedentedly put unreasonable enforcement on nuclear 

facilities just once after the Fukushima Daiichi accident. However, the situation soon 

improved after the operators investigated the unreasonable enforcement by the regulator, 

shared the results with the regulator, and conducted discussions. 

Like Reducing Risks, Protecting People published by the Health and Safety Executive (2001) 

in the UK, regulations in Western countries carry the concept of ‘reasonably practicable’. 

The comparison between cost and benefit is made for any regulation, not only for nuclear 

power. 
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If the regulator’s review is slow and inefficient, it instantly affects the benefits of the 

operator. In the UK, if that happens, the operator will not remain silent about it; it will 

request discussions with the regulator. As such, reviews in the UK do not drag on.  

3) Sweden 

In Sweden, introducing a specific equipment, such as an independent core-cooling facility 

and filtered venting system, was forcibly added to regulatory requirements as 

government-led initiatives after 2000. 

Meanwhile, the regulatory code describes the regulator’s duties where the term 

‘reasonable’ is frequently used, such as to employ reasonable means for resistance against 

abnormalities. A high-level agreement was reached so that supervision by the regulator 

shall be done under trust and must be reasonable above all else. Regarding severe 

accidents, though a certain level of measure has been taken, it was decided to establish 

accident management assuming accidents do occur. That is fine if its effectiveness can be 

confirmed to a certain degree, with the understanding that no measure can reduce the 

probability to zero. 

As to whether regulatory activities are performed correctly or not, the Riksrevisionen 

(Swedish National Audit Office) takes the role of supervision. When an operator has a 

question about a decision or activity of a regulator, it may appeal to the National Audit 

Office or a court. An example of a court case is when an operator filed a suit against the 

government setting a limit on the operating period whilst no limit had been placed until 

then. As a result, the court supported the claim of the operator, and no upper limit has 

been placed on the operation period since then. In another case, an operator demanded 

to compensate for the forced shutdown of its plant because of political reasons, and the 

government paid. 

At the nuclear industry of Sweden, the Kärnkraftssäkerhetskoordineringsgrupp (Nuclear 

Safety Coordination Group of the Swedish licensees) was established in 2013 to clarify the 

industry’s attitude towards safety issues and to thoroughly communicate with the 

regulator. The coordination group also disseminates the industry’s coordinated opinions. 

The following section lists the findings from the interview survey that are commonly 

applicable to all relevant countries: 

• The management of regulations needs to be flexible to individual circumstances 

whilst having clear logic about safety, instead of pursuing a rigid ideal about it. On 

the operators’ side, interested parties broadly share the view that enough 

communication with the regulator is needed. Meanwhile, regulations should not be 

inappropriately flexible regardless of the time or circumstances, such as those 

favouring the industry without safety considerations. 

• As for regulations having to be flexible, considering that the scale of hazards that 

may occur varies from plant to plant even if the frequency is the same, a PRA may 

be useful in identifying which equipment plays an important role for a given 

situation. 
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• The role of the regulator is to decide, and no one person can have all information 

necessary for making the decision. Therefore, operators must provide information, 

such as proposing an alternative method for backfitting. When making a proposal, 

the operator shall conduct a cost–benefit analysis and decide not to invest into it if 

the expected improvement in safety does not justify the cost. If the operator 

decides to invest, then the operator needs to talk with the regulator to agree on 

when the proposal can be put into practice; in other words, by when the proposal 

shall be included in the regulations. If the regulator fails to observe the agreement, 

the operator, believing in its reasonableness, may have to appeal to the court. 

• Generally speaking, the regulator forcing something onto the operators by 

prescriptive regulations in a negative sense does not produce a good outcome. It 

impairs the incentive for the operators to improve through their efforts. Desirably 

the regulator takes a goal-setting approach, leaves how to attain goals to operators, 

and lets them employ safety assurance means that are more suited to individual 

events. 

• Only by operating a plant does it become possible to discern good outcomes and 

problems of the plant. Stopping all plants at once as an action against certain 

trouble needs to be avoided as much as possible, and the regulator and the 

operators need to think together about safety whilst always keeping plants in 

operation. 

• One method to prevent the regulator from inappropriately operating regulations is 

to use the functions of the parliament, the legislative organ of the country, such as 

clearly stating the discretion of regulatory activities in a law. Government needs to 

show it is not committed to unreasonable regulations. 

• One means of encouraging a regulator to effectively manage is to build trust and 

consensus to operators amongst the stakeholders, including the public.  

• It is more realistic to think that severe accidents are fine when risks are reduced to 

acceptable levels by alleviating these accidents than overly pursuing complete 

prevention. 

• Rigorous verification needs to be made on the credibility of new findings before 

officially legislating them. 

• Extending an operation period related to long-term facility use is possible as long as 

safety is periodically ensured by, for example, conducting a safety review once every 

10 years. Long-term operation is possible regardless of the number of years after 

the construction if the safety of the facility, its staff, and organisation is ensured. 

However, it might become difficult for old plants to catch up with new technologies 

as time goes on. Also, though safety is to be confirmed periodically, the attitude 

about it shall not be like those towards a single special event in a certain period. 

Such confirmation of compliance requirements by operators and regulators shall be 

regularly performed as part of daily routine. 
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3. International Conference on Effective Nuclear System in the IAEA 

As information related to this survey, which was obtained through interviews, an 

international conference on effective nuclear system was held multiple times so far in the 

IAEA.2 The objective of the conference includes reviewing and assessing ways of further 

improving the effectiveness of regulatory systems for facilities and activities, as well as 

proposing specific actions. It was pointed out in the first conference that the delivery of 

effective nuclear safety regulations is vital for the safe use of nuclear energy. This 

recognition is consistent with the aim of this project – improving both nuclear safety and 

effective use – and discussions in the conferences are likely to provide useful information. 

To date, five conferences were held as follows:  

• February to March 2006: Moscow (Russia) 

• December 2009: Cape Town (South Africa) 

• April 2013: Ottawa (Canada) 

• April 2016: Vienna (Austria) 

• December 2019: The Hague (The Netherlands) 

These conferences mainly targeted regulators to be more informed of requests from the 

industry. The main topics on nuclear safety at each conference are shown in Table 0.1: 

Main Topics on Nuclear Safety at the IAEA Conference. 

 

Table 0.1: Main Topics on Nuclear Safety at the IAEA Conference 

 1st (2006) 2nd (2009) 3rd (2013) 4th (2016) 5th (2019) 
  

Regulatory 
lessons learned 
and actions 
taken (from the 
Fukushima 
Daiichi 
accident) 

Regulatory 
lessons learned 
and actions 
taken 
(following the 
Fukushima 
Daiichi 
accident) 

 

Independence 
and regulatory 
effectiveness 

Regulatory 
independence 
and 
effectiveness 

   

Regulatory 
safety 
challenges 

Emerging 
regulatory 
challenges 

Emerging 
programmes 

Challenges in 
regulating 
nuclear 
installations 

Regulating 
nuclear 
installations 

  
Emergency 
management 

 
Emergency 
preparedness 
and response 

 
2 https://www.iaea.org/events/conference-on-effective-regulatory-systems-2019  

 

https://www.iaea.org/events/conference-on-effective-regulatory-systems-2019
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Regulatory 
effectiveness 
from 
operators’ 
viewpoint 

 
Human and 
organisational 
factors, safety 
culture 

Strengthening 
regulatory 
competence 

Leadership and 
management 
for safety 

Sources: International Atomic Energy Agency (2006, 2009, 2013, 2016, 2019). 

 

Special focus was placed on the independence of regulations in the conferences before 

the Fukushima Daiichi accident, and on emergency responses after the accident. Matters 

related to countries introducing nuclear power were brought up at the second conference 

in South Africa, received special attention at the third conference, and have since been 

actively discussed. Active discussions about lessons learned from the accident and 

relevant activities were held particularly at the third and fourth conferences. 

From the third conference onwards, special attention has been paid on methods to resolve 

issues. The main contents of discussions held in the conferences to date are as follows: 

• Balance between expectations and regulatory requirements in relation to safety 

culture 

• Balance to human, organisational, and technical factors 

• Balance between the structure of the management system and the culture of the 

organisation,  

• Self-assessment and improvement and reform; internal and external 

communications  

• Transparent and open communications with regulator and stakeholders 

• Leadership of regulator to realise smooth communications 

At each conference, future tasks are identified, as summarised: 

1)  Government 

• Maintaining the framework of regulations and continuing its development 

• Establishing regulators independent of supporters and opponents of nuclear 

power 

• Securing resources required by regulators 

2)  Regulations 

• Maintaining and improving regulatory systems (reduction of uncertainty, 

harmonisation of regulatory requirements, consideration to the culture) 

• Assessing and monitoring the effectiveness of regulations, and providing 

feedback on the experience 

• Promoting, implementing, and improving safety culture, and reporting the 

progress (important elements: safety goals, graded approach, risk-based culture) 

• Transparent and open communication, and leadership to realise these 
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3)  Stakeholders 

• Paying attention not only to the introduction of new nuclear power generation 

but also to the state of existing facilities (e.g. management of old facilities) 

• Acting from lessons learned to improvement 

• Sharing feedback of experience. 

The IAEA conference concluded that sharing experience and lessons learned is key, and 

what is important is to understand the future and configure ourselves to deal with 

problems we will face in the next decade(s). 

Through the interview survey, the major opinions gained are reasonable regulations, 

communication, and continuous improvement towards reasonable regulation. 
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Chapter 4 

Policy Proposals for Countries Considering 

the Introduction of Nuclear Power 

 

Considering the findings obtained through the literature survey and overseas interview 

surveys, the IEEJ analysed the ideal ways of communication amongst stakeholders, 

including regulators and operators, and then made policy proposals. The purpose of the 

proposals is to suggest to the EAS member states to consider the possibility of including 

nuclear power in their power portfolio as part of energy policy and to smoothen the 

operation of nuclear power generation after introduction. 

 

1. Policy Analysis 

1) Contributing factors to improve both nuclear safety and effective use 

Four initiatives need to be realised (Figure 4.1) to improve the capacity factor of the NPPs:  

a) Shortening the duration of outage for periodic inspection 

b) Extending the intervals between periodic inspections 

c) Shortening the duration of unplanned outage due to a trouble, including response 

to regulations 

d) Extending the lifetime operation as much as possible. 

 

Figure 4.1: Contributing Factors to Improve Effective Nuclear Use 

  

Source: Authors. 

 

・・・

a) Shortening duration of 
outage for periodic inspection

b) Extending intervals 
between periodic inspections

c) Shortening duration of 
unplanned outage

d) Extending lifetime operation
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The following are discussions on each initiative. 

a)  Shortening the duration of outage for periodic inspection and b) extending the 

intervals between periodic inspections 

For these two initiatives, the OLM carried out in the US may be a model. The larger 

the number of subjects of maintenance that can be inspected during operation, the 

shorter the duration of outage for inspection, and the longer the intervals are 

between periodic inspections. 

The key factor to realise the OLM is risk-informed activities. The capacity factor can 

be improved whilst properly maintaining nuclear safety (i) if the risks when the 

functions of the components or the system as the subject of maintenance are 

stopped can be accurately estimated, and (ii) if the risks are determined to be within 

the range of the safety goal. 

As in the conservative situation in Japan at the end of chapter 2, some may say that 

simply properly maintaining nuclear safety is not enough to realise improved 

nuclear safety. Considering this point, the concept of ‘reasonably practicable’ that 

the IEEJ learned during the overseas interview surveys may be helpful. 

Impracticable and unreasonable pursuit of zero risks to go far below the range of 

safety goals may end up with excessively solemn measures being imposed on 

operators, and lead to safety being impaired. A cooking knife can injure, but overly 

fearing that risk and cooking in a set of heavy armour raise the danger of being 

unable to deal with other risks (e.g. fire) that may occur during cooking due to the 

inability to take action swiftly. 

Regarding the concept of appropriate safety improvement based on reasonable 

practicability, the UK’s graded approach concept about the relationship between 

safety goals and risk may be a good model. The UK’s concept about safety goal range 

can be interpreted as in Figure 4.2: 

 

  



 

 37  

Figure 4.2: Interpretation of Safety Goal Range 

 

Sources: Authors, Health and Safety Executive (2001). 
Office for Nuclear Regulation (2014). 

 

• Risks are classified into three regions of acceptability: ‘unacceptable’, ‘acceptable 

(tolerable)’, and ‘broadly acceptable’. 

• The boundary between ‘unacceptable’ and ‘acceptable (tolerable)’ is roughly 10–

4/year (1 in 10,000 persons dies in 1 year). This value is close to the risk of an 

accident by car, which requires a licence to drive. Risk with a likelihood higher than 

this value needs to be banned, or consideration should be given to implementing 

regulations to reduce the risk. 

• The boundary between ‘acceptable (tolerable)’ and ‘broadly acceptable’ is roughly 

10–6/year (1 in 1,000,000 persons dies in 1 year). This value is close to the risk of a 

household catching fire. Risk with a likelihood lower than this value does not require 

any regulations nor further improvement. 

c)  Shortening the duration of unplanned outage due to a trouble, including response 

to regulations 

For troubles arising from equipment failure, the initiatives that Japan took in the 

1980s to prevent abnormal operation and failures are noteworthy. 
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For outage that involves response to the regulator, highly predictable regulations 

will be required to avoid unplanned responses. Examples of bad practices of 

predictable regulations are inconsistent subjective regulations in the SALP 

programme in the US, unnecessarily detailed regulations in the QMS in Japan, and 

excessively conservative regulations as a reaction to the Fukushima Daiichi accident. 

An example of a good practice is the objective performance–based regulations in 

the US in which safety goals and application of risk-informed were combined. After 

the Millstone issue, the vagueness in ’how safe is safe enough’ was pointed out, if 

the regulator does not have an effective method of quantifying the safety of a plant 

that deviates from the design. This vagueness may be one of the factors that gave 

cause to regulations that rely on subjectivity and a lack of focus. Meanwhile, if 

safety goals are clear, they measure and identify matters that are important to 

safety and may have facilitate narrowing down those that require more focused 

injection of regulatory resources. 

Once the importance of objectivity regulations has taken root, even if an accident 

occurred and revision of regulations became necessary to prevent recurrence, 

regulations added as a result are likely to have a certain level of predictability. 

However, realising that would warrant it important for operators to keep 

implementing risk-based safety improvement activities and for the regulator and 

the operators to keep communicating about safety improvement – even during 

ordinary times with no accident taking place – to enable smooth response when 

regulations are being revised. This point was strongly emphasised by an expert 

during the overseas interview surveys. 

d)  Extending the operation lifetime as long as possible 

As for long-term operation, a bad example indicated in the literature surveys was 

legislative and political communication on limiting operation lifetime at 40 years in Japan. 

Meanwhile, the overseas interview surveys indicated that long-term operation is 

technically possible regardless of the number of years elapsed since the construction if 

safety is periodically confirmed. However, that periodic safety review must not be single 

special events presupposes regular safety review as part of daily routine. 

Summarising the above, the following can be extracted as factors to realise improvement 

of both nuclear safety and the capacity factor: 

a. Regulator: Practicable and reasonable regulations with high predictability 

b. Operator: Prevention of abnormal operation and failures, continuous confirmation 

of safety as part of daily routine, continued safety improvement activities 

c. Regulator and operator: application of risk-informed, mutual communications 

during ordinary times 
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Common conditions necessary for the improvement of both nuclear safety and effective 

use are as follows: 

a)  Regulator: Practicable and reasonable regulations with high predictability 

To ensure safety and realise effective regulations, a regulator shall always question 

‘how safe is safe enough’. Meanwhile, a regulator often lacks experience and may 

not be able to appropriately adapt risk information at first. One possible way around 

this is to start focusing on check list–type regulations that rely on design basis. Even 

in that case, the regulator shall not implement inflexible regulations without 

considering what is really important for the safety operation of the NPPs. The 

regulator should always try to find out what level of safety is ensured by the 

regulations currently in place, whilst respecting the operator’s voluntary activities. 

In finding out, the regulator shall supplement its experience by learning from 

precedents all over the world. 

Also, to appropriately judge safety, a regulator must be independent of supporters 

and opponents. Leaning towards one of them may result in the regulator easily 

giving up in studying about safety when something becomes unsure and make a 

decision beneficial to supporters or opponents. These need to be avoided. 

b)  Operator: Prevention of abnormal operation and failures, continuous 

confirmation of safety as part of daily routine, continued safety improvement 

activities 

Improving both safety and the capacity factor directly affects the operator’s 

business. Therefore, it is desirable that the operator perform these activities as its 

initiatives whether regulations are in place or not. In so doing, whilst it is important 

to take measures to prevent existing equipment to break, the operator is 

encouraged to voluntarily study what level of influence equipment breakdown will 

have on the overall safety of the plant if the equipment breaks. Also, the operator 

should take a graded approach according to the level of influence on safety to 

protect what is more important, including staff and the organisation, not only the 

equipment. 

Operators should not forget nuclear safety even after they had conducted 

investigations. Through the PRA and cost–benefit assessment, the operator should 

always seek improvement for more appropriate safety including a review of its daily 

routine, assuming unidentified risks still remain, and transform itself. This is the very 

thing that leads to realisation of a safety culture. 

An operator should autonomously conduct activities like those above and inform 

various stakeholders on the reasonableness of its approaches to gain stakeholders’ 

trust. 
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c)  Regulator and operator: application of risk-informed, communications during 

ordinary times 

For a regulator to identify ‘how safe is safe enough’ more quantitatively and 

implement relevant regulations, the regulator needs to educate itself about 

applying risk-informed and to fully master it. Only by operating a plant does it 

become possible to discern good outcomes and problems of the plant. For that 

reason, whilst keeping a plant operating, to enable inspection, carrying out safety 

improvement measures associated with the revision of regulations if necessary, 

regarding risk-information need to be realised. This also applies to the operators 

requested to transform themselves to improve both safety and capacity factor. 

However, in so doing, if the knowledge of the regulator about the safety of a plant 

is different from that of the operator of the same plant, discord may emerge 

between the regulator and the operator. This may hinder proper management, 

especially such discord resulting from the regulator overly prioritising 

independence and becoming isolated. Communication between the regulator and 

the operator is essential to bridge the knowledge gap between the regulator and 

the operators. However, communication may fail if only the concerned parties are 

involved. For this reason, assessment, monitoring, and encouragement to improve 

by third parties, and leadership and transparent and open communication will be 

needed in addition to taking initiatives. 

Additionally, discord may arise due to differences in the understanding of the 

acceptable level of safety goals. At the IAEA’s conference described in chapter 3, 

participants stated that the overarching safety objectives to protect people, society, 

and environment are common, and harmonising regulatory approaches will 

contribute to improved common understanding. The content of regulations may be 

made to fit the circumstances of the country as, for example, the type of introduced 

reactor varies country to country. However, it is desirable to harmonise the 

consensus of regulatory approaches that the world considers favourable. 

Based on the above, what is written in Table 4.1 can be extracted as common 

conditions. The IEEJ showed the attitude and the direction to realise these common 

conditions (Figure 4.3). 
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Table 4.1: Attitude for Improving Nuclear Safety and Effective Use 

Regulator - Always ask and find out ‘how safe is safe enough’. 
- In finding out the above, learn from precedents around the world. 
- Be independent from both supporters and opponents (whilst avoiding 

becoming isolated). 

Operator - Take a graded approach according to the level of influence on safety. 
- Always seek, through probabilistic risk assessment and cost–benefit 

assessment, for potential means of improvement for more appropriate 
safety assurance, including review of daily routine, assuming unidentified 
risks remain, and transform itself. 

- - Tell various stakeholders the reasonableness of its approaches to gain 
stakeholders’ trust. 

Regulator 
and 
operator 

- Accept assessment, monitoring, and encouragement to improve by third 
parties in addition to own initiatives. 

- Provide leadership and ensure transparent and open communication to 
realise the above. 

- Attempt to harmonise each countries’ nuclear regulation with 
international common concept about safety goals and approaches to 
safety. 

Source: Authors. 

 

Figure 4.3: Direction for Improving Nuclear Safety and Effective Use 

  

Source: Authors. 
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by government and society

Management with goal-setting
based on adequate experience

Assessment, monitoring and 
continued improvement

⇒ Harmonised management of 
regulations balanced with human 

and organisationalculture

(Application of risk-informed)

Acceptable
(Tolerable)

Unacceptable

Broadly 
acceptable

Transparent and open communication 
with society based on leadership

(Safety culture)

◆
◆

◆

◆

EXP A

EXP B

EXP C
EXP D
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2. Recommendations 

The policy proposals based on the analyses so far are listed below. 

1)  Approach to safety 

• The tolerable range of risks is to be determined. 

• Safety is to be judged based on whether residual risks are within the tolerable 

range. The tolerable range should be regarded as ‘safety goal’. 

• The judgement is to be made by applying both the deterministic method and the 

PRA concept. 

2)  Approach to safety improvement measures 

• Regarding safety improvement measures, the regulator shall not enforce any 

specific method or equipment on operators. Since the operators are familiar 

with the risks, the regulator is to restrict its activities to judging the proposals of 

the operators according to the operator’s individual circumstances. 

• Decision on whether to accept safety improvement measures will be made after 

evaluating the costs and benefits. In making the decision, the regulators are to 

provide technical grounds. 

• Long-term suspension without technical grounds is to be avoided. Only by 

operating does it become possible to discern good outcomes and problems 

about the safety improvement of a facility. Non-operating facilities could never 

demonstrate improvement in safety. 

3)  Concept of regulations 

• Regulations shall be reasonable and practicable. 

4)  Governmental involvement in regulation 

• The government establishes an agency that monitors unreasonable regulations, 

such as making regulatory orders without legal grounds and managing with legal 

grounds but without technical grounds. 

• When a regulation is revised, its reasonableness is to be discussed in parliament. 

5)  Active initiatives by operators 

• Operators are to autonomously initiate the evaluation of safety and costs and 

benefits in light of the safety goal, and to reflect the outcome on their 

management. 

• If a regulator’s decision is questionable, the operator is to appeal to a monitoring 

agency or court for review. 

As an example of responses to the policy proposals above, Table 4.2 shows actions 

concerning the operation period of an NPP that affects long-term capacity factor and 

directly influences the future business plan of the operator. 
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Table 4.2: Examples of Responses to Policy Proposals on Lifetime Extension 

Source: Authors.   

Concept Judgement will be made technically, based on whether risks during 
operation are in a tolerable range. 

 

Government The operation period will not be restricted by law. It will be left to the 
judgement of the regulator, and the operation will be monitored throughout 
the lifetime by periodic safety review. 

 

Operator Safety during operation in the future will be technically assessed by the 
operator itself. The operation period in which safety can be ensured and the 
safety improvement measures needed for that will be reflected on the 
business plan according to the circumstances of the individual plant (e.g. 
period of suspension). Every safety improvement measure will be reviewed 
by balancing costs and benefits. 

 

Regulator When an operator submits a proposal (assessment and safety improvement 
measures, where necessary), the regulator will make a technical decision on 
the acceptability of the safety improvement measures, and the decision 
criteria will be clarified. The regulator will never decide on its own discretion 
without accepting proposals from the operators. 

 

Third-party 
watchdog 

A third party, such as the National Audit Office in parliament, will oversee 
the regulatory activities and warn the regulator when regulatory activities 
are not reasonable. 
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