
 
Improper Roadway Worker Protection 

At or Near College Park-UMD, Forest Glen, Potomac Ave, Ballston-MU, Wiehle-Reston East, Metro Center, Morgan 
Boulevard and Southern Ave stations 

February 25, 2023 – March 20, 2023 – April 11, 2023 – June 5, 2023 – August 15, 2023  

October 2, 2023 – October 17, 2023 – October 28, 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 August 6, 2024. 

WMSC staff recommend adoption of these investigations. 

Roadway Worker Protection 

The WMSC’s audit of Metrorail’s Roadway Worker Protection Programs issued on July 31, 2024, demonstrates that 

although Metrorail has established policies and procedures, rules, training, and oversight of its RWP program, there 

are still deficiencies that put the safety of workers at risk. During this audit, WMSC personnel observed unsafe practices 

contrary to Metrorail policies and procedures at every observation activity conducted. As further explained in Finding 1 

of the audit report, Metrorail is not effectively ensuring that its personnel on and around the roadway are consistently 

following the Roadway Worker Protection rules designed for their safety. This increases the risk that personnel may be 

injured or killed. Between 2005 and 2010, eight Metrorail employees were struck and killed by rail vehicles. In the years 

since, there have been several near miss collisions with roadway workers, including a 2016 safety event where Federal 

Transit Administration (FTA) track inspectors were forced to jump out of the path of a train to avoid being hit. Since 

then, there have been near misses that include workers narrowly escaping a fatal collision, including events that 

occurred in 2021, 2022, and 2023. 

When Metrorail addresses the 13 findings of the RWP Audit through the required corrective action plans, the safety of 

the system will improve. Metrorail is now developing these corrective action plans in accordance with the Program 

Standard. These build on immediate mitigations and initial steps to correct outdated materials and communicate the 

importance of safety rules that Metrorail took based on the WMSC’s communication of safety issues as those issues 

were observed and validated during the audit process. 

The reports covered by the investigations described below and attached occurred in 2023 prior to the start of that audit. 

The information available at the time of the audit related to these events was considered in determining audit activities. 

https://wmsc.gov/wp-content/uploads/2024/07/WMSCRWPAudit073124.pdf


 
 

The causes of and contributing factors to the events described in more detail below include: 

• Non-compliance with written operational rules and procedures 

• Insufficient supervisory oversight including oversight to ensure compliance with safety rules and procedures 

• Loss of/lack of focus and situational awareness 

• A lack of training and supervisory oversight to ensure: 

 compliance with safety rules and procedures, including those related to personal protective 

equipment  

 personnel are comfortable and competent to perform the work assigned to them 

 handheld radio calibration in accordance with Metrorail policy 

 personnel understood instructions  

• Poor radio communication transmission quality 

• Ineffective communication between personnel 

 

As a result of these investigations, Metrorail implemented corrective actions including:  

• Metrorail issued a bulletin on the selection of speed couplers during Exclusive Track Occupancy Local Signal 

Control RWP 

• Personnel received RWP refresher training, with emphasis on topics such as properly completing Roadway 

Job Safety Briefings and hand signal procedures 

• Metrorail conducted a Safety Stand Down to address Improper RWP events with Track and Structures 

personnel 

• Metrorail re-distributed a smoke-free workplace personnel notice 

• Metrorail issued a safety bulletin and a Lessons Learned document regarding the October 28, 2023 event at 

Southern Avenue Station that included short-term mitigations 

• Metrorail developed a Lessons Learned document regarding the February 25, 2023 safety event at College 

Park –UMD Station and is reviewing the proper steps when communicating with the RWIC during field 

operations when radio communications fail to include the use of cellular devices. 

Metrorail could consider reemphasizing the importance of monitoring radio communications while on the roadway and 

in the Metrorail system to improve safety and help maintain situational awareness. 

 

Metrorail is in the process of implementing related corrective action plans (CAPs) including:  

• C-0181 addresses the finding that elements of Metrorail have a culture that accepts noncompliance with 

written operational rules, instruction, and manuals (Scheduled completion October 2024). 



 
• C-0130 addresses the recommendation that Metrorail does not collect fitness for duty data in a manner that 

allows for identification, tracking and trending of issues. 

As noted above, Metrorail is in the process of developing corrective action plans to address the 13 findings of the 

WMSC’s Audit of Metrorail Roadway Worker Protection Programs issued on July 31, 2024. 

Safety event summaries: 

W-0313 – Trains not briefed by AMF – College Park-UMD Station – February 25, 2023 (WMATA ID: E23131) 

A miscommunication among members of an Automatic Train Control Maintenance crew led to two Green Line trains 

passing workers on the roadway without the required protection against collision. Only the second train operator 

reported this emergency. The investigation also identified that poor radio transmission quality, and an advanced mobile 

flagger leaving their position based on direction not received from a Roadway Worker In Charge further contributed to 

this event. 

The Train Operator of Green Line Train 505 notified the Rail Operations Control Center (ROCC) that there was no 

Advanced Mobile Flagger (AMF) at College Park-UMD Station and that they did not receive the required briefing and 

notification before encountering a mobile work crew on the roadway.  

Closed-circuit Television shows the AMF received a phone call on a non-WMATA issued cellphone, that was later 

determined to be from the ATC Maintenance technician in the Train Control Room who was monitoring whether shunts 

placed by the crew on the roadway led to the intended outcomes of the preventive maintenance instruction. In the 

phone call, the AMF was told by this AA (highest level) technician, who was not acting as the Roadway Worker In 

Charge, that the crew was being directed to move to another task. 

However, the work crew on the roadway had not cleared. The Roadway Worker In Charge (RWIC) attempted to request 

that a train pick the crew up, but had difficulty due to radio transmission quality. The RWIC then requested the pickup 

by phone, and informed the technician in the room. 

The crew still required protection. 

However, a minute later, and before the crew the AMF was protecting was picked up, the AMF boarded a train departing 

College Park-UMD Station. 

The ROCC Assistant Operations Manager directed the Rail Traffic Controller in the ROCC to have Train 506 pick the 

crew up.  

 

W-0314 – Excessive Speed Past Workers – near Forest Glen Station – March 20, 2023 (WMATA ID: E23190) 

An Automatic Train Control Maintenance crew operating without an Advanced Mobile Flagger required by Metrorail 

rules requested a train pickup from the interlocking near Forest Glen Station. The Rail Traffic Controller was unable to 

establish communications with Red Line Train 103 regarding the pickup when the train was at Wheaton Station. The 

Train Operator operated past the crew at more than 45 mph, three times the 15 mph required safe speed at the time 

of this event. 



 
The Roadway Worker In Charge signaled the Train Operator to stop via hand signal with a flashlight, as they had been 

instructed by the Rail Traffic Controller. 

The Operator did not stop the train and continued past the work crew at 45.5 mph. 

The Train Operator stated during an investigative interview that they believed the hand signal to be either a vertical 

proceed hand signal or an acknowledgement hand signal. The Train Operator did not report this emergency of 

encountering a roadway work crew without the presence of an Advanced Mobile Flagger. The Roadway Worker In 

Charge initially reported only that the train did not stop. Additional information was provided after the crew was picked 

up by the next train to clear the roadway. 

The handheld radio the Train Operator was using during this event was out of calibration and the Operator stated they 

experienced radio communication issues throughout the event. 

The WMSC’s Audit of Metrorail’s Roadway Worker Protection Program issued on July 31, 2024 includes the finding 

(Finding 6) that Metrorail is directing personnel to use local signal control without training or qualification required by 

Metrorail rules and required for their safety. Metrorail is developing a corrective action plan to address this finding. 

W-0315 – Train not briefed by AMF – Potomac Ave Station – April 11, 2023 (WMATA ID: E23244) 

The Train operator of Train 612 notified the Radio Rail Traffic Controller in the ROCC that they had not received a 

briefing from an AMF at Potomac Avenue Station before encountering a work crew on the roadway. 

 A Track and Structures work crew was conducting track inspections between Stadium-Armory and Smithsonian 

stations. When the RWIC requested permission to enter the roadway at Stadium-Armory Station from the Radio Rail 

Traffic Controller, they were instructed to allow two trains to pass before entering the roadway. After Train 896 and 906 

passed the crew on the platform at Stadium-Armory Station, they entered the roadway. The RWIC did not notify the 

AMF that they were entering the roadway. The Advanced Mobile Flagger (AMF) at Potomac Ave Station therefore did 

not brief the operator of Train 612 that there were workers on the roadway ahead. The AMF was not wearing the 

required PPE at this time (safety vest) and had not activated their amber lantern. 

Following the event report by the Train Operator of Train 612, the Rail Traffic Controller instructed another train to pick 

up the work crew. There were radio communications transmission issues between the Rail Traffic Controller and the 

Train Operator of Train 612 at the time the Operator reported the event.  

W-0316 – Unauthorized Roadway Entry – Ballston-MU Station – June 5, 2023 (WMATA ID: E23376) 

The RWIC of a work crew performing a track inspection incorrectly requested permission to conduct a track walk 

between Virginia Square-GMU and Clarendon stations when they were in fact at Ballston-MU Station. The work crew 

had an Advanced Mobile Flagger in place, but the Rail Traffic Controllers were not aware of the location of the work 

crew when on the roadway and had not provided permission to enter that segment of track. Therefore, the Rail Traffic 

Controllers had not placed redundant forms of protection through the Advanced Information Management computer 

system (prohibit exit on signal system and blue visual indication of work crews in area). One train passed the work crew 

while they were on the roadway without the required protection. 



 
The Rail Traffic Controller in the ROCC correctly repeated the request as it was made by the Roadway Worker In 

Charge to enter the roadway at Virginia Square-GMU Station, granted the work crew permission and made 

announcements alerting train operators of the roadway personnel.  

The RWIC entered the roadway at Ballston-MU Station, not Virginia Square-GMU station, without all required safety 

protection. 

The Rail Traffic Controller identified the location discrepancy after the RWIC requested to continue their track walk 

between Virginia Square-GMU and Clarendon station. The RWIC was removed from service for post-incident toxicology 

testing. 

Review of the Roadway Job Safety Briefing during this investigation showed that one of the track walkers in the work 

crew did not sign the briefing sheet, as is required by Metrorail policy.   

W-0317 – Excessive Speed Past Workers – Wiehle-Reston East Station – August 15, 2023 (WMATA ID E23565) 

A Roadway Worker In Charge reported to a Rail Traffic Controller via phone that a train passed their mobile work crew 

at a high rate of speed.  

Vehicle data showed the train was travelling approximately 25 mph, 10 mph greater than the maximum speed allowed 

when passing roadway workers at the time of this event. 

The RWIC stated during an investigative interview that they reported the event via phone instead of by radio because 

they feared the reaction from other train operators. When questioned by a Rail Traffic Controller, the Train Operator of 

the out-of-service train confirmed they had received a briefing from an Advanced Mobile Flagger at Wiehle-Reston East 

Station alerting them to personnel on the roadway and the proper operating procedure for passing roadway workers.  

Review of inward-facing cab video as part of this investigation showed that the Train Operator was smoking a cigarette 

and drinking a non-alcoholic beverage while operating the train, both of which are prohibited by Metrorail safety 

requirements. Review of vehicle data showed that the Train Operator activated the train’s horn consistently as required 

from Wiehle-Reston East Station to Spring Hill Station. 

During investigative interviews, both the RWIC and the Train Operator expressed concerns regarding a restricted view 

in this area. The Train Operator indicated that the incline and decline of the track made it difficult to scan for workers 

on the roadway and maintain the appropriate speed. The RWIC stated that there is curve and a fence that could obstruct 

train operators’ views. The WMSC’s 2024 audit of Metrorail's Roadway Worker Protection program requires Metrorail 

to assess the Metrorail system to determine whether there are any additional hot spot locations that require foul time 

(or greater protection) in accordance with its rules and procedures. 

W-0318 – Unauthorized Roadway Entry – Metro Center Station – October 2, 2023 (WMATA ID E23688) 

Two Information Technology Intergrated Network Technicians entered the roadway at Metro Center Station without 

permission and without protection against electrocution. The Roadway Worker In Charge, located at Farragut North 

Station, requested a Supervisory Power Outage from the Power Desk in the Metro Integrated Command and 

Communications Center (MICC) and was instructed to standby while third rail power was being de-energized. The 

Roadway Worker In Charge instructed two IT Technicians to report to Metro Center Station to assist with setup of the 



 
work area. Contractors, who the IT personnel were escorting, were preparing to conduct a clearance verification and 

control survey in this work area between Farragut North and Metro Center stations. The RWIC called one of the IT 

Technicians as the technicians were enroute to Metro Center Station and instructed them to shorten the working limits. 

The IT Technician incorrectly understood the updated instruction to mean that they had permission to enter the 

roadway. The Radio Rail Traffic Controller identified on the Advanced Information Management System display that 

Metro Center Station, tracks 1 and 2 showed occupancy and notified the RWIC that they had not yet been granted 

permission to enter the roadway. The RWIC informed the Rail Traffic Controller that the two IT Technicians had entered 

the roadway without permission. The IT Technicians cleared the roadway and were removed from service for post-

event toxicology testing.  

W-0319 – Unauthorized Roadway Entry – Morgan Boulevard Station – October 17, 2023 (WMATA ID E23732) 

Two Metrorail employees entered the roadway prematurely, before being granted Foul Time Protection, causing a near-

miss event that was not properly reported. 

A General Equipment Mechanic and a carpenter requested Foul Time Protection to access a jet fan control room from 

a Radio Rail Traffic Controller in the Metro Integrated Command and Communications Center (MICC). The Rail Traffic 

Controller acknowledged the request and instructed the personnel to stand by. The personnel did not follow this 

instruction and instead entered the roadway without permission or the protection necessary to prevent collision with a 

train or other vehicle. During an investigative interview, the mechanic stated that they understood the Rail Traffic 

Controller’s acknowledgement of their request to mean they had permission to enter the roadway. The mechanic also 

stated they experienced radio communications quality issues. The Train Operator of Train 613 encountered the 

carpenter on the catwalk, which is considered roadway, and notified the Radio Rail Traffic Controller. The Rail Traffic 

Controller confirmed with the Mechanic that they were at the emergency egress door and not on the roadway. The 

mechanic did not notify the Rail Traffic Controller that the carpenter was on the catwalk and had been passed by a 

train. The Controller, unaware of the safety event, granted the Mechanic Foul Time and allowed the crew to conduct 

their work. The following day, the Mechanic reported the event to their supervisor, who reported the event using 

Metrorail’s Safety Hotline. This led to a full investigation, which also found that a job safety briefing had not been 

conducted prior to the personnel entering the roadway as required by Metrorail safety processes.  

W-0320 – Unauthorized Roadway Entry – Southern Ave Station – October 28, 2023 (WMATA ID (E23768) 

After being granted permission to setup a work area on track 1 between Southern Ave and Naylor Road stations, an 

Office of Track and Structures AA Track Repairer, acting as the Roadway Worker In Charge (RWIC), incorrectly set up 

the work area on track 2, without permission or protection against train collision on that track. There are chain markers 

along the roadway and signs at the end gates leading from the platform to the roadway that identify track number and 

location. A Train Operator, operating a train with no passengers on track 2, contacted a Radio Rail Traffic Controller in 

the Metro Integrated Command and Communications Center (MICC) and notified them that the train had zero speed 

commands. The Rail Traffic Controller did not identify the indication on the display screen that showed an occupied 

block due to the shunt placed on the rails, and instructed the Train Operator to continue toward Southern Ave Station, 

where the Train Operator reported seeing an installed shunt. The Rail Traffic Controller instructed the Train Operator 

to stand by as the Controller tried, unsuccessfully, to contact the RWIC via radio. The Rail Traffic Controller granted 



 
the Train Operator Foul Time, set a red signal, and instructed them to remove the shunt. After the Controller was able 

to contact the RWIC, the Train Operator was instructed to continue toward Southern Ave Station. The RWIC was 

removed from service for post-event toxicology testing. 

Review of documents during this investigation found that the Train Operator had worked 18 consecutive days leading 

up to the safety event, in violation of Metrorail policy. 
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Time and how received by SAFE: 11:51 hours Mission Assurance Coordinator (MAC) 
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Abbreviations and Acronyms 
 
 
AIMS      Advanced Information Management System  
 
AMF     Advanced Mobile Flagger 
 
AOM                                                  Assistant Operations Manager 
 
ARS     Audio Recording Services  
 
ATCM                                                 Automatic Train Control Maintenance 

 
CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

COMR  Office of Radio Communications 

CM  Chain Marker 

LCP  Local Control Panel  

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

RTRA  Office of Rail Transportation  

RWIC                                                 Roadway Worker in Charge 

ROCC  Rail Operations Control Center 

SAFE  Department of Safety  

SPOTS  System Performance on Time Summary 

SMS  Safety Measurement 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 February 25, 2023,  at 11:20 hours, Train Operator 505 reported that they did not observe an 
Advanced Mobile Flagger (AMF) positioned at the eight-car marker at College Park Station (E09) 
before passing a mobile work crew on the roadway. 
 
Closed Circuit Television (CCTV) review confirmed several aspects of the reporting Train 
Operator. The AMF was located at the eight-car maker on College Park Station platform on Track 
2 at 10:46 hours. From 10:46 hours to 11:06 hours, the AMF properly performed their AMF duties 
as prescribed by the Metrorail Safety Rules and Procedures Handbook (MSRPH). In addition, the 
AMF did appear to have all the prescribed equipment, including the amber lantern, properly 
positioned vertically on the ground. 
 
At 11:05 hours, the AMF received a phone call on a non-Washington Metropolitan Area Transit 
Authority (WMATA)-issued cellular device, utilizing their blue tooth while gathering their 
equipment from the platform. After speaking on the phone with the Local Control Panel (LCP) 
operator, the AMF entered car number 3193 on Track 2 at College Park at 11:07 hours. 
 
At 11:06 hours, an Automatic Train Control Maintenance (ATCM) Roadway Worker in Charge 
(RWIC) requested a trackside pickup of their personnel at Chain Marker (CM) E2 482+00 via 
radio. At 11:10 hours, the RWIC contacted the Rail Operations Control Center (ROCC) via 
landline for a second request for trackside pickup of their personnel and provided their location of 
E2 482+00. The secondary request was made due to poor radio communications for the ATCM 
Units’ location. The AMF returned to their post via track 1 and set up AMF equipment again on 
track 2 at the eight-car marker.  
 
At 11:23 hours, the ROCC Assistant Operations Manager (AOM) arranged for Train ID 506 to 
pick up the ATCM personnel from the prescribed CM. At 11:39 hours, Train ID 506 completed the 
pickup of all personnel located by the prescribed CM. At 11:41 hours, the RWIC and their work 
crew reached the Hyattsville Crossing Station platform. The RWIC relinquished all AMF protection 
and ceased further operations.  
 
ATCM removed the AMF from service for post-incident testing.  There were no reported injuries 
to any WMATA personnel or customers during this event. 
 
The probable cause for this Improper RWP event was the combination of communication errors 
and failure to follow established procedures for AMF Operations, resulting in an AMF abandoning 
their assigned post while personnel were still on the roadway. A Contributing Factor to the event 
was the AMF’s acceptance of instruction from a crew member instead of the RWIC.  
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Incident Site 
 
College Park Station Platform, Track 2 
 
Field Sketch/Schematics 

 
Purpose and Scope 
 
The purpose of this incident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigation Methods 
 
Upon receiving notification of the Improper RWP at College Park Station on February 25, 2023, 
SAFE dispatched a cross-functional team to assess the scene and conduct the subsequent 
investigation. SAFE team members worked with relevant WMATA subject matter experts to 
review the incident's facts and data. 
 
The investigative methodologies included the following: 
 

• Site assessment through video and document review. 
 

• 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. 
 

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

 
• ATCM Mechanic AA 
• ATCM Technician (AMF) 
• ATCM Mechanic B (RWIC) 

 
• Documentation Review – A collection of relevant work history information and process 

documentation contained in Metro systems of record. These records include: 
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Employee’s Incident Report 
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• Supervisor’s Incident Report 
• Safety Briefing 
• 30 Day work History 

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback, including OPS 3 Radio 
• Closed-Circuit Television (CCTV)  
• System Performance on Time Summary (SPOTS) 
• Advanced Information Management System (AIMS) 

 
Investigation 
 
On February 25, 2023,  at 11:20 hours, Train Operator 505 reported that they did not observe an 
AMF positioned at the eight-car marker at College Park Station (E09) before passing a mobile 
work crew on the roadway. 
 
CCTV review confirmed several aspects of the reporting Train Operator. On the footage, the 
stationed AMF was located on the College Park Station platform on Track 2 at 10:46 hours by the 
eight-car marker. From 10:46 hours to 11:06 hours, the AMF did properly perform their AMF duties 
as prescribed by the MSRPH. In addition, the AMF did appear to have all the prescribed 
equipment, including the amber lantern properly positioned vertically on the ground. 
 
At 11:05 hours, the AMF was observed receiving a phone call on their personal cellular device, 
utilizing their blue tooth device, and gathered their equipment from the platform. The AMF boarded 
car number 3193 on Track 2 from College Park at 11:07 hours. At 11:06 hours, the RWIC 
requested a trackside pickup of their personnel at Chain Marker E2-482+00 via OPS3 radio. 
 
At 11:10 hours, the RWIC contacted the ROCC via landline for a secondary request for a trackside 
pick up of their personnel and provided their location of E2 482+00. The secondary request was 
made due to poor radio communication transmittal for their location. At 11:23 hours, the ROCC 
AOM arranged for Train ID 506 to pick up the personnel from the prescribed CM. At 11:39 hours, 
Train ID 506 completed the pick-up of all personnel located by the prescribed CM.  
 
At 11:41 hours, the RWIC and their work crew reached the Hyattsville Crossing Station platform 
to a place of safety. The RWIC relinquished all AMF protection and ceased further operations. 
The AMF was removed from service for post-incident testing.  There were no reported injuries 
during this event to any WMATA personnel or customers. 
 
All interviewed ATCM personnel reported major radio communication issues in the vicinity of E08 
– Prince George Plaza – E09 – College Park Station. A COMR Comprehensive Radio 
Transmission check was requested accordingly. 
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Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time Description 
10:20:07 hours  ATCM RWIC: Requested access to the roadway for track circuit verification-

E2-435+00 to E2 485+00, AMF form of protection. A safety brief was 
conducted, Hot Spots were identified, and proper PPE and AMF are located 
at E09. 
Radio RTC: Acknowledged and Repeated. Requested ATCM RWIC to go 
direct with their AMF. AMF Acknowledged and repeated the location and work 
status. Verified clear to enter the roadway, instructed on all safety measures 
[Radio OPS3] **note radio communications were distorted- ATCM RWIC was 
asked to change location*** 

10:24:10-
10:30:00 hours 

OPS7: Channel monitored for the detailed period. Channel were used by 
Track/ATCM personnel for work-related reasons. No communication of work 
completed by any member of the work crew. [Radio OPS7] 

10:46:00-
11:05:00 hours 

OPS7: Channel reviewed for the detailed time frame ATCM Unit #2 (AMF) did 
transmit train activity and performed their AMF duties as prescribed. The AMF 
did not contact the RWIC during this time to relinquish their post. [Radio 
OPS7] 

10:46:00 hours AMF observed on the platform in the vicinity of the 8-car marker with all the 
prescribed equipment at College Park Station on Track 2. [CCTV] 

10:50:00- 
11:06:00 hours 

AMF performed prescribed duties at the 8-car marker on Track 2 [CCTV] 

11:06:02 hours ATCM RWIC: Requested a track pick up from E2-482+00-destination unclear-
poor radio communications. 
Radio RTC: Acknowledged and repeated. [Radio OPS3] **note radio 
communications distorted*** 

11:07:00 hours AMF observed securing their equipment and entered Train 3193. [CCTV] 

11:10:10 hours ATCM RWIC: Requested pickup at CM E2-482+00. RTC Radio instructed 
ATCM RWIC to go over the air to make a request. The RWIC states they are 
having issues communicating on OPS3 [OPS3 Phone] **note phone call distorted-low 
volume] 

11:23:04 hours ROCC AOM: Requested the next train pick-up personnel at E2-482+00. 
RTC Button: Acknowledged and repeated. [OPS3 Phone] 

11:28:25 hours  Radio RTC: Asked Train ID 554 if they picked up personnel.  
Train ID 554: Responded they did not know personnel were in the roadway. 
[Radio Ops. 3]  

11:28:43 hours  Radio RTC: Asked Train ID 554 if they saw they AMF at College Park Station. 
Train ID 554: Responded there was no AMF at College Park. [Radio Ops. 3]  

11:29:42 hours RTC Radio and Operations Manager (OM) discussed RWP at College Park. 
ROCC OM gave instructions on the next steps. The Operation Manager 
advised the RTC Radio to call the RWIC and ascertain where the AMF is 
located. [OPS3 Phone] 

11:29:47 hours  Radio RTC: Contacted the ATCM RWIC and informed them that the AMF was 
not flagging, and two trains passed College Park Station.  
ATCM RWIC: Responded that they would speak to the AMF when they 
boarded the train. [Radio Ops. 3]  
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Time Description 
11:39:40 hours ATCM personnel picked up at CM E2 482+00 by Train ID 506. [AIMS Verified] 
11:41:20 hours ATCM personnel cleared the roadway at E2 482+00. [AIMS Verified] 

  
11:42:00 hours AMF: Discussed the RWP incident with the ROCC AOM. The AMF stated that 

it was their error in abandoning their post. The AOM gave instruction to stay 
in place and await the RWIC. [Phone] 

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
 
Interview Summaries  
As part of the investigation launched into the event, SAFE interviewed three employees. 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. 
 
ATCM Mechanic AA 
 

• The ATCM Mechanic AA stated that they were a member of a work crew assigned to 
[Hyattsville Crossing] station to conduct shunt verification inspections. 

• The ATCM Mechanic AA stated that they received a phone call (not on a WMATA device) 
from an ATCM supervisor who assigned their team additional work assignments to travel 
to CTF and retrieve a mechanical part. 

• The ATCM Mechanic AA stated that they knew the AMF had to sign out by 12:30 so they 
called the AMF via a non-WMATA device and instructed them to take the train back to the 
yard because they received an additional assignment. 

• The ATCM Mechanic AA stated that the AMF inquired if they were finished with the shunt 
verification inspection, and they advised that they completed the inspection, but did not 
say to the AMF that the crew is clear of the roadway.  

• The ATCM Mechanic AA stated that their phone call may have confused the AMF and 
they never contacted the RWIC to offer the information of additional assignments and to 
verify if the work crew cleared the roadway. 

 
ATCM Technician (AMF) 
 

• The ATCM Technician stated they received a call from the Lead Mechanic in the room, 
who stated that they just received a call from the supervisor that they wanted us to respond 
to CTF to pick up some cable. 

• The ATCM Technician stated that they asked the Lead Mechanic if the job was done, and 
they were told the job was completed. The ATCM Technician stated that the Lead 
Mechanic reiterated that the job was complete. 

• The ATCM Technician stated that they were instructed to bring the vehicle key and take 
the train to complete their day so they will not violate the fourteen-hour rule. The ATCM 
Technician further stated that they did not question the Lead Mechanic because they were 
in constant communication with the crew and assumed that the work crew was in a place 
of safety. (Via OPS7) 

• The ATCM Technician stated while enroute to [Hyattsville Crossing], they received a 
phone call from the RWIC instructing them to return to College Park and continue their 
duties as the AMF. 

• The ATCM Technician stated that they returned to College Park Station and resumed their 
duties as the AMF.  
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ATCM Mechanic B (RWIC) 
 

• The ATCM Mechanic B they were assigned to be the RWIC for a Track circuit verification 
inspection. 

• The ATCM Mechanic stated that they completed their assignment and contacted the 
ROCC for a wayside pickup from CM E2-482+00. 

• The ATCM Mechanic B, 10-15 minutes later, received a communication from the ROCC 
pertaining to the AMF at College Park and whether they were performing their duties. 

• The ATCM Mechanic B stated that the Radio RTC contacted the AMF and asked if they 
were in place, and they responded A-firm. 

• The ATCM Mechanic B stated that when they arrived at College Park Station, they asked 
if the AMF had abandoned their post. The ATCM mechanic stated that the AMF stated 
they received a call from the technician stating that the work was completed and for them 
to take the train and sign out, which the AMF did. 

• The ATCM Mechanic B stated that at no time did they authorize the AMF to leave their 
post, nor did they ask for the technician to call and instruct the AMF. 

 
Automatic Train Control Maintenance (ATCM) 
 
ATCM conducted an investigation and determined the AMF was in violation of the following 
MSRPH rules and procedures and received progressive discipline for the violation.  
 
The AMF also received retraining on MSRPH Operating Rule 5.10.3 and Rule 5.13.6 among 
others. 
 
Office of Radio Communications (COMR) 
 
Radio Tests were conducted in College Park Station with no deficient findings. A secondary 
testing of the radio system in the vicinity of CM E2 CM 482+00 were completed on March 10, 
2023. All radio checks did report as successful.  
 
Related Rules and Procedures  
  

• MSRPH Operating Rule 3.87  
• MSRPH Operating Rule 5.10.3 
• MSRPH Operation Rule 5.13.6 
• Rail Vehicle Operating Procedures During AMF “3”    
• MSRPH AMF Script to Operators: “There may be multiple work groups ahead.  Proceed 

at half your regulated speed until you reach the next station.  Continuously blow your horn.  
Reduce speed to 15 mph when observing and passing all work crews.  Current AMF 
procedures govern you.”   

• MSRPH 5.13.6.3 - The AMF is required to follow PPE guidelines per the Minimum PPE 
Standard for On-Track Safety in the MSRPH Section 5 - RWP. 
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• MSRPH 5.13.6.14 - If ANY Rail Vehicle fails to stop at the AMF's location and is 

proceeding towards the Mobile Work Crew, the AMF must IMMEDIATELY contact the 
RWIC and advise them to clear all personnel from the Roadway, alerting them to the 
approaching rail vehicle. If the RWIC does not acknowledge the AMF’s alarm to the 
approaching rail vehicle, the AMF shall warn the work crew utilizing their air horn and 
whistle in short rapid blasts. The incident must be reported to ROCC, at the first available 
opportunity, and an investigation by SAFE shall be completed. 
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ROCS SPOTS Report 
 

 
Figure 1 ROCS SPOTS Report 
 
 
 
Advanced Information Management System (AIMS) 
 

 
Figure 2 AIMS Playback. Train ID 506 Picking up Personnel at CM E2 482+00 
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Figure 3 AIMS Playback - Roadway clear of all personnel 
 
Weather 
 
On February 25, 2023, at 11:11 hours, NOAA recorded the temperature as 34° F, with cloudy 
skies, and snow. The weather was not a contributing factor in this incident (Weather source: 
NOAA) – Location: College Park, MD. 
 
Human Factors 
 
Evidence of Fatigue: AMF 
 
SAFE evaluated conditions at the time of the incident to distinguish whether evidence of fatigue 
was present. No indications of fatigue were present. The AMF reported feeling fully alert at the 
time of the incident. The AMF reported experiencing no symptoms of fatigue in the time leading 
up to the incident. 
 
Fatigue Risk: AMF 
 
SAFE evaluated incident data for fatigue risk factors. Risk factors for fatigue were not present. 
Since fatigue evidence and risk factors were not present, 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 Personnel involved complied with and 
were not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
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Findings 
 

• The AMF abandoned their post after receiving a phone call, advising them that the work 
was completed. 

• The AMF was concerned about working longer than permitted and was going to clock out 
at the conclusion of their AMF duties.  

• Poor radio communications caused the RWIC to contact the ROCC via phone to request 
a train pick-up.  

• The Work Crew did not communicate with the RWIC about the AMF leaving their post. 
 
Immediate Mitigation to Prevent Recurrence 
 

• The AMF was removed from service. 
• All personnel were pick up and removed to a place of safety. 
• All roadwork operations were canceled. 
• Safety Bulletin SB 23-02E was issued to all personnel. 
• Radio tests in the area were completed.  

  
 
Probable Cause Statement 
 
The probable cause for this Improper RWP event was the combination of communication errors 
and failure to follow established procedures for AMF Operations, resulting in an AMF abandoning 
their assigned post while personnel were still on the roadway. A Contributing Factor to the event 
was the AMF’s acceptance of instruction from a crew member instead of the RWIC. 
 
Recommended Corrective Actions  
 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
106429_SAFE
CAPS_ATCM
_001 

AMF will be re-trained following the guidelines of the 
MSRPH sections 1.1, 1.3, 5.1.1 and 5.12.3. Complete 
a two-week supervised observation period. 
 

ATCM Completed 

106429_SAFE
CAPS_ATCM
_002 

Develop a Lessons Learned document to parallel 
Safety Bulletin 23-01-13 and reviewing the proper 
steps when communicating with the RWIC during field 
operations when radio communications fail to include 
the use of cellular devices. 

ATCM  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.   
 
ATCM Mechanic AA 
 
The ATCM Mechanic AA is a WMATA employee with five years of experience and five years as 
an ATCM Mechanic AA. The ATCM Mechanic AA holds a Roadway Worker Protection (RWP) 
Level 4 certification. 

The ATCM Mechanic AA stated that they were a member of a work crew assigned to Prince 
George Plaza station to conduct shunt verification inspections. The ATCM Mechanic AA stated 
that they received a phone call (not on a WMATA device) from an ATCM supervisor who assigned 
their team additional work assignments to travel to CTF and retrieve a mechanical part. The ATCM 
Mechanic AA stated that they knew the AMF had to sign out by 12:30 so they called the AMF via 
a non-WMATA device and instructed them to take the train back to the yard because they received 
an additional assignment.  
 
The ATCM Mechanic AA stated that the AMF inquired if they were finished with the shunt 
verification inspection, and they advised that they completed the inspection, but I did not say to 
the AMF that the crew is clear of the roadway. The ATCM Mechanic AA stated that their phone 
call may have confused the AMF and they never contacted the RWIC to offer the information of 
additional assignments and to verify if the work crew cleared the roadway. The ATCM Mechanic 
AA stated that the work crew utilized OPS7 to communicate throughout the operation as well as 
cellphone communication due to distorted radio communication in the area. (E08-E09) 
 
ATCM Technician (AMF) 
 
The ATCM Technician is a WMATA employee with eleven years of experience and eleven years 
as an ATCM Technician. The ATCM Mechanic AA holds a Roadway Worker Protection (RWP) 
Level 4 certification. 

The ATCM Technician stated they were assigned AMF duties during a Shunt verification 
inspection operation. The ATCM Technician stated they received a call from the Lead Mechanic 
in the room, who stated that they just received a call from the supervisor that they wanted us to 
respond to CTF to pick up cable. The ATCM Technician stated that they asked the Lead Mechanic 
if the job was done, and they were told the job was completed. The ATCM Technician stated that 
the Lead Mechanic reiterated that the job was complete. The ATCM Technician stated that they 
were instructed to bring the vehicle key and take the train to complete their day so they will not 
violate the fourteen-hour rule.  
 
The ATCM Technician further stated that they did not question the Lead Mechanic because they 
were in constant communication with the crew and assumed that the work crew was in a place of 
safety. (Via OPS7). The ATCM Technician stated while enroute to PG Plaza, they received a 
phone call from the RWIC instructing them to return to College Park and continue their duties as 
the AMF. The ATCM Technician stated that they returned to College Park Station and resumed 
their duties as the AMF. The ATCM Technician stated that the radio reception and radio 
communication was poor. They had to constantly move around the platform to gain reception to 
the ROCC and the work crew. 
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ATCM Mechanic B (RWIC) 
 
The ATCM Mechanic B is a WMATA employee with Twelve years of experience and seven years 
as an ATCM Mechanic B. The ATCM Mechanic B holds a Roadway Worker Protection (RWP) 
Level 4 certification. 

The ATCM Mechanic B they were assigned to be the RWIC for a Track circuit verification 
inspection. The ATCM Mechanic stated that they completed their assigned assignment and 
contacted the ROCC for a wayside pickup from CM E2-482+00. The ATCM Mechanic B, 10-15 
minutes later, received a communication from the ROCC pertaining to the AMF at College Park 
and whether they were performing their duties. The ATCM Mechanic B stated that the RTC Radio 
contacted(phone) the AMF and asked if they were in place and they responded A-firm. 
 
 The ATCM Mechanic B stated that when they arrived at College Park Station, they asked the 
AMF did they abandon their post. The ATCM mechanic stated that the AMF commented they 
received a call from the technician stating that the work was complete and for them to take the 
train to sign out, which they did. The ATCM Mechanic B stated at no time did they authorize the 
AMF to leave their post, nor did they ask for the technician to call and instruct the AMF. The ATCM 
Mechanic stated that they understand the responsibilities of the RWIC, and they are the only 
person to delegate instructions to the crew. 
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Appendix B – ROCC INCIDENT REPORT 
 

 
Figure 4 ROCC Incident Report PG-1 
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Figure 5 ROCC Incident Report PG-2  
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Appendix C – SAFE Safety Bulletin SB 23-02E RWP AWARENESS 
            
 

 
Figure 6 SAFE Safety Bulletin SB-23-013 Page-1 
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Appendix D – Signature Acknowledgement Sheet  
 

 
Figure 7 Signature Acknowledgement Location B08 PG-2 
 
 
Appendix E – Supervisor Written Statement  
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Figure 8 ATCM Supervisor's Written Statement PG-1 
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Appendix F – Mechanic’s Written Statements 
 

 
Figure 9 Employee's written statement PG-1 
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Figure 10 Employees Written Statement PG-2 
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Figure 11 Employees Written Statement PG-3 
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Figure 12 Employees Written Statement PG-4 
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Figure 13 Employees Written Statement PG-5 
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Appendix G – WMATA Roadway Job Safety Briefing Form 

 
Figure 14 WMATA Roadway Job Safety Briefing Form PG-1 
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Figure 15 WMATA Roadway Job Safety Briefing Form PG-2 
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Appendix H – COMR Radio Tests 
 

 
Figure 16 - COMR Testing of tracks 1 and 2 in the event area. 
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Appendix I – ATCM Memorandum 
 

 
Figure 17 ATCM Memorandum PG-1 
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Figure 18 ATCM Memorandum PG-2 
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Appendix J – Why-Tree Analysis 
 

 
Figure 19 - Root Cause Analysis page 1 of 1 . 
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Washington Metropolitan Area Transit Authority 

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

FINAL REPORT OF INVESTIGATION A&I E23190 
 

Date of Event: March 20, 2023 
Type of Event: Improper Roadway Worker Protection (RWP) 
Incident Time: 09:34 hours 
Location: Forest Glen Station, Track 2 

CM B2 563+00 
Time and How received by SAFE: 09:37 hours/MAC Notification 
WMSC Notification Time: 09:37 hours 
Responding Safety Officers: None 
Rail Vehicle: Train ID 103  

L7018/19X7357/56X7440/41X7173/72T 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Number 20230320#107038 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Incident Date: 03/20/2023 Time: 09:34 hours Page 2 
Final Report – Improper RWP  
E23190 
 

Drafted By:      SAFE 705 5/14/2023 
Reviewed By:  SAFE 707 5/16/2023 
Approved By:  SAFE 704 5/19/2023 

Forest Glen Station – Improper RWP     
                                 

March 20, 2023 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Monitoring System 

ARS  Audio Recording System 

ATCM  Automatic Train Control Maintenance 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CMOR  Office of Chief Mechanical Officer 

ETO  Exclusive Track Occupancy 

IIT  Incident Investigation Team 

LCP  Local Control Panel  

LCS  Local Signal Control  

MSRPH  Metrorail Safety Rules and Procedures Handbook 

RTC  Rail Traffic Controller 

NOAA  National Oceanic and Atmospheric Administration 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

RWIC  Roadway Worker In Charge 

SAFE  Department of Safety  

SMS  Safety Measurement System  

TSR  Temporary Speed Restriction  

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 March 20, 2023, at 09:34 hours, the Roadway Worker in Charge (RWIC) for an Automatic 
Train Control Maintenance (ATCM) work crew located between Wheaton Station and Forest Glen 
Station at the interlocking at Chain Marker (CM) B2 563+00 reported to the Rail Operations 
Control Center (ROCC) that Train ID 103 (L7018/19X7357/56X7440/41X7173/72T) failed to 
respond to a “stop” hand signal. The RWIC was attempting to stop the train for their work crew to 
board within the vicinity of Forest Glen Station. 
 
At 08:51 hours, the RWIC requested permission to enter Forest Glen Station Interlocking via track 
1, when their work was completed, they would exit via track 2, taking possession of the control 
panel under Exclusive Track Occupancy (ETO) protection and using speed couplers. At 09:30 
hours, the RWIC advised that the interlocking inspection was completed and requested retrieval 
from the roadway via train pick-up. The Radio Rail Traffic Controller (RTC) then attempted to 
contact Train ID 103, located at Wheaton Station multiple times with no response. 
 
At 09:32 hours, the Radio RTC advised the RWIC that they were unable to contact Train ID 103 
for retrieval; the RWIC acknowledged. The Radio RTC advised the RWIC to attempt to stop the 
train using the appropriate hand signals. At 09:33 hours, Train ID 103 passed the ATCM work 
crew at a speed greater than 15MPH. At 09:34 hours, the RWIC advised that Train ID 103 failed 
to stop after the RWIC displayed the stop hand signal, and the crew was standing by and clear 
for the next available train. There was no Near Miss related to the event.  
 
The probable cause for the event was the Train Operator’s failure to maintain vigilance of the 
roadway and the ability to reduce the train’s speed in approach to the work crew. Contributing 
Factors to the event included ATCM’s use of a medium speed coupler when a slow speed coupler 
would have been appropriate to limit the train’s speed to 15 miles per hour in approach to their 
location. 
 
Incident Site 
 
Forest Glen Station, Track 2 
Interlocking CM B2 563+00 
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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 two individuals as part of this investigation. The 
interviews included persons present at, during, and after the incident, those directly 
involved in the response process, and representatives from the Washington Metrorail 
Safety Commission (WMSC). SAFE interviewed the following individual(s):  

• The ATCM RWIC 
• The Train Operator (Train ID 103) 

 
• 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 [Radio and Landline Communications]  
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

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

  
Investigation 
 
On March 20, 2023, at approximately 09:34 hours, the RWIC for an ATCM work crew reported to 
the Radio RTC that they attempted to stop Train ID 103 for retrieval from the roadway within the 
vicinity of Forest Glen Station.  
 
Prior to the event, at 08:51 hours, the RWIC requested permission to enter the roadway at the 
Forest Glen Station Interlocking via track 1 and exit via track 2, taking possession of the control 
panel under ETO protection using speed couplers. The Radio RTC acknowledged and permitted 
the RWIC and their work crew to enter the roadway and to take control of the control panel to 
perform an interlocking inspection, then advised all personnel on Radio Ops 1 that ATCM 
personnel was working in the roadway. 
 
At 09:29 hours, Train ID 103 arrived at Wheaton Station. The Audio Recording System (ARS) 
revealed that at 09:30 hours, the RWIC advised ROCC that the interlocking inspection was 
completed and requested retrieval from the roadway via train pick-up. The Radio RTC attempted 
to contact Train ID 103, located at Wheaton Station multiple times and there was no response 
from the Train Operator. At 09:31 hours, Train ID 103 departed at Wheaton Station. 
 
At 09:32 hours, the Radio RTC advised the RWIC that they were not able to contact Train ID 103 
over the radio, then advised the RWIC to attempt to stop the train using the stop hand signal. 
 

 
Figure 1 – Standard Hand Signals 
 
According to the MSRPH Section 5 – RWP Rules, 5.12.4 Standard Hand Signals: All hand signals 
are given facing oncoming Rail vehicles. To enhance signaling, flags and/or lights may be used. 
When giving hand signals: 1. Use the proper safety equipment when required. 2. Hand signals 
must be given in sufficient time to permit compliance. It must be given from a point where it can 
be plainly seen and so that it cannot be misunderstood. 
Closed-Circuit Television (CCTV) revealed at 09:32:25 the flashlight from the RWIC can be 
observed as the train approached the work crew which would have allowed the Train Operator 35 
seconds to begin reducing the train speed and have enough time to stop the train to allow the 
work crew to board before passing the work crew at 09:33:00 hours. The RWIC is observed 
standing at an angle with their flashlight held at hip level. The physical position of the RWIC 
caused confusion to the Train Operator since the RWIC was not facing the train and displaying 
the stop hand signal. 
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Figure 2 - Footage taken from the forward-facing camera of rail car 7018 determined the train observed the work crew 
at 09:33 hours. 
 
The Office of Chief Mechanical Officer/Vehicle Monitoring and Diagnostic System (CMOR/VMDS) 
performed an inspection of Train ID 103 and determined that after Train ID 103 departed Wheaton 
Station the train traveled at speeds up to 56.9 MPH (12 MPH greater than the Regulated Speed 
of 44 MPH and 1.5 MPH greater than the Limiting Speed of 55 MPH) and the train’s speed was 
reduced to 45.5 MPH (30.5 MPH greater than the 15 MPH requirement0F

1) as the train passed the 
work crew. 
 
At 09:34 hours, the RWIC advised ROCC that Train ID 103 did not stop after the RWIC displayed 
the stop hand signal as the train approached their location, and the crew was standing by and 
clear for the next available train. 
 
At 09:39 hours, the Button RTC notified the Assistant Operations Manager (AOM) of the incident. 
The AOM instructed that the Train Operator be removed from service. 
 
At 09:40 hours, the Radio RTC advised the RWIC that Train ID 104 would retrieve the crew from 
the roadway. The RWIC acknowledged and repeated back. 
 
At 09:42 hours, the Radio RTC contacted and instructed an RTRA Supervisor to take over 
operating Train ID 103 as the Operator would be removed from service due to the incident. At 
09:43 hours, the Train Operator of Train ID 103 attempted to contact the ROCC multiple times 

 
 
1 MSRPH Section 3 – Operating Rules, 3.87 Class I and Class II Rail Vehicle Operators shall maintain a 
constant lookout in the direction in which their vehicles are moving. When Rail Vehicle Operators observe 
persons on the roadway, they shall:  
a) Sound mainline horn (2 Long Sounds) to warn those people of the vehicle's approach and immediately 
reduce the train's speed to 15 MPH. 
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without a response. At 09:45 hours, the Train Operator of Train ID 104 advised the Radio RTC 
that they had a red signal at Forest Glen Station. The Radio RTC instructed Train ID 104 to 
retrieve the ATCM personnel from the roadway. The Train Operator of Train ID 104 
acknowledged. 
 
At 09:46 hours, the RWIC requested permission to board Train ID 104 along with the work crew. 
The Radio RTC confirmed that Train ID 104 had come to a complete stop, then permitted the 
work crew to board the train. At 09:47 hours, the RWIC advised the Radio RTC that all ATCM 
personnel were aboard Train ID 104 and relinquished foul time. The Radio RTC acknowledged 
and requested the RWIC contact them once the control panel could be returned to ROCC. At 
09:49 hours, the RWIC advised the Radio RTC that they had relinquished control of the control 
panel and that the speed couplers could be turned back to normal. 
 
The Office of Car Maintenance (CMNT) performed an inspection on Car 7018 and reported no 
discrepancies found during the daily inspection and no issues was detected with the console 
radio. 
 
The Office of Automatic Train Control Maintenance (ATCM) performed an investigation on the 
event and determined the following: 
 
“An error of the ATC RWIC’s lack of application of the Temporary Speed Restriction (TSR) plug 
coupler that should have been set to the “slow” speed limitation through the area (approximately 
15 MPH). At the time of the event the “medium” plug coupler (approximately 45 MPH) was in 
place.” The RWIC attended refresher training on the performance of hand signals. 
 
The Office of Rail Transportation (RTRA) performed an investigation on the event and determined 
the following: 
 
The handheld radio that the Train Operator utilized on the day of this event was not in compliance 
(The calibration date was expired). The handheld radio has been recalibrated for proper use. 
Additionally, RTRA has performed a check of all handheld radios to ensure all handheld radios 
are in compliance.  
 
The Train Operator in this event attended refresher training on RWP procedures. The Office of 
Rail Operations Quality Training (ROQT) performed the Train Operator’s refresher training and 
reported successful completion. 
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Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time Description 
08:51:16 hours ATCM RWIC: Requested permission to enter the roadway at the interlocking 

entering via way of track 1 and exiting via way of track 2 and taking possession 
of the control panel under ETO protection using speed couplers. 
Radio RTC: Acknowledged, repeated back, and gave permission for ATCM to 
take control of the control panel. 
Radio RTC: Granted permission to enter the roadway and advised all personnel 
of ATCM personnel in the roadway. 
[Radio, OPS 1] 

09:29:58 hours Train ID 103 arrived at Wheaton Station. [Spots] 
09:30:11 hours ATCM RWIC: Requested a train pick up at CM B2 563+00. 

Radio RTC: Acknowledged and repeated back. 
[Radio, OPS 1] 

09:30:58 hours Radio RTC: Attempted to contact Train ID 103 multiple times without success. 
[Radio, OPS 1] 

09:31:21 hours Train ID 103 departed Wheaton Station. [Spots] 
09:32:19 hours Radio RTC: Advised the RWIC that they were unable to contact Train ID 103 

and advised the RWIC to stop the train using the appropriate hand signals. 
ATCM RWIC: Acknowledged and repeated back. 
[Radio, OPS 1] 

09:33:00 hours Train ID 103 passed the ATCM crew on the roadway. [CCTV] 
09:34:07 hours Train ID 103 arrived at Forest Glen Station. [Spots] 
09:34:30 hours ATCM RWIC: Advised that Train ID 103 failed to stop at their location and the 

work crew was standing by and standing clear and awaiting the next train. 
Radio RTC: Acknowledged and requested a landline. 
[Radio, OPS 1] 

09:39:00 hours Buttons RTC: Advised the AOM of the incident and advised Train Operator 
would be removed from service. 
[Phone, Red Line 1] 

09:40:55 hours Radio RTC: Advised the RWIC that Train ID 104 would retrieve the work crew 
from their location and to give the ROCC a landline when they clear the 
roadway. 
ATCM RWIC: Acknowledged and repeated back. 
[Radio, OPS 1] 

09:41:30 hours Radio RTC: Advised the RTRA Supervisor to landline. 
RTRA Supervisor: Acknowledged. 
[Radio, OPS 1] 

09:42:06 hours Radio RTC: Advised the RTRA Supervisor that they would need to take control 
of Train ID 103 as the Train Operator would need to be removed from service. 
RTRA Supervisor: Acknowledged. 
[Phone, Red Line 1] 

09:43:32 hours Train ID 103: Attempted to contact the ROCC multiple times without success. 
[Radio, OPS 1] 
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Time Description 
09:45:16 hours Train ID 104: Advised the Radio RTC that they had a red signal at Forest Glen 

Station. 
Radio RTC: Advised the Train Operator Train ID 104 that they would be 
required to retrieve a crew of ATCM personnel in the roadway. 
Train ID 104: Acknowledged and repeated back. 
[Radio, OPS 1] 

09:46:39 hours ATCM RWIC: Requested permission to board Train ID 104. 
Radio RTC: Acknowledged, requested that Train ID 104 came to a complete 
stop. 
ATCM RWIC: Confirmed that the train had stopped. 
Radio RTC: Acknowledged, granted permission to board Train ID 104 
[Radio, OPS 1] 

09:47:57 hours ATCM RWIC: Advised the Radio RTC that all personnel were aboard, clear of 
the roadway and they were relinquishing foul time. 
Radio RTC: Acknowledged, repeated back, and requested ATCM RWIC to 
contact the ROCC to relinquish control of the panel and return the speed 
couplers. 
ATCM RWIC: Acknowledged and repeated back. 
Radio RTC: Acknowledged, advised crew clear of the roadway at 09:48 hours. 
[Radio, OPS 1] 

09:49:57 hours ATCM RWIC: Advised the Radio RTC that they were relinquishing control of 
the panel and that the couplers could be turned back to normal. 
Radio RTC: Acknowledged and repeated back. 
[Radio, OPS 1] 

Note: Times above may vary from other systems’ timelines based on clock settings. 
 
Advanced Information Management System (AIMS) 
 
AIMS Playback determined that at approximately 08:40 hours, ATCM had set up speed couplers 
to cover the interlocking while they performed their inspection (purple coloration). Train ID 115 
and Train ID 117 were the first trains to traverse the area. 
 

 
Figure 3: Train ID 115 and Train ID 117 traversing the interlocking at 08:40 hours.   
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Figure 4: Train ID 103 traversing the interlocking at 09:33 hours.   
 
At approximately 09:49 hours, the ATCM crew relinquished foul time and control of the control 
panel once aboard Train ID 104. 
 

 
Figure 5: Train ID 104 observed transporting work crew from the site as the crew relinquished control to the ROCC at 
09:49 hours.   
  
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 103 arrived at Wheaton Station (B10) at 09:30:19 (7K Video Time) on Track # 2 and 
departed Wheaton Station (B10) toward Forest Glen Station on Track # 2 Inbound. Train Closed 
Doors at 09:30:58 AM and moved MC to P5. Then to P1~P4. Master Controller moved to “Coast” 
and then to” B1-B3” at 09:31:28. Maximum Speed was 56.8 MPH. Road Horn was sounded at 
09:31:40, and MC was placed in B1-B3 braking. The train passed Road Crew at 45.5 MPH.  
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Based on the edited Video, the Road Crew appears to have given a Hand Signal to Slow Down. 
The Train was already Braking in B1~B3. This event occurred at approximately 00:02:58 Elapse 
Time.” 

 
Figure 6: CMOR-IIT incident timeline.  
*The absence of an AMF was noted prior to learning of the ETO protections in place. It is not a relevant factor. 
**Time correction between 40 seconds and 7 minutes, 16 seconds.   
 

 
Figure 7: CMOR-IIT EMM graph established Train ID 103 activated their horn one time during the course of the incident. 
 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
COMR made several Radio Check throughout Forest Glen Station. All Radio checks were loud 
and clear. Radio System is in normal Operation. 
 
Office of Car Maintenance (CMNT) 
 
CMNT performed an inspection on Car 7018 and reported no discrepancies found during the daily 
inspection and no issues was detected with the console radio. (See Appendix C) 
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Office of Rail Transportation (RTRA) 
 
The handheld radio that the Train Operator utilized on the day of this event was not in compliance 
(The calibration date was expired). The handheld radio has been recalibrated for proper use. 
Additionally, RTRA has performed a check of all handheld radios to ensure all handheld radios 
are in compliance.  
 
The Train Operator in this event attended refresher training on RWP procedures. The Office of 
Rail Operations Quality Training (ROQT) performed the Train Operator’s refresher training and 
reported successful completion.  
 
Automatic Train Control Maintenance (ATCM) 
 
ATCM conducted an investigation of this event and determined the following: An error of the ATC 
RWIC’s lack of application of the Temporary Speed Restriction (TSR) plug coupler that should 
have been set to the “slow” speed limitation through the area (approximately 15 MPH). At the time 
of the event the “medium” plug coupler (approximately 45 MPH) was in place. 
 
Interview and Written Statement Findings 
 
As part of the investigation launched into the event, SAFE interviewed two people and reviewed three 
written statements. The interviews and written statements 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. 
 
ATCM RWIC 
 

• The RWIC stated they were responsible for three other crew members. The RWIC said 
they were performing an interlocking inspection at the interlocking located by Forest Glen 
Station at the time of the incident. 

• The RWIC stated they had received permission to enter the roadway and did so to conduct 
the inspection. The RWIC said they had instructed one of their crew to control signals and 
monitor trains as part of the ETO protections from within the control room. 

• The RWIC stated they requested a pickup from the next train to leave the work site. The 
RWIC said the ROCC attempted to contact Train ID 103 to negative effect. The RWIC 
stated that the Radio RTC advised them to utilize their flashlight to stop the train and board 
when safe to do so. 

• The RWIC stated that Train ID 103 failed to stop at the location and did not decrease their 
speed when passing. 

• The RWIC stated they then relayed this information to the Radio RTC, who then instructed 
Train ID 104 to stop at the location and allow the crew to board. The RWIC stated they 
used the horizontal hand signal to stop Train ID 104. 

• The RWIC stated they then boarded Train ID 104 without incident. The RWIC said they 
relinquished signal control when the crew was aboard Train ID 104. 

• The RWIC stated that medium-speed couplers were implemented during the incident. 
 
Train Operator Train ID 103 
 

• The Train Operator stated they initially heard that ATCM personnel were in the interlocking 
while en route to Shady Grove Station, from Glenmont Station, via track 2. The Train 
Operator stated they were undertaking their first trip of the day when they arrived at Forest 
Glen Station. 
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• The Train Operator stated they first observed a red signal when they flashed their lights 
and tapped their horn. The Train Operator said this then changed to lunar with no impact 
to speed readouts. The Train Operator stated they initially saw a flashlight ahead flashing 
approximately 35-50 feet away with what appeared to be a vertical “proceed” hand signal 
or an acknowledgment. The Train Operator stated that when they got closer, they 
observed the ATCM crew up against the wall on the catwalk. 

• The Train Operator stated they observed a flashlight “dangling” by the legs of one of the 
ATCM crew standing on the catwalk's stairs. The Train Operator said they proceeded past 
the work crew at approximately 15 MPH. 

• The Train Operator stated they did not hear the ROCC request a pickup for personnel on 
the roadway on OPS 1; however, they had listened to the exchange between the ATCM 
RWIC and the ROCC stating that a train had not stopped to retrieve the crew. 

• The Train Operator stated they were removed from service at Farragut North Station and 
submitted for post-incident testing. 

• The Train Operator stated they did not observe any speed-limiting applications during the 
incident from their console. The Train Operator said they were having issues with their 
radio throughout the incident but did not advise the ROCC of the issues. 

 
Crew Assistant (Written Statement)  
  

• “The RWIC requested a pickup. Gave the proper hand signal. Train operator did not pick 
us up. Central told the next train to pick us up.” (See Appendix B) 

  
AA Mechanic (Written Statement)  
  

• “We were using ETO signal as protection, and I ran the control panel. I was not involved 
in the train pick up.”  

 
Mechanic (Written Statement)  
  

• “RWIC requested a pickup. We gave [the] train [a] hand signal to stop. Train kept 
proceeding slowly without stopping.”  

 
Weather 
 
On March 20, 2023, at the time of the incident, NOAA recorded the temperature as 29° F, with 
clear skies, average wind speed of 12.7 mph and 35% humidity. The event occurred within a 
tunneled section of the rail system. Weather was not a contributing factor in this incident (Weather 
source: NOAA – Location: Wheaton, MD). 
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Related Rules and Procedures 
 
MSRPH Section 5 – RWP Rules, 5.12.4 Standard Hand Signals: All hand signals are given facing 
oncoming Rail vehicles. To enhance signaling, flags and/or lights may be used. When giving hand 
signals: 1. Use the proper safety equipment when required. 2. Hand signals must be given in 
sufficient time to permit compliance. It must be given from a point where it can be plainly seen 
and so that it cannot be misunderstood. 
 
MSRPH SOP 1.3.2, Speed Restrictions: “A given speed less than the normal operating speed for 
a section of track or rail vehicle/equipment. This speed is imposed by verbal instructions, written 
notices (i.e., RSA's or general orders), flagging procedures and/or speed commands issued by 
ROCC to mitigate special situations.” 
 
MSRPH 3.87, Operating Rules for Class I and Class II Vehicles: “Class I and Class II Rail Vehicle 
Operators shall maintain a constant lookout in the direction in which their vehicles are moving. 
When Rail Vehicle Operators observe persons on the roadway, they shall: 
 
a) Sound mainline horn (2 Long Sounds) to warn those people of the vehicle's approach and 
immediately reduce the train's speed to 15 MPH. When personnel are located on the same track 
as the operating rail vehicle, and they do not physically clear the roadway to a place of safety and 
appropriately acknowledge the horn signal; the Rail Vehicle Operator shall bring the vehicle to an 
immediate stop one car length away from the watchman's position. The Rail Vehicle Operator 
shall contact the Rail Operations Control Center (ROCC) and await their instructions before 
moving the vehicle. Rail Vehicle Operators shall report all near misses to ROCC.” 
 
MSRPH 5.13.7.5, Exclusive Track Occupancy (ETO) Local Signal Control (LSC): “ETO LSC is 
the handling of control of signals at an interlocking by qualified ATC personnel at a mainline or 
rail yard location equipped with a Local Control Panel (LCP). This allows for controlling the 
interlocking and/or signal aspects. LSC must be coordinated with and authorized by ROCC or 
Rail Yard Tower. ATC personnel accomplish ETO utilizing LSC by taking local control of an 
interlocking to establish Roadway Worker Protection via speed restrictions and canceling routes. 
Normal operations will resume after it is verified and confirmed through positive communications 
between ROCC or Rail Yard Tower and ATC RWICs that all ATC work crew personnel have 
cleared the Roadway. 
 
To establish ETO LSC protection, the ATC RWIC will:   

• Request control of the LCP from ROCC or Rail Yard Tower 
• ROCC or Rail Yard Tower will direct ATC personnel to take control of the LCP 
• Cancel all automatic signals 
• Ensure and confirm LCP operator set FIXED RED signals at all entrances to the working 

limits 
• Direct ATC personnel to align routes as requested 
• Notify ROCC or Rail Yard Tower once the work is completed and coordinate the 

relinquishing of control of the LCP.” 
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Human Factors 
 
Fatigue 
 
Evidence of Fatigue  
 
No signs or symptoms of fatigue were evident from the responses given. 
 
Fatigue Risk   
 
Fatigue risk was evaluated from incident data for fatigue risk factors. No significant risk was 
identified. The incident time of day did not suggest an increased risk of fatigue-related impairment. 
Train Operator reported keeping a regular 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 4.5 hours at the time of the incident. The Train Operator reported 7 hours of sleep 
in the 24 hours preceding the incident. The off-duty period was 14 hours which provides an 
opportunity for 7-9 hours of sleep. This was a comparable amount of sleep to that of the Train 
Operator's usual workday sleep durations. The Train Operator reported no issues with sleep.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the Train Operator complied with the Drug 
and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• ATCM was inspecting the Interlocking of Forest Glen Station at the time of the incident 
using ETO with medium speed couplers for protection. 

• The ATCM RWIC stated Train ID 103 did not stop at the interlocking for the ATCM crew 
after the RWIC requested a pick-up through ROCC and attempted to stop the train using 
authorized hand signals. 

• The three other ATCM crew members corroborated the RWIC’s version of events. 
• The CCTV from the forward-facing camera of car 7018 determined the RWIC was 

standing ajar, on the catwalk, flashlight held at hip-level. 
• The Train Operator stated they received a red signal and then observed a lunar without 

interruption to speed readouts. 
• The Train Operator of Train ID 103 stated they were having radio issues and did not 

receive the request for pick up. 
• The Train Operator stated they passed the work crew at 15 MPH and observed a flashlight 

flashing but did not associate it with a signal to stop the train. 
• The Train Operator’s handheld radio had an expired calibration date. 
• The CMOR-IIT report determined that the train passed the work crew passed at 45.5 MPH. 
• CMNT and CMOR determined that there were no issues with the console radio. 
• ATCM confirmed that the ATCM crew should have had the “slow” TSR plug coupler 

applied rather than the “medium.” 
• AIMS determined that ATCM had placed speed couplers and tested them by allowing two 

trains to pass the interlocking before requesting permission to enter the roadway. 
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Immediate Mitigation to Prevent Recurrence 
 

• The Train Operator of Train ID 103 was removed from service for post-incident testing. 
 
Probable Cause Statement 
 
The probable cause for the event was the Train Operator’s failure to maintain vigilance of the 
roadway and the ability to reduce the train’s speed in approach to the work crew. Contributing 
Factors to the event included ATCM’s use of a medium speed coupler when a slow speed coupler 
would have been appropriate to limit the train’s speed to 15 miles per hour in approach to their 
location. 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
107038_SAFECA
PS_ATCM_001 

ATCM bulletin on the selection of speed couplers 
during ETO LSC RWP.  

ATCM Completed 

107038_SAFECA
PS_RTRA_001 

Refresher training on RWP procedures for the Train 
Operator.  

RTRA Completed 

107038_SAFECA
PS_ATCM_002 

ATCM refresher training on hand signal procedures.  ATCM 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.   
 
ATCM RWIC 
 
The RWIC has been with WMATA for approximately 9.5 years, having spent the last 1.5 years in 
their current role. The RWIC is currently qualified as an RWP Level 4 that expires 11/30/2023. 
 
The RWIC stated they were responsible for 3 other crew members. The RWIC stated they were 
performing an interlocking inspection at the interlocking located by Forest Glen Station at the time 
of the incident. 
 
The RWIC stated they had received permission to enter the roadway and did so to conduct the 
inspection. The RWIC stated they had instructed one of their crew to control signals and monitor 
trains as part of the ETO protections from within the control room. 
 
The RWIC stated they had requested a pickup from the next train to leave the work site. The 
RWIC stated the ROCC attempted to contact Train ID 103 to negative effect. The RWIC stated 
the Radio RTC advised them to utilize their flashlight to stop the train and board when safe to do 
so. The RWIC stated Train ID 103 failed to stop at the location and did not decrease their speed 
when passing. 
 
The RWIC stated they then relayed this information to the Radio RTC who then instructed Train 
ID 104 to stop at the location and allow the crew to board. The RWIC stated they used the 
horizontal hand signal to stop Train ID 104. The RWIC stated they then boarded Train ID 104 
without incident. The RWIC stated they did not relinquish signal control until the crew was aboard 
Train ID 104. The RWIC stated that medium speed couplers were implemented during the 
incident. 
 
Train Operator Train ID 103 
 
The Train Operator has been with WMATA for approximately eight years, having spent the last 
two years in their current role. The Train Operator is qualified as an RWP Level 2, expiring 
09/30/2023. 
 
The Train Operator stated they initially heard that ATCM personnel were in the interlocking while 
en route to Shady Grove Station, from Glenmont Station, via track 2. The Train Operator stated 
they were undertaking their first trip of the day when they arrived at Forest Glen Station. 
 
The Train Operator stated they first observed a red signal when they flashed their lights and 
tapped their horn. The Train Operator said this then changed to lunar with no impact to speed 
readouts. The Train Operator stated they initially saw a flashlight ahead flashing approximately 
35-50 feet away with what appeared to be a vertical “proceed” hand signal or an acknowledgment. 
The Train Operator stated that when they got closer, they observed the ATCM crew up against 
the wall on the catwalk. 
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The Train Operator stated they observed a flashlight “dangling” by the legs of one of the ATCM 
crew standing on the catwalk’s stairs. The Train Operator said they proceeded past the work crew 
at approximately 15 MPH. 
 
The Train Operator stated they did not hear the ROCC request a pickup for personnel on the 
roadway on OPS 1; however, they had listened to the exchange between the ATCM RWIC and 
the ROCC, stating that a train had not stopped to retrieve the crew. 
 
The Train Operator stated they were removed from service at Farragut North Station and 
submitted for post-incident testing. 
 
The Train Operator stated they did not observe any speed-limiting applications during the incident 
from their console. The Train Operator said they were having issues with their radio throughout 
the incident but did not advise the ROCC of the issues. 
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Appendix B – Written Statements 
 
Crew Assistant 

 
Attachment 1 – Crew Assistant Written Statement page 1 of 1 
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AA Mechanic 

 
Attachment 2 – AA Mechanic Written Statement page 1 of 1 
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Mechanic 

 
Attachment 3 – Mechanic Written Statement page 1 of 1 
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Appendix C – Maximo Work Orders 
 

 
Attachment 1 – Maximo Work Order, 17764698 page 1 of 2  
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Attachment 1 3 – Maximo Work Order, 17749031 page 2 of 2. 
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Appendix D – Why-Tree Analysis 
 

 
Attachment 1 – RCA page 1 of 1.  
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E23244 

 
Date of Event: April 11, 2023 
Type of Event: Improper Roadway Worker Protection (RWP) 
Incident Time: 10:42 Hours 
Location: Potomac Avenue Station, track 1 
Time and How received by SAFE: 10:53 Hours SAFE/MAC 
WMSC Notification Time: 11:32 Hours 
Responding Safety Officers:  WMATA:  None 

WMSC: None 
Other: None 

Rail Vehicle: Train ID 612 
L6048-6049x6086-6087x6054-6055T  

Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20230411#107593MX 
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Potomac Avenue Station – Improper Roadway Worker Protection    
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Abbreviations and Acronyms 
 

AMF  Advanced Mobile Flagger 

AIMS  Advanced Information Management Systems 

AOM  Assistant Operations Manager 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

RTC  Radio Traffic Controller 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

ROCS  Rail Operations Control Systems 

RWIC  Roadway Worker in Charge 

SMS  Safety Measurement System 

SAFE  Department of Safety  

SPOTS  System Performance On Time Summary  

TRST  Office of Track and Structures 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  

 
 
  



Incident Date: 04/11/2023  Time: 10:42  hours Page 4 
Final Report – Improper RWP 
E23244 
 

Drafted By:      SAFE 708 – 0615/2023 
Reviewed By:  SAFE 707 – 06/19/2023 
Approved By:  SAFE 71 - 06/20/2023 

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, April 11, 2023, at 10:46 hours, Train ID 612 located at Stadium-Armory Station on 
track 1 reported to the Rail Operations Control Center (ROCC) that they passed an Office of Track 
and Structures (TRST) Mobile Work Crew and was not briefed by the Advanced Mobile Flagger 
(AMF) before departing Potomac Avenue Station, track 1. The Radio Rail Traffic Controller (RTC) 
inquired about the location of the Mobile Work Crew and instructed Train ID 452 to retrieve the 
personnel from the roadway. 
 
Prior to the event, at 10:38 hours, the TRST Roadway Worker in Charge (RWIC) requested 
access to the roadway for a walking track inspection from Stadium-Armory Station to Smithsonian 
Station on track 1, beginning the first inspection between Stadium-Armory to Potomac Avenue 
Station.  
 
At 10:39 hours, Train ID 896 departed Potomac Avenue Station, track 1. The Radio RTC then  
instructed the RWIC to allow two trains to pass their location, and after the trains passed, they 
had permission to begin the track inspection. At 10:40 hours, Train ID 896 (Train #1) arrived at 
Stadium-Armory Station, track 1 and Train ID 906 (Train #2) departed Potomac Avenue Station, 
track 1. 
 
At 10:41 hours, Train ID 612 arrived at Potomac Avenue Station, track 1, departed at 10:42 hours. 
The AMF stood by and had deactivated their amber light. They did not brief the Train Operator as 
they believed Train ID 612 was the second train to pass the work crew prior to starting AMF 
operations.  
 
At 10:43 hours, Train ID 906 (Train #2) arrived at Stadium-Armory Station, track 1. The Mobile 
Work Crew entered the roadway after the train berthed on the platform. 
 
At 10:46 hours, the Train Operator of Train ID 612 reported they were not briefed by the AMF at 
Potomac Avenue Station after observing the Mobile Work Crew on the roadway. At 10:50 hours, 
the Radio RTC instructed Train ID 452 to retrieve the Mobile Work Crew from the roadway. 
 
At 10:55 hours, Train ID 452 advised that the Mobile Work Crew was aboard the train and clear 
from the roadway.  
 
The Assistant Operations Manager (AOM) was notified of the event. TRST removed the AMF 
from service. There were no injuries or damage resulting from this event.  
 
The probable cause of the Improper RWP event on April 11, 2023, at Potomac Avenue Station 
was a failure to brief the Train Operator of Train ID 612 by the AMF. A Contributing Factor to the 
event was a misunderstanding of instructions by the AMF when the RWIC was instructed to allow 
two trains to pass before entering the roadway. They understood that two trains were to pass the 
work crew after Train ID 896 departed the platform; however, Train ID 896 was the first of two 
trains to pass the work crew.  
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Incident Site 
 
Potomac Avenue Station, 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: 
 

• Site Assessment through document review 
 

• Formal Interviews – SAFE interviewed two 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 individuals:  

• RWIC 
• AMF 

 
• 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: 
 

• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA) 
• Roadway Job Safety Briefing 
• Employee 30-Day Work History 
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• System Data Recording Review – Collection of information contained in Metro Data 

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback 
• Closed-Circuit Television (CCTV)  
• Advanced information System (AIMS) 
• System Performance On-Time Summary (SPOTS) 

 
Investigation 
 
On Tuesday, April 11, 2023, at 10:38 hours, a TRST Roadway Worker in Charge (RWIC) 
requested permission to perform a track inspection between Stadium-Armory Station to 
Smithsonian Station on track 1, beginning between Stadium-Armory Station and Potomac Avenue 
Station. The Radio RTC instructed the RWIC to confirm that the AMF was in place. The RWIC 
contacted the AMF and the AMF confirmed that they were in place at Potomac Avenue Station 
on track 1. The Radio RTC announced that personnel would be on the roadway between Stadium-
Armory Station and Potomac Avenue Station on track 1. Closed-Circuit Television (CCTV) 
revealed that the AMF was at the 8-car marker at Potomac Avenue Station when they confirmed 
their location with the RWIC at 10:38 hours.  
 
The Advanced Information Management System (AIMS) confirmed that at 10:39 hours, Train ID 
896 departed Potomac Avenue Station, track 1.  
 
The Audio Recording System (ARS) revealed that at 10:40 hours, the Radio RTC then instructed 
the RWIC to stand by for two trains to pass their location before accessing the roadway. The 
RWIC acknowledged and responded that one train had berthed on the platform at Stadium-
Armory Station. 
 

 
Figure 1 – AIMS depicting the position of Train ID’s 896, 906 and 612 on track 1 at the time that the RWIC was instructed 
to allow 2 trains to pass at Stadium-Armory Station. 
 
Train ID 869 (Train #1) arrived at Stadium-Armory Station and Train ID 906 (Train #2) departed 
Potomac Avenue Station, track 1 at 10:40 hours. 
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At 10:41 hours, Train ID 612 arrived at Potomac Avenue Station, track 1. The AMF did not brief 
the Train Operator that the Mobile Work Crew was on the roadway. At 10:42 hours, Train ID 612 
departed Potomac Avenue Station and the AMF placed the amber lantern to begin AMF duties. 
 

 
Figure 2 - Train ID 612 located at Potomac Avenue Station, track 1 at 10:42 hours. 
 
At 10:43 hours, Train ID 906 (Train #2) arrived at Stadium-Armory Station and the Mobile Work 
Crew entered the roadway to begin the track inspection to Potomac Avenue Station. 
 
At 10:46 hours, the Train Operator of Train ID 612, reported that they were located at Stadium-
Armory Station, passed the Mobile Work Crew, and had not received a briefing from the AMF at 
Potomac Avenue Station.  
 
At 10:50 hours, the Radio RTC requested the location of the Mobile Work Crew from the RWIC, 
the RWIC advised that they were located at Chain Marker (CM) D1 199+00. The Radio RTC 
instructed the RWIC to stand by for a train pick-up. 
 
At 10:52 hours, the Radio RTC instructed Train ID 452 located at Potomac Avenue Station to pick 
up personnel at CM D1 199+00. At 10:55 hours, Train ID 452 advised that the Mobile Work Crew 
was aboard the train and clear from the roadway.  
 
At 10:57 hours, the AOM notified the TRST Supervisor of the event. The TRST Supervisor advised 
that the AMF would be removed from service and the crew would continue the track inspection 
with a new AMF. 
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CCTV review confirmed that the AMF arrived on the platform at Potomac Avenue Station at 10:31 
hours with a second person carrying a canvas tool bag.  
 

 
Image 1 - AMF (black jacket) and coworker (blue sweatshirt) arriving on the platform by train at 10:31 hours. 
 
The AMF took their place at the leading end, eight-car marker on track 1 but did not set up the 
amber light nor don the safety vest.  
 
At 10:36 hours, the AMF donned the safety vest and retrieved the AMF flagging equipment from 
a bag. These actions aligned with the radio playback of their interaction with the RWIC at 10:38 
hours.  
 
The AMF was in position when Train IDs 896, 906 and 612 arrived at Potomac Avenue Station, 
but did not appear to brief the trains. At 10:40 hours, the doors closed on Train ID 906, then the 
train departed the station. The train’s departure occurred within seconds of the Radio RTC’s 
transmission to the RWIC to stand by for two trains to pass their location.  
 
Train ID 612 departed Potomac Avenue Station at 10:42 hours without being briefed by the AMF. 
As the train was departing, the AMF activated the amber light and placed it in position on the 
platform. This action indicated tht they believed that Train ID 612 was the second train they were 
instructed to let pass before beginning AMF operations.  
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Image 2 - AMF standing by Train ID 612 and AMF placing the amber light as Train ID 612 departs the platform at 10:42 
hours. 
 
On April 19, 2022, TRST conducted a Safety Stand Down to review and discuss Improper RWP 
events. 

 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
10:31:00 hours AMF arrived on the platform at Potomac Avenue Station. [CCTV] 
10:37:00 hours AMF positioned at the 8-car marker. [CCTV] 
10:38:50 hours Train ID 896 arrived at Potomac Avenue Station, track 1. [AIMS] 
10:38:52 hours TRST RWIC: Requested access to the roadway for a walking track inspection 

from Stadium Armory to Smithsonian. Reported a safety brief was conducted, 
Hot Spots were identified, and proper PPE (Personal Protective Equipment) 
and AMF are located at Potomac Avenue, track 2. 
Radio RTC: Acknowledged and repeated. Requested TRST RWIC to go 
direct with their AMF.  
TRST RWIC: Inquired if the AMF was in place at Potomac Avenue Station on 
track 1. 
AMF: Acknowledged and advised at the 8-car marker at Potomac Avenue 
Station on track 1.  
Radio RTC: Announced to all trains that track walkers were on track 1, 
walking from Stadium Armory to Potomac Avenue, and follow all RWP 
protocol. [Radio Ops 2] 

10:39:10 hours Train ID 896 departed Potomac Avenue Station, track 1. [AIMS] 
10:40:23 hours Radio RTC: Advised RWIC to allow two trains to pass their location, after the 

trains pass, they had permission to begin the track inspection. Advised that 
3rd rail power was energized and to be aware of train movement in all 
directions. 
TRST RWIC: Acknowledged and repeated. Advised that one train was 
berthed on the platform at Stadium-Armory. [Radio Ops 2] 

10:40:30 hours Train ID 896 arrived at Stadium-Armory Station, track 1 and Train ID 906 
departed Potomac Avenue Station, track 1. [AIMS] 

10:41:50 hours Train ID 612 arrived at Potomac Avenue Station, track 1. [AIMS] 
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Time Description 
10:42:13 hours AMF placed the amber light after Train ID 612 departed Potomac Avenue 

Station. [CCTV] 
10:42:20 hours Train ID 612 departed Potomac Avenue Station, track 1. [AIMS] 
10:43:30 hours Train ID 906 arrived at Stadium-Armory Station, track 1. [AIMS] 
10:43:59 hours The Mobile Work Crew entered the roadway at Stadium-Armory Station on 

track 1. [CCTV] 
10:44:29 hours Train ID 612: Contacted ROCC and advised no speed commands on 

approach to Stadium-Armory.  
Radio RTC: Advised there was a train ahead. 
Train ID 612: Acknowledged and advised located within a curve.  
[Radio Ops 2] 

10:46:10 hours Train ID 612 arrived at Stadium-Armory Station, track 1. [AIMS] 
10:46:13 hours  Train ID 612: Reported they were not briefed by the AMF at Potomac Avenue.  

Radio RTC: Inquired that Train ID 612 reported not being briefed at Potomac 
Avenue. 
Train ID 612: Confirmed and advised that the Mobile Work Crew was advised 
to allow two trains to pass. 
Radio RTC: Advised they were unable to hear the transmission and to use 
the handheld radio.  [Radio Ops 2] 

10:47:43 hours Radio RTC: Requested Train ID 612 to repeat their message.  
Train ID 612: No response. [Radio Ops 2] 

10:48:49 hours Radio RTC: Attempted to contact Train ID 612.  
Train ID 612: No response. [Radio Ops 2] 

10:49:08 hours Radio RTC: Requested Train ID 612 to repeat their message.  
Train ID 612: No response. [Radio Ops 2] 

10:49:15 hours Train ID 612: Inquired if ROCC could copy their transmission. 
Radio RTC: Requested Train ID 612 to repeat their message regarding not 
being briefed at Potomac Avenue. 
Train ID 612: Reported they were not briefed at Potomac Avenue; the Mobile 
Work Crew was advised to let two trains pass and they passed the Mobile 
Work Crew at 8 MPH. [Radio Ops 2] 

10:50:15 hours Radio RTC: Requested the location of the Mobile Work Crew.  
TRST RWIC: Responded D1 199+00. [Radio Ops 2] 

10:50:30 hours RTRA Supervisor: Advised ROCC they are responding to the incident at 
Potomac Avenue. [Phone Ops 2] 

10:50:59 hours TRST RWIC: Requested to continue the track inspection. 
Radio RTC: Instructed to stand by. [Radio Ops 2] 

10:52:40 hours Radio RTC: Instructed Train ID 452 to pick up personnel from the roadway. 
Train ID 452: Acknowledged and repeated. [Radio Ops 2] 

10:55:16 hours AOM: Instructed to have the TRST RWIC contact via landline when they clear 
the roadway. 
Button RTC: Acknowledged. [Phone Ops 2] 

10:55:28 hours Train ID 452: Contacted Radio RTC to say that TRST RWIC was on-board.  
Radio RTC: Advised TRST RWIC to contact via telephone. [Radio Ops 2] 

10:57:54 hours AOM: Advised the TRST RWIC and TRST Supervisor that Train ID 612 was 
not briefed by the AMF. 
TRST Supervisor: Advised the AMF would be removed from service and 
replaced with a new AMF.  [Phone Rail 2] 

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
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ROCS SPOTS Report 
 

 
Figure 3 – Trains passing Potomac Avenue Station, track 1 from 10:00 to 11:00 hours. 
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two people. 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. 
 
TRST RWIC 
  

• The RWIC stated that they had a four person work crew consisting of two AMF’s and a 
Track Inspector. 

• The RWIC stated that they performed a Roadway Job Safety Briefing (RJSB) discussing 
the Hot Spots, and other safety related items. All personnel were present for the RJSB. 

• The RWIC stated that they verified the AMF was at the 8-car marker at Potomac Avenue 
Station. 

• The RWIC admitted that prior to Train ID 612 stating that it did not receive a job briefing 
from the AMF at Potomac Avenue Station, another train had passed their location and 
they did not report the train passing them to the Rail Operation Control Center (ROCC). 

 
AMF 
 

• The AMF stated that the RWIC and their crew met at the Potomac Avenue station. 
• The AMF stated that they received a Roadway Job Safety Briefing (RJSB) with the RWIC 

and discussed how they were going to conduct the walking inspection.  



Incident Date: 04/11/2023  Time: 10:42  hours Page 12 
Final Report – Improper RWP 
E23244 
 

Drafted By:      SAFE 708 – 0615/2023 
Reviewed By:  SAFE 707 – 06/19/2023 
Approved By:  SAFE 71 - 06/20/2023 

• The AMF stated that while standing on the platform the RWIC and the track walkers 
departed. 

• The AMF stated that a train entered the Potomac Avenue station on track 1 before they 
had set up flagging and departed. 

• The AMF stated that the ROCC advised that work crew that two trains must pass through 
the work area before the track walkers can begin their work. 

• The AMF stated that there was no communication issues, such as radio clarity while on 
duty. 

• The AMF admitted that they did not have their amber light in place prior to conducting a 
job safety briefing with the two trains. 

 
Office of Track and Structures (TRST) 
 
TRST conducted a Safety Stand Down on April 19, 2023, reviewing and discussing recent events 
involving mobile work crews and Improper RWP. 
 
Weather 
 
On April 11, 2023, at the time of the incident, NOAA recorded the temperature as 74° F, with clear 
skies, winds at 16 mph, and 58% humidity. Weather was not a contributing factor in this incident 
(Weather source: NOAA – Location: Washington, DC) 
 
Related Rules and Procedures 
 

• MSRPH Operating Rule 3.87  
• Rail Vehicle Operating Procedures During AMF “3”    
• MSRPH AMF Script to Operators: “There may be multiple work groups ahead. Proceed at 

half your regulated speed until you reach the next station. Continuously blow your horn. 
Reduce speed to 15 mph when observing and passing all work crews. Current AMF 
procedures govern you.”   

• MSRPH 5.13.6.3 - The AMF is required to follow PPE guidelines per the Minimum PPE 
Standard for On-Track Safety in the MSRPH Section 5 - RWP. 

 
Human Factors 
 
Fatigue 
 
Evidence of Fatigue – Roadway Worker in Charge 
  
RWIC 
 
SAFE evaluated conditions at the time of the incident to distinguish whether evidence of fatigue 
was present. The RWIC reported feeling fully alert at the time of the incident. The RWIC reported 
no fatigue symptoms leading up to the incident. 
 
AMF 
 
SAFE evaluated conditions at the time of the incident to distinguish whether evidence of fatigue 
was present. The AMF reported feeling fully alert at the time of the incident. The AMF reported 
no fatigue symptoms leading up to the incident.  
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Fatigue Risk   
 
RWIC 
 
The incident data was evaluated for fatigue risk factors. Risk factors for fatigue were not present. 
Since fatigue evidence and risk factors were not present, the biomathematical fatigue modeling 
application (SAFTE-FAST Web SFC) was not applied. 
 
AMF 
 
The incident data was evaluated for fatigue risk factors. Risk factors for fatigue were not present. 
Since fatigue evidence and risk factors were not present, the biomathematical fatigue modeling 
application (SAFTE-FAST Web SFC) was not applied. 
 
Post-Incident Toxicology Testing 
 
Post-Incident Toxicology Testing was not conducted for this event. 
 
Findings 
 

• The RWIC was instructed to stand by for two trains to pass their location before entering 
the roadway after being given permission to conduct their track inspection. 

• The AMF did not brief Train ID 612, prior to the train departing Potomac Avenue Station.  
• The behavior of the AMF as shown on CCTV, indicted that they believed they were to 

allow Train IDs 906 and 612 to pass before beginning AMF operations.  
 
Immediate Mitigation to Prevent Recurrence 
 

• The Mobile Work Crew was retrieved from the roadway.   
• TRST conducted a Safety Stand Down on April 19, 2023, reviewing and discussing recent 

events involving mobile work crews and Improper RWP. 
 
Probable Cause Statement 
 
The probable cause of the Improper RWP event on April 11, 2023, at Potomac Avenue Station 
was a failure to brief the Train Operator of Train ID 612 by the AMF. A Contributing Factor to the 
event was a misunderstanding of instructions by the AMF when the RWIC was instructed to allow 
two trains to pass before entering the roadway. They understood that two trains were to pass the 
work crew after Train ID 896 departed the platform; however, Train ID 896 was the first of two 
trains to pass the work crew.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
107715_SAFE
CAPS_TRST_
01 

TRST to conduct a Safety Stand Down to address 
Improper RWP events. 

TRST 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.   
 
TRST RWIC  
  
The TRST RWIC is a WMATA employee with nine years of experience and one year of experience 
as an RWIC. The TRST RWIC holds a Roadway Worker Protection (RWP) Level 4 certification 
which expires in January 2024.  
  
The TRST RWIC stated they were a work crew member assigned to conduct a track inspection 
to Smithsonian Station. 
 
The TRST RWIC stated that after verifying that the AMF was in position and confirming with 
ROCC, they believed trains were being briefed on their location.  
 
The TRST RWIC stated they did not notify the ROCC when a train passed their location prior to 
the RTC asking for their location. 
 
AMF 
 
The AMF is a contractor employee with 10 months of experience. The AMF holds a Roadway 
Worker Protection (RWP) Level 2 certification which expires July 2023. 
 
The AMF stated that the RWIC and their crew met at the Potomac Avenue station. The AMF 
stated that they received a Roadway Job Safety Briefing (RJSB) with the RWIC and discussed 
how they were going to conduct the walking inspection.  The AMF stated that while standing on 
the platform the RWIC and the track walkers departed. The AMF stated that a train entered the 
Potomac Avenue station on track 1 before they had set up flagging and departed. The AMF stated 
that the ROCC advised that work crew that two trains must pass through the work area before 
the track walkers can begin their work. The AMF stated that there were no communication issues, 
such as radio clarity while on duty. The AMF admitted that they did not have their amber light in 
place prior to conducting a job safety briefing with the two trains. 
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Appendix B – Roadway Safety Job Briefing Form 
 

 
Document 1 – Roadway Job Safety Briefing Form, Page 1 of 2 
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Document 2 - Roadway Job Safety Briefing Form, Page 2 of 2 
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Appendix C – 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 E23376 

 
Date of Event: 06/05/2023 
Type of Event: Improper Roadway Worker Protection (RWP) 
Incident Time: 10:26 hours 
Location: Ballston - MU Station, Track 2 
Time and How received by SAFE: 12:07 hours via MAC 
WMSC Notification Time: 12:36 hours 
Responding Safety Officers:  None 
Rail Vehicle: None 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20230605#108974MX 
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Ballston - MU Station – Improper Roadway Worker Protection (RWP)     
                                 

June 5, 2023 
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Abbreviations and Acronyms 
 

AMF  Advanced Mobile Flagger 

ARS  Audio Recording System 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CM  Chain Marker 

I/A  Incidents/Accidents 

MAC  Mission Assurance Coordinator 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

OSI  Office of Safety Investigations 

RJSB  Roadway Job Safety Briefing  

RTC  Rail Traffic Controller 

ROCC  Rail Operations Control Center 

ROCS  Rail Operations Control System 

RWIC  Roadway Worker In Charge  

RWP  Roadway Worker Protection 

SAFE  Department of Safety  

SMS  Safety Measurement System  

SRC  Safety Risk Coordinator  

TRST  Office of Track and Structures 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between 
systems of record. * 
 
On Monday, June 5, 2023, at 10:26 hours, an Office of Track and Structures (TRST) employee 
entered the roadway at Ballston-MU Station on Track 2 to conduct a track inspection. The TRST 
employee was performing duties as the Roadway In Charge (RWIC) with a total work crew of four 
personnel, including a track inspector and two Advanced Mobile Flaggers (AMFs) stationed at 
Virginia Square – GMU and Clarendon Stations. The TRST RWIC contacted the Rail Operations 
Control Center (ROCC) via radio on Operations (Ops) Channel 4 and requested to conduct a 
track inspection from Virginia Square to Clarendon Station. The Radio Rail Traffic Controller 
(RTC) granted the TRST RWIC permission to perform the track inspection and the RWIC 
confirmed that their Advanced Mobile Flagger (AMF) was in place. Approximately 15 minutes 
later, the TRST RWIC contacted the ROCC and reported they were safely on the platform at 
Virginia Square. The TRST RWIC requested to continue their track inspection to Clarendon 
Station. The TRST RWIC was instructed to stand by while ROCC personnel investigated the 
discrepancy in reported location. TRST management removed the TRST employee from service 
for further investigation. No injuries or damages were reported as a result of this incident. While 
the work crew was walking from Ballston-MU Station to Virginia Square, one train passed their 
location. That train was briefed by the AMF at Virginia Square. No Near Miss was reported. 
 
The probable cause of the Improper Roadway Worker Protection (RWP) event was a 
communication error from the TRST RWIC to the Radio RTC. The TRST RWIC errantly reported 
that they were entering the roadway at Virginia Square Station when they actually entered the 
roadway at Ballston – MU Station. This resulted in the work crew conducting an unauthorized 
track inspection up to Virginia Square – GMU Station without the correct permissions from ROCC. 
 
Incident Site 
 
This is a below-ground station with split platforms. Ballston - MU is a Direct Fixation Track 
governed by signals K04-06, 08 signals, and K04-02,04 signals. There is an interlocking at Chain 
Marker (CM) K2 & K1 276+23 – 273+96. There are two turnback locations at CM K2 262+38 and 
K1 262+49.  
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Field Sketch/Schematics 
 

 
Locations are approximate. Not to scale. 
 
Purpose and Scope 
 
The purpose of this incident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigative Methods 
 
The investigative methodologies included the following: 
 

• Site Assessment through documentation review  
 

• Formal Interview – SAFE interviewed one individual as part of this investigation. Interviews 
include persons present at, during, and after the incident, those directly involved in the 
response process. Representatives from the Washington Metrorail Safety Commission 
(WMSC) were present during the interview. SAFE interviewed the following personnel:  

• TRST RWIC 
 

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

• TRST RWIC Incident Statement 
• TRST RWIC 30-day Work History 
• WMATA Roadway Job Safety Briefing (RJSB) Form 
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA) 
• Rail Operation Control Center (ROCC) Incident Report 
• Rail Operation Control System (ROCS) Spots Report 

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback 
• Closed-Circuit Television (CCTV)  
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Investigation 
 
On Monday, June 5, 2023, at 10:26 hours, a TRST employee entered the roadway at Ballston 
Station on Track 2 to conduct a track inspection. The TRST employee was performing duties as 
the RWIC with a total work crew of four personnel, including a track inspector and two AMFs 
stationed at Virginia Square – GMU and Clarendon Stations. The TRST RWIC conducted the 
Roadway Job Safety Briefing while at Rosslyn Station at 10:00 hours. After the safety briefing, 
the work crew boarded Train ID 907 in the direction of Ballston – MU Station. The TRST RWIC 
exited the train at Ballston Station at 10:24 hours and contacted the ROCC via Ops Channel 4 to 
conduct a track inspection. They requested to inspect the track from Virginia Square to Clarendon 
Station. At 10:25 hours, the RTC instructed the TRST RWIC to go direct with their AMF at 
Clarendon Station. The radio recording was unintelligible to determine which AMF responded to 
the TRST RWIC. The TRST RWIC asked the RTC if they copied the response from the AMF. The 
RTC responded, “Loud and clear, and granted the TRST RWIC permission to perform the track 
inspection with TRST Unit [#1], to be on the lookout for train movement at all times from Virginia 
Square to Clarendon Station and that the third rail was energized. The TRST RWIC repeated and 
acknowledged the RTC’s directions.  
 
At 10:26 hours, the RTC made announcements to train operators of personnel walking on the 
roadway from Virginia Square to Clarendon Station. At 10:38 hours, the TRST RWIC contacted 
the ROCC and reported they were safely on the platform at Virginia Square. The TRST RWIC 
requested to continue their track inspection to Clarendon Station. The ROCC RTC informed the 
TRST RWIC that they previously requested to inspect from Virginia Square to Clarendon Station. 
The TRST RWIC was instructed to stand by while ROCC personnel investigated the situation. 
TRST management removed the TRST TRIC from service for further investigation. No injuries or 
damage were reported as a result of this incident. 
 
As confirmed by ARS playback, at 10:24:33 hours, the TRST RWIC requested to begin their track 
inspection at Virginia Square, and the AMF was in place at the Virginia Square Station 8-Car 
Marker. The RWIC performed a repeat back. At 10:38:22, the TRST RWIC reported they arrived 
at Virginia Square and wanted to continue their inspection to Clarendon Station. The ROCC RTC 
instructed the TRST RWIC to stand by.     
 
A review of CCTV recordings at the station found that the TRST RWIC and the other TRST 
employee arrived at Virginia Square – GMU Station, Track 2, at 10:38:22 hours. They entered the 
station at the 8-Car Marker, arriving from the direction of Ballston – MU Station. One train (Train 
ID 605) passed the TRST RWIC while they walked from Ballston to Virginia Square Station on 
Track 2. This train was briefed by the AMF at Virginia Square Station, as verified by CCTV 
playback. 
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Rail Operations Control System (ROCS) Spots Report 

 
Figure 1 – ROCS Spots Report displaying Train ID 605 passed the TRST track inspectors as they traveled from Ballston 
– MU Station to Virginia – GMU Station on Track 2 at 10:31 hours. 
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Closed Circuit Television (CCTV) 
 

 
Figure 2 – TRST RWIC was arriving at Virginia Square – GMU Station, Track 2 platform limits at approximately 10:38 
hours. 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
10:00:00 hours TRST RWIC: Performed the safety briefing at Rosslyn Station with four 

personnel.  [RJSB] 
10:24:33 hours TRST RWIC: Contacted ROCC and requested to conduct a track inspection 

from Track 2, Virginia Square, to Clarendon Station; one AMF stationed at 
the 8-Car Marker at Virginia Square, Track 2, entering the roadway with TRST 
unit [#1]. [Ops 4] 

10:25:20 hours 
 

Radio RTC: RTC acknowledged and instructed TRST RWIC to go direct with 
their AMF at Clarendon. After going direct with the AMF, the ROCC RTC 
acknowledged a good transmission and granted the TRST RWIC permission 
to enter the roadway at Virginia Square to Clarendon Station, Track 2. [Ops 
4] 
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Time Description 
10:26:39 hours Radio RTC: ROCC RTC made announcements to all train operators of 

personnel walking on the roadway from Virginia Square to Clarendon 
Stations. [Ops 4] 

10:39:24 hours TRST RWIC: Contacted the ROCC and reported they are safely on the 
platform at Virginia Square, Track 2, and requested to continue their walk to 
Clarendon Station. [Ops 4] 
 
Radio RTC: RTC asked the TRST RWIC where they are located. The TRST 
RWIC stated Virginia Square. The RTC informed the RWIC that they had 
already requested to inspect Virginia Square to Clarendon Stations and to 
stand by. [Ops 4] 

12:08:26 hours ROCC: ROCC managers confirmed that the TRST RWIC entered the 
roadway at Ballston Station after requesting Virginia Square Station. The 
TRST RWIC was removed from service. [Ops 4 Landline] 

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
 
Interview Findings 
 
As part of the investigation launched into the Improper RWP near Virginia Square – GMU Station, SAFE 
conducted one interview with the TRST RWIC. The interview was conducted via Microsoft Teams and 
identified the following key findings associated with this event. The findings detailed below include reported 
information from interviews and may conflict with other data sources contained in the report. 
 
TRST RWIC 
 

• Stated they requested permission to conduct a track inspection from Clarendon to Virginia 
Square Station. They reported they remembered hearing the Radio RTC repeat it back to 
them.  

• Later in the interview they acknowledged that they would have heard the incorrect repeat-
back for their actual location if they paid more attention.  

• The TRST RWIC reported they were informed they were removed from service for going 
through a Red Hot Spot area due to the shutdown, and they did not request foul time. 

 
Weather 
 
On June 5, 2023, at the time of the incident, NOAA recorded the temperature as 71° F, sunny, 
winds 6 mph, and 51% humidity. This is a below-ground station. Weather was not a contributing 
factor in this incident (Weather source: NOAA – Location: Arlington, VA). 
 
Human Factors 
 
Evidence of Fatigue 
 
SAFE evaluated conditions at the time of the incident 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.  
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Fatigue Risk 
 
SAFE evaluated incident data for fatigue risk factors. There were no major risk factors for fatigue 
identified. The incident time of day (10:26 hours) does not suggest an increased risk of fatigue-
related impairment. The employee worked day shifts in the days leading up to the incident. The 
employee reported a total of 7 hours of sleep in the last sleep period preceding the incident and 
was awake for 11.65 hours at the time of the incident. The off-duty period preceding the incident 
was 9 hours, which, taking into account the employee’s reported commute, would have provided 
the opportunity for 7-8 hours of sleep. The employee reported usual workday sleep durations of 
7 hours and no issues with sleep.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the TRST employee was not in violation of 
the Drug and Alcohol Policy and Testing Program 7.7.3/7. 
 
Work History 
 
The TRST employee is a WMATA employee with over eight years of total service: two years as 
a Track Walker, two years as a Track Laborer, and four years as a Track Repairman. The TRST 
employee is certified to the RWP-4 Level and expires in February 2024. This employee has no 
history of sleep issues to report. 
 
Related Rules and Procedures 
 

• MSRPH Section 4 – Section Rules Ver. 2.1 – 4.168 – Employees shall not enter upon the 
roadway or cross the tracks except when absolutely necessary in the performance of their 
duties and permission has been granted by ROCC.   

• MSRPH Section 4 – Section Rules Ver. 2.1 – 4.183.b – Contact ROCC, prior to entering 
the track area, for mainline access and the appropriate tower for yard access, indicating 
the work area to include the beginning and ending station and track number or entry point 
and track number and the purpose of the work. Permission to enter the roadway is required 
from the control point (see rule 4.168).   

 
Findings 
 

• The TRST RWIC was performing a track inspection from Ballston to Virginia Square 
Station but requested permission from ROCC from Virginia Square to Clarendon Station.  

• The Radio RTC repeated back the request from the TRST RWIC as it was stated to them. 
• Two AMFs were utilized for the track inspection: one at Virginia Square Station and one 

at Clarendon Station. 
• Only three employees signed the RJSB Form. The TRST track walker did not sign. 

 
Immediate Mitigation to Prevent Recurrence 
 

• TRST RWIC was removed from service. 
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Probable Cause Statement 
 
The probable cause of the Improper Roadway Worker Protection (RWP) event was a 
communication error from the TRST RWIC to the Radio RTC. The TRST RWIC errantly reported 
that they were entering the roadway at Virginia Square Station when they actually entered the 
roadway at Ballston – MU Station. This resulted in the work crew conducting an unauthorized 
track inspection up to Virginia Square – GMU Station without the correct permissions from ROCC. 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
108974MX_
SAFECAPS_
TRST_001 

(RC-1) TRST Management will ensure the TRST 
RWIC is scheduled and completes refresher RWP 
Training with emphasis on accurate location 
descriptions and properly completing the 
Roadway Job Safety Briefing Sheet.     

 TRST SRC Completed 
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Appendices 
 
Appendix A – Interview Summary 
 
The below narrative summarizes the incident and represents the statements made by the involved 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
TRST RWIC  
 
The TRST RWIC is a WMATA employee with over eight years of total service: two years as a 
Track Walker, two years as a Track Laborer, and four years as a Track Repairman. The TRST 
RWIC is certified to the RWP-4 Level and expires in February 2024. This employee has no history 
of sleep issues to report. 
 
During the interview, the TRST RWIC stated they were conducting a track inspection from 
Clarendon to Rosslyn Stations. They reported that they began this assignment by conducting the 
safety briefing at Rosslyn Station on Track 2. Afterward, the TRST RWIC reported that the crew 
of four boarded the train at Rosslyn in the direction of Court House Station, and the AMFs 
departed at their respective assignment locations. After the TRST RWIC arrived at Clarendon, 
they stated they contacted ROCC and requested to begin their track inspection to Virginia Square.  
 
The TRST RWIC reported that after they arrived at Virginia Square Station, they requested to 
continue their walk and were told to stand by. They stated that ROCC informed them they had 
already requested to conduct the track inspection from Virginia Square. The RWIC reported they 
could not remember if they stated Clarendon Station during their original request to ROCC; 
however, their AMF was already at Virginia Square Station. The TRST RWIC stated that they may 
have heard the ROCC RTC repeat back the incorrect station if they had slowed down and listened. 
The TRST RWIC stated they could not think of anything that would have prevented this incident 
from occurring.   
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Appendix B – TRST RWIC and TRST Track Walker Incident Statements (Abridged) 
 

 
Document 1 – TRST RWIC Incident Statement. 
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Document 2 – TRST Track Walker Incident Statement.  
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Appendix C – Rail Operations Control Center (ROCC) Incident Report (Abridged) 
 

 
Document 3 – ROCC Incident Report page 1 of 2. 
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Document 4 – ROCC Incident Report page 2 of 2. 
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Appendix D – TRST RWIC Roadway Job Safety Briefing (RJSB) Form 
 

 
Document 5 – TRST RWIC RJSB illustrates the job task of a track inspection. Page 1 of 2. 
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Document 6 – TRST RWIC RJSB illustrates the job task of a track inspection. Page 2 of 2. (Only three employees 
signed the RJSB Form). 
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Appendix E – 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 E23565 
 

Date of Event: August 15, 2023 
Type of Event: Train Passed Personnel at Excessive Speed 
Incident Time: 10:46 Hours 
Location: Wiehle-Reston East Station, track 1 

CM N1 883+00 
Time and How received by SAFE: 10:58 Hours – MAC Notification 
WMSC Notification Time: 11:51 Hours 
Responding Safety Officers: WMATA: N/A 

WMSC: N/A 
Other: N/A 

Rail Vehicle: Train ID 725 – L7036/37x7055/54T 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20230815#110677MX 
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Between Wiehle-Reston East Station & Spring Hill Station (CM N1 883+00) 
Train Passed Personnel at Excessive Speed 

August 15, 2023 
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Abbreviations and Acronyms 
 

AIMS Advanced Information Management System 

AMF Advanced Mobile Flagger 

ARS Audio Recording System 

CCTV Closed-Circuit Television 

CMOR Office of the Chief Mechanical Officer 

IIT Incident Investigation Team 

MOR Metrorail Operating Rulebook 

NOAA National Oceanic and Atmospheric Administration 

OM Operations Manager 

RTRA Office of Rail Transportation 

ROCC Rail Operations Control Center 

RTC Rail Traffic Controller 

RWIC Roadway Worker in Charge 

SAFE Department of Safety 

SMS Safety Measurement System 

SPOTS System Performance On-Time Summary 

TRST Office of Track and Structures 

WMATA Washington Metropolitan Area Transit Authority 

WMSC Washington Metrorail Safety Commission 
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 

 
Executive Summary 

 
*Note that all times listed are approximate and may contain minor variations due to differences between 
systems of record. * 

 
On August 15, 2023, at 10:52 hours, an Office of Track and Structures (TRST) Roadway Worker 
In-Charge (RWIC) reported that Train ID 725 (L7036/37X7055/54T) passed their mobile work 
crew between Wiehle-Reston East and Spring Hill Stations, on track 1 without sounding their horn 
and at excessive speed. This report was made to the Rail Operations Control Center (ROCC) 
Button Rail Traffic Controller (RTC) on the Ops 4 Desk Phone. 

 
The Button RTC advised the Radio RTC, who contacted the Train Operator of Train ID 725 to 
confirm that they had received a briefing from the Advanced Mobile Flagger (AMF) located at 
Wiehle-Reston East Station on track 1. The Train Operator replied that they had. 

 
The Button RTC notified the Operations Manager (OM) of the event, then contacted an Office of 
Rail Transportation (RTRA) Rail Supervisor and instructed them to intercept Train ID 725 at 
Court House Station and to take over operating. 

 
The Office of the Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) analysis 
indicated the incident occurred at 10:46 hours. The analysis revealed that the Train Operator 
activated the train horn consistently between Wiehle-Reston East and Spring Hill Stations, and 
the train speed was traveling at 25 MPH when it passed the work crew, which is above the 
prescribed speed of 15 MPH. 

RTRA removed the Train Operator from service. Train ID 725 continued to Shady Grove Yard, 
where the post-incident inspection was conducted. 

 
The probable cause of the Train Passed Personnel at Excessive Speed event on August 15, 
2023, between Wiehle-Reston East and Spring Hill Stations was a human factors error by the 
Train Operator in failing to adhere to AMF procedures. 
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Incident Site 
 

Wiehle-Reston East Station, Track 1 
CM N1 883+00 

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

• Train Operator (Train ID 725) 
• TRST RWIC 
• Track Inspector 

• 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 
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• Train Operator 30-Day work history 
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• Metrorail Operating Rulebook (MOR) 
• 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 [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) 
• Advanced Information Management System (AIMS) 
• System Performance On-Time Summary (Spots) 

Investigation 

On August 15, 2023, at 10:08 hours, the Audio Recording System (ARS) determined that the 
TRST RWIC contacted ROCC and requested to perform a track inspection between Spring Hill 
and Wiehle-Reston East Stations, on track 1 with an AMF positioned at Wiehle-Reston East 
Station, track 1, ready to flag. 

At 10:11 hours, the Radio RTC granted permission for the TRST RWIC to enter the roadway to 
perform the track inspection between Spring Hill and Wiehle-Reston East Stations on track 1, 
then announced that the mobile work crew was on the roadway. 

 
At 10:21 hours, the Train Operator of Train ID 725, transporting a four-car consist to Shady Grove 
Yard, advised Ops 4 that they were departing Dulles Yard on track 1 and requested a wayside 
report. There was no response from Radio RTC. An unidentified party responded that there were 
track walkers all over track 1. At 10:26 hours, the Radio RTC announced that personnel were on 
the roadway between Spring Hill and Wiehle-Reston East Stations. 

 
At 10:37 hours, Train ID 725 arrived at Wiehle-Reston Station, was briefed by the AMF, and then 
departed at 10:39 hours. The Office of the Chief Mechanical Officer (CMOR) Incident 
Investigation Team (IIT) analysis revealed that Train ID 725 encountered the work crew at 10:46 
hours. At 10:52 hours, the TRST RWIC contacted ROCC via cellular phone and reported to the 
Button RTC that Train ID 725 passed their mobile work crew near CM N1 883+00 without 
sounding their horn and at excessive speed. 

The Button RTC notified the AOM of the incident. The AOM instructed to have the Train Operator 
removed from service. The AOM instructed the Radio RTC to verify with the Train Operator that 
they had received a briefing from the AMF at Wiehle-Reston East Station. The Train Operator 
confirmed they had received the briefing before departing Wiehle-Reston East Station. 
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Image 1 – AMF equipment and Train ID 725 located at Wiehle-Reston East Station, track 1 at 10:38 hours. 

 
At 11:03 hours, the Button RTC contacted the Rail Supervisor located at Court House Station, 
advised them of the incident, instructed them to intercept Train ID 725, and remove the Train 
Operator from service. Train ID 725 arrived at Court House Station at 11:16 hours, and the Rail 
Supervisor took over the operation of the train. 

The Radio RTC instructed the mobile work crew to continue the track inspection towards Wiehle- 
Reston East Station and to contact them via landline upon arrival. At 12:05 hours, the TRST RWIC 
contacted the AOM reported located at Wiehle-Reston East Station and advised that the train 
passed their location at excessive speed and without blowing the train horn. 

At 12:11 hours, Train ID 725 arrived and was secured in Shady Grove Yard. 
 

Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following 
timeline: 
 
Time Description 
08:23 hours TRST RWIC: Requested to perform a track inspection between Spring 

Hill and Wiehle-Reston East Stations on track 1. Reported an AMF 
located at Wiehle-Reston East Station, track 1, ready to flag. 
Radio RTC: Acknowledged and repeated. Instructed to go directly 
with the AMF. 
TRST RWIC: Acknowledged. Requested if the AMF was in position at 
Wiehle- Reston East Station on track 1. 
TRST AMF: Confirmed they were in position and ready to flag. 
TRST RWIC: Acknowledged. 
Radio RTC: Acknowledged. Announced that personnel were 
conducting a track inspection between Wiehle-Reston East and Spring 
Hill Stations on track 1. Advised the Train Operators to dim lights, tap 
the horn, and pass at no greater than 15 MPH. [Radio, OPS 4] 
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Time Description 
10:21:52 hours Train ID 725: Departed Dulles Yard on track 1 and requested a 

wayside report. 
Unknown: Advised personnel were all over track 1. Train 
ID 725: Acknowledged. [Radio, OPS 4] 

10:26:25 hours Radio RTC  Announced that personnel were on the roadway between 
Wiehle-Reston East and Spring Hill Stations, track 1. [Radio, OPS 4] 

10:37:55 hours Train ID 725 arrived at Wiehle-Reston, track 1, received an AMF 
briefing. [SPOTS] 

10:39:20 hours Train ID 725 departs Wiehle-Reston, track 1 [SPOTS] 
10:40:31 hours Radio RTC: Announced that personnel were on the roadway between 

Wiehle-Reston East and Spring Hill Stations, track 1. Advised Train 
Operators to dim lights, tap horn, and pass at no greater than 15 MPH. 
[Radio, OPS 4] 

10:52:24 hours The TRST RWIC reported that Train ID 725 had passed their work 
crew at a high rate of speed without sounding the train horn. The 
Button RTC instructed the RWIC to stand clear.  [OPS 4 Phone] 

10:55:49 hours Button RTC: Advised AOM of event. 
AOM: Acknowledged. Instructed to have the Train Operator relieved 
and removed from service. Instructed that the RWIC could continue to 
Wiehle-Reston East Station and call landline. [Radio, OPS 4] 

10:57:57 hours Button RTC: Contacted an RTRA Rail Supervisor landline to intercept 
Train ID 725 at Court House Station to take over operating. [Phone, 
OPS 4] 

10:58:03 hours Radio RTC: Announced that personnel were on the roadway between 
Wiehle-Reston East and Spring Hill Stations on track 1. Instructed the 
Train Operators to dim lights, tap the horn, and pass at no greater than 
15 MPH.[Radio, OPS 4] 

10:58:49 hours AOM: Instructed the Button RTC to verify with the Train Operator that 
they had received an AMF briefing at Wiehle-Reston East Station. 
[Phone, OPS 4] 

10:59:09 hours Radio RTC: Inquired if Train ID 725 had received a briefing from AMF. 
Train ID 725: Responded, yes. [Radio, OPS 4] 

11:03:26 hours The Button RTC advised the RTRA Rail Supervisor of the incident to 
remove the Train Operator from service. [Radio, OPS 4 Phone] 

11:16:57 hours Train ID 725 arrived at Court House Square Station, track 1. [SPOTS] 
12:05:27 hours TRST RWIC: Reported located at Wiehle-Reston East Station and 

advised that the train passed their location at excessive speed and 
without blowing the train horn. 
AOM: Acknowledged. Instructed to report the incident to their 
supervisor. [Phone Rail 2] 

12:06:56 hours Train ID 725 cleared Rockville Station, track 1, towards Shady Grove 
Station. [SPOTS] 

12:11:27 hours Train ID 725 arrived was and secured in Shady Grove Yard. [Radio, 
SG YD 2] 
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Advanced Information Management System (AIMS) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1 –Train ID 725 located at Wiehle-Reston East Station. Blue block and human forms in place to Spring Hill 
Station, track 1. 

 
The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring and Diagnostic System 
(VMDS) 

Adopted from CMOR IIT report with minor formatting and grammatical edits: 
“IIT has completed the analysis of this incident. Based on the ER Data, the road horn was 
activated at intervals of 10 to 15 seconds before, during, and after passing the roadway workers 
at CM 883+00 on track 1 from Wiehle-Reston East Station (N06) to Spring Hill Station (N04). 

Train ID 725 traveled at speeds more than half the regulated speed about 5 times, as shown in 
the ER Data Sheet Table #1. 

 
Based on VMS data, there were no faults observed with the train that would have contributed to 
the cause of this incident. The train performed as commanded.” 
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Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:33:54 Master 
controller in 
P1-P4 at 
Wiehle- 
Reston East 
(N06) 8 Car 
Marker on 
Track-1. Road 
horn activated 
twice 

00 Feet P1-P4 0.67MPH 40MPH 40MPH 

10:39:04.11 
10:39:28.66 

Master 
Controller 
cycled through 
Coast, P1-P4, 
Speed up to 
18MPH, 
Distance 827 
Feet, Road 
horn 
activated 4 
times 

827 
Feet 

Coast 
P1=4 

16MPH 54MPH 75MPH 

10:39:33.97 Master 
Controller in 
Coast, Speed 
24MPH, ADU 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
75MPH, 
Distance from 
Wiehle- 
Reston East 
Station 987 
Feet, Road 
horn activated 
5 times 

987 Feet Coast 24MPH 54MPH 75MPH 
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Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:39:47.26 Master 
Controller in 
P1-P4, Speed 
25MPH, 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
75MPH, 
Distance 
1,480  Feet 
from Wiehle- 
Reston East 8 
Car  Marker, 
Road horn 
activated 7 
times 

1,480 
Feet 

P1-P4 25MPH 54MPH 75MPH 

10:40:00.06 Master 
Controller in 
B1-B3, Speed 
30MPH, ADU 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
75MPH,  Dist 
from Wiehle- 
Reston  East, 
2,020  Feet, 
Road horn 
activated  8 
times 

2,020 
Feet 

B1-B3 30MPH 54MPH 75MPH 

Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 
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10:40:13.75 Master 
Controller in 
Coast Speed 
27MPH, ADU 
Regulated 
Speed 
54MPH, 
Distance from 
Wiehle- 
Reston East, 
2,599 Feet, 
Road horn 
activated 10 
times 

2,599 
Feet 

Coast 27MPH 54MPH 75MPH 

10:40:13.75 
10:40:47.46 

Master 
Controller 
cycled in 
Coast, P1-P4, 
B1-B3, Speed 
27MPH, 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
75MPH, 
Distance from 
Wiehle- 
Reston  East 
Station 4,020 
Feet 

4,020 
Feet 

P1-P4, 
Coast 
B1-B3 

27MPH 54MPH 75MPH 
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Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:41:47.82 Train picked 
up overspeed 
alarm, Master 
Controller in 
Coast, Speed 
32MPH, ADU 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 0MPH, 
Distance from 
Wiehle- 
Reston  East 
Station 6,655 
Feet,  Road 
horn activated 
14 times 

6,655 
Feet 

Coast 32MPH 54MPH 75MPH 

10:41:47.82 
10:42:27.02 

Master 
controller 
cycled in P1- 
P4, Coast, B1- 
B3, Speed 
27MPH, 
Regulated 
Speed 
54MPH, 
Limiting Speed 
75MPH, 
Distance from 
Wiehle- 
Reston  East 
Station 9, 213 
Feet, Road 
horn activated 
18 times 

8,213 
Feet 

P1=P4, 
Coast, 
B1-B3 

27MPH 54MPH 75MPH 
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Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:42:27.02 
10:44:18.13 

Master 
Controller 
cycled in 
Coast, B1-B3, 
Speed 
29MPH, ADU 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
75MPH, 
Distance from 
Wiehle- 
Reston East 
Station 
12,945 Feet 

12, 945 
Feet 

Coast 
B1-B3 

29MPH 54MPH 75MPH 

10:44:18.13 
10:46:11.31 

Master 
Controller 
cycled through 
Coast, B1-B3, 
P1-P4, Speed 
29MPH, 
Regulated 
Speed 
54MPH, 
limiting speed 
55mph, 
Distance from 
Wiehle- 
Reston East 
Station 
17,832 Feet, 
Road horn 
activated more 
than 33 times 

17,832 
Feet 

Coast 
B1-B3 
P1-P4 

29MPH 54MPH 55MPH 
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Time Description 

of Events 
Distance 

from 
Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:46:18.96 Train ID 725 IS 
900 Feet away 
from CM 
883+00, 
Speed 
28MPH, 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
55MPH, 
Master 
Controller  in 
Coast, 
Distance from 
Wiehle- 
Reston East 
Station 18,167 
Feet 

18,167 
Feet 

Coast 28MPH 54MPH 55MPH 

10:46:42.01 Train ID 725 
passed CM 
883+00 
Roadway 
Worker 
location at 
Speed 
25MPH, 
Master 
Controller in 
Coast , ADU 
Regulated 
Speed 
54MPH, 
Limiting 
Speed 
55MPH, 
Distance from 
Wiehle- 
Reston East 
Station, 
19,067 Feet 

19,067 
Feet 

Coast 25MPH 54MPH 55MPH 
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Time Description 
of Events 

Distance 
from 

Wiehle 
Reston 
E (N06) 
Track 1 

Master 
Controller 
Position 

Train 
Speed 

ADU 
Regulated 

Speed 

Limiting 
Speed 

10:52:35.10 Train ID 725 
passed Spring 
Hill Station 
without 
stopping at 
speed 
24MPH, 
Regulated 
Speed 
40MPH, 
Limiting 
Speed 
40MPH, 
Master 
Controller in 
Coast 

32,285 
Feet 

Coast 24MPH 40MPH 40MPH 

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

Graph 1 - Lead Car 7036 Analysis 
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Office of Rail Transportation (RTRA) 
 

The Train Operator received administrative action after it was identified by console video that they 
were smoking while operating. RTRA redistributed the Operations Personnel Notice, Smoke-Free 
Workplace. The Train Operator received a verbal re-instruction on AMF Procedures for Rail 
Vehicle Operators. 

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

 
No reports of communications-related issues were observed in this incident. 

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

 
Train Operator (Train ID 725) 

 
• The Train Operator stated they were operating Train ID 725, a four car, non-revenue train 

from Dulles Yard to Shady Grove Yard. 
• The Train Operator stated they received the briefing from the AMF at Wiehle-Reston East 

Station. 
• The Train Operator stated their routine was to follow the regulated speed but given the 

distance between stations, the incline and decline on the track made it difficult to maintain 
a set speed while constantly scanning for the track workers. 

• The Train Operator stated that they observed the crew, received, and acknowledged a 
proceed signal by sounding their horn twice. 

• The Train Operator stated they reduced their speed to 15 mph as they passed the crew 
and returned to half regulated speed after clearing the work crew. 

• The Train Operator stated that they were smoking a cigarette and drinking from a cup 
while operating the train. 

TRST RWIC 
 

• The TRST RWIC stated that they received permission to enter the roadway from the 
ROCC after confirming AMF was in place. 

• The TRST RWIC stated that they heard and observed the train approaching, cleared the 
mobile work crew to a place of safety and gave the proceed signal to train. 

• The TRST RWIC stated that the train continued but did not acknowledge the proceed 
signal using the train horn. 

• The TRST RWIC stated that they could not estimate the train’s speed, but it bothered them 
that the Train Operator had not acknowledged the proceed signal. 

• The RWIC stated that they contacted ROCC via cell phone because they were concerned 
that other Train Operators would retaliate against them if they reported it over the radio. 

• The RWIC stated that they spoke with the Train Operator after the incident and the Train 
Operator apologized. 
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Track Inspector 
 

• The Track Inspector stated that the RWIC had alerted them that the train was approaching 
their location. 

• The Track Inspector stated that they cleared the roadway to a place of safety, then 
returned to the roadway to continue the track inspection. 

• The Track Inspector stated that they did not recall hearing the train horn nor had an 
estimate of speed for the train. 

Weather 
 

On August 15, 2023, at the time of the incident, NOAA recorded the average temperature as 90° 
F, with significant cloud cover, winds 5.6 mph, and 69% humidity. Weather was not a contributing 
factor in this incident (Weather source: NOAA – Location: Reston, VA) 

 
Related Rules and Procedures 

(Effective 09/01/2023, MOR 9.2.3 Protection of Rail Vehicles) 

MSRPH Operating Rules 3.87: 
“Upon receiving the appropriate proceed signal from the watchman/lookout on the 
roadway, and verifying that all personnel and equipment are clear of the roadway, the 
Rail Vehicle Operator shall: 

• Acknowledge the proceed signal with two short mainline horn blasts (individuals on the 
roadway do not have to continually proceed trains after the Rail Vehicle 
Operator's acknowledgement. 

• Stop and switch to Mode 2, Level 1 if not already in manual mode. 
• Discontinue sounding train horn after acknowledgement, and; 
• Continue at 15 MPH until clear of personnel on either track.” 

Human Factors 
 

Fatigue 
 

RTRA 

Train Operator 
 

Signs and Symptoms of Fatigue 
 

Conditions at the time of the incident were evaluated to distinguish whether evidence of fatigue 
was present. The video did not indicate behaviors suggesting fatigue. 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 major risk factors for fatigue 
identified. The incident time of day (10:46 hours) does not suggest an increased risk of fatigue- 
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related impairment. The employee worked day shifts (08:00 – 16:00 hours) in the days leading up 
to the incident. The employee reported 8.25 hours of sleep in the last sleep period preceding the 
incident and was awake for 4.15 hours at the time of the incident. The employee was off duty for 
a calculated total of 10.66 hours, which provided the opportunity for 7-9 hours of sleep. The 
employee reported usual workday sleep durations of 8 hours and no issues with sleep. 

 
Post-Incident Toxicology Testing 

 
WMATA's Drug and Alcohol Program determined that the Train Operator complied with the Drug 
and Alcohol Policy and Testing Program 7.7.3/6. 

Findings 
 

• The TRST RWIC advised the Button RTC of the incident via landline. 
• CMOR-IIT analysis determined that the train was operating at 25 MPH when the train 

passed the mobile work crew and the horn was sounding at various intervals. 
• CCTV revealed that the Train Operator was smoking and drinking from a cup while 

operating. 

Immediate Mitigation to Prevent Recurrence 
 

• A Rail Supervisor took over operating the train. 
• The Train Operator was removed from service. 
• The Train Operator received a verbal re-instruction on AMF Procedures for Rail Vehicle 

Operators. 

Probable Cause Statement 

The probable cause of the Train Passed Personnel at Excessive Speed event on August 15, 
2023, between Wiehle-Reston East and Spring Hill Stations was a human factors error by the 
Train Operator in failing to fully adhere to AMF procedures. 

 
Recommended Corrective Actions 

 
Corrective Action 

Code 
 

Description 
Responsible 

Party 
Estimated 

Completion 
Date 

110677MX_SAFE 
CAPS_RTRA_001 

Re-distribute RTRA Operations Personnel Notice, 
Smoke-Free Workplace 

RTRA 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. 

 
RTRA 

 
Train Operator 

 
The Train Operator is a WMATA employee with 19 years of service and 10 years of experience 
as a Train Operator. The Train Operator holds a Roadway Worker Protection (RWP) Level 4 
certification that expires in March 2024. 

 
The Train Operator stated they were operating Train ID 725 a non-revenue transport train. The 
Train Operator stated they were working as a Yard Operator at Dulles Yard. They were assigned 
by the Interlocking Operator to transport four cars to Shady Grove Yard for PI Inspection. The 
Train Operator stated that they received a briefing from the AMF at Wiehle-Reston East Station. 

 
The Train Operator stated they attempted to maintain half-regulated speed but the incline and 
decline of the track made it difficult while maintaining visual awareness of the track walkers. The 
Train Operator stated they observed the mobile work crew and reduced speed, observed their 
proceed signal and resumed at half the regulated speed after passing. 

 
The Train Operator stated that they were smoking cigarettes and drinking coffee from a cup while 
operating the train. 

TRST 
 

Roadway Worker in Charge (RWIC) 

The TRST RWIC is a WMATA employee with 4 years of service and 4 years of experience as a 
Track Inspector. The TRST RWIC holds a Roadway Worker Protection (RWP) Level 4 certification 
that expires in August 2024. 

 
The TRST RWIC stated that they performed a Roadway Job Safety Briefing (RJSB) for the work 
crew. The TRST RWIC stated that they made radio contact with ROCC requesting permission to 
enter roadway and begin the inspection. The TRST RWIC stated that they the Radio RTC 
instructed to go direct with the AMF who confirmed they were ready and in place to perform AMF 
duties at Wiehle-Reston East Station. The TRST RWIC stated that they began the track 
inspection between Spring Hill Station towards Wiehle-Reston Station. 

The TRST RWIC stated that they observed the train approaching around a curve towards the 
work crew. The TRST RWIC stated that they stated the Train Operator’s view of the work crew 
may have been obscured by a fence. The TRST RWIC stated that they provided the proceed 
signal to the Train Operator and the train continued but did not blow the horn in acknowledgement. 
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The TRST RWIC stated that they could not estimate the train’s speed, but it bothered them that 
the Train Operator had not acknowledged the proceed signal. The TRST RWIC stated that the 
train was a 3000-series1 and they overheard that the horns may get stuck and not sound. 

 
The TRST RWIC stated that the Train Operator had approached them after the incident and 
apologized. The TRST RWIC stated that they used a cell phone to report the incident to avoid 
retaliation from other Train Operators2. 

Track Inspector 
 

The Track Inspector is a WMATA employee with 3.5 years of service and 3.5 years of experience 
as a Track Walker. The Track Inspector holds a Roadway Worker Protection (RWP) Level 4 
certification that expires in March 2024. 

The Track Inspector stated that they attended the RJSB and was provided the work prior to 
entering the roadway. 

The Track Inspector stated that the RWIC advised that a train was approaching, and they cleared 
to a place of safety. The Track Inspector stated that the train visible 3,000 feet away and the 
Track Inspector was about 150 feet from the RWIC, who was closer to the train. 

 
The Track Inspector resumed the track inspection once the train had cleared their location. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
1 This statement is inaccurate. Supporting evidence indicated that a 7000-series train passed the RWIC at 
the time in question. 
2 No evidence of retaliatory actions, such as excessive use of the train horn, were identified occurring with 
the RWIC after the event. 



Incident Date: 08/15/2023 Time: 10:46 hours 
Final Report – Train Passed Personnel at 
Excessive Speed 
E23565 

Page 22 Drafted By: SAFE 709 09/26/203 
Reviewed By: SAFE 707 – 10/15/2023 
Approved By: SAFE 71 – 10/16/2023 

 

Appendix B – RTRA Statements 
 

Document 1 - RTRA Train Operator Incident Statement 



Incident Date: 08/15/2023 Time: 10:46 hours 
Final Report – Train Passed Personnel at 
Excessive Speed 
E23565 

Page 23 Drafted By: SAFE 709 09/26/203 
Reviewed By: SAFE 707 – 10/15/2023 
Approved By: SAFE 71 – 10/16/2023 

 

Appendix C – RTRA Personnel Notice 
 

Document 2 – RTRA Operations Personnel Notice, Smoke-Free Workplace 
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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 E23688 

Date of Event: October 2, 2023 
Type of Event: Improper RWP 
Incident Time: 01:08 Hours 
Location: Metro Center Station, tracks 1 and 2 
Time and How received by SAFE: 01:24 Hours – SAFE/MAC 
WMSC Notification Time: 02:26 Hours 
Responding Safety Officers: WMATA: N/A 

WMSC: N/A  
Other: N/A  

Rail Vehicle: N/A 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20231002#111812MX 
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Metro Center Station – Improper RWP     
                                 

October 2, 2023 
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Abbreviations and Acronyms 

AIMS Advanced Information Management System 

ARS Audio Recording System 

CCTV Closed-Circuit Television 

ETO Exclusive Track Occupancy 

IT Office of Information Technology 

MICC Metro Integrated Command and Communications Center 

MOR Metrorail Operating Rulebook 

NOAA National Oceanic and Atmospheric Administration 

RJSB Roadway Job Safety Briefing 

ROCC Rail Operations Control Center 

RTC Rail Traffic Controller 

RTRA Office of Rail Transportation  

RWIC Roadway Worker in Charge 

SAFE Department of Safety  

SMS Safety Measurement System 

SOP Standard Operating Procedure  

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 Monday, October 2, 2023, the Office of Information Technology (IT) Integrated Network 
personnel escorted contractors to complete Clearance Verification and Control Survey Work 
between Farragut North Station and Metro Center Station on tracks 1 and 2.  
 
At 00:46 hours, the Roadway Worker in Charge (RWIC) contacted the Metro Integrated Command 
and Communications Center (MICC) and requested a Supervisory Power Outage between Chain 
Markers (CM) A1 & A2 051+00 and B1 & B2 008+00 using Exclusive Track Occupancy (ETO) 
protection. The Radio Rail Traffic Controller (RTC) instructed the RWIC to stand by and clear of 
the roadway and to contact the Power Desk. The RWIC contacted the Power Desk, was provided 
a Supervisory Tag Number, and was instructed to continue to stand by while third rail power was 
de-energized. 
 
The RWIC instructed two members of their work crew to report to Metro Center Station to assist 
with the setup of the work area from that location after receiving permission from the MICC to 
enter the roadway. 
 
At 01:09 hours, the track circuits at Metro Center Station on tracks 1 and 2 displayed occupancy 
on the roadway. The Radio RTC informed the RWIC that they did not have permission to enter 
the roadway. The RWIC reported that two members of their work crew were dispatched to Metro 
Center Station and entered the roadway without permission. At 01:15 hours, the track occupancy 
at Metro Center Station was cleared. 
 
The IT Integrated Network personnel were removed from service. The RWIC advised that the 
work being performed would be canceled. 
 
The probable cause of the Improper RWP event on October 2, 2023, at Metro Center Station was 
a misinterpretation of instructions between the work crew, which resulted in two IT Network 
Technicians entering the roadway after receiving instructions from the RWIC to report to the 
location to set up one end of the work zone. 
 
Incident Site 
 
Metro Center Station, tracks 1 and 2 
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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 document review

• Formal Interviews – SAFE interviewed three 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:

• Roadway Worker in Charge (RWIC)
• IT Network Technician #1
• IT Network Technician #2

• 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:

• Employee Training Records
• Employee 30-Day work history review
• Metrorail Operating Rulebook (MOR)
• National Oceanic and Atmospheric Administration (NOAA)
• Metro Integrated Command & Communications (MICC) Incident Report
• Maximo Data

• System Data Recording Review – Collection of information contained in Metro Data
Recording Systems. This data includes:
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• Advanced Information Management System (AIMS) 
• Audio Recording System (ARS) playback   
• Closed-Circuit Television (CCTV) 

  
Investigation 
 
On Monday, October 2, 2023, the Office of IT Integrated Network personnel escorted contractors 
to complete Clearance Verification and Control Survey Work between Farragut North Station and 
Metro Center Station on tracks 1 and 2.  
 
The Audio Recording System (ARS) revealed that at 00:46 hours, the RWIC contacted the MICC 
and requested a Supervisory Power Outage between CM A1 & A2 051+00 and B1 & B2 008+00 
using ETO0F

1 protection.  
 

 
 
The Radio RTC instructed the RWIC to stand by and clear of the roadway and to contact the 
Power Desk. At 00:51 hours, the RWIC contacted the Power Desk and at 00:58 hours, was 
provided a Supervisory Tag Number and was instructed to continue to stand by while third rail 
power was de-energized. 
 
The RWIC reported that after performing a Roadway Job Safety Briefing (RJSB), they instructed 
IT Network Technicians #1 and #2 to report to Metro Center Station to assist with the setup of the 
work area from that location upon receiving permission from the MICC to enter the roadway.  
 
While IT Network Technicians #1 and #2 were en route to Metro Center, the RWIC contacted IT 
Network Technician #1 and advised them that the contractors would not be performing any work 
past Farragut North Station and instructed them to shorten the work area set up to Metro Center 
Platform limits. 
 
IT Network Technician #1 reported that they understood the request from the RWIC to mean they 
had permission to enter the roadway when they arrived at Metro Center Station. 
 

 
 
1 ETO working limits supplemental protection must be placed prior to beginning scheduled work. This 
supplemental protection includes the placement of shunts accompanied by two (2) red lanterns or e-flares 
placed a minimum of 500’ beyond the outside of the work area to define the working limits, as well as “End 
Work Area” mats placed at both ends of the work area. 
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Closed-Circuit Television (CCTV) revealed that at 01:05 hours, IT Network Technicians #1 and 
#2 arrived at Metro Center Station, and at 01:08 hours, they entered the roadway to complete the 
set up of the work area. 

Image 1 – Image of IT Network Technicians entering the roadway at Metro Center Station at 01:08 hours. 

At 01:08 hours, the Advanced Information Management System (AIMS) revealed that the track 
circuits at Metro Center Station on tracks 1 and 2 displayed occupancy on the roadway; this 
occurs when a shunt is placed on the running rail as part of the work zone setup.  

Figure 1 – AIMS Playback displaying track occupancy at CM B1 and B1 03+00 at 01:09 hours. 

The Radio RTC informed the RWIC that they did not have permission to enter the roadway. The 
RWIC advised that they were waiting for permission to enter the roadway and they were not on 
the roadway. The Radio RTC requested the RWIC to give a landline. 

At 01:13 hours, the RWIC contacted the MICC via landline and reported that IT Network 
Technicians #1 and #2 were dispatched to Metro Center Station to assist with setting up the work 
area and entered the roadway without permission. The RWIC instructed the IT Network 
Technicians to remove the shunts from the roadway. 
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At 01:15 hours, AIMS revealed that the track occupancy at Metro Center Station was cleared. 

The Button RTC notified the AOM of the event, and the AOM instructed that IT Network 
Technicians #1 and #2 be removed from service.  

At 01:16 hours, the Radio RTC confirmed with the RWIC that the IT Network Technicians were 
clear of the roadway.  

At 01:20 hours, the RWIC requested permission to enter the roadway; the Radio RTC requested 
a landline. At 01:22 hours, the RWIC contacted the MICC via landline and advised that they were 
located at Farragut North Station and the IT Network Technicians were located at Metro Center 
Station when they entered the roadway without permission. The Button RTC informed the RWIC 
that the IT Network Technicians would be removed from service.  

The RWIC determined that the work would be canceled due to the manpower shortage. 

Chronological Event Timeline 

A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
00:46:26 hours RWIC: Requested a Supervisory Power Outage between CM B1 & B2 

008+00 to A1 & A2 051+00 using ETO protection. 
Radio RTC: Acknowledged. Instructed to stand by and clear and contact the 
Power Desk. 
RWIC: Acknowledged and repeated. [Radio Ops 1] 

00:51:29 hours RWIC: Requested a Supervisory Power Outage between CM B1 & B2 
008+00 to A1 & A2 051+00 using ETO protection. 
Power Desk: Acknowledged. Instructed to stand by and clear. 
RWIC: Acknowledged and repeated. [Phone MOC PWR] 

00:58:32 hours Power Desk: Provided Supervisory Tag Number 20232757055S. 
Button RTC: Acknowledged and repeated. [Phone Ops 1] 

01:05:33 hours IT Network Technicians arrived at Metro Center Station. [CCTV] 
01:08:06 hours IT Network Technicians entered the roadway at Metro Center Station. [CCTV] 
01:08:56 hours Track occupied at Metro Center Station on tracks 1 and 2. [AIMS] 
01:09:47 hours Radio RTC: Informed the RWIC that they do not have permission to enter the 

roadway. 
RWIC: Advised they were waiting for permission to enter the roadway and 
were not on the roadway. [Radio Ops 1] 

01:11:02 hours Radio RTC: Instructed to contact the MICC via landline. 
RWIC: Acknowledged and repeated. [Radio Ops 1] 

01:13:56 hours RWIC: Reported that units were located at Metro Center Station and that they 
were located at Farragut North Station. The units at Metro Center Station 
entered the roadway without permission. [Phone Ops 1] 

01:15:20 hours Track occupancy cleared. [AIMS] 
01:15:45 hours Button RTC: Notified the AOM of the incident. 

AOM: Instructed to have personnel removed from service. [Phone Ops 1] 
01:16:03 hours Radio RTC: Instructed the RWIC to verify that the units were clear of the 

roadway. 
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Time Description 
RWIC: Confirmed that they spoke with units, and they were clear of the 
roadway. [Radio Ops 1] 

01:20:39 hours RWIC: Advised received Supervisory Tag Number and requested permission 
to enter the roadway.  
Radio RTC: Instructed to contact ROCC. [Radio Ops 1] 

01:22:43 hours RWIC: Advised that they were located at Farragut North Station and other 
units were located at Metro Center Station when they entered the roadway 
without permission.  
Button RTC: Requested identification information of the personnel that 
entered the roadway. [Phone Ops 1] 

01:31:01 hours Button RTC: Advised the personnel that entered the roadway would be 
removed from service. 
RWIC: Advised cancellation of work due to manpower shortage.  
[Phone Ops 1] 

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

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

Radio communication issues were not observed during this event. 

Office of Information Technology Integrated Network (IT) 

IT investigated the event and determined that IT Network Technicians #1 and #2 entered the 
roadway without permission. The employees received disciplinary action as a result of the 
violation. 

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

Roadway Worker in Charge (RWIC) 

• The RWIC said they conducted a safety briefing after contacting ROCC and the Power
Desk for a Supervisory Outage for the work area between CM B1 and B2 008+00 to A1
and A2 051+00.

• The RWIC stated that they instructed IT Network Technicians #1 and #2 to go to Metro
Center Station to set up the track when ROCC and Power give permission.

• The RWIC stated that the contractor they were escorting advised them that their work
would not reach Metro Center Station.

• The RWIC stated that they contacted IT Network Technician #1 via cell phone and told
them that when they arrived at Metro Center Station and received the track rights, they
could set up at the platform since the contractors' work would not reach Metro Center
Station.

• The RWIC stated that ROCC contacted them and said that two shunts were installed at
Metro Center Station without permission to enter the roadway.

• The RWIC stated that they did not give permission to enter the roadway and that IT
Network Technician #1 was not monitoring their radio since ROCC had not permitted to
enter the roadway.
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IT Network Technician #1 

• The IT Network Technician stated that their assignment was to set up the work area for
contractors past Metro Center Station.

• Initially, the IT Network Technician stated that they had received a job safety briefing at
Farragut North Station and was instructed by the RWIC to go to Metro Center Station.

• The IT Network Technician stated that while in the vehicle with IT Network Technician #2,
and on the way to Metro Center Station, the RWIC called and informed them that they did
not have to set up the entire work area and to just set up at the end of the platform.

• The IT Network Technician stated that they set up the work area when they arrived at
Metro Center Station.

• The IT Network Technician stated that the RWIC did not mention that they had permission
to enter the roadway, only to set up the shunts at the end of the platform.

• The IT Network Technician stated that in the past, the RWIC would call when it was time
to set up, and they assumed that was the call.

• The IT Network Technician stated that they did have a handheld radio and did not hear
any communications because the radio was turned off while they were driving, and upon
arriving at Metro Center Station, they did not turn on their handheld radio.

IT Network Technician #2 

• The IT Network Technician stated after the safety briefing with the IT crew and the
contractors at Farragut North Station, the RWIC instructed them and IT Network
Technician #1 to go and set up the other end of the work area at Metro Center Station.

• The IT Network Technician stated that they heard IT Network Technician #1 on the phone
with the RWIC, said they were driving and would call when they were finished, and then
hung up. The IT Network Technician stated that IT Network Technician #1 said that the
entire work area did not need to be set up, just at the end of the platform.

• The IT Network Technician stated that when they arrived at Metro Center Station, IT
Network Technician #1 instructed them to start putting down the shunts and the mat.

• The IT Network Technician stated that a couple of minutes later, IT Network Technician
#1 instructed them to pick up the shunts and the mat.

Weather 

On October 2, 2023, at the time of the incident, NOAA recorded the temperature as 64°F, with 
clear skies. The event occurred within a tunneled section of the rail system. The weather did not 
contribute to this event (Weather source: NOAA – Location: Washington, D.C.). 

Related Rules and Procedures 

Metrorail Operating Rulebook (MOR) – Roadway Worker Protection 
Standard Operating Procedure (SOP) - 28.5.8 Additional Requirements when more than One 
Crew is Working in a Single Work Area (Piggybacking) 

Human Factors 

Fatigue 

Signs and Symptoms of Fatigue  
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IT Network Technician #1 

We evaluated signs and symptoms of fatigue that may have been present during the incident. No 
signs or symptoms of fatigue were detected from the available data. The incident video was 
reviewed for signs of IT Network Technician #1's fatigue. No signs or symptoms of fatigue were 
evident from the video. IT Network Technician #1 reported feeling fully alert during the incident. 
IT Network Technician #1 reported experiencing no symptoms of fatigue in the time leading up to 
the incident. 

IT Network Technician #2 

We evaluated signs and symptoms of fatigue that may have been present during the incident. No 
signs or symptoms of fatigue were detected from the available data. The video of the incident was 
reviewed for signs of IT Network Technician #2's fatigue. No signs or symptoms of fatigue were 
evident from the video. IT Network Technician #2 reported feeling fully alert during the incident. 
IT Network Technician #2 reported experiencing no symptoms of fatigue in the time leading up to 
the incident. 

Fatigue Risk   

IT Network Technician #1 

We evaluated incident data for fatigue risk factors. No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. IT Network Technician 
#1 reported a regular sleep schedule in the days leading up to the incident. IT Network Technician 
#1 worked one shift in the days leading up to the incident. IT Network Technician #1 was awake 
for 3.38 hours at the time of the incident. IT Network Technician #1 reported 7 hours of sleep in 
the 24 hours preceding the incident. The off-duty period was 8 hours, which provided 
an opportunity for 6-7 hours of sleep. This was more than IT Network Technician #1's usual 
workday sleep durations. The employee reported no issues with sleep. 

IT Network Technician #2 

We evaluated incident data for fatigue risk factors. No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. IT Network Technician 
#2 reported a regular sleep schedule in the days leading up to the incident. IT Network Technician 
#2 worked one shift in the days leading up to the incident. IT Network Technician #2 was awake 
for 3.63 hours at the time of the incident. IT Network Technician #2 reported 7 hours of sleep in 
the 24 hours preceding the incident. The off-duty period was 8 hours, which provided 
an opportunity for 6-7 hours of sleep. The employee reported no issues with sleep. 

Post-Incident Toxicology Testing 

WMATA's Drug and Alcohol Program determined that IT Network Technician #1 complied with 
and was not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 

WMATA's Drug and Alcohol Program determined that IT Network Technician #2 complied with 
and was not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 

Findings 
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• The RWIC instructed two IT Network Technicians to report to Metro Center Station to 
assist with setting up the work area while they remained at Farragut North Station to set 
up that end of the work area. 

• The RWIC advised IT Network Technician #1 to shorten the work area to within the 
platform limits at Metro Center Station. 

 
Immediate Mitigation to Prevent Recurrence 
 

• Shunts were removed from the roadway.  
• IT Network personnel were removed from service. 

 
Probable Cause Statement 
 
The probable cause of the Improper RWP event at Metro Center Station was a misinterpretation 
of instructions between the work crew, which resulted in two IT Network Technicians entering the 
roadway after receiving instructions from the RWIC to report to the location to set up one end of 
the work zone. 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
111812_SAFE
CAPS_IT_001 

IT Integrated Network Technicians will attend 5-day 
refresher training on Roadway Worker Protection.  

IT 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.   
 
Roadway Worker in Charge (RWIC) 
 
The RWIC is a WMATA employee with 29 years of service and 29 years of experience as an IT 
Network Technician. The RWIC holds a Roadway Worker Protection (RWP) Level 4 certification 
that expires in March 2024.  
 
The RWIC stated that on October 1, 2023, and into October 2, 2023, they were assigned to 
Farragut North Station as the RWIC. The RWIC stated that they conducted a safety briefing after 
contacting ROCC and the Power Desk for a Supervisory Outage for the work area between CM 
B1 and B2 008+00 to A1 and A2 051+00. The RWIC stated that ROCC instructed them to stand 
by and stand clear. The RWIC stated that the Power Desk advised them that they would call back 
when the Supervisory Tag was ready. 
  
The RWIC stated that they instructed IT Network Technicians #1 and #2 to go to Metro Center 
Station to set up the track when ROCC and Power give permission. The RWIC stated that the 
contractor they were escorting advised them that their work would not reach Metro Center Station. 
The RWIC stated that they contacted IT Network Technician #1 via cell phone and told them that 
when they arrived at Metro Center Station and received the track rights, they could set up at the 
platform since the contractors' work would not reach Metro Center Station.  
 
The RWIC stated that ROCC contacted them and said that two shunts were installed at Metro 
Center Station without permission to enter the roadway. The RWIC said they contacted IT 
Network Technician #1 via cell phone and asked if they were on the roadway. The RWIC stated 
that IT Network Technician #1 responded that the RWIC told them to set up the track. The RWIC 
stated that they did not give permission to enter the roadway and that IT Network Technician #1 
was not monitoring their radio since ROCC had not permitted to enter the roadway. 
 
IT Network Technician #1  
 
The IT Network Technician is a WMATA employee with 20 years of service and 19 years of 
experience as an IT Network Technician. The IT Network Technician holds a Roadway Worker 
Protection (RWP) Level 4 certification that expires in January 2024. 
 
The IT Network Technician stated that their assignment was to set up the work area for 
contractors past Metro Center Station. 
 
Initially, the IT Network Technician stated that they had received a job safety briefing at Metro 
Center Station and was instructed by the RWIC to go to Farragut North Station for a job safety 
briefing at Farragut North Station; they were then instructed by the RWIC to go to Metro Center 
Station. 
 
The IT Network Technician stated that they headed to Metro Center Station with IT Network 
Technician #2.  
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The IT Network Technician stated that while in the vehicle on the way to Metro Center Station, 
the RWIC called and informed them that they did not have to set up the entire work area or just 
set up at the end of the platform. The IT Network Technician stated that they told the RWIC that 
they had not arrived at Metro Center Station.  
 
The IT Network Technician stated that they advised the RWIC that when they arrived at Metro 
Center Station, they would set everything up and then give a call; the RWIC affirmatively 
responded. The IT Network Technician stated that they set up the work area when they arrived 
at Metro Center Station.  
 
The IT Network Technician stated that the RWIC did not mention that they had permission to 
enter the roadway, only to set up the shunts at the end of the platform. The IT Network Technician 
stated that in the past, the RWIC would call when it was time to set up, and they assumed that 
was the call. 
 
The IT Network Technician stated that they had a handheld radio and did not hear any 
communications because the radio was turned off while driving and had not arrived at the work 
location. The IT Network Technician stated that they did not turn on their handheld radio upon 
arriving at Metro Center Station.  
 
The IT Network Technician stated that the RWIC contacted them after they went to the roadway. 
 
IT Network Technician #2 
 
The IT Network Technician is a WMATA employee with 19 years of service and 18 years of 
experience as an IT Network Technician. The IT Network Technician holds a Roadway Worker 
Protection (RWP) Level 4 certification that expires in November 2023. 
 
The IT Network Technician stated that on Sunday, October 1, 2023, after the safety briefing with 
the IT crew and the contractors at Farragut North Station, the RWIC instructed them and IT 
Network Technician #1 to go and set up the other end of the work area at Metro Center Station. 
The IT Network Technician stated that as they drove the vehicle to Metro Center Station, the IT 
Network Technician #1 cellphone rang. At the end of the conversation, they heard IT Network 
Technician #1 say they were driving and would call when they were finished, then hung up. The 
IT Network Technician stated that they asked IT Network Technician #1 who was on the phone, 
and IT Network Technician #1 said that it was the RWIC, and they said that the entire work area 
did not need to be set up, just at the end of the platform.  
        
The IT Network Technician stated that when they arrived at Metro Center Station, IT Network 
Technician #1 instructed them to start putting down the shunts and the mat. The IT Network 
Technician stated that a couple of minutes later, IT Network Technician #1 instructed them to pick 
up the shunts and the mat. The IT Network Technician stated that IT Network Technician #1 
informed them that the RWIC called and said that ROCC instructed them to clear the work area. 
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Appendix B – Roadway Job Safety Briefing Form 
 

 
Document 1 – Roadway Job Safety Briefing Form, Page 1 of 2 
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Document 2 - Roadway Job Safety Briefing Form, Page 2 of 2 
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Appendix C – Written Statements  
 

 
Document 3 – Written Statement of the RWIC, Page 1 of 1 
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Document 4 - Written Statement of IT Network Technician #1, Page 1 of 1 
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Document 5 - Written Statement of IT Network Technician #2, Page 1 of 1 
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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 E23732 

 
Date of Event: October 17, 2023 
Type of Event: O-23: Improper Roadway Worker Protection (RWP) 
Incident Time: 10:27 hours  
Location: Morgan Boulevard Station, G1 520+00 
Time and How received by SAFE: October 18, 2023 via Safety Hotline   
WMSC Notification Time: October 19, 2023 – 12:44 hours  
Responding Safety Officers: None  
Rail Vehicle: N/A 
Injuries: None  
Damage: None 
Emergency Responders: None  
SMS I/A Number 20231024#112329 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS   Audio Recording System  

BDA   By Direction Amplifier  

CCTV  Closed-Circuit Television 

CM   Chain Marker  

FT   Foul Time  

GEM   General Equipment Mechanic  

MICC  Metro Integrated Command and Communications Center 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OSI   Office of Safety Investigations  

RTC   Rail Traffic Controller  

RTRA  Office of Rail Transportation  

SAFE  Department of Safety  

SMS  Safety Measurement 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 October 18, 2023, the Office of Safety Investigations (OSI) received a safety hotline 
notification of a near miss event on the blue line at chain marker (CM) G1 520+00 – 518+00. The 
involved personnel reported that a train passed them while on the catwalk under Foul Time (FT) 
protection. The Office of Safety Investigations (OSI) launched a preliminary investigation to 
substantiate the near miss report. The initial data collection identified that the incident happened 
on October 17, 2023, and was not reported to the Metro Integrated Communications Center 
(MICC).  
 
An investigation using the Audio Recording System (ARS) confirmed that at 10:27 hours, the 
General Equipment Mechanic (GEM) requested FT to enter the jet fan control room. The Radio 
Rail Traffic Controller (RTC) acknowledged the request, instructing them to stand by. 
Misinterpreting the communication, the GEM and Carpenter proceeded toward the jet fan control 
room. While walking to the jet fan control room, Train ID 613 passed the personnel and promptly 
informed the Radio RTC that personnel were in the roadway. The Radio RTC then contacted the 
GEM to request their location. The GEM transmitted to the Radio RTC that they were at the 
emergency egress door. The Radio RTC then granted them FT. The personnel completed their 
work and left the area under FT without further incident. The next day, the GEM reported the 
event to their supervisor, who then contacted the Safety Hotline.  
 
There were no injuries or damages resulting from this event. 
 
The probable cause of the Improper RWP event on October 17, 2023, at CM G1 520+00 – 518+00 
on the blue line was ineffective communication. The GEM misunderstood the radio transmission 
from the Radio RTC, interpreting the acknowledgment of their FT request as permission granted. 
This misinterpretation resulted in the personnel proceeding towards the jet fan control room under 
the false assumption of FT, leading to a near-miss incident with Train ID 613.  
 
Incident Site 
 
Tunneled section of track with no continuous handrails, between at CM G1 520+00 – 518+00.  
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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  
 

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

• GEM 
• Carpenter   

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

• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA)  
• 30-Day Work History  
• Written Statements  
• Track Chart Map  
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• System Data Recording Review – A collection of information contained in Metro Data 
Recording Systems. This data includes: 

• Audio Recording System (ARS) playback, including OPS 2 Radio 
 

Investigation 
 
On October 17, 2023, at 10:27 hours, the GEM contacted the Radio RTC to request FT to enter 
the jet fan control room. A carpenter was accompanying them to check a lock on the room door. 
The ARS confirmed that the GEM initially requested FT to walk to the jet fan control room from 
an emergency egress entrance.  
 

 
Figure 1: This shows the emergency egress door that was used to access the roadway. 
 
The Radio RTC acknowledged their request but did not permit them to enter the roadway to enter 
the jet fan control room. The Radio RTC instructed the GEM to stand by. The GEM and Carpenter 
misunderstood the radio transmission and proceeded onto the catwalk toward the jet fan control 
room. While walking to the jet fan control room, Train ID 613 passed the personnel and informed 
the Radio RTC that personnel were in the roadway.  
 



Incident Date: 10/17/2023      Time: 10:27 hours Page 7 
Final Report – Improper RWP Rev.1   
E23732 
 

Drafted By:      SAFE 703 –  12/08/2023 
Reviewed By:  SAFE 704 – 12/15/2023 
Approved By:  SAFE 707 – 12/18/2023 
[DATE] 

 
Figure 2: This shows the catwalk the personnel were on when Train ID 613 passed them. 
 
The Radio RTC then contacted the GEM to request their location. The GEM informed the Radio 
RTC they were at the emergency egress door. The emergency egress door is six feet from the 
running rail.  
 

 
Figure 3: This image shows the proximity of the emergency egress door to the roadway. 
 
When the Radio RTC asked the GEM’s location, they failed to inform the Radio RTC that a train 
passed their location while the Carpenter was on the catwalk. Once the GEM informed the Radio 
RTC, that they were at the emergency egress, the Radio RTC granted the GEM FT to access the 
jet fan control room.  
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At 10:49 hours, after they completed their work in the jet fan control room, the GEM contacted the 
Radio RTC to request FT to exit the room. The Radio RTC granted them FT to exit the jet fan 
control room. At 10:52 hours, the GEM contacted the Radio RTC to relinquish their FT.  

 
Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 
Time Description 
10:27:49 hours GEM: Contacted the Radio RTC to request FT to walk from CM G1 520+00 – 

518+00 to the jet fan control room for an inspection with the Carpenter. [Radio 
Ops. 2]   

10:28:38 hours  Radio RTC #1: Responded that they copied the GEM’s request for FT and 
gave a 100% repeat back. [Radio Ops. 2]  

10:29:44 hours  Radio RTC #1: Contacted the GEM and asked if they were accessing the 
roadway from an access gate or a fan shaft.  
GEM: Responded that they were using an emergency egress entrance.  
Radio RTC #1: Acknowledged their transmission and instructed them to stand 
by and stand clear. [Radio Ops. 2]  

10:30:19 hours  Train Operator of Train ID 613: Asked the Radio RTC if personnel were in the 
roadway from Addison Road to Morgan Boulevard Station.  
Radio RTC #1: Informed the Train Operator that no one was permitted to 
enter the roadway. 
Train Operator: Informed the Radio RTC that it was a person on the roadway, 
and they weren't sure if they came from an access room but on the roadway. 
[Radio Ops. 2]   

10:30:43 hours  Radio RTC #1: Contacted the GEM to inquire if they were on the roadway.  
GEM: Responded that they were at the entrance of the egress. [Radio Ops. 
2]  

10:30:56 hours  Radio RTC #1: Granted the GEM FT to enter the roadway to access the jet 
fan control room and provided the time it was granted.  
GEM: Acknowledged and advised the Radio RTC that they will let them know 
when they relinquished the FT. [Radio Ops. 2]  

10:32:42 hours  GEM: Relinquished their FT.  
Radio RTC #1: Acknowledged and provided the relinquish time. Informed 
them to contact Central when they were ready to exit the room. [Radio Ops. 
2]  

10:49:55 hour  GEM: Contacted the Radio RTC to request FT to exit the jet fan control at CM 
G1 518+00 – 520+00 
Radio RTC #2: Granted the GEM FT to exit and instructed them to inform 
Central when they relinquished it. [Radio Ops. 2] 

10:52:26 hours  GEM: Contacted the Radio RTC to relinquish their FT.  
Radio RTC #2:  Acknowledged the GEM’s transmission and provided the 
relinquish time. [Radio Ops. 2]   

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
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Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
The Office of Radio Communications checked the headend by direction amplifier (BDA) at Capitol 
Heights Station, which was working and had +15dBm for both low and high bands. They also 
performed radio checks at the platform, kiosk, and mezzanine areas. In most areas, radio checks 
have overbleeding and no audio issues. Overbleeding is when the talk groups can hear other 
operations communications. They checked the headend BDA at Morgan Boulevard Station, which 
was working and had +13dBm for low and +14dBm for high bands. They also performed radio 
checks at Morgan Boulevard Station and Addison Road Station platforms, kiosks, and mezzanine 
areas. Most areas had overbleeding and no audio issues. 
 
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. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 
GEM 

• The GEM is RWP Level 2 certified.  
• The GEM’s main responsibility is maintaining and repairing equipment, primarily tunnel 

fans.  
• The GEM only needs to access the roadway twice a month to complete assigned work.  
• The GEM has worked in this location before.  
• The GEM escorted the Carpenter to the jet fan control room to check the door lock.   
• A roadway job safety briefing was not conducted.  
• The GEM mentioned there being radio transmission issues in this area.  
• The GEM thought the Radio RTC granted them FT during their first radio transmissions 

but felt the air pressure of a train approaching and stepped back near the door.  
• A train passed their location when they thought the Radio RTC granted them FT.  
• The GEM said they did not report the incident to the Radio RTC because the Train 

Operator did.  
 
Carpenter  

• The Carpenter is RWP level 2 certified.  
• The Carpenter’s main responsibility is maintaining and repairing doors throughout the 

WMATA system.  
• The Carpenter only needs to access the roadway roughly once a month to complete 

assigned work.  
• The Carpenter is usually escorted by personnel from a department that submits the work 

order.  
• The Carpenter does not carry a radio to conduct their work.  
• The Carpenter was under the belief that FT was granted when they started walking 

towards the jet fan control room.  
• The Carpenter was approximately 50-60 feet on the catwalk when the train passed their 

location.   
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Weather 
 
On October 17, 2023, at the time of the incident, NOAA recorded the temperature as 57°F, with 
clear skies, winds were four mph, and 72.32% humidity. This was in a tunneled section of the 
track. The weather did not contribute to this incident (Weather source: NOAA) – Location: 
Landover, MD. 
 
Related Rules and Procedures 
 
Metrorail Operating Rules (MOR) 

• 1.1.7: Employees shall immediately report hazardous and unsafe conditions to their 
supervisor, including all near misses. 

• 1.1.10: Employees shall not enter upon the roadway or cross the tracks except when 
necessary in the performance of their duties and permission has been granted by the Rail 
Traffic Controller. 

• 1.2.1: Employees involved in, witnessing, or informed of an accident or incident, to include 
near misses, on the Metrorail system shall inform their supervisor, Metro Transit Police 
Department, Rail Operations Control Center and/or other appropriate authority as soon as 
possible, and shall file a written report. 

• 12.1.5: When it is necessary for employees to enter the roadway to walk or work on tracks 
around moving trains or track equipment, they shall carry a hand-held radio and monitor 
the appropriate radio frequency to remain aware of rail vehicle movements and other 
activities on the rail system.  

• 12.4.3: Personnel shall not take any action until they are positive that all radio 
transmissions or receptions are heard, fully understood, and acknowledged. Individual 
radio transmissions shall, always, be repeated by the receiver so the transmitter can 
confirm the message was received completely and by the intended receiver.  

• 12.4.4: Whenever the transmitter has completed their transmission and is turning the 
airtime over to the receiving party for acknowledgment or reply, they are to end their 
communication with the word “over.”  

• 12.4.8: When an employee is communicating with Rail Operations Control, Central will 
close out a communication loop by saying “Central, out.”  

• 17.7.7 RWP Level Four (4): Roadway-Worker-In-Charge (RWIC)  
o WMATA employees serving in the role as a Roadway Escort or Crew Leader are 

required to be RWP Level four (4) qualified.  
• 17.17.4: Foul time may only be requested by personnel who hold a current Level two (2) 

or Level four (4) RWP qualification.  
• 17.17.8.1: Permission to foul the track must include the following information:  

o Department, when applicable, and radio call number of the employee requesting 
foul time,  

o Track designation (Line & Track Number),  
o Track limits (between/at chain marker(s)),  
o Time limits, and  
o Time effective. 
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Human Factors 
 
GEM: Evidence of Fatigue 
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present.  No video of the involved person was available to ascertain whether evidence of fatigue 
was present. The GEM reported feeling fully alert at the time of the incident. The GEM reported 
experiencing no symptoms of fatigue in the time leading up to the incident. 
 
GEM: Fatigue Risk 
 
We evaluated incident data for fatigue risk factors.  No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. The GEM reported 
keeping a regular sleep schedule in the days leading up to the incident. The GEM worked the day 
shift in the days leading up to the incident. The GEM was awake for six hours at the time of the 
incident. The GEM reported seven hours of sleep in the 24 hours preceding the incident. The off-
duty period was 15.5 hours, providing an opportunity for 7-9 hours of sleep. This was more sleep 
than the GEM's usual workday sleep durations. The employee reported issues with staying 
asleep.  
 
Carpenter: Evidence of Fatigue 
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. No video of the involved person was available to ascertain whether evidence of fatigue 
was present. The Carpenter reported feeling fully alert at the time of the incident. The Carpenter 
reported experiencing no symptoms of fatigue in the time leading up to the incident. 
 
Carpenter: Fatigue Risk 
 
We evaluated incident data for fatigue risk factors.  No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. The Carpenter 
reported a regular sleep schedule in the days leading up to the incident. The Carpenter worked 
the day shift in the days leading up to the incident. The Carpenter was awake for six hours at the 
time of the incident. The Carpenter reported seven hours of sleep in the 24 hours preceding the 
incident. The off-duty period was 15 hours, providing an opportunity for 7-9 hours of sleep. This 
was a comparable amount of sleep as the Carpenter's usual workday sleep durations. The 
employee reported no issues with sleep.  
 
Post-Incident Toxicology Testing 
 
Post-incident toxicology testing was not conducted for this event as it was not reported at the time 
it occurred and the violation was not identified until after the testing window had elapsed. 
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Findings 
 

• During their interview, the GEM reported radio communication issues where the work crew 
was located. They did not report any radio issues on the day of the event.  

• The GEM contacted the Radio RTC to request Foul Time and was instructed to stand by.  
• The GEM thought the Radio RTC permitted them to go to the jet fan control room.  
• Train ID 613 reported to the Radio RTC that Metro personnel were in the roadway. 
• The GEM is RWP Level 2 certified and was escorting the Carpenter, who is also RWP 

Level 2.  
• The Carpenter did not have a radio and did not believe they were required to carry one for 

this assignment.   
• The GEM never informed the MICC that a train passed them while walking to the jet fan 

control room.  
 
Immediate Mitigation to Prevent Recurrence 
 

• The personnel were removed from any assigned work requiring roadway access.  
 
Probable Cause Statement 
 
The probable cause of the Improper RWP event on October 17, 2023, at CM G1 520+00 – 518+00 
on the blue line was ineffective communication. The GEM misunderstood the radio transmission 
from the Radio RTC, interpreting the acknowledgment of their FT request as permission granted. 
This misinterpretation resulted in the personnel proceeding towards the jet fan control room under 
the false assumption of FT, leading to a near-miss incident with Train ID 613.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
112329_SAF
ECAPS_PLNT
_001 

The GEM and Carpenter need to complete RWP Level 
2 refresher training with an emphasis on radio 
communication when requesting foul time.   

PLNT SRC Completed 

112329_SAFE
CAPS_SAFE_
001 

Review the RWP escorting policy.  OP 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.   
 
GEM  
 
The GEM is a WMATA employee and has been a GEM for the past ten and a half years. The 
GEM is currently assigned to the New Carrollton region. The GEM is RWP Level 2 certified and 
must recertify in January 2024. The GEM mentioned feeling fully alert at the time of the incident. 
The week leading up to the incident, the GEM was working the daytime shift. The GEM mentioned 
having issues with staying asleep at night.   
 
The GEM said their roles and responsibilities are maintaining and repairing equipment throughout 
the system. A typical workday for the GEM is preventative maintenance on tunnel fans. The GEM 
mentioned working in this area before. The GEM said at least two times a month; they must 
request FT to conduct their work assignment. The GEM acknowledged being familiar and 
comfortable with the FT process. On the day of the incident, the GEM was escorting a Carpenter 
to a jet fan control room on the Blue Line to repair the lock on the door. They had to use an 
emergency egress door to access the roadway to the jet fan control room. They did not complete 
a roadway job safety briefing before going to the jet fan control room. The GEM said there were 
radio communication issues where they were located. The GEM said they contacted the Radio 
RTC to request FT to access the jet fan control room. The GEM said they believed the Radio RTC 
permitted access to the jet fan control room, but while en route to the jet fan control room, they 
started to feel the air pressure and saw train lights coming towards their location. The GEM heard 
the Train Operator inform the Radio RTC that personnel were in the roadway. The GEM stated 
that when the Radio RTC asked about their location, they informed them they were at the 
emergency egress door. The Radio RTC then granted them FT to enter the jet fan control room. 
The GEM never informed the Radio RTC that they thought they had FT, and a train passed their 
location.   
 
Carpenter  
 
The Carpenter is a WMATA employee who has been an AA Carpenter Lead for six months. The 
Carpenter is currently assigned to the Carmen Turner Facility. The Carpenter is RWP Level 2 
certified and must recertify in June 2024. The Carpenter mentioned feeling fully alert at the time 
of the incident. The Carpenter worked the daytime shift in the week leading up to the incident. 
The Carpenter mentioned no issues with getting good rest.   
 
One of the primary jobs for the Carpenter is maintaining doors throughout the authority. Also, they 
maintain acoustical ceiling systems throughout the offices, flooring, and drywall. The Carpenter 
mentioned being somewhat comfortable with the FT process. They mentioned being RWP Level 
2 most of their career, but they did not need roadway access the four years they were a 
Supervisor. The Carpenter said they request FT less than once a month to complete their 
assigned work. The Carpenter said they are typically escorted by personnel from the department 
that submitted the work order whenever they need to access the roadway because the requesting 
department is more familiar with the work location. The Carpenter said they are not required to 
have a radio to conduct their scheduled work. On the day of the incident, the GEM requested FT 
to access the jet fan control room. The Carpenter said they were about 50-60 feet from the 
emergency egress door when they felt the air pressure and saw the train lights approaching their 
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location. The Carpenter was on the catwalk and had to hold onto the cables on the wall as the 
train passed. The Carpenter then asked the GEM what happened because they thought they had 
FT. The GEM agreed, but then the Radio RTC granted them FT. They never informed the Radio 
RTC that they believed they had FT, and a train passed their location.  
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Appendix B – Work Order: Radio Check  
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Appendix C – Why-Tree Analysis  
 

 

Problem
Statement

Root CausesCausesMajor Cause

There was an
Improper RWP

event at Morgan
Boulevard Station

at G1 520+00.

Root Cause Analysis

The GEM and
Carpenter entered

the roadway
without foul time.

The GEM contacted
the Radio RTC to

request foul time but
misunderstood the

transmission.

The GEM does not request foul
time daily to complete their work
assignments and took the Radio
RTC’s request acknowledgment

as foul time granted.

RC-1

Why?Why?

Why?
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E23768 

 
Date of Event: October 28, 2023 
Type of Event: O-23: Improper Roadway Worker Protection (RWP) 
Incident Time: 01:48 hours 
Location: Southern Avenue Station, Track 2 
Time and How received by SAFE: 02:12 hours via MAC 
WMSC Notification Time: 03:34 hours 
Responding Safety Officers:  None 
Rail Vehicle: None 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20231101#112527 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 
AOM   Assistant Operations Manager 
ARS  Audio Recording System 
CAP  Corrective Action Plan 
CCTV  Closed-Circuit Television 
CM  Chain Marker 
ETO  Exclusive Track Occupancy 
GOTRS  General Orders and Track Rights System 
I/A  Incidents/Accidents 
MICC  Metro Integrated Command & Communications Center 
MOC  Maintenance Operation Control 
MOR  Metrorail Operating Rulebook 
NOAA  National Oceanic and Atmospheric Administration 
OSI  Office of Safety Investigations 
ROCS  Rail Operations Control System 
RTC  Rail Traffic Controller  
RWIC  Roadway Worker In Charge 
RWP  Roadway Worker Protection 
SAFE  Department of Safety  
SMS  Safety Measurement System 
SPOTS  System Performance On-Time Summary  
SRC  Safety Risk Coordinator 
TRST  Office of Track and Structures 
WMATA   Washington Metropolitan Area Transit Authority  
WMSC   Washington Metrorail Safety Commission   
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between 
record systems. * 
 
On Saturday, October 28, 2023, at 01:48 hours, a Branch Avenue Division, Office of Track and 
Structures (TRST) AA Track Repairer, performing duties as the Roadway Worker In Charge 
(RWIC), entered the roadway and setup their work area on an unauthorized track at Southern 
Avenue Station on Track 2.  
 
The Train Operator of Train ID 701 contacted the Metro Integrated Command & Communications 
Center (MICC) Radio Rail Traffic Controller (RTC) and reported zero commands between 
Congress Heights Station and Southern Avenue Station on Track 2. The Radio RTC instructed 
the Train Operator of Train ID 701 to proceed toward Southern Avenue Station. On approach to 
Southern Avenue, the Train Operator contacted the Radio RTC and reported that a shunt was 
installed on Track 2. The Radio RTC directed the Train Operator to standby.  
 
The Radio RTC attempted to contact the RWIC via radio and was unsuccessful. The Radio RTC 
then granted the Train Operator foul time for a ground walk-around inspection. The Train Operator 
performed the ground walk-around, observed and reported a shunt on the roadway, and was 
directed to remove the shunt. After the Radio RTC reestablished communications with the RWIC, 
the Radio RTC directed the Train Operator to proceed towards Southern Avenue Station on Track 
2.  
 
The RWIC was subsequently removed from service for post-incident testing. No injuries or 
damages were reported as a result of this incident. 
 
The probable cause of the Improper Roadway Worker Protection (RWP) event at Southern 
Avenue Station on October 28, 2023, was incorrect procedures followed by the RWIC after 
permission was granted to set up their work zone. The Radio RTC authorized the RWIC to set up 
their work area and safety equipment on Track 1. However, the RWIC inadvertently entered the 
roadway on Track 2 to set up their work area. 
 
Incident Site 
 
Southern Avenue Station, Track 2 
 
This is an above-ground station with a center platform. Southern Avenue Station is a Direct 
Fixation Track governed by signals F08-06, 08 signals, and F08-02, 04 signals and an 
interlocking at Chain Marker (CM) 301+71 to 304+85. 
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Field Sketch/Schematics 
 

 
Figure 1 – Sketch illustrates the authorized work location on Track 1. 
 
 

 
Figure 2 – Sketch illustrates the actual location where the RWIC set up their work area.  
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Purpose and Scope 
 
The purpose of this incident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigative Methods 
 
The investigative methodologies included the following: 
 

• Site Assessment through document review 
 

• Formal Interview – SAFE interviewed one individual as part of this investigation. 
Representatives from the Washington Metrorail Safety Commission (WMSC) were 
present during the interview. SAFE interviewed the following personnel:  
 

• RWIC  
 

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

• RWIC Incident Statement 
• RWIC Training Record 
• RWIC 30-day Work History 
• Metrorail Operating Rulebook (MOR) 
• SOP 2 – Third Rail Power Energization and De-energization Procedures 
• SOP 410-ROCC-ROC-04-01 – Roadway Worker Protection: Exclusive Track 

Occupancy (ETO) 
• National Oceanic and Atmospheric Administration (NOAA)  

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

Recording Systems. This data includes: 
• Advanced Information Management System (AIMS) playback 
• Audio Recording System (ARS) playback, including OPS 3 Radio 
• Closed-circuit television (CCTV) 
• Rail Operations Control System (ROCS) System Performance On-Time Summary 

(SPOTS) Report  
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Investigation 
 
On Saturday, October 28, 2023, at 01:48 hours, a TRST AA Track Repairer was performing duties 
as the RWIC for a five member TRST work crew installing third rail cover boards within the work 
area. The RWIC was operating under Exclusive Track Occupancy (ETO) protection with a Red 
Tag power outage. Their protected work area was from chain marker (CM) F1 303+26 through 
F1 370+29. The actual work area was F1 309+00 to F1 330+00. Three different documents 
address exclusive track occupancy which can lead to interpretation issues.   
 
The Audio Recording System (ARS) revealed that at 23:27 hours, the RWIC contacted the MICC 
and requested General Orders and Track Rights System (GOTRS) Rights with ETO protection 
and a Red Tag power outage at Southern Avenue on Track 1 from CM F1 303+26 to F1 370+29. 
The Radio RTC acknowledged the request and instructed the RWIC to stand by.  
 
At 01:33 hours, the Radio RTC granted the RWIC permission to enter the roadway under ETO 
protection at Southern Avenue on Track 1. However, the Radio RTC recited the incorrect CMs at 
F1 030+26 to F1 370+29. The RWIC responded that they copied the instructions and would 
contact the MICC once the shunts were installed.  
 
The Closed-Circuit Television (CCTV) revealed that at 01:47 hours, the RWIC passed the 8-car 
marker end gate at Southern Avenue Station on Track 2 and proceeded to install shunts, red 
lanterns, and other safety equipment on Track 2. At 01:52, the RWIC installed shunts and red 
lanterns at CM F2 303+26. The RWIC then proceeded to install safety equipment at CM F2 
370+29.  
 

 
Image 1 - RWIC entered the 8-car Marker end gate on Track 2 at Southern Avenue Station at 01:47 hours.  
 
At 02:08, ARS playback revealed the non-revenue Train Operator of Train ID 701 contacted the 
Radio RTC and reported they had zero speed commands at Congress Heights Station, on Track 
2 in the direction of Southern Avenue Station. The Radio RTC granted the Train Operator a 
permissive block to Southern Avenue Station, Track 2.  
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Figure 3 - Train ID 701 approaching Southern Avenue Station on Track 2 at 02:08 hours.  
 
At 02:09 hours, the Train Operator of Train ID 701 non-revenue reported there was a shunt 
installed on Track 2 in approach to Southern Avenue Station. The Radio RTC instructed the Train 
Operator to stand by as they attempted to contact the RWIC. The Radio RTC was unsuccessful 
in contacting the RWIC via the radio. The Radio RTC granted the Train Operator foul time to 
perform a ground walk-around inspection. The Train Operator confirmed observing a shunt 
installed on Track 2. The Radio RTC instructed the Train Operator to remove the shunt.     
 
At 02:14 hours, the Button RTC notified the Maintenance Operation Control (MOC) of the event. 
MOC notified the TRST Supervisor of the event. At 02:26 hours, the TRST Assistant 
Superintendent advised the Assistant Operations Manager (AOM) that the RIWC would be 
removed from service. 
 
At 02:34 hours, the RWIC contacted the AOM and advised that all equipment was clear from the 
roadway, the AOM instructed the RWIC to contact Ops 3. At 02:38 hours, the RWIC contacted 
radio Ops 3 and reported that all personnel and equipment were clear from the roadway on tracks 
1 and 2. 
  
After the Radio RTC reestablished communications with the RWIC, the Radio RTC directed the 
Train Operator to proceed towards Southern Avenue Station on Track 2. The RWIC was 
subsequently removed from service for post-incident testing. No injuries or damages were 
reported as a result of this incident. 
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Figure 4 - Train ID 701 began to move in the direction of Southern Avenue Station, Track 2 at 02:39 hours. 
 

 
Table 1 - ROCS SPOTS Report illustrating rail vehicle movement at Southern Avenue Station on Track 2 from 01:00 
to 03:00 hours.  
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Advanced Information Management System (AIMS) 
 

 
Figure 5 - Third rail power displaying as de-energized on Track 1, Southern Avenue Station at 01:30 hours via AIMS. 
 

 
Figure 6 - Third rail power was still de-energized at 02:11 hours on Track 1 at Southern Avenue Station.  
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General Order and Track Rights System (GOTRS) 
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Closed-Circuit Television (CCTV) 
 

 
Image 2 - RWIC entered the 8-car Marker end gate on Track 2 at Southern Avenue Station at 01:47 hours.  
 

 
Image 3 - RWIC walking back towards the platform limits at Southern Avenue Station on Track 2 at 01:48 hours. 
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Image 4 - The RWIC installed shunts and red lanterns at 01:52 hours on Southern Avenue Station, Track 2.  
 
 

 
Image 5 - The RWIC removed the shunts and red lanterns at 02:14 hours on Southern Avenue Station, Track 2. 
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Image 6 - Train ID 701 entered Southern Avenue Station platform limits on Track 2 at 02:39 hours.  
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
23:24 hours RWIC: Contacted the Power desk to request their red tag power outage at 

F08, track 1. [Ops. 3 Power Desk Phone]   
23:27 hours  RWIC:  RWIC 6322 requested GOTRS Rights with ETO protection and a 

Red Tag power outage at Southern Avenue on Track 1 from CM F1 303+26 
to F1 370+29.  
Radio RTC: RWIC to stand by, stand clear.  
RWIC:  Acknowledged.   
Radio RTC:  Asked the RWIC to identify their means for protection.    
RWIC: Informed the Radio RTC that ETO would be their form of protection.   
Radio RTC: Acknowledged the RWIC's request.   
RWIC: Acknowledged the Radio RTC's transmission and indicated they 
would stand by and clear. [Radio OPS 3]  

01:19 hours  PDC: Contacted the PDAS to execute the red tag. [Power Desk Phone] 
01:31 hours  PDC: Contacted the RWIC to grant them permission to contact Ops. 3 to 

organize hot sticking. [Power Desk Phone]  
01:32 hours  RWIC: Attempted to contact the Radio RTC.  

Radio RTC: Advised the RWIC to go ahead with the message.  
RWIC: Informed the Radio RTC that power inquired when they would set up 
their ETO.   
Radio RTC: Instructed the RWIC to stand by [Radio OPS 3]  
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Time Description 
01:33 hours  Radio RTC: Granted the RWIC ETO protection at Southern Avenue on Track 

1 from CM F1 303+26 to F1 370+29 and permitted the RWIC to install shunts 
in the work area.   
RWIC: Acknowledged and told the Radio RTC that they would notify when 
shunts were installed. [Radio OPS3]  

02:08 hours  Train ID 701: Reported no speed commands between Congress Heights and 
Southern Avenue Station.  
Radio RTC: Granted a permissive block to Train ID 701 to continue towards 
Southern Avenue.  
Train ID 701: Acknowledged the Radio RTC's instructions. [Radio OPS 3]  

02:09 hours  Train ID 701:  Reported to the Radio RTC that Train ID 701 lost speed 
commands on track 2 in approach to Southern Avenue, and it appeared 
there was a shunt on the ground ahead of the train.  
Radio RTC: Requested that Train ID 701 repeat their message.  
Train ID 701: Reported that a shunt was installed on Track 2.  
[Radio OPS 3]  

02:10 hours  Radio RTC: Instructed Train ID 701 not to move the train. [Radio OPS 3]  
02:10 hours  Radio RTC: Attempted several times to make contact with the RWIC. [Radio 

OPS 3]  
02:11 hours  Radio RTC: Directed Train ID 701 to tap their horn.  

Radio RTC: Informed Train Operator of Train ID 701 operator that signal 
F08-08 would turn red and to prepare for foul time to perform a ground walk-
around.  
Train ID 701: Acknowledged the Radio RTC's transmission. [Radio OPS 3]   

02:13 hours  Radio RTC: Asked the Train Operator if they were ready to go out to the 
roadway.  
Radio RTC: Granted the Train Operator foul time on track two to perform a 
ground walk-around.    
Train ID 701: Acknowledged the Radio RTC's transmission. [Radio OPS 3]  

02:14 hours  Radio RTC: Instructed the Train Operator to remove the shunt from the 
roadway and stand by until radio communication could be established with 
the RWIC.   
Train ID 701: Confirmed to the Radio RTC that the shunt was removed from 
the roadway. [Radio OPS 3]  

02:14:18 hours RTC notified MOC of the Improper RWP violation. [Phone MOC] 
02:16:43 hours MOC notified the TRST Supervisor of the Improper RWP violation. [Phone 

MOC] 
02:18:29 hours AOM advised the TRST Supervisor of the details of the event. [Phone Rail 

2] 
02:26:22 hours TRST Assistant Superintendent advised the AOM that the RIWC would be 

removed from service. [Phone Rail 2] 
02:27 hours Power was restored on Track 2 at Southern Avenue Station. [AIMS] 
02:34:02 hours RWIC: Advised that all equipment was clear from the roadway.  

[Phone Rail 2] 
02:38:15 hours RWIC: Reported that all personnel and equipment were clear from the 

roadway on tracks 1 and 2. [Radio Ops 3] 
02:38 hours Train 701 began to move in the direction of Southern Avenue Station, Track 

2. [AIMS] 
**Note: Times above may vary from other systems' timelines based on clock settings and reporting sources. 
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Interview Findings 
 
As part of the investigation launched into the event, SAFE interviewed one employee. 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. 
 
RWIC  
 

• Stated they mistakenly entered the incorrect track to set up their work area. 
• Reported the radio communications were nonexistent and had difficulty receiving radio 

transmissions in the area.  
 
Weather  
 
On October 28, 2023, at the time of the incident, NOAA recorded the temperature as 64°F, 
passing clouds, winds five mph, visibility 10 miles, and 87% humidity. This is an above-ground 
station. The weather was not a contributing factor in this incident (Weather source: NOAA – 
Location: Hillcrest Heights, MD). 
 
Related Rules and Procedures 
 

• Metrorail Operating Rulebook – 17.1 – General Roadway Worker Protection Rules  
• SOP 2 – Third Rail Power Energization and De-energization Procedures 
• SOP 410-ROCC-ROC-04-01 – Roadway Worker Protection: Exclusive Track Occupancy  

 
Human Factors 
 
Evidence of Fatigue 
 
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 signs or 
symptoms of fatigue were evident from the video. The employee reported feeling fully alert at the 
time of the incident. The employee reported experiencing no symptoms of fatigue leading up to 
the incident.  
 
Fatigue Risk 
 
Incident data was evaluated for fatigue risk factors. The incident time of day (1:48 hours) does 
not suggest an increased risk of fatigue-related impairment. The employee worked overnight 
shifts for 18 consecutive days leading up to the incident. The employee reported a total of 8 hours 
of sleep in the last sleep period preceding the incident and was awake for 9.8 hours at the time 
of the incident. The off-duty period preceding the incident was 13 hours, which provided the 
opportunity for 7-8 hours of sleep. The employee reported usual workday sleep durations of 8 
hours and no issues with sleep.  
 
A biomathematical fatigue modelling application (SAFTE-FAST WebSFC) was used to further 
evaluate fatigue risk factors that may have been present in the Track Walker’s schedule. The 
analysis was based on the RWIC’s work schedule, reported sleep from the day before the 
incident, and reported habitual sleep durations. The estimated performance effectiveness at the 
time of the incident was 97.6%. There were no major risk factors for fatigue identified.  
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Graph 1 - Modeling analysis output shows estimated performance effectiveness during the incident work shift and for 
the 18 days leading up to the work shift, based on the employee work and reported sleep schedule. Estimates were 
based on the Track Walker’s work schedule, reported sleep from the day preceding the incident, and reported habitual 
sleep durations (8 hours a day). Bold portions of the modeled curve show work (in black) and sleep times (in blue). 
Effectiveness is shown on the vertical axis, with colored fields in the chart background signifying ranges of effectiveness 
scores, including high effectiveness (>90%) in green and low effectiveness (<65%) in red. Time is shown on the 
horizontal axis. Markers for work and sleep times are shown in the lanes above the time of day on the horizontal axis.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the TRST RWIC complied with the Drug 
and Alcohol Policy and Testing Program 7.7.3/7. 
 
Work History 
 
The RWIC is a WMATA employee with over 16 years of total service: three years as a Track 
Repairer AA. Other positions held with WMATA included Track Repairer B, C, and D, Laborer, 
and Cleaner. The Train Operator is certified to the RWP-4 Level and expires on April 30, 2024. 
This employee has no history of sleep issues to report. 
 
Related Rules and Procedures 
 

• Metrorail Operating Rulebook – 17.1 – General Roadway Worker Protection Rules  
• SOP 2 – Third Rail Power Energization and De-energization Procedures 
• SOP 410-ROCC-ROC-04-01 – Roadway Worker Protection: Exclusive Track Occupancy  
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Findings 
 

• The RWIC was granted permission to set up their work zone on Track 1. 
• The RWIC entered the roadway on Track 2 and set up their work area.  
• Track identification markings were present throughout Southern Avenue Station, including 

the end gate at the 8-car Marker.  
• Current ETO procedures require procedures and guidance from three documents (ROCC 

410, SOP 2, and the MOR) that permit the risk of unclear interpretation by the executors.    
 
Immediate Mitigation to Prevent Recurrence 
 

• Work equipment and crew were removed from the roadway.  
• SAFE provided a summary of the event to TRST and ROCC. TRST work crews reviewed 

the event for the next overnight shift as part of their Roadway Job Safety Briefings.  
• To prevent recurrence, SAFE developed a Safety Bulletin summarizing the event, the 

immediate causes, and short-term mitigations.   
• TRST developed a Lessons Learned document about this event.  

 
Probable Cause Statement 
 
The probable cause of the Improper RWP event at Southern Avenue Station on October 28, 2023, 
was incorrect procedures followed by the RWIC after permission was granted to set up their work 
zone. The RTC authorized the RWIC to set up their work area and safety equipment on Track 1. 
However, the RWIC inadvertently entered the roadway on Track 2 to set up their work area. 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
112527_SAFE
CAPS_SAFE_
001 

SAFE Management will develop a Safety Bulletin 
summarizing the incident, immediate causes, and 
short-term mitigations. 

SAFE 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.   
 
The RWIC is a WMATA employee with over 16 years of total service: three years as a Track 
Repairer AA. Other positions held with WMATA included Track Repairer B, C, and D, Laborer, 
and Cleaner. The Train Operator is certified to the RWP-4 Level and expires on April 30, 2024. 
This employee has no history of sleep issues to report. 
 
During the interview, the RWIC stated their job assignment was to install third rail cover boards 
and repair a rocker arm. They stated they had a GOTRS Red Tag authorization to perform the 
work Track 1 near Southern Avenue Station and were instructed that the work was off the 
platform. The RWIC stated they did not verify which track they entered before installing shunts on 
the roadway. After they installed the first shunt, the RWIC reported they proceeded to the other 
end of the work area to install the second shunt and work mat. The RWIC reported the radio 
communications were intermittent and did not know the RTC was attempting to contact them. The 
RWIC reported as they were walking back to the platform, they heard the radio transmissions 
going in and out before finally hearing the RTC state they had set up on the wrong track. The 
RWIC stated that after they cleared the roadway onto the Southern Avenue platform, they verified 
that roadway signage was present for track identification.    
 
The RWIC stated they had made a mistake by not verifying the track number before entering the 
roadway to install the shunts. They stated this incident could have been prevented if they had 
used extra time for track identification before accessing the roadway. The RWIC reported that 
their current ETO procedures require them to carry all safety equipment to the roadway for 
installation without hot sticking to confirm the status of third rail power. The RWIC did not report 
any issues with sleep.  
 
  



Incident Date: 10/28/2023       Time: 01:48 hours Page 26 
Final Report – Improper Roadway Worker Protection 
E23768 
 

Drafted By:      SAFE 702 – 12/18/2023 
Reviewed By:  SAFE 707 – 12/26/2023 
Approved By:  SAFE  

Appendix B – RWIC and TRST Personnel Incident Statements (Abridged) 
 

 
Document 1 – RWIC Incident Report. 
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Document 2 – TRST Laborer Incident Statement. 
  



Incident Date: 10/28/2023       Time: 01:48 hours Page 28 
Final Report – Improper Roadway Worker Protection 
E23768 
 

Drafted By:      SAFE 702 – 12/18/2023 
Reviewed By:  SAFE 707 – 12/26/2023 
Approved By:  SAFE  

 
Document 3 – TRST Repairer Incident Statement. 
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Document 4 – TRST Repairer Incident Statement. 
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Document 5 – TRST Repairer Incident Statement. 
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Appendix C – Roadway Job Safety Briefing (RJSB) 
 

 
Document 6 – RJSB page 1 of 2. 
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Document 7 – RJSB page 2 of 2. 
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Appendix D – FT/ETO/IT Roadway Access Form 
 

 
Document 8 – ROCC Roadway Access Form detailing which personnel requested roadway access on October 28, 
2023. 
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Appendix E – Safety Bulletin – Roadway Worker Protection Near Miss 
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Appendix F – Why-Tree Analysis 
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