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Abstract 
 

Specification, in order to ensure operational safety. However, like any industrial installation, nuclear power 

plants are subject to failures and outages of structures, systems and components. Depending on the failure, 

simple corrective maintenance can occur, even situations of unavailability of equipment, systems or structures. 

In general, nuclear power plants have preventive maintenance programs, based on manufacturers' 

recommendations and operational experience, in order to avoid the occurrence of failures. However, these run 

in different degrees of importance, requiring an assessment and classification of these failures to be carried 

out. The most significant failures must be analyzed carefully and robustly. These failure situations can even 

compromise one or more critical safety functions, functions which, if satisfied, guarantee the operational 

safety of a nuclear plant. Such a situation, where the safety of the plant can be challenged, leading to an 

abnormal operating situation, interruption of operation, or even nuclear accident situations. It is called an 

operational event. An operational event is any event that may occur in a nuclear plant causing an unplanned 

transient or significantly affecting the plant's response characteristics, which may evolve into unscheduled or 

forced, automatic shutdowns and even events leading to emergency plan activations or nuclear accidents. In 

this way, it is important that each event is classified, analyzed, understood, presented its root cause(s) and 

associated corrective actions. In this context, there is also an important space to identify events that may be 

recurrent, related to human failures, degradations due to aging, design deficiencies, among other causes. In 

general, these events must present an assessment consisting of Lessons Learned, in order to avoid the 

recurrence of these events and also create material to be used in a necessary Knowledge Management. There 

are several methodologies for determining the root cause and an event. The IAEA presents a methodology 

considered efficient and also allows an integration with the information sharing system on nuclear events that 

occur in several nuclear power plants around the world. This system is called the International Report System 

– IRS. This paper aims to present an overview of this methodology, this international information sharing 

system and the main aspects associated with the evaluation of nuclear power plant events. 
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