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What can we learn about this from the case of Fukushima? 

Rather than looking at the causes of the accident, this study examines 
the unfolding of the crisis, particularly in the most urgent early stages, 
and draws lessons for safety culture from the decisions and actions of 
key actors. 

According to the HRO, the resilience of regulators and policy makers is 
based on three characteristics:  

- Safety awareness 

- Decentralisation  

- Training 

We will therefore closely examine how these characteristics played out 
during the management of the crisis. 

Safety Culture in Regulatory Practices and Decision-

making Processes 
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Methodology  

 
 Based on existing reports, but with a focus on human and 

organizational factors 

 Centred on the first days, the heart of the crisis 

 Prioritizing the key factors for resilience 

 Divided in 3 phases :  

- Alert 

- (Re)structuring of the response organization 

- Critical choices 
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The Actors: Political Level 
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Top level leaders have to determine how threatening the events 
are, what their operational and strategic parameters, translating 
events into administrative output:   

Japan’s Act on Special Measures Concerning Nuclear Emergency 
Preparedness :  

 Article 10: Obligation to Notify of Nuclear Preparedness Manager= 
 The utility must notify local authorities of radiation levels above legal limits 

 Also used to notify of any events that can lead to accidents (such as loss of 
electrical power) 

 Article 15: Declaration of a Nuclear Emergency Situation=  
 The competent minister must notify the Prime Minister 

• Of the high levels of radiation or  

• “an event specified by a Cabinet Order as an event that indicates the occurrence 
of a nuclear emergency situation” 

 the Prime Minister must declare a nuclear emergency and establish a response 
headquarters immediately after receiving notification 

However there were significant delays as he questioned experts to try to understand 
what was going on. 

The Alert  
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- 15:42, TEPCO reported to NISA  a Nuclear Emergency Preparedness Act under Article 10  

- at 16:45 TEPCO reported to NISA a specific event under Article 15  

- By around 17:35, NISA Vice Director-General Hiraoka had convinced METI Minister Kaieda 

that a nuclear emergency should be declared,  

- 17:42, METI Minister Kaieda went to the Prime Minister’s office to request that this 

declaration be made. The PM questions the Minister and the NISA experts on the situation, 

at one point breaking off for a party meeting. 

- 18:30 that the Prime Minister approved the nuclear emergency declaration  

- 19:03 Nuclear emergency declared, national and local nuclear emergency response 

headquarters (NERHQs) established 

- 19:03-19:22 First meeting of national NERHQ  

- 19:45 Press conference announcing the nuclear emergency 

 

The Alert 
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The sense-making process = policy makers have to “make sense” of 

what happened (Weick 1995; Boin et al. 2005) 

Timely crisis recognition depends crucially on both : 

1) The capacity of individuals operating 

 It doesn’t enter into their mental slides; impossible to use analogies to make sense 

of highly uncertain situations – awareness of unpredicted safety issues 

 Top-level policy makers do not see major crises (and certainly not major nuclear 

crises) all that often – importance of adequate training 

2) Organizational structure 

• Contradiction between the means of dealing with information that require many 

confirmations and the necessity of acting quickly 

• Bureaucratic procedures and multiple confirmations contributed to the considerable 

delay in offering information to the public  

The Alert 
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▌This case makes it clear that even when alarms are sounded 

immediately and according to the specified procedure, we cannot 

underestimate the time needed for sense-making.  

▌Alert procedures that seem sufficient on paper may not be during 

the uncertainty of a crisis 

▌All actors need to be trained and aware of their legal responsibilities 

and how each step in the process is necessary for the following steps 

▌Whenever possible, there should be means to confirm the crisis. 

▌Training exercises should include these questions of alert. 

The Alert 
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(Re)structuring the Response Organization  

Source: NAIIC Report, Figure 3.2.1-1 (Chapter 3, p. 32) 
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(Re)structuring the Response Organization  

Source: NAIIC Report, Figure 3.2.1-1 (Chapter 3, p. 32) 

Plagued by 

difficulties; 

slow to open 

and 

ineffective 

PM convenes small 

group separately, sets 

up separate lines of 

communication with 

TEPCO 
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(Re)structuring the Response Organization  

 The crisis response structure diverges almost immediately from the plan; 

crisis management fits badly into standard organizational structures (Clark 

1999) 

 

 The Prime Minister breaks off from the main response team with a small 

group of advisors,  

 

 This ad hoc restructuring fragmented the decision-making process and 

instituted parallel lines of communication. 

 The Prime Minister and the NERHQ did not receive the same 

information and did not communicate much with each other (the 

NERHQ members did not want to interrupt the PM when he was 

closeted with advisors; the PM did not believe he needed the NERHQ) 

 

 TEPCO had planned to communicate through NISA, according to 

regulations. When the PM demanded a TEPCO liaison to remain with 

him at his office, TEPCO did not have procedures in place to maintain 

open lines of communication with that liaison; thus much information 

was lost or miscommunicated during the first 2 days. 
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(Re)structuring the Response Organization  

 

 A mistrust was worsened when: 

 

  TEPCO did not share much information. In part this was because they 

themselves did not have much information to share, but the PM had 

difficulty accepting this.  

 

  Similar the experts, particularly from the NSC, had difficulty 

convincing the PM because they themselves were working from 

conjecture with little solid information, and therefore could not be 

definitive in their answers. 
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(Re)structuring the Response Organization  

 

 The difficulties in communication caused by the disaster encouraged 

centralisation around the premier minister because of :  

• Poor communications, caused both by the lack of means (telephone 

lines damaged, etc) and the lack of protocols (unexpected need to 

communicate directly with the PM via a TEPCO liaison) 

• Lack of confidence among organisations that had to cooperate with 

each other 

 

 

 In a multi-organisational, fragmented context, without communication, 

there is a tendency towards centralization of authority, which is not always 

the best solution :  

• The problem in authority is not necessarily the most competent 

person to deal with a crisis” Weick (1988) 

• Delays in the decision-making process as the PM is brought up to 

speed on a highly technical problem 

• It slows the diffusion of information 
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(Re)structuring the Response Organization  

 Maintaining the decentralized structure requires confidence in the other.  

 

 This confidence, already low in the case of the Prime Ministre vis-à-vis 

both the regulators and the utility, was further weakened by missed and 

mis-communications.  

 

 Good relationships between the organisations must be developed before 

the disaster.  

 

 Daily relationships of coordination and cooperation are necessary to insure 

a functioning structure during the crisis.  
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Critical choices 

12 March, 1h30 : Tepco informs the government of the necessity of 

venting, which is “approved” although approval is not necessary. 

6h: When the venting has not taken place by 6 am, the Prime Minister 

decides to visit the power plant directly. 

7h: The PM visits the plant, demands to know why the venting has not 

taken place; the superintendent promises it will happen by 9am 

9h: The order to vent is given, but technical difficulties means it does not 

take place until early afternoon 
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Critical choices 
12 March, 17h55: METI Minister gives a verbal order to fill the reactor with 

seawater; the plant is attempting to do so but does not immediately 

succeed. 

19h15: The plant manages to start seawater injection, informs the 

authorities. The information is not transmitted to the PM’s group. At the 

same time the PM in a meeting is questioning the advisability of 

seawater injections. The TEPCO liaison, concerned about the PM’s 

doubts, orders the plant to stop seawater injection. The superintendent 

pretends to stop the injection. 

19h27: TEPCO informs the PM’s office that seawater injection has been 

stopped, but this also is not transmitted to the PM. The TEPCO liaison, 

however, gets confirmation that the PM approves seawater injection 

20h20: Seawater injection “restarts”  

 

 

 

 



17 / 20 

Critical choices 

Each side has an interest in cooperating with the decision-

making 

For the politicians: 

- Communicating a persuasive storyline = The need to hold to 

a clear and coherent narrative for media, the public, and… 

- …the international community. At the time of the accident, 

the whole world felt like potential victims 

For TEPCO 

- Must present a strong and competent face, but at the same 

time realize that the situation is getting away from them 

and need reinforcements 
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Critical choices 
Despite the common interest, why couldn’t they cooperate?  

▌Among the decision-makers, mistrust grew and spread: 

 Uncertainty in the face of continuing problems and failures (such as the unexpected explosion of 

reactor 1) 

 Some of the actors themselves produced uncertainty (scientists reluctant to state anything as a 

certainty; TEPCO obscuring some parts of the information) 

 Lack of confidence reinforced by disagreements between TEPCO’s experts and the experts in the 

regulatory bodies 

▌At Tepco, ambivalence: 

 They don’t know what information to give and to whom 

 Allowing the government to take decisions that should be taken by the utility “absolves” them of 

responsibility 

▌Consequences: 

 Lack of real deliberation among the actors 

 The result is large disparities between the compromise decisions reached at crisis centres and the 

actual conduct of crisis operations (Boin et al.2005) 

 The intentions of the other are misperceived (TEPCO/politicians but also politicians/TEPCO) = 

misinterpretation and misunderstandings 
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Critical choices 

▌Actors should be motivated to share their 

information with others as it emerges 

▌Decentralisation also means the sharing of 

information 

▌Trust is a key factor for maintaining 

decentralisation; it must be built through training 
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Lessons learned 

 The efficiency of safety culture lies in keeping decentralisation on track as 

regards to:  

- The decision making process – allowing decisions to continue to take place in the field 

- Facilitating interactions between various actors and structuring information flows 

 Leaders can hinder coordination effort by an obstructive rather than 

cooperative attitude toward organizational processes 

The process of coordination is not an automatic attribute of leadership, it is 

built through relationships with other organisations 

Acid test : Do organisation actually align their behaviour and exchange 

information among pivotal operational institutions? 


