
 

 

February201 WMSC Commissioner Brief: W-0267 – Derailment – Greenbelt Station – August 11, 2023  

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

Safety event summary: 

During an extended shutdown of the Green Line that included the closure of Greenbelt Station starting July 22, 2023, 

the crew of a roadway maintenance machine (RMM) consist operated over a switch that was not aligned for the intended 

direction of travel, resulting in a derailment of ballast car B406, which was at the leading end of the consist in the 

direction of travel. The derailment occurred at 12:30 a.m. August 11, 2023. 

The consist was made up of Prime Mover 41 pushing ballast cars B406 and B409. A Track and Structures Equipment 

Operator on Prime Mover 41 was operating the consist with a Flag Person at the front of B409 properly positioned near 

the emergency brake. As the consist moved through the interlocking, it first travelled over a properly aligned switch, 

then reached the switch that was not aligned for this vehicle, resulting in the ballast car derailing. The derailment also 

caused significant wayside damage to the third rail, switch point, and automatic train control equipment such as a D-

loop and cabling. Third rail power was already de-energized in the area due to the ongoing work. 

This movement was one of several through this interlocking for this and other rail vehicles. The movement was being 

controlled and directed by a Track Supervisor who was serving as a Crew Leader, who was standing near Switch 1A 

at the Greenbelt Station interlocking. The Crew Leader was clamping switches to align with the various intended 

movements. In an interview, the Crew Leader stated that they assumed this duty due to not having dedicated personnel 

available. Equipment Operators or Flag Persons (depending on direction of travel) are also responsible for ensuring 

correct rail alignment for the intended move. This crew had safely crossed from Track 1 to Track 2 to allow another 

vehicle to pass, then returned to Track 1 to resume dropping ballast. 

After the crew dropped the ballast1, the Crew Leader instructed them to return to the Greenbelt Rail Yard to pick up 

more ballast for the work. The Equipment Operator and Flag Person communicated with each other on a “talk around” 

radio channel to avoid the radio traffic on the operations channel used for movement and emergency instructions. 

Metrorail does not record its talk around channels. 

Switch 1A, the first switch the consist encountered, was clamped in the normal (straight through) position, which was 

the intended movement. Closed-circuit Television (CCTV) shows the Crew Leader had checked that switch for proper 

alignment. However, Switch 3A was clamped in the reverse (diverging) direction. The flat car derailed. In an 

investigative interview, the Flag Person said that they had been looking farther ahead on the roadway for the barriers 

marking the end of the work area that were several hundred feet beyond the switch location, and had not noticed the 

position of the switches or any clamps near switch 3A. The Flag Person stated they made a mistake by not stopping 

the vehicle to verify if the switch was aligned as intended. 

The derailment was not reported to the Rail Operations Control Center (ROCC) until approximately 24 minutes after it 

occurred. Based on post-event statements, the Flag Person did not immediately inform the Equipment Operator of the 

derailment. The Equipment Operator secured the Prime Mover and walked to the front of the consist where they 

 
1 Ballast is the rocks that provide support and drainage for the rail ties, which in turn support the tie plates, fasteners, insulators, running 
rail, and third rail. 



 

 

February201 identified the derailment, and subsequently informed the Crew Leader. Approximately 10 minutes after the derailment 

occurred, the Crew Leader stated they contacted mobile command, which Metrorail assigns as the Roadway Worker 

In Charge for extended shutdown areas. Mobile Command reported the event to the ROCC at 12:54 a.m.  

Probable Cause: 

The probable cause of this event was the insufficient control of vehicle movement in work areas and the Flag Person 

not identifying that the switch was not aligned for this movement. Contributing to this event was the assignment of tasks 

without adequate personnel to support safety responsibilities. 

Corrective Actions: 

Metrorail distributed a safety bulletin related to this and other safety events. 

Metrorail provided additional training to the Flag Person. 

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. 

Metrorail’s investigation addressed required elements. The WMSC notes that there are references to left and right axles 

in the report that should refer to left and right wheels. 
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Washington Metropolitan Area Transit Authority 

Department of Safety (SAFE) 
Office of Safety Investigations (OSI) 

 
FINAL REPORT OF INVESTIGATION A&I E23556 

 
Date of Event: 08/11/2023 
Type of Event: A-5: Derailment 
Incident Time: 00:30 hours 
Location: Greenbelt Station, Track 1, Chain Marker (CM) E1 

661+37 
Time and How received by SAFE: 00:57 hours via MAC 
WMSC Notification Time: 02:09 hours 
Responding Safety Officers:  Yes 
Rail Vehicle: Prime Mover (PM) 41, Ballast Cars B406, B409 
Injuries: None 
Damage: High current bond and D-Loop, Third rail, switch point 
Emergency Responders: None 
SMS I/A Incident Number: 20230811#110583 
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Abbreviations and Acronyms 
 

ATCM  Automatic Train Control Maintenance 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CM  Chain Marker 

CTEM  Car Track Equipment Maintenance 

MAC  Mission Assurance Coordinator 

MCC  Mobile Command Center 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OSI  Office of Safety Investigations 

PM  Prime Mover 

RJSB  Roadway Job Safety Briefing  

RMM  Roadway Maintenance Machine 

ROCC  Rail Operations Control Center 

RWIC   Roadway Worker In Charge 

RWP  Roadway Worker Protection 

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 Friday, August 11, 2023, at 00:30 hours, an Office of Track and Structures (TRST) employee 
working within the Greenline shutdown area was operating Roadway Maintenance Machine 
(RMM), Prime Mover (PM) 41, pushing Ballast Cars B406 and B409, when it derailed over switch 
3A, track 1, which was misaligned and clamped against their intended direction of travel. The lead 
axle of B406 struck the misaligned switch and derailed to the wayside at CM E1-661+37. The 
move was performed by an Equipment Operator, operating the trailing vehicle (PM-41) and a Flag 
Person on the leading end (B406). The movement was instructed by the Roadway In Charge 
(RWIC), who was instructing movements and aligning routes in order to retrieve additional ballast 
near CM E1-669+00. The Flag Person immediately contacted the Equipment Operator and 
reported the incident. The Equipment Operator stopped PM-41 and reported the incident to the 
RWIC, and the RWIC reported the derailment to the Mobile Command Center (MCC). The MCC 
notified the Rail Operations Control Center (ROCC), Department of Safety (SAFE), Car Track 
Equipment Maintenance (CTEM), Automatic Train Control Maintenance (ATCM), and additional 
TRST personnel. The RWIC, Equipment Operator, and Flag Person were instructed to stand by 
while the preliminary investigation was conducted. TRST management removed the TRST 
employees from service for further investigation and post-incident testing. No injuries were 
reported as a result of this incident. Significant damage occurred to multiple track infrastructure 
components, including the third rail, the switch point, and two pieces of ATC equipment, including 
a 2-foot D-Loop and a cable attached to a high current bond. There were no reported injuries as 
a result of this incident.  
 
The probable cause of the derailment was a failure to follow established procedures while 
operating an RMM. The Flag Person on the leading end of the movement is required to direct 
movement by radio and inform the Equipment Operator of the position of the switches, signal 
indications, and other conditions that may affect the movement prior to any movements. 
Contributing to the incident was inadequate personnel. The RWIC was performing work-related 
tasks (clamping switches) while simultaneously providing oversight for the work zone due to an 
inadequate number of personnel for the work assignment.  
  
Incident Site 
 
This is an above-ground station with split platforms. Greenbelt Station is a Direct Fixation Track 
governed by signals E10-06, 08 signals, and E10-02,04 signals. There is an interlocking at CM 
E1 & E2 657+33 – 661+37. This area is located within the construction zone, starting from Fort 
Totten Station and ending at the Greenbelt Yard.  
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Field Sketch/Schematics 
 

 
The above depiction is not to scale. 
 
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. 
 
Investigative Methods 
 
The investigative methodologies included the following: 
 

• Site Assessment 
 

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

• RWIC 
• Equipment Operator 
• Flag Person 
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• Documentation Review – Collection of relevant work history information and process 
documentation contained in WMATA systems of record. These records include: 

• RWIC Incident Statement 
• RWIC 30-day Work History 
• RWIC Training Record 
• Equipment Operator Incident Statement 
• Equipment Operator 30-day Work History 
• Equipment Operator Training Record 
• Flag Person Incident Statement 
• Flag Person 30-day Work History 
• Flag Person Training Record 
• WMATA Roadway Job Safety Briefing (RJSB) Form 
• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA) 
• Rail Operation Control Center (ROCC) Incident Report 

 
• System Data Recording Review – Collection of information contained in Metro Data 

Recording Systems. This data includes: 
• ARS (Audio Recording System) playback [Radio and Landline Communications]  
• Closed-Circuit Television (CCTV) 

  
Investigation 
 
On Friday, August 11, 2023, at 00:30 hours, PM-41, pushing Ballast Cars B406 and B409 derailed 
at the switch point on Switch #3A, CM E1 661+37. The RWIC was directing a series of train moves 
within the Greenbelt Interlocking and was responsible for clamping the switches during the 
operations. The RWIC was located at Switch #1A clamping for a crossover move for PM-41. The 
Equipment Operator of PM-41 was initially on Track 1. The RWIC directed PM-41 to crossover 
onto Track 2 to allow another RMM behind it to move through towards College Park Station. PM-
41 crossed over from Track 1 onto Track 2 in the direction of Greenbelt Station. Later, PM-41 
returned to Track 1 to resume dropping ballast in the direction of College Park Station on Track 
1. 1 

After the ballast was dropped, the RWIC instructed PM-41 to return to the yard for more ballast. 
Switch #1A was clamped in the normal position, while Switch #3A remained clamped in the 
reverse position, leading to the derailment. The Equipment Operator and the Flag person utilized 
the radio talk-around feature to communicate throughout the operations. (Radio transmissions 
conducted on the talk-around feature are not recorded).  
 
After receiving their instructions, the PM-41 Equipment Operator began to push cars B409 and 
B406 with B406 as the lead car. The Flag Person was located on B406 and manning the brake 
dump valve on the flatcar. The consist traveled through Switch #1A and derailed at the switch 
point of Switch #3A. 2PM-41 operator reported in their statement that they felt resistance in the 
movement of the unit, decreased the throttle to the stop position, and applied the service brake. 

 
 
1 The RWIC, at some point, clamped Switch #3A in the reverse position to allow units to crossover from 
track two to track one inversely.  
2 The RWIC more than likely clamped Switch #1A in the normal position before the PM-41 operator was 
sent to Greenbelt yard for more Ballast.  
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PM-41 Operator went to investigate and discovered both rear axles and the right front axle of flat 
car B-406 derailed. The Significant damage occurred to various components, including the third 
rail, ATC equipment, switch point, and two pieces of ATC equipment, including a 2-foot D-Loop 
and a cable attached to a high current bond. There were no reported injuries as a result of this 
incident.  

 
Closed-Circuit Television (CCTV) 
 

 
Figure 1 – Equipment Operator of PM-41 entering the Greenbelt interlocking from Track 2 at CM 661+37 at 
approximately 23:54 hours. 
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Figure 2 – Equipment Operator of PM-41 stopped momentarily as another RMM exits the interlocking on Track 1 in the 
direction of College Park Station at approximately 23:55 hours. 
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Figure 3 – Equipment Operator of PM-41 moved through Switch #1A on Track 1 in the direction of Greenbelt Station 
at approximately 00:30 hours. 
 
 

 
Figure 4 – Flag Person on B406 approaching Switch #3A on Track 1 near CM 661+37 at approximately 00:30:34 hours. 
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Figure 5 – Flatcar B406 with front and rear axles derailed at Switch #3A on Track 1 at approximately 00:30:39 hours.  
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
23:54:14 hours 
 

 

Equipment Operator: The Equipment Operator operating PM-41 entered the 
Greenbelt Station interlocking, operating PM-41 from Track 2 at Switch #1B 
with two trailing cars. The Equipment Operator crossed over onto Track 1 via 
Switch #1A in the direction of College Park Station. [CCTV] 

23:55:03 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 stopped the 
consist within the Greenbelt interlocking while the consist on Track 1 began 
to move. [CCTV] 

23:55:37 hours 
 
 

The vehicle consist occupying Track 1 moved towards College Park Station. 
[CCTV] 

23:57:58 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 moved the 
consist onto Track 1 in the direction of College Park Station. [CCTV] 

00:01:12 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 cleared the 
interlocking onto Track 1 via Switch #1A in the direction of College Park 
Station and resumed placing ballast on the roadway. [CCTV] 

00:10:25 hours RWIC: The RWIC checked Switch #1A for correct alignment. [CCTV] 
00:10:58 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 began 
pushing the cars toward Signal E10-02 on Track 1 with the Flag Person on 
the leading vehicle. [CCTV] 
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Time Description 
00:28:48 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 proceeded 
on Track 1 past Signal E10-02 and Switch #1A on Track 1 in the direction of 
Greenbelt Station, with the Flag Person on the leading vehicle. [CCTV] 

00:30:34 hours 
 
 

Equipment Operator: The Equipment Operator operating PM-41 approached 
Switch #3A on Track 1 in the direction of Greenbelt Station, with the Flag 
Person on the leading vehicle. [CCTV] 

00:30:39 hours Equipment Operator: The front axle of B406 derailed on Track 1. [CCTV] 
00:40:00 hours 
 
 

RWIC: The RWIC contacted MCC and reported that Ballast Flat car B406 
derailed in the interlocking at Switch #3A. No reported injuries. [Incident 
Statement] 

00:54:42 hours ROCC: ROCC received a report from MCC stating PM-41 derailed at 
Greenbelt Station on Track 1. [Ops 3 Landline] 

01:15:00 hours SAFE: SAFE personnel arrived on the scene and conducted preliminary 
investigative activities.  

02:57:00 hours MAC: MAC received the event scene release authorization from the WMSC.  
04:15:00 hours Re-railing process for B406 began.  
06:50:00 hours B406 was safely re-railed and removed from service for post-incident 

inspection.  
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Derailment Photographs 
 

 
Photograph 1 – Right axle of B406 came in contact and damaged the un-energized third rail. (Front view).  
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Photograph 2 – Right axle of B406 came in contact and damaged the un-energized third rail. (Rear view) 
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Photograph 3 – Right axle of B406 derailed near Switch #3. Switch Point Clamp Indicator was present. 
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Photograph 4 – Front left axle of B406 derailed past Switch #3. 
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Interview Findings 
 
As part of the investigation launched into the derailment near Greenbelt Station, SAFE conducted three 
interviews. 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. 
 
RWIC 
 

• Stated PM-41 was pushing flat car B-406 outboard towards the Greenbelt Station platform 
when the incident occurred. 

• Reported they instructed PM-41 to return the CM 669+00 to retrieve more ballast. 
• Reported they were clamping switches in the interlocking for vehicle movements due to 

not having dedicated personnel to perform those tasks.  
 
Equipment Operator  
 

• Stated they were instructed to retrieve more ballast near Greenbelt Yard when the 
derailment occurred. 

• Reported they were pushing two cars on the consist with a Flag Person on the leading 
vehicle.  

• Reported they relied on the Flag Person’s directions during operation as they could not 
see from the rear. 

• Stated they communicated with the Flag Person on the talk-around to avoid congestion 
on the main operations channel. 
 

Flag Person 
 

• Stated they were positioned on the lead flatcar when the derailment occurred.  
• Reported they were not attentive to the position of the switches while moving and were 

focused on the roadway ahead. 
• Reported they did not stop at the signals to verify if the switches were aligned correctly. 

 
Weather 
 
At the time of the incident, NOAA recorded the temperature at 64°F, clear, no wind, and 100% 
humidity. This is an above-ground station. Weather was not a contributing factor in this incident 
(Weather source: NOAA – Location: Greenbelt, MD).  
 
Related Rules and Procedures 
 

• MOR – RMMs & Hi-Rail Vehicles – 11.1 – Responsibilities.   
• MOR – RMMs & Hi-Rail Vehicles – 11.5.2 – Protection on Controlled Track.   
• MOR – RMMs & Hi-Rail Vehicles – 11.9 – Operating with Caution.   
• MOR – RMMs & Hi-Rail Vehicles – 11.18.4.1 – Crew Member Required Communications.   
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Human Factors 
 
RWIC 
 
Evidence of Fatigue 
 
The incident data were evaluated 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. Video of 
the incident was reviewed for signs of the RWIC’s fatigue. No signs or symptoms of fatigue were 
evident from the video. The employee 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 
 
The incident data were evaluated for fatigue risk factors. No significant risk was 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 night shift work in the days leading up to the incident. The employee was awake for 
8.5 hours at the time of the incident. The RWIC reported 8 hours of sleep in the 24 hours preceding 
the incident. The off-duty period was 16 hours, which provides an opportunity for 7-9 hours of 
sleep. This was more than a comparable amount of sleep to the employee's regular workday 
sleep durations. The employee reported no issues with sleep. 
 
Equipment Operator  
 
Evidence of Fatigue 
 
The incident data were evaluated 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. Video of 
the incident was reviewed for signs of the Equipment Operator’s fatigue. No signs or symptoms 
of fatigue were evident from the video. The employee reported feeling fully alert at the time of the 
incident. The Equipment Operator reported experiencing no symptoms of fatigue in the time 
leading up to the incident. 
 
Fatigue Risk 
 
The incident data were evaluated for fatigue risk factors. No significant risk was identified. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The 
Equipment Operator reported keeping a regular sleep schedule in the days leading up to the 
incident. The Equipment Operator performed night shift work in the days leading up to the incident. 
The employee was awake for 8.25 hours at the time of the incident. The Equipment Operator 
reported 7.5 hours of sleep in the 24 hours preceding the incident. The off-duty period was 16 
hours, which provides an opportunity for 7-9 hours of sleep. This was more than a comparable 
amount of sleep to the employee's regular workday sleep durations. The employee reported no 
issues with sleep. 
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Flag Person 
 
Evidence of Fatigue 
 
The incident data were evaluated 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. Video of 
the incident was reviewed for signs of the Flag Person’s fatigue. No signs or symptoms of fatigue 
were evident from the video. The employee reported feeling fully alert at the time of the incident. 
The Flag Person reported experiencing no symptoms of fatigue in the time leading up to the 
incident. 
 
Fatigue Risk 
 
The incident data were evaluated for fatigue risk factors. No significant risk was identified. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The Flag 
Person reported keeping a regular sleep schedule in the days leading up to the incident. The Flag 
Person performed night shift work in the days leading up to the incident. The employee was awake 
for 8.5 hours at the time of the incident. The Equipment Operator reported 9.5 hours of sleep in 
the 24 hours preceding the incident. The off-duty period was 16 hours which provides an 
opportunity for 7-9 hours of sleep. This was more than a comparable amount of sleep to the 
employee's regular workday sleep durations. The employee reported no issues with sleep. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the RWIC, Equipment Operator, and Flag 
Person were not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/7. 
 
Work History 
 
The RWIC is a WMATA employee with over 11 years of total service: five years as a Track 
Supervisor and six years as a Track Repairman. The employee is certified to the Roadway Worker 
Protection (RWP) - 4 Level and expires in January 2024. 
 
The Equipment Operator is a WMATA employee with over eight years of total service as an 
Equipment Operator. The Equipment Operator was last certified on April 17, 2023. This employee 
is certified to the RWP-2 Level and expires in January 2024. 
 
The Flag Person is a WMATA employee with over 18 years of total service: seven years as a 
Track Repairer C and ten years as a Repairman. The employee is certified to the RWP-2 Level 
and expires in May 2024. This employee was last certified as a Flag Person on February 11, 
2022.  
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Findings 
 

• The Flag Person was on the leading end of the movement and failed to observe and inform 
the Equipment Operator of the position of switches before traversing the interlocking.  

• Radio communications between the Equipment Operator and Flag Person were 
transmitted via the talk-around feature and not recorded.  

• The Equipment Operator was pushing two cars and had zero visibility of the track ahead, 
which is standard practice and requires the use of a Flag Person. 

• The RWIC was responsible for aligning and clamping switches for train moves while 
simultaneously overseeing the work area. 

 
Immediate Mitigation to Prevent Recurrence 
 

• Equipment Operator, Flag Person, and RWIC were removed from service. 
• Flatcar B406 was rerailed. 
• PM-41, Flatcar B406 was removed from service for post-incident inspection.   

 
Probable Cause Statement 
 
The probable cause of the derailment was a failure to follow established procedures while 
operating an RMM. The Flag Person on the leading end of the movement is required to direct 
movement by radio and inform the equipment operator of the position of the switches, signal 
indications, and other conditions that may affect the movement prior to any movements. 
Contributing to the incident was inadequate personnel. The RWIC was performing work-related 
tasks (clamping switches) while simultaneously providing oversight for the work zone due to 
inadequate personnel for the work assignment.  
  
Recommended Corrective Actions 
 

Corrective Action 
Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
110583_SAFECAPS
_TRST_001 

(RC-1) TRST Management will ensure 
the Flag Person is scheduled and 
completes refresher Flag Person 
Training.     

 TRST SRC Completed 

110583_SAFECAPS
_TRST_002 

(RC-1) TRST Management will develop 
and distribute a safety bulletin highlighting 
the findings and preventative measures of 
the incident.     

 TRST SRC Completed 
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Appendices 
 
Appendix A – Interview Summaries 
 
The below narratives summarize the incident and represent the statements made by the involved 
individuals. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
RWIC 
  
The RWIC is a WMATA employee with over 11 years of total service: five years as a Track 
Supervisor and six years as a Track Repairman. The employee is certified to the RWP-4 Level 
and expires in January 2024. 
  
During the interview, the RWIC stated that the work crew was conducting repairs to the roadway 
in the Greenline shutdown area. The RWIC reported that the crew operating PM-41, B409, and 
B406 were out of ballast, and they instructed them to return to CM 669+00 to wait to be released 
from the work. The RWIC stated that throughout the evening, they were clamping switches within 
the interlocking near Greenbelt to permit vehicles to move between Tracks 1 and 2. They reported 
that there were no ATC personnel present to clamp the switches. The RWIC stated they did not 
verify if Switch #3A was clamped before they instructed PM-41 to return to CM 699+00. The RWIC 
reported that they were contacted by the Equipment Operator that the derailment occurred, and 
they responded to the scene to investigate. After the RWIC assessed the incident location, they 
reported the derailment to the MCC. They stated there was no action they could have taken that 
would have prevented this incident from occurring. The RWIC recommended having additional 
dedicated ATC personnel present when clamping switches and moving rail vehicles through 
interlockings.  
  
Equipment Operator 
  
The Equipment Operator is a WMATA employee with over eight years of total service as an 
Equipment Operator. The Equipment Operator was last certified on April 17, 2023. This employee 
is certified to the RWP-2 Level and expires in January 2024. 
 
During the interview, they stated they were instructed to retrieve more ballast near Greenbelt Yard 
when the derailment occurred. The Equipment Operator stated they were operating an RMM 
consisting of PM-41, Ballast Flatcar B409 and Ballast Flatcar B406. The Equipment Operator 
reported they were pushing the two cars towards Greenbelt with the Flag Person on the leading 
vehicle (B406). They reported they relied on the Flag Person’s directions during operation as they 
could not see the roadway ahead of them from the rear. The Equipment Operator stated they 
communicated with the Flag Person via the talk-around to avoid congestion on the main 
operations channel. They reported that they did not stop the vehicle before entering to verify the 
position of the switches. The Equipment Operator stated that the incident could have been 
prevented if the switches had been checked for proper alignment.   
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Flag Person 
  
The Flag Person is a WMATA employee with over 18 years of total service: seven years as a 
Track Repairer C and ten years as a Repairman. The employee is certified to the RWP-2 Level 
and expires in May 2024. This employee was last certified as a Flag Person on February 11, 
2022.  
  
During the interview, the Flag Person stated that they were positioned on the lead flatcar when 
the derailment occurred. They reported they were not attentive to the position of the switches 
while moving towards Greenbelt Station and were only focused on the roadway ahead. The Flag 
Person stated they were knowledgeable of switch clamps but did not see any clamps near Switch 
#3A prior to the derailment. The Flag Person stated they made a mistake by not stopping the 
vehicle to verify if the switch was aligned.    
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Appendix B – RWIC, Equipment Operator and Flag Person Incident Statements 
 

 
Document 1 – RWIC Incident Statement. 
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Document 2 – Equipment Operator Incident Statement. 
  



 
 

Incident Date: 08/11/2023     Time:  00:30 hours Page 24 
Final Report – Derailment  
E23556 
 

Drafted By: SAFE 702 – 09/21/2023 
Reviewed By:  SAFE 704 – 10/05/2023  
Approved By:  SAFE 704 – 2/06/2023  

 
Document 3 – Flag Person Incident Statement. 
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Appendix C – Rail Operations Control Center (ROCC) Incident Report 
 

 
Document 4 – ROCC Incident Report. Page 1 of 2. 
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Document 5 – ROCC Incident Report. Page 2 of 2. 
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Appendix D – RWIC Roadway Job Safety Briefing (RJSB) Form 
 

 
Document 6 – RWIC RJSB illustrates the job tasks and working limits. Page 1 of 2. 
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Document 7 – RWIC RJSB illustrates the power outage type and attendees. Page 2 of 2. 
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Appendix E – CTEM Post-Derailment & Accident Damage Inspection Form 
 

 
Document 8 – CTEM Accident Damage Inspection Form. Page 1 of 2. 
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Document 9 – CTEM Accident Damage Inspection Form. Page 2 of 2. 
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Appendix F – TRST Maintenance/Safety Bulletin 
 

 
 
Document 10 – TRST Maintenance/Safety Bulletin highlighting procedures for RMM movement. 
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Appendix G – Why-Tree Analysis 
 

 


	W-0267 Derailment at Greenbelt Station – August 11, 2023 (E23556) (1).pdf
	E23556 - 20230811 - Final Report - Derailment - Greenbelt Station (1).pdf
	Abbreviations and Acronyms
	Executive Summary
	Incident Site
	Field Sketch/Schematics
	Purpose and Scope
	Investigative Methods
	Investigation
	Closed-Circuit Television (CCTV)
	Chronological Event Timeline
	Derailment Photographs
	Interview Findings
	RWIC
	Equipment Operator
	Flag Person

	Weather
	Related Rules and Procedures
	Human Factors
	RWIC
	Evidence of Fatigue
	Fatigue Risk

	Equipment Operator
	Evidence of Fatigue
	Fatigue Risk

	Flag Person
	Evidence of Fatigue
	Fatigue Risk
	Post-Incident Toxicology Testing
	Work History


	Findings
	Immediate Mitigation to Prevent Recurrence
	Probable Cause Statement
	Recommended Corrective Actions
	Appendices
	Appendix A – Interview Summaries
	Appendix B – RWIC, Equipment Operator and Flag Person Incident Statements
	Appendix C – Rail Operations Control Center (ROCC) Incident Report
	Appendix D – RWIC Roadway Job Safety Briefing (RJSB) Form
	Appendix E – CTEM Post-Derailment & Accident Damage Inspection Form
	Appendix F – TRST Maintenance/Safety Bulletin
	Appendix G – Why-Tree Analysis



