
 

 

February201 WMSC Commissioner Brief: W-0266 – Derailment – East Falls Church Station – June 4, 2023  

Prepared for Washington Metrorail Safety Commission meeting on April 9, 2024 

Safety event summary: 

Flatcar F538 being pushed by Prime Mover (PM) 39 derailed at a section of cut running rail near East Fall Church 

Station at approximately 11:17 p.m. on Sunday, June 4, 2023. This occurred in a long-term work zone being operated 

with “Mobile Command” designated as the Roadway Worker In Charge. The event was not reported to personnel in 

the Rail Operations Control Center in a timely manner. No injuries to personnel or equipment damage were reported. 

Timeline 

The Equipment Operator AA assigned to PM 39 reported to East Falls Church Station, Track 1, where the prime mover 

was already on the platform. The consist included the prime mover and flatcars F601 and F538. Flatcars are used to 

transport equipment and materials on the roadway. The Equipment Operator conducted their pre-trip inspection as 

required and found no faults before proceeding to their work site within a construction area, shutdown with no passenger 

train service. 

At 10:54 p.m., an Office of Track and Structures Supervisor made a request on Radio Ops 6 for PM 39 to return to the 

platform to retrieve additional sledgehammers. During this time, the crew working on the section of track at the work 

location removed clips and cut out a section of the left running rail. This information was not communicated to personnel 

aboard the Prime Mover or coordinated with the Track Supervisor. Further, there was no visual warning or marking on 

the rail to alert the Operator that the section of track had been cut and no watchman lookout assigned to protect the 

work crew on the track. 

After retrieving the tools, the Operator of PM39, with the Crew Leader and Flagman aboard attached Flatcar F538, 

moved in the reverse direction back toward the work location. During an investigative interview, the Flagman stated 

that they alerted the PM Operator to stop over the radio, but that the radio did not transmit due to poor radio 

communication, so they entered the cab and dumped the brakes to stop the PM.  

An inspection by the crew found that the front wheelset of Flatcar F538 had derailed at the section of track cut by the 

work crew while the PM was retrieving tools on the platform. The vehicle continued on, traveling approximately 25 feet 

after the point of derailment before coming to rest. 

Approximately 24 minutes after the derailment Mobile Command reported the event to the Maintenance Operations 

Center in the Rail Operations Control Center.  

Flat Car F358 was rerailed by Office of Car Track Equipment Maintenance personnel and the consist was taken to 

Ronald Reagan National Airport Station for inspection before being moved to West Falls Church Yard. 

The Prime Mover Operator and Flagman were removed from service and taken for post-event drug and alcohol testing. 

 

Probable Cause: 



 

 

February201 The probable cause of this event was failure to adhere to established rules and procedures, insufficient   
 communication and coordination pertaining to changes in track condition and vehicle movement, and failure 

to maintain situational awareness. 

Corrective Actions: 

As interim mitigations, Metrorail distributed Safety Bulletin MB/SB#: 20230606-57 Critical Reminder of Safety Rules 

and Procedures to Prevent Roadway Safety Incidents and recommended to the Crew Leader that any movement of 

vehicles towards sections of cut rails have a flagger at the location to flag vehicles to stop. Metrorail also reiterated the 

need for shunt lights, flares, orange cones, derailers, watchmen, or physical barriers to negate entry into work areas 

where derailments can occur. The Prime Mover Operator and Flagman received re-training pertaining to roadway 

safety. WMATA implemented a requirement that all rail movements be communicated on a designated radio operations 

channel. 

Examples of other related open CAPs  

• C-0100 addressing that Metrorail is not maintaining a fully functioning radio communications system in all rail 

yards and shops. (Last deliverable due for completion in October 2026) 

WMSC Staff Observations: 

The WMSC is assessing Metrorail’s Mobile Command procedures and practices in an Audit of Roadway/Wayside 

Worker Protection. This includes supervision, monitoring and continuous improvement opportunities. The draft report 

of this audit is being finalized. 
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Department of Safety (SAFE) 
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FINAL REPORT OF INVESTIGATION A&I E23373 

 
Date of Event: 06/04/2023 
Type of Event: A-5 Derailment 
Incident Time: 23:18 hours 
Location: East Falls Church Station CM K1 357+30 
Time and How received by SAFE: 23:47 hours Mission Assurance Coordinator (MAC) 
WMSC Notification Time: 00:02 hours 
Responding Safety Officers:  WMATA:  OSI, OSO, OEP 

WMSC: None 
Other: None 

Rail Vehicle: L Flat Car 538 x Flat Car 601 x Prime Mover 39 T  
Injuries: None 
Damage: None 
Emergency Responders: Metro Transit Police Department (MTPD), Office of 

Track & Structures (TRST), Office of Car 
Maintenance (CMNT) 

SMS I/A Incident Number: 20230605#108973MX 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

East Fall Church Station - Derailment     
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Abbreviations and Acronyms 
 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CM                                                      Chain Marker 

CTEM                                                 Office of Car Track Equipment Maintenance 

CWR                                                   Continuously Welded Rail 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

POD                                                   Point of Derailment 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

RWIC                                                 Roadway Worker in Charge 

SAFE  Department of Safety  

SMS  Safety Measurement System  

TRST             Office of Track and Structures 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
 
Executive Summary  
*Note that all times listed are approximate and may contain minor variations due to differences between 
systems of record.* 
 
On June 4, 2023, an Office of Track and Structures (TRST) Equipment Operator AA was assigned 
to operate Prime Mover (PM) 39 with two Flat Cars within the K and N Line shutdown construction 
site. The scope of work  included the installation of new Continuously Welded Rail (CWR) from 
Chain Marker (CM) K1 and K2 315+00 to 506+00. It also included welding of open joints on both 
running rails from CM K1 and K2 315+00 to 506+00. Other tasks included the removal of the old 
running rail, materials, and other debris from CM 315+00 to 506+00.  
 
When the PM Operator reported for duty at the job site, PM 39, with Flat Cars 601 and 538, was 
already positioned at East Falls Church Station platform (K05), track one. The PM operator 
conducted their pre-trip inspection and found no faults with their assigned equipment. They spoke 
to the Roadway Worker in Charge (RWIC) and then proceeded to the work site with PM 39 
pushing F601 and F538. A Flagman was positioned on the lead flatcar, F538. 
 
At 22:54 hours, a TRST Supervisor requested PM 39 over radio Ops 6 to return to the East Falls 
Church Platform and retrieve additional equipment (sledgehammers). At 23:00 hours, PM 39 
berthed at the East Falls Church platform and loaded the requested equipment. While the PM 
was gone, the work crew removed clips and cut out a section of the left running rail. At 23:08 
hours, PM 39 left the platform and was observed on CCTV traveling in the reverse direction, 
pushing Flat Cars F538 and F601 toward CM K1 361+00. Aboard the PM and Flatcars, were the 
RWIC, the Flagman sat on the seat inside F538’s booth, and the PM Operator, operating from 
the main PM cab. 
 
At 23:17 hours, the Flagman aboard PM 39 transmitted over Ops 6 to the PM Operator to “stop 
39, stop 39.” Upon inspection by the crew, they discovered that F538’s front wheelset derailed at 
a section of cut running rail and traveled approximately 25 feet after the Point of Derailment (POD) 
at CM K1 357+30. No injuries were reported. 
 
The Office of Car Track Equipment Maintenance (CTEM) rerailed the derailed Flat Car at 03:05 
on 6/5/2023. The consist was taken to Reagan Airport and inspected by TRST, with no damage 
found. After the inspection, the consist traveled and was stored at East Falls Church Station (K05) 
at 03:14 hours. 
 
The probable cause of the derailment was an operational failure to identify a cut section of running 
rail within the established work zone and to transmit a stop order or activate the emergency brake 
prior to derailing. Contributing Factors to the event included poor lighting conditions and 
communications between field personnel and the RWIC.  
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Incident Site 
 
East Falls Church Station (K05) Place Of Derailment CM K1 357+30 
 
Field Sketch/Schematics 
 
 
 

 
 
Purpose and Scope 
 
The purpose of this incident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigation Methods 
 
Upon receiving notification of the derailment event outside of East Falls Church Station on June 
4, 2023 SAFE dispatched a cross-functional team to assess the scene and conduct the 
subsequent investigation. SAFE team members worked with relevant WMATA subject matter 
experts to review the incident's facts and data. 
 
The investigative methodologies included the following: 
 

• Physical Site assessment, video, and documents review. 
 

• Formal Interviews – SAFE interviewed individuals as part of this investigation. The 
interviews included persons present at, during, and after the incident, those directly 
involved in the response process, and representatives from the Washington Metrorail 
Safety Commission (WMSC). SAFE interviewed the following personnel: 

 
• RWIC (Gang Leader) 
• Prime Mover Equipment Operator 
• Prime Mover Flagman  

 

PM 39 & Flatcar 538 



Incident Date: 06/04/2023 Time: 23:18 hours Page 6 
Final Report – Derailment Rev. 1 
E23373 
 

Drafted By:      SAFE 706 – 07/25/2023 
Reviewed By:  SAFE 71 – 08/02/2023 
Approved By:  SAFE 71 – 08/03/2023  

Informal Interviews – Collected through conversations with individuals during the 
investigation to provide background and supporting information. Written statements were 
reviewed from personnel present during the event. 

• Mobile Communication Center Controller 
 

• Documentation Review – A collection of relevant work history information and process 
documentation contained in Metro systems of record. These records include: 

• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Equipment Operator Written Statement 
• Flagman’s Written Statement 
• RWIC Written Statement  
• OEP Incident Report 
• MTPD Hotwash Report 
• MTPD Incident Report 
• Maximo Work Order  

 
• System Data Recording Review – A collection of information contained in Metro Data 

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback, including OPS 6 & 12 and MTPD 1X 
• Closed-Circuit Television (CCTV)  
• Advanced Information Management System (AIMS) 
• System Performance On-Time Summary (SPOTS) 
• CAL/AMP – Vehicle GPS 

 
Investigation 
 
On June 4, 2023, a TRST Equipment Operator AA was assigned to operate PM 39 with two Flat 
Cars within the K and N Line shutdown construction site. The scope of work  included the 
installation of a new CWR from CM K1 and K2 315+00 to 506+00. It also included Thermite 
Welding of open joints on both running rails from CM K1 and K2 315+00 to 506+00, and the 
removal of the old running rail, materials, and other debris from CM 315+00 to 506+00.  
 
When the PM Operator arrived at the site, the unit was already positioned with the engine running 
at East Falls Church Station platform (K05), track one. The PM operator conducted their pre-trip 
inspection and found no faults with their assigned equipment. After receiving their pre-job briefing 
and speaking with the RWIC, they proceeded to the work site with PM 39 pushing F601 and F538. 
A Flagman was positioned on the lead flatcar, F538. 
 
The PM operator stated that they huddled with the flagman before any rail movements and 
discussed a plan of operation that consisted of communicating all PM movements and a 
secondary means of communication. 
 
The RWIC reported that the PM crew had vast knowledge and experience in their respective 
positions, but only worked together as a group once before the incident.  The PM Operator and 
Flagman were from different divisions within TRST. 
 
At 22:54 hours, on radio channel Ops 6, a TRST Supervisor requested PM 39 return to the East 
Falls Church Platform and retrieve additional sledgehammers for the in-place work crew to work 
at a faster pace. While the PM was gone, the work crew removed clips and cut out a section of 
the left running rail.  
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 At 23:00 hours, PM 39 berthed at the East Falls Church platform and loaded the requested 
sledgehammers. At 23:08 hours, PM 39 was observed on CCTV traveling in the reverse direction, 
pushing Flat Cars F538 and F601. On their return trip with the sledgehammers, the PM stopped 
at CM K1 361+00 and picked up another supervisor before proceeding to the place of derailment. 
 
  

 
Figure 1 PM-39 East Fall Church Platform loading equipment 
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Figure 2 PM 39 enroute to CM 361+00 
 
At 23:17 hours, the Flagman aboard PM 39 transmitted over Ops 6 to the PM Operator to “stop 
39, stop 39”. Upon inspection by the crew who was aboard the PM and stationed in the PM’s 
Operator cab, they discovered that flat car F538’s front wheel set was on the ground but did not 
appear to have sunk into the ballast or have significant damage. After the derailment, the flat car 
moved 25 feet before coming to a place of rest at CM K1 357+30. 
 
The GPS data logger for the vehicle indicated that it was traveling at approximately 5 mph just 
prior to the derailment (See Appendix N). 
 
TRST inspected the PM, and no damage was observed. There were no reported injuries as a 
result of the derailment. 
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Figure 3 CM 357+00 Place of rest after the derailment. 
 
CTEM rerailed the derailed PM at 03:05 on 6/5/2023. The PM was inspected at Ronald Reagan 
National Airport Station with no damage observed and traveled unassisted to East Falls Church 
Station (K05) at 03:14 hours. 
 
Related details from the interview session. 
 

• The PM operator reported poor sightlines while operating the PM. They noted that the 
equipment cages that held the welding materials obstructed his view.  *PM operator noted 
their height to be 7-8 feet* 

• Poor lighting conditions throughout the worksite. 
• Poor radio communications. (Radio Transmissions were distorted) 
• Removed cut rail was placed throughout the track bed. 
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Figure 4  Equipment cages on PM 39 
 
 

 
Figure 5 POR Derailed Flat Car 538. Cut sections of rail laid in the middle of the running rails. 
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Figure 6 Point of Derailment: cut section of running rail at CM K1  
 
Chronological ARS Timeline  
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time Description 
22:54:41 hours Crew Leader: Requested that PM 39 return to the platform(K05) to pick up 

some personnel and equipment. 
PM39: Acknowledged and repeated [Radio Ops6] *****note Ops6 radio 
transmissions slightly distorted******** 

23:00:37 hours PM 39 is berthed at East Falls Church Platform (K05). [CCTV] 
23:05:12 hour TRST personnel prepared and loads additional equipment on Flat car 601. 

[CCTV] 
23:08:00 hours PM 39 exited East Falls Church platform limits. [CCTV] 
23:13:25 hours PM 39 Flagman: Stop right here, 39. [Radio Ops6] 
23:14:38 hours PM 39 Flagman: Stop right here, 39. [Radio Ops6] 
23:16:58 hours PM 39 Flagman: Can you get me closer? We have about 200-300 feet, 300 

feet, keep coming. 
PM 39 Operator: Acknowledged and repeated. [Radio Ops6] 

23:17:55 hours PM 39 Flagman: Transmitted 39,39-613 we have a problem. [Radio Ops6]  
23:23:58 hours Mobile Command: Requested 613 to landline the mobile command. 

Unit 613: Acknowledged and repeated. [Radio Ops12] 
22:31:58 hours Mobile Command: Requested 613 to landline the mobile command.  

Unit 613: Acknowledged and repeated. [Radio Ops12] 
23:41:23 hours Mobile Command: Updated MOC about the incident. Stated that PM 39 

derailed on a portion of the cutout rails. PM 39 was pushing two flats (539). 
The flagman did not notify the operator in time. The occurrence time is 23:18 
hours-CM K1-357+20. [Phone MOC Ass Supt] 

23:49:25 hours Mobile Command: Requested 613 to landline the mobile command.  
Unit 613: Acknowledged and repeated. [Radio Ops12] 

23:50:45 hours MCC: Reported to MOC Lead that a derailment occurred in a shutdown area. 
Advised PM 39 derailed while pushing two flats cars. 
MOC TRST: Acknowledged and repeated. [Phone MOC Lead] 
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Time Description 
23:57:15 hours MOC Assistance Supt: notified MTPD of the derailment at East Falls Church 

at K1 357+20.  
MTPD Dispatcher: Units will respond. [Phone MOC Asst Supt] 

23:58:49 hours MOC TRST: Provided incident number- MOC-8674574. [Phone MOC TRST] 
23:59:41 hours Mobile Command: Transmitted a work stoppage-directs all units to the 

platform for a re-briefing [Radio Ops12] 
00:01:33 hours MTPD Dispatcher: Requested units to respond to East Falls Church for a 

derailment. [MTPD 1x] 
00:26:39 hours MOC ASST SUPT: called mobile command for an update. Mobile Comd 

noted that members were taken out of service. [Phone MOC Asst Supt] 
01:01:27 hours MTPD arrived on the scene. Reported no injuries. 
01:15:51 hours Mobile Command: MOC requested that the CMNT work crew respond to re-

rail the PM. [Phone MOC Lead] 
02:44:17 hours PM Operator #2: Ready to proceed. How do you copy? 

PM Flagman #2: Acknowledged and repeated. [Radio Ops6] 
02:49:51 hours PM Flagman advised the PM operator that they are ready to move. [Radio 

Ops6] 
02:59:00 hours PM Flagman advised the PM operator that they are ready to move. [Radio 

Ops6] 
03:05:34-
03:13:44 hours 

PM 39 indicated re-railed, and movement was calculated on the vehicle’s 
GPS. At 03:13:44 hours PM 39, movement ceased, and the ignition was 
turned off. [CAL/AMP GPS] 

03:38:00 hours PM 39 is designated back in service. 
**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
 
Interview Findings - Pending Involved Employees Return to Work 
 
As part of the investigation launched into the event, SAFE interviewed three people. The interviews 
identified the following key findings associated with this event. Findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 
Crew Leader Formal Interview 
 

• The RWIC stated that they were assigned three work crews. One on track one and two on 
track two. 

• The RWIC stated that Prime Mover 39 was used as a floater vehicle to move personnel 
and equipment. 

• The RWIC stated that they received a call for more equipment from another supervisor 
and advised PM 39 to return to K05 to retrieve additional equipment for the field. 

• The RWIC stated that they boarded PM 39 en route to CM 355 +00 and observed that 
SM03 had begun to string out approximately 4000 feet of old rail. 

• The RWIC stated that PM 39, after a drop-off and pickup of personnel and equipment at 
CM 361+00, the Flagman gave the all-clear for movement to continue the movement 
towards CM 357+00. 

• The RWIC stated that they traveled 200-300 feet when they heard the Flagman transmit 
“stop, stop,” and the PM abruptly stopped. 

 
Prime Mover Operator – (Formal Interview) 
 

• The Operator stated that they received multiple safety briefings before work commenced. 
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• The Operator stated they were assigned Prime Mover 39, which entailed pushing two flat 
cars for personnel movement and equipment delivery. 

• The Operator stated that they inspected the PM for deficiency before any track movement 
and did not discover any issues.  

• The Operator said they conducted a point-to-point radio check with the Flagman (returned 
clear and concise) and relayed to the Flagman that they must rely on them because of 
limited sight lines. 

• The Operator stated they had limited sight lines because of two large cages holding 
welding (7-8 feet tall) materials and a large amount of WMATA Personnel on the flats for 
transport. 

• The Operator stated that a supervisor requested PM 39 to retrieve additional equipment 
from the platform (K05). When returning to CM 361+00, the Operator indicated that they 
were asked to inch closer to the personnel to deliver equipment when they heard the 
Flagman in a panic shout, “Stop, Stop.”  

• The Operator stated they dumped the brakes at CM 357+00, where they observed the 
flatcar had derailed. 

 
Track Repairer (Flagman) – (Formal Interview) 
 

• The flagman stated that PM 39 was assigned to return to the platform and retrieve 
additional equipment from the platform. On the return, the Flagman stated that 
personnel were in the roadway at CM 361+00, where they distributed equipment. 

• The Flagman stated that as they proceeded past CM K1 361+00, approximately 200-
300 feet, they noticed slung rail in the track bed and alerted the PM operator to stop 
over the radio. 

• The Flagman stated that the radio did not transmit due to poor radio communication, 
so they entered the cab and dumped the brakes to stop the PM. 

• The Flagman stated that they notified the RWIC of a problem. 
• The Flagman stated that they could not differentiate which was the actual running rail 

due to poor lighting conditions and slung (cut) track in the bed. 
 

WWPL MCC (Informal Interview) 
 

• The Mobile Command Supervisor stated that their tour begins at 18:00 hours. In most 
cases, they review information from the previous shift’s activities, check the scribe reports 
from the previous shift until they are relieved from duty.   

• The MCC Supervisor stated that once evening shift’s Mobile Command is signed in and 
logged on, they structure into smaller work crew areas that are managed by the RWIC.  

• The MCC Supervisor stated that they give the comprehensive briefing, get the CMs, the 
number of crew members, handle red tags, and grant permission for crews to enter the 
roadway.  

• The MCC Supervisor stated that once the work areas are built in the work areas, The 
RWICs coordinate all the equipment movement within their work zones. The MCC does 
not retain or prepare movement logs. 

• The MCC supervisor stated that on the night of the incident, they were notified of the 
derailment by the RWIC via a landline phone call.  

• The MCC Supervisor stated they obtained all pertinent information about the derailment 
from the RWIC and notified the Rail Operations Command Center (ROCC) and all other 
appropriate units involved. 

 
Weather 
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On June 4, 2023, at the time of the incident, NOAA recorded the temperature as 61° F, with clear 
skies.  The weather did not contribute to this incident (Weather source: NOAA) – Location: 
Arlington, VA. 
 
Office of System Maintenance, Office of Radio Communications (COMR) 
 
On June 14, 2023, COMR completed communication testing and determined that the radio checks 
performed at East Falls Church Station (Station, tracks 1 and 2) were loud and clear.  
 
Human Factors 
 
Fatigue  
  
Evidence of Fatigue:  PM Operator 
  
SAFE evaluated incident data for evidence of fatigue that may have been present at the time of 
the incident. No signs or symptoms of fatigue were detected from the available data. The PM 
Operator reported feeling fully alert at the time of the incident. The Operator reported experiencing 
no symptoms of fatigue in the time leading up to the incident.  
  
Fatigue Risk:   
  
SAFE evaluated incident data for fatigue risk factors. Risk factors for fatigue were not identified. 
The incident time of day did not suggest an increased risk of fatigue-related impairment. The PM 
Operator reported keeping a regular sleep schedule in the days leading up to the incident. The 
PM Operator performed overnight shift work in the days leading up to the incident. The PM 
Operator was awake for 5:30 hours at the time of the incident. The PM Operator reported 8 hours 
of sleep in the 24 hours preceding the incident. The off-duty period was 8 hours, providing an 
opportunity for 7-8 hours of sleep. This was more than a comparable amount of sleep to the PM 
Operator's regular workday sleep durations. The PM Operator reported no issues with sleep.  
 
Evidence of Fatigue:  Flagman 
  
SAFE evaluated incident data for evidence of fatigue that may have been present at the time of 
the incident. No signs or symptoms of fatigue were detected from the available data. The Flagman 
reported feeling fully alert at the time of the incident. The Flagman reported experiencing no 
symptoms of fatigue in the time leading up to the incident.  
  
Fatigue Risk:   
  
SAFE evaluated incident data for fatigue risk factors. Risk factors for fatigued were not identified. 
The incident time of day did not suggest an increased risk of fatigue-related impairment. The 
Flagman reported keeping a regular sleep schedule in the days leading up to the incident. The 
Flagman performed overnight shift work in the days leading up to the incident. The Flagman was 
awake for 5:30 hours at the time of the incident. The Flagman reported 8 hours of sleep in the 24 
hours preceding the incident. The off-duty period was 8 hours, providing an opportunity for 
adequate sleep-in addition to a nap of three hours. This was more than a comparable amount of 
sleep to the Flagman's regular workday sleep durations. The Flagman reported no issues with 
sleep.  
 
Evidence of Fatigue: RWIC 
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SAFE evaluated incident data for evidence of fatigue that may have been present at the time of 
the incident. No signs or symptoms of fatigue were detected from the available data. The RWIC 
reported feeling fully alert at the time of the incident. The RWIC reported experiencing no 
symptoms of fatigue in the time leading up to the incident.  
  
Fatigue Risk:   
  
SAFE evaluated incident data for fatigue risk factors. Risk factors for fatigued were not identified. 
The incident time of day did not suggest an increased risk of fatigue-related impairment. The 
RWIC reported keeping a regular sleep schedule in the days leading up to the incident. The RWIC 
performed overnight shift work in the days leading up to the incident. The RWIC was awake for 
8:00 hours at the time of the incident. The RWIC reported 7 hours of sleep in the 24 hours 
preceding the incident. The off-duty period was 8 hours, providing an opportunity for an adequate 
amount of sleep. This was more than a comparable amount of sleep to the RWIC's regular 
workday sleep durations. The Flagman reported no issues with sleep.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the PM Operator and Flagman were not in 
violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
Related Rules and Procedures 
 
Standard Operating Procedure (SOP) 23 – Work Train Consist and Operation 
SOP 9- Train Derailment 
SOP 41 – Crew Support Procedures for non-roadway 
 
Findings 
 

• The Equipment Operator and Flagman previously traversed the incident area at the start 
of their shift to drop off personnel and materials.  

• After  PM39 left the area to retrieve tools from the station platform, a section of running 
rail was removed from the incident area.  

• The consist was moving at approximately 5 mph at the time of the derailment.  
• The track bed contained multiple pieces of cut running rail near where the actual running 

rail was removed. 
• Lighting conditions were poor and cut ends of running rail were not identified for easy 

visual observation. 
• Radio communications were distorted. 

 
Immediate Mitigation to Prevent Recurrence 
 

• TRST distributed Safety Bulletin MB/SB#: 20230606-57 Critical Reminder of Safety Rules 
and Procedures to Prevent Roadway Safety Incidents.  

• PM Operator and Flagman were removed from service and taken for post-incident testing. 
• After the event, personnel cleared the work area and were re-briefed before returning to 

work. 
• Reminded the RWIC that any movement of vehicles towards sections of cut rails have a 

flagger at the location to flag vehicles to stop. 
  
Probable Cause Statement 
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The probable cause of the derailment was an operational failure to identify a cut section of running 
rail within the established work zone and to transmit a stop order or activate the emergency brake 
prior to derailing. Contributing Factors to the event included poor lighting conditions and 
communications between field personnel and the RWIC.  
 
Recommended Corrective Actions 
 

Corrective Action Code Description Responsible 
Party 

Estimated 
Completion Date 

108973_SAFECAPS_TRST_001 Development and review of 
the Office of Track and 
Structure Maintenance and 
Safety Bulletin 
MB/SB#20230606-57 at all 
safety briefings from the 
date of the incident through 
June 6, 2023.  

TRST-SRC Completed 

108973_SAFE_CAPS_TRST_002 Reiterate the use of Shunt 
Lights, Flares, orange 
cones (with red flags), 
derailers, watchmen, or 
physical barriers to negate 
entry into work areas where 
derailments can occur.   

TRST-SRC Completed 

108973_SAFE_CAPS_TRST_003 Re-Training of the Prime 
Mover Operator and 
Flagman pertaining to Rule 
5.12 Roadway Safety, 
Signaling, Test equipment, 
and warning devices. 

TRST-SRC Completed 
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Appendices 
 
Appendix A – Interview Summary 
The below narratives summarize the incident and represent the statements made by the involved 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
Crew Leader – (Formal Interview) 
 
The RWIC has been employed by WMATA for six years and has held their current position for 
five months. They hold RWP Level 4 certification, valid until 11/2023. 
 
According to the RWIC, they were assigned three work crews, with one crew assigned to track 
one and two crews assigned to track two from K05 to CM K1 & K2 300+00 at East Falls Church 
Station. Prime Mover 39 was utilized as a floater vehicle for personnel and equipment 
transportation. The RWIC received a request for additional equipment from another supervisor 
and instructed PM 39 to return to K05 and retrieve the necessary equipment for the field. 
 
While onboard PM 39 en route to CM 355+00, the RWIC observed that approximately 4000 feet 
of old rail were being strung out by SM03. After dropping off and picking up personnel and 
equipment at CM 361+00, PM 39 continued its movement toward CM 357+00. Approximately 
200-300 feet into the move, the RWIC heard the Flagman transmit "stop, stop," prompting the PM 
to come to an abrupt halt. Upon inspection and notification from other personnel, it was discovered 
that F538 had derailed.  
 
The RWIC noted that they received no emergency transmission notification from the Flagman. 
Additionally, other crew members should have notified PM 39 or the RWIC that work had 
commenced, and a significant portion of the rail was missing. The RWIC observed the absence 
of E-Flares, Shunt Light, or Watchman to indicate the need to stop. Limited sightlines due to 
darkness were reported, with the RWIC relying on the light sources from PM 39 and the flat cars 
for visibility. The crew was composed of personnel from different yards, and it was the first night 
that the Flagman and Operator worked together. 
 
The RWIC stated they and the crew members received two safety briefings before commencing 
work. Upon entering the station, the first briefing was received, followed by a secondary 
toolbox/safety brief covering the specific workday tasks. The RWIC mentioned that PM 39 used 
a talk-around channel, Ops 6, for communication among themselves, and they switched between 
Ops 12 and 6 to communicate with PM 39 as needed. 
 
Track Repairer (Flagman) – (Formal Interview) 
 
The Flagman has been employed by WMATA for fourteen years and has held their current 
position since being hired. The RWIC holds RWP Level 4 certification, valid until 09/2023. 
 
According to the Flagman, they receive a safety briefing upon entering the station, including a 
detailed briefing on the platform by their supervisor, which covers the crews' assignments and the 
work being carried out. The Flagman states that they were assigned to PM 39 on track 1. They 
were instructed to return to the platform and retrieve additional equipment. During the return trip, 
at CM 361+00, personnel were present in the roadway, and the Flagman distributed equipment 
to them. As they proceeded towards CM 357+00, approximately 200-300 feet away, the Flagman 
noticed slung rail in the track bed and communicated the need to stop to the PM Operator via 
radio.  
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However, due to poor radio communication, the message did not transmit. Consequently, the 
Flagman entered the cab and applied the brakes to bring the PM to a halt. They felt a rumble and 
recognized that the unit had derailed. The Flagman promptly notified the RWIC of the issue over 
Ops 6. Due to inadequate lighting conditions and the slung track in the bed, the Flagman could 
not determine which rail was the running rail. Additionally, no flares, lanterns, or watchmen 
indicated that the track had been removed. The Flagman stated that the gang leader for the 
section needed to communicate that work had commenced or that the old rail had been slung and 
placed in the track bed. 
 
The Flagman also highlighted additional concerns, including the need for light plants to address 
poor lighting conditions, accessible Port-a-Johns on the work location (track bed) to reduce the 
reliance on the PM for personnel transport back to the platform, cooling stations on the track bed, 
and a request to cease all work competition with the day shift to ensure the production of high-
quality work. 
 
Prime Mover Operator – (Formal Interview) 
 
The PM Operator has been with WMATA for 17 years and has held their current position since 
being hired. The PM Operator holds RWP Level 4 certification, valid until 05/2024. 
 
According to the Operator, they received multiple safety briefings before commencing work. They 
were assigned Prime Mover 39, tasked with pushing two flat cars for personnel movement and 
equipment delivery. Before initiating any track movement, the Operator inspected the PM's 
gauges, fuel, and operational functions for any deficiencies but found none. They conducted a 
point-to-point radio check with the Flagman, which returned clear and concise communication. 
Due to limited sight lines caused by two large welding cages (7-8 feet tall) and a significant number 
of WMATA personnel on the flats for transport, the Operator relied on the Flagman for guidance. 
 
A supervisor requested PM 39 to retrieve additional equipment from the platform (K05). While 
returning to CM 361+00, the Operator was instructed to inch closer to the personnel for equipment 
delivery. At that moment, they heard the Flagman urgently communicate a need to stop, leading 
to a panicked brake application at CM 357+00, where the Operator observed that the PM had 
derailed. While traveling to CM 357+00, limited sightlines were attributed to SM 05 blocking the 
visual path. The Operator reported that radio transmissions were distorted during the move and 
suggested that a flashlight would have been a better means of communication. They reiterated 
their heavy reliance on the Flagman for guidance, as visual observation was impossible. 
 
Upon visual inspection, the Operator noticed numerous pieces of slung rail in the track bed. They 
stated that it was impossible to determine which rail was the running rail, as there were no 
indications from the work crews regarding any track removal or the presence of flashing lanterns, 
e-flares, or shunt lights to signal rail removal. 
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WWPL MCC (informal Interview) 
 
The Mobile Command Supervisor stated that their tour begins at 18:00 hours. In most cases, they 
review information from the previous shift’s activities, check the scribe reports from the previous 
shift until they are relieved from duty.  The MCC Supervisor stated that once evening shift’s Mobile 
Command is signed in and log on, they structure into smaller work crew areas that are managed 
by the Crew Leader. The MCC Supervisor stated that they give the comprehensive briefing, get 
the Chain Markers, the number of crewmembers, handle red tags, and grant permission for crews 
to work crews to enter the roadway. The MCC Supervisor stated that once the work areas are 
built in the work areas, The RWIC’s coordinate all the equipment movement within their work 
zones. The MCC does not retain or prepare movement logs. The MCC supervisor stated that on 
the night of the incident, they were notified of the derailment by the RWIC via a landline phone 
call.  The MCC Supervisor stated they obtained all pertinent information about the derailment from 
the RWIC and notified the Rail Operations Control Center (ROCC) and all other appropriate units 
involved. 
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Appendix B – Photographs 

 

 
Figure 7 Prime Mover 39 
 

 
Figure 8 Flat Car F601 
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Figure 9 Flat Car 538 
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Figure 10 Flat Car 538’s front wheelset (Derailment). Note the missing running rail where the rail fasteners are located. 
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Figure 11 Flat Car 538 front right wheel, derailed to the gauge side (Derailment)  
 
 
 

Running Rail  

Flatcar 538 derailed wheel 
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Figure 12 Cut running rail at the point of derailment. 
 
 
 
 

 



Incident Date: 06/04/2023 Time: 23:18 hours Page 25 
Final Report – Derailment Rev. 1 
E23373 
 

Drafted By:      SAFE 706 – 07/25/2023 
Reviewed By:  SAFE 71 – 08/02/2023 
Approved By:  SAFE 71 – 08/03/2023  

 
Figure 13 Cut running rail at the derailment point and adjacent cut rail sections. 
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Figure 14 Slight line from Flat Car 538 - CM K1 357+00 
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Figure 15 PM 39 radio indicates Ops 6. 
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Figure 16 Operator's Cab Prime Mover 39 
 
 
 
 
 
Appendix C – MTPD Report 
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Figure 17 MTPD Report Pg-1 
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Figure 18 MTPD Incident Report Pg-2 
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Figure 19 MTPD Incident Report Pg-3 
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Appendix D – ROCC Incident Report 
 

 
Figure 20 ROCC Incident Report Pg-1 
 
 



Incident Date: 06/04/2023 Time: 23:18 hours Page 33 
Final Report – Derailment Rev. 1 
E23373 
 

Drafted By:      SAFE 706 – 07/25/2023 
Reviewed By:  SAFE 71 – 08/02/2023 
Approved By:  SAFE 71 – 08/03/2023  

 
Figure 21 ROCC Incident Report Pg-2 
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Appendix E – Mobile Communication Command (MCC) Incident Report  
 

 
Figure 22 MCC Incident Report Pg-1 
 
 
 
 
 
 
Appendix F- RWIC/Gang Leader Written Statement 
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Figure 23 RWIC/Gang Leaders Written Statement Pg-1 
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Figure 24 RWIC/Gang Leader Written Report Pg-2 
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Appendix G- Prime Mover Flagman’s Written Statement  
 
 

 
Figure 25 PM Flagman's Written Statement Pg-1 
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Figure 26 PM Flagman's Written Statement Pg-2 
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Appendix H- PM Operator’s Written Statement  
 

 
Figure 27 PM Operator's Written Statement Pg-1 
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Figure 28 PM Operator's Written Report Pg-2 
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Appendix I – Safety Briefing Script K/N Line – Extended Shutdown - Tool Box Brief 
 

 
Figure 29 Safety Briefing Script K/N Line Pg-1 
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Figure 30 Toolbox Briefing Pg-1 
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Figure 31 Tool Box Briefing Pg-2 
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Figure 32 Tool Box Briefing Pg-3 
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Figure 33 Tool Box Briefing Pg-4 
 
 
 
Appendix J- Extended Shutdown Map  
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Figure 34 K/N Lines Extended Shut Down Pg-1 
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Appendix K – OEP Incident Report 
 

 
Figure 35 OEP Incident Response Report Pg-1 
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Figure 36 OEP Incident Response Report Pg-2 
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Figure 37 OEP Incident Response Report Pg-3 
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Figure 38 OEP Incident Response Report Pg-4 
 
 
 
 
 
  



Incident Date: 06/04/2023 Time: 23:18 hours Page 52 
Final Report – Derailment Rev. 1 
E23373 
 

Drafted By:      SAFE 706 – 07/25/2023 
Reviewed By:  SAFE 71 – 08/02/2023 
Approved By:  SAFE 71 – 08/03/2023  

Appendix L – TRST – Maintenance Bulletin/Safety Bulletin   
 
 

 
Figure 39 TRST Maintenance/Safety Bulletin Pg-1 
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Appendix M – Wayside Work Planning  
 

 
Figure 40 Wayside Work Planning June 2023 Pg-1 
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Figure 41 Wayside Work Planning June 2023 Pg-2 
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Figure 42 Wayside Work Planning June 2023 Pg-3 
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Figure 43 Wayside Work Planning June 2023 Pg-5 
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Figure 44 Wayside Work Planning June 2023 Pg-7 
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Figure 45 Wayside Work Planning June 2023 Pg-8 
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Figure 46 Wayside Work Planning June 2023 Pg-9 
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Figure 47 Wayside Work Planning June 2023 Pg-10 
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Appendix N – CAL/AMP vehicle GPS Report 
 

 
Figure 48 CAL/AMP GPS Report (PM-39) Pg-1 
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Figure 49 CAL/AMP GPS Report (PM39) Pg-2 
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Figure 50 CAL/AMP GPS Report (PM-39) Pg-4 
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Appendix O – CTEM Post-derailment Inspection Form 

 
Figure 51 - Post-derailment inspection form. Page 1 of 2 
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Figure 52 - post-derailment inspection form Page 2 of 2 
 
 
 
 
 
 
 
 
Appendix P - Why-Tree Analysis  
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