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ITSA Country Report - ITSA June 2022 
State:  Japan  

Statistics of investigations of accidents and incidents 

In 2021, 922 cases of accidents and incidents have occurred (21 Aircraft, 12 Railway and 889 

Marine: The details are shown in the following table.), and JTSB investigators have conducted some 

On-site investigations, taking measures to prevent infection.  

Investigations of accidents and incidents in 2021 

 

Case Studies  

a. Damage to Nose Landing Gear when landing (JTSB Serious Incident Report AI2021-2) 

 

<Summary of the Serious Incident> 

On Saturday, March 24, 2018, an Airbus A320-214, registered JA805P, operated by Peach 

Aviation Ltd., was forced to stop on the runway after landing at Fukuoka Airport, with its nose 

wheel turned about 90 degrees to the right (Figure 1), and was unable to continue taxiing. There 

were no injured. 

The apex pins (hereinafter referred to as "Pins") connecting the upper and lower torque links 

of the nose landing gear fell out of the fuselage, so the steering of the direction in which the 

fuselage was traveling (steering) performed by the crew could not be transmitted to the nose 

wheels. (Normally, when the torque link moves left or right, the nose wheels also move left or 

right.) 

Crest of the threads of the recovered Pin were found damaged and corroded found on the 

runway at Fukuoka Airport (Figure 2).  

Category 
Carried over 
from 2020 

Launched in 2021 Total 
Published 
Investigation  
Reports 

Aircraft Accidents 18 11 29 12 

Aircraft Serious Incidents 22 10 32 11 

Railway Accidents 14 11 25 12 

Railway Serious Incidents 2 1 3 2 

Marine Accidents 612 736(not applicable 9) 1339 673 

Marine Incidents 134 153( not applicable 1) 286 156 

Total 802 922( not applicable 10) 1714 866 
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<Probable Causes> 

In this serious incident, it is highly probable that the Aircraft was unable to continue taxiing 

with its nose wheel turned sideways about 90° because during landing roll, the Pin that connected 

the upper and lower torque links was disconnected, and it had lost control of the nose wheel 

steering. 

It is probable that the Pin disconnection occurred because the mechanical strength of the 

threads was deteriorated by corrosion developed on the Pin threads, the Pin assembly could not 

withstand the loading transmitting from the torque links to the nut during steering operations, and 

the nut was torn. 

Regarding the corrosion development on the Pin threads, it is probable that the cadmium 

plating was damaged and the corrosion resistance was reduced because installations and removals 

of the Pin and nut were repeatedly conducted after the aircraft production, and the torque links 

were misassembled. 

In addition, it is probable that during reinstallation at the heavy maintenance check on the 

Aircraft, the lubrication of the Pin threads was not sufficient and the torque links were 

misassembled, which contributed to the acceleration of the corrosion development on the Pin 

threads. 

 

<Safety Actions> 

(1) Design and manufacture company of the Aircraft (Airbus SE) 

(i) As a result of this review, the Aircraft Maintenance Manual was updated by making the 

cleaning procedures in the detailed inspection on the Pin much clearer, and adding the 

inspection method regarding corrosion. Besides, the Pin installation procedures were 

updated to ensure that the grease application method and area were clarified. 

(ii) The Service bulletin was issued to recommend the operators of the A320 Family fleet to 

perform an initial inspection of the Pin and the nut threads. 

(iii) As a permanent action, the Pin and nut with improved corrosion resistance will be developed 

on future. 

   (2) The Operator（Peach Aviation Ltd.,） 

(i) Inspection procedures were established in accordance with the Service bulletins issued by 

the Design and manufacture company. 

(ii) It was decided that the Operator includes the Pin inspection into witness inspection items by 

its inspectors in case of outsourcing the heavy maintenance to other company.  
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Approximately 20mm 

Figure 2  Apex pin 
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b. Derailment caused by collision between train and a standard sized truck 

(JTSB Accident Report RA2021-1) 

 

<Summary of the Accident> 

On Thursday, September 5, 2019, the outbound Limited Express KAITOKU 1088SH train, 

composed of 8 vehicles and started from Aoto station bound for Misakiguchi station of Keikyu 

Corporation, departed from Keikyu Kawasaki station on schedule. While the train was running 
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between Koyasu station and Kanagawa-shimmachi station at the velocity of about 120 km/h, the 

driver of the train noticed that the obstruction warning signal of Kanagawa-shimmachi No.1 level 

crossing was indicating the stop signal, then applied the service brake. After that, the driver 

noticed that the emergency inform device of Kanagawa-shimmachi station is also operating, then 

applied the emergency brake. After that, the driver of the train noticed a standard sized truck 

entering the route of the train in the level crossing, then sounded the whistle and operated the 

emergency alarm of the train protection radio, but the train collided with the truck and stopped 

after passed about 67 m from the level crossing. 

About 500 passengers, the driver and the conductor boarded on the train, among them, 75 

passengers, including 15 seriously injured passengers, and the driver and the conductor were 

injured. In addition, the driver, who was in the truck alone was dead. 

Due to this collision, the 1st vehicle to the 3rd vehicle of the train derailed and a part of the 

vehicle bodies and the apparatus were damaged. In addition, the truck had wrecked and caught 

fire. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Topographic map of the vicinity of the accident 

site 
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<Probable Causes> 

It is certain that the accident was originated from the standard sized truck entered the 

Kanagawa-shimmachi No.1 level crossing and hindered the route of the train, and the train could 

not stop before the level crossing although the obstruction warning signal of the level crossing had 

been indicating the stop signal, then collided with the truck. 

It is certain that the truck hindered the route of the train because the road warning device 

started the warning operation after the truck started to enter the level crossing, and completed 

the blocking operation before the truck had passed through the level crossing, then the truck 

stayed in the level crossing. 

It is probable that the truck stayed in the level crossing because it took long time for the truck 

to pass through the level crossing due to the narrow width of the road against the size of the truck, 

when the truck turned right in the intersection to enter the level crossing. 

As a side note, it is probable that the truck driver, as related to that the truck could not 

operate in the usual route, selected the route to the level crossing via the Urashima route 152 to 

bypass the usual route. However, it could not be determined the reason why the truck passed the 

unusual route because the driver of the truck was dead. 

The train could not stop before the level crossing, even though the obstruction warning signal 

of the level crossing had been indicating the stop signal. It is probable that this situation was 

Situation at the accident site 
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caused because the driver of the train could not implement the braking operation to stop the train 

before the level crossing at the position, where the indication of the obstruction warning signal of 

the level crossing became to be sighted from the driver of the train. 

Concerning that the driver of the train could not implement the braking operation at the place 

where the driver became able to sight the operation of the obstruction warning device of the level 

crossing, it is probable that it was difficult for the driver to respond instantaneously to the 

obstruction warning signal that has the peculiarity as indicate the stop signal in unanticipated 

timing, and in addition, there was the scene that the flickering status of the remote obstruction 

warning device was blocked intermittently by the masts, etc. in spite of the place where the 

obstruction warning signal became to be sighted. 

As a side note, it is probable that the velocity when collided could be reduced if the driver 

had operated the emergency stop procedures by the emergency brake when operated the service 

brake. However, the Company stipulated to use the service brake to stop the train as the principle 

under the rule "when the special signal was indicated, stop immediately". And the Company had 

entrusted the driver with the judgement to operate the service brake or the emergency brake 

when the stop signal was indicated in the obstruction warning, considering the status as the 

velocity, distance, etc. Therefore, it is probable that the above situation was caused as related with 

that the brake to be used had not been prescribed clearly in the implementing standard of 

handling operation and the working standard of the driver of electric railcar. 

 

 

  

Installation of guide signs 
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c. Grounding of the Container Ship (JTSB Marine Incident Report MI2021-12) 

<Summary of the incident> 

At around 20:59, April 4, 2019, Container ship WAN HAI 316 (hereinafter referred to as the 

“Vessel”), with her master (hereinafter referred to as “Master”) and 20 other crew members, and 

was navigated under escort by two pilots on board, ran aground at the 4B Anchorage, Nagoya Port, 

Aichi Prefecture which was at a water depth of approximately 6 meters, while turning to the 

starboard with a draft of approximately 8.5 meters at the bow and 9.6 meters at the stern at 

approximately 770 meters to the eastward offing of Port Island, Nagoya Port. 

 

<Probable Causes> 

It is probable that this incident occurred, while the Vessel was proceeding the south in the 

East Channel of Nagoya Port for Yokkaichi Port in the nighttime, a pilot trainee (hereinafter 

referred to as “Pilot A”) was conducting pilotage operation as part of practical training for new 

pilot under guidance and evaluation of a supervising pilot (hereinafter referred to as “Pilot B”), 

Pilot A passed and continued the Vessel to proceed the south without noticing the Nagoya Port 

West Channel No.15 Light Buoy (hereinafter referred to as “the Light Buoy”), which was the 

bearing target to turn to the starboard for the West Channel of Nagoya Port, and then Pilot A was 

instructed the rudder angle of starboard 15° without confirming the Vessel position due to being 

urged to the starboard turn by Pilot B when the Vessel was at the east offing of the West Channel 

No. 14 Light Beacon, Nagoya Port (hereinafter referred to as the "West 14 Light Beacon"), and 

furthermore Pilot B instructed the rudder angle of hard to starboard. Consequently, the Vessel 

was turning to the starboard and proceeded 4B Anchorage, the Vessel ran aground at 4B 

Anchorage. 

Situation of expansion of obstruction warning 

signals 
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It is probable that Pilot A passed the Light Buoy and continued to proceed the south without 

noticing the Light Buoy, because the speed of Vessel might be a little higher at approximately 8 

knot when he passed the southeast end of Tobishima Wharf and turned to the starboard, and 

moreover he paid attention to the East 12 Light Beacon as the next bearing target in situation of 

increasing the ship speed, and then after noticing the Vessel had been already passing the Light 

Buoy, and subsequently he did not determine immediately whether he would be able to make the 

starboard turn in time for the West Channel or not. 

It is probable that Pilot A instructed the rudder angle of starboard turn 15° without confirming 

the Vessel position due to being urged to take the starboard turn by Pilot B, because he thought 

that the evaluation operation had been suspended and Pilot B had maneuvering command of the 

Vessel. 

It is likely that Pilot B urged strongly Pilot A to turn to the starboard and furthermore 

instructed the rudder angle of hard to starboard, because the Vessel passed the Light Buoy, and 

then Pilot B had suspicion about the situation of proceeding the south in a state of no instruction 

of the starboard turn by Pilot A, even though Pilot B urged Pilot A to turn to the starboard, Pilot A 

did not instruct the starboard turn, and then Pilot B felt concerned that they would lose the 

opportunity to turn to the starboard, and subsequently, Pilot B decided to be able to turn to the 

starboard by eye-estimation of the distance to the West 14 Light Beacon. 

It is probable that the Master did not conduct to maneuver the Vessel himself even though 

he had suspicion about maneuvering the Vessel by Pilot A and pilot B, because Pilot B with a lot of 

experience of pilotage operation conducted to instruct Pilot A in Japanese and there was no 

problem to keep navigating to the south in the East Channel in this situation, and , he thought that 

the Vessel would successfully turn to starboard for the West Channel, because the Master knew 

that the distance to the West 14 Beacon was 0.4 miles when the Pilot B began to turn to the 

starboard by the rudder angle of hard to starboard, and subsequently, the Pilot B began to 

decelerate ship speed at the similar moment.  

It is likely that it was involved in the occurrence of an incident that although Pilot B was aware 

that he should maneuver the Vessel himself to secure safety navigation for her when he had 

suspicion about maneuvering the Vessel by Pilot A in accordance with Training Rules of Ise-Mikawa 

Wan Pilots’ Association in Ise-Mikawa Wan Pilotage District, he did not clearly inform Pilot A and 

the Master that the evaluation operation of Pilot A’s was suspended at adequate timing, and 

subsequently, Pilot B did not conduct to take safety measures by maneuvering the Vessel himself 

at an early stage. 

It is probable that it was involved in the occurrence of an incident that Pilot A and Pilot B did 

not have communication with the crew members in the bridge sufficiently. 
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