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Introduction

　 At around 9:18 on the morning of April 25, 2005, a train derailed on the JR West Fukuchiyama line, resulting in 108 deaths and 562 injured.
　 The Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism investigated the cause of this accident.  On June 28, 2007, two years after the accident, the Commission presented a Final Report entitled "The West Japan Railway Company Train Derailing Accident between Tsukaguchi Station and Amagasaki Station on the Fukuchiyama Line."  For the first time in the history of investigation reports for railroad accidents in Japan, this report went beyond specifying the direct cause of the accident to also stipulate background factors leading up to the accident and reported that organizational flaws in the JR West were factors involved in causing the accident.
   Based on this report, we, East Japan Railway Workers' Union decided to take accident education into their own hands and launched actions to create a safe JR East.
   At the International Rail Safety Conference in India last year, we gave a presentation entitled "Lessons from the Fatal Accident on the JR Fukuchiyama Line and Challenges from the Workplace to Reaffirm JR East Safety Culture."  The content called for establishing a Cause Investigation Committee from each workplace and aimed for the reestablishment of a workplace culture, “Do not blame individuals, but investigate causes”.  In order to achieve this, the presentation asserted that it is necessary to (1) abolish the punitive in-house re-education program known as "Nikkin-Kyoiku" stipulated in the Accident Report and replace it with safety and technical training designed to prevent accident reoccurrence, (2) abolish disciplinary measures for human error, and (3) have all railway companies give importance to cause investigation involving a focus on measures to prevent reoccurrence rather than punishment involving a focus on accountability for errors, and to establish systems to enact these ideals.
   Herein, I shall report on the achievements accomplished and problems discovered while striving towards this goal for one year.  I shall also report on the status of "Human Error and Punishment" in railway companies in Japan.

1. "Final Report" of the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism

   On June 28, 2007, the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism announced a Final Report entitled "The West Japan Railway Company Train Derailing Accident between Tsukaguchi Station and Amagasaki Station on the Fukuchiyama Line."
   Of course, the cause of the accident is stated to be, "traveling through a curve with a speed limit of 70 km/h at approximately 116 km/h due to a delay in break application."  However, particularly ground-breaking was the pursuit of background factors behind the "delay in break application."
   The 4th "cause" entry in the Final Report reads as follows.
   "Regarding the cause of the delay in applying the break by the driver in this accident, it is thought that just as the conductor hung up the radio after the driver requested the conductor to make a false report, the driver's attention was swayed from operating the train due to focusing on subsequent communication between the conductor and the dispatcher, worrying over the possibility of being forced to undergo Nikkin-Kyoiku, and thinking of excuses for his error.  There is a possibility that the system of this company for managing drivers contributed to the driver requesting a false report on the train radio and his attention being swayed from operating the train.  This management system involves penalizing drivers who cause incidents by forcing them to undergo Nikkin-Kyoiku and disciplinary measures, and invoking even harsher Nikkin-Kyoiku and disciplinary measures for drivers who neglect to report or make false reports about such incidents."

*The phrase, "it is thought," indicates strong possibility.

*The phrase, "There is a possibility that" indicates that a possibility exists. 

　 In effect, the Aircraft and Railway Accidents Investigation Commission concluded that, "it is possible that the JR West 'Punitive Employee Management Method,' which utilizes Nikkin-Kyoiku and disciplinary measures imposed as penalties upon drivers who cause incidents, may have contributed," to the accident.  And with this as a backdrop, the report goes on to state that railway companies in general, "should promote actions that encourage active reporting such as the preparation of non-punitive report systems," and that JR West specifically, "should alter Nikkin-Kyoiku which is forced on some drivers as a penalty so as not to rely solely on psychological training and instead provide training effective against accident prevention as is fitting for follow up education, such as sufficient training for practical operating technique."
   In response to this Final Report, the government and the Ministry of Land, Infrastructure, Transport and Tourism issued a notification to railway companies on September 4, 2007 stating, "in order to ensure that incidents are voluntarily reported by crewmembers, report systems shall be made non-punitive and reporting systems that contribute to safety measures shall be adequately developed."

2. The "Punitive Employee Management Method" in Japanese Railway Companies

　 In stating that, "it is possible that the Punitive Employee Management Method of the JR West have contributed to the accident," the Final Report of the Aircraft and Railway Accidents Investigation Commission separated itself from past reports by attacking the heart of the issue.  However, unfortunately instruction to Japanese railway companies did not call for an, "abolition of punitive management systems," but instead advised replacement with, "non-punitive reporting systems."  This directive speaks to the fact that the Commission exists under the umbrella of the Ministry of Land, Infrastructure, Transport and Tourism and therefore must follow the will of the government and bureaucracy.  It also reveals the limits of the Aircraft and Railway Accidents Investigation Commission in its inability to be genuinely independent from investigation authorities and its inability to exist as an investigation institution that focuses on prevention of reoccurrence instead of finger pointing. 
   Therefore, we issued a request to the government through the Japan Confederation of Railway Workers' Unions and the Japan Railway Trade Unions Confederation for the establishment of a Japanese version of the National Transportation Safety Board (NTSB), which would not belong to any biased organization and therefore could freely investigate the cause of accidents without being held back by anyone.
   At the same time, we also asked for the opinion of the JR East regarding the JR West Fukuchiyama line derailing accident.  And, by moving towards a non-punitive employee management method, we are working to actualize the reestablishment of a workplace culture, “Do not blame individuals, but investigate causes”.  For this purpose, we are investigating the state of "Human Error and Punishment" in major railway companies in Japan and throughout the world so as to gather material for use in discussions with JR East management geared towards abolishing the "Punitive Employee Management Method." 

　 First, I will report on our findings to date regarding the state of JR East and Japanese railway companies.

 (1) The "Punitive Employee Management Method" of JR East
   In December 2007, JR East mitigated punishment for human error by directly changing the accident report system.
   East Japan Railway Workers' Union asserts that the reasons for this are (1) atrophying employees with the fear of punishment for human error alone does not eradicate real accidents and (2) in order to aspire towards ultimate safety, accidents can only be eradicated through accident cause investigations based on correct reports filed by the person in charge, correct reports of errors that did not result in accidents, and an accumulation of countermeasures based on the analysis of such reports.  This was a product of friction developing between the workplace and the company.  Also during this escalation of friction, the Ministry of Land, Infrastructure, Transport and Tourism released its notification of the establishment of non-punitive reporting systems.
   This revision of the Reporting System of JR East was as follows.
   In a revision that radically changed past versions of the Reporting System, reports were reclassified as (1) "railway operation accidents" that result in actual injuries or death of passengers or employees, (2) incidents that did not result in actual injuries or death of passengers or employees but which can be labeled as "incidents that require caution" in that they can potentially cause such casualties, (3) "incidents that require reporting," or errors which have no potential of resulting in death or injury of passengers or employees, and (4) " close call of mine," or near-misses that occur when an employee almost commits an error.  Also, changes were made regarding the punishment administered according to the magnitude of the accident, error, or near-miss.  The two types of errors which can potentially result in the death or injury of passengers or employee, "railway operation accidents" and "incidents that require caution," were made to require punitive action.  In contrast, no punishment would be administered for the two types of errors which do not have that potential, "incidents that require reporting" and "close call of mine."  Instead, a, "warning to the individual who made the error by the workplace chief," is sufficient for these errors.
   This Reporting System Revision can definitely be viewed as a first step as an effort to completely eradicate human error by summarizing a mass of human errors, analyzing their causes, and implementing the appropriate countermeasures.  However, punishment is being forced upon employees who cause “railway operation accidents” and “incidents that require caution”, and considering that JR East executives are still speaking of, "punishment as one countermeasure against accidents," they are still a long way from a safety philosophy “Do not blame individuals, but investigate causes”.
   Also, on March 31, 2008, the JR East Group announced its "Group Management Vision 2020 – Challenge."  One of the items under the heading "Firm Resolution – Aiming for 'Ultimate Safety'" reads, "using the 'Worst 20 Major Accidents,' to promote endeavors to learn from accidents."  However, this "Worst 20 Major Accidents" list interprets the JR Fukuchiyama Line Train Derailing Accident as a result from, "over speeding at a turn."  And, with the statement of, "therefore, over speeding is bad," it focuses only on the result while neglecting any mention whatsoever of the background factors and the organizational problems that played a part.  Saying this is the same as saying, "don't cause accidents," or, "if an accident happens, it's your fault."  In other words, it cannot be viewed as actually learning from accidents in any sense.  In fact, it can be said that this points towards a complete lack of true cause investigation and "Non-Punitive Employee Management Method" and that no progress has been made in achieving a truly safe standard for JR East.

 (2) No change in the JR West "Punitive Employee Management Method" 3 years after the JR West Fukuchiyama Line Derailing Accident 
   On March 26, 2008, in response to the Final Report for the JR Fukuchiyama Line Derailing Accident by the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism, JR West announced its Basic Safety Plan with the two columns of (1) a reexamination of accident philosophy and (2) introduction of risk assessment.
   The first column, "a reexamination of accident philosophy," abolished the categories of responsibility accidents, apologetic accidents, and direction accidents, implemented the following categories, and changed the Reporting System to conform to them.
 (1) Railway operation accidents --- Railway operation accidents defined as "accidents" by order of the Ministry of Land, Infrastructure, Transport and Tourism

(2) Incidents that require caution --- incidents that present a real and specific threat of causing an accident
(3) Safety Reports --- any incidents other than "accidents" and "incidents that require caution" which hinder the running of trains 
   And, based on employee reports (railway operation accidents, incidents that requires caution, and safety reports), the second column of "introduction of risk assessment" converts risk to a point system with the total (highest danger level, 20 points) of the level of severity at time of occurrence (4 levels, 10 points) + accident possibility (4 levels, 6 points) + occurrence probability (4 levels, 10 points), and then implements measures from the highest point values.
   However, "Nikkin-Kyoiku," which was cited as one of the background factors in the Fukuchiyama Line Derailing Accident, is still given a firm standing as JR West's "Punitive Employee Management System."  This practice of Nikkin-Kyoiku, which was commonly meted out over overwhelmingly long periods spanning several months, was heavily criticized by society after the Fukuchiyama Line Derailing Accident.  In response, it was revised to 7 days, and shortened again in the Basic Safety Plan to a, "5 day period as a general rule."  Also, the name was changed to "training to prevent accident recurrence."  However, the condition of announcing punishment to employees and the state of mind of the employees who are to be punished have not changed at all since before the accident.  Therefore, even with the label of a "Safety Report" equivalent to a near-miss, if employees are punished for reporting, the company culture of not reporting is still maintained.
   And, even if the Nikkin-Kyoiku period is shortened two days from 7 days to 5 days, if "Follow-up Training" is implemented in increments of 1 month, 3 months, 6 months, and 1 year, Nikkin-Kyoiku is effectively expanded to even longer periods since directly after the accident.  Finger pointing in the workplace at JR West is still being implemented under a different name, and absolutely nothing has changed in the problems cited in the Final Report: namely JR West's accident countermeasures consisting of finger pointing as well as its bureaucrat stance which values "Command and Obedience" and "Top Down Authority."  Furthermore, in this kind of workplace culture, there is no way correct reporting can be made by all employees regarding accidents.  Therefore, any introduction of risk assessment that uses a risk point system can only be thought of as a hollow prop to appease the outside world.

 (3) The "Punitive Employee Management Method" in JR Companies
   Regarding the handling of human error at JR companies other than the JR East and JR West as well, they have inherited the Punitive Employee Management Method based in finger pointing from Japanese National Railways.  There has been no change whatsoever even after the Final Report was issued by the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism.
　Specifically,
 [Company A] 

- Nikkin-Kyoiku is set at 3 days for a stopping position mistake and 7 days for a signal passed at danger, but young union member take 7 days for each error.
- Employees who cause an accident must write a letter of apology.  The content of the letter is pre-prepared by the company.  Statements of guilt and confession are drawn out of the employee with prepared wording such as, "If I cause another accident, I will not serve on a train crew again." 

- If an employee reports a near-miss, that employee might be punished.  This creates a workplace environment wherein no one reports near-misses.
 [Company B]

- The amount of days for Nikkin-Kyoiku differs depending on the union and situation.  At the end of Nikkin-Kyoiku, a test is given, and if the employee does not pass, that employee cannot return to serving on a train crew.  The employee is demoted if he fails the test three times in a conventional railway train, or it is six times in the case of a Shinkansen bullet train.  

- In addition to accidents and operation errors, even near-misses necessitate Nikkin-Kyoiku.  In that case, the Nikkin-Kyoiku period and test questions differ depending on the employee's attitude and whether all statements and IC cards (operation data) match.

- Nikkin-Kyoiku and follow up testing are given for mistakes.  If a test score is low, that employee is called to the Guidance Division office, given guidance, and then a conductor searches for flaws. 

- Even SAS is treated as an accident, with Nikkin-Kyoiku and testing afterwards.  Low test scores result in job transfers.
 [Company C]

- Nikkin-Kyoiku before the Fukuchiyama Line Accident was long and only required a letter of apology.  Since the accident tests and screening have been implemented.

- Nikkin-Kyoiku and testing is assigned to all employees who cause accidents.  Most of the tests equivalent to a train driver test are given.  An official tester from the head office comes to administer the test.  In the case of academic performance only, pass or fail will be determined at the discretion of the work place chief.

- In the case of positive breathalyzer indication, immediate suspension, Nikkin-Kyoiku, and testing are administered.

- Running over an ATS beacon results in a judgment of "station overshot" regardless of the platform.  

- A test is administered even in the once-per-month regular training, and for a score of 70 or lower, 1 day of Nikkin-Kyoiku is enforced.

- Other companies give Company C's Reporting System a high evaluation because a great deal more reports were collected than for other companies.  However, in reality, if reports such as, "the signal light is hard to see," are proposed, no resolution is forthcoming, but if it is reported as a near miss, resolutions are prescribed.  In other words, this is less of an "preposition" and more of an encouragement to submit "near miss reports." 
 [Company D]

- The severity of punishment is decided based on the damage amount and amount of tardiness for delays and lateness.

- False reports result in job transfers.

- A slow-speed signal violation accident occurred, and even though the cause was clarified as SAS, the company issued a reprimand.

- The company has announced that starting April 1, it will present token gifts and commendations for submitting near-miss reports.  However, if it is decided to treat the content as an accident, the submitter is punished.

   As seen from the above examples, though there are different levels of severity in the processing systems of each company, the flow of accident, Nikkin-Kyoiku, and punishment is the same across the board.  The Punitive Employee Management Method based on finger pointing for human error is still very much alive. 

 (4) The "Punitive Employee Management Method" in Private Railway Companies

　 The company response to human error in private railway companies is not that different from the stance of JR.  One example of a private railway company stance is as follows.
   Because the signal system is ATC, major human error has not occurred to date.  However, incidents of stopping past the stopping point and overshooting stations do occur frequently.  In response to this human error, the company requires one to two day "basic operation training" as well as submission of general reports and detailed reports.  In such a case, reporting false information leads to severe punishments.  
   Though of course factual reports should be submitted, the reality is that in most cases the employees want to hide the facts.  The reason for these cover ups is that the yearly pay raise is not uniform, but instead based on individual evaluations.  Thus, the Punitive Employee Management Method atrophies employees and engenders a workplace environment wherein they dare not speak the truth.

3. Conclusion

　 As seen from the discussion thus far, the methods of dealing with human error employed by railway companies in Japan do not allow environments where facts are truthfully revealed and correct countermeasures are implemented based on those facts.  Thus, the same kinds of accidents are fated to occur over and over. 
   Also, injured victims and the remaining families of deceased victims of the JR Fukuchiyama Line derailing accident are currently pursuing criminal charges against JR West.  This is not surprising considering the fact that JR West has made earning profits its main corporate philosophy and downplayed the importance of safety, and then on top of that offers up only meaningless gloss in the face of a serious crisis with no signs of actual feelings of remorse.
   However, the reality is that as long as police authorities retain a firm stance in pursuing criminal charges, no truthful answer will surface regarding the question of why the accident occurred. 
   Tomoki Kuwano, head of the Human Error Laboratory at the Japan Institute of Human Factors, made the following comment.
   "The JR Fukuchiyama line accident is not an accident for which designating fault to any one person is warranted.  Instead, it was an 'organizational accident' caused by an accumulation of many factors.  The accident should be recognized as an accident that occurred due to a complex interlocking of issues such as actions by the driver, the ATS set up, and problems in the management culture of JR West.  If this is not recognized up front, an investigation into the cause and proper countermeasures against reoccurrence are impossible...  In the case of this kind of organizational accident, arresting and punishing the direct actor in the incident distorts the ideal state of a proper investigation, and actually works against the benefit of society.  We are trying to draw attention to the fact that giving exemptions from liability in order to allow individuals a chance to speak truthfully is actually better for the public in the final analysis."
   Also, Hidemi Yoshimura, a journalist well-versed in railway accidents, advocates a Japanese version of the NTSB with the following comments.
   "Unlike the NTSB in the USA, the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism is not an investigation institution that is truly free and independent of investigation authorities and able to focus on prevention of reoccurrence instead of finger pointing.  Also, under the Japanese legal system, I think that pursuing criminal charges against the top executives in the JR West is inevitable.  
   But the question is, will this resolve the plethora of problems plaguing JR West since before the accident occurred?  And, most importantly, will it help in preventing a reoccurrence of another severe accident?  I can't help but feel that it will not achieve these ends..."
   In conclusion, we, East Japan Railway Workers' Union raised the following issues.
   First, only a "Non Punitive Employee Management Method" can truly prevent human error.  Second, we shall fight for the Aircraft and Railway Accidents Investigation Commission of the Ministry of Land, Infrastructure, Transport and Tourism to cut its ties to the Ministry of Land, Infrastructure, Transport and Tourism and become a Japanese version of the NTSB, independent of any other organization.
   We wish to assist attainment of this goal by investigating how punishment systems for human error are handled in countries worldwide.  
