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Kuroiso Station Yard - Electrical Feed Diagram
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Kuroiso Station Yard - Electrical Feeder
Shut-off Pattern Diagram
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What is our work environment really like?

1. Work in high Iocatlons

| ack of communication



Prior to work, managers conduct mutual
onfirmations / checks
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How could this happen’

The Labor Union established a “Root Cause
Investigation Committee” to investigate the cause.




Work organization at the time of accident

Prime contractor
[Company A]

Partner Company

Total 22 employees

Subcontractor
[Company B]

(Under transfer to
Company A)

3 people

*Work Foreman
*Track closure
manager
*Power shot-off
manager

2nd Tier
Subcontractor

[Company C]

15 people

2nd Tier
Subcontractor

[Company D]

4 people




Work organization at the time of accident

Recent work schedule of injured member (Company D)

Sept.

Oth
10th

11th

12th
13th
14th

15th
16th

17th

0:00 6:30 9:00 17:30 22:00 24:00

- - Work hours



Series of events from pre-accident communication to start of work

1. Used a copy of the Safety Check Slips for the previous job.

2. Because it was a copy, there were power shut-off marks in locations
where power had not been shut-off.

3. The planned work location turned out to be already completed, so

they decided to work on a location that had not yet been completed.

4. They were going to change their assigned work after having a discussion with JR.
However, they were unable to discuss with the worker of that day, so,

they faxed the slip for the assigned work without making changes.

5. They were going to talk to the worker later,
to change the assigned work.

6. They did not test if power was shut-off, nor did they provide proper grounding
prior to starting work.




Direct Cause

Shut-off check /
Slips ) 5 Grounding

How could this happen?



Root cause 1

RRn RbFEREE

When faxed it becomes
black & white

RBMA BETEME

Support chart
prepared In color




Root cause 2

Want to discuss a change to the assigned
work with JR, but short-staff makes it
difficult to communicate.

They’re not N B
picking up ...1? 8 |
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Root cause 3
Work plan needed 3 months in advance...

...makes it difficult to change plans.

Root cause 4
Lack of staff at partner company...

... Prime contractor copes by sending “reverse transfer”.

Root cause 5
Actual work time secured for this work ...

...a mere 25 minutes.
Root cause 6
Chances of securing work time ...

... limited to a few times per year.



According to company rules ...

shut-off check,
No work.

Ensure that power\

IS shut-off before
starting work.

>




Emergency actions taken by the company

after the accident.

* Not to repeat accident
= “One-way education

* To confirm knowledge
= Test

Those who fail to meet the require

standard, prohibited to work
pass the requirements.
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Company Countermeasures

Form No. 269 (Countermeasure in response to accident)

1. Absolute confirmation of power shut-off

0\5\\

qe
— Visually check that power is shi* OO\

NSy

— Installatior \ Q(G ‘ .nachlnes

\\
3. Pr~’ \N\\\ . .planned or unauthorized we ,\006‘
a(‘(\ecf’e:J stringent safety meetings. 0\ e(®
R\

— In principle, once signe”’ ¢, A\ dssignments may not

S
be changed. . 03\)5
4. Increase s* 00O

%)

2. Visually clearer support " ‘\\_

6‘

— Inc sarety patrol on managers with an accident

history.



Omiya Local HQ submits “Form No. 6”
to make an emergency reques’.

W H A i 7 % 1 e = 2 Ao e S
A ] U 4
B H AR R & G 97 RS
k B M F F W =
VVO I ke I'S VOICeE
(Al ERRRATEELLENSHIHADREN
ERR2 049 A1 70 (k) 384 345 REEN CREY
BT DL VIV E LB ARA LE L, BT
it hn g 1<, TREZERERTSML L TORES

their anger

Does not make sense to
conducting tests
before root cause Is clarified!



The company’s argument

This accident occurred because:

“Basic rules are not followed.”
“Mintimum work rules need to be known”

I Justification of Tests




Voice from the Workplace

It will not prevent

future accidents! <

Does Corporate
understand what Is
actually happening
at the workplace!?

The tests are

contradictory!!



What the Root Cause Investigation
Committee has i1dentified

1. Appropriate personnel are lacking in the
workplace.

2. Increase in work volume has resulted In
checks being skipped.

3. Workplace conditions are not accurately
grasped because of organizational
changes resulting from veteran workers
nearing retirement age.



Rebuilding the Maintenance Organization
(Facility 21)

Appropriate job classification

Work requiring specialized
expertise from past
experience conducted by

JR to focus on adopting
latest advanced

technology
partner company
Technology experts Technology experts
In constructior in facility management

(Maintenance group) (Planning group)



Responsible construction organization
for construction work

JR

Prime
contractor

- Work order confirmation staff

Partner Company
- Track closure manager

- Work foreman

“reverse transfer”

Management

1 Construction

Subcontractor

v y

Everything
subcontracted

2nd tier
subcontractor

2nd tier

subcontractor




Flow of work contract

Paliiner 2nd {ler
J R SUbeantiactos
Campainy subcontractor

10000
N
10000

As long as there Is a contract,
let them take care of everything...



Afraid to tell the We will be
truth to the disciplined.

— company N\

. H II

Problems In management
can Jeopardize safety.

\



— Lessons from past accidents —

Feb. 21, 1999
Yamanote line man-vehicle fatal collision accident with a freight train

...... Prevent contact with train

July 20, 1997
Tohoku line Fujita Station yard fatal electrocution accident

...... Prevent electrocution

September 4, 1993
Sobu line Higata Station yard fatal electrocution accident

...... Prevent fall

Wonderful rules and safety facilities
are of little help unless the workers cannot use them!



Our 1ssues

1. Secure necessary staff.

2. Reconsider outsourcing of work that may be
detrimental to safety.

3. Review the variety of countermeasures
established In response to various accidents.
Try to review and modify the safety Safety
Check Slips and other check lists.

4. Rebuild a workplace that enables technology
transfer.



Mot is omr parsoatie gp safefy!



Learn from the realities of the workplace;

workers are able to tell the truth

What Is needed in the workplace...

“Workers come first”

“Stop pointing fingers and investigate the root cause”

“Safety Is built by both union and management”

Q)

O

Safety can only be built when the union and
management utilizes the power of the union
organization!!




It IS the workers In the field that
bear the responsibility of safety.

|_ife 1s an absolute value!!

Lets lead the way to safety by
fighting together as coworkers!!



East Japin :
i
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