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Introduction

We at JREU have been building a safety climate through strong discussions with management since this company started on 1 April 1987.  It has been a struggle to create a new culture, changing from blaming individuals to investigating causes, and to build safety-first workplaces.  It was not an easy path.  On the contrary it was created only through frank discussions with management and even among workers.  It was a struggle.  In this sense, these fifteen years were marked as a challenge for safety from the workplace.

We experienced a tragic accident on the Yamanote freight line on 21 February 1999, when we lost five precious workers of a contract company along the track. This accident gave a tremendous shock to workers who worked in track maintenance, and gave us a tough question of how we should protect workers.  We realized that we did not have complete measures to eliminate fatal accidents, although we had discussed again and again on safety since JR East started.

After this Yamanote accident, we set a new rule that maintenance work should basically be done during a Track Closure.  However an accident occurred on 22 August 2001 even though this was supposed to be in the Track Closure.  I would like to elaborate how we at JREU Omiya have responded to this accident in this report.

Before the Yamanote accident in 1999, although large-scale maintenance projects such as rerailing used to be done during a Track Closure, all maintenance work was not done in that way.  For instance, preparation jobs or small-scale tasks were done during train intervals or with watchers in the daytime.  However, the new safety rule was agreed between labor and management on 17 March 1999 after the Yamanote accident, as I mentioned earlier.  This rule substantially changed the system of maintenance work, forbidding work which relied only on the attentiveness of watchers, and ensuring that work would be done in a Track Closure.  The Track Closure is a way of carrying out track maintenance work on a closed track by preventing trains from running into the section.  It aims to guarantee maintenance workers’ lives.  Most maintenance work had been done under the Track Closure after the Yamanote freight line accident.

From the view point of worksite workers, however, night time work increased because of this change.  Work hours per day also lessened and the time period needed for a project was lengthened.  As working conditions changed so drastically, workers complained a lot. We discussed with our members again and again that protecting one’s life is an absolute value we had to keep and tried to change their frame of mind and to build up safety culture.  As a result, the number of cases that workers did not move away from the track smoothly to wait for a train decreased.  The practice of the Track Closure also seemed to take root in workplaces.  The accident I would like to focus on happened in such a situation.

The accident in which a special train hit two carts for maintenance work last year happened primarily because of a mismanagement of the Track Closure.  If every thing had gone wrong, we might have lost seventeen workers lives.

Since 1 April 1987, we have lost the precious lives of 117 JR East employees and employees of contract companies because of workplace accidents and railway accidents.  About 90 % of the deceased were maintenance workers.  In order not to waste their priceless lives, I will report lessons and proposals from the cart accident on 22 August 2001 as a challenge for railway safety.

Carts were hit by a train -- we almost died

At 26 minutes past midnight on 22 August 2001, a special train hit two carts full of equipment and tools for maintenance work between Urawa and Omiya on the Tohoku mainline.  Seventeen workers could have been killed if they had not moved quickly.

On that night, a JR East worker set out from his maintenance depot by car at 23:50.  On the way to the site, he picked up a person in charge of the Track Closure for this work.  At the site the roll was called.  Except the first one all workers were contract company employees.  After preparation for the job, they waited for the start.  When the man in charge of the Track Closure called out that the down track was closed, a track maintenance manager repeated the call and confirmed the Track Closure.  Then workers set two carts and a generator on the track, and equipment and tools for maintenance were loaded on the carts to start.  Seventeen men started toward the point.  At that time no one ever knew that the last train of the day, a special train 9891M, was running 11 minutes behind the schedule.

According to the testimony of the JR worker, when they walked about 150 meters towards Tokyo, he heard a shout from ahead crying “Run away!  Clear!”  When he looked up, a train was almost before his eyes with deafening whistling.  All the workers jumped away from the track.  At the same time, the train hit the carts and their full load, a generator, jacks and other equipment with a shattering sound.  The train passed through in an instant with spattering sparks.  While the JR worker thanked god that he did not die, he feared that some of the workers must have been hit by the train.  He came to himself when the man in charge called out, “Is every one all right?”  He also tried to collect all workers at a near-by stairway, although he was still distracted and upset.  Some workers roared to the man in charge, “You said the track was closed” “Damn you, were you gonna kill us?”  The JR worker counted each one of them with a shaking finger, and confirmed all of them were all right.

There were six tracks running at the site with a slight upward slope and a 1300 meter-radius curve.  The train ran at 90 km/h.  It was only about 100 meters’ distance when the first man of the file noticed the train.  If it had been one second later, the seventeen men would have been dead.

Review -- why did the accident happen?

The direct cause of this accident was found to be that the person in charge of the Track Closure had not phoned to the designated station to ask to start the Track Closure as required in the rule.  However, we did not stop there, but kept investigating to the bottom of the matter and found more complicated factors through discussion.  Here is what we discovered. A) Another JR employee in charge of the Track Closure did not inform his counterpart in the contract company about the special train.  B) The track maintenance manager did not confirm the time of the special train at a preparation meeting with a station staff.  C) The group did not actually see that the last train of the day had run.

There were also some other points we have to consider regarding workplace safety culture.  These are:  A) Workers wanted to finish the work as soon as possible because a typhoon was approaching.  B) Workers took the Track Closure job lightly because they were used to it.  C) Workers were not punctual in turning up for the job.

Struggle after the accident

After this accident on 22 August 2001, JREU Omiya district office immediately demanded to call off all work on inside tracks for the time being.  Investigating causes of the accident and examining countermeasures, labor and management agreed to carry out safety training for all employees.

We also held our own meetings several times at the branch level and the chapter level in order to agree on what we recognized about the accident and to establish a safety first worksite environment.  At a chapter-representative meeting, members said at first, “It was not an accident in my workplace” “Such an accident would never happen in my depot” “My Shinkansen depot is safer than their depot.”  It seemed difficult for them to think about what would have happened if the accident had occurred in their own depot.  However, we insisted on repeated discussions because we were afraid that without changing such a workplace climate and creating awareness to face reality of the accident, similar accidents could happen again.  Through these discussions we were at last able to agree unanimously that protecting our lives is absolutely important.

After this chapter-representative meeting, we held safety meetings at every maintenance depot.  Our members said, “Thank god there was no casualty” “A person in charge of Track Closure must be well aware of the heavy responsibility that workers lives are in his hand” “I now realized how important to follow the rules”  They seemed to understand the significance of that accident.

On the other hand, I must say that some members still complained that if halting the work was continued, the schedule would be delayed, or that we should let them start to work.  We have to face the reality that a jobs-first attitude rather than safety is dominant at the worksite.
We at JREU Omiya district office went to the contract company to investigate the accident and discussed the situation and probable causes with the workers involved.  We also participated in safety meetings held by the JREU maintenance section group and other district offices and emphasized how serious the accident was.

After repeated discussions between JREU Omiya and JR East Omiya branch, JR East took 4 counter-measures to prevent that kind of accidents as follows: A) double check system when starting the Track Closure, B) re-training for persons in charge of the Track Closure, C) the person or persons in charge of the Track Closure must make sure to confirm the train schedule with station staff, D) the head of the depot must confirm the procedure of the Track Closure.  “Double check” is a system that when a person in charge is going to start the Track Closure, another person goes with him and confirms it together.  In this way if the person in charge misses something, the second worker could point it out and accidents could be avoided.

We also negotiated with management to establish the accident day, 22 August, as the Safety Day in Omiya, and to carry out safety training for all maintenance workers every year.  We held safety meetings at every chapter in our district after work on that day this year so that we would not let this experience fade with time, and to improve the safety climate.

The most effective measure to protect maintenance workers on the track is to work under the Track Closure.  Workers used to notify of the Track Closure by using a JR phone along side the track, and they did this by crossing the track.  This system is changed to be able to notify through a mobile phone without crossing the track, in order to do the Track Closure in a safer way.

However, we must note that although we decided to take good measures, similar accidents would happen if we do not put these measures into practice.  Therefore I think that the most important thing in safety is awareness to tackle the problems of safety and worksite culture.

Keep challenging for safety as a trade union

The accident between the carts and the train was an unforgettable one and we have learned a lot from it.  Learning from the worksite of an accident and from those who happened to trigger an accident is the basic stance for us.  Standing on this base, it is important to have discussions with our members.  What is still more important is to look into causes of an accident and discuss them with members.  In order to do so, it is essential to create an atmosphere that people can tell the truth about an accident.  We, leaders of the union, must break down the current situation and fight to build such an atmosphere from workplace.

We should be proud ourselves that workers in the front line are ensuring safe and reliable  service at JR East, and appeal to members that we will protect passengers and fellow workers by protecting our own lives.

In retrospect, I really think that it was very fortunate that no fellow workers died.  I also strongly feel that we should not let maintenance workers experience such a miserable feeling.  We will keep challenging for safety from the workplace, thinking about the deceased workers and their families and being determined not to repeat tragic accidents.
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