Lessons to be Drawn from the Train Derailment Accident on JR West’s Fukuchiyama Line

Toshio Murata

Director of Negotiation Department

East Japan Railway Workers’ Union (JREU)

I. An Overview of the JR West Train Accident

On April 25, 2005, at 9:19 a.m., Japan’s deadliest rail disaster occurred on West Japan Railway Company’s (JR West) Fukuchiyama Line when a seven-car train derailed and overturned, claiming 107 lives.  More than 500 people were injured.

Five cars of the seven-car train fell sideways and derailed along a curved section, and the first and second cars slammed into an apartment building near the tracks.  The first car crashed into a multistory parking garage in the ground floor of the apartment building and was compacted to half its original length.  The second car rammed into the building’s wall and fractured into an L shape.  The fact that most of the killed and injured passengers were in these first two cars is indicative of how strong the impact of the crash was.

The Land, Infrastructure and Transport Ministry's Aircraft and Railway Accidents Investigation Commission is now in the process of analyzing how the derailment occurred.  The direct cause of the derailment is believed to be that the train was traveling toward the curve at a speed of more than 100 kph when it derailed, although the curved section had a speed limit of 70 kph.

The main question that should be asked here is why the driver entered the curve at such a high speed.  We must focus on possible factors behind this accident and clear up the causes.

II. Contributory Factors

One of the contributory factors is that at the last stop before crashing, the driver of the ill-fated train overran the stop mark by 60 meters, as a result of which he left the station one minute and 30 seconds behind schedule.  After this overrun, the motorman asked the conductor to underreport the overrun distance.  Complying with the driver’s request, the conductor reported to the command center that the train had overrun the stop point by 8 meters.

Secondly, before this accident, the train driver had made some mistakes and was punished.  JR West takes employees off their duties to impose a punishment called nikkin kyoiku, an in-house re-education program, on the pretext of minor mistakes.  This retraining session conducted under the control of some supervisors takes crew members off their duties on the trains and includes making crew members do chores that are completely irrelevant to safety, such as copying rulebooks and weeding, for many days.

Following the train accident, a trade union called the West Japan Railway Workers’ Union (JRWU) carried out a survey using a questionnaire, which found that approximately 37 percent of the crew members received such nikkin kyoiku retraining during which they were abused by supervisors and were subject to exemplary treatment.

The JRWU is a trade union that does not negotiate with JR West from the workers’ point of view but has consistently been promoting the company’s policy lines.  This explains why nikkin kotuku retraining still exists despite being far removed from being a means of preventing accidents.  In this sense, this trade union is one of the parties who should shoulder the blame for the recent train accident.  That this nikkin kyoiku re-education is such a common practice is reflected in the numbers identified by this trade union’s survey.  What is worse is that some of the workers who underwent this nikkin kyoiku retraining committed suicide because of the anguish they suffered during their retraining sessions.

The driver of the ill-fated train was previously subjected to nikkin kyoiku retraining sessions for 13 days for mistakes he made while driving a train.  The nikkin kyoiku dayshift education program not only causes mental suffering to workers, but also inflicts economic damage as drivers who attend retraining sessions are not entitled to receive the service allowance for on-duty personnel.  Thus it is only natural that the driver who overran the station might have been wary the punishment he would receive and of how he could alleviate the punishment.  In this mental state, the motorman might have been speeding to make up for the delay or he might have been overly concerned about his own future – it’s anybody’s guess.  At any event, the ill-fated train kept traveling toward the curved section at excessive speed.

Fellow workers who drive trains at this section have told us that the straight section preceding the curve has numerous crossings and train drivers see pedestrians crossing the tracks immediately before the trains pass, so that this curved section is included in a list of railway sections that demand particularly careful attention.  The section does not allow drivers to make up for a delay and entering this section at a speed exceeding 100 kph is impossible.  Judging from their views, we can easily imagine that the driver was in an unusual mental state.

Following this accident, the nikkin kyoiku retraining program has not been discontinued.  One day, a driver, who is a member of the JRWU and is promoting the movement with us, noticed that railway signals had changed from the previous day and checked with the command center, which told him that the signals had changed as of that day, the clarification of which inevitably created a delay of one minute and 30 seconds to the schedule.  However, the driver was not formally advised of this change.  Still, he was ordered to attend the nikkin kyoiku retraining sessions.  In response, the JRWU set about withdrawing the order and successfully made the company executives admit their fault.  This effort has helped the member from experiencing an unpleasant situation and, at the same time, has provided an additional guideline for safety activities.

III. JR West’s Unsafe Corporate Structure

JR West, together with the JRWU, boycotted the 1990 International Railway Safety Conference, maintaining, “Safety is a management issue that trade unions should not stick their nose into.”
However, in the following year, 1991, a terrible disaster occurred when a JR West express train, which was using the tracks of Shigaraki-kogen Railway Co. (SKR), crashed head on with a local SKR train, claiming more than 40 lives.  The direct cause of this deadly accident was that that the SKR driver started his train at his own discretion after assuming that a starting signal failing to turn green was faulty.  However, the starting signal failed to turn green because JR West, without permission from SKR, modified the signal circuit so that its trains could travel on SKR’s tracks on a preferential basis.  Following this accident, JR West laid the blame on SKR and made no apology to the victims.  Later, after the company lost its case, JR West finally offered its apologies.

In 1999, a concrete piece fell from the tunnel wall onto a Shinkansen bullet train in a tunnel on JR West’s Sanyo Shinkansen Line.  JR West, however, declared the tunnels safe without carrying out adequate safety measures.  But immediately after the Shinkansen bullet train started, another piece of the concrete wall fell.  In 2002, when police officers and rescue workers were trying to rescue a passenger who was struck by a train, the station staff, without checking for safety, allowed another train to rush headlong into the site, killing one of the rescue workers.  In this way, JR West has caused numerous major accidents; nonetheless, in each and every case, the company executives have never accepted blame but, rather, have consistently sought to cast the blame on other companies or field workers.  The recent Fukuchiyama Line train accident might not have occurred if the company had been more regretful and learned the lessons from the accidents it had experienced over the years.
IV. The JREU’s Efforts

In 1988, immediately after the JREU came into existence, the Higashi-Nakano accident occurred, claiming two lives.  Drawing a lesson from this accident, the JREU held a Safety Forum in 1989 and set about trade union efforts to establish safety.  In 1990, the International Railway Safety Conference took place under the joint auspices of East Japan Railway Company (JR East) and the JREU.  Through this conference, we have made clear our stance that we cannot ensure safety under any finger-pointing policy, which has been continuing since the days of the former Japan National Railways, and we should clarify the causes in order to prevent a repeat of similar events and to prevent accidents; we have established our safety philosophy as a shift from finger pointing to cause finding.  Needless to say, underlying this safety philosophy is the recognition that establishing safety is a common issue for both labor and management.

JR West has flatly refused to accept this safety philosophy and, as mentioned earlier, has blamed workers for human errors.  The company has followed a principle of showing little leniency, has enforced unreasonable rules to frighten workers into obeying orders, and has totally rejected the safety philosophy of cause finding instead of finger pointing.

Learning a bitter lesson from the deadly rail disaster that claimed 107 invaluable lives, the JREU has undertaken a union-wide effort to clarify the causes of the accident by taking a look at the realities of the workplace in order to prevent a similar accident being repeated.

In this effort, we must shed light on the meaning of the safety philosophy of cause finding instead of finger pointing through discussions among workers and managers in all workplaces.  Such discussions should be based on the recognition that safety is supported by the historical accumulation of our predecessors’ wisdom about dangers, and that danger is the normal state while safety is a special condition; a failure to ensure safety will always result in dangers surfacing; human activity always involves human factors that contribute to human errors – namely, if a person is involved at an crucial point of an accident, an investigation into the cause should not focus on that person alone.  Instead, the investigation must take a look at diverse factors that make up the job, which include interaction between humans, machines and the environment, direct occupational missions, and the managers who oversee the workers.  An accident should be analyzed with due consideration to these factors and thereby the true causes and contributory factors must be identified.

V. Efforts to Clarify the Cause

The accident that occurred this time involving JR West can be analyzed by this approach:

(a) Humans: The driver of the ill-fated train was in a hurry to make up for the delay caused by an overrun and was worried about possible consequences.

(b) Machines: The train was a lightweight train with an ATS system that would not automatically apply the brakes on the cars even if the train were exceeding the speed limit.

(c) The environment: Preceding the curve, the train ran along a long straight section where train drivers are apt to speed up; this curve was changed to the present 300-meter radius curve because the company wanted to gain advantage over its competitors.

(d) Missions: The driver was vested with a mission of arriving at each station at a fixed time = observing the on-schedule operation rule.

(e) Managers: The company executives adhere to the principle of showing little leniency, follow a policy of placing priority on profits, and place the train diagram at the top of their agenda.

This analysis finds that the driver was involved at a crucial point of the accident, but there is a strong likelihood that other factors could have prevented this accident from occurring.  In other words, when we think in terms of human error, if some causes of human errors had been eliminated before the train reached the crucial point, the accident would not have occurred.

Based on this analysis, the JREU have entered into collective bargaining with the company and confirmed the safety philosophy as a shift from finger pointing to cause finding – in particular regarding two matters.  First, we have confirmed that the principle of showing little leniency cannot maintain safety.  The manner in which workers who have made mistakes are treated is arguable, however.  Secondly, we have confirmed that the company would improve the necessary hardware at the earliest possible occasion.  Specifically, we have confirmed that the company will install speed-indicator advanced automatic train stop (ATSP) devices in about 1,000 locations.

However, in order to attain true safety consciousness, this confirmation between labor and management must be publicized throughout the workplace, and nipping accidents in the bud at the workplace is crucial.  In order to nip accidents in the bud, in particular, a workplace environment and a relationship of mutual trust that allows people to reveal the truth must be in place.  Creating down-to-earth measures through constant efforts to achieve this will be the quickest way to build safe railways.

I would like to conclude my speech by maintaining that we, the East Japan Railway Workers’ Union, consider it the responsibility of both labor and management to see that this effort is implemented.
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