
 

 

Improper Door Operations – West Hyattsville, Downtown Largo, Deanwood, Smithsonian stations 

March 7, 2023 – July 12, 2023 – July 14, 2023 – August 23, 2023 

Document Purpose 

This WMSC written report on WMATA Metrorail’s safety event investigations and review of Metrorail’s findings in 

accordance with the WMSC Program Standard, in conjunction with the attached Metrorail investigation reports that 

have undergone WMSC staff review and, if necessary, feedback and revision, describes the investigation activities, 

identifies factors causing or contributing to the safety events, and sets forth ongoing, additional, or upcoming corrective 

actions and further oversight work (such as inspections and audits) as necessary or appropriate. The WMSC’s ongoing 

oversight during the investigative process, including safety event reporting and verification, participation in investigative 

interviews, data review, consistent communication with the Metrorail investigations team, and feedback on Metrorail’s 

reports leads to further improvements prior to consideration of the reports by WMSC Commissioners for adoption. The 

WMSC’s safety event investigation oversight assures the sufficiency and thoroughness of Metrorail’s investigations. 

The WMSC Commissioners are considering these documents (the WMSC review and Metrorail’s investigation reports) 

as a unified item for adoption at the Washington Metrorail Safety Commission meeting on June 11, 2024. 

WMSC staff recommend adoption of these investigations. 

Improper Door Operation 

In 2023, improper door operations events accounted for 16 of the 859 total safety events reported by Metrorail to the 

WMSC. Direct causes of improper door operations can include human factors (such as pressing a button to open doors 

on the wrong side or opening doors when the train is not on the platform) or mechanical defect. Three investigations 

covered by this report relate to an operator incorrectly commanding doors to open on the incorrect side of the train. 

The other investigation relates to an operator incorrectly stopping a train short of the required location, then opening 

the doors on the platform side but without all doors on the platform. Investigations into other 2023 improper door events 

have also progressed and are addressed in other reports. 

As a mitigation related to improper door operation, Metrorail completed its required safety certification steps for the use 

of automatic door operation on the Red Line, leading to the WMSC’s concurrence that Metrorail had completed this 

hazard identification, verification, and mitigation process, and began implementing automatic door operation on the 

Red Line in fall 2023. Metrorail is in the process of certifying train operators on other lines on the use of automatic door 

operation that is necessary to ensure proper and safe operation. Metrorail is utilizing an aspect of the automatic door 

operation system that is designed to automatically open doors on the correct side of the train when the train is properly 

berthed in a station. Metrorail is requiring train operators to manually close doors after visually assuring that it is safe 

to do so.  

Metrorail is implementing corrective action plans (CAP C-0181) associated with the WMSC’s Rail Operations Audit 

issued in April 2022. Metrorail has committed to completing this CAP in October 2024. This CAP addresses consistent 

supervisory oversight, effective training, safety promotion, “just culture,” and other elements Metrorail has committed 

to in its Public Transportation Agency Safety Plan (PTASP).   

Investigations W-0301-W-303 being considered at the June 11, 2024, meeting led to specific corrective actions 

including:  



 

 

• Retraining on door operations and station servicing procedures 

• SOP 40 (Procedure for Platform Berthing, Station Servicing and Overruns) was reissued 

In addition, Metrorail is planning to implement “point and call” practices for train operators, which provide for actions 

that increase attention to specific tasks and details. Under this practice, operators physically (point) and verbally (call) 

acknowledge safety and operational indications on the train and wayside. 

Safety event summaries: 

W-0300 – West Hyattsville Station – March 7, 2023 (WMATA ID: E23154) 

A Train Operator servicing West Hyattsville Station opened the train doors on the non-platform side of the train. Metrorail 

policy requires train operators to observe the platform with their hands at their sides before initiating the Door Open 

pushbutton for manual door operation. Vehicle Monitoring and Diagnostic System data shows that the doors were open 

for approximately 20 seconds. The Train Operator then closed the doors and reported this improper door operation to 

the Rail Operations Control Center. However, the Train Operator left the cab and used a cell phone to contact the 

Assistant Operations Manager instead of reporting the safety event via radio to the Radio Rail Traffic Controller, as 

specified by Metrorail policy. The Train Operator later stated that they were having issues with their radio console when 

trying to contact the Radio Rail Traffic Controller and became nervous, so they decided to exit the train and call the 

ROCC Assistant Operations Manager via cellphone. The Assistant Operations Manager instructed the Train Operator 

to offload customers from the train onto the platform and to notify the Radio Rail Traffic Controller via radio. The Train 

Operator notified the Rail Traffic Controller via handheld radio when the train was clear of passengers and was 

instructed by the Radio Rail Traffic Controller to perform a ground walkaround. The ground walkaround was necessary 

to ensure no customer or object had fallen from the train while the doors were open on the incorrect side of the train. 

Nothing was found. An Office of Rail Transportation Supervisor was dispatched, and later arrived, to take over operation 

of the out-of-service train and to remove the Train Operator from service for post-event toxicology testing. The train 

was operated to Greenbelt Rail Yard for a post-event inspection that found no mechanical issues. During an 

investigative interview, the Train Operator stated they were distracted by personal matters, and were experiencing 

fatigue at the time of the event due to trouble sleeping and it being an overtime assignment. The Train Operator also 

stated that this was their first time operating on the Green Line in several years. Review of the Train Operator’s 

certification records showed that Metrorail had designated them as certified despite not meeting Metrorail’s written 

requirements. The Train Operator had failed an initial exam in July 2022 but was then permitted to complete an 

additional attempt in September 2022, beyond Metrorail’s time limit to take such an exam. The WMSC issued an order 

in February 2024 requiring Metrorail to correct its noncompliance with its train operator certification requirements. 

Metrorail is also in the process of implementing a corrective action plan to require and implement physical 

characteristics and territory familiarization training and qualification. 

The causes and contributing factors include: 

• Insufficient fitness for duty checks 

• Metrorail ignoring its fatigue management policy 

• Lack of physical characteristics training and qualification. 

 



 

 

W-0301 – Downtown Largo Station – July 12, 2023 (WMATA ID: E23479) 

A Train Operator operating an eight-car Blue Line train to Downtown Largo Station stopped short of the required location 

at the end of the platform where all trains are required to stop (eight-car marker) and opened the train’s doors on the 

platform side with the trailing doors of the train not on the platform. The Train Operator stopped approximately 30 feet 

(just under half of a car length) short of the required location at the end of the platform. 

The Train Operator was behind schedule as they came to the station. The Terminal Supervisor subsequently informed 

the Train Operator that that they had opened the doors without all doors on the platform, due to stopping short of the 

eight-car marker. 

Separately, just before that Train Operator had entered Downtown Largo Station, a different Train Operator walking 

through an out-of-service train at the Downtown Largo Station platform reported to the Terminal Supervisor that they 

had found a pair of emergency doors (the normal passenger doors in the middle of each railcar that can be opened via 

interior emergency release) on railcar 7373 open on the non-platform side. This was unrelated to the other train’s 

improper door operation. 

Probable Cause: 

The probable cause of this event was noncompliance with written operational rules and procedures. Specifically, safety 

rules and procedures requiring all trains to stop at the end of each station platform to ensure doors are opened only 

when all cars are at the platform. 

 

W-0302 – Deanwood Station – July 14, 2023 (WMATA ID: E23488) 

A Train Operator servicing Deanwood Station inadvertently opened the train doors on the non-platform side of the train. 

The Train Operator properly reported this improper door operation to the Radio Rail Traffic Controller in the Rail 

Operations Control Center and requested permission to perform a ground walkaround to ensure no one had fallen onto 

the roadway. Review of vehicle monitoring and diagnostic system data showed that train doors were open on the non-

platform side of the train for approximately 9 seconds. Riders were offloaded to the platform, and the Train Operator 

performed the ground walk around and reported that the roadway was clear. Office of Rail Transportation Supervisors 

were dispatched to take over train operation and to remove the Train Operator from service for post-event toxicology 

testing. The train was removed from service for post-event inspection. No mechanical issues or damage were found. 

During an investigative interview, the Train Operator stated they were distracted by activity on the platform. 

Probable Cause: 

The probable cause of this event was a lack of focus and situational awareness. 

 

W-0303 – Smithsonian Station – August 23, 2023 (WMATA ID: E23592) 

A Train Operator servicing Smithsonian Station opened doors on both the platform and non-platform sides of the train, 

then exited the train and reported the improper door operation to the Button Rail Traffic Controller via cellphone, instead 

of using the carborne or handheld radio as required by Metrorail. Operators have reported to the WMSC that they can 



 

 

be concerned about reporting safety issues on the radio due to the reaction of others. Review of vehicle monitoring and 

diagnostic system data showed that the Train Operator correctly activated the Door Open pushbutton on the platform 

side of the train and then incorrectly activated the Door Open pushbutton on the non-platform side of the train. The 

Train Operator closed the non-platform side doors approximately 18 seconds later, and then closed the platform side 

doors as well, before again opening the correct platform side doors, and keying down (turning off) the train. The Rail 

Traffic Controller instructed the Train Operator to offload riders from the train and perform a ground walkaround. The 

Train Operator reported that the roadway was clear. An Office of Rail Transportation Supervisor was dispatched to 

takeover train operation and to remove the Train Operator from service for post-event toxicology testing. The train was 

removed from service for post-event inspection. No mechanical issues or damage were found. During an investigative 

interview, the Train Operator stated they lost situational awareness. 

 

Probable Cause:  

The probable cause of this event was a lack of focus and situational awareness. 
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Date of Event: March 7, 2023 

Type of Event: Improper Door Operation  

Incident Time: 07:32 hours  

Location: West Hyattsville Station, Track 1  

Time and How received by SAFE: 07:51 hours MAC Desk  

WMSC Notification Time: 08:12 hours  

Responding Safety Officers: None 

Rail Vehicle: Train 515 - [L3071x3070.3020x3021.3092-3093T] 

Injuries: None 

Damage: None 

Emergency Responders: MTPD 

SMS I/A Number 20230307#106667 
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Abbreviations and Acronyms 
 

AOM  Assistant Operations Manager  

ARS  Audio Recording System  

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

IIT  Incident Investigation Team  

MTPD  Metro Transit Police Department  

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

RTC  Rail Traffic Controller  

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

SAFE  Department of Safety  

SMS  Safety Measurement System  

SPOTS  System Performance On-Time Summary  

VMS  Vehicle Monitoring System  

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 Tuesday, March 7, 2023, at 07:32 hours, the Train Operator of Train ID 515 
[L3071x3070.3020x3021.3092-3093T] located at West Hyattsville Station on track 1 opened the 
train doors off the platform side, closed the doors, then reported the event to the Rail Operations 
Control Center (ROCC). The Train Operator was instructed by the Radio Rail Traffic Controller 
(RTC) to offload the train and perform a ground walkaround. There was no damage or injuries 
resulting from this event.  
 
The Radio RTC instructed a Rail Supervisor to respond to West Hyattsville Station. Metro Transit 
Police Department (MTPD) was also notified and dispatched. The Station Manager at West 
Hyattsville Station was instructed to help offload the train. At 07:48 hours, trains began to single 
track at West Hyattsville Station. 
 
The Rail Supervisor arrived at West Hyattsville Station and took over the train. They operated in 
non-revenue service to Greenbelt Yard. Normal rail service resumed at 08:18 hours.  
 
The Office of Rail Transportation (RTRA) removed the Train Operator from service for post-
incident testing. The train was removed from service for post-incident inspection. 
 
During the investigation, the Train Operator reported several non-work-related events that may 
have contributed to them losing focus during operations. In addition, the Train Operator was 
working an overtime assignment on the Green Line, which is not their normal assignment.  
 
The probable cause of the Improper Door Operation event on March 7, 2023, was a failure to 
perform door operations in accordance with established procedures. Specifically, the Train 
Operator failed to observe the platform from the cab window with their hands at their sides prior 
to depressing the Doors Open Pushbutton as prescribed in RTRA Standard Operating 
Procedures (SOP) 40. A Contributing Factor to the event was distraction due to non-work-related 
personal events.  
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Incident Site 
 
West Hyattsville, Track 1 
 
 
Field Sketch/Schematics 

 
The above depiction is not to scale. 
 
Purpose and Scope 
 
The purpose of this accident 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: 

• Physical Site Assessment through document and video review 
 

• Formal Interviews – SAFE interviewed one individual as part of this investigation. The 
interview 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 individual:  

• Train Operator  
 

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

• Train Operator Training Records  

• Train Operator Certifications  

• Train Operator 30-Day work history review  

• Metrorail Safety Rules and Procedures Handbook (MSRPH) 

• National Oceanic and Atmospheric Administration (NOAA)  

• Rail Operations Control Center (ROCC) Incident Report 
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• 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]  

• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 
Vehicle Monitoring System (VMS)  

• Closed-Circuit Television (CCTV) 

• System Performance On-Time Summary (SPOTS) Report  
  

Investigation 
 
On Tuesday, March 7, 2023, at 07:36 hours, the Train Operator of Train ID 515 
[L3071x3070.3020x3021.3092-3093T] located at West Hyattsville Station, track 1 opened the 
train doors off the platform side, closed the doors then reported the event to the ROCC. The Train 
Operator was instructed by the Radio RTC to offload the train and perform a ground walk around. 
There was no damage or injuries resulting from this event.  
 
The Radio RTC instructed a Rail Supervisor to respond to West Hyattsville Station. MTPD was 
notified and dispatched. The Station Manager located at West Hyattsville Station was instructed 
to help offload the train. At 07:48 hours, trains began to single track at West Hyattsville Station. 
 
The Train Operator reported working overtime at the time when this event occurred. During the 
formal interview, the Train Operator stated that it was not their first time operating on the Green 
Line, however it had been a while since the last time that they had.  
 
After opening the doors off the platform side, the Train Operator contacted the ROCC Assistant 
Operations Manager (AOM) at 07:34 hours to report that they had opened the doors on the non-
platform side. The AOM inquired why the Train Operator did not contact the Radio RTC to report 
the event. The Train Operator reported that the train console radio was having issues and that 
they were nervous, so they called via landline. The AOM instructed the Train Operator to offload 
their train and to notify the Radio RTC of the improper door operation. At 07:38 hours, the Train 
Operator contacted the Radio RTC and reported that they had offloaded the train.  
 
Closed-Circuit Television (CCTV) revealed that the Train Operator stopped at the 8-car marker 
and pressed the left side door open push button before they stuck their head out of the operator’s 
cab window to verify they were opening the platform side doors.  
 
When the Train Operator realized their mistake, they closed the doors and contacted the ROCC. 
At 07:41 hours, the Radio RTC granted the Train Operator permission to conduct a ground 
walkaround. At 07:45 hours, the Train Operator informed the Radio RTC that they completed their 
ground walkaround and it was clear. An RTRA Supervisor took over the train's operations and the 
Train Operator was removed from service for post-incident testing. Normal rail service resumed 
at 08:18 hours.  
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Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 

Time Description 

07:34:21 hours Train Operator: Contacted the ROCC AOM to inform them that they were 
at West Hyattsville Station, and they opened the doors on the opposite side 
of the platform. The Train Operator was unable to reach the Radio RTC and 
the ROCC AOM instructed the Train Operator to give a radio check. [Phone]   

07:36:33 hours Train Operator: Informed the Radio RTC they needed to offload the train 
and complete a ground walkaround. 
Radio RTC: Asked several times why the Train needed to be offloaded. 
[Ops 3]  

07:38:01 hours  Train Operator: Informed the Radio RTC they had offloaded their train. 
[Ops. 3]  

07:38:12 hours Radio RTC: Instructed the Train Operator to give a radio check and 
complete a ground walkaround. [Ops. 3]  

07:39:00 hours  Train Operator: Contacted the Radio RTC for a radio check and to verify a 
clear ground walkaround. [Ops. 3]  

07:39:24 hours  Station Manager: Informed the Radio RTC there were 3 customers still on 
the train. 
Radio RTC: Asked the Station Manager to key the customers off. [Ops. 3]  

07:41:06 hours  Radio RTC: Granted the Train Operator permission to enter the roadway to 
conduct ground walkaround. [Ops. 3]  

07:45:00 hours  Train Operator: Reported a good ground walkaround and they were back 
on board the train. [Ops. 3]  

07:46:02 hours ROCC AOM: Contacted West Falls Church Division to inform them that the 
Train Operator opened the doors on the opposite side of the platform. 
[Phone]  

07:48:01 hours  Radio RTC: Instructed the Train Operator to stand by at West Hyattsville. 
[Ops. 3]  

08:06:46 hours  Radio RTC: Contacted an RTRA Supervisor and instructed them to take 
over train operations when they arrived at West Hyattsville Station and keep 
the Train Operator on board with them. [Ops. 3]  

08:15:48 hours  Train was released by Transit and the RTRA Supervisor was operating the 
train. [Ops. 3]  

**Note: Times above may vary from other system's timelines based on clock settings and reporting source. 
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SPOTS Report  
 

 
 
The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring System (VMS)  
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 

“IIT completed the data analysis of the incident below. Based on the data. The Left Door Open 
Push Button was depressed causing the doors on the opposite side of the platform to open (West 
Hyattsville is a split platform. The doors on the left of the train were on the opposite side). A few 
moments later, the Left Door Close Push Button was depressed and the Left Doors Closed. 
Eventually the Right Door Open Push Button was depressed and the doors on the platform side 
opened. No Train defects were observed during the data analysis, the Train responded to the 
commands entered by the Train Operator.” 
 

Timeline of Events 

Time Description of Events 

07:32:44 Train 515 stopped at West Hyattsville Station Track 1. 

07:32:49 
Left Door Open Push Button was depressed on lead car 
3071 

07:32:49 
Left Doors (Opposite side of the Platform) on Train 515 
opened. 

07:33:02 Left Doors Close Push Button was depressed. 

07:33:10 Left Doors closed in all cars. 

07:33:12 
The Right Doors Open Push Button was depressed and 
doors on the correct side of the platform opened. 
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Office of Rail Transportation (RTRA) 
Adopted from RTRA report: See Appendix C 
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed one person. The interview 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. 

 

During the interview, the Train Operator stated they were completing overtime the day this event 
happened. The Train Operator is from Dulles division. The Train Operator mentioned it has been 
a while since they last operated on the green line and were not that familiar with the stations. The 
Train Operator knew the proper procedures when servicing a station. The Train Operator 
mentioned they typically keep their hand away from the door push buttons until they verify the 
platform side but during this event, they pushed the door open button prior to verifying the platform 
side. The Train Operator realized they were on the non-platform side when they saw a customer 
stick their head out the door and wave. The Train Operator mentioned they called the ROCC AOM 
because when they tried to call via radio, they were having radio issues on the console and were 
nervous, so they called using a telephone. They also mentioned dealing with non-work-related 
issues that may have contributed to their loss of focus and a short sleep cycle prior to coming to 
work.  
 
Weather 
 
On March 7, 2023, at the time of the incident, NOAA recorded the temperature as 43° F, with 
mostly sunny skies. Weather was not a contributing factor in this incident. (Weather source: 
NOAA) – Location: Hyattsville, MD.) 
 
  



Incident Date: 03/07/2023        Time: 07:32 hours Page 10 
Final Report – Improper Door Operation Rev. 1   
E23154 

 

Drafted By:      SAFE 703 04/29/2023 
Reviewed By:  SAFE 71 – 05/08/2023 
Approved By:  SAFE 71 – 05/08/2023 

Related Rules and Procedures 
 
SOP 40 – 6.1.5 

• D. Verify the platform side of the train by placing their head out of the cab window and first 
look and identify the platform.  

• E. Look at the doors on the platform side of the train to observe any activity in front of the 
doors, with hands to their side for five (5) seconds.  

• F. Depress the Car’s Open Doors button on the platform side of the train.  
 
Human Factors 
 
Training and Certifications 
 
The Train Operator was last certified in their position in July 2022. They passed with a QL-1 
(highest) rating but failed their written exam. They passed the written exam on the second attempt 
in September 2022.  
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. No video of the person involved was available to ascertain whether evidence of fatigue 
was present. The Train Operator reported feeling moderately at the time of the incident. The Train 
Operator reported experiencing no symptoms of fatigue in the time leading up to the incident. 
 
Fatigue Risk   
 
We evaluated incident data for fatigue risk factors. Risk factors for fatigue were present. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The Train 
Operator reported some variation in the sleep schedule in the days leading up to the incident. The 
Train Operator worked day shift in the days leading up to the incident. The Train Operator was 
awake for 3 hours at the time of the incident. The Train Operator reported a short sleep duration 
of 5.5 hours in the 24 hours leading up to the incident. The off-duty period was 37 hours, an 
opportunity for 7-9 hours of sleep. This was a comparable amount of sleep as the Train Operator's 
usual workday sleep durations. The employee reported some issues with sleep due to recent 
death’s in their family. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the personnel involved complied with the 
Drug and Alcohol Policy and Testing Program 7.7.3/6. 
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Findings 
 

• The Train Operator was working an overtime assignment on a line they had not operated 
on for a long time. 

• The Train Operator admitted that they pushed Door Open Pushbutton before verifying 
they were on the platform side.  

• The Train Operator reported personal issues that may have distracted them at the time of 
the event. 

• There were no mechanical issues identified with the train.  

• The Train Operator was completing their first-round trip.  

• The Train Operator initially called the ROCC AOM to report the event and not the Radio 
RTC.  

 
Immediate Mitigation to Prevent Recurrence 
 

• The Train Operator was removed from service for post-incident testing.  

• The incident train was removed from service for post-incident inspection.  
 
Probable Cause Statement 
 
The probable cause of the Improper Door Operation event on March 7, 2023, was a failure to 
perform door operations in accordance with established procedures. Specifically, the Train 
Operator failed to observe the platform from the cab window with their hands at their sides prior 
to depressing the Doors Open Pushbutton as prescribed in RTRA Standard Operating 
Procedures (SOP) 40. A Contributing Factor to the event was distraction due to non-work-related 
personal events.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code 

Description 
Responsible 

Party 
Estimated 

Completion 
Date 

106667_SAFE
CAPS_RTRA_
001 

The Train Operator will complete refresher training 
with an emphasis on SOP 40.   
 

RTRA  Completed 

106667_SAFE
CAPS_RTRA_
002 

An RTRA Supervisor will conduct a ride along with the 
Train Operator to verify adherence to SOP 40.  
 

RTRA  Completed 
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Appendices 
 
Appendix A – Interview Summary 
 
The narrative below summarizes the statements made by the personnel involved. As such, times and 
details may conflict with the data contained in systems of record. 
 

The Train Operator has been a WMATA employee for thirteen (13) years with six and a half (6.5) 
of those years as a Train Operator. The Train Operator is RWP Level 2 certified and will have to 
be recertified in January 2024. The Train Operator was last certified as a Train Operator on 
September 9, 2022. The Train Operator stated they felt moderately alert leading up to improper 
door operation. The Train Operator reported they have been having trouble sleeping lately due to 
recent deaths of members. The Train Operator stated they usually get about 6 hours of sleep on 
workdays.  
 
The Train Operator stated it was a normal workday for them. The Train Operator stated they only 
operated on the green line for overtime and that this was the first time in a few years. The Train 
Operator stated they are not as familiar with the Green as they are with the Silver Line. The Train 
Operator did not experience any mechanical or radio issues while they were operating the train. 
The Train Operator reported being nervous when the improper door operation occurred, so they 
used their phone to contact central. The Train Operator stated they may have had family matters 
on their mind as they entered the station. The Train Operator explained the door operation 
procedures for a legacy train and a 7000-series train. The Train Operator stated they pushed the 
door open push button before they completely verified that they were on the platform side. The 
Train Operator stated they did not fully realize what they did until they saw a customer stick their 
head out the door and wave at them from the off-platform side.  
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Appendix B – Train Operator Certification  
 

 
Attachment 1 - Recertification July 2022 Page 1 of 2 
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Attachment 2: Recertification (Written Exam Only) September 2022 Page 1 of 2 
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Appendix C – RTRA Incident Report  
 

 
Attachment 3: RTRA Incident report page 1 of 4.  



Incident Date: 03/07/2023        Time: 07:32 hours Page 18 
Final Report – Improper Door Operation Rev. 1   
E23154 

 

Drafted By:      SAFE 703 04/29/2023 
Reviewed By:  SAFE 71 – 05/08/2023 
Approved By:  SAFE 71 – 05/08/2023 

 
Attachment 3: RTRA Incident report page 2 of 4.  

 
 



Incident Date: 03/07/2023        Time: 07:32 hours Page 19 
Final Report – Improper Door Operation Rev. 1   
E23154 

 

Drafted By:      SAFE 703 04/29/2023 
Reviewed By:  SAFE 71 – 05/08/2023 
Approved By:  SAFE 71 – 05/08/2023 

 
Attachment 3: RTRA Incident report page 3 of 4.  

 



Incident Date: 03/07/2023        Time: 07:32 hours Page 20 
Final Report – Improper Door Operation Rev. 1   
E23154 

 

Drafted By:      SAFE 703 04/29/2023 
Reviewed By:  SAFE 71 – 05/08/2023 
Approved By:  SAFE 71 – 05/08/2023 

 
Attachment 3: RTRA Incident report page 4 of 4.  

 
 
  



Incident Date: 03/07/2023        Time: 07:32 hours Page 21 
Final Report – Improper Door Operation Rev. 1   
E23154 

 

Drafted By:      SAFE 703 04/29/2023 
Reviewed By:  SAFE 71 – 05/08/2023 
Approved By:  SAFE 71 – 05/08/2023 

Appendix D – Why-Tree Analysis  
 

 

       

         

                                  

There was an 
improper door 

operation at  est 
 yatts ille  tation. 

                   

The Train Operator 
pressed the left 
s ide door open 
button at a ri ht 
side platform 

station.

The Train Operator 
pressed the button 
before stickin  their 
head out the cab 

window to  erify the 
platform side.

.The Train Operator was 
possibly distracted by personal 

matters.

    

        

    

    

The Train Operator 
failed to follow the 

established procedures 

in  O      section  . .  
when ser icin  a station



Incident Date: July 12, 2023 Time: 14:16 hours Page 1 
Final Report – Improper Door Operations  
E23479 
 

Drafted By:      SAFE 710 09/05/2023 
Reviewed By:  SAFE 704 – 09/07/2023 
Approved By:  SAFE 71 – 09/11/2023 

 
 

 
Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E23479 

 
Date of Event: July 12, 2023 
Type of Event: O-15 (a) Improper Door Operations 
Incident Time: 14:16 hours 
Location: Downtown Largo Station  
Time and How received by SAFE: 14:51 hours Mission Assurance Coordinator (MAC) 
WMSC Notification Time: 14:20 hours 
Responding Safety Officers:  None 
Rail Vehicle: Train ID 402 (L3074-75x3020-21x2053-52x2064-65T) 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20230712#109888MX 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Downtown Largo Station – Improper Door Operations     



Incident Date: July 12, 2023 Time: 14:16 hours Page 2 
Final Report – Improper Door Operations  
E23479 
 

Drafted By:      SAFE 710 09/05/2023 
Reviewed By:  SAFE 704 – 09/07/2023 
Approved By:  SAFE 71 – 09/11/2023 

                                 
July 12, 2023 

  
Table of Contents 

Abbreviations and Acronyms --------------------------------------------------------------------------------------- 3 
Executive Summary -------------------------------------------------------------------------------------------------- 4 
Incident Site ------------------------------------------------------------------------------------------------------------ 5 
Field Sketch/Schematics -------------------------------------------------------------------------------------------- 5 
Purpose and Scope -------------------------------------------------------------------------------------------------- 5 
Investigative Methods ------------------------------------------------------------------------------------------------ 5 
Investigation ------------------------------------------------------------------------------------------------------------ 6 

Chronological Event Timeline ----------------------------------------------------------------------------------- 7 
Closed-circuit television (CCTV) ------------------------------------------------------------------------------- 9 
Advanced Information Management System (AIMS) ---------------------------------------------------- 10 
The Office of Chief Mechanical Officer (CMOR), Incident Investigation Team (IIT) ------------- 10 
Office of Systems Maintenance, Office of Radio Communications (COMR) ---------------------- 12 
Office of Rail Transportation (RTRA) ------------------------------------------------------------------------ 12 
Interview Findings ------------------------------------------------------------------------------------------------- 13 

Train Operator -------------------------------------------------------------------------------------------------- 13 
Terminal Supervisor ------------------------------------------------------------------------------------------- 13 

Weather ------------------------------------------------------------------------------------------------------------- 13 
Related Rules and Procedures -------------------------------------------------------------------------------- 13 
Human Factors ---------------------------------------------------------------------------------------------------- 14 

Fatigue ------------------------------------------------------------------------------------------------------------ 14 
Train Operator -------------------------------------------------------------------------------------------------- 14 
Fatigue Risk ----------------------------------------------------------------------------------------------------- 14 
Certification ------------------------------------------------------------------------------------------------------ 14 
Work History ----------------------------------------------------------------------------------------------------- 14 
Post-Incident Toxicology Testing -------------------------------------------------------------------------- 14 

Findings ---------------------------------------------------------------------------------------------------------------- 15 
Immediate Mitigation to Prevent Recurrence ----------------------------------------------------------------- 15 
Probable Cause Statement ---------------------------------------------------------------------------------------- 15 
Recommended Corrective Actions ------------------------------------------------------------------------------ 15 
Appendices ------------------------------------------------------------------------------------------------------------ 16 

Appendix A – Interview Summaries -------------------------------------------------------------------------- 16 
Train Operator -------------------------------------------------------------------------------------------------- 16 
Terminal Supervisor ------------------------------------------------------------------------------------------- 16 

Appendix B – RTRA Managerial Incident Investigation Report (redacted) ------------------------- 18 
Appendix C – ROCC Incident Report (redacted) --------------------------------------------------------- 21 
Appendix D – Why-Tree Analysis ----------------------------------------------------------------------------- 23 

 
  



Incident Date: July 12, 2023 Time: 14:16 hours Page 3 
Final Report – Improper Door Operations  
E23479 
 

Drafted By:      SAFE 710 09/05/2023 
Reviewed By:  SAFE 704 – 09/07/2023 
Approved By:  SAFE 71 – 09/11/2023 

Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS  Audio Recording System 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CMNT  Office of Rail Car Maintenance 

CMOR  Office of Chief Mechanical Officer 

COMR  Office of Radio Communication 

DCKR  Door Closed Check Relay 

IIT  Incident Investigation Team 

LGO-YD  Largo Yard 

MAC  Mission Assurance Coordinator 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

OAP  Operations Administrative Policy 

RTC  Rail Traffic Controller 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

SAFE  Department of Safety  

SOP  Standard Operating Procedure 

SMS  Safety Measurement System  

VMS  Vehicle Monitoring System 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  

 
Washington Metropolitan Area Transit Authority 
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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 Wednesday, July 12, 2023, at 14:11 hours, Train ID 402, an eight-car consist, arrived at 
Morgan Boulevard Station, and the Train Operator contacted the Terminal Supervisor to inquire 
about the need for a train change-off for scheduling purposes. The Terminal Supervisor requested 
that Train Operator #1 continue in revenue service to Downtown Largo Station. 
 
At 14:12:30 hours, Train Operator #2 informed the Terminal Supervisor that they discovered an 
open #9 & #10 emergency door in railcar 7373 on the non-platform side while walking through 
the out-of-service train on the platform. The Terminal Supervisor immediately notified the Buttons 
Rail Traffic Controller (RTC) at the Rail Operations Control Center (ROCC) of the open emergency 
door. 
 
While on the phone with the Buttons RTC at 14:15 hours, Train ID 402, operated by Train Operator 
#1, reported to the Terminal Supervisor that they had verified a lunar signal at G05-02, correctly 
aligned rail, and crossed from track 1 to track 2. They had also berthed the train properly at the 
8-car marker by placing their head out of the cab window on the platform side. The Terminal 
Supervisor informed Train Operator #1 that they would depart the station with the same train. 
 
At 14:16 hours, the Terminal Supervisor received a call from the OPS 3 Buttons RTC, requesting 
an update on the rail service and the location of Train ID 408. During this call, the Terminal 
Supervisor advised Train Operator #1 that they had operated an 8-car train and stopped short of 
the 8-car marker, causing the train doors to open off the platform. 
 
The Terminal Supervisor immediately notified ROCC that Train ID 402’s trailing door on railcar 
2065 was opened beyond the platform in front of the end gate railing at Downtown Largo Station. 
The Terminal Supervisor instructed Train Operator #1 to take Train ID 402 out of service, offload 
any customers on the train as they walk through it, and then conduct a ground walkaround. There 
were no injuries or damage resulting from this event. RTRA removed Train Operator #1 from 
service for post-incident toxicology testing. The train was removed from service for post-incident 
inspection. 
 
The probable cause of the Improper Door Operation event on July 12, 2023, was that the Train 
Operator failed to follow established procedures for door operations. They failed to verify that they 
were properly berthed at the 8-car marker before depressing the door open push button.    
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Incident Site 
 
Downtown Largo Station, Track 2 – Outside aerial structure with a center 800-foot platform. 
 
Field Sketch/Schematics 
 

 
The above depiction is not to scale. 
 
Purpose and Scope 
 
The purpose of this accident 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 through document review. 
 

• Formal Interviews – SAFE interviewed two individuals as part of this investigation. 
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 individuals:  

• Train Operator 
• Terminal Supervisor 

 
• 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. 
 

• Documentation Review – Collection of relevant work history information and process 
documentation contained in WMATA systems of record. These records include: 
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• Train Operator Training Records  
• Train Operator Certifications  
• Train Operator 30-day work history review  
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Rail Operations 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, including Largo Yard (LGO-YD)/OPS 

Radio & Phone. 
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

Vehicle Monitoring and Diagnostic System (VMDS)  
• Closed-circuit television (CCTV) 
• Advanced Information Management System (AIMS) 

  
Investigation 
 
On Wednesday, July 12, 2023, at 14:11 hours, the Audio Recording System (ARS) revealed that 
upon Train ID 402 arriving at Morgan Boulevard Station, the Train Operator contacted the 
Downtown Largo Station Terminal Supervisor to verify whether they needed to conduct a train 
change-off for scheduling due to trains being out of sync from their scheduled departure times. 
The Terminal Supervisor instructed that Train Operator #1 continue in revenue service to 
Downtown Largo Station.  
 
According to the ARS, at 14:12:30 hours, Train Operator #2 notified the Terminal Supervisor that 
a customer opened the #9 emergency door in railcar 7373 on the non-platform side of the train. 
The Terminal Supervisor notified the Buttons RTC of the emergency door incident.  
 
While the Terminal Supervisor was on the phone with the Buttons RTC at 14:15 hours, Train ID 
402, operated by Train Operator #1, reported to the Terminal Supervisor that they verified a lunar 
signal at G05-02, correct rail alignment, and were crossing from track 1 to track 2. When they 
arrived on the platform, they would place their head out of the cab window on the platform side 
(following the five-second rule, hands by their side) after properly berthing the train at the 8-car 
marker. As the train pulled onto the platform, the Terminal Supervisor advised Train Operator #1 
that they would be departing the station with the same train they arrived on. 
 
At 14:16 hours, the Terminal Supervisor received a phone call from the OPS 3 Buttons RTC 
requesting an update on the rail service and the location of Train ID 408. One minute later, while 
still on the phone, the Terminal Supervisor advised Train Operator #1 that they were operating an 
8-car train, and they stopped short of the 8-car marker, resulting in the trailing set of doors opening 
off the platform. 
 
According to Closed-Circuit Television (CCTV), at 14:16:42 hours, Train ID 402, operated by Train 
Operator #1, stopped approximately 30 feet short of the 8-car mark on track 2 at Downtown Largo 
Station. At 14:16:45 hours, CCTV captured Train Operator #1 with their head out the operator’s 
cab window and opened the train doors on the platform side of the station while the train 
improperly berthed. At 14:17:09 hours, CCTV captured Train Operator #1 departing Train ID 402’s 
lead car 3074 with the train doors open and the train not berthed at the 8-car maker. 
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Figure 1 - depicts Train ID 402's trailing two-door leaves on railcar #2065 in front of the platform railing at the end gate. 
  
The Terminal Supervisor is located at the entry point of the platform where trains from the mainline 
arrive. They have informed the ROCC that the trailing two door leaves (one full door) on railcar 
2065 of Train ID 402 were opened beyond the platform and in front of the end gate railing at 
Downtown Largo Station. The Terminal Supervisor instructed Train Operator #1 to place Train ID 
402 out-of-service, key any customer off the train as they walked through, and complete a ground 
walkaround. There were no injuries or damage due to this event. 
 
Following Standard Operating Procedure (SOP) 102-1, which outlines the protocol for Removing 
an Employee from Service for involvement in an operational safety event, the Radio RTC 
dispatched a Rail Supervisor to relieve the Train Operator from duty for post-incident testing. 
 
In adherence to the Office of the Chief Mechanical Officer (CMOR) Incident Investigation Team 
(IIT) Operations Administrative Policy (OAP) 102.06, the ROCC took Train ID 402 out of revenue 
service for post-incident investigation. This action followed the Rail Vehicle Event Investigation 
Policy, ensuring a thorough examination of the incident. 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
14:11:11 hours Train Operator #1: Requested confirmation if they were completing a change-

off to their original Train ID 402 at Morgan Boulevard Station due to the 
scheduling delay. 
Terminal Supervisor: Responded in the negative and instructed the Train 
Operator to continue to Downtown Largo Station.  
Train Operator #1: Acknowledged with 100% repeat back. (LGO-YD/OPS)  

14:12:30 hours Train Operator #2: Notified the Terminal Supervisor that a customer opened 
the #9 emergency door in railcar 7373 on the non-platform side while walking 
through the out-of-service train on the platform. 
Terminal Supervisor: Acknowledged and instructed the Train Operator to 
complete a ground walkaround. 
Train Operator #2: Acknowledged with 100% repeat back. (LGO-YD/OPS) 
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Time Description 
14:12:49 hours 
to 
14:15:09 hours 

Terminal Supervisor: Advised RTC that the #9 emergency door in railcar 7373 
was opened on the non-platform side of the train while the train was properly 
berthed on track 1 on the platform. (OPS 2/Phone) 

14:15:11 hours Train Operator #1: Notified the Terminal Supervisor that they verified the lunar 
signal at G05-02, correct rail alignment, and crossing from track 1 to track 2; 
when they arrived on the platform, their head would be out the cab window 
on the platform side (five-second rule), properly berthing the train at the 8-car 
marker. (LGO-YD/OPS)   

14:15:22 hours 
to 
14:16:44 hours 

Terminal Supervisor: Updated RTC on the location of Train ID 408’s dispatch 
status. (Ops 2/Phone) 

14:16:37 hours Terminal Supervisor: Advised the Train Operator that they would take the 
same train back out on their next trip. (LGO-YD/OPS)   

14:16:47 hours Terminal Supervisor: Answered a phone call from the Buttons RTC and 
advised the Train Operator that they were operating an 8-car train and opened 
its door short of the 8-car marker, resulting in doors opening off the platform 
via the radio. (OPS 3/Phone) 

14:17:08 hours Terminal Supervisor: Advised the Train Operator that they were operating an 
8-car train and opened its doors off the platform. (LGO-YD/OPS) 

14:17:29 hours Terminal Supervisor: Notified RTC that Train ID 402 opened its door short of 
the 8-car marker, resulting in doors opening beyond the platform. (OPS 
2/Phone) 

14:17:45 hours Terminal Supervisor: Instructed the Train Operator to remove the train from 
service. (LGO-YD/OPS) 

14:18:03 hours Terminal Supervisor: Instructed the Trian Operator to key customers off the 
train as they walked through the train. 
Train Operator #1: Acknowledged.  (LGO-YD/OPS) 

14:18:56 hours Terminal Supervisor: Train Operator #1 to walk through the train to verify if it 
is clear of customers. (LGO-YD/OPS) 

14:24:11 hours Terminal Supervisor: Instructed the Train Operator to complete a ground 
walkaround on the incident train. (LGO-YD/OPS) 

14:35:08 hours Terminal Supervisor: Stated ground walkaround has been completed. (LGO-
YD/OPS) 

14:35:20 hours Terminal Supervisor: Notified Rail 2 that the ground walkaround was 
completed. (Rail 2/Phone) 

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Closed-circuit television (CCTV) 
 

 
Figure 2 - depicts Train ID 402 lead car 3074 stopping approximately 30 feet from the 8-car marker at 14:16:42 hours. 
 

 
Figure 3 - depicts the Train Operator placing their head out the operator's cab window before opening the train doors 
at 14:16:45 hours. 
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Figure 4 - depicts the Train Operator departing Train ID 402’s lead car 3074 with the train doors open and the train not 
berthed at the 8-car maker. 
 
Advanced Information Management System (AIMS) 
 

 
Figure 5 - AIMS depicting Train ID 402 on Track 2 slightly past the G05-08 signal. 
  
The Office of Chief Mechanical Officer (CMOR), Incident Investigation Team (IIT) 
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
“IIT completed the data analysis of the incident below. “Based on the data, Train ID 402 entered 
Downtown Largo Station, track 2, with railcar 3074 as the lead car. The Right Doors Open push 
button was activated, energizing the Right Door Open Trainline, and the Right doors opened on 
the platform side. Railcar 3074 was keyed down with doors opened. Railcar 3074 was keyed back 
up, and the Right Doors Close push button was activated, energizing the Right Door Close 
Trainline and the Right doors closed. The Door Close Check Relay (DCKR) goes high, indicating 
all doors were closed and locked, and railcar 3074 was keyed down. Railcar 3074 was keyed up 
and back down, then up again, and then taken into Largo Tail track.  
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No additional door operations were observed in the Vehicle Monitoring System (VMS) data. 
Lastly, there was no indication of stuck push buttons or failed door switches in the analysis of 
VMS data.” 
 
See the timeline of events below: 

Time Description of Events 

14:16:10.088 Train ID 402 stopped at Largo Track #2, with Car 3074 as the lead 
car. 

14:16:12.616 
The Right Door Open Pushbutton was activated, the Right Door 
Open Trainlines were energized, and the Right Doors opened on the 
platform Side.  

14:16:21.160 Car 3074 was keyed down. 
14:17:11.168 Car 3074 was keyed back up. 

14:17:26.716 The Right Door Closed Pushbutton was activated, and the Right 
Doors Closed. 

14:17:34.588 DCKR signal goes HIGH, indicating all doors are closed and locked. 
14:18:03.508 Car 3074 was keyed Down 
14:34:17.780 Car 3074 was keyed Up 
14:34:58.092 Car 3074 was keyed Down 
14:36:10.272 Car 3074 was keyed Up 

14:36:18.336 The Master Controller was moved to a P5 Power Mode, and the train 
was moved towards Largo Tail Track. 

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

 
Figure 6 - Data analysis from the lead car 3074. 



Incident Date: July 12, 2023 Time: 14:16 hours Page 12 
Final Report – Improper Door Operations  
E23479 
 

Drafted By:      SAFE 710 09/05/2023 
Reviewed By:  SAFE 704 – 09/07/2023 
Approved By:  SAFE 71 – 09/11/2023 

 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
The Office of Radio Communication (COMR) conducted a comprehensive radio check at the 
incident location and determined the radio communication was sufficient and that the radio checks 
were loud and clear.   
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
The Office of Rail Transportation (RTRA) conducted a comprehensive investigation and 
determined that several rules and procedures were violated. Based on the Train Operator's 
incident report, CCTV footage, the supervisors submitted a report, VMS data, and photos of the 
incident, it was determined that the Train Operator opened the doors outside the platform limits 
at Downtown Largo Station. 
 
The Train Operator received discipline in accordance with their respective Collective Bargaining 
Agreement and one day of refresher Rail Training. 
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Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two 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. 
 
Train Operator 

• The Train Operator stated they were completing their first trip toward Downtown Largo 
Station with an 8-car consist. 

• The Train Operator stated that as they were pulling into the platform, the Terminal 
Supervisor requested that they re-block their train to a new ID, then moments later to re-
block back to the original ID and keep the same train for their next trip out. 

• The Train Operator stated they mistakenly opened the doors after stopping short of the 8-
car marker and repeating back instructions to the Terminal Supervisor because they were 
being rushed to move the train and reverse ends. 

• The Train Operator stated that they opened the window and looked out on the platform 
side; then they rushed to close the train doors.  

 
Terminal Supervisor 

• The Terminal Supervisor stated that Downtown Largo Station is always congested with 
trains arriving last. 

• The Terminal Supervisor stated that a customer opened the emergency door on the off-
platform side on Track 1 just before the Improper Door Operation event on Track 2. 

• The Terminal Supervisor stated that they gave Train ID 402 a permissive block to the 8-
car marker on track 2. 

• The Terminal Supervisor stated they asked Train ID 402 to re-block the train identification 
to 601 because two blue lines arrived at the station. Then asked Train ID 402 to keep their 
ID as 402 instead of re-blocking to 601 because the train on track 1 had not completed 
their ground walkaround from the incident that occurred prior to Train 402’s arrival. 

• The Terminal Supervisor stated they called ROCC to report the incident at the same time; 
they instructed the Train Operator to place the train out-of-service, walk through the train 
to verify it was clear of customers, and complete a ground walkaround. 

• The Terminal Supervisor stated that the rail line was backed up and train IDs were out of 
order.   

 
Weather 
 
On July 12, 2023, at the time of the incident, NOAA recorded the temperature as 88° F, with 
mostly skies, winds of 7 mph, and 41% humidity. The station is located outside on an ariel 
structure.  Weather was not a contributing factor in this incident (Weather source: NOAA) – 
Location: Largo, Maryland. 
 
Related Rules and Procedures 
 
SOP 40 – Procedure for Platform Berthing, Station Servicing, and Overruns. 
-6.1.1.2 Train Operators shall enter the station at a speed no greater than 40 MPH and be 
prepared to properly berth the train at the eight (“8”) car marker. (MSRPH Rule 3.82.3) 
-6.2.3.2 Ensure the train is properly berthed on the platform. 
-6.3.1 Station Misalignment Short: When a train approaching the station stops short, the Rail 
Vehicle Operator shall adjust the train’s position in Manual mode (Mode 2 Level 1) to align it with 
the platform at the eight (8)-car marker position. 
 
MSRPH Operating Rule 
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-3.82.3 Train Operators, operating in manual mode while in revenue service, Train Operators shall 
enter the station at a speed no greater than 40 MPH and be prepared to properly berth the train 
at the “8” car marker. 
 
Human Factors 
 
Fatigue 
 
Train Operator 
 
Conditions at the time of the incident were evaluated to distinguish whether evidence of fatigue 
was present. Video of the incident was reviewed for behaviors suggesting fatigue. No indications 
of fatigue were evident from the video. The employee reported feeling fully alert at the time of the 
incident and reported experiencing no symptoms of fatigue in the time leading up to the incident. 
 
Fatigue Risk 
  
Train Operator 
 
SAFE evaluated incident data for fatigue risk factors. There were no major risk factors for fatigue 
identified. The incident time of day (14:18 hours) does not suggest an increased risk of fatigue-
related impairment. The Train Operator worked day shifts in the days leading up to the incident. 
The Train Operator reported a total of 7.5 hours of sleep in the last sleep period preceding the 
incident and was awake for 11.3 hours at the time of the incident. The off-duty period preceding 
the incident was 11.5 hours, which provided the opportunity for 7-8 hours of sleep. The Train 
Operator reported usual workday sleep durations of 6.5 hours and no issues with sleep.  
 
Certification 
 
Train Operator 
 
The Train Operator first attempted certification in their position on January 13, 2023, failing the 
Preparation for Service section for not securing (locking) the bulkhead door of the trailing railcar 
during the interior inspection, exceeding the allotted time of 35 minutes by four (4) minutes, and 
failed to cut out the bad order doors exceeding the allotted 15 minutes by two (2) minutes.  A 
second certification attempt was made on January 24, 2023, in the Preparation for Service section 
and passed by the Train Operator. 
 
Work History 
 
Train Operator 
 
The Train Operator has eight (8) months of experience as a Train Operator. The Train Operator 
previously worked as a Bus Operator. Train Operator #1 has been a Train Operator since 
01/29/2023. Train Operator #1 was last certified on 01/24/2023, receiving a passing score on their 
second attempt of the Preparation for Service section of the exam. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the Train Operator did not violate the Drug 
and Alcohol Policy and Testing Program 7.7.3/6. 
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Findings 
 

• Train Operator #1 failed to properly berth Train ID 402 at the 8-car marker before opening 
the train doors. 

• Train Operator #1 stated they were in a rush to reverse ends. 
• Train Operator #2 had an emergency door activation before this Improper Door Operation, 

and radio communications were being given to both Train Operators.  
• The Improper Door event was immediately observed and reported by the Terminal 

Supervisor. 
• Train Operator #1 worked an average of 10 hours per day leading up to the event. 
• Post-incident procedures were followed, including a ground walkaround and removal from 

service. 
 
Immediate Mitigation to Prevent Recurrence 
 

• Immediate Train Removal: Following the incident, the train involved was promptly taken 
out of service for post-incident inspection. This action ensures that any potential issues 
with the train's equipment or systems are identified and addressed before it returns to 
revenue service. 
 

• Train Operator Review: As part of the response to the incident, the Train Operator 
responsible for the improper door operation was immediately removed from service for a 
post-incident assessment. This measure allows for a comprehensive review of the 
operator's performance, training, and adherence to established procedures. 

 
Probable Cause Statement 
 
The probable cause of the Improper Door Operation event on July 12, 2023, was that the Train 
Operator failed to follow established procedures for door operations. They failed to verify that they 
were properly berthed at the 8-car marker before pressing the door open push button. 
   
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
109888_SAFE
CAPS_RTRA_
01 

Train Operator attends refresher Train Operator 
Training – SOP 40 (Procedure for Platform Berthing, 
Station Servicing and Overruns). 

RTRA-SRC Completed 

109888_SAFE
CAPS_RTRA_
02 

Reissue Revised (7-26-2023) SOP – 40 (Procedure 
for Platform Berthing, Station Servicing, and 
Overruns) to RTRA personnel. 

RTRA-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 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
Train Operator 
 
The Train Operator has been a WMATA employee for twelve years and in their current position 
for six months. The Train Operator is currently RWP Level 2 certified with an expiration date of 
08/31/2023. The Train Operator’s last certification date was 01/24/2023. The Train Operator failed 
their first attempt at certification in the Preparing for Service section by exceeding the allotted time 
and interior inspection. After retaking the Preparing for Service section, the Train Operator passed 
this section. 
 
The Train Operator stated the rail line was backed up, and before operating the train, they were 
assisting the Terminal Supervisor at Franconia-Springfield Station with pulling out trains. The 
Train Operator stated they were completing their first trip on overtime toward Downtown Largo 
Station with an 8-car consist. 
 
The Train Operator stated that they were late when they arrived at Morgan Boulevard and 
contacted the Terminal Supervisor to get permission to proceed to Downtown Largo Station. The 
Train Operator stated that as they were pulling into the platform, the Terminal Supervisor 
requested that they re-block their train to an ID, then, moments later, re-block back to the original 
ID and keep the same train for their next trip out. 
 
The Train Operator stated that the communication from the Terminal Supervisors seemed like 
they were stressed. The Train Operator stated that they attempted to block out the Terminal 
Supervisors’ stressful communication to not stress themselves out. 
 
The Train Operator stated they had a legacy 8-car train and lost speed readout when approaching 
the 8-car marker. The Train Operator stated they mistakenly opened the door after stopping short 
of the 8-car marker and repeating back instructions to the Terminal Supervisor because they were 
being rushed to move the train and reverse ends. 
 
The Train Operator said they opened the window and looked out on the platform side; then they 
rushed to close the train doors. The Train Operator stated that after they closed the train doors, 
they walked through the train to assist with keying customers off the train. 
 
Terminal Supervisor 
 
The Terminal Supervisor has been a WMATA employee for nineteen years and in their current 
position for seven years. The Terminal Supervisor is currently RWP Level 2 certified with an 
expiration date of 08/31/2023.  
 
The Terminal Supervisor stated they were dealing with an emergency on track 1, where a 
customer pulled the emergency door release on the off-platform side of the station when the Train 
Operator of Train ID 402 was at Morgan Boulevard Station and requested permission to access 
the platform of Downtown Largo Station. The Terminal Supervisor stated they gave Train ID 402 
permission to the platform, set the lead, and gave them a permissive block to the 8-car marker. 
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The Terminal Supervisor asked Train ID 402 to re-block the train identification to 601 because 
two blue lines arrived at the station.  
 
The Terminal Supervisor stated they then asked Train ID 402 to keep their ID as 402 instead of 
re-blocking to 601 because the train on track 1 had not completed their ground walkaround from 
the incident that occurred before Trian 402’s arrival. 
 
The Terminal Supervisor stated that when they looked out of the terminal window to retrieve the 
trailing railcar number, they could not see the trailing car number. The Terminal Supervisor stated 
they got up from the chair, looked out of the door, and saw the train doors of the trailing railcar 
were open at the end gate and protected handrailing on the catwalk. 
 
The Terminal Supervisor stated they called ROCC to report the incident and instructed the Train 
Operator to place the train out-of-service, walk through the train to verify it was clear of customers, 
and complete a ground walkaround. 
 
The Terminal Supervisor stated that the rail line was backed up and train IDs were out of place. 
The Terminal Supervisor stated that Downtown Largo Station is always busy and backed up with 
trains entering the platform off schedule. 
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Appendix B – RTRA Managerial Incident Investigation Report (redacted) 
 

 
Figure 7 - RTRA Managerial Incident Investigation Report - redacted page 1 of 3. 
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Figure 8 - RTRA Managerial Incident Investigation Report - redacted page 2 of 3. 
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Figure 9 - RTRA Managerial Incident Investigation Report - redacted page 3 of 3. 
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Appendix C – ROCC Incident Report (redacted) 
 

 
Figure 10 - ROCC Incident Report page 1 of 2. 
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Figure 11 - ROCC Incident Report page 2 of 2. 
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Appendix D – Why-Tree Analysis 
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E23488 

 
Date of Event: July 14, 2023 
Type of Event: Improper Door Operation 
Incident Time: 22:59 hours 
Location: Deanwood Station, track 1 
Time and How received by SAFE: 23:01 hours – Mission Assurance Coordinator 

(MAC) 
WMSC Notification Time: July 15, 2023 – 00:50 hours 
Responding Safety Officers: WMATA: None   

WMSC: None  
Other: None 

Rail Vehicle: Train ID 913 
L7324-7325, 7257-7256, 7696-7697, 7431-7430T 

Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Number 20230715#109951MX 
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Deanwood Station – Improper Door Operation     
                                 

July 14, 2023 
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Abbreviations and Acronyms 
 

ADU  Aspect Display Unit 

AIMS  Advanced Information Management System 

AOM  Assistant Operations Manager 

ARS  Audio Recording System 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CMOR/IIT  Office of the Chief Mechanical Officer / Incident 
Investigation Team  

ER  Event Recorder 

MAC  Mission Assurance Coordinator 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

RTC  Rail Traffic Controller 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

ROIC  Rail Operations Information Center 

SAFE  Department of Safety  

SMS  Safety Measurement System  

SOP  Standard Operating Procedures 

VMDS  Vehicle Monitoring and Diagnostic System 

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, July 14, 2023, at 22:59 hours, Train ID 913 (L7324-7325, 7257-7256, 7696-7697, 
7431-7430T) arrived at Deanwood Station on track 1, then the train doors were opened off the 
platform side. At 23:00 hours, the Train Operator reported to the Rail Operations Control Center 
(ROCC) that they opened the train doors on the opposite side of the platform and requested to 
perform a ground walkaround. The Radio Rail Traffic Controller (RTC) instructed the Train 
Operator to offload the train and complete a ground walkaround. After completing the ground 
walkaround, the Train Operator reported that the roadway was clear. 
 
The Radio RTC instructed an Office of Rail Transportation (RTRA) Rail Supervisor to respond to 
Deanwood Station. The ROCC Assistant Operations Manager (AOM) was notified of the event. 
The Rail Operations Information Center (ROIC) was notified and instructed the Station Manager 
to assist with offloading the train. 
 
Trains were single-tracking until a Rail Supervisor arrived and took over operating the train. 
 
RTRA removed the Train Operator from service for post-incident toxicology testing. The train 
consist was removed from service for post-incident inspection.  
 
There was no damage or injuries resulting from this event. The Train Operator reported being 
distracted by observing law enforcement activity on the platform as they entered the station. 
  
The probable cause of the Improper Door Operation event on July 14, 2023, at Deanwood Station, 
was a lack of awareness by the Train Operator when they failed to observe the platform from the 
cab window before depressing the doors open pushbutton. 
 
Incident Site 
 
Deanwood Station, track 1 
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Field Sketch/Schematics 
 

 
The above depiction is not to scale. 
 
Purpose and Scope 
 
The purpose of this accident 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 through video and document review 
 

• Formal Interviews – SAFE interviewed one individual as part of this investigation. The 
interview 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 individual:  

• Train Operator (Train ID 913) 
 

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

• Train Operator Training Records  
• Train Operator Certifications  
• Train Operator 30-Day work history review  
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Rail Operations Control Center (ROCC) Incident Report 
• Maximo Data 

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback  
• Advanced Information Management System (AIMS) 
• System Performance On-Time Summary (SPOTS) 
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• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 
Vehicle Monitoring and Diagnostic System (VMDS)  
 

Investigation 
 
On Friday, July 14, 2023, at 22:59 hours, the Train Operator of Train ID 913 (L7324-7325, 7257-
7256, 7696-7697, 7431-7430T) located at Deanwood Station, track 1 performed an improper door 
operation when the train doors opened off the platform side. The doors were commanded closed, 
and a ground walkaround was performed. There were no injuries or damage as a result of this 
event.   
 
A review of the Advanced Information Management System (AIMS) revealed that Train ID 913 
was located at Deanwood Station at the time of the incident. 
 

 
Figure 1 - AIMS playback depicting Train ID 913 at Deanwood Station. 
  
The Audio Recording System (ARS) playback indicated that at 23:00 hours, the Train Operator 
reported to ROCC that the train doors opened on the opposite side of the platform at Deanwood 
Station on track 1 and requested permission to perform a ground walkaround.  
 
At 23:01 hours, ROIC contacted the Station Manager at Deanwood Station to assist with 
offloading the train. The Radio RTC instructed the Train Operator to offload and verify that the 
train was clear of customers. At 23:05 hours, the Radio RTC instructed a Rail Supervisor to report 
to Deanwood Station to remove the Train Operator from service.  
 
At 23:07 hours, single tracking was established utilizing track 2. At 23:09 hours, the Train Operator 
was granted foul time to perform a ground walkaround.  
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Figure 2 – AIMS playback depicting blue block and human form in place at 23:01 hours. 
 
At 23:12 hours, Train Operator reported to the ROCC that the ground walkaround was complete, 
and nothing was found.  
 
Closed Circuit Television (CCTV) revealed that at 23:23 hours, Train ID 913 arrived at Deanwood 
Station on track 2, and a Rail Supervisor exited the train and boarded Train ID 913 (713) located 
on track 1. 
 
At 23:27 hours, Train ID 913 (713) departed Deanwood Station, and the Radio RTC announced 
that train service was normal. 
  
The Office of the Chief Mechanical Officer, Incident Investigation Team (CMOR/IIT) performed an 
inspection and provided the following analysis: 
 
“Train ID 913 stopped at the 8-car marker, the right door open pushbutton was activated, the 
Aspect Display Unit (ADU) door enable was started, the right door open pushbutton was activated, 
and the right-side doors opened opposite the platform side.  
 
The right door close pushbutton was activated, then the right-side doors were closed, and all 
doors closed, and the locked signal went high.  
 
The left door open pushbutton was activated, and the left doors opened on the platform side. The 
left door close pushbutton was started, and the left door close train line went high, closing the left 
side doors. All doors were closed, and the locked signal went high, indicating all doors were closed 
and locked.  
 
The Lead Car 7324 was then keyed down.”  
 
At 23:35 hours, Train ID 913 (713) arrived at New Carrollton Station and was dispatched to New 
Carrollton Yard for storage. 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
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Time   Description   
23:10:00 hours Train ID 913: Arrived at the Deanwood Station. [AIMS] 
23:00:12 hours Train ID 913: Reported to ROCC that the doors opened on the wrong side 

at Deanwood Station on track 1 and requested permission to perform a 
ground walkaround.  [Radio Ops 2]   

23:00:57 hours ROCC Button RTC: Reported to the AOM that Train ID 913 opened doors 
on the wrong side at Deanwood Station and that the Train Operator had 
requested to perform a track inspection around the train [Phone Ops 2] 

23:01:45 hours ROCC Radio RTC: Requested that Train ID Operator 913 perform a radio 
check. [Radio Ops 2] 

23:01:51 hours ROCC Button RTC: Contacted ROIC and requested the Station Manager 
at Deanwood Station assist with offloading the train. [Phone Ops 2] 

23:02:15 hour ROCC Button RTC: Contacted New Carrollton Terminal and requested 
control of the Interlocking Board. They further instructed that they travel 
to Deanwood Station. [Phone Ops 2] 

23:02:44 hours MAC: Notified the On-Call Director about the event at Deanwood Station. 
[Phone MAC] 

23:02:48 hours ROCC Radio RTC: Requested that Train ID 913 Operator confirm the 
improper door operation and maintain radio contact with the ROCC 
[Radio Ops 2] 

23:02:58 hours ROCC Radio RTC: Instructed Train ID 913 Operator to offload 
passengers and verify that the train was clear of customers.  
Train ID 913: Acknowledged and repeated. [Radio Ops 2] 

23:04:04 hours ROCC Radio RTC: Requested that Rail Supervisor #1 provide their 
location.  
Rail Supervisor #1:  Responded, but the location was inaudible. 
ROCC Radio RTC: Instructed Rail Supervisor #1 to board the train to 
assist with the Deanwood event [Radio Ops 2] 

23:04:47 hours ROCC Radio RTC: Requested that Train ID 913 Operator confirm that 
the train was cleared of all passengers. [Radio Ops 2] 

23:05:02 hours ROCC Radio RTC: Received confirmation that Rail Supervisor #2 was 
en route to Deanwood Station [Radio Ops 2] 

23:06:40 hours ROCC Radio RTC: Requested that Train Operator verify that the train 
was cleared of all passengers. [Radio Ops 2] 

23:07:43 hours ROCC Button RTC: Informed an unknown party that single-tracking was 
established.  [Phone Ops 2] 

23:09:30 hours ROCC Radio RTC: Train ID 913 Operator granted foul time permission 
to perform an inspection around the train at track 1 in the Deanwood 
Metro Station. 
Train ID 913: Repeated the instructions provided by the ROCC  
[Radio Ops 2]  

23:09:52 hours Rail Supervisor #1: Inquired if they were still needed to respond to 
Deanwood Station. 
ROCC Radio RTC: Instructed Rail Supervisor #1 to stand by and advised 
that two other supervisors were en route to Deanwood Station. 
Rail Supervisor: Acknowledged. [Radio Ops 2] 

23:10:00 hours Blue block with human form activated. (AIMS)  
23:10:14 hours Station Manager: Performed a radio check. [Radio Ops 2] 
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Time   Description   
23:10:19 hours Train ID 913: Inquired if they had foul time. 

ROCC Radio RTC: Confirmed that the Train Operator had foul time to 
inspect track 1 at Deanwood Station. 
Train ID 913: Acknowledged and repeated.  [Radio Ops 2] 

23:10:48 hours ROCC Radio RTC: Instructed that Rail Supervisor #1 to stand by at 
Stadium-Armory Station.  
Rail Supervisor #1: Acknowledged and repeated [Radio Ops 2]  

23:12:26 hours ROCC Radio RTC: Announced single tracking operations at Deanwood 
Station. [Radio Ops 2] 

23:12:42 hours Train ID 913: Reported that the inspection on track 1 was complete and 
that nothing was found. [Radio Ops 2] 

23:21:51 hours Train ID 913: Reported that the inspection on track 1 was complete and 
that nothing was found. 
ROCC Radio RTC: Acknowledged that the inspection was complete. 
[Radio Ops 2] 

23:23:51 hours Train ID 913 arrived at Deanwood Station on track 2, and a Rail 
Supervisor exited the train. [CCTV] 

23:24:08 hours ROCC Radio RTC: Requested that Rail Supervisor #2 and Rail 
Supervisor #3 advised when they were at Deanwood Station. 
Rail Supervisor #2: Acknowledged. 
ROCC Radio RTC: Instructed Rail Supervisor #2 to stay with the train 
and Rail Supervisor #3 to remain with the Train Operator. 
Rail Supervisor #2: Acknowledged and repeated. 
[Radio Ops 2] 

23:25:29 hours Rail Supervisor #3: Reported at Deanwood Station with Rail Supervisor 
#2. 
ROCC Radio RTC: Instructed Rail Supervisor #3 to remove the Train 
Operator from service and Rail Supervisor #2 to take over operating the 
train. Requested that Rail Supervisor #2 advised when they were ready 
to move the train. 
Rail Supervisor #2: Advised that they were ready to key up and move the 
train to New Carrollton Station. 
ROCC Radio RTC: Acknowledged and repeated. [Radio Ops 2] 

23:27:57 hours Train ID 913 (713) departed Deanwood Station. [SPOTS] 
23:27:35 hours ROCC Radio RTC: Announced that normal train service resumed. 

[Radio Ops 2] 
23:35:59 hours Train ID 913 (713) arrived at New Carrollton Station and was dispatched 

to New Carrollton Yard. [SPOTS] 
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Advanced Information Management System (AIMS) 
 

 
Figure 3 – AIMS playback depicting Train ID 913 at Deanwood Station. 
 

 
Figure 4 – AIMS playback depicting blue block and human form in place at Deanwood Station on track 1.  
 
 
The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring and Diagnostic System 
(VMDS)  
Adopted from the CMOR/IIT report with minor edits for formatting and grammar:   
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“Train ID 913, Cars L7324-25x7257-56x7696-97x7431-30T, was reported for an improper door 
operation. 
 
IIT has completed download and analysis of data retrieved from Lead Car 7324.  
 
Based on VMDS and ER data, Train ID 913, came to a complete stop at the 8-Car marker. The 
Right Door open pushbutton was activated and the ADU Door Enable was activated. Right door 
open pushbutton was activated and the Right doors opened opposite of the platform side. The 
Right Door Close pushbutton was activated, Right Doors were closed and All Doors closed and 
locked signal goes HIGH.  
 
The Left Door Open pushbutton was activated and left doors opened on the platform side. The 
Left Door Close pushbutton was activated and Left Door Close trainline goes HIGH, closing the 
Left side doors. All Doors closed and locked signal goes HIGH, indicating all doors are closed 
and locked.  
 
The Lead Car 7324 was then keyed down.  
 
Based on the VMDS and Event Recorder (ER) data, there was no fault with the train that 
contributed to the cause of this incident. The train performed as commanded.”  
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Table 1 – Summary of Events 

Note: Times above may vary from other systems’ timelines based on clock settings. 
 
Graph 1 – VMS Graph 
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Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
COMR conducted comprehensive radio checks (TX/RX) at Deanwood Station on tracks one and 
two. No trouble was found. 
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
On July 14, 2023, at 22:59 hours, Train ID 913 entered the Deanwood Station on track 1. At 23:20 
hours the ROCC notified Unit 39 that the Train Operator had opened the doors on the opposite 
side of the platform while attempting to service the station. Unit 39 contacted Unit 45 who was 
with the Train Operator and coordinated to meet to escort the Operator to post incident 
examination. At 00:21 hours, Unit 39 the Train Operator arrived at L’Enfant Plaza WMATA Office.   
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed one person. The interview 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. 
 
Train Operator 
 

• The Train Operator stated that they observed law enforcement activity as they entered the 
platform and became distracted. 

• The Train Operator stated that they inadvertently opened the doors on the opposite side 
of the platform. 

• The Train Operator stated that they immediately closed the doors and notified the ROCC 
once they realized their mistake. 

• The Train Operator stated that they requested permission to inspect the roadway to verify 
that no customers had exited the train. 

 
Weather 
 
At the time of the incident, NOAA recorded the temperature at 80° F and partly sunny. Weather 
was not a contributing factor in this incident (Weather source: NOAA – Location: Washington, 
DC). 
 
Related Rules and Procedures 
 

• MSRPH SOP # 40 – Door Operations 
 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
Conditions were evaluated at the time of the incident to distinguish whether evidence of fatigue 
was present. The Train Operator reported feeling fully alert at the time of the incident. The Train 
Operator reported experiencing any symptoms of fatigue in the time leading up to the incident. 
 
Fatigue Risk   
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The incident data was evaluated for fatigue risk factors for the Train Operator. Risk factors for 
fatigue were not present for the Train Operator. Since fatigue evidence and risk factors were 
absent, the biomathematical fatigue modeling application (SAFTE-FAST Web SFC) was not 
applied. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the Train Operator complied with and was 
not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/7.  
 
Findings 
 

• The Train Operator acknowledged that they pressed the right-side door open pushbutton 
without verifying they were on the platform side. 

• The Train Operator reported being distracted before the event when they observed law 
enforcement activity at Deanwood Station. 

 
Immediate Mitigation to Prevent Recurrence 
 

• A Rail Supervisor took over operating the train. 
• The Train Operator was removed from service for post-incident testing. 

 
Probable Cause Statement 
 
The probable cause of the Improper Door Operation event on July 14, 2023, at Deanwood Station, 
was a lack of awareness by the Train Operator when they failed to observe the platform from the 
cab window before depressing the doors open pushbutton. 
 
Recommended Corrective Actions 
 

Corrective Action 
Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
109951_SAFEC
APS_RTRA_001 

Train Operator to attend Re-Instruction Training 
with an emphasis on SOP #40 - Door 
Operations. 

RTRA 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.   
 
Train Operator  
  
The Train Operator is a WMATA employee with one year of service and experience as a Train 
Operator.  The Train Operator holds a Roadway Worker Protection (RWP) Level 2 certification 
that expires in August 2023 and was certified as a Train Operator in December 2022.      
  
During the formal interview, the Train Operator stated they were operating Train ID 913 on the 
event date and arrived at Deanwood Station.  
 
The Train Operator stated that they observed law enforcement activity and became distracted. 
 
The Train Operator stated they inadvertently opened the train doors on the opposite side of the 
platform. Once they realized the mistake, they immediately closed the doors and notified the 
ROCC. 
 
The Train Operator stated that they requested permission to perform a ground walkaround.  
 
The Train Operator acknowledged that they did not follow the procedures. 
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Appendix B – Certification Documents 
 

 
Document 1 – Train Operator’s Certification Evaluation, Page 1 of 2 
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Document 2 - Train Operator’s Certification Evaluation, Page 2 of 2 
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Appendix C – Work Orders 
 

 
Figure 5 - Maximo Work Order demonstrating no trouble found. Page 1 of 2 
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Figure 6 - Maximo Work Order demonstrating no trouble found. Page 2 of 2 
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Appendix D – Root Cause Analysis 
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Washington Metropolitan Area Transit Authority 

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

FINAL REPORT OF INVESTIGATION A&I E23592 
 

Date of Event: August 23, 2023 
Type of Event: Improper Door Operation 
Incident Time: 18:52 hours 
Location: Smithsonian Station, track 1 
Time and How received by SAFE: 18:57 hours/Notification/MAC 
WMSC Notification Time: 19:33 hours 
Responding Safety Officers: None 
Rail Vehicle: Train ID 603 L7406/07x7209/08x7218/19x7345/44T 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20230823#110880MX 
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Abbreviations and Acronyms 
 

AIMS Advanced Information Management System 

AOM Assistant Operations Manager 

CCTV Closed-Circuit Television 

CMNT Office of Car Maintenance 

CMOR Office of the Chief Mechanical Officer 

IIT Incident Investigation Team 

MOR Metrorail Operating Rulebook 

NOAA National Oceanic and Atmospheric Administration 

OAP Operations Administrative Policy 

ROCC Rail Operations Control Center 

ROIC Rail Operations Information Center 

RTC Rail Traffic Controller 

RTRA Office of Rail Transportation 

RWP Roadway Worker Protection 

SAFE Department of Safety 

SMS Safety Measurement System 

VMDS Vehicle Monitoring and Diagnostic System 

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 Wednesday, August 23, 2023, at 18:52 hours, Train ID 603 
(L7406/07X7209/08X7218/19X7345/44T) was located at the Smithsonian Station on track 1, 
when the right-side doors were opened on the platform side, and seven seconds later the left- 
side doors were opened on the non-platform side. The left-side doors were closed, then the right- 
side doors on the platform side were closed and re-opened seconds later, then the train was 
keyed down. 

At 18:54 hours, the Train Operator alighted the train, contacted the Rail Operations Control Center 
(ROCC) via cell phone and reported that they had opened the train doors on the non-platform 
side. The Button Rail Traffic Controller (RTC) confirmed the information and instructed the Train 
Operator to verify that the train was clear of customers and that no one had fallen onto the 
roadway. At 19:04 hours, the roadway was confirmed clear. 

 
The Train Operator reported that they lost situational awareness and were listening to the train’s 
automated announcements prior to going to the wrong side of the cab and opened the doors off 
of the platform. They immediately realized their mistake and then panicked, secured the train and 
alighted to report the event via cell phone instead of using the train radio. 

The Radio RTC contacted and instructed an Office of Rail Transportation (RTRA) Rail Supervisor 
to respond to Smithsonian Station. The Button RTC notified the Assistant Operations Manager 
(AOM) of the event. The Button RTC notified the Rail Operations Information Center (ROIC), and 
the Station Manager was instructed to assist with offloading the train. 

In adherence to Standard Operating Procedure 102-1, which outlines the protocol for Removing 
an Employee from Service for involvement in an operational safety event, the Radio RTC 
dispatched a Rail Supervisor to relieve the Train Operator from duty for post-incident testing. 

In accordance with the Office of the Chief Mechanical Officer (CMOR) Incident Investigation Team 
(IIT) Operations Administrative Policy (OAP) 102.06, the Rail Operations Control Center (ROCC) 
promptly initiated the removal of Train ID 603 from revenue service for post-incident investigative 
measures. This action adhered to the Rail Vehicle Event Investigation Policy, ensuring a 
comprehensive examination of the incident. 

 
There was no damage or injuries resulting from this event. 

 
The probable cause of the Improper Door Operation event on August 23, 2023, at Smithsonian 
Station, was the loss of situational awareness by the Train Operator when they became focused 
on the automated train announcements. 

Incident Site 

Smithsonian Station, track 1 
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Field Sketch/Schematics 
 

 
The above depiction is not to scale. 

 
Purpose and Scope 

 
The purpose of this accident 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: 

• Physical Site Assessment through video and document review 

• Formal Interviews – SAFE interviewed one individual as part of this investigation. The 
interview 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 individual: 

• Train Operator (Train ID 603) 

• 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. 

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

• Train Operator Training Records 
• Train Operator Certifications 
• Train Operator 30-Day work history review 
• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA) 
• Rail Operations Control Center (ROCC) Incident Report 
• Maximo Data 
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• System Data Recording Review – Collection of information contained in Metro Data 
Recording Systems. This data includes: 

• Advanced Information System (AIMS) Playback 
• Audio Recording System (ARS) Playback [Radio and Landline Communications] 
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

Vehicle Monitoring and Diagnostic System (VMDS) 
• Closed-Circuit Television (CCTV) 

Investigation 

On Wednesday, August 23, 2023, at 18:52 hours, Train ID 603 
(L7406/07X7209/08X7218/19X7345/44T) was located at the Smithsonian Station on track 1, 
when the right-side doors were opened on the platform side, and seven seconds later the left- 
side doors were opened on the non-platform side. The left-side doors remained open on the non- 
platform side for eighteen seconds before they were closed, then the right-side doors on the 
platform side were closed and re-opened seconds later. Then the train was keyed down. 

 

Image 1 – Train ID 603 located at Smithsonian Station with the doors open on the non-platform side. 
 

The Closed-Circuit Television (CCTV) revealed that at 18:53 hours, the Train Operator exited the 
train with a bag, removed a cell phone from the bag, and made a phone call. 

 
The Audio Recording System (ARS) revealed that at 18:54 hours, the Train Operator contacted 
the ROCC at the Ops 3 desk and reported that the train doors opened on the non-platform side 
at Smithsonian Station on track 1. The Train Operator was informed that they had contacted Ops 
3 and that they would be transferred to Ops 2. 

 
At 18:55 hours, the Train Operator reported to the Ops 2 Button RTC that they opened doors on 
the non-platform side at Smithsonian Station on track 1. The Button RTC inquired if the Train 
Operator’s handheld radio was working and instructed them to return to the train and give a radio 
check. The Train Operator responded that their handheld radio was not working. 

At 18:55 hours, the Radio RTC instructed Train ID 403 to hold at Federal Triangle Station, track 
1. At 18:56 hours, the Radio RTC instructed the Rail Supervisor at L’Enfant Plaza Station to report 
to Smithsonian Station. The Button RTC contacted and notified the AOM and ROIC of the event 
and requested a Station Manager to assist with offloading the train. The ROIC Controller 
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contacted the Station Manager at Smithsonian Station and instructed them to report to the 
platform and assist with offloading the train. 

 
At 18:57 hours, the Train Operator provided a radio check and reported that the train doors were 
open on the non-platform side and then closed. They advised that they were walking through the 
train, and no one had fallen from the train. 

At 19:00 hours, the Rail Supervisor advised that they were located at Smithsonian Station. 
 

At 19:02 hours, the Radio RTC instructed Train ID 403, located at Federal Triangle Station on 
track 1, to continue to Smithsonian Station. They advised that the train would single track between 
Smithsonian Station and Federal Center Station. 

At 19:04 hours, the Rail Supervisor reported the train was clear of customers. The Radio RTC 
instructed the Rail Supervisor to re-block the Train ID to 703 and transport the train to New 
Carrollton Yard. 

 
At 19:06 hours, Train ID 603 (703) departed at the Smithsonian Station. At 19:36 hours, Train ID 
603 (703) arrived at New Carrollton Yard for storage. 

 
Chronological ARS Timeline 

A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 

18:51:40 hours Train ID 603 arrived at the Smithsonian Station. [SPOTS] 
18:52:08 hours Train Doors open on the platform side. [CCTV] 
18:52:14 hours Train Doors open on the non-platform side. [CCTV] 
18:52:32 hours Train Doors closed on the non-platform side. [CCTV] 
18:52:44 hours Train Doors closed on the platform side. [CCTV] 
18:53:39 hours Train Doors open on the platform side. [CCTV] 
18:53:57 hours The Train Operator exited the train with a bag, removed a cell phone from 

the bag, and made a phone call. [CCTV] 
18:54:27 hours Train ID 603: Reported to ROCC that the train doors opened on the non- 

platform side at Smithsonian Station on track 1. 
ROCC Button RTC: Advised the Train Operator that they had contacted 
OPS 3 and they would transfer the call. [Phone Ops 3] 
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Time Description 
18:55:01 hours Train ID 603: Reported Button RTC that they opened doors on the non- 

platform side at Smithsonian Station on track 1. 
Button RTC: Stated, “Hold Train ID 403, Train ID 603 opened the doors 
off-platform.” Inquired if the Train Operator’s handheld radio was working 
and instructed them to return to the train and give a radio check. 
Train ID 603: Advised that the handheld radio was not working. 
Button RTC: Acknowledged and inquired about the lead car number. 
Train ID 603: Reported that the lead car was 7406. 
Button RTC: Acknowledged and advised to try the handheld radio, not to 
move the train, and inquired if the train doors were closed. 
Train ID 603: Advised that the train doors were closed, and they were 
walking through the train. 
Button RTC: Instructed to use the handheld radio. 
Train ID 603: Advised that the handheld radio was in their possession, 
and they were not sure if it was working. [Phone Ops 2] 

18:55:36 hours ROCC Radio RTC: Instructed Train ID 403 to hold at Federal Triangle 
Station. 
Train ID 403: Acknowledged and repeated. [Radio Ops 2] 

18:55:59 hours The Train Operator removed a handheld radio from their waist. [CCTV] 
18:56:00 hours ROCC Radio RTC: Instructed the Rail Supervisor located at L’Enfant 

Plaza Station, to report to Smithsonian Station. 
RTRA Supervisor: Acknowledged and repeated. 
ROCC Radio RTC: Instructed Train ID 912 to hold at Metro Center 
Station, track 1. 
Train ID 912: Acknowledged and repeated. [Radio Ops 2] 

18:56:14 hours ROCC Button RTC: Contacted and notified ROIC of the event and 
requested a Station Manager to assist with offloading the train. 
ROIC Controller: Acknowledged. [Phone Ops 2] 

18:56:36 hours ROIC Controller: Contacted the Station Manager at Smithsonian Station 
and instructed them to report to the platform and assist with offloading 
the train. [Phone RCOM 2] 

18:56:31 hours ROCC Button RTC: Notified the AOM of the event. [Phone Ops 2] 
18:56:49 – 
19:01:15 hours 

The Train Operator walked the platform from the lead car to the trailing 
car, then back and entered the lead car. [CCTV] 

18:57:14 hours ROCC Radio RTC: Requested a radio check from the Train Operator. 
Train ID 603: Provided a radio check and reported that the train doors 
were open on the non-platform side and then closed. Advised that they 
were walking through the train, and no one had fallen from the train. 
ROCC Radio RTC: Inquired if the Train Operator had walked through the 
train to confirm if anyone had fallen from the train. 
Train ID 603: Advised that they were walking through the train. 
ROCC Radio RTC: Acknowledged. Instructed the Train Operator to 
offload the train. 
Train ID 603: Acknowledged and repeated. [Radio Ops 2] 

19:00:55 hours RTRA Supervisor: Stated located at Smithsonian Station. 
ROCC Radio RTC: Acknowledged. Instructed to assist with offloading the 
train. [Radio Ops 2] 
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Time Description 
19:02:11 hours The customers begin to exit the train. [CCTV] 
19:02:38 hours ROCC Radio RTC: Instructed Train ID 403, located at Federal Triangle 

Station on track 1, to continue to Smithsonian Station. Advised that the 
train would single track between Smithsonian Station and Federal Center 
Station. [Radio Ops 2] 

19:02:58 hours Train Doors closed on the platform side. [CCTV] 
19:03:00 hours The Rail Supervisor boarded the trailing car and walked through the train 

to the lead car. [CCTV] 
19:04:13 hours RTRA Supervisor: Reported the train was clear of customers. 

ROCC Radio RTC: Instructed to re-block the Train ID to 703 and 
transport New Carrollton Yard. 
RTRA Supervisor: Acknowledged and repeated. [Radio Ops 2] 

19:04:22 hours Train ID 403 arrived at the Smithsonian Station on track 2. [SPOTS] 
19:06:24 hours Train ID 603 departed Smithsonian Station. [SPOTS] 
19:07:22 hours Train ID 403 departed Smithsonian Station. [SPOTS] 
19:07:53 hours Train ID 912 arrived at Smithsonian Station on track 1. [SPOTS] 
19:35:12 hours Train ID 603 (703) arrived at New Carrollton Station. [SPOTS] 
19:36:54 hours Train ID 603 (703) was dispatched to enter New Carrollton Yard. 

[Radio NC YD2] 
**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 

 
Advanced Information Management System (AIMS) 

 

Figure 1 – AIMS playback depicting Train ID 603 at Smithsonian Station 
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The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring and Diagnostic System 
(VMDS) 

 
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
“Train ID 603 came to a complete stop at Smithsonian Station on track 1. The right-side Door 
Open pushbutton was activated. The ADU enable was activated and the right-side Door Open 
pushbutton was activated again, opening right-side doors. 

Shortly after, the left-side Door Open pushbutton was activated, and left-side doors opened 
opposite of the platform side. The left-side Door Close pushbutton was activated 14 seconds later, 
closing left-side doors. 

 
The right-side Door Close pushbutton was then activated, closing the left-side doors; achieving 
an All Doors Closed indication. The right-side Door Open pushbutton was activated, and the right- 
side doors were re-opened, then car 7406 keyed down. 

 
Car 7406 was keyed back up. The master controller was placed in a P5 power position, and the 
train continued in the direction of L’Enfant Plaza Station. 

 
Based on the VMS data, there was no fault with the train that contributed to the cause of this 
incident. The train performed was commanded.” 

 

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Graph 1 - VMS Graph 

 
Office of Rail Transportation (RTRA) 

The Train Operator received administrative action and refresher training as a result of this event. 
 

Office of Car Maintenance (CMNT) 
 

Adopted from CMNT report with minor formatting and grammatical edits: 
“IIT confirms that Car 3125 was the lead Car at the time of the incident. Based on the VMS data 
from Car 3124, both the Left and Right Door Open Push Buttons were pushed. Data confirms that 
Doors Opened and Closed properly. No Door Control Switches malfunctioned.” 

 
Office of Systems Maintenance, Office of Radio Communications (COMR) 

No communication issues were identified during the course of this incident. 
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Interview Findings 
 

As part of the investigation launched into the event, SAFE interviewed one person. The interview identified 
the following key findings associated with this event. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 

 
Train Operator Train ID 603 

• The Train Operator stated that they became distracted prior to the event when they were 
focused on the automated announcements. 

• The Train Operator stated that they inadvertently pressed the left-side door open 
pushbutton, then lost focus and panicked. 

• The Train Operator stated that they exited the train and contacted ROCC via cell phone 
because they were embarrassed. 

• The Train Operator stated that they initially reported that their handheld radio was not 
working but acknowledged that it was functional at the time. 

Weather 
 

At the time of the incident, NOAA recorded the temperature at 73° F, partly cloudy. Smithsonian 
Station is located within a tunneled section of the rail system. The weather did not contribute to 
this incident. (Weather source: NOAA – Location: Washington, DC) 

Related Rules and Procedures 
 

MSRPH SOP #40: Door Operations and Station Servicing Procedures. 

Human Factors 
 

Fatigue 
 

Signs and Symptoms of Fatigue 

Conditions at the time of the incident were evaluated to distinguish whether evidence of fatigue 
was present. Video of the incident, post-incident on the platform, was available to assess 
behaviors suggesting fatigue. No determination of fatigue was identified. The employee reported 
feeling fully alert at the time of the incident and reported experiencing no symptoms of fatigue in 
the time leading up to the incident. 

 
Fatigue Risk 

 
Incident data was evaluated for fatigue risk factors. There were no significant risk factors for 
fatigue identified. The incident time of day (18:52 hours) does not suggest an increased risk of 
fatigue-related impairment. The employee worked afternoon shifts (15:00 – 01:00 hours) in the 
days leading up to the incident. The employee reported 9 hours of sleep in the last sleep period 
preceding the incident and was awake for 7.5 hours at the time of the incident. The employee was 
off duty at 01:30 hours (a calculated total of 13.50 hours), which provided the opportunity for 7-9 
hours of sleep. The employee reported usual workday sleep durations of 8.5 hours and no issues 
with sleep. Since fatigue evidence and risk factors were absent, the biomathematical fatigue 
modeling application (SAFTE-FAST Web SFC) was not applied. 
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Post-Incident Toxicology Testing 
 

WMATA's Drug and Alcohol Program determined that the Train Operator complied with and was 
not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 

Work History 
 

• The Train Operator certified as a Train Operator on their second attempt in March 2023. 
• The Train Operator failed to qualify on troubleshooting on their first attempt. 

Findings 
 

• The train doors were activated manually and remained open off the platform side for 18 
seconds before they were closed. 

• The Train Operator exited the train and contacted Rail Ops 3 utilizing a cell phone while 
on the platform to report the incident. 

• There were no mechanical defects found with the rail vehicle. 

Immediate Mitigation to Prevent Recurrence 
 

• A Rail Supervisor took over operating the train. 
• The Train Operator was removed from service for post-incident testing. 

Probable Cause Statement 
 

The probable cause of the Improper Door Operation event on August 23, 2023, at Smithsonian 
Station, was the loss of situational awareness by the Train Operator when they became focused 
on the automated train announcements. 

Recommended Corrective Actions 
 

Corrective 
Action Code 

 
Description 

Responsible 
Party 

Estimated 
Completion 

Date 
110939_SAF 
ECAPS_RTR 
A_001 

Train Operator to receive refresher training with an 
emphasis on SOP #40. 

RTRA 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. 

 
RTRA 

Train Operator 

The Train Operator is a WMATA employee with eight total years of service, with four months of 
experience as a Train Operator. The Train Operator holds a Roadway Worker Protection (RWP) 
Level 2 certification that expires in August 2023. 

During the formal interview, the Train Operator stated they were operating Train ID 603 on the 
event date and arrived at the Smithsonian Station. It was the Train Operator’s second trip. 

The Train Operator stated that they opened the platform side doors, then focused on listening to 
the automatic onboard announcement on the 7K series car and became distracted. 

 
The Train Operator stated they inadvertently opened the train doors on the opposite side of the 
platform. Once they realized the mistake, they immediately closed the doors. 

 
The Train Operator stated they were somewhat confused and panicked after the event, so they 
exited the cab to the platform, neglecting to use the cab radio or handset to contact ROCC. Once 
on the platform the Train Operator used a personal cell phone to call OPS. The Train Operator 
called OPS 3 by mistake and was transferred to OPS 2 to complete the notification. 

The Train Operator stated that they began a ground walk as they were calling OPS. 

The Train Operator acknowledged that they did not follow the procedures. 
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Appendix B –RTRA Incident Report 
 

Document 1 - Train Operator's Written Statement page 1 of 1 
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Appendix C – Train Operator Certification Documents 

 
Document 1 - Train Operator's First Certification Attempt Page 1 of 2 
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Document 2 - Train Operator's First Certification Attempt Page 2 of 2 
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Document 3 - Train Operator's Second Certification Attempt Page 1 of 2 
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Document 4 - Train Operator's Second Certification Attempt Page 2 of 2 
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Appendix D – Maximo Reports 
 

Document 5 - Maximo Work Order showing No Trouble Found. Page 1 of 2 
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Document 6 - Maximo Work Order showing No Trouble Found. Page 2 of 2. 
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Appendix E – Why-Tree Analysis 
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